
As a child, I had reason to respect
and even idolize physicians. My

closest relationship to the field also
represented one of the most signifi-
cant relationships in my life—that
with my father. Watching my father,
I was certain that only the most
trustworthy individuals became
physicians, and once there, they
were perfect. As I matured, I came
to understand that mistakes were
made in medicine, but I continued
to believe that really good doctors
never made mistakes. When I
began to research the possibility of
a career in medicine, the reality of
medical errors was not something
that I picked up on. Studying engi-
neering as an undergraduate, I as-
sumed that health care would have
equivalent or even superior safety
protocols. Imagine my shock early in
medical school when I attended a
lunch meeting with our Institute for
Healthcare Improvement (IHI) group
on campus and participated in a dis-
cussion of the importance of patient
safety and quality improvement!
Only then did I discover how perva-
sive and relevant the issue is.
Medical error prevention and

quality improvement have become
educational and professional priori-
ties for me. I now recognize the
magnitude of the challenges that re-
main, and I have availed myself of
several opportunities to further my
own education and contribute to the
awareness of my peers. One partic-
ularly informative program I at-
tended was the Academy for
Emerging Leaders in Patient Safety:
the Telluride Experience. Partici-
pants included my peers, experts

challenges of working in a complex
system lead to preventable errors.
Indeed, the frenetic pace of clinical
practice is undoubtedly a contributor
to many errors that occur.2 Not only
does it contribute to errors, it re-
duces the time available for physi-
cians to develop risk reduction
strategies and test rapid cycle im-
provements. That same frenzied en-
vironment impacts QPS in medical
school as well. Student involvement
has proved challenging when com-
peting with the rigors of anatomy,
pathophysiology, and pharmacology.
Until QPS is made an institutional
priority in both medical schools and
health care systems, we will con-
tinue to face these challenges.
SGIM has a unique opportunity

to lead in the QPS movement and
to promote a shift toward a culture
of safety. Major improvements
within the field must begin with an
awareness of the issues we face
and education regarding process im-
provement. Mobilizing the next gen-
eration of physicians to begin to
affect change begins with educa-
tion. I believe that my reaction to
learning about these issues is not
unique, and by energizing physi-
cians at an early stage in their train-
ing, we can foster a change in the
culture of safety. Students like me
who are passionate about this work
will pursue opportunities to con-
tinue this mission throughout their
careers. The prospect of working on
a motivated interprofessional team
within a system that allows us to
achieve our full professional poten-
tial is exciting. Enhanced education

and leaders in quality and safety,
and patients and families who had
experienced an error. Four days of
complete immersion—interactive
discussions and simulations high-
lighting the impact of communica-
tion, hierarchy, and pressure on
errors—gave me a deeper insight
into the reality of medical errors and
the challenges that remain. This
program offered me an excellent
opportunity to continue to engage
in this field and to bring back a re-
newed vigor for quality improve-
ment work.1 Recently, I was
honored to be nominated and se-
lected as a student member to the
Quality and Patient Safety (QPS)
Subcommittee at SGIM. Through
these experiences, I have met a va-
riety of health care professionals
and patient advocates who share
my concern for improving the qual-
ity of care we deliver.
QPS is an all-encompassing as-

pect of medicine. QPS provides an
opportunity for interdisciplinary col-
laboration with individuals from all
fields of medicine at varying stages
in their careers. No specialty, sub-
specialty, or level of experience—
from medical student to resident to
fellow to attending physician—is
outside of the focus of QPS. My
work on the curriculum develop-
ment team at Wayne State Univer-
sity School of Medicine has opened
my eyes to two truths regarding
QPS. First, the genuinely altruistic
nature of most physicians and
nurses leads them to do what they
think is best to avoid errors. Second,
a well-organized team can provide
high-quality care. Unfortunately, the
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and mentorship opportunities will
create a greater number of physi-
cians who are passionate about the
positive changes that they too can
affect in their health care systems.
My selection to the SGIM QPS sub-
committee has proven to be a great
opportunity for mentorship—both in
QPS and my career in medicine. By
engaging members in QPS and of-
fering mentorship in this area, SGIM
will make a valuable investment in
engaging students in general inter-
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equipped to face these challenges
and affect sustainable change.
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nal medicine as a career choice.
These are simply the observations

of a young padawan at the outset of
a career committed to providing pa-
tients with the best possible care.
That commitment starts now—both
in active learning and in sharing what
I’ve learned. I hope to promote the
role of patient advocacy among my
generation of health care providers. I
also challenge my physician col-
leagues in training to commit to QPS
education so that they are better
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