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Background

In response to the Institute of Medicine’s (IOM) report, To Err is Human: Building a Safer Health System, the Quality Interagency Coordination Task Force (QuIC) endorsed the IOM’s recommendation for making a national priority of enhancing the existing knowledge base in the area of patient safety.  In particular, the QuIC called for a National Summit on Medical Errors and Patient Safety Research, which was held in Washington, D.C., on September 11, 2000, to begin the process of setting a national research agenda.

During the National Summit, which had representation from diverse interest groups (e.g., consumers, state and local policymakers, purchasers, health care professionals, and researchers), the QuIC and other patient safety funding organizations heard from the users of patient safety research about their pressing needs and the specific research questions related to those needs.  To ensure that the users’ input led to a coordinated private–public action plan by funders of patient safety research, representatives from 14 public- and private-sector organizations that fund patient safety research were asked review the input from the users.  After the review, the representatives met to develop an integrated, coordinated, user-driven, patient-focused, system-based patient safety research agenda.  Given the extent of both the users’ comments as well as of the patient safety field, the current Preliminary Research Agenda is rather broad in scope.  Future discussions and meetings, such as “Patient Safety at the Clinical Interface,” have been scheduled to provide more detail for the current research framework.

“Patient Safety at the Clinical Interface” was designed to obtain feedback concerning the Preliminary Research Agenda produced from the National Summit, to articulate in greater depth some of the key issues that clinicians want to have researched so that they can improve patient safety, to explore the role of the professional societies in reducing errors, and to discuss means by which to address various implementation issues.

To reach those stated objectives, the basic format for the meeting involved two different sets of breakout sessions – with a focus on research topics as well as implementation issues – and a working lunch focused on the patient/consumer research agenda.  In each of the breakout sessions, a member from one of the 14 funders of patient safety research at the National Summit served as a moderator while two other individuals with differing viewpoints served to catalyze the discussion. NOTE: This summary attempts to highlight the key issues brought up at the sessions. Many of the same issues were brought up at several sessions, and no attempt was made to remove redundancy caused by this. Nor is there an attempt to provide an overall summary of the issues raised in the various sessions.  Further, no effort was made to validate the comments presented during the discussion sessions.

Morning Sessions
I. What do clinicians and managers most want to know about the epidemiology of errors to help focus their efforts to improve safety?

Moderator:  Teresa Horan 

Discussion panel:  Lucian Leape, Tammy Lundstrom

Scribe:  Judy Goldfarb

In this brainstorming session, the panel and participants were asked to focus on identifying the patterns of health care errors (i.e., the distributions and circumstances that lead to errors) and, based on this, formulate research questions that would be most valuable to clinicians. Specifically, the group considered what are the most useful ways of grouping errors:  Should they be categorized by specialty, by disease classification, by root cause or contributing factors, or by some other approach?  Are these groupings interrelated and should they be studied together?  Identification of these patterns and related issues would lead to the formulation of the most useful questions about errors for initial research funding.  

Other questions that were addressed related to the epidemiology of errors include: What are the causes and types of medical errors and close calls among different clinical specialties and settings of care (e.g., acute, ambulatory, long term care, pre-hospital care)?  What are the causes and types of medical errors in different patient populations such as by age group and racial and ethnic minority or disability status?  What costs are attributed to errors by type and causation within different population groups, care settings, and clinical specialties?

This breakout session met twice, and the following consolidates the major themes and unique suggestions offered by the panel representatives and the session participants, and are considered applicable across all settings of health care.

Dr. Lucian Leape (Harvard Medical School) addressed the following key points: 

· It is important to make known those changes and recommendations for safety that are established as successful (i.e., “best practices”).

· Comparison of error rates should be avoided, as reporting is usually voluntary and thus unreliable; measures of error are woefully inadequate to the task. Though often sought by administrators and purchasers, comparison to a benchmark, as typically used, is probably a bad idea — error measurements are so imprecise as to make comparisons meaningless. Furthermore, such a comparison is often used to determine if an organization is above average (or above some benchmark) when the objective should be to continually improve safety. The goal, according to Leape, is not to be better than the “other guy”, but to be better than you were.   Similarly, it is not workable to use error rates to choose a provider or hospital because the measures are inadequate.  Consumers do not want to “shop” for safety or  quality, Leape says. They want, and health care organizations should deliver, high quality from ALL providers.  Patients do not wish to be forced to compare and choose the “best” practitioner, but to assured that their practitioner is safe.  

· The word “error” should be abandoned for “adverse event,” because the word error generally implies blame and is typically applied to individuals.  The objective of reporting and investigations of accidental injuries, however, is to identify the underlying systems failures rather than assign blame to an individual.  In addition, it is often not known at the time of discovery of an adverse event what “errors” have occurred.  However, we are interested in “near miss” errors or “close calls,” which provide valuable information and which health care personnel can report with less concern for punishment or retribution.   Audience participants agreed with this terminology.  

· The meaning of  the epidemiology of adverse events must be broad. It should include not only the identification and classification of specific adverse events that are to be addressed on a priority basis, but also the causes and contributing factors of adverse events, their classification, and their pre-disposing conditions. 

· In determining what to study, it is important not to restudy what is already known.  Rather, we need to learn what is known from the basic science of error prevention and then seek to relate this information to health care. That is, how does health care differ and how do we apply human factors concepts to redesign of our systems?  Three areas illustrate how this might be done:  1) How does team work differ in different health care settings, what are the barriers to developing teams, and how should we train staff to promote team work?  2)How can skills and competence be assessed reliably?  How do we identify marginal performance?  Can we develop standardized criteria and measures of performance?  3) What needs to be changed to implement humane working hours and work loads?  How can continuity be maintained with shortened shifts for house officers?  What are appropriate staffing ratios for nurses? 

In this breakout session, Dr. Tammy Lundstrom initiated a discussion of what is known about the epidemiology of errors and how best to collect data .  Key points in her presentation focused on the Center for Disease Control’s successful National Nosocomial Infections Surveillance System (NNIS) as a model for the study of errors. The attributes of this model are described more fully in the section “How to Study,” below.

At the completion of the panelists’ presentations, the audience participants offered the following discussion points:

· What to study?   Four research areas were identified for study:

1. Near Misses.  Data on these “close calls” or near misses can be obtained more easily than that on actual, known adverse events since near misses are thought to be reported more willingly.  This is believed to be so because reporting them can be accomplished in a blame-free manner, without harm or liability.  Key elements in reporting near misses must include: a) a clear definition of the term, i.e., what constitutes a “near miss;” b) accurate and available data sources (e.g., Are incident reports of value?); c) non-punitive methods of reporting; d) reason(s) why the event did not occur, or, in other words, what “hero event” or success prevented the adverse event;  e) the “consequence potential” if the event were to occur, in terms of the harm itself plus the cost of the harm—establishing this potential is necessary to prove that prevention of the adverse event is cost-effective at the individual and systems levels, and it is a challenge to institutional and national leadership to involve the actual providers of the care in this determination;  f) what interventions for prevention have been identified and why are they or are they not used routinely; g) extensive involvement of the clinicians in studying near misses.  (NOTE: Identification of a model to study near misses would be valuable.  This model might include a “potential severity index” [the study of the consequences if the adverse event is not caught] multiplied by the “probability of recurrence” [ risk], which would provide a continuous causal and predictive analysis of particular classes of near misses.) 

2. Teams.   Teamwork provides a “best environment” for safety.  It combines the expertise of many individuals and enhances the ability to change behavior due to their additional commitment. Key elements in studying the effects of teams include: a) a study of how they work; b) a demonstration of the effectiveness of proven approaches—i.e., it is important to study the value of teams and how to observe a team functioning [e.g., consider the operating room and how observations during a procedure positively affect the team’s functioning]; c) learning from other industries outside of health care for team successes [e.g., consider industrial engineering and the study of human factors].  NOTE:  The study of the team approach and how best to study teams in action can be undertaken at the institutional level as well as at the national level. 

3. Skills and Competencies of Health care Workers.   Key questions for study include: a) How should these be assessed objectively among many disciplines? b) How to build these into the culture of safety? c) How to build upon what is already known? d) How to define competence? e) What are different degrees of competence and how are they measured and dealt with? f) How do different degrees of competence affect patient safety? 

4. Working Conditions.   A prime area of research is the study of the health care delivery setting and how it influences behavior. Key questions for study include: a) How is the impact of working conditions on provider skills and competence best studied? b) Can we learn from the application of human factors engineering to the health care environment? c) How do we apply all that is learned from studies?  d) Consider all the same questions outlined under the previous point (“Skills and Competencies”).

· How to study?  What model of patient safety research should be used?

1. Identify successful models.  A successful model should contain those attributes identified in successful surveillance models such as the National Nosocomial Infections Surveillance System (NNIS) of the Center for Disease Control.  These attributes include: maintaining confidentiality and anonymity; being voluntary; providing a standard definition of numerator and denominator for error use; providing training for collection and use of data; assuring validation and risk-adjusted rates; having comparability, including by population variations; providing feedback of aggregated data, including publication of rates; serving as credible and available sources of information; providing staffing data; being evidence-based and able to serve as guidelines; having been proven through cost/benefit analyses to be effective sources of surveillance data.  NOTE:  Of great importance, a useful model should be active up to date in the provision of data. 

2. Consider standards and guidelines for appropriateness across all settings.  It is necessary to identify sources of continuity-of-care information that can be used across various care delivery sites. Open systems create a complexity in tracking information.  Key questions in the study of information sources include: a) What are the best, most consistent sources of information about errors and near misses in health care, if any exist, or how best can they be created?  b) How can one get to the information?  c) What is the culture for providing information about errors and near misses and how can  or should that culture be changed?  d) Do hotlines for reporting near misses and errors work?  If so, how can this method be utilized more effectively?  e) What are the best methods for disseminating information?   (NOTE:  A conceptual framework for tracking information that is suitable in various settings could set an institutional and national standard or guideline for gathering the necessary information.) 

· What are the challenges and barriers to performing research on patient safety?

1.  What are these challenges and barriers?  It is important to identify what we need to study but also, what prevents us from getting the information and then using successfully what is learned. Key questions to address this issue include: a) What attitudinal changes must occur to foster change-agent behaviors in personnel?  For example, do personnel activate policies that give them permission to intervene when they observe an error in the system, such as stopping a potentially harmful surgical operation just as one would stop an assembly line with a potential quality problem in a manufacturing setting?  b) Is there technology/software available that successfully guides the collection of necessary information? c) What prevents implementation of what is already a known, successful intervention? 

2.  How should the research be performed?  Should a cohort of patients be studied across settings or should the events themselves be studied, both looking backward for the initial breakdown point and forward, to examine the consequence or outcome of the event?  For example, if a wrong medication is given, one could study why the medication was given, as well as the outcome of this event. 

3.  How to identify the top 10 adverse events and close calls?  How do we get to common data that has usefulness across all health care settings and among various populations?  Would the matching of academic data with existing insurers’ experience data be helpful—i.e., what lawsuits occur for what common reasons [i.e., what is the low hanging fruit?], and would premium relief research provide information about incentives for behavioral change?  

4.  What are the different levels of interventions?  It is important to consider interventions that work at the individual level and the systems level, and identify the interrelationships that exist between them, if any. For example, one could study team approaches in dealing with system interventions [providing a product such as a central line catheter] and with individual performance [assess the competence of the clinician in placement of the catheter, using a follow-up x-ray]. 

· How do we work collaboratively to perform and benefit from patient safety research?

1.  Learn the lessons from various health care disciplines.  It is important to utilize what is already known in error research and safety design.  A review of research and  interventions across providers would provide important information.  Key questions include: a) How do we get this information categorized and available for access?  b) How is knowledge gained in one setting transferred across the various health care settings? c) How is resistance to change overcome and attitudinal shifts accomplished? d) What proven technologies can be tapped for expediting immediate and evidence-based successes? e) What personality types are more likely to accept change?   (NOTE:  It would be helpful to examine the epidemiology studies conducted in the hospital and nonhospital settings, such as in the ambulatory care setting, home health arena, and, if possible, physician offices.  Further, looking at successful change agents, such as pharmacy sales representatives who change physician ordering practices may prove to be a valuable exploration.)

2.  Work with partners from other disciplines.  It is important to examine industrial engineering and knowledge about the study of human factors when considering how to affect patient safety through application of lessons learned.  The consumer, or patient, should be an active participant in the study of patient safety research.
Other questions for research brought up during the session include: 

1. What are the incentives for reporting adverse events?  Certain “leverage points” may be useful in introducing patient safety nationwide and motivating the study and application of patient safety research.  These may include the  announcement of useful research itself, identification of the event in the media, or, the pressures of accreditation and oversight activities.

2. What are the consequences of reporting adverse events?  

3. Is it best to study by case review or through epidemiological methods?

4. What makes a solution/ intervention successful over time? (Both local and global solutions should be considered.) 

5. How are decisions made? 

6. What is the lexicon needed to study patient safety in a standardized manner?

II. What do clinicians and managers see as the greatest opportunities for research to develop and test strategies for reducing risk?

Moderator: Gregg Meyer

Discussion panel: Sandra Adamson Fryhofer, Nancy Donaldson 

Scribe: Eileen Hogan

During this session, the panel and participants were asked to focus on identifying the greatest opportunities for research to develop and test strategies for reducing risk:  How can the universe of currently existing strategies be identified and categorized?  What research areas should be examined first—reporting, systems improvement, informatics, or organizational culture?  How have existing strategies been tested?  Once existing strategies have been examined, gap areas will need to be determined for the development of new strategies.  Which strategies offer the greatest opportunities for improvement and how should they be prioritized?  How should the strategies’ impact on safety be measured and evaluated?  How should new strategies be tested? What are the barriers to implementing these strategies?  How can the “business case” for implementation be made?  What are the most effective ways for reporting and disseminating information on strategies for improvement purposes—weekly newsletters, electronic alerts, or conference series, for example?
Throughout the discussion, the participants emphasized the development of a user-driven research agenda based on input from the entire health care spectrum—patients, practitioners, providers, health systems, regulators, government, and policymakers.  Patient safety efforts are taking place at all levels—local, national, and international—and this broad universe of activities must be considered in the conducting of research, and especially for translation and dissemination efforts.  Research methods should be expanded beyond the traditional approaches—randomized clinical trials and R01 (researcher-initiated) grants—and new methods and models should be developed that are more adaptable and appropriate for the changing research needs in patient safety.  Can existing procedures, such as autopsies and mortality and morbidity conferences, be adapted to provide more useful patient safety data?  How can the safety research of other industries, such as aviation and manufacturing, be examined to inform research methods for improving patient safety?  The participants in this breakout session focused on the need to conduct research across all clinical settings and to focus on the system or team instead of the individual.  Another overarching issue is the impact of resource allocation.  Given limited resources, how should research be prioritized?  Should funds be allocated for implementing many inexpensive programs, such as dissemination of research findings, or be used for a single, expensive project, such as a computerized physician order entry system?   Many participants voiced the concern that research should not be focused at the far ends of the research base, but instead on research at middle of the base which will have the greatest impact (i.e., within 1 standard deviation of the mean).  Before research is conducted, a common language for patient safety should be developed so that everyone can be “on the same page.” Among the key terminological issues are:  How should events be categorized?  What are errors of omission, near misses, or medical errors?  The participants divided the research questions as into two categories—fundamental/basic research and applied research.  

Fundamental and basic opportunities serve as the foundation for patient safety research.  The participants identified as fundamental the need to focus on organizational culture issues and their impact on patient safety.  Research is needed to identify what organizational components improve patient safety and examine whether these components have this effect in other organizations and/or health care settings.  The promotion of behavior change—in both new and seasoned providers—should be studied in relation to patient safety, particularly:  Why do practitioners not implement proven safety improvement actions? What are the barriers to behavior change?  Participants also noted that more research is needed on issues related to teamwork and collaboration, particularly concerning communication issues and effective relationships within the team.  How can change be implemented in a dynamic and stressful environment where team members are often changing?  What can be learned from teamwork in other industries such as aviation?  The impact of leadership on the culture was emphasized as an important area.  How do you involve leaders in patient safety research particularly their role as change agents?  

Another area of basic research is measuring and evaluating the impact of patient safety interventions.  Participants identified the lack of measurement and evaluation as a barrier to adapting patient safety innovations.  There is a need to research the working conditions to understand opportunities for error and how to improve patient safety.  Participants were particularly interested in the staffing and organization of work—staffing levels, staffing ratios, and skill mix—and the correlation between staffing issues and the risk of error.

In the area of applied research, reporting systems received the highest priority.  Participants recognized the need to collect information on existing reporting system—particularly to take a “snapshot” of those systems used in the states and larger health care systems.  How have these reporting systems been evaluated?  What further work should be conducted on patient safety reporting systems?  What aspects of the systems are ready to be adapted?  How can they be translated?  Another area of interest was the reporting of patient safety information from these reporting systems to the public:  What information should be shared and when should it be shared?  How should this information be shared with the public? The linking of reporting infrastructures to the dissemination of patient safety solutions was identified as an important issue.  Participants discussed the issue of the role of technology in relation to reporting systems.  In addition, the use of technology in patient safety activities in general was identified as an important consideration that has not been adequately examined through research.  Concerns were raised that technology is often thought to be a “good” and that its impact on patient safety has not been adequately evaluated and measured by researchers.  Another area of research is on how to identify strategic innovations in patient safety.  The field also needs to identify what research should be conducted to make the “business case” for patient safety.  

Participants focused the rest of the discussion of applied research on issues related to innovation, diffusion, and translation of research findings.  How can patient safety information be shared effectively?  What are the barriers to diffusion and translation?  How can the duplication of efforts be prevented?  How can quick and proven solutions to common errors be diffused and translated into practice?  Participants agreed that they do not have adequate tools to improve their access to patient safety information, that would allow them to learn from each other.      

Issues unrelated to research on developing and testing strategies for reducing risk were also discussed in this breakout session.  Participants focused on understanding and categorizing malpractice litigation related to medical errors:  What is the utility of malpractice as a dependent variable in research?  Another area of research is to study the effects of disclosure to patients before the patient is involved in malpractice litigation, such as the effect on the patient’s trust of the medical profession.  What are the alternatives to health care practitioners and lawyers not disclosing medical errors?  Another area of interest to the participants was training and education.  How can patient safety information be provided through all levels of training and education?  What information should be provided and what format should be used?  A related area is the roles of regulatory organizations, licensing entities, and specialty societies in patient safety.  How can they be engaged to participate in patient safety activities at all levels?  Should punitive actions be used to improve patient safety?  How can licensing boards impact patient safety education for continuing clinical competence?  Another area of interest is research on adapting lessons learned from risk assessment and on clinical pathways to patient safety research.  Participants emphasized the need to examine the role of the patient in safety activities.  What do patients need to know about patient safety?  How can patients be empowered to improve their own safety?

III. What are the most critical research questions to enable effective training of clinicians and managers in improving safety?

Moderator:  Karen Wolk Feinstein

Discussion panel: Ernest Moy, Joan Shaver 

Scribe: Marge Keyes

In this brainstorming session, the panel and participants were asked to focus on identifying effective training methods for physicians and managers that would result in improved patient safety.  Specifically, this group was directed to consider what training is necessary to introduce the concepts of error and patient safety to physicians and managers.  What training is necessary to help physicians and managers understand the magnitude and urgency of the problem? What are the most difficult training barriers to overcome for physicians and managers in improving patient safety? For example, are there structures, procedures and policies in place that foster training but decrease patient safety? When is it appropriate to use patients for training and when is it appropriate to use simulators to protect patient safety?  How do we train physicians and managers to understand and recognize the difference between active and latent errors?  How do we engage learners and trainees in becoming a part of the solution for improving safety? In training physicians and managers, how do we promote the identification of and discussion about ways to improve the system as a way to improve patient safety?  
Research is needed on faculty and curricula development.  How do we teach and how do we evaluate the effectiveness of our teaching methods?  Who are the effective role models for students and residents and can we use retraining to create better role models?   How can we support faculty to keep them current? Are curricula aligned with the current practice environment and what curricula changes are needed to keep them current? How should debriefings—i.e., beyond morbidity and mortality conferences—be included in education and training as a way to improve knowledge, skills, and competency?  How effective are morbidity and mortality conferences, and how can they be made more effective debriefing tools?   How can observation and feedback, as well as debriefings beyond morbidity and mortality conferences, be improved and incorporated into safety training and education? 

More research is needed on how to train those who deliver, administer, and manage health care. For example, what are the incentives for education, training, etc., to reduce error on the part of administrators and managers (i.e., the so-called blunt end of the problem)? How do we build a system that enables and supports a changing knowledge base, and endorses and supports life-long learning? How do we engage and train different disciplines, allied health personnel, administrators, and managers together to improve learning that promotes teamwork, a systems view, and improved patient safety? Research is needed on how to train or retrain marginal performers that include residents and care givers.  What remedial, enhanced, and modified training can be developed and used?   How do we train, educate, and build effective teams that promote safety and diminish error in a constantly changing environment, and with team players who are constantly changing. What education and training methods work best for decision-making (identifying the correct treatment plan) versus execution (correctly carrying out the treatment plan)?  How do we train caregivers to think in a “systems” manner for reducing the risk of error and improving safety? 

In so many ways, participants believed that our "systems" don't function as such.  Teamwork is sometimes nonexistent. People were calling for research on introducing a new culture, where health workers were rewarded for how they care not what they know. The emphasis on process calls for credentialing for skills, not learning; for teamwork, not individualism. The research indicated was both behavioral and technical, relating to changing behaviors and reengineering delivery systems.

The observation that medical education (internships and residencies) creates the opportunity both to make errors but also to address and fix them poses some interesting research avenues. Research on the costs and benefits of this area of medical education was well expressed by Dr. Moy.

More research and investigation are needed to understand how to share success stories more effectively for training and educational purposes, and to import lessons from other areas of health care or other industries to reduce error and improve safety.  For example, CDC’s infectious disease prevention efforts have resulted in positive process changes.  A case study of this program would help answer how that was accomplished and how those lessons can be transferred to patient safety.  Patient safety researchers could study successes the same way we study failures, e.g., using a root cause analysis to understand what went right.  These researchers could investigate Ford Motor Company’s training program for new engineers.  The company recognizes that much training will be obsolete quickly, and it developed methods to retrain its technical staff and keep their skills current (e.g., Ford recognizes that its new-hire engineers’ knowledge will be about 50% obsolete within the first year and has programs in place to address those changes).  Researchers were urged to examine systems or methods known to make care safer (e.g., computerization, standardization, bedside templates reflecting current information).  

There was substantial discussion around the most difficult training barriers to overcome for physicians and managers in improving patient safety, based on the structures, procedures, and policies in place that foster training but decrease patient safety.  One participant noted that the current education and training system continues to endorse the “conspiracy of silence” regarding medical errors, and that is a barrier to understanding and learning about reducing the risk of error and improving safety.  Another participant commented that the current training system assesses only what an individual knows, rather than both what the individual knows (knowledge) and how she or he applies that knowledge (competency).  Further discussion focused on practicing caregivers and assessment and maintenance of their certification versus assessment and maintenance of their competency.  In summary, these barriers suggest a need for research on defining and measuring training and competency.

There was a great deal of discussion about how safety training in medicine falls short (in fact, often is nonexistent) in relation to other "risky" endeavors, e.g., nuclear energy and aviation. These fields have developed frameworks for thinking about safety in a rigorous zero-error approach that is available to medicine and health professions but not employed. Research would focus on what to transfer and how. Research on the benefits of high-risk simulations were discussed in both sessions. Also, the area of "handoffs" was highlighted as being ripe for error and a too frequent source of hospital error; it was also suggested that our hospital systems have too many unnecessary handoffs. Reducing unnecessary handoffs might be a good

focus for some patient safety research.

Additional issues unrelated to education and training were also discussed.  For example, research is needed on how to make room for training and learning in the current health care work environment, in which there is a shortage of workers, limited time, high productivity expectations, etc.  Research is also needed to identify those behaviors that enhance patient safety with all care givers and how these behaviors can be enhanced.  Participants noted that more research is needed on the role of perceived associations, causal relationships, and inferences (e.g., how do communication, interpretation, and translation—unclear, ambiguous messaging—impact medical errors and patient safety).  There is a need to research the work processes (e.g., how work is structured) to understand opportunity for error and improved safety.  More research is needed on how we can re-engineer the work of health care to promote safety and reduce errors.  There is a need to study and understand how we invoke behavior change in current or seasoned workers and we need to investigate what, if any, correlations there are between the risk of error and staffing and management issues.  How can we study the diffusion of innovation and transfer of technology (e.g., what characteristics lead to success, whether they are transferable, etc.)?  How can we better understand the interfaces between humans and machines?

IV. To help us move beyond the hospital setting in which most safety research has been focused, what do clinicians see as the most critical nonhospital settings on which to do research and what do they want to know?

Moderator: Frances Stewart

Discussion panel: Gina Pugliese, William Ellis

Scribe:  Lynn Bosco

To begin the discussion, five settings were discussed in which patients receive a large proportion of outpatient medical services.  These were the community pharmacy, private and small group practice, nursing home/assisted living facility, the patient’s home, and the surgi-center.   Just by way of some introductory statistics Johnson and Bootman, in the Archives of Internal Medicine (October 1995), estimated that $76.6 billion is spent addressing preventable drug related morbidity and mortality in ambulatory care settings. Errors related to medication use have been identified as the most common kinds of errors.  This is not surprising given that there are close to three billion outpatient prescriptions filled, per year.  Over two million elderly individuals are currently living in nursing homes, and the number is expected to continue rising as the population ages. Studies indicate that from 30 percent to 64 percent of nursing home residents experience an ADE (adverse drug event).  By 2001, researchers estimate that between 20 percent and 25 percent of all surgical procedures will be performed in office-based settings. It is quite clear that, just based on volume alone, these settings account for a huge number of patient visits, and need to form a priority area for patient safety research.
· High-priority themes identified by these breakout groups as needing development of a research agenda, and priority research questions, include:
1. Diverse nonhospital settings should be research priorities.  These included: pharmacies, community health settings, nontraditional sites associated with military deployment (e.g. submarines), physicians offices, nursing homes, surgi-centers (where complex procedures may be undertaken and multiple drugs used), home care, and nontraditional providers.  Related themes included difficulties with use of medication and lack of oversight in certain settings. Even in highly regulated nursing homes, follow-up on regulatory requirements, such as for the use of psychotropic agents, may be  limited. How do we quantify risk in these different systems? Which settings are prone to higher risk? Can it be determined globally whether certain procedures are associated with higher risk?  What are the appropriate error-prevention programs for these settings, and do these need to be customized for each settings ?

2. Errors need to be studied in vulnerable populations such as children and the elderly, who often receive care in nontraditional settings; and in underserved populations, such as those in rural areas and the inner cities.  Children are rarely hospitalized, but may require multiple care givers to provide medication.  Frequently, schools do not have nurses, which leads to children being deprived of needed medications for common illnesses, such as asthma and attention deficit disorder. Another population mentioned were those in the final stages of illness, because of the intensity of treatment.  Can errors be tracked in these setting, such as schools, foster homes, and hospices where no health professional or those with very limited training are present?

3. Barriers to change and implementation of best practices need to be identified and solutions to overcome these barriers need to be developed.  Some areas mentioned include the overuse of the emergency department, where medical records may be lacking. In settings where primary care is lacking, unscheduled care is common, leading to a lack of continuity of care. Patients may receive care and prescriptions for drugs from multiple practitioners, and fill these in different pharmacies.  It was suggested that records of care, including all prescriptions, need to be captured as patients move to different settings, but there are issues of privacy in allowing the sharing of data.  There are also medico-legal issues if errors are discovered, and recorded, since these are discoverable in a lawsuit. In addition, smooth transitions are not available between hospital and outpatient care. Can we track and quantify ambulatory medication usage through these various settings?  Can this kind of tracking be shown to be associated with improving safety and patient outcomes?

4. There is a need to determine, on the National level, the extent of the errors problem. Few states have medical errors reporting systems. Of the 15 states that do require this information, only 13 cover free-standing, ambulatory care settings, with even fewer covering other nonhospital settings. Close calls are not reportable even though such reports may be helpful.  Other issues include risk adjustment, statistical difficulties with interpretation of reporting, press coverage, and comparisons between institutions. Can error reporting systems be standardized and linked with outcome measures to determine appropriate usage in ambulatory care.  Are there “best practices” in error collection that can be used as a model?

5. Affordable, simple, and usable systems (probably based on an informatics model, but with attention to alternatives) need to be implemented and tested. Partnerships with the information technology (IT) industry are called for to create common datasets and standardized language and information-exchange platforms for all health care settings.  Cited as examples were the information systems, producing an electronic medical record, that exist within the Department of Defense (DoD) and Department of Veterans Affairs (VA) health care systems.  These information systems allow for better communication and data collection.  However, logistical problems continue to keep this model from becoming a reality anywhere but in institutional settings. What are the barriers to the adoption of such as system outside of these institutions?  What are the incentives that might be used to encourage adoption of the electronic medical record?  What are the minimal specifications for these computerized systems?  Who can facilitate the adoption of these systems so that, among the outcomes, is error prevention.? How can patient privacy be protected, in compliance with the upcoming HIPPA regulations?

6. Findings of successful patient safety models need to be disseminated to practitioners, including (but not limited to) physicians, nurses, pharmacists, and emergency medical technicians. Everyone in health care needs to be involved in patient safety, and error prevention needs to be a top priority for management (if there is a management structure).  Outcomes need to drive the system, but specifics of implementation need to be developed. Can successful “best practices” be evaluated for lessons learned, that apply to all of these different settings? Why do they work? How are they different? Can examples from other fields, such as air traffic control and engineering (which take advantage of standardization of procedures), be used as models for error prevention? Clinicians are subject to massive information overload that may lead to errors.  Do informatics systems provide the solutions?

7. Methods need to be developed that encourage communication, collaboration, and teamwork between and among health care disciplines, because many health care providers work in isolation.  Collaborative care models may hold the key to improving safety and outcomes for patients. Can successful “best practices” be evaluated for lessons learned, that apply to all of these different settings? Why do they work? How are they different? Can other fields such as air traffic control and engineering (which take advantage of standardization of procedures )be used as models for error prevention. Clinicians are subject to massive information overload that may lead to errors.  Do informatics systems provide the solutions?

8. Methods need to be developed that encourage communications, collaboration, and teamwork, between and among healthcare disciplines because many health care providers work in isolation. Collaborative care models may hold the key to improve the safety and outcomes for all patients.  Can we study and develop a systems approach for office-based practices, pharmacies, and other non-institutional settings, that can be shown to improve patient safety? What are the barriers to the exchange of information between and among healthcare providers in different settings? If the problem is that healthcare providers work in isolation—i.e., the private practice model for the physician, the community pharmacist, and the physical therapist—then how can we create a smoothly working collaborative relationship? Is it possible to change laws and regulations, at the state level to recognize collaborative with the goal of improving the safety and outcome for patients? How can the sharing of vital information about a patient be encouraged in any population or geographic setting?  What are the barriers to the exchange of information between and among health care providers in different settings? 

9. Economics is having an increasing impact on the health care system, including  through conflicts between the competitive business model of health care and clinical priorities requiring increased patient contact.  A cost–benefit model, including program outcomes, needs to be developed to evaluate the effectiveness of error prevention programs.  Cost is seen as a major barrier to error prevention, however this was viewed by participants as short sighted, and it was proposed that adequate error prevention actually saves money. Incentives for error prevention and quality appear to be negative.  Prevention needs to be built around a business plan. Economics is viewed as a major barrier to the development of appropriate IT solutions, because they are perceived as too costly. At what point does workload or volume, induced by economic demands, create the risk for error? Can we translate research findings and best practices into the business case to support adequate levels of reimbursement that will allow these practices to continue?

10. Professional competencies need to be assured, particularly in those new to a profession, or in nontraditional, and sometimes unlicensed, practitioners; these include new professionals, alternative providers, and unsupervised, adjunct providers. Inappropriate care may be provided because of lack of emergency equipment, or lack of supervision.  Is safety compromised when functions are delegated to less-trained staff?  And more specifically, what are the professional competencies needed to assure patient safety? What is the best way to communicate information to all healthcare professionals on changes in practice that reduce the risk of error?

11. It is possible that patients can play a role in the provision of quality health care and error prevention.  Can we determine “best practices” in patient education which improve safety and outcomes? What are the barriers to patient adherence to instructions? How do you measure patient competence, and then intervene in specific situations (e.g., mental illness or cognitive disorders) to decrease errors?

Lunch Discussion

Patient/Consumer Research Agenda:  What should patients/consumers know and what role is there for clinicians and clinical organizations in providing that information?  

Moderator: John M. Eisenberg

The lunchtime discussion session focused on the patient/consumer research agenda.  Specifically, the attendees were asked to discuss research issues related to 1) what information should be presented to patients/ consumers regarding patient safety and 2) what role should clinicians and clinical organizations have in providing that information.

All of the comments from the session concentrated on what information should be provided to the patient/consumer, rather than the role of clinicians and clinical organizations in providing that information.  Attendees had five major suggestions about what information should be presented to patients/consumers regarding patient safety.  

First, any information provided must be truthful.  The IOM Report made a large “splash,” it was suggested, because it presented the truth.  Second, health care providers should also use information that is already available or will be available shortly to help inform patients/consumers about quality.  For example, the National Quality Report may help the patient/consumer gain an overall quality perspective, and the 5 Steps to Improve Patient Safety may inform the patient/consumer about steps he or she can take to reduce their risk.  However, this information should be evaluated to determine whether or not it is useful and truly induces change in the behavior of patients and consumers.  Third, information provided to patients or consumers should draw analogies to processes that are familiar to the American public.  For example, the results of the latest Presidential election in Florida could be used to convey the idea of a system failure.  Fourth, future research should concentrate on how we communicate to the public about risk.  The inability to of the lay public  to accurately gauge risk is not limited to the medical field, so we may be able to gain insights from other research fields.  Finally, we must inform consumers of the value of a system with increased quality, even though this quality “value” may increase costs in the short-term.

A number of other areas of concern were expressed within the session.  First, we should concentrate on communicating with American public through advocacy groups, such as the AARP or the U.S. Chamber of Commerce, rather than directly through the media.  We must also realize that this issue is multi-leveled.  Not only are local areas examining data and producing change, but data from other countries also suggest similar error rates.  This is a local, national, and international issue.  Further, as we concentrate on the system approaches, we must realize that it is people who make safety, and we must focus on ways in which we can change the behavior of those people within the system.  It is dangerous to ignore the hazards associated with people’s and dismiss these as subtleties.  We should examine, for example, why the clinician tends to use information technology available in the broader culture, such as new automatic teller machines, while not embracing new medical informatics technology.

To improve our efforts, we should set an overall patient safety goal.  Given that lawsuits are a sign of patient frustration, perhaps we should use reducing the number of lawsuits as a suitable goal.  Alternatively, President Clinton, adopting a recommendation of the IOM, suggested a goal of reducing errors by 50 percent, but this goal is hard to measure.  In examining anesthesiology’s success in improving patient safety, which resulted in a decreased number of claims and decreased payments for malpractice insurance, the key to the initiative was to determine the major patient vulnerabilities and then develop appropriate technology to reduce or eliminate those vulnerabilities, and thus to change the system.  We must recognize that not all patients or consumers are well-informed and, therefore, clinicians must police themselves.

There was considerable apprehension about the financial implications of patient safety efforts.  Not only did the attendees express a desire to realign incentives within the system (including governmental incentives), but they also highlighted the need to create a business case for patient safety initiatives.  Efforts such as those of the Leapfrog Group will be unable to create change in regions where there is little choice of health care plan or provider, and so we must equip local leaders in such regions with information to assist them on creating change.  That information is the financial ramifications of medical errors, because local leaders look at the bottom line when deciding to implement a new program.  However, care must be taken to make necessary changes to the system because they are “right,” not just because they would save money.  Without that perspective, clinicians may further disenfranchise the patient or consumer.  

Afternoon Sessions
V. What do clinicians and managers want to know about communicating with patients and families about risks and errors? 

Moderator: Jennifer Eames

Discussion panel: Wendy Levinson, George McLain

Scribe: Nancy Foster

During this breakout session, the panel and participants were asked to focus on developing research questions that will help health care managers and clinicians talk with patients and their families about risks and errors.  Some questions the group were given to consider were: Who should speak with the patient or family when an error has occurred (i.e., attending physician, chief of service, administrative representative, an individual, or a group)?   Should the conversation occur with the family and patient together or separately?  Is there an optimal time to tell the family and patient about risk or that an error has occurred? What level of injury to the patient should indicate that a conversation should take place? What information should be included in the conversation about risk or error? Is there a preferred manner for delivering information about risks and errors?  Is there an ideal number of conversations to ensure that all questions are answered?  These and related questions were suggested to help generate a list of issues that can be examined through future research. Among the points raised by attendees during the session were:

· Several barriers exist to effective communication and the sharing of information, such as lack of clarity about what constitutes an error that should be discussed, what information is appropriate to share, and the current, predominant culture among clinicians that emphasizes the value of always being right—which makes it hard to admit that something went wrong during care.

· This physician culture is a key issue in improving patient safety.  If it isn’t addressed successfully, then all other proposed changes face a culture that can’t accept the possibility of provider fallibility.

· The culture of “being flawless” develops before medical school, in response to the belief that applicants have to have a spotless educational record to get into medical school.  Pre-med students thus grow to fear failure.

· Lawyers tell providers not to talk about mistakes.  This creates a conflict between what people feel is morally right and what is legally advisable. Participants wondered if there was legislation that could facilitate change in this culture.

· Morbidity and mortality  (M&M) conferences can provide a useful forum in which to discuss errors, although it is not always a setting in which clinicians feel free to acknowledge they have made a mistake or to discuss how they feel about a mistake that has harmed a patient.  Consideration should be given to broadening the M&M conferences and to determining how they can be made more effective as a learning forum.  

· It was noted that physicians rarely discuss the emotions they feel when they have been part of an error that harmed a patient, which may make it hard for them to talk about the facts of the event and may make them seem disinterested.  Additionally, such emotional distancing contributes to the culture of “being flawless.”

· The question was raised of how to break this culture, and whether it would be helpful to have clinicians discuss their errors and their emotions when an error occurs.  It was suggested that senior physicians may serve as role models by discussing their own errors.

· Perception of the patients and families about the risk associated with health care and about the honesty of clinicians is a product of the openness of the communication with the clinician from the beginning of care.  What should clinicians tell patients about risk?  How do clinicians learn to have these conversations?  These are things that aren’t taught in medical school.

· The question was raised of how frequently clinicians exclude family members from sites when care is being rendered (e.g., resuscitation areas).   This may decrease trust in the clinicians and diminish the family’s understanding of what was done to help their loved one.  

· The question of which reporting models are most effective was raised.  In particular, there were questions about what made reporting effective for the public and policymakers.  What data make a difference to the public and what research on patient safety makes a difference?  It was noted that the public seemed to believe the assertions of the volume/outcome relationship, but the data do not always support the claim, and there are not good data for all types of procedures and treatments.  How does one communicate this?  One participant wondered if the currently advertised data on volumes of procedures for lasix surgery could provide an opportunity to explore with patients and consumers the meaning and limitations of these data.  

· Similarly, participants wondered what data are effective in getting clinicians to change their performance.

· Additionally, there were questions about which reporting models make the reporter feel as if they have been treated fairly.  

· Participants indicated that the doctor/patient relationship is becoming degraded as a result of changes in financing (such as the restrictions imposed by managed care) that affect patient trust.  Research is needed to help the health care community understand how to build systems of care that enhance the doctor/patient relationship in ways that will promote communication about error.  A participant wondered if discussions with other health professionals can help inform this effort.

· It was asserted that the academic qualifications of those entering the health care profession are diminishing, but the effect of this change in GPAs and test scores on the quality of practice is not known.  

· Some participants asked for research to help clinicians understand the effect of open communications on communications with patients.  Do they (the patients) feel better about their care?  It was noted that two facilities have open communciation about errors as a matter of policy (VA Lexington and Children’s Hospital in Minneapolis).  What can be learned from these experiences?  Does such an approach reduce risk?  

· There was an indication that criteria are needed to help identify the types of errors patients want to know about, and to help identify the most effective and well received methods of telling patients and their families about errors.

· One participant asked what is known about how to engage in effective communications to prevent errors (e.g., how to gain sufficient information from patients about herbal supplements and other treatments they are taking).

· The question of how patients perceive what they have been told by clinicians was raised.  

· The question of how the shortage of critical care nurses affects communications with patients and family members was raised.

· It was suggested that the social-psychological literature be explored for information on some of these communication issues.  

VI. What do clinicians and managers need to know about effective actions when a safety hazard has been identified? What level of evidence do clinicians and managers require before labeling a patient safety initiative “an effective solution?” How do we assess medical error “solutions?”

Moderator: (1) Lauren LeRoy; (2) Steven Clauser

Discussion panel: (1) Richard Cook, Charles McGlasson, Jr.; (2) Paul Conlon, Susan Nedza

Scribe: (1) Ron Rabbu; (2) Jim Battles

The focus of these concurrent panel discussions on identical topics was to highlight various means by which to establish the level of information required for broad implementation of medical errors “solutions.”  With a variety of organizations working to improve safety, a number of different methods for reducing errors have been highlighted.  Determining which method is best for the reduction of errors is often difficult to ascertain, however, when there are a myriad of methods available, all with differing levels of evidence.  Before members of the health care community begin acting upon a proposed “solution,” how much research evidence is required?  What types of research designs should be considered?  How many times does the research finding need to be replicated?  Are there differing levels of evidence required for different purposes?  If so, how do they differ?  Once a “solution” has been identified, how should it be disseminated to clinicians and managers so that it may be readily implemented?  In that dissemination, how do we link the identified safety hazard to the best “solution?” What are appropriate monitoring mechanisms to insure that a “solution” does not produce unwanted consequences?

According to the panelists, the required level of evidence depends on both the purpose and the environment.  Some problems have local solutions that do not require as much evidence.  One quality improvement technique centers on rapid-cycle change, rather than the traditional quality improvement model.  Unfortunately, there are no studies to compare the effectiveness of the two strategies.  Attendees suggested that whatever information is learned from a study should be disseminated because the results of the findings can be tested and applied in subsequent studies.

Several audience comments were directed at the cultural effects of medical and nursing education, and its effect on later openness of practitioners to efforts to improve safety. The “culture of pimping” (i.e., where attending faculty intimidate graduate medical trainees by trying asking questions to embarrass them) on ward rounds was explicitly mentioned as an early experience likely to lead to disinclination to adopt externally derived approaches to improving safety. Also noted was the disconnection in organizations between the sharp end (practitioners), who know about safety but have no access to resources, and the blunt end (management), that has resources but does not understand safety. 

Both panel and audience members noted that effective change was often not so much a matter of being convinced as having opportunities to bring new techniques into practice. For example, difficulty in transferring successful clinical-pathway experience to other institutions has been seen as resistance to change or reluctance to be persuaded by evidence. On closer examination, however, it was seen that the effective portion of the clinical pathway was the work on process development that produced working teams of practitioners. In this setting, the pathway artifact (the paper describing the steps in the path) simply reflected the work of producing the strong consensus about "how things should be done." Efforts to transport the pathway to other institutions failed because the proponents failed to understand that what had made the pathway a success was not the artifact, but the process. 

When determining the research design for a patient safety project, there is a need to study the whole system, including its various departments and settings, otherwise unintended consequences of change may not be measured.  To study the system environment, the nontraditional, multidisciplinary research team must capture the interrelationship of errors and, thus, may want to examine detailed case studies with small sample sizes, statistically-controlled epidemiological studies, traditional human factors research, small pilot projects, observational studies, and/or safety audits, rather than using the traditional randomized clinical trial. 

Comments were made about the need to provide opportunities to work on safety within organizations. Production pressure, narrow focus on the 'bottom line' (i.e. the economics of health care), and low-cost or no-cost solutions worked against incorporation of new knowledge about safety. Many participants expressed—and amplified—skepticism about management commitment to safety in an era of cost cutting and decreased professional staffing. 

Both the panel and audience members noted that actual solutions to difficult system problems inevitably involved much more than the purchase of technology or the institution of policies. Several people noted that research on the actual efforts to improve safety through organizational and technical change needed to include study of the factors that contributed to success and failure. There was substantial concern that narrow “technocentric” views of progress in patient safety actually made it difficult to move systems towards safety. An example was provided of a computer decision aid that was effective primarily because its data entry format prompted practitioners to consider important factors, rather than because of the computations that it performed. Misunderstanding of the sources of the effectiveness of this “system” lead to a misapprehension of the value of the technology; the commenter noted that the same effectiveness could be obtained simply through the paper forms that were used for data entry. 

Previous socialization in the culture of medicine brings the belief that one study does not provide enough evidence to stand on its own—other studies need to be introduced.  Beyond just describing the successful study, there needs to be a more critical examination of how or why the solution was effective.  Further, the level of evidence required before implementing change depends on the rank of the individuals suggesting the change and the degree of the change.  Those who are implementing small quality-improvement changes require less evidence than those promoting greater system change. 

If the dissemination of quality improvement strategies is to be effective, then the caregiver must first perceive that they are in a high hazard environment.  Then, they must believe that an intervention will work, and they are more likely to believe in the effectiveness of that intervention if there is direct feedback and comparison with their peers.  To determine how diffusion works appropriately, one must not only look at the success stories but also at the failures. Comments made it clear that substantial disagreement about the value and efficacy of various safety measures can and do arise in real practice settings. 
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(alphabetical order by last name)
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Richard I. Cook, M.D.
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Ms. Horan is acting chief of the Performance Measurement Section of the Healthcare Outcomes Branch at the Centers for Disease Control and Prevention (CDC).  Her major interests and contributions have been in the area of nosocomial infection surveillance with a special emphasis on surgical site infections, methods for interhospital rate comparisons, and infection and data field definitions.  Ms. Horan coordinated the National Nosocomial Infections Surveillance (NNIS) system from August of 1984 to August 2000.  Currently, her major responsibilities include the development of the National Healthcare Safety Network and the transition of current national monitoring systems into the new network.  Ms. Teresa Horan received her Bachelor of Science degree in Microbiology from the California Polytechnic State University in San Luis Obispo, California and her Masters in Public Health from The Johns Hopkins University School of Hygiene and Public Health.

Lucian Leape, M.D.

Lucian L. Leape is a health policy analyst whose research has focused on error prevention and appropriateness of care.  He is currently Adjunct Professor of Health Policy at the Harvard School of Public Health.  Prior to joining the faculty at Harvard, he was Professor of Surgery at Tufts University School of Medicine and Chief of Pediatric Surgery the New England Medical Center.  He has been a leading advocate of the nonpunitive systems approach to the prevention of medical error and has led several studies of adverse drug events and their underlying systems failures.  In addition, he has directed research into overuse and underuse of cardiovascular procedures.  Dr. Leape is a member of the Board of Directors of the National Patient Safety Foundation and a member of the Institute of Medicine Quality of Care in America Committee, which recently released its report, “To Err is Human”.  He is a 1998 recipient of the Robert Wood Johnson Investigator Award, and in 1999 he received the Donabedian Award from the Medical Care Section of the American Public Health Association.  Dr. Leape is a graduate of Cornell University and Harvard Medical School and trained in surgery at the Massachusetts General Hospital and at the Boston Children’s Hospital.  

Lauren LeRoy, Ph.D.
Dr. Lauren LeRoy is President and CEO of Grantmakers In Health (GIH), a nonprofit educational organization serving trustees and staff of foundations and corporate giving programs working in the health field.  Its programs focus on increasing the knowledge, skills, and effectiveness of individual grantmakers and the grantmaking community; and fostering communication and collaboration among grantmakers, policymakers, and the public.  Before joining GIH, Dr. LeRoy was Executive Director of the Medicare Payment Advisory Commission (MedPAC), a nonpartisan congressional advisory body charged with providing policy advice and technical assistance on Medicare and broader health system issues.  Prior to MedPAC, Dr. LeRoy served as Executive Director of the Physician Payment Review Commission (PPRC), one of two congressional advisory commissions merged to create MedPAC in October 1997.  She joined PPRC at its inception in 1986, serving first as Deputy Director and assuming responsibilities of Executive Director in 1995.  Dr. LeRoy came to PPRC from The Commonwealth Fund Commission on Elderly People Living Alone, where she served as Associate Director.  She spent more than a decade at the Institute for Health Policy Studies, University of California, San Francisco, where she was Assistant Director and directed the Institute's Washington office.  She also served as an analyst working on health issues in the Department of Health, Education, and Welfare.  Dr. LeRoy's research interests have focused on Medicare reform, the health workforce, health care for the elderly, reproductive health, and health philanthropy.   She has been a reviewer for a number of professional and health services research journals and served on the Association for Health Services Research/Health Administration Press Editorial Board.  Dr. LeRoy is a member of the National Academy of Social Insurance and a fellow of the Association for Health Services Research.  She received a doctorate in social policy planning from the University of California, Berkeley.

Wendy Levinson, M.D.

Wendy Levinson, MD is a Professor of Medicine and Program Director of the Robert Wood Johnson Clinical Scholars Program at the University of Chicago.  Prior to joining the University of Chicago, she was the Assistant Chief of Medicine at Good Samaritan Hospital and Professor of Medicine at Oregon Health Sciences University in Portland, Oregon.   She is a graduate of McMaster University in Hamilton, Canada.  Dr. Levinson completed her residency in medicine and was a Robert Wood Johnson Clinical Scholar at McGill University, Montreal.   Dr. Levinson specializes in primary care and does research in physician-patient communication.  She is principal investigator of a study for the Agency for Health Care Policy and Research (AHCPR), investigating the relationship of physician communication behaviors and malpractice history.  Dr. Levinson is a past president of the National Society of General Internal Medical.  She is a nationally acclaimed trainer and expert in physician-patient communication and has also conducted programs on this topic in Canada, Japan, Spain, France and Great Britain.  She has published widely in the professional, peer-review literature on communication as well as on training programs in medical education, women in medicine, and other health issues.  

Tammy Lundstrom, M.D.

Dr. Tammy Lundstrom graduated for the University of Minnesota School of Medicine in 1987. She completed her Internal Medicine Residency and Infectious Diseases Fellowship at Wayne State University during the years 1987-92, as is currently an Assistant Professor of Medicine in the Division of Infectious Diseases at Wayne State University. Dr. Lundstrom is currently the Medical Director of Epidemiology and the Interim Deputy Chief Quality Officer at the Detroit Medical Center (DMC), a 7 hospital healthcare system in Southeastern Michigan. She has participated in numerous Patient and Employee Safety National meetings. Dr. Lundstrom is responsible for the comprehensive employee/patient safety program at the DMC. She has testified before the House Subcommittee on Workforce Protection regarding employee safety. She is a member of the Society for Healthcare Epidemiology of America's Bioterrorism and AIDS/TB Committees, and the Infectious Diseases Society of America's Emerging Infections Committee.

Charles R. McGlasson, Jr., R.N.C, B.S.N.

Charles R. McGlasson, Jr. is the unit manager of the medicine and surgery unit at Baptist Memorial Hospital East in Memphis, Tennessee, a 600+ bed Hospital in a 17 hospital system.  He began his career at Baptist in 1991 as a transporter while he was in nursing school. He graduated from the diploma program at the Baptist School of Nursing in 1994. In 1997, he became certified in Medical Surgical Nursing by the American Nurses Credentialing Center. Chuck also graduated summa cum laude from the Baptist College of Health Sciences in May of 1999.  He is currently working on his Masters Degree in Health Care Administration at the University of Memphis.  Chuck began working in the Medical Surgical units at Baptist East in 1994. In 1995 he was promoted to Head Nurse of these areas and served in this role until April of this year at which time he was promoted to the Nurse Manager position. During the past five years, he has served in various interim manager positions including EKG/Telemetry, Dialysis, GI Lab, and the Medicine Units. He is an active member of the Tennessee Nurses Association and the Association for Medical Surgical Nurses. Within his hospital system he is an active member of the System Nursing Practice Council, the BSN Advisory Board for the Baptist College of Health Sciences, the Baptist Foundation Employee Ambassador Board, and the Medication System Variance Committee. 

George E. McLain, M.D.

Dr. George McLain is a graduate of the U.S. Air Force Academy and Northwestern University Medical School.  He completed his residency in anesthesia at Wilford Hall USAF Medical Center and a fellowship in anesthesia at the University of Arizona.  Dr. McLain has spoken on the subject of medical errors on numerous occasions.  In 1999, he served on the IOM Committee on Organ Transplant Allocation.  He is currently the Medical Director of outpatient surgery at Martin Memorial Health Systems in Stuart, Florida.

Gregg S. Meyer, M.D., M.Sc.

Dr. Gregg S. Meyer, M.D., is the Director of the Center for Quality Measurement and Improvement at the Agency for Health Care Policy and Research.  In this position he is responsible for conducting and supporting research on the measurement and improvement of the quality of health care, including clinical performance measurement, patient safety issues, consumer surveys, satisfaction with health care services and systems.  In that role he takes a lead position in articulating the Agency’s quality agenda, coordinating activity with other federal and non-governmental entities, and serves on key committees related to quality measurement and improvement. Dr. Meyer was previously at the Uniformed Services University of the Health Sciences (USUHS), where he has coordinated design and analysis of the Department of Defense's Cardiovascular National Quality Management Project and has developed curricula for senior military medical leaders in quality improvement.  Dr. Meyer also served as Division Director for General Medicine at USUHS.  Dr. Meyer's responsibilities at USUHS have also included serving as principal investigator for intramurally and extramurally funded health services research in quality of care, managed care, and physician workforce modeling.  In addition, he has served as liaison between health services research and clinical care delivery for the military health services system.  Dr. Meyer is the author of over 45 articles, editorials, chapters and monographs and is board certified in Internal Medicine. Dr. Meyer is a Phi Beta Kappa graduate of Union College and magna cum laude graduate of Albany Medical College.  He was a Rhodes Scholar and earned a Masters degree from Oxford University.  Upon his return from England Dr. Meyer completed a residency in primary care internal medicine at the Massachusetts General Hospital.  After residency he completed fellowship training in General Internal Medicine at the Massachusetts General Hospital and Harvard Medical School leading to a masters degree from the Department of Health Policy and Management, from the Harvard School of Public Health.  In addition Dr. Meyer served as a fellow in the U. S. Senate Labor and Human Resources Committee’s health office. While at USUHS Dr. Meyer was an active duty Medical Corps officer and Lieutenant Colonel in the United States Air Force. 

Susan M. Nedza, M.D.

Susan M. Nedza MD, FACEP is the Chair of the American College of Emergency Physicians Task Force on Patient Safety in the Emergency Department Environment. She recently joined the Department of the Emergency Medicine at Northwestern Memorial Hospital, Chicago Illinois.  There she will concentrate on research related to errors in the emergency department environment.  She has been active in health policy as the immediate past chair of the ACEP State Legislative and Regulatory Committee.  She is also the past chair of the ACEP Health Policy Section.  Dr. Nedza  is involved in its performance measure development  and implementation activities at the national level through the PMCC and AMA.  She is currently serving as the EMS Medical Consultant to the Department of Public Health, State of Illinois.

Ernest Moy, M.D., M.P.H.
Ernest Moy, M.D., M.P.H. is Director of Research and Assistant Vice President of the Center for the Assessment and Management of Change in Academic Medicine at the Association of American Medical Colleges in Washington, DC.  He is a teacher in clinical medicine and outcomes researcher with interests that range from severity-of-illness and utilization assessment in various health care settings, to the bio-psycho-social characteristics of delinquent children, to the access, cost, and delivery of health care among different strata of our national population.  His interest in health policy and management extends to issues of physician education and certification, reflecting continued attention to the state of academic medicine, particularly in the era of managed care.  Since 1985 he has written or co-written more than 30 articles, reports, and abstracts in these areas.  Dr. Moy received his medical degree from New York University School of Medicine after graduating from Harvard University.  He was a resident at the Hospital of the University of Pennsylvania, and while a fellow at Columbia-Presbyterian Medical Center, completed requirements for his M.P.H. at Columbia University School of Public Health.  From 1992 – 1994, he was faculty fellow at the Robert Wood Johnson Fellowship in Health Care Finance, and is currently an assistant professor in the Division of General Internal Medicine at the University of Maryland School of Medicine (Baltimore).

Gina Pugliese, M.S., R.N.

Ms. Pugliese is currently the Director of the Safety Institute, Premier Inc.  She is also a member of the adjunct faculty at the University of Illinois School of Public Health, Division of Epidemiology and Biostatistics and Associate Faculty at Rush University College of Nursing.  Ms. Pugliese is the Senior Associate Editor of Infection Control and Hospital Epidemiology and holds editorial board positions with numerous safety and infection control-related journals, including the Journal of Healthcare Safety Compliance.   She is the co-director of the international Hospital Epidemiology Training Program that is co-sponsored by the Society for Healthcare Epidemiology of America (SHEA) and the Centers for Disease Control and Prevention (CDC).  For 8 years, Ms. Pugliese was the Director of Infection Control and Environmental Safety of the American Hospital Association, Chicago.  She is the author of more than 97 publications and is a frequent lecturer in the field of safety and infection prevention and control and developed and appeared in more than 25 videotape and national teleconference programs.  Ms. Pugliese has also worked closely with the JCAHO, CDC, U.S. Food and Drug Administration, U.S. Environmental Protection Agency, Health Care Financing Administration, and the Occupational Safety and Health Administration (OSHA) in the guideline-setting and regulatory process related to safety and infection prevention and control.  She has represented the American Hospital Association on numerous U.S. Public Health Service committees to establish public heath policies and guidelines for patient and worker safety issues.  Honors:  Ms Pugliese received special recognition from the U.S. Department of Labor in 1991 for her assistance in the development of safety training programs for OSHA on universal precautions and prevention of occupational transmission of bloodborne infection and tuberculosis in the healthcare setting.  In 1992, she was the recipient of the Employee of the Year award of the American Hospital Association.  In June 1996, Ms. Pugliese was honored in a commemorative resolution by the APIC Board of Directors for her valuable and long-standing contributions to APIC and the entire infection control community. 

Joan L. F. Shaver, Ph.D., R.N., F.A.A.N.

Joan Shaver, PhD, RN, FAAN is currently Professor and Dean of the College of Nursing at the University of Illinois at Chicago (UIC), which holds membership in the American Association of Colleges of Nursing (ACCN).  As well, she serves as Research Core Co-director for the UIC National Center of Excellence in Women’s Health.  She has held offices within various professional nursing associations and was recently on the Governing Board of the American Academy of Nursing.  She holds a Ph.D. in Physiology and Biophysics (U. of Washington) and a master’s (U. of Washington) and baccalaureate degree (U. of Alberta) in nursing.  For over 15 years Dr. Shaver has had funded research in women’s health, currently directed toward a set of debilitating and mystery conditions that disproportionately affect women; including fibromyalgia and chronic fatigue syndrome.  She has published her scientific work in sleep, medical and nursing journals, participated in NIH-sponsored science panels related to fibromyalgia and more recently chronic fatigue syndrome and an evidence-based analysis of the science related to chronic fatigue.  Dr. Shaver has an abiding interest in leadership development, shaping health systems and the future of health care delivery.  Through UIC Nursing Institute in her College, she and colleagues conducted a symposium in Chicago on healthcare errors and patient safety in 1999 for over 550 leaders in nursing and healthcare.  Currently, they are spearheading a national blue ribbon panel to catalyze dialog among a variety of stakeholders regarding threats to having a sustained health care workforce matched to the health needs of an aging population.  She has recently authored a chapter entitled: Looking to the Future of Academic Administrative Leadership for a major professional issues textbook in its third edition and contributed to a special futuristic edition of a journal for nurse managers: Educating the Nursing Workforce in 2000 & Beyond.  

CAPT Frances Stewart, M.D., U.S.N.

CAPT Stewart received a B.S.C. (Bachelor of Science in Chemistry) from 

Marshall University in Huntington, WV in 1977 and her M.D. from the West Virginia University School of Medicine in Morgantown, WV in 1981. She was a resident in Behavioral Medicine and Psychiatry at West Virginia University’s Charleston Division from 1981-1985 and a fellow in Consultation/Liaison Psychiatry and Behavioral Medicine at the University of Vermont from 1985-1987. She was certified by the American Board of Psychiatry and Neurology in general psychiatry in 1986. She joined the United States Navy in 1987 and has served at the Naval Medical Centers in San Diego and Portsmouth and at the Uniformed Services University of the Health Sciences.  She is currently the Program Director, Patient Advocacy/Medical Ethics, in the Office of the Assistant Secretary of Defense (Health Affairs) in Falls Church, VA. Her responsibilities include development and coordination of policy related to patient safety, privacy, medical ethics, suicide prevention and family issues. She also serves as a staff psychiatrist in the Military Family Health Center, National Naval Medical Center, Bethesda, MD. She is the DoD representative to the National Patient Safety Partnership, the SCRIPT Project, the National Quality Forum and the HIPPA Privacy Regulations Working Group and the Co-chair of the Key Opportunities workgroup of the Quality Interagency Coordinating Task Force. 
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