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Improving Quality and
Preventing Error

Front pages of major newspapers and lead stories of
network newscasts had astartling common messagejust
after Thanksgiving: medical mistakes are killing peo-
ple! The genesis of the outcry was the release of a
report by the Ingtitute of Medicine (IOM), To Err Is
Human: Building a Safer Health System.

The concerns expressed in the IOM report are not
redly news, since iatrogenic injury and therapeutic
adverse outcomesare asold asmedicine. Ernest Codman
in 1910 proposed a system of tracking patient outcomes
and studying those that were negative. Landmark studies
by Lucian Leape, Troyen Brennan, and colleagues doc-
umenting “ adverse events’ in hospital settingswerefirst
published in 1991. The National Patient Safety Founda-
tionat the American Medical Association(AMA) andthe
National Patient Safety Partnership brought together by
the Department of Veterans Affairs (VA) were both
founded in 1997. The National Health Policy Forumand
the Joint Commission on the Accreditation of Healthcare
Organi zations both sponsored meetings on patient safety
in 1999, whilethe M edicare Payment Advisory Commis-
sion aso called for legidative and regulatory attention to
reducing medical errors.

Without doubt, however, the|OM report gavevisibil-
ity to a problem that had largely been ignored—despite
thefact that medical error isresponsible for more deaths
per year than motor vehicle accidents or breast cancer.
Severd legidators, as well as President Clinton, have
recently signaled their intent to take action on the issue.

ThelOM’ sspecific recommendationsare not without
controversy. Should reporting of at least some kinds of
errorsbemandatory, and wherewould theline bedrawn?
How large arole should government play, at what level,
and who will bear the costs? What level of investment
will berequiredfor datacollection, protection, dissemina-
tion, and—of critical importance—anaysis? Who will
develop standards and definitions? How can aworkable
framework for apportioning responsibilities and promot-
ing cooperation among all parties be determined? How
can all health carefacilities put into operation procedures
suchascomputerized prescription entry that canbeshown
to save lives? What has prevented them from doing so?

While such questions may seem abstract, this Forum
session will make them more concrete by looking at
current effortsalready under way at various administra-

tivelevels. Tobegin, Paul O’ Neill, chairmanand former
chief executive officer of Alcoa, will describe how the
vision of an injury-free workplace that he pursued and
virtually achieved at Alcoa is being trandated into a
visionof acity freeof medication errorsand nosocomial
(treatment-caused) infections. In fact, eradication of
these errors is just one element of a heath quality
initiative O’ Neill is spearheading in the greater Pitts-
burgh area. John Clough, M.D., will discussthe Cleve-
land Clinic’s error reduction efforts, focusing on both
internal and external challenges, obstacles, and stimuli.

Other speskerswill address|OM recommendations
moredirectly. Nancy Ridley, assistant commissioner for
health quality management in the Massachusetts De-
partment of Public Health, will relate her experience
with the state's mandatory error reporting system.
Kenneth W. Kizer, M.D., M.P.H., president of the
National Forum for Health Care Quality Measurement
and Reporting—also known as the National Quality
Forum—and past under secretary of hedth in the
Department of Veterans Affairs, will draw on his
experience with the VA’ s error-reduction program and
will comment on the National Quality Forum’'srolein
setting national standards. John Eisenberg, administra-
tor of the Agency for Healthcare Research and Quality
(AHRQ), will speak about the creation of a Center for
Patient Safety and the role of AHRQ in funding quality
research.
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QUALITY IMPROVEMENT IN THE
PRIVATE SECTOR

Just as the concerns about medical error have a
history that antedates the IOM, so do effortsto address
them. In addition to the public policy and cooperative
group responses referenced above, individual institu-
tionsalso have put programsinto place. The Cleveland
Clinic faces many of the same hurdles that other pro-
vider organizations have confronted; these include, as
Clough has put it, “ten different databases, none of
which communicate with each other.” The clinic is
working to systematize data collection. But at the same
time that technical improvements are undertaken, the
delicate process of cultural change proceeds. Clough
seesthree barriers to candor in any medical institution:
fear of legal liability; manageria defensiveness (the
initial impulse to shoot—or quietly bury—the messen-
ger); and mistrust in the ranks of new programs billed
(by management) as “constructive.”

Desirable as intramural progress is, improved
outcomes for a population require cooperation among
institutions, for example, in agreeing upon and adhering
to standards, benchmarking performance, and making
quality-related information availableto consumers. The
record of such collaborationsisambiguous. The Cleve-
land Health Quality Choice (CHCQ) program collected
hospital data for a decade, publishing comparative
report cards. Some hospitalsfelt the expense of collect-
ing CHQC data could be better spent more directly,
criticized the measures, and saw little evidence that
employersand consumerswere using thereport cardsin
selecting providers. The Cleveland Clinic system (with
its nine hospitals) eventually pulled out, triggering the
program’s demise.

Pittsburgh hopesfor greater success, both regionally
and in building on the state’ s data analysis efforts. The
Working Together Consortium’s Healthcare Initiative
(WTCHI) has brought employers, labor organizations,
physicians, hospitals, health plans, and other stake-
holdersto the table to seek agreement on better waysto
deliver and pay for health care. At thistime, more than
75leadersareworking to make southwest Pennsylvania
the nation’s pacesetter in quality of clinical care and
controlled costs through waste-free delivery. Asafirst
step toward these goals, WTCHI members have com-
mitted to acampaign to eliminate medication errorsand
nosocomial infectionsin participating southwest Penn-
sylvania hospitals. The campaign embodies O’ Neill’s
prescription for improvement: start by identifying a
small number of goalsthat (a) are not debatable, and (b)
reguire systemic change to accomplish.

The WTCHI charter illustrates the principle that
error reduction, while aworthy goal initsown right, is
only one step toward quality health outcomes for a
population. O’ Neill suggests that the organizing prin-
cipleof ahealth system should betheindividual patient
and that the best system would be one in which the
medical establishment withers away becausethe patient
is heathy. Where medical intervention is required, it
would be held to arecognized standard and, ultimately,
judged by itsimpact on the patient.

Obvioudly, today’ s health care systemisalong way
from this nirvana. But O’ Neill’s ability to extrapolate
from industry to health care is one of WTCHI's
strengths. Health care is widely acknowledged to be
well behind industries such asaviation and banking that
invested early on in the information systems and
training that have allowed them to perform more
efficiently and effectively. Where leading manufactur-
ersstrivefor “six sigma’ quality (that is, fewer than 3.4
defects per million units), researchers such as Mount
Sinai School of Medicine's Mark R. Chassin, M.D.,
have estimated that defect rates in some health care
categories (such as diagnosing and treating depression
or controlling hypertension) may reach 500,000 per
million instances.

BACKGROUND TO THE IOM REPORT

The final report (1998) of the President’s Advisory
Commission on Consumer Protectionand Quality inthe
Health Care Industry was titled Quality First: Better
Health Care for All Americans. Among many recom-
mendations, itincluded achapter onreducing errorsand
increasing safety in health care.

Responses to the commission’s report included
various patient-protection bills modeled on the report’s
Consumer Bill of Rightsand Responsibilities. Differing
versions ultimately adopted by the House and the
Senate are scheduled for conference. The billssharean
emphasis on access and coverage issues, considering
quality as a matter of whether beneficiaries in fact
receive the services they believe they were promised.

The IOM in June 1998 established a Committee on
the Quality of Hedth Care in America, under the
chairmanship of William C. Richardson, Ph.D., and the
staff direction of Janet Corrigan, who had filled the
samerolewith the president’ sadvisory commission. To
Err IsHuman isthefirst in a planned series of reports.
Its focus is the actua delivery of medical care to
patients who have access to and are using the health
caresystem (though theauthorsacknowledgein passing



that, when someone needs medical attention, the worst
quality isno care at all®).

The committee’s research review revedled that
medical error may account for as many as 98,000 in-
hospital deaths per year, with a price tag of $17 hillion
to $29 hillion attached to errors characterized as pre-
ventable.* How has such adismal situation cometo be?
The IOM committee explains:

A genera lack of information on and awareness of
errors in hedth care by purchasers and consumers
makesitimpossiblefor themto demand better care. The
culture of medicine creates an expectation of perfection
and attributes errors to carelessness or incompetence.
Liability concernsdiscouragethesurfacing of errorsand
communication about how to correct them. The lack of
explicit and consistent standards for patient safety
creates gaps in licensing and accreditation and lets
health care organizations function without some of the
basic safety systemsin place. Thelack of any agency or
organization with primary responsibility for patient
safety prevents the dissemination of any cohesive
message about patient safety. . . . The externa environ-
ment is not creating any requirement or demand for the
delivery system to reduce medica errors and improve
the safety of patients.®

Itisthisignorance, fragmentation, and entrenchment that
thecommitteehopesto combat withitsrecommendations.

Center for Patient Safety

The IOM committee believes that a focal point is
needed for patient safety in health care, bringing to-
gether the variousinitiatives and mechanisms that now
exist. Its report recommends creating a Center for
Patient Safety within the Agency for Healthcare Re-
search and Quality,® and says the center should

m  set the national goals for patient safety, track
progress in meeting these goals, and issue an
annual report to the president and congress on
patient safety; and

m  develop knowledgeand understanding of errorsin
health care by developing a research agenda,
funding centersof excellence, eval uating methods
for identifying and preventing errors, and funding
dissemination and communication activities to
improve patient safety.”

The center’ smission would be two-pronged: helping to
prevent mistakesviaresearch and education and analyz-
ing and making avail ablethelessonsto belearned from
errors aready made.

The committee chose AHRQ as the site of the
proposed center in part because the agency aready is

involved in arange of quality-related activities, includ-
ing patient safety. Indeed, the Healthcare Research and
Quality Act of 1999, which reauthorized and renamed
the agency, explicitly includes reducing errors in
medicine among its required activities. AHRQ is aso
charged with linking research to practice improvement
and identifying and disseminating information relating
to the integration of quality information into purchaser
and consumer decision-making. The IOM report
observes that the agency’s demonstrated ability to
collaborate with other organizations, both public and
private, isastrong argument in its favor.

Giventhereauthorizing language, it does not appear
that further legislative action would berequiredin order
for AHRQ to establish a center for patient safety;
however, funding is another matter. The IOM commit-
teecallsfor initial annual funding of $30 million to $35
million, rising to $100 million over time. (This com-
pares with an annual $200 million for the National
Ingtitute for Occupational Safety and Health, which
conducts research and makes recommendations for the
prevention of work-related illnesses and injuries.?)

The committee al so weighed creating a stand-alone
center or locating it within NIH before settling on
AHRQ. The stand-aloneidea, whilefacing anumber of
philosophical and budgetary hurdles, would have the
advantageof independencefromtheregulatory function.
AHRQ doesnot itself regulate but is part of the Depart-
ment of Health and Human Services, which does. Some
have suggested that provider organizations might be
more comfortablewith anindependent center, giventhe
role envisioned for it in analyzing error reports, dis-
cussed bel ow. It might beremembered that the Aviation
Safety Reporting System (A SRS), so ofteninvoked asa
model for health care, was created within NASA be-
causean earlier attempt to establish suchasystemwithin
the Federal Aviation Administration was stalled by
distrust and fear of reprisal for reporting mistakes.

Reporting Systems

To Err IsHuman pointsout that oneway to learnfrom
mistakesisto establishareporting system. Twoimportant
functions can be served by areporting system: it can hold
providersaccountablefor performance, or it can point the
way to improved safety. Theoretically, it can do both; in
practice, it may be difficult to find a balance. The IOM
committee addressed this tension by recommending a
two-tiered system.

Mandatory Reporting. The committee recommended
the following:



A nationwide mandatory reporting system should be
established that provides for the collection of stan-
dardized information by state governments about
adverse events that result in death or serious harm.
Reporting shouldinitially be required of hospitalsand
eventually be required of other institutional and
ambulatory care settings.

The committee believes that mandatory systems
should focus on identifying adverse events attributable
to error that lead to serious patient harm or death. To be
effective, such systems would need a common set of
reporting standards, which would permit data to be
tracked over time, compared across locale, and aggre-
gated into national statistics. A commitment of re-
sources adequate to enable systems to analyze what
happened and follow up to ensurethat appropriate steps
are taken by the responsible health care organizationis
also critical to success.

The committee points to the National Quality
Forum—another outgrowth of recommendations from
the president’ s advisory commission—as the body best
suited to develop and promul gate acore set of reporting
standards to be used by states. As with AHRQ, its
existing mission is compatible with this new role. The
National Quality Forum already is charged with devel-
oping ameasurement framework for health care quality
and has appointed a framework board of health policy
experts who have each committed 20 percent of their
timeto thiseffort. Federal legislation would berequired
to direct thegroup to promulgate national standardsand
encourage states to adopt them.

Error reporting is not a novel proposal. A survey
conducted by the Joint Commission on the Accredita-
tion of Healthcare Organizations (JCAHO) inthe spring
of 1999 reveded that at least one-third of states had
some form of adverse event reporting system in place.
These systems vary in terms of being voluntary or
mandatory, in volume of reporting, and in the types of
facilities involved (several states focus mainly on
nursing homes, for example.) Moreover, IOM follow-
up has confirmed that few states aggregate data or
anayze them to identify general trends. Reasons cited
were alack of resources to upgrade computer systems
and inconsistency in reports submitted. A standardized
format would address the latter concern. As to the
former, the IOM calls on Congress to “provide funds
and technical expertise for state governments to estab-
lish or adapt their current error reporting systems to
collect the standardized information, analyze it, and
conduct follow-up as needed with health care organiza-
tions.”

Evenif such assistanceisforthcoming, there may be
states that choose not to establish a mandatory error
reporting system. Inthiseventuality, the|OM envisions
the Department of Health and Human Servicesstepping
into the breach. The department was also the fallback
for states that chose not to implement the Health
Insurance Portability and Accountability Act of 1996.
When four states (including California) deferred to
partial or full federal enforcement, the department had
to assumetherole of state regulator. It isunclear at this
time what proportion of the country’s error reporting
responsibility might revert to department staff as well.

Thecall for mandatory reporting of seriouserror has
drawn a mixed response from providers. All have
championed the goal of error reduction, but the Amer-
ican Nurses Association’s support for a mandatory
system is offset by the AMA’s misgivings. Former
AMA president Nancy Dickey, M.D., raised the issue
of malpractice, observing that what appears to be a
straightforward step “actually engenders all sorts of
prablemswith confidentiaity andliability. . .. Thereare
still insurance companiesthat would advise aphysician
not to say anything.”® She added that the AMA is
opposed to mandatory reporting.

The question of whether any reporting should be
mandatory will be vigorously debated, but it is not
necessarily the most significant issue involved in a
national reporting system. It should bekept in mind, the
IOM pointsout, that the purpose of such asystemisnot
to collect and count reports. Analysis and communica:
tion are key. The limitations of state systems in these
areas cause some to wonder why the IOM chose to
recommend a network of state systems. Its report
explains that flexibility is needed at this stage because
no “best practice” has yet been identified. It is envi-
sioned that the Center for Patient Safety would work
with states to develop systems and that states would be
ableto chooseto collect and analyze datathemselves or
to contract for these activities with an accrediting body
or aquality improvement organization (QIO) (formerly
known asapeer review organization (PRO), theentities
that monitor utilization and quality of care under
Medicare).

Some states have amassed considerable experience
and expertise that a national system could draw on. An
example is Massachusetts, where the Public Health
Department’s Division of Hedth Quality (DHQ)
determines whether an error is a system problem or a
practitioner problem. If the latter, it makes a report to
theappropriateboard of registration (nursing, medicine,



or pharmacy). If asystemic problem isindicated, DHQ
performs extensive analysis. Teams write up their
findingsin aprescribed format and prepare a statement
of deficiencies that cites specific state regulations and
how they wereviolated. Other standards, such asMedi-
care conditions of participation, are incorporated by
reference; for some diagnoses and procedures, DHQ
has developed its own standards.

Voluntary Reporting. Asthe second tier of its report-
ing system, the IOM recommended that “the develop-
ment of voluntary reporting efforts should be encour-
aged.” An amalgam of voluntary systems, the second
part of the reporting scheme is designed to address
near-missesand casesof “very minimal patient harm.” *°
The committeedid not proposeanational systeminthis
case, noting that anumber of “good efforts” are already
in operation, particularly in the area of medications.**
Among these efforts are the following:

m The FDA's Adverse Event Reporting System
(AERS), a data base containing information about
adverse drug reactions submitted directly to the
agency or reported via the MedWatch system de-
signed for use by health professionals.

m The Institute for Safe Medication Practice, which
has campaigned for improvements in drug naming,
packaging, labeling, and dispensing and which
recently joined forces with the American Hospital
Association in an initiative to reduce medication
errorsin hospitals.

m U.S. Pharmacopeia, which administers a voluntary
medication error reporting system, including a
component called MedMarx, which alows employ-
ees of subscribing hospitals to report error-related
information anonymously via the Internet.

The committee also recognized that a national
system like the aviation industry’ s ASRS would poten-
tially beinundated with reports and that awide range of
expertisewould haveto be maintained (for example, an
analyst who understands drug interactionsis not neces-
sarily conversant with device manufacturing or home
care staffing). They suggested that a number of “mini-
systems’ for different types of problems might be
effective, provided that the systems had the capacity to
communicate among themselves about overlapping
problems.

The intent of voluntary error reporting is to study
and enhance safety, not to hold reporting institutions
accountable. This message seems to resonate with
policymakers. In a Rose Garden speech responding to

the IOM report (and calling on federal agencies and
contractors to institute safety programs) Clinton said:

Now let me be clear about one thing—ensuring
patient safety is not about fixing blame. It's about
fixing problems in an increasingly complex system;
about creating a culture of safety and an environment
where medical errors are not tolerated. In short, it's
about working together to zero in on patient safety,
and zero out preventable errors.”

Still, intent is one thing, and practical consequences
another. Where data exists, there will be a correspond-
ing interest in access to it—particularly on the part of
plaintiffs and their attorneys in malpractice cases. The
committee recognized that fear of legal discoverability
or involvement in a legal process would contribute to
underreporting of errors. Perhaps the central question
for the success of a voluntary reporting system is
confidentiality of the data reported. Thus, the IOM
further recommended:

Congress should pass legisation to extend peer review
protections to data related to patient safety and quality
improvement that are collected and analyzed by health
careorganizationsfor internal use or shared with others
solely for the purpose of improving safety and quality.

The committee judged the peer review privilege to
be“the most promising existing sourcefor legal dataon
errors.” Forty-nine states (excluding New Jersey,
according toaJCAHO survey) have statutes protecting
from discovery the records and deliberations of peer
review committees. However, the significant variation
among these statutes in scope and specifications sug-
gests that a federal statute might be preferable. (This
was aso a recommendation made by the Medicare
Payment Advisory Commission in its June report to
Congress.) ThelOM report pointsto statutesin Oklaho-
ma and California that might serve as models and also
notesthat thefederal Health Care Quality Improvement
Act of 1986 (which established the National Practitio-
ner Data Bank) establishes peer review immunity from
damage suits when participants act in good faith in any
peer review process that meets the act’s standards for
structure and fair process.

QIOs may investigate instances of possibly substan-
dard care ddivered to fee-for-service beneficiaries. In
such cases, their case review records are protected from
subpoena. This protection, modeled on in-hospital peer
review privilege, waswritten into the 1972 statute creat-
ing professiona standardsreview organizations(PSROs),
and carried over as PSROs evolved into PROsand QI Os.
Itspreservation hasdrawn somecriticism: whileproviders
have welcomed confidentiality, consumer groups have



long protested what many perceive as a “cover-up”
attitude.

Onelimitation of peer review privilegeisthat it may
be lost when information leaves the confines of an
institution. The committee wrote:

Collaborative quality improvement efforts may be
inhibited by the loss of statutory peer review protec-
tion that may occur when data are shared across
institutions. Some form of protection appears neces-
sary for each of the three components of an error
reporting system: (1) the original reporters; (2) the
various recipients of the information (including
processors, investigators, de-identifiers, and analyzers;
and (3) the reported information itself.'?

POLICY ISSUES
TheBright Line

The IOM’s incorporation of a “narrowly defined”
mandatory system and amuch broader voluntary effort
into its two-tiered system requires that a line be drawn
between errors involving serious harm and those
causing minimal damage. Where, in one case, apatient
diesasaresult of an error and, in another case, an error
iscaught before medicationisadministered to apatient,
assigning the two casesto the mandatory and voluntary
reporting systems respectively is easy. But there are
bound to be borderline cases. Is an extra day in the
hospital serious? What about awound infection that led
to pronounced scarring? What if the wrong medication
were administered, with side effects such as sleepiness
or gastric distress?

Another concern is that it may at times be difficult
to isolate the effects of an error from other medical
complications. This is a weakness in the frequently
invoked National Transportation Safety Board (manda-
tory)/ASRS (voluntary) paralel, as the effects of a
plane crash are fairly easily distinguished from any
symptoms passengers may have brought on board. Is
modern medicine so complex that it may not always be
possible to recognize error?

Putting the Hor se Before the Cart

Some analysts have aready voiced concern that the
debate over mandatory versusvoluntary reporting will be
a sticking point for implementing safety-improvement
proposals. They believe it may be more useful first to
come to agreement on—and establish in the public
mind—what any kind of areporting systemisintended to
accomplish and how its various parts fit together to

achieve an aim of improved safety and quality overall.
What information is needed in order to define what
good quality care is and whether care delivered in a
particular case meetsthat standard? How can aprocess
be designed to ensure collection of only data that will
be used?

Error datacollection and analysisnow occurs primar-
ily onaninstitutional basis(obviously withwidevariation
among institutions). Institutional data will need to be
aggregated, used to devel op comparison and benchmark-
inginstruments, andinterpreted so asto providemeaning-
ful feedback. Atthesametime, thetransfer of information
fromonelevel of areporting system, such asahospital, to
another, such as a state, must not trigger legal liability if
the overall systemisto be effective.

Equally important is communication in the other
direction. How will lessons learned by error analysis
make their way through organizational layers to reach
practitioners? How will entities at the samelevel (such
as states) communicate amongst themselves, or must
they rely on federal-level dissemination?

Another basic question is who will perform error
analysis. In considering medical necessity determina
tions, review by a peer (be it another psychiatrist, a
cardiologist, afamily physician, or anurse) has been a
must-have for providers. Is it feasible that a team of
analysts could replicate a group of hospital colleagues
who areinvolved in a process that resultsin error?

The Role of the Individual

The IOM report focuses on the accountability of
health care institutions, such as hospitals. Its proposed
reporting systems posit error reports made by institu-
tions once they have undertaken their own internal
analysis. There is no mechanism for error reporting to
an outside body by an individual, such as a nurse,
within the institution, or by a patient who believes that
he or she was harmed.

Like the IOM’s proposal, JCAHO' s sentinel event
reporting policy focuses on institutions. Both expect an
institutional response to an error (or a near-miss) to be
part of thereport. By contrast, the ASRSand the FDA’ s
AERS make provision for reports from individuals.
This may be a matter of where analytical emphasisis
placed. The ASRS and the AERS, in accepting reports
of problems from an airline pilot or mechanic on the
one hand or from a prescriber or consumer of prescrip-
tion drugs on the other, seem to place greater responsi-
bility on their own analyststo unravel the problem.



A central issuein pending patient protection legisla
tion is the ability of a patient to appeal—and perhaps
ultimately to file suit over—adecision that he deems a
wrongful denial of care. Some of the same questions
with respect to patient empowerment areraised by error
reporting proposals. What options should a patient
have? Focusing on institutions underlines the systemic
complexities to which experts attribute most medical
error and avoids searching for an individual scapegoat.
But does deflecting attention from individuas to
systems deemphasize theindividua patient aswell? As
the hedlth care system continues to move from institu-
tional settings to more ambulatory and home-based
care, therole of the patient in care delivery grows even
more critical.

Finally, what are the rights of the patient or the
patient’s family members to be notified that an error
has occurred? To what extent should they be privy to
the results of an ensuing investigation by the health
care organization?

Purchaser Commitment

A complaint sometimes voiced with respect to
existing quality-reporting programs, such asHEDIS, is
that, after information islaboriously (and expensively)
collected, it carrieslittleweight in employers' contract-
ing decisions. Jon Gabel and colleagues, in a study
conducted for the Commonwealth Fund, found that just
5 percent of employers offering an HMO rated HEDIS
information as very important in selecting a plan.®® If
safety-conscious organizations that are willing to learn
from mistakes rather than conceal them are not re-
warded by more patients and/or more advantageous
contracts, error reporting loses the ability to drive
change that the IOM envisions for it. Some large
employers aready are taking steps to factor patient-
safety measures into their procurement processes.
Medicareand M edicaid could have apowerful effect by
following suit.

The Culture of Medicine and
the Culture of Blame

It has been widely observed that a major challenge
to creating a culture of safety is the existing culture of
medicine, wherein physicians are schooled to believe
that they should be in control. While one might think
that it would be arelief to admit one’ shuman fallibility
or at least interdependency, theissue of blame actsasa
strong deterrent. Medicine may be a culture of perfec-
tion, but 21st century America seemsto subscribe to a
culture of blame, the notion that “ someone should pay”

when harm is done. The IOM has tried to address this
by recommending institutional accountability for
serious harm and a paralel system of constructive,
nonpunitive investigation and improvement. Thisis a
delicate balance; whether fear of liability on one hand
can co-exist with trust on the other remains to be seen.

Certainly the patient-safety advocates have been
eloquent. Donald Berwick, president of the Ingtitute for
Hedthcare Improvement and a member of the IOM
committee, has said, “ Y ou don’t get to safe systems that
have human beingsin them by yelling at them or asking
them to try harder. Y ou need to engineer the work envi-
ronment so that normal human limits are respected.”**

Some doctors, however, feel that looking to systems
solutions is just another interference on the part of
managed care. The chairman of medicine at a New
Y ork hospital recently profiled in the New York Times
spoke to a group of interns about the importance of
personal responsibility, warning them not to “ship the
blame elsewhere—to a computer, to the next shift...to
the system.”**

THE FORUM SESSION

Key Questions

Among the questionsto be addressed at this session
are the following:

m What factors are critical in eliciting commitment to
error reduction?

m |sthelOM’semphasison error reporting asacentral
strategy the best way to proceed? What is the dy-
namic that will make a reporting system work as
intended? How can information about medical
errors and how to avoid (or correct) them be most
effectively accumulated and disseminated?

m Should a Center for Patient Safety be created?
Should it be part of afederal agency? IsAHRQ the
right placefor it? Should the center have any type of
enforcement powers?

m  Onceerror reports are made, who will analyze them?
Just as active-duty pilots rotate through the ASRS,
will practicing physicians and pharmacists rotate
through state error-reporting systems? How will error
systems counter probable physician complaints that
they are not being evaluated by their peers?

m [stherearolefor consumersin medical error reduc-
tion? What about provider professional societies?



= Why have not moreinstitutionsfollowed the lead of
the Veterans Heath Administration and imple-
mented seemingly obvioussafety proceduressuch as
computerized prescription entry and bar-coding
medications? What (or who) are the barriers to
taking steps already known to reduce error?

m |sthere away to merge the two currents in patient
protection? Can coverage appeals and other ele-
ments drawn from the Patient Bill of Rights and
error analysis and practice improvement share
common strategies?

Speakers

The five presenters featured in this Forum session
are deeply involved in quality improvement and error
reduction activities.

Paul H. O’'Neill is chairman of Alcoa, having also
served as the company’s chief executive officer from
1987 through May 1999. Prior to joining Alcoa, he was
president of International Paper Company. Hewasonthe
staff of the U.S. Office of Management and Budget from
1967 through 1977 and was named deputy director in
1974. He serves on anumber of boards and as chairman
of the RAND Corporation and the Working Together
Consortium’ s Hedlthcare Initiative in Pittsburgh.

John D. Clough, M .D., F.A.C.P., ischairman of the
Division of Health Affairs of the Cleveland Clinic Foun-
dation. Hejoined the staff asaclinical rheumatologistin
1971, following three years at the National Ingtitutes of
Health. In 1979 hebecame chairman of the Department of
Rheumatic and Immunol ogic Disease, apost heheld until
accepting his current position in 1991.

John M. Eisenberg,M.D.,M.B.A.,isadministrator
of the Agency for Healthcare Research and Quality, in
the Department of Health and Human Services. Ap-
pointed to head the agency in 1997, he previously was
chairman of the Department of Medicineand physician-
in-chief at Georgetown University. He was afounding
member of the Physi cian Payment Review Commission,
which he chaired from 1993 t01995.

Kenneth W. Kizer, M.D., M .P.H., isthe president
and chief executive officer of the National Forum for
Health Care Quality M easurement and Reporting. Prior
to taking this position last year, he served for five years
astheunder secretary for heathintheU.S. Department
of Veterans Affairs. His professional experience
includes practice as an emergency medicine physician
and a variety of positions in academia, philanthropy,
and state government.

Nancy Ridley, M.S,, is assistant commissioner for
the Bureau of Heath Quality Management in the
Massachusetts Department of Public Health. She has
spent 20 years managing avariety of state public health
programs. For two years, she has been an active mem-
ber of the steering committee of the Massachusetts
Codlition for the Prevention of Medical Errors.
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