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Two New Statewide Patient Safety Initiatives Announced

MHA is working with the Massachusetts Coalition for the Prevention of Medical Errors to promote statewide collaborative improvement programs for two patient safety initiatives:

· Reconciling medications, a medication safety practice to eliminate errors of communication and information transfer at patient handoffs, such as at admission to hospital.  
· Communicating critical test results, developing strategies for timely and reliable communication of critical test results to the clinician who can take action. 
Topic selection: proactive risk assessment statewide

The selection of the two topic areas resulted from a comprehensive assessment of priorities among healthcare professionals statewide.  The selection process involved the following steps:

a) An open-ended call for patient safety topics of greatest concern (mailed to all hospital CEOs and QI Directors along with MA Coalition members and a sample of clinicians and other caregivers)

b) A vote by members of the MA Coalition and additional hospital representatives from across the state on preferences among the top 10 topics identified in the open-ended survey

c) A compilation of available data for each topic concerning a) its importance (frequency, severity), b) the availability of a Best Practice, c) evidence of effectiveness behind each practice, and d) feasibility of  implementation in all hospitals in the Commonwealth

d) Review of the data and selection of the two practices by a 17-person Advisory Group representing a cross-section of hospital-based physicians, nurses, pharmacists, and quality improvement staff from large and small hospitals across the state, along with representatives from various other interested groups (regulators, associations, liability insurers) 

The two practices, Reconciling Medications and Communicating Critical Test Results, were the choices of the Advisory Group because of their potential for making substantial improvements in patient safety.  They address fundamental issues in safety: communication, teamwork, and information transfer.  Their importance resonated strongly with representatives from hospitals large and small statewide.

Coalition support

To facilitate participation in these initiatives, the Coalition will offer a wide range of support to hospitals implementing these recommended practices:

a) Detailed definitions of the practices which have been developed by Consensus Groups, including strategies for successful implementation provided by experienced teams

b) Statewide collaboratives at minimal cost with two meetings/year for improvement teams; these will provide specific implementation guidance, presentations by experts and hospital teams that have successfully adopted the recommended strategies, and networking opportunities

c) Implementation worksheets to assist in identifying planning needs, projected tasks and timelines, and spreadsheets for estimating required resource utilization and long-term benefits from error reduction and workflow efficiencies

d) Toolkits to support implementation including sample forms, policies and procedures, measurement protocols, risk assessment tools (process flow charts, FMEA examples), staff and patient education materials, case studies with examples of cycles of change, and copies of research articles

e) Worksheets and examples to support utilization of this activity for JCAHO and MHQP reporting requirements

f) Follow-up support through status reporting and opportunities for consultation with other healthcare providers engaged in specific implementation components

g) A public campaign to promote consumer awareness and patient education

h) Outreach to caregivers in ambulatory settings (PCPs, clinics, rehab, SNFs) to address crucial information transfer issues for medications and critical test results and to improve continuity of care 

Background

Funding for the two new initiatives is being provided as part of a three-year federal grant from the Agency for Healthcare Research and Quality (AHRQ) to the Massachusetts Department of Public Health (DPH). The grant also supports an evaluation and enhancement of the Massachusetts system for mandatory reporting of medical errors (MARS), including a survey on views of hospital executives concerning MARS and patient disclosure preferences, programming modification of the MARS coding system to facilitate analytical needs, and a survey of recently-hospitalized patients to evaluate their perceptions and experiences of adverse events.  

MHA’s and the Coalition’s component of the grant is to encourage implementation of best practices for improving safety through voluntary collaboratives.  The program uses Consensus Groups and improvement collaboratives to develop, refine, and implement practices for each topic area, building on the Coalition’s previous successes with release of Best Practices addressing medication safety and restraint and seclusion use.

Lucian Leape, MD, adjunct professor of health policy at the Harvard School of Public Health and one of the original consultants to the MHA Medication Error Prevention Project, is serving as clinical director for the Coalition’s work under this grant.  Dr. Leape has directed research on the causes and prevention of adverse drug events and other medical errors, and has been a leading advocate of the non-punitive systems approach to the prevention of medical error.
Timeline: 


a.  Select topics
March, 2002 

b.  Consensus Groups convened
April-June, 2002

c.  Consensus Groups recommend improvement strategies 
April-December, 2002

d.  Improvement team collaboratives begin
March-May, 2003

e.  Support for implementation 
Throughout 2003 and 2004

f.  Assess impact
Fall, 2004
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