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Poor EMR Usability Linked  
to Patient Safety Concerns, 
Clinician Burnout

This year marks the 10th 
anniversary of the Health 
Information Technology 

for Economic and Clinical Health 
(HITECH) Act, the legislation 
responsible for pushing healthcare 
providers to adopt electronic medical 
record (EMR) systems. However, rather 
than being a cause for celebration and 
accomplishment, the anniversary marks 
a tipping point for EMR users in their 
exasperation with systems that many 
find clunky and burdensome to use.

Emergency clinicians have been 
arguing for years that they spend 
more time sitting in front of a 
computer screen than interacting with 
patients. But now the literature base 
is adding new fuel to such arguments. 
Researchers have found that issues 
related to EMR usability are raising 
significant patient safety concerns that 
need to be addressed. Powerful forces 
are pushing for action.

In one recent study, led by 
researchers at MedStar Health’s 
National Center for Human Factors in 
Healthcare (NCHFH) in Washington, 
DC, investigators evaluated the use of 

EMRs from two of the largest EMR 
vendors, Epic and Cerner, at four ED 
sites. At each participating site, between 
10 and 15 emergency medicine 
physicians performed six standardized 
clinical scenarios on their own systems. 
Researchers recorded the number of 
clicks required and the amount of time 
it took to complete each task.1

“What we found was actually pretty 
shocking to us,” explains Raj Ratwani, 
PhD, director of the NCHFH, an 
assistant professor of emergency 
medicine at Georgetown University 
School of Medicine, and a co-author 
of the study. “We found, number one, 
huge variability across the different 
sites. If you look at two Epic sites or 
two Cerner sites, you were getting very 
different results in terms of the number 
of clicks to perform a task, the amount 
of time it takes to perform a task, and 
even the error rate [associated with the 
task]. If you look across vendors, there 
was also huge variability,” he says.

These findings illustrate just how 
important implementation of an EMR 
system is, Ratwani notes. “It highlights 
how critical the customization and 
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configuration of a product is from 
the provider side. It is highlighting 
what providers really need to do 
to improve their systems because 
there is so much variability there,” 
he says. “This suggests some 
providers are able to customize and 
configure [their EMR systems] more 
effectively — and others less so.”

Secondly, the study illustrates 
some of the safety issues that exist 
in products that have been certified 
by the federal government and are 
in use across the country, Ratwani 
notes. For example, one of the 
tasks researchers examined in the 
study involved ordering an X-ray of 
the left elbow, wrist, and forearm. 
“When the physicians do this, we 
see error rates ranging from 16% 
at one site all the way to as high as 
36% at another site,” he says.

This error means that physicians 
could be ordering an X-ray on the 
wrong side or of the wrong body 
part, or they issued an incomplete 
order that only called for an X-ray 
on two of the three body parts, 
Ratwani observes. 

“This has some pretty serious 
consequences. There could be 
unnecessary X-ray exposure, delays 
in care, and all kinds of other 
things,” he says. 

Another task the researchers 
evaluated was a prednisone taper 
medication order, a direction to 
reduce the dosage of medication 
over time. In this case, the 
researchers observed error rates 
ranging from 16% to as high as 
50% across the four sites. 

“Those are very, very high error 
rates in systems that have been 
certified and are used to treat 
patients,” Ratwani stresses. “We 
were very alarmed by the error rates 
we were seeing and the amount of 
variability.” Using this study as a 
foundation, MedStar’s NCHFH 

has teamed up with the American 
Medical Association (AMA) in 
a campaign to push for changes 
that will address the known risks 
to patient safety as well as the 
contributing factors to clinician 
burnout that are related to poor 
EMR usability.

“We know that EMR usability 
is a major contributor to clinician 
burnout; that is harmful to our 
clinicians and it also indirectly 
has patient safety consequences. 
A clinician who is burned out is 
more likely to make a medical 
error,” Ratwani explains. However, 
he notes that suboptimal usability 
also directly affects patient safety. 
The NCHFH/AMA campaign is 
concerned with both issues.

The effort includes a new website, 
www.EHRSeeWhatWeMean.org, 
that contains video demonstrations 
of the EMR usability challenges that 
the researchers uncovered in the 
study, and a call for all stakeholders 
to push for improvement in this 
area. There also is a letter directed 
to Congress, which urges broader 
action to address the EMR poor 
usability problem. (Editor’s Note: 
Read more at: http://bit.ly/2WfF22e.)

“We would like to have 
conversations with the Office of the 
National Coordinator for Health 
Information Technology [ONC] 
and with members of the House 
and Senate to help them understand 
some of the big challenges [related 
to EMR usability],” explains 
Ratwani, who authored the letter. 
“We would like to move toward 
creating a central reporting system 
so that any clinician in the country 
can report [EMR-related problems] 
to one central repository so that 
we can do some rapid analyses of 
those data, understand where the 
challenges are, and work to quickly 
address them on a national scale.”

mailto:customerservice@reliasmedia.com
http://www.EHRSeeWhatWeMean.org
http://bit.ly/2WfF22e
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EXECUTIVE SUMMARY

Ten years after the passage of the Health Information Technology for 

Economic and Clinical Health (HITECH) Act, researchers are sounding the 

alarm about patient safety concerns related to the poor usability of electronic 

medical record (EMR) systems . They also are highlighting how poor usability 

leads to clinician burnout, which heightens the risk of medical errors . Proposals 

for change include a call for greater transparency so that EMR program flaws 

can be shared and addressed quickly .

• One study of EMR use by emergency medicine physicians at four separate 

sites revealed wide variation in the number of clicks and time required to 

accomplish a set of standard tasks .

• Researchers also discovered very high error rates, ranging from 16% to 

as high as 50% across the four sites when physicians were asked to enter a 

prednisone taper medication order .

• To address EMR program flaws, the American Medical Association and 

the MedStar Health National Center for Human Factors in Healthcare have 

developed a website to share videos that demonstrate the EMR usability 

problems that researchers uncovered .

• The ECRI Institute has cited the use of EMRs to communicate diagnoses and 

manage test results as its top patient safety concern for 2019 .

In fact, the letter points out 
that Section 4002 of the 21st 
Century Cures Act, passed in 
2016, calls on the ONC to create 
an EMR reporting system so that 
the office can collect and distribute 
information on core EMR features, 
including usability. As part of this 
task, the letter states that Congress 
should ensure that the ONC 
includes “objective measures of safety 
as part of the usability criteria.”

The letter to Congress also 
references another recent study of 
9,000 health information technology 
(HIT) and medication safety 
events in three pediatric hospitals. 
Researchers found poor EMR 
usability contributed to one-third of 
the errors.2

Push for Transparency

Currently, so-called gag clauses, 
established by EMR vendors, have 
prevented the open discussion of 
EMR-related usability and safety 
issues on a more national scale, 
Ratwani observes.

“What may well be happening is 
you have one patient being harmed 
at a healthcare system or a provider 
in the Northeast that involves [an 
EMR usability issue] that could be 
completely addressable, but because 
of gag clauses, we are not able to 
share that issue,” he says. “Then, a 
patient could be harmed on the West 
Coast under a very similar context 
because we were not able to share 
[that visual information].”

In fact, providers have 
complained about these gag clauses 
in vendor contracts for years. Now, 
there is some movement toward 
progress in this area. The ONC has 
proposed a rule that would ban gag 
clauses. At press time, the ONC 
was receiving commentary on the 
proposed rule. Ratwani applauds this 

action, but reiterates that more steps 
are needed to address EMR usability 
problems effectively.

“Gag clause removal would allow 
us to report [EMR problems], but 
then we would need to have all those 
reports in one place so that we can 
actually analyze them and make 
rapid improvement,” he says. “If we 
want to solve the challenge, we need 
to have a central reporting system or 
another mechanism to bring all those 
reports together.”

Another provision in EMR 
vendor contracts that providers have 
long disparaged is the so-called “hold 
harmless” clause, which essentially 
frees vendors from any liability if 
patient harm occurs as a result of 
an EMR-related issue. Ratwani 
maintains that such clauses need to 
be abandoned in favor of a system in 
which accountability can be shared.

“If there is a health IT-related 
or an EMR-related safety issue that 
occurs, we need to look at that issue 
and determine who is accountable,” 

he says. For instance, it may be the 
provider, the EMR vendor, or some 
other stakeholder who is at fault, but 
there also may be some fault on the 
part of two or more participants in 
the equation. 

“These issues have to be 
addressed with the lens of shared 
accountability, and there also 
has to be shared responsibility 
for making improvements to the 
system,” he says. “I think absolutely, 
[hold harmless] clauses need to be 
removed, and there has to be a better 
sharing of what is happening.”3

Interoperability, or the ability 
to exchange electronic health 
information between different 
healthcare settings that may use 
different EMR systems, has long 
been a goal of providers. Ratwani 
notes there has been some progress 
in this area. Further, he shares 
that the ONC is proposing new 
provisions that would improve the 
exchange of information. However, 
he states that usability needs to be 
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a big part of the interoperability 
conversation going forward.

“You have to think about not 
just exchanging information ... but 
having the information presented 
to the clinician in a way that they 
can actually use it,” Ratwani shares. 
“It is not going to be helpful if we 
exchange all that information and it 
just gets dumped into the patient’s 
record.”

In that event, the physician would 
have to spend extensive amounts 
of time searching through all the 
information to find what is relevant. 
Some of this information may be 
contradictory to what is in the 
record already, Ratwani notes. “You 
can see how this could potentially 
introduce some very serious usability 
and safety challenges,” he says. “As 
we talk about interoperability and 
the exchange of information, we 
must also include discussion of the 
usability of that information. We 
think that is going to be a really 
important next step as we have this 
conversation about interoperability.”

Optimize Patient Portals

Ratwani is hardly alone in his 
efforts to highlight safety issues 
relating to the use of EMRs. The 
ECRI Institute has cited the use of 
EMRs to communicate diagnoses 
and manage test results as its top 
patient safety concern for 2019. The 
designation is based on millions of 
reports the institute has received 
regarding errors, near misses, and 
safety concerns that have surfaced in 
healthcare facilities across the United 
States, explains Lorraine Possanza, 
DPM, JD, MBE, program director 
of ECRI Institute’s Partnership for 
Health IT Patient Safety. “ECRI’s 
PSO [patient safety organization] 
analysts look at all the information 

submitted through reports, they have 
weekly meetings to discuss these 
events, and through this [review] the 
analysts begin to see patterns occur,” 
she explains.

The ECRI Institute’s top concern 
for 2019 stems, in part, from the 
organization’s focus on “closing 
the loop,” providing the right 
information to the right people 
at the right time when a patient 
undergoes any type of diagnostic 
testing. “You begin with a patient 
who has to undergo the test, and 
you follow the course throughout 
the process from ordering the test to 
getting the test performed to getting 
the results completed to getting the 
results to come back to the provider,” 
Possanza observes.

Then, the provider needs to share 
the results and the plan with the 
patient, make any recommendations 
that stem from the results, and 
follow up with the patient. “In order 
to get a good diagnosis, you have got 
to make sure that all of those loops 
are closed. That is true whether it 
involves diagnostic testing such as 
labs or radiologic imaging or referrals 
and consultations,” Possanza says.

To carry out all these tasks, 
clinicians rely increasingly on 
technology and assume that the 
technology is going to handle 
certain tasks. However, technology 
is not always optimally leveraged 
as intended. “When you add any 
new technology to a system, you 
always have those hiccups that occur. 
There are things that maybe aren’t 
functioning the way you originally 
thought they were functioning,” 
Possanza says.

For instance, when reviewing all 
the safety reports from participating 
organizations, ECRI investigators 
discovered that it is important that 
information entered into an EMR 
is coded consistently in structured 

fields and coded very precisely. If this 
does not happen, the information 
may not be interpreted by other 
systems in a consistent manner, 
Possanza notes. “You may write an 
order for a lab test indicating that 
you want the patient to have a ‘CBC’ 
... and someone else may write for 
that same test that they want their 
patient to have a ‘complete blood 
count,’” she says. “When that 
information comes back from the lab 
to the EMR, if one system called it a 
‘complete blood count’ and the other 
called it a ‘CBC,’ the information 
may not file into the patient’s record 
correctly or it may not be recognized 
as the same exact test.”

Related issues may come into 
play, too. For example, Possanza 
notes that providers can become 
overburdened by the fact that they 
receive many alerts and notices 
coming into the record and 
communication files related to test 
results. “Are they actually seeing 
these alerts, or are their inboxes 
just too full?” she says. “Does the 
clinician read and react to each 
notice or conclude that he or she will 
react to the notice at another time 
and then forget to return back to it?”

Also, Possanza notes that patients 
are becoming increasingly involved 
with EMRs. Communicating and 
engaging with them appropriately 
is another issue that provider 
organizations need to address. 

“One of the things that the 
Partnership for Health IT Patient 
Safety has recommended is to 
look at how we can better use 
patient portals,” she says. “We are 
working with specific organizations 
to actually put safe practice 
recommendations for test tracking to 
close the loop into focus.”

Possanza notes that her 
organization created a workgroup to 
study ways to improve HIT safety. 
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Several EMR vendors/developers 
have been involved. 

“They, too, are concerned with 
safety ... and I think sometimes 
they are very surprised to learn that 
their product didn’t function as 
they thought it was going to in the 
workflow or that a feature wasn’t 
used in the way they thought it was 
going to be used,” she says. Possanza 
notes that it typically takes one to 
three years for a vendor to develop, 
test, and release a feature and then 
for providers to use the feature 
widely.

Establish a Backup

Working with vendors is just 
one way to address HIT safety 
challenges. Another is focusing 
on the communication channels 
connected with other parts of the 
healthcare system, advises Patricia 
Stahura, RN, MSN, a senior 
analyst and consultant at the ECRI 
Institute. 

“Sometimes, a patient is 
discharged from the ED before you 
have all the test results, which can 
create a dilemma for the folks in the 

ED because they have to track down 
the patient and they may not have 
the correct contact information,” 
she explains. “Then, the patient’s 
primary care provider often needs 
to be notified as well to confirm a 
diagnosis or perhaps go in a different 
direction.”

Such communications are 
complicated by the fact that 
providers in other healthcare settings 
or systems often use different 
EMRs. Still, even if they use the 
same platforms, Stahura notes 
that everyone in the healthcare 
continuum needs to create a backup 
to their electronic systems. 

“We rely on EMRs, and we 
have very high hopes for that 
communication, but I always urge 
people to pick up the phone and to 
continue to have that human-to-
human communication,” she says. “I 
think that is very important to make 
sure that the loop is closed, especially 
when you find out there are gaps in 
the system.”  n

REFERENCES
1 . Ratwani R, Savage E, Will A, et al . 

A usability and safety analysis of 

electronic health records: A multi-

center study . J Am Med Inform Assoc 

2018;25:1197-1201 .

2 . Ratwani R, Savage E, Will A, et al . 

Identifying electronic health record 

usability and safety challenges 

in pediatric settings . Health Aff 

2018;37:1752-1759 .

3 . Ratwani R, Reider J, Singh H . A 

decade of health information 

technology usability challenges and 

the path forward . JAMA 2019; Feb 4 . 

doi: 10 .1001/jama .2019 .0161 . [Epub 

ahead of print] .

SOURCES
• Lorraine Possanza, DPM, JD, MBE, 

Program Director, Partnership 

for Health IT Patient Safety, ECRI 

Institute, Plymouth Meeting, PA . 

Email: lpossanza@ecri .org .

• Raj Ratwani, PhD, Director, MedStar 

Health National Center for Human 

Factors in Healthcare; Assistant 

Professor, Emergency Medicine, 

Georgetown University School of 

Medicine, Washington, DC . Email: 

raj .m .ratwani@medstar .net .

• Patricia Stahura, RN, MSN, Senior 

Analyst and Consultant, ECRI 

Institute, Plymouth Meeting, PA . 

Email: pstahura@ecri .org .

Examples of Poor Usability Show Where EMR 
Design or Implementation Can Go Wrong

How does poor EMR usability 
lead to medical errors? Raj 

Ratwani, PhD, director of the 
MedStar Health National Center 
for Human Factors in Healthcare, 
explains that it often has to do with 
the visual display of information.

“The basic usability concept 
is you want to only display 
information that is relevant to 
the user at that time. You want to 

display [information] in a way that 
is visually effective [so that] it guides 
the way [clinicians] think and reason 
with the information,” he says.

Ratwani shares one example 
from his research of what can 
happen when one does not adhere 
to this concept in the design or 
implementation of EMR programs. 
“A physician was asked to search and 
order Tylenol 500 mg. The clinician 

put in the word ‘Tylenol’ for a male 
patient under age 20,” he relates. “In 
this instance, the physician got 86 
different results.”

The results included things like 
children’s Tylenol, infant’s Tylenol, 
Tylenol for women, and many 
other results that were completely 
irrelevant to the physician’s order, 
raising a significant usability 
problem. 

mailto:lpossanza@ecri.org
mailto:raj.m.ratwani@medstar.net
mailto:pstahura@ecri.org
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“What happens from a safety 
perspective when you present a 
physician with 86 different options 
is you are increasing the likelihood 
that the physician is going to 
select the wrong medication and 
potentially select the wrong dose 
of the medication,” Ratwani says. 
“With Tylenol, that is a lower-risk 
medicine, so it may not be a grave 
concern, but certainly you could 
imagine several other types of 
medicines, such as opioids, where 
these really complex lists are very, 
very difficult for our physicians to 
maneuver.”

These types of circumstances 
introduce what Ratwani refers to as 
cognitive burden. 

“It is too much information. If 
you think about how many times a 
physician has to search through all 
of the information [in an EMR], it 
becomes very problematic,” he says.

Another example of a usability 
concern relates to data entry. “The 
concept is that you want to make it 
very easy for physicians and other 
clinicians to enter information into 
the system,” Ratwani says. “It should 
be intuitive.”

However, Ratwani notes that he 
has seen examples in pediatric cases 
where the interfaces are confusing. 
The clinician entering information 
regarding a child’s weight may put 
the data in the wrong field or in the 
wrong units, substituting pounds for 

kilograms or vice versa. “The reason 
that is so important for children is 
because children’s medicines ... [use] 
weight-based dosing. That is actually 
critical to the effectiveness and safety 
of the medicines,” he explains.

Therefore, if an emergency 
physician enters a child’s weight 
incorrectly (perhaps the number 
entered is too high), then the dose 
of the medication may be stronger 
than what the patient can tolerate 
safely.

“It can lead to serious harm and 
even death ... this is another exam-
ple of where the entry of the infor-
mation is critical,” Ratwani says. 
“We are seeing serious usability chal-
lenges that could lead to harm.”  n

Investigators Find Connection Between Health 
Information Exchange Use, Shorter ED Stays

The transition to EMR systems 
has been a bumpy road. 

However, there is no denying the 
potential benefits that can come 
from storing medical information so 
that it can be exchanged quickly and 
easily between different providers. 
Further, while total interoperability 
has yet to be achieved, states and 
localities have made progress 
toward this goal with the adoption 
of health information exchanges 
(HIE). These are technology 
platforms that facilitate the exchange 
of medical information between 
different providers, including labs, 
pharmacies, hospitals, and physician 
practices that generally are located 
with a specific geographic region.

The Health Information 
Technology for Economic and 
Clinical Health (HITECH) Act 
provided incentives for the adoption 
of HIEs. Many states and localities 

have moved rapidly to establish these 
platforms for regions of various sizes. 
Investigators report that this move 
has delivered, providing important 
benefits to busy ED providers. 
In particular, they have found a 
link between HIE adoption and 
a reduction in the average length 
of stay (LOS) for patients who are 
treated and released, a group that 
comprises about 80% of all ED 
visits.

Examining data from the 
Healthcare Cost and Utilization 
Project that included 7.4 million 
treat-and-release visits to 63 EDs 
in Massachusetts, researchers found 
that HIE adoption is associated with 
a 10.2% reduction in LOS. Further, 
they reported that this reduction 
in LOS increases to nearly 15% in 
an integrated healthcare system, 
which has stronger incentives for 
using an HIE.1 Study co-author 

Mehmet Ayvaci, PhD, MS, an 
assistant professor of information 
systems in the Naveen Jindal School 
of Management at the University of 
Texas in Dallas, observes that this 
finding is a welcome indicator of 
value, given the increasing need for 
efficiency in the emergency medicine 
setting. 

“The number of ED visits in the 
United States has been increasing 
over the past two decades while the 
number of EDs has been decreasing,” 
he explains. This mismatch between 
resources and demand leads to 
crowding, which affects care quality, 
patient satisfaction, and profitability, 
Ayvaci notes.

The use of an HIE can affect the 
time a patient spends in the ED 
in two primary ways, according to 
Ayvaci. 

“First, the providers can have 
access to prior tests, labs, and other 
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EXECUTIVE SUMMARY

The Mount Sinai Health System in New York City has opened a new urgent 

care center, dubbed Express Care, just 150 feet from the ED on the campus 

of Mount Sinai Hospital . The new center is staffed with board-certified 

emergency physicians and is designed to meet the unscheduled care needs of 

patients in the area . However, considering the proximity of the new center to 

the ED, it offers some unusual advantages over off-campus urgent care sites .

• Staff at the Express Care site have access to more advanced testing and 

expert consults that are available from the nearby ED .

• While the new center should serve as a safety valve for many medical 

practices in the region, officials anticipate that it also may serve to decompress 

the ED during periods of high demand .

• Because the urgent care center is owned and operated by Mount Sinai on its 

hospital campus, it must meet all EMTALA requirements, although the center 

is treated as a specialty clinic when it comes to billing and record keeping . 

patient-related information ... so if 
you don’t have to repeat an X-ray 
or a lab test, that is a direct time 
savings,” he says. 

Secondly, with all the historical 
information about a patient on 
hand, including previous diagnoses, 
tests, and more, providers can make 
better decisions about care, Ayvaci 
observes. 

“It may decrease [LOS] 
because the provider is aware of an 
underlying problem and can make 
a quick assessment, or providers 
may realize that more needs to be 
done. Therefore, it may increase the 
time a patient spends in the ED,” 
he explains. There also is an indirect 

mechanism — a spillover effect — 
that occurs when patients require less 
time in the ED. 

“When a patient who is seen by 
the provider spends less time with 
the provider, that means that if I am 
waiting in the waiting area, then I 
am also going to spend less time in 
the ED,” Ayvaci explains. “Especially 
if you are in a crowded situation, 
there is going to be some spillover 
effects to all of those patients [in the 
waiting room].”

One other factor that can come 
into play when hospitals use many 
different technologies, including 
HIEs, is information overload, 
Ayvaci acknowledges. 

“This can disrupt the workflow 
and make providers spend even 
more time in front of the computer,” 
he says. “Our study identifies this 
tradeoff: There are reasons [HIEs] 
may increase [patient] time in the 
ED, but overall, the average effect 
is that HIEs are helping to reduce 
LOS.”  n
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Hospital Campus-Based Urgent Care Center 
Shares Staff, Resources With Nearby ED

One may believe that an urgent 
care center staffed by board-

certified emergency physicians would 
offer both advanced capabilities 
and the efficiency that goes along 
with employing staff members who 
are accustomed to treating a large, 
diverse patient group. However, 
what if this urgent care site also is 
located on the same hospital campus 
as the ED and essentially shares staff 
with that ED? Are there additional 
synergies or other advantages that 
come with such a configuration?

The Mount Sinai Health System 
in New York City is in a position 
to find out as it has just opened 
such a center, dubbed Mount Sinai 
Express Care, a mere 150 feet from 
the ED at Mount Sinai Hospital on 
Manhattan’s Upper East Side.

It is certainly not the first time an 
urgent care center has opened on a 
hospital campus, but creating such a 
close working relationship with the 
hospital’s ED offers some interesting 

advantages on which the hospital 
system is hoping to capitalize.

“Clearly, access to unscheduled 
care is a challenge and a need for 
our patients. EDs aren’t necessarily 
the best resource for all patients,” 

observes Andy Jagoda, MD, 
professor and interim chair of the 
department of emergency medicine 
at the Icahn School of Medicine 
at Mount Sinai. “Also, I think if 
we look at health systems, we have 

https://doi
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our practices, and many of these 
practices reserve time for a few 
unscheduled appointments. But 
as systems grow, it is becoming 
more and more of a challenge for 
those unscheduled visits to be 
accommodated.”

Further, this center’s proximity 
to and close working relationship 
with the ED may help decompress 
a busy department that has limited 
options for expansion, explains 
Judah Fierstein, MD, the director 
of urgent care services for the 
department of emergency medicine 
at Mount Sinai and an assistant 
professor of emergency medicine 
there. “Having a location where 
some of the lower-acuity patients 
can be seen — that is one of the 
strategies designed to help with [ED 
crowding],” he says. “There are many 
primary care specialty practices on 
the main campus as well. Having a 
center where they can send patients 
after hours is really helpful to those 
practices.”

For instance, in just a few months 
of operation, the Express Care site 
has begun to develop a bit of a niche 
in providing care to geriatric patients 
because it happens to be co-located 
with a large, existing geriatrics 
practice, Fierstein observes. “That 
has us working very closely with 
the geriatricians, which is helpful 
because the patients are medically 
complex and we are able to take 
care of them in a way that I think is 
very helpful,” he says, noting these 
patients struggle to handle the busy, 
chaotic ED environment.

Fierstein says that the strategic, 
on-campus location of the center 
offers other benefits as well. “We 
are able to do any really advanced 
imaging studies. We can do lab tests 
that normally can’t be processed at 
the point of care at other urgent 
care sites,” he explains. “We can also 

get consulting services to come in. 
The consultants that cover the ED 
will come to Express Care, so that is 
something we can’t do at the other 
[urgent care sites].” 

Further, when patients present to 
the on-campus Express Care site, and 
it is determined that their care needs 
are more appropriate for the ED, it 
is a simple matter to transition those 
patients to the right spot. 

“There is an ED rapid-response 
team that will come to Express Care 
for [these] patients,” Fierstein says. 
“We have worked out pathways for 
managing acute MI [myocardial 
infarction] and stroke patients that 
might present to Express Care. Some 
of those pathways actually bypass 
the ED, and those patients will go 
directly from Express Care to the 
catheterization lab [at the hospital].”

In fact, the Express Care staff 
practice mock stroke codes so 
everyone will know what the 
procedure is in such time-sensitive 
cases, Fierstein explains.

Jagoda adds that because the 
urgent care center is owned and 
operated by the Mount Sinai 
Hospital on its campus, the 
center must meet all Emergency 
Medical Treatment and Labor Act 
(EMTALA) requirements, just like 
the ED and any other specialty 
clinic that is located on the hospital 
campus. This means all patients 
presenting to the urgent care center 
receive a screening exam and must 
be deemed stable before they can 
transfer to any other care setting, 
Jagoda says.

However, as far as billing is 
concerned, the urgent care center is 
not operated as an extension of the 
ED. 

“It is not directly adjacent to 
the ED; therefore, it stands alone,” 
Jagoda says. “The electronic medical 
record, the record keeping, and 

billing are all done as if [the urgent 
care center] is a specialty clinic.”

Facilitate Transitions

While there will always be some 
patients who present to the wrong 
site for care, working in such close 
proximity to the ED makes a 
difference, Fierstein says. “When we 
get patients who are inappropriately 
coming to an urgent care center 
that is off campus, it is a lot harder 
[to make the transition],” he says. 
“First of all, we need to convince 
them to go to the hospital, which is 
sometimes very difficult. Secondly, 
there is a real delay in care [because] 
we have to wait for an ambulance to 
arrive.”

Jagoda estimates that 3% to 5% 
of patients who present to an urgent 
care site are transitioned to the ED 
after they have been assessed. Often, 
this is because a patient is found to 
have a condition that is potentially 
serious and in need of more in-depth 
testing or observation and treatment.

“Our patients are aging, they 
have multiple medical problems, 
and they are extremely complex,” 
Jagoda says. “That is one of the 
challenges of healthcare delivery 
across the country and one of the big 
challenges for urgent care centers in 
big urban areas and even in smaller 
areas — the complexity of the 
patients who are showing up.” 

For example, Jagoda notes that 
an elderly patient who has been 
coughing for three or more days 
and perhaps running a fever as well 
might present to an urgent care 
center because he or she is worried 
about possible bronchitis. However, 
when the patient is seen, his or her 
vital signs are out of the normal 
range, and the patient appears to 
have some difficulty breathing. “This 
is a patient who is going to be in 
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need of a fair amount of assessment 
and probably treatment that is 
beyond what the [urgent care center] 
is going to be able to do,” Jagoda 
notes.

Educate Patients

The Express Care center on the 
Mount Sinai Hospital campus is, in 
fact, the second urgent care center 
that the health system has opened 
close to one of its hospitals, Jagoda 
observes. 

“The first one that we opened 
is at our Mount Sinai Beth Israel 
campus, which is in downtown 
Manhattan,” he says. “The difference 
between these two centers is that the 
one uptown at Mount Sinai Hospital 
is in close proximity and at street 
level to the ED. Therefore, patients 
walking in front of the hospital will 
see an ‘Express Care’ sign and will 
also see an ‘ED’ sign.” 

However, the downtown urgent 
care site is several blocks from the 
hospital’s ED, and it is located on 
the second floor of an ambulatory 
building. The access is not quite the 
same, Jagoda observes.

Still, at both sites, it is up to 
patients to determine where their 
healthcare needs will be met best. 
“When patients present to the ED, 
they are evaluated. They are not 
screened and then re-triaged to 
Express Care or to an ambulatory 
setting,” explains Jagoda, noting 
that this is the case even if a 
determination could be made that 
a patient might be served best in an 
internal medicine clinic. “A patient 
who presents gets seen and treated.”

This is the case even though 
EMTALA requires only that 
a screening exam for stability 
be performed, Jagoda adds. 
“Theoretically, if a patient is screened 
and stable, he could be re-triaged to 
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response to the opioid crisis

 n The rise in pot-related  
ED visits
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another area, but there are very few 
EDs that will follow that model,” he 
says.

The key, then, is education so that 
patients understand the capabilities 
of the ED vs. an urgent care setting. 
Much of this education is conducted 
through promotion. “All of our 
advertising tries to educate patients 
about what is appropriate for urgent 
care. Our website talks about what 
we take care of and what carve-
outs should be for emergency care,” 
Fierstein says. “[In addition,] when 
patients are discharged from the 
ED, they all leave with education 
about the Express Care option and 
what might be appropriate for that 
[setting].”

Physicians in the region also are 
learning about the capabilities of the 
Express Care site, although Jagoda 
reiterates that it is the patients 
themselves who determine where 
they access care. 

Mount Sinai is staffing its 
urgent care centers with emergency 
physicians, even though this 
type of personnel is in very short 
supply across the country. Staffing 
in this way is a challenge, Jagoda 
acknowledges, but he says that 
quality and efficiency are the big 
drivers of the decision. “Emergency 
physicians have a broad scope 
of practice. They are trained in 
managing all ages, and they have 
training in recognizing very sick 
patients who might not appear to be 
very sick,” he explains. “Therefore, 
in the long run, they tend to be 

quite efficient at healthcare resource 
utilization. But in addition, because 
of [their] training, [they] are 
very efficient in multitasking and 
managing a large number of patients 
at the same time.”

For instance, Jagoda notes that 
whether there is an orthopedic 
problem that requires splinting 
or casting, a surgical problem 
that requires a minor surgical 
intervention, or a pediatric problem 
that is either medical or surgical, 
these are all within the capabilities of 
emergency providers.

Fierstein agrees, but also notes 
that the acuity level of patients who 
present to the on-campus urgent 
care center is more in line with the 
expertise of emergency providers. 
“This [urgent care] center is really 
run by the ED and shares staff with 
the ED,” he says. However, Fierstein 
adds that it is generally very difficult 
to recruit emergency providers. “The 
ED [at Mount Sinai Hospital] has a 
number of open positions. I am sure 
that every ED in New York City is 
just the same.”

With the new Express Care site 
only open for a few months, it is 
not yet clear how it will affect ED 
crowding. Fierstein says that about 
half of the patients seen at the 
Express Care site say they would 
otherwise have gone to the ED for 
their care needs.

Another question yet to be 
answered is whether the Express Care 
site will make a dent in the number 
of unscheduled walk-in patients at 
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Tool Helps Clinicians Determine When to Test 
Patients to Confirm Influenza

As the current flu season winds  
 down, providers understand 

that it will only be a matter of 
months before they must gear up 
for the next season, with flu patients 
typically starting to present before 
the end of the year. However, 
when the new season commences, 
clinicians will have a new clinical 
decision guideline (CDG) at their 
disposal. This will help them 
determine which of these patients 
should undergo testing to confirm 
whether they do have influenza 
or perhaps another respiratory 
condition that causes similar 
symptoms.

The push to develop this tool was 
prompted, in part, by the availability 
of more precise tests that can tell 
clinicians with a high degree of 
accuracy whether a patient has the 
flu virus. 

“The tests that were used 
previously, up until three or four 
years ago ... were called antigen-
based tests. Their performance 
was relatively poor, meaning their 
sensitivity for detecting influenza was 
moderate to low,” explains Richard 
Rothman, MD, PhD, vice chair 

of research and a professor in the 
department of emergency medicine 
at Johns Hopkins.

With a sensitivity of just 50% 
to 60%, the older tests did not 
give clinicians much assurance as 
to whether patients had influenza, 
Rothman notes. 

“That, in combination with 
the fact that the clinical signs and 
symptoms are fairly nonspecific for 
influenza and overlap with other 
respiratory conditions, made it 
difficult for physicians in various 
settings, including EDs, to know if a 
patient in front of them actually had 
influenza,” he says.

However, the newer molecular 
tests are much better, with a 
sensitivity nearing 99%, Rothman 
shares. 

“When you run a test, you really 
know if the person has influenza and 
can make a definitive diagnosis,” he 
says. 

Given that every year emergency 
providers take care of patients with 
the flu, and there is a significant 
amount of morbidity and mortality 
related to this population, investiga-
tors were interested in developing 

an approach that could improve the 
ability of clinicians to determine 
which patients are most likely to 
have influenza. In turn, those most 
at risk can be tested and provided 
with appropriate treatment. 

“There is also potential impor-
tance for emergency physicians in 
being able to make a diagnosis for 
ruling in or ruling out other condi-
tions and potentially improving the 
use of antibiotics,” Rothman notes.

Not all patients suspected of 
having the flu necessarily require 
testing, Rothman acknowledges. 
Rather, he advises that testing 
is most important for cases in 
which influenza recognition is 
relevant to the patient’s treatment 
and disposition. This group 
includes patients at higher risk of 
complications, such as adults 65 
years of age and older, pregnant 
women, those who are immune-
suppressed, young children, those 
who are obese, and those with 
underlying comorbidities. 

“These are the individuals where 
identification and recognition 
of disease has been shown to be 
helpful in terms of the benefits of 

the hospital’s ambulatory clinic sites, 
although administrators are hopeful 
on that point. 

“The other day our pediatric 
clinic was overwhelmed with walk-
in patients. They asked if they could 
start sending patients over to the 
Express Care site. There is a little 
bit of a safety-valve function, but 
really there is a certain amount of 
balance that is going to have to be 
carefully assessed so that no one 

component of ambulatory services 
gets overwhelmed,” Jagoda says.

Further, Jagoda anticipates 
that the Express Care site also will 
provide a safety valve for the ED 
during periods of high use, such as 
during virulent flu seasons. 

“We saw that last year across the 
country, EDs were overwhelmed 
with the amount of influenza, and 
[urgent care] served as an alternate 
site to provide that care,” he says.  n
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treatment,” Rothman says. (Editor’s 
Note: The CDC offers more resources 
about diagnosing influenza online at: 
http://bit.ly/2V1nc6g.)

Further, there is some adjunctive 
benefit to identifying influenza in 
patients who then return to the 
community. Healthcare providers 
can decrease the transmission of 
the virus by telling patients that 
they have influenza and providing 
guidance about basic infection 
control steps, Rothman explains. 

“This can decrease the likelihood 
that these patients will transmit the 
virus to other people in the home or 
people who may be at high risk like 
young children or older adults they 
may be living with,” he says.

Deploy CDG at Triage

To develop the CDG, investiga-
tors sought to determine which 
signs and symptoms or combina-
tion thereof may be most helpful 
for predicting whether a patient has 
influenza based on his or her clinical 
presentation. 

To find answers to this question, 
researchers conducted a study 
looking specifically at patients with 
high-risk characteristics, deeming 
them particularly vulnerable to flu 
complications. 

However, the researchers 
otherwise cast a very broad net, 
including any patient in this 
group who presented with fever or 
had a history of fever and/or had 
respiratory-related complaints such 
as a cough, runny nose, or sore 
throat. 

“Then, we systematically enrolled 
all of those patients from triage 
and tested them using these new, 
molecular, gold-standard tests,” 
Rothman explains. “They had to 
be high risk, according to CDC 
criteria, so we knew they would have 

the greatest potential in terms of 
benefitting from treatment.”

After collecting these data at four 
participating EDs, the investigators 
conducted a statistical analysis 
to determine which factors were 
most predictive of a positive flu 
diagnosis. From this information, 
they developed a CDG based on 
four weighted questions that has 
a sensitivity of greater than 90% 
for identifying whether a patient 
has influenza, Rothman explains. 
Further, he notes that the four 
questions can be deployed easily at 
triage:

• Does the patient have a new or 
increased cough? (2 points)

• Does the patient have a 
headache? (1 point)

• Does the patient report having a 
fever? (1 point)

• Is the patient’s temperature at 
triage greater than 100.4° C?  
(1 point)

In the CDG, a score of 3 or 
higher indicates that influenza 
testing is warranted, according 
to the researchers. They further 
advised that incorporating the tool 
into ED practice during influenza 
season could improve diagnosis and 
treatment. 

One curious aspect of the CDG 
is the fact that it asks both for 
the patient’s own subjective sense 
of fever as well as the patient’s 
actual temperature taken at triage. 
Rothman explains that this actually 
makes clinical sense in the ED. 

“Many patients who have fevers 
or even high fevers at home ... may 
be taking antipyretics,” he explains. 
Consequently, that history question 
to the patient turned out to be an 
independent predictor for influenza 
in the study. “That is also related to 
the fact that there are variations in 
whether or not a patient actually 
has a fever over the course of a day 
when they have influenza. They may 
not necessarily be febrile when they 
present to the ED,” Rothman adds.

The CDG questions only take 
seconds to collect at triage. Rothman 
notes that the EDs in the Johns 
Hopkins system plan to take full 
advantage of the new tool. 

“It has a benefit for healthcare 
providers, it has a benefit for 
the patient, and with EMR 
development, it can be fairly easily 
integrated into practice,” he says.  n
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1. Section 4002 of the 21st 

Century Cures Act calls on 

the Office of the National 

Coordinator (ONC) for Health 

Information Technology to:

a . establish guidelines for 

electronic medical record (EMR) 

design .

b . police whether EMR vendors 

are meeting ONC standards .

c . create an accreditation system 

for EMR vendors .

d . create an EMR reporting 

system .

2. When a physician who is 

searching for a particular type 

of medication in the EMR 

receives 86 different options 

to choose from, it raises the 

possibility that he or she will 

choose the wrong medication 

or the wrong dosage of 

medication. This illustrates 

a usability problem that is 

referred to as:

a . problematic design .

b . cognitive burden .

c . the poor display of information .

d . contradictory messaging .

3. Examining data from the 

Healthcare Cost and Utilization 

Project, which included 7.4 

million treat-and-release visits 

to 63 EDs in Massachusetts, 

researchers found that the 

adoption of health information 

exchanges is associated with 

what percent decline in length 

of stay?

a . 5 .6%

b . 10 .2%

c . 15%

d . 5%

4. In just a few months of 

operation, the urgent care 

center opened on the campus 

of Mount Sinai Hospital in New 

York City has begun to develop 

a bit of a niche in providing care 

to:

a . patients with acute care needs .

b . pediatric patients .

c . geriatric patients .

d . patients with sickle cell anemia . 
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When Handling Adverse Events, Experts Tout 
Benefits of Transparency

One of the most difficult and wrenching 
experiences that providers encounter is when 
patients are harmed while receiving care 

and treatment. It may not be immediately clear what 
caused the harm, but providers often are unsure what 
to communicate to patients and families, and they may 
be fearful of litigation. Indeed, some experts in the field 
of risk management maintain that many of the typical 
responses to patient harm, such as a lack of transparency, 
not only hurt patients and families, but also the caregivers 
themselves.

To address the issue, there is a growing movement 
away from what some refer to as a culture of deny and 
defend toward a more open and proactive approach to 
adverse events. Typically, such approaches are called 
communication and resolution programs (CRPs), and 
they have been adopted by more than 100 U.S. hospitals 
thus far. Some high-profile programs have reported good 
outcomes, including lower costs related to liability.

But what are CRPs and how do they work? These 
questions were addressed in a presentation sponsored by 
the Institute for Healthcare Improvement (IHI) on April 
18. The program, “What’s an Apology Worth? The Case
for Communication and Resolution,” included a review
of the state of CRP adoption to date, best practices in the
field, and some advice on how healthcare organizations
can move toward more transparency in their handling of
adverse events.

Thomas Gallagher, MD, is a general internist, 
professor of medicine, and the associate chair for 
patient care quality, safety, and value at the University 
of Washington (UW). He also serves as the executive 
director of the Collaborative for Accountability and 
Improvement, an organization at UW that focuses 
on advancing the spread of CRPs. During the IHI 
presentation in April, he maintained that while advances 

have been made since the groundbreaking “Too Err is 
Human: Building a Safer Health System” report was 
unveiled by the Institute of Medicine in 1999, there has 
been much less progress than many leaders in the field 
had hoped.

“My sense is that the primary root cause for that 
lack of progress is that when something goes wrong in 
healthcare, when we harm patients, we are not always 
transparent and we are not always learning,” he said. 
“It is not that we don’t want to be transparent. It is not 
that we don’t want to learn. It is that we don’t have the 
mechanism in place to make sure [those things] are 
happening as reliably as [they] should.”

While there has been a lot of focus on how and when 
to apologize to patients when errors have caused harm, 
Gallagher noted that an apology is not sufficient. 

“What we are learning in the field is that by itself, an 
apology is not worth a lot,” he said. “What patients and 
families want is a much more robust response. That is 
what a communication and resolution program involves.”

Gallagher estimated that roughly 8% to 10% of harm 
events are due to an error or system failure. He noted 
that in these cases, there should be a proactive offer of 
financial compensation rather than requiring that patients 
and families resort to using the traditional malpractice 
system to obtain compensation. In addition, in these 
instances when patient harm occurs, Gallagher noted 
that “care for the caregiver” needs to be integral to the 
program and offered immediately. 

“When I have been involved in serious harm events 
in my career, more often than not I just put my head 
down and moved on to the next patient,” he shared. 
“We know that is not only not good for the healthcare 
worker ... there are clear data [showing] that healthcare 
workers’ unmet need for distress after adverse events 
predisposes them to making more errors.” Through all 
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EXECUTIVE SUMMARY

A small but growing number of health systems are implementing 

communication and resolution programs (CRP) to address adverse events that 

lead to patient harm. Experts note the approach involves a move away from 

a culture of deny and defend toward more openness and transparency with 

patients, families, and caregivers. 

• A high-functioning CRP includes several elements ranging from early 

incident reporting and communication with patients and families to financial 

resolution (when warranted) and comfort for caregivers involved.

• Experts note that the biggest threat to the CRP field is the fact that many 

organizations are not implementing the model consistently, leaving patients 

and providers less likely to benefit from the process.

• Putting a CRP in place requires new infrastructure, support from leadership, 

and the right level of expertise within the organization. This ensures clinicians 

are equipped with appropriate guidance, and the conversations between 

providers and patients meet expectations.

• While CRPs are in development, experts maintain that progress would 

accelerate if people would think about transparency more broadly, including 

the multiple benefits it provides and its intrinsic value.

the various elements of the CRP 
system, it is vital that patients and 
families are involved, Gallagher 
stressed. Further, he noted that 
every element is an integral part of 
the process, beginning with early 
incident reporting and going all the 
way through to patient and family 
engagement. 

“It is important that [people] 
think of [CRPs] as comprehensive 
and systemic programs both for 
preventing as well as responding to 
adverse events,” he explained. “The 
different elements are hardwired to 
work with one another.”

While there is increasing uptake 
of CRP-styled approaches across 
the country, Gallagher noted that 
the biggest threat to the field is 
the fact that many organizations 
are not implementing the model 
consistently. “Either they are using it 
for some cases and not for others, or 
they use some elements of the CRP 
approach, but not the whole model, 
most often choosing not to offer 
proactively financial compensation 

when that would be warranted,” he 
said.

The inconsistent implementation 
of a CRP is a problem for multiple 
reasons. For instance, Gallagher 
noted that patients, families, 
and caregivers are less likely to 
benefit from such an approach. 
Furthermore, this inconsistent 
implementation creates skeptics who 
view CRPs as nothing more than 
sophisticated claims management 
efforts. 

“We really have to figure out 
how to overcome this inconsistent 
implementation by making 
these programs hardwired and 
by developing the performance 
improvement tools to track them 
effectively,” Gallagher added.

Allen Kachalia, MD, JD, 
director of the Armstrong 
Institute for Patient Safety and 
Quality at Johns Hopkins and 
another participant in the IHI 
April presentation, explained that 
in the context of a CRP, there 
are many elements that go into 

communicating effectively with 
patients and families.

“We are not just talking about 
simple conversations that occur,” 
he said. “It turns out that to do 
this right, there is a lot that has to 
happen in a very timely fashion, 
which means that after a patient 
is harmed, whether or not there 
is an error, we have to make sure 
that there is timely and meaningful 
communication.”

For instance, Kachalia noted that 
the investigation that follows has to 
be expeditious. 

“We can’t take months to sort this 
out. Of course, once we figure out 
what happened, it is important to 
provide an explanation to the family 
and patients as well as emotional 
support,” he said. “[This is] not just 
the patients and families, but also to 
all the providers who were involved.”

For the process to work well, 
the health system needs to figure 
out what went wrong and also how 
to make it right. This can become 
complicated, considering the 
number of providers and healthcare 
workers who may be involved.

“You can imagine an example 
where a patient is admitted to a 
medical service for some sort of 
medical problem and ends up going 
to surgery ... and after coming out 
of surgery, the patient is found to 
have had a really bad post-operative 
complication,” Kachalia shared. 
“Now, you’ve got a whole host of 
providers who are involved, from the 
medical team to the surgical team 
to the anesthesia team to the nurses 
... and we know that at this point if 
something goes wrong, there needs 
to be clear communication with the 
family.”

However, all providers may not 
understand what happened. They 
also may be reluctant to throw a 
colleague under the bus, Kachalia 
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ELEMENTS OF A HIGH-FUNCTIONING CRP

There are several integrated elements that characterize a well-crafted CRP, 

including the following:

• Early incident reporting by clinicians;

• Open and ongoing communications with patients and families;

• Event analysis;

• Quality improvement;

• Financial resolution when warranted;

• Comfort for caregivers;

• Extensive patient and family involvement.
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related. “As a result, they may be 
simply afraid to talk with the family 
because they don’t know what to say 
given how difficult the situation is,” 
he said.

How should one handle this 
situation? “This is a classic example 
of where you need coordination 
and support from your organization 
to make sure that all the providers 
know there will be communication,” 
Kachalia said. “[There need to be] 
people who help guide these sensitive 
and thoughtful conversations with 
the family and provide support to 
everyone involved.”

Putting this type of system in 
place requires new infrastructure, 
support from leadership, and the 
right level of expertise within the 
organization. But once in place, this 
system will help clinicians learn the 
appropriate guidance and ensure 
conversations between providers and 
patients meet expectations, Kachalia 
advised.

Certainly, it is a challenge to 
overcome the traditional culture in 
America around how health systems 
consider errors, the courts, and 
lawsuits, Kachalia acknowledged. 
“The general approach has been what 
we call deny and defend, which is 
when something goes wrong, we 
have our courts there as a place to 
sort out the truth,” he explained. 
“Many systems have been built ... 
so that if there is a claim brought, 
[they] will say no, they haven’t erred. 
Let’s see what happens in court.”

Alternatively, the CRP approach 
is to come together, figure out what 
happened, and then assess what 
the resolution needs to be. It is a 
more practical approach, to be sure, 
but it requires bringing insurance 
companies on board as well, Kachalia 
noted.

A big concern for providers is 
how a CRP-style approach will 
affect liability. There are not a lot of 
comparison data on this issue, but 
Kachalia pointed to what happened 
at the University of Michigan 
Health System (UMHS) when 
it implemented a CRP in 2001.1 
“When we looked at their results 
about 10 years later, what we saw 
was that when you compare before 
to after, they actually had a 36% 
drop in the amount of money that 
they were paying to their lawyers, 
about a 60% drop in defense costs,” 
Kachalia shared. “They also saw a 
60% drop in compensation costs. 
Again, this drop occurred despite 

the fact that they were telling people 
[when they made a medical error] 
and offering them compensation.”

A closer look at the data revealed 
that instead of paying larger 
settlement amounts in lawsuits, the 
health system was paying smaller 
amounts because they were settling 
these cases much more quickly, 
which was better for everyone 
involved, Kachalia noted.

Since the experience of UMHS, 
other health systems have produced 
similar results. For example, in 
Massachusetts, an observational 
study offered a comparison of 
hospitals that implemented CRPs 
and those that did not over the 
same period.2 “What we found was 
that a site that did not implement 
a CRP really found no changes in 
its liability trends with regard to 
claims, the amount of compensation 
being paid out, and defense costs,” 
Kachalia said. However, investigators 
found that community hospitals that 

http://www.reliasmedia.com/podcasts
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ADDITIONAL RESOURCES

For more information about CRPs, consider the following resources:

• The Collaborative for Accountability and Improvement: http://bit.ly/2IHfA2i.

• Agency for Healthcare Research and Quality. Communication and Optimal 

Resolution (CANDOR) Toolkit: http://bit.ly/2ZAtUPx.

• Massachusetts Alliance for Communication and Resolution Following 

Medical Injury (MACRMI): http://bit.ly/2UBqVTa.

implemented CRPs saw a lower rate 
of new claims, along with one of 
the two academic medical centers. 
(Both academic medical centers saw 
lower defense costs, Kachalia noted.) 
“Doing the right thing, owning 
your mistakes, and sitting down and 
proactively resolving with patients, 
can result in better liability outcomes 
and, at worst, leave them the same,” 
he said.

Beyond these data, work is 
underway on a set of CRP metrics 
that healthcare organizations can use 
to measure performance. “We want 
the metrics to be able to support 
high-functioning CRPs, not only for 
internal improvement in the short 
run, but down the road for external 
accountability,” Gallagher shared. 
“We developed the metrics from 
looking at the literature, doing a lot 
of interviews, and [convening] an 
expert panel.” Gallagher added that 
the metrics relate to three domains:

• How to define a CRP event, 
determine how many events are eli-
gible for CRP, and describe the CRP 
culture;

• An outline of the steps involved 
with CRP and where these steps are 
followed;

• Outcomes related to quality and 
safety litigation and the experience 
of the participants.

“We are at the stage now where 
we are starting to pilot test [the 
metrics]. After that, we will develop 
an implementation guide,” Gallagher 

said. “Then, they will go through 
another round of extensive pilot 
testing.”

While CRP development work 
is ongoing, Gallagher noted that 
progress would accelerate if people 
in the healthcare community think 
about transparency more broadly. 
“Transparency when something goes 
wrong has multiple benefits,” he 
observed. “It is an important part 
of promoting autonomy and respect 
for patients; there is some deterrent 
effect potentially; it is clearly what 
the patient and the public expect; 
and it is aligned with regulatory 
requirements.”

While transparency is associ-
ated with benefits, people should be 
thinking of it more as an instrumen-
tal value for its own sake. “It serves 
the greater good,” Gallagher said. 
“We are not trying to be open for its 
own sake, we are trying to be open 
because openness advances quality, 
safety, and patient centeredness of 
care.”

Openness goes beyond just shar-
ing information with patients and 
families. It involves making it easier 
for patients and families to bring 
their own concerns forward, Gal-
lagher explained. “In our research, 
we found up to 40% of hospital-
ized patients think something has 
gone wrong in their care, but only 
10% let us know,” he said. “Why 
not? Because they worry if they raise 
their hand it may adversely affect 

their care.” Healthcare organizations 
should be thinking about how they 
can make it easier for peers to speak 
up and share concerns when some-
thing has gone wrong, Gallagher 
observed. “We need to start thinking 
about these things as a bundle ... and 
really go through the benefit of con-
sidering these as linked practices,” he 
explained.

Gallagher acknowledged that 
this work will require consider-
able time, resources, and attention. 
Organizations will have to make an 
investment to execute it well. “Think 
about how to take improvement 
practices that have been so helpful in 
other domains of healthcare delivery. 
Start applying them to the practice 
of being open and promoting qual-
ity, safety, and patient experience 
when something has gone wrong,” 
he said.  n
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