
Saying that reform of the
Medicaid program is their
highest priority, the nation’s

governors asked Congress for
c h a n g e s
that will
result in
cost sav-
ings and
efficiencies for both the federal and
state governments. 

However, they said reform
should not be part of a FY 2006
budget reduction and reconcilia-
tion process, especially if it does
nothing more than shift additional
costs to states.

In a Dec. 22, 2004, letter to
House and Senate leaders of both
parties, National Governors
Association (NGA) chairman Mark
Warner, governor of Virginia, and
vice chairman Mike Huckabee, gov-
ernor of Arkansas, said the nation’s
governors are “committed to admin-
istering the Medicaid program in a
very cost-effective way, and as equal
partners in the program have a
tremendous incentive to continue
doing so.” 

They said commitment is
reflected in the fact that the annual

[Editor’s note: Five years ago, the
Institute of Medicine (IOM) caused a
stir with a landmark report, To Err is
Human, which said the number of
people who die in the United States as
a result of medical errors is equivalent
to a jumbo jet crashing each day. The
report cited evidence that as many as
98,000 Americans die in any given
year from medical errors — more than
from motor vehicle accidents, breast
cancer, or AIDS. This past fall, many
organizations and individuals recog-
nized the fifth anniversary of that
report with assessments of how far
we’ve come in addressing the problem
from the perspective of providers, the
general public, and the health care 

system. While providers and health sys-
tem analysts are cautiously optimistic
about the progress that has been made,
consumers say they don’t feel safer, per-
haps because they’re not aware of some
of the changes that have taken place.
Also in the discussion is an initial
report on patient safety centers in sev-
eral states — one attempt to take bold
steps to improve patient safety.]

Aprovider assessment, sup-
ported by the Common-
wealth Fund and published

as a Health Affairs web exclusive,
said the United States has made
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insufficient progress to improve the
safety of patients in hospitals, giv-
ing an overall grade of C+. Though
the report noted some improve-
ment, it also acknowledged consid-
erable deficiencies in key areas.

The report was written by Robert
Wachter, associate chairman of the
Department of Medicine at the
University of California at San
Francisco, who said a lack of fund-
ing, training, organizational struc-
ture, and culture have created
barriers to meeting the goals laid out
in the IOM 1999 report, which
called for reducing medical errors by
half by 2004.

In his analysis, Mr. Wachter gives
high marks to the effects of strong
regulation and broader use of infor-
mation technology, but said error
reporting systems have had little
impact on fostering patient safety
and there has been virtually no
progress on making clinicians or
health care systems more account-
able for their actions over the past
five years.

Wachter looked back at history to
discover how health care has become
so unsafe. “When the tools of medi-
cine were the doctor’s intellect and
the nurse’s empathy, and a few sim-
ple surgical procedures and potions,
there was little price to be paid for
absent safety systems and lack of
coordination. As medicine’s tools
became more powerful and techno-
logically sophisticated, highly spe-
cialized teams were needed to
deliver care. The modern intensive
care unit [ICU], an invention of the
1960s and 1970s, vividly illustrates
the problem,” he writes. 

“Patients there are supported by
an extraordinary array of breathtak-
ing technologies and pharmaceuti-
cals, each accompanied by an

armada of skilled professionals to
manage their use. A critically ill
patient might be seen by a half-
dozen different physician specialists
and scores of nurses, respiratory
therapists, pharmacists, social work-
ers, clergy, and others and receive
hundreds of medications and tests.
It should come as no surprise, then,
that without a culture, procedures,
and technology focused on flawless
execution, errors would become
commonplace. One study found
that the average ICU patient experi-
ences 17 errors per day, nearly one-
third of which are potentially
life-threatening. Most involve com-
munication problems,” he adds.

According to Mr. Wachter, as care
became potentially more dangerous,
several main forces limited ability of
those working in the system to
answer the challenge:
1. a flawed mental model and col-

lective inattention that before
1999 saw medical errors in terms
of individual culpability rather
than as a system problem;

2. a reimbursement system that pays
hospitals and physicians the same
regardless of the safety of the care
they deliver and thus creates no
incentive to invest in safety, and
an organizational structure that
separates physicians from the rest
of the hospital enterprise, creating
divergent bottom lines and incen-
tive structures;

3. a milieu in which patient safety
was quite naturally ignored, with
a focus, as in most industries, on
production or progress rather
than safety.
His report card assesses progress

in several broad areas seen as nec-
essary to meet a goal of signifi-
cantly reducing medical errors:
regulation, error reporting sys-
tems, information technology
(IT), the malpractice system and
other vehicles for accountability,
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and work force and training issues.
Mr. Wachter gives regulation an

A-, noting the work done by the
Joint Commission on Accreditation
of Healthcare Organizations
(JCAHO). A survey of hospitalists
(physicians specializing in inpatient
care) indicated JCAHO was the
second most important force for
change, while hospital leaders said
it was the most important driver of
progress in patient safety. He cites
two examples: First, before
JCAHO’s safety goal requiring
read-backs of patients’ names and
oral orders, virtually no U.S. hospi-
tal had a strict policy mandating
what Mr. Wachter calls a common-
sensical redundancy, despite the
fact that many restaurants have
long performed read backs to avoid
errors in processing takeout orders. 

Second, he says, during the pre-
regulatory days of “sign your site,”
some surgeons placed an “X” on the
site to be operated on, while others
put an “X” on the wrong site, as in
“don’t cut here,” another argument
for standardization.

“JCAHO’s revamping of its
methods to use more clinically real-
istic assessment tools (following
patients through the course of their
care, a process known as the tracer
methodology) instead of its tradi-
tional focus on policies and proce-
dures, has helped as well,” Mr.
Wachter writes.

Most grades not high
Error-reporting systems were

assigned a grade of C, in part,
because of the flawed notion that
reporting has any intrinsic value in
and of itself. “Error reporting sys-
tems can be powerful tools when
the reports are used to improve sys-
tems or educate providers,” he adds,
“and they are particularly valuable
when those who submit reports sub-
sequently learn that their submis-
sions made a difference. There are

certainly examples of successes; one
is hospitals where incident reports
do lead to meaningful actions
instead of pie charts. Another is the
federally supported web-based jour-
nal that I am privileged to edit . . .
in which interesting reports of
errors, submitted anonymously by
readers, are accompanied by expert
commentaries. But, unlike in avia-
tion, in which reports of near misses
help illustrate human factor prob-
lems that catalyze action, in health
care, errors are so frequent, the
number of man-machine interfaces
are so voluminous, and we have so
much catching up to do that the
average patient safety officer would
have a full plate for the next five
years without a single new report.
Reporting is an area in which new
models, and far greater resources
devoted to translating submissions
into action, will be needed.”

IT also got one of the higher
grades, a B-. Mr. Wachter notes we
may finally be nearing a time when
institutions and providers will not
be seen as credible providers of safe,
high-quality care if they lack a
strong IT backbone. He also credits
the 2004 appointment of David
Brailer as a national health informa-
tion technology coordinator, the
recent awarding of $139 million in
IT grants by the U.S. Department
of Health and Human Services, and
the efforts to develop uniform data
sharing standards as clear evidence
that the federal government is tak-
ing the IT issue seriously. A caution
he reports from the hospitalist sur-
vey is that patient safety and clinical
IT are not synonymous, and the
greatest danger from IT is that insti-
tutions that have invested heavily in
it may feel that they have spent all
they can on safety.

The lowest grade, D, went to the
malpractice system and other vehi-
cles for accountability. Research has
demonstrated, he writes, that the

nation’s medical malpractice system
is terribly broken, doing a poor job
of compensating patients, punishing
the negligent, and protecting the
innocent. The system also demoral-
izes physicians and is beginning to
lead to major access problems in
some locations and among some
specialists. 

Mr. Wachter says he believes the
malpractice system’s impact — both
positive and negative — on patient
safety tends to be overemphasized.
Also, the debate over tort reform has
centered on caps on pain and suffer-
ing awards, which would not funda-
mentally alter the dynamics of the
malpractice system in terms of its
influence on patient safety.
Switching to a no-fault system for
compensating victims of medical
errors would alter the dynamics, he
says, but has not generated much
political support. More promising,
he adds, is the notion of “enterprise
liability,” in which malpractice suits
are directed at organizations such as
hospitals rather than at individual
providers, creating an incentive for
system change.

In contrast to malpractice, Mr.
Wachter says, the lack of account-
ability for poor performance does
harm patient safety, but also pre-
sents some of the most complex
issues in patient safety — how to
promote a no-blame culture for
providers who make innocent slips
or mistakes, while holding persistent
rule violators or incompetent
providers accountable; how to com-
pensate patients for harm without
necessarily invoking the heavy hand
of tort law; how to hold institutions
accountable for allowing unsafe
conditions to persist without ham-
mering them in the newspapers or
courts when they acknowledge their
flaws. 

“I believe that we have made vir-
tually no progress in tackling these
exceptionally thorny questions in
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the past five years,” Mr. Wachter
concludes.

Work force and training issues are
given a B in the report, a grade that
he says represented a growing appre-
ciation of the importance of work
force issues and a few examples of
action. 

He cites the emergence of hospi-
talists as a specialty as the most posi-
tive development for inpatient care,
while the situation is less hopeful on
the ambulatory side. 

Time an issue for PCPs
“Although, ideally, primary care

physicians would assume leadership
roles in ambulatory safety,” Mr.
Wachter writes, “few have the time
to do so. Moreover, the perceived
unattractiveness of primary care
careers has led to a marked drop-off
in applicants for these positions,
and is likely to result in a major
shortage in coming years. Finally,
few small practices have had the
resources to invest in office-based
IT, although larger ambulatory sys-
tems are proving that progress is
possible.”

He also is critical of medical
education in terms of duty-hour
requirements and also the neglect
of teamwork and simulation train-
ing. “Despite the fact that patient
outcomes are increasingly deter-
mined by how well teams function
under pressure (for example,
promptly facilitating emergency
coronary angioplasty and stenting
in patients with acute myocardial
infarction), no teamwork training
is yet required of providers, and few
medical and nursing schools
include it in their curricula,” Mr.
Wachter explains. 

“Even when institutions have
invested in such training, it is usu-
ally offered in small organizational
units [the neonatal ICU, for exam-
ple], not institutionwide. Simulator
training, because it is more resource

intensive, is even less well devel-
oped,” he notes.

Mr. Wachter tells State Health
Watch that it is easy to become
demoralized over the level of
progress in reducing medical errors
in the last five years, and it’s impor-
tant to remember that many of the
things that have been accomplished
are quite important and will be the
building blocks for the next five
years.

The next steps, he notes, involv-
ing moving from procedural and
regulatory safety to the three
biggest items that can’t be regu-
lated: educating providers in very
different ways, starting in medical
schools, change the culture to
increase and improve communica-
tion; and expanding use of infor-
mation technology.

Have to get past regulations
“The regulatory part is the low-

hanging fruit,” he continues. “If the
Joint Commission remains the most
important thing between 2004 and
2009, we won’t have done the job.
We need a different level of effort
and a different kind of commit-
ment. There are no simple answers.
We have to attack the problem from
15 different directions.”

At the level of individual institu-
tions, Mr. Wachter says, the CEO
and board must say that safety is the
top item in their strategic plan and
actually mean it. Then they have to
ask their staff what it means to make
safety the top priority. 

While there are no cookie-cutter
approaches that will work for all,
he points out, there are general
themes that will emerge, including:
1. a recognition that it’s hard to

believe an institution can be as
safe as possible without comput-
erizing key processes; 

2. training for health care workers; 
3. reasonable numbers of doctors

and nurses; 

4. new training methods.
Incentives for institutions to

change — which Mr. Wachter
describes as too wimpy — need to
be beefed up. 

He says pressures from patients,
the news media, and providers can’t
be ignored and will lead to change.
Investing safety has to be seen has a
rational business decision.

Mr. Wachter sees a difference
between safety and the quality
movement’s ability to provide incen-
tives through pay for performance
because there is no easy way to mea-
sure safety. 

“Until there are equivalent safety
measures, it will be hard to develop
an incentive system,” he points out.
“But I would have said the same
thing about quality five years ago,
and that landscape has changed.”

According to Mr. Wachter, in the
last five years, a momentum has
developed that is very impressive
because safety is an issue that res-
onates with providers as well as
patients. 

“There’s a lot of energy and pas-
sion being applied to tackle this,”
he adds. 

“The momentum on computeri-
zation will only grow. I hope there
will be increased federal support for
IT development. The biggest ques-
tion we’ll have to face over the next
five years is the extent to which we
can really change the culture and
change training. A lot depends on
the incentives. It may be that we’ll
make slow — but not breathtaking
— progress,” Mr. Wachter contin-
ues. “Five years after To Err is
Human, we have reached the end
of the beginning. Our patients
clearly do not think that our work
is done. Do we?” he poses.

[To read Mr. Wachter’s article, go 
to www.healthaffairs.org. Contact 
Mr. Wachter at (415) 476-5632. 
E-mail: bobw@medicine.ucsf.edu.]  ■



growth in Medicaid per capita
spending has not exceeded approxi-
mately 4.5% per year, substantially
lower than the growth rate of pri-
vate health insurance premiums,
which the governors say averaged
12.5% per year in the last three
years. 

But total Medicaid costs, Warner
and Huckabee said, are growing at
a rate of 12% per year and note
total Medicaid expenditures exceed
those for Medicare, primarily, the
governors claim, due to two factors
beyond the control of states —
large caseload increases of some
33% in the last four years and the
impact of long-term care and the

dual-eligible population.
According to the letter, Medicaid

accounts for 50% of all long-term
care dollars and finances the care
for 70% of all people in nursing
homes. 

Also, 42% of all Medicaid expen-
ditures are spent on Medicare bene-
ficiaries, despite the fact that they
comprise a small percentage of the
Medicaid caseload and already are
fully insured by Medicare. The gov-
ernors say benefits for the dual-eligi-
ble population should be financed
100% by Medicare.

Things must change
“We agree that maintaining the

status quo in Medicaid is not
acceptable,” Mr. Warner and Mr.
Huckabee wrote. “However, it is

equally unacceptable in any deficit
reduction strategy to simply shift
federal costs to states, as Medicaid
continues to impose severe strains
on state budgets. Our most recent
survey of states shows Medicaid
now averages 22% of state budgets. 

“This commitment has caused a
strain on funding for other crucial
state responsibilities. These funding
challenges will become more acute
as states absorb new costs to help
implement the Medicare Moderni-
zation Act for the millions of dual-
eligible beneficiaries,” they pointed
out.

The NGA survey of states refer-
enced in the letter was conducted
along with the National Association
of State Budget Officers and also
released at the end of 2004. 
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State Budget Forecasts

Number of States with... FY 2003
(11/02)

FY 2004
(11/03)

FY 2005
(11/04)

Budget gaps

Revenues above forecast

Revenues on target

Revenues below forecast

Stable or optimistic
revenue outlook

Cumulative budget gap

31

8

8

23

10

$17.5 billion

10

21

13

16

32

$2.8 billion

3

36

10

3

48

$568.1 million

Source: National Conference of State Legislatures, Washington, DC.

Fiscal Fitness
Continued from page 1
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The report said that for pro-
posed FY 2005 state budgets, states
estimated Medicaid growth rates of
12.1% in state funds and 3.9% in
federal funds. 

The large variance in rates of
growth for federal and state shares
is attributable to the temporary
increase of 2.95% in the Federal
Medical Assistance Percentage that
was in effect from April 2003
through June 2004 as part of state
fiscal relief.

“Even with extensive cost con-
tainment and fiscal relief, Medicaid
expenditures have exceeded the
amount that had been originally
budgeted for the program,” the
report said. 

Some 23 states experienced
Medicaid shortfalls in FY 2003 and
18 states anticipated shortfalls in FY
2004. 

All states have cut costs
States have been able to maintain

a growth rate below private insur-
ance levels due to the cost contain-
ment efforts used by all 50 states,
the governors said. 

Every state implemented at least
one new Medicaid cost containment
strategy in FY 2004. But states con-
tinue to feel pressure in funding
Medicaid and long-range projec-
tions of Medicaid spending growth
by both the Congressional Budget
Office and the White House’s Office
of Management and Budget range
from 8% to 9%. 

“Even after state budgets begin to
recover fully,” the report concluded,
“Medicaid cost increases will far
outstrip the growth in state revenues
into the future.”

Meanwhile, a November 2004
report from the National Confer-
ence of State Legislatures (NCSL)
echoes the concerns expressed by
the governors and budget officers,
saying that although more money
is coming into state coffers, it’s not

expected to be enough to relieve
health and education funding
pressures for FY 2006 in many
states.

The NCSL report shows that rev-
enues for the first few months of FY
2005 (starting July 1, 2004) are at
or above projections in almost every
state. 

Budget overruns are less severe
than in recent years, and budget
gaps are practically nonexistent. (See
chart, p. 5.)

But at the same time, officials in
22 states said budget problems will
occupy much of legislators’ atten-
tion in the upcoming session as
they develop spending plans for the
next fiscal year, beginning July 1,
2005. 

Looking for revenue streams
Lawmakers will be looking for

ways to replace one-time revenues
they used to balance FY 2005 bud-
gets and also will contend with 
rising health care costs, a reduction
in the federal Medicaid match, 
and funding needs in elementary

and secondary education.
Personal income and sales tax col-

lections — an estimated two-thirds
of state tax collections — are above
targets in almost every state, NCSL
said. 

Corporate income taxes — a
comparatively small state revenue
source, also is running higher than
expected. 

“The 2005 sessions will pose
challenges for legislators across
America,” said Bill Pound, NCSL
executive director. 

“There will be challenges in
preparing the FY 2006 budgets,
including changes in Medicaid
funds distribution and the contin-
ued fiscal strain of No Child Left
Behind. State legislators look for-
ward to the continued improvement
of the national economy and are
grateful for the direction it’s
headed,” he added.

(For more information from the
NGA, go to www.nga.org, and for
information from the NCSL, go to
www.ncsl.org.)  ■

Arkansas p. 1

Florida p. 7

Maryland p. 7, 12

Massachusetts p. 7

New York p. 7

Oregon p. 7

Pennsylvania p. 7

Virginia p. 1

This issue of State Health Watch
brings you news from these states:
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States wanting to follow the
lead of the six that have
enacted legislation supporting

creation of state patient safety cen-
ters to help address the problem of
medical errors should be sure there
is clear legislative authority, coordi-
nate center activities with other
state activities, and begin by focus-
ing on creating a safety culture. 

That conclusion is from a report
from the National Academy for
State Health Policy that examined
the models in use in the six states.

IOM report spurred effort
Report author Jill Rosenthal tells

State Health Watch the effort grew
out of the 1999 Institute of
Medicine (IOM) report that docu-
mented 98,000 deaths per year in
the United States due to medical
errors.

“The IOM recommended two
types of reporting systems: state
mandatory reporting for serious
adverse events and a voluntary sys-
tem for near misses. The safety cen-
ters are a way of implementing the
voluntary reporting,” she notes.

The report says that all six patient
safety centers studied — Florida,
Maryland, Massachusetts, New York,
Oregon, and Pennsylvania — are
legislatively authorized or endorsed
in some manner. That authorization
distinguishes them from other state
or public/private patient safety pro-
grams or coalitions. 

Four of the centers are housed
within their state governments,
while two are outside of but still
have legislatively authorized affilia-
tions with the state governments.
But Ms. Rosenthal says that
whether a center is housed within
or outside of state government does
not alone dictate how a center
interfaces with that government. 

More important is the authoriz-
ing legislation and how it describes
the working relationship between
the center and the government.

Mission statements are similar
Although patient safety centers

may have different governing struc-
tures, operations, and activities, they
are similar in their mission state-
ments — all six have statements on
improving, ensuring, or promoting
patient safety. 

Ms. Rosenthal says the most uni-
versal function, common to all six
centers surveyed, is to educate
providers about best practices to
improve patient safety. 

Other common roles include
identifying causes of patient safety
problems, fostering a culture of
safety, developing collaborative rela-
tionships among patient safety
stakeholders, and educating con-
sumers about patient safety.

Five of the six states with centers
have separate mandatory reporting
systems for serious adverse events,
and those systems are housed in
state regulatory agencies. 

Several centers have access to the
data in those systems and will assist
with their analysis. Three of the
states chose to develop within their
patient safety centers a voluntary
reporting system for less serious
errors, intended to complement the
mandatory systems already in place.

According to Ms. Rosenthal, cen-
ter officials face a number of chal-
lenges, including the level and
reliability of funding and staffing
levels. 

Also, despite efforts to carefully
separate patient safety center activi-
ties from regulatory processes in
many states, providers may be hesi-
tant to participate in some patient
safety center activities, especially

reporting, due to fear of publicity or
negative repercussions, even though
the patient safety center data sys-
tems offer strong protections.

The report says the state patient
safety centers are charged with pro-
moting patient safety through a
variety of activities that vary by state
but may include:
• educating health care providers

and patients on processes that
may reduce future occurrences of
adverse events; 

• developing systems of near miss
and/or adverse-event data report-
ing, collection, analysis, and dis-
semination to improve the
quality of health care; 

• fostering creation of safety cul-
tures to identify and determine
causes of adverse events and near
misses; 

• informing consumers about
patient safety issues; 

• serving as a clearinghouse for
development, evaluation, and dis-
semination of best practices; 

• promoting ongoing collaboration
between the public and private
sectors; 

• coordinating state agency 
initiatives.
Most patient safety centers are

governed by a board of directors
(Florida, Massachusetts, Oregon,
and Pennsylvania), but membership
on the boards is quite distinct, Ms.
Rosenthal says. 

Boards can include representa-
tives of various stakeholder groups
including providers (Oregon and
Pennsylvania) or their associations
(Florida), consumer groups and pur-
chasers (Florida and Oregon), and
medical insurers (Florida and
Oregon), among others. 

Boards in Oregon and Pennsyl-
vania are appointed by the governor
and legislature. 

Six states serve as models for those establishing patient safety centers



Florida’s law specifies which
stakeholder groups may appoint
board members, including the state
hospital association, practitioner
associations, and payers. 

Because the Massachusetts center
is a state government agency, its
board contains three secretary-level
state officials. Centers in Maryland
and New York are overseen by their
center executive officials. Four of the
five centers with boards include state
government representatives. Several
states also have advisory committees
or councils that support the work of
the centers. 

Various ways to fund centers
Financial support for patient

safety centers comes primarily from
fees, grants, and appropriations.
Florida and New York are supported
through legislative appropriations,
while Oregon and Pennsylvania rely
on fees. 

Pennsylvania has a dedicated
Patient Safety Trust Fund supported
by an annual surcharge on licensing
fees for facilities subject to the
enabling legislation’s reporting
requirements. Oregon’s center may
levy fees on eligible participants.
Maryland’s center will be funded for
its first three years through contri-
butions from the Maryland Hospital
Association and the Delmarva
Foundation. 

Future funding may come from
grants. Massachusetts is relying on a
combination of state monies and a
grant from the federal Agency for
Healthcare Research and Quality.

While all six centers plan to focus
on hospitals, other commonly men-
tioned facilities include ambulatory
surgery centers (Florida, Massa-
chusetts, Oregon, and Pennsyl-
vania), long-term care facilities
(Florida, Maryland, Massachusetts,
and Oregon), and birthing centers
(Oregon and Pennsylvania). 

New York and Oregon specifically

mention serving health care profes-
sionals. Some center activities may
focus on a particular type of
provider. Thus, educational activi-
ties, reporting systems, and legal pro-
tections may be designed to address
the needs and concerns of specific
providers. New York, for example,
prepared a toolkit to help reduce
overprescribing of antibiotics and
distributed it to pediatricians, family
practitioners, and other appropriate
primary care providers.

As the six patient safety centers
ramp up, staffing levels are modest,
the survey shows, with much of the
work conducted through contracts. 

The most universal functions,
common to all six centers, are to
educate providers about best prac-
tices to improve patient safety, pro-
mote collaboration between the
public and private sectors, and
inform consumers on patient safety
issues. 

Ms. Rosenthal says other activi-
ties that the majority of centers
propose to do include recommend-
ing statewide goals and tracking
progress, fostering creation of a cul-
ture of safety and learning, review-
ing and promoting patient safety
research, promoting collaboration
between state and federal initia-
tives, and implementing a report-
ing system.

Unique data collection tactics
The types of data and methods of

collection and analysis used by the
centers vary. Ms. Rosenthal says
some interesting and unique activi-
ties of patient safety centers include:
• Florida will examine ways to

reward providers who implement
evidence-based medical practices
and will recommend core compe-
tencies in patient safety for health
professional curricula.

• Massachusetts has developed a
patient safety ombudsman pro-
gram to work with patients,

families, and consumers on
patient safety-related problems
and also plans to address health
system and individual practi-
tioner accountability.

• New York administers an award
program to recognize patient
safety leaders of various types of
health care facilities and also will
recommend statewide medical
safety goals and will track the
progress of health care providers
in meeting those goals.

• Pennsylvania’s statute includes a
provision for a discount in med-
ical malpractice liability insurance
premiums for facilities that can
demonstrate a reduction in seri-
ous events following adoption of
center recommendations. 
Ms. Rosenthal says the IOM

report envisioned mandatory report-
ing systems housed within state reg-
ulatory agencies for serious adverse
events and nonregulatory voluntary
reporting systems for near misses,
with the two systems intended to
complement each other. 

The first would provide data to
assist government in holding facili-
ties accountable, while the volun-
tary system would be a more
collaborative mechanism to learn
from mistakes.

Separate reporting systems
Five of the six states with centers

have separate mandatory reporting
systems — Florida, Maryland,
Massachusetts, New York, and
Pennsylvania — housed within state
regulatory agencies for serious
adverse events. 

Florida, Maryland, and Pennsyl-
vania embraced the IOM’s vision by
also developing a reporting system
within their patient safety centers for
less serious errors. 

Florida collects near miss data,
while Maryland and Pennsylvania
collect near misses and adverse
events up to a specified threshold.
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Only Oregon has no mandatory
reporting system; the Oregon
Patient Safety Commission will be
creating a voluntary reporting sys-
tem for serious adverse events as
part of its mission.

Centers in Massachusetts and
New York have authority to imple-
ment a voluntary reporting system
but have chosen to focus on other
activities. Massachusetts is consider-
ing developing a system in the
future.

Public reporting
All of the patient safety centers

plan to make some information
available to the public. If the centers
have reporting systems, they will
publicly report only data patterns
using aggregate de-identified data
that do not name facilities.
Maryland and Oregon also will pro-
vide information on which facilities
are participating in the reporting
systems. 

Only New York provides facility-
and provider-specific outcome
information (which is contained
within its physician profiling sys-
tem) and outcome measure reports. 

The accessibility of data from
New York’s center may be attrib-
uted to its mission, which has a
unique focus on improving public
access to health care information
and to the great consumer demand
for information.

Patient safety centers will identify
evaluation strategies and indicators,
Ms. Rosenthal says, to measure their
progress and submit their required
reports. 

“Despite the difficulty of evaluat-
ing success, the centers have already
made progress,” she reports. “In all
six states, the legislatures have recog-
nized the serious issue of patient
safety and made commitments to
supporting patient safety centers. In
some states, the legislature has com-
mitted resources. Stakeholders have

collaborated to create governing and
advisory bodies that represent
diverse groups brought together to
achieve common goals.

Legislative authorization key
Participants involved in the

National Academy of State Health
Policy survey recommended that
states considering developing a
patient safety center do it legisla-
tively to create a public mandate for
the center’s mission. 

Participants also acknowledged
the importance of clear and consis-
tent legislation, noting that inconsis-
tencies and lack of clarity in some of
the centers’ authorizing legislation
delayed progress. 

Patient safety centers are more
likely to be successful, those sur-
veyed said, if sponsors share a com-
mon vision. 

However, in creating a center
governing structure, one meeting
participant suggested balancing the
desire to create an all-inclusive
board with the need to create an
efficient and effective board
process.

Participants said patient safety
center activities need to be coordi-
nated with other state activities,
rather than operating as standalone
entities. 

States recommended clarifying
how the patient safety center differs
from any existing patient safety
coalition and then clearly examin-
ing and clarifying the relationship
between the two entities.

Center officials recommended
allocating sufficient time during
center development to consider
operational issues before starting on
activities. Depending on the patient
safety center’s anticipated role in col-
lecting, analyzing, and disseminat-
ing data, centers may have complex
infrastructure issues to consider. Ms.
Rosenthal says data-flow processes
can be more complex than expected. 

Developing and putting into
operation clear definitions of
reportable events is a challenge for
any reporting system, and may
influence decisions regarding access
to data. 

Participants noted a need to edu-
cate the news media about reporting
systems, especially conveying the
message that an increase in report-
ing should be viewed as a success, as
an indication of growing support for
a coalition of safety. Increased
reporting also provides data that will
be useful for identifying root causes
and potential solutions. Participants
also recommended that centers
reach out to the media before crises
occur in hopes of ensuring enlight-
ened reporting.

Competing priorities
“With all of the potential areas of

focus for state patient safety centers,
it may be difficult for emerging cen-
ters to set priorities,” Ms. Rosenthal
writes. 

“Several participants suggest that
centers begin by focusing on creat-
ing a patient safety culture.
According to some participants,
newly created centers should be cau-
tious about focusing on data collec-
tion. Unless the data will add a
particularly unique value, [they]
may only contribute to the vast
amount of data already available.
Some questioned the need for addi-
tional reporting systems and
whether centers should instead focus
on implementation of best practices.
However, according to one state, a
reporting system can be useful in
providing facility-specific and peer-
specific feedback to help facilities
target their quality improvement
interventions,” she continues.

Ms. Rosenthal notes that
whether other states should create a
patient safety center is an individ-
ual decision based on what else is
going on in the state, what a center
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would do, and whether funding is
available.

Questions raised by the survey,
she says, include:
1. What role can/should the state

play in a patient safety center? Is
government responsible for qual-
ity improvement initiatives?
Should government be involved?

2. What role can/should patient
safety centers assume in data col-
lection, analysis, and evaluation?
Does it differ depending on
whether the state already has a
regulatory reporting system?
Does every state need to develop
its own voluntary system to track
problems and identify best prac-
tices, or can states learn from
other databases? Should centers
focus on collecting data or imple-
menting already identified best
practices?

3. How can the centers address
patient safety systems problems
in addition to clinical processes
of care? If most errors are the
result of systems of care, how
can provider education lead to
improvement? Can centers pro-
vide training in leadership, cul-
ture of safety, and human
factors in addition to clinical
improvement? How can patient
safety centers help states move
from focusing only on avoiding
mistakes to improving quality
outcomes? 
“The impact of state patient

safety centers remains to be seen,”
Ms. Rosenthal says. 

“Despite the lack of rigorous
indicators, patient safety centers
ultimately will have to demonstrate
gains in patient safety. If they are
unable to do this, pressure will no
doubt build from regulators, pur-
chasers, and the public for more
draconian measures,” she adds.

[Contact Ms. Rosenthal at (207)
874-6524.] ■
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While providers are willing
to give high marks for at
least some of the steps

taken to address the Institute of
Medicine’s 1999 report on the high
number of medical errors in this
country (see related story, p. 6),
consumers surveyed as part of the
five-year anniversary of the report
don’t believe the nation’s quality of
care has improved.

The consumer survey, conducted
by the Kaiser Family Foundation,
U.S. Agency for Healthcare
Research and Quality, and Harvard
School of Public Health, found that
40% of respondents believe the
quality of health care has gotten
worse in the past five years, while
17% say it has gotten better and
38% think it has stayed the same.

Nearly half of U.S. residents
(48%) said they are concerned
about the safety of the medical care
that they and their families receive,
and 55% said they are dissatisfied
with the quality of U.S. health care,
up from 44% who gave that opin-
ion in a survey conducted four years
ago. 

The latest survey found that peo-
ple with chronic health conditions
are considerably more likely than
other consumers to express concerns
about their quality of care and

report having personal experiences
with medical errors.

“This survey shows that the chal-
lenge is not just to improve patient
safety, but to convince the public
that real progress is being made,”
said Kaiser Family Foundation pres-
ident Drew Altman.

Medical errors
After being read a common defi-

nition of a medical error, 34% of
those interviewed said that they or a
family member had experienced a
medical error at some point in their
lives, including 21% of all
Americans who said that a medical
error caused serious health conse-
quences such as death (8%), long-
term disability (11%), or severe pain
(16%). 

Some 14% of those who said the
error caused serious health conse-
quences (3% of all Americans) said
that they or their family filed a mal-
practice lawsuit as a result of the
error. 

Of those who were involved in a
medical error, 28% (9% of all
Americans) said the doctor or other
health professional involved told
them about the medical error.

Half of all people with chronic
conditions reported they have expe-
rienced a medical error in their own

Consumers still worry about health care safety
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care or the care of a family member,
far more than those without chronic
illnesses (30%).

Some 92% of Americans said
that reporting of serious medical
errors should be required, and 
63% want the information released
publicly. 

Almost nine in 10 (88%) said
doctors should be required to tell a
patient if a preventable medical
error resulted in serious harm in the
patient’s own care.

Consumers’ views on errors
Consumers are most likely to cite

workload, inadequate staffing, and
poor communication among
health care providers as
causes of medical errors, with
74% saying workload, stress,
or fatigue of health profes-
sionals is a very important
cause of medical errors. 

Nearly as many said that
doctors not having enough
time with patients (70%),
too few nurses in hospitals
(69%), and health profes-
sionals not working together
or not communicating as a
team (68%) are very impor-
tant causes of medical errors.

When asked about a vari-
ety of potential solutions,
79% said that giving doctors
more time to spend with
patients would be “very
effective” in reducing pre-
ventable medical errors, while
nearly as many said that requiring
hospitals to develop systems to
avoid medical errors (72%) and bet-
ter training of health professionals
(72%) would be “very effective.”
Slightly more than half (51%) said
that more use of computerized
medical records instead of paper
records for ordering drugs and med-
ical tests would be very effective.

“Many steps have been taken to
improve patient safety, and the

greater use of health information
technology is one of the most
promising developments in this
area,” said Agency for Healthcare
Research and Quality director
Carolyn Clancy. 

“However, these are largely sys-
tem-related improvements that
aren’t always apparent, even though
consumers may recognize their
importance. Our challenge is to
show the connection between these
kinds of changes and improving the
care patients receive, while at the
same time expanding and accelerat-
ing these efforts,” she added.

The survey found that 35% of
people said they have seen informa-
tion comparing the quality of
health plans, hospitals, or doctors
in the past year, up from 27% in
2000. 

Some 19% of all Americans said
they have used comparative quality
information about health plans, hos-
pitals, or other providers to make
decisions about their care, up from
12% in 2000. 

More specifically, 14% of 

consumers said they have used
quality information to choose
health plans, 8% to choose hospi-
tals, and 6% to choose doctors.

Consumers generally said that
data about medical errors, numbers
of malpractice cases, and profes-
sional experience are most likely to
be useful at assessing quality of
care. 

For example, 70% said that
information about medical errors
or mistakes would tell them “a lot”
about a hospital’s quality of care. 

Consumers are nearly as likely to
say that information on how many
times a hospital has performed a

particular test or surgery
(65%) and information on
how many patients die after
having surgery (57%) tells
them “a lot.” 

Fewer, but still approxi-
mately half, said that how
patients rate a hospital’s qual-
ity of care (52%) or the num-
ber of patients who don’t get
standard recommended treat-
ments (47%) tells them “a
lot” about quality.

Steps to reduce errors
The survey also found that

a significant number of
Americans said they have
taken precautions to reduce
the risk of experiencing a
medical error when seeking
treatment, including:

• checking medication that a phar-
macist gave them with the pre-
scription their doctor wrote
(69%) and bringing a list of all
medications taken to a doctor’s
appointment (48%);

• calling to check on results of a
medical test (69%);

• talking to a surgeon about details
of a proposed surgery, such as
exactly what the surgeon will do,
how long it will take, and the
recovery process (66%);

“Many steps have been taken to improve
patient safety, and the greater use of health
information technology is one of the most
promising developments in this area.
However, these are largely system-related
improvements that aren’t always apparent,
even though consumers may recognize their
importance. Our challenge is to show the
connection between these kinds of changes
and improving the care patients receive,
while at the same time expanding and
accelerating these efforts.”

Carolyn Clancy
Director 
Agency for Healthcare Research and Quality
Rockville, MD
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Maryland unveils malpractice bill
ANNAPOLIS, MD—The Ehrlich administration released in December

an executive summary of its bill aimed at averting Maryland’s medical-mal-
practice insurance crisis. 

The bill was the focus of a special legislative session on the issue. It
called for disciplining lawyers who file frivolous cases under a new
three strikes law and for allowing health care providers the right to
apologize without it being considered an admission of guilt in a mal-
practice case. 

A key provision in the bill would create a stop-loss fund that would
cover a 33% increase in doctors’ malpractice-insurance premiums for
three years. 

The stop-loss fund has been a point of contention between Gov.
Robert L. Ehrlich Jr., who is a Republican, and Democratic legislative
leaders. 

Senate President Thomas V. Mike Miller Jr. and House Speaker Michael
E. Busch, both Democrats, favored lifting a tax credit for HMOs, which
they estimated would generate up to $70 million to cover the higher insur-
ance premiums. 

—Washington Post, Dec. 23, 2004
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• taking a friend or relative with
them to ask questions and help
them understand what their doc-
tor was telling them (43%); 

• consulting their doctor about the
hospital they use (37%).
The Agency for Healthcare

Research and Quality says it recom-
mends use of such precautions to
enable patients and their families to
reduce their risk of experiencing
medical errors.

Patients’ perceptions
University of California at San

Francisco physician Robert
Wachter, who wrote an analysis of
progress made in the five years since
the IOM report (see cover story),
says the difference in perceptions of
progress between providers and
patients is not unexpected. 

“Patients’ perceptions are related
to what they can see,” Mr. Wachter
tells State Health Watch. “The sys-
tem still appears chaotic to patients.
It doesn’t appear well thought out,
and that often is the case.”

Patients also deal with recollec-
tions rather than current experience,
according to Mr. Wachter. And he
says that, in some ways, the IOM
report engendered a higher level of
public distrust, even as it helped gal-
vanize energy and resources to be
used to address the problem. “We
can’t fix the problem of medical
errors unless people appropriately
understand the need for it to be
fixed,” he says.

While some have called for a
massive public relations effort to
convince people they are safer, Mr.
Wachter tells us he’s not sure that’s
the most important thing to do at
this point, especially since he is con-
vinced that patients are not yet safe
enough and more work needs to be
done.

(Download the survey report from
www.kff.org.) ■




