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Clmton_ to Urge Steps to Curh Medlcal Errors

By Amy GoLpsTEIN
Washington Post Staff Writer

President Clinton plans to an-
nounce steps today to curb danger-
ous medical errors, including a te-
qmrement that all 300 health plans
insuring federal workers must adopt
new safeguards to avoid accidents
that can injure or kill patients. _

Clinton also will direct every

" agency that runs govemment health
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programs—including those for chil-
dren, veterans, the military, and
people who are elderly or poor—to
explore additional ways to improve  HMOs.

patients” safety. And he will ask ad- - Already, the issue of medical er-
visers to include initiatives de31gned. " rors appears certain to spill into
to reduce medical mistakes in the ' Congress shortly after lawmakers

debate over how much to regu]ate

budget that the administration is  return to work in January. :
preparing to send to Congressearly - Yesterday, Sen. Edward M. Ken-
nextyear. - nedy (D-Mass.) said he intends to

The presxdent also plans to laud *  introduce legislation that would for
the nation’s hospital industry, which  the first time require every hospital
isalso planning to unveil a campaign - to notlfy state governments of all

today to begin spreading among all *
5,000 of the nation’s hospitals in-
formation about how to avoid mis-
takés involving medication. ‘care organizations to report errors
* The White House is swingingin-- - with less drastic consequences con-
to action just a week after the re- * fidentially and on a voluntary basis.
lease of a2 major independent report’

mistakes that cause serious injuries
or_deaths. Kennedy told reporters

that documents the alarming fre-* - Center for Patient Safety within the
quency. of fatal mistakes—between : Department of Health and Human
44,000 and 98,000 Americans ayear. . Services.

41 are killed—by a health care system  The ideas in Kennedy’s leglsla
that has been regarded for decades tion, which he said appear likely to
as the finest in the world.. - attract biparﬁsan support, were pro-

. Judging by the swift ‘response
from the administration, lawmakers

" and various health care constituen-
,mes, the. cause of paﬂent safety”

. posed in last week's report, spon-

"Medicine, a.branch of the National
Academy of Sc:ences

" could blossom into a prime pohtlcal '
issue, emerging alongside the bitter:

that his bill would encourage health

- And if would create a new federal

sored by the respected Institute of
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The report estimates that pre-
ventable deaths and injuries in hos-
pitals and other health care settings

. cost the United States as much as

$29 billion a year. The most com-
mon kinds of mistakes, it savs, in-
volve drugs that are given .at the

. wrong time, in the wrong dose, in

hazardous. combinations, or to the
wrong patients.

The IOM study concludes that
the nation’s health care system ligs
behind airlines, the nuclear industry _
and other parts of the country that
have long collected information
about accidents—~and gleaned from
that information ideas about how to
operate more safely

Today, Clinton is expected to stop
short of endorsing the report. In-

- stead, he will assign a relatively new

federal task force on medical quality
to spend the next two months study-
ing the “feasibility and advisability”

of its recommendations. In draft re- ‘

marks prepared for a White House
event today, the president riotés that
efforts to-ferret out medical mis-
takes must be balanced against an-
other goal of the administration:

] protecting the privacy of patient re-

cords. .

Republicans, perenmally sensi-
tive to any efforts to add to federal
bureaucracy, -could prove cool to the
idea of a national reporting system
for medical mistakes. Sen. James M.
Jeffords (R-Vt.),- chairman of the
Senate health committee, has said
he plans to convene a hearing on er-
rors early next year. But a commit-
tee spokesman said yesterday that

- Jeffords was not inclined to support

a federal law requiring all errors to
be reported to the govemment
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WASHINGTON (AP) -- Propelied by a report that medical mistakes
kill thousands of Americans, President Clinton and congressional
lawmakers are putting togetfiet plans to quickly cut down the The)
number of deaths. HP Deskl

The president, at a White House ceremony Tuesday, will direct
federal agencies that administer health plans to find ways to reduce
room for errors at hospitals. Meanwhile, in Congress, Sen. Edward
Kennedy, D-Mass., is putting togcther legislation for next year, also
requiring precautionary actions. :

Medicine on ways to reduce mistakes at the natior's hospitals.

**1 believe we can have a strong bipartisan bill in the next session,"- : [% ::
Kennedy, the senior Democrat on the Senate Health, Education, e
Labor and Pension Committee, told reporters. He said Republican
senators, including Chairman James Jeffords, R-Vt., and Bil} Frist, a
doctor from Tennessee, are interested in holding hearings on the
issue.

A sepior White House official, who spoke on condition of
anonymity, said late Monday that Clinton plans tc meet Tuesday
with officials from the Institute of Medicine, health care providers
and hospitals to discuss initiatives that can be taken. '

Afterward, the official said, Clinton will announce a series of first
steps toward making mistakes less likely. They include a partnership
with the American Hospital Association, which will ask its 5,000
members to produce a report on ways to cut down on errors.

Clinton also will issue an executive memorandum directing an

interagency coordination task force to report back to him in 60 day
on threats to patient safety. Federal agencies, too, will be required to
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put in place a system to reduce errors, the official said.

Kennedy's legislation, among other things, would create a national
center for patient safety that would set safety goals, track progress in
achieving them and serve as a cleari use for organizations
seeking tips on improving medical safety.

Meanwhile, Clinton signed a bill Monday that provides $40 million
to improve health care and help train new pediatricians. The
Healthcare Research Quality Act authorized a new grant program to
support children’s hospitals that train doctors. :

**In an increasingly competitive health care market dominated by
managed care, teaching hospitals struggle to cover the significant
costs associated with traiming,” Clinton said in a statement, adding
that the new program would " provide much needed support for the
training of these critical health providers.” :

The Institute of Medicine said a center like Kennedy's would cost
$35 million to set up. Eventually, the report said, Congress should
spend $100 million a year in safety research, even building
prototypes of safety systems.

Still, that would be just a fraction of the estimated $8.8 billion spent
each year as a result of medical mistakes, the report calculated.

The legislation also would provide grants and contracts for research
on preventing medical errors and on creating error-reporting
systems.

Kennedy said that Republican senators, including committee
chairman James Jeffords of Vermont and Bill Frist, a Tennessee
doctor, have expressed interest in such a bill.

Both the legislation and the White House action would be based,
Kennedy said, on the Institute of Medicine report and
recommendations last week. '

Kepnedy called the institute's goal of reducing medical errors by 50
percent ““optimistic,” but he also said any legisiation would adopt
similar goals. :

The institute said it found flaws in the way hospitals, clinics and
ies operate. It cited two studies that estimate hospital errors
cost at least 44,000, and perhaps as many as 98,000, lives a year.

Some problems are familiar, it suggested: Doctors’ famously poor
handwriting too often leaves ists squintipg at tiny paper
prescriptions, and too many names sound alike.

Also, medical science advances so rapidly that it is difficult for
health care workers to keep up with the latest treatments and new
dangers. Techuology poses a d when device models change
from year to year.

And most health professionals do not have their competence
regularly re-tested after they are licensed to practice, the report said.
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Indeed, health care is a decade or more behind other high-risk
industries in improving safety, the report said.

Kennedy's other proposals include requirements for reporting errors.
.About 20 states now require such reports, but how much
information they require and what penalties they impose for errors
varies widely, the report said.

Bright lights, big cities.
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Doctoring a sickly system

Deadly medi'callmistakes are
rampant. One expert thinks they can
be avoided

By Joseph P. Shapiro

James Baglan has Investigated deadly mistakes
before. Following the 1986 Challenger space-
shuttie explasion, the physician, engineer, and
* astronaut supervised the capsule's recovery-from
the ocean floor, after first diving 85 feet intothe
warm Atlantic Ocean waters to find the remainsof -
his ftiends and fellow astronauts. Then he
* redesigned the shuttle, adding an escape hatch,
preasure suits, and parachutes fo prevent ancther
such tragedy. But even with the drama and derring=
, do of that mission, he says, the most important
Subscribe to challenge of his Itfe came two years ago when he
US.News &  Was asked to figurs out why medical errors were
World Report kiling so many patients in haspitals run by the
magazine. Veterans HeaXh Administration.

Click here for a

special offer. It's not that the VA's 172 hospltals were more
dangerous than others. Dea IY medical errors are

fe . the health care system's dirty little secret, as an
gﬂ? ?rgee for . astonighlhg new survey from the Institute of

newsletter. -  Medicine made clear last week. That report, *To Er
’ is Human," estimated that 44,000 to 98,000

Americans a yaar dle from preventable mistakes— .
from drug mix-ups to inattentive treatment-made in
hospitalg by physiclans, pharmacists, and other
health care '& lonals, Even the lower figure
ranks hoskr‘ | errors as the nation's eighth most
frequent killer, taking more lives than car crashes.

Alr-crash model. Unllke car aceidents, howaver,
these avoidable deaths have attracted littte
attentlon—and scant effort by the health care
system to prevent them. To "break this cycle of
inaction," the IOM recommends creating a new
federal center to monitor such deaths-much the
same wa! airline.crashes and workplace accidents
are taliled and analyzed—and to pramate public
heaith policles that would prevent them. It alsa calls
for mandatory reporting of all blunders that resuit in
serious harm. Says Willlam Richardson, president
of the W. K. Kellogg Foundation and chalr of the _
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of medical errofg are simply unacceptanie mn a

medical system that promises first to 'do no harm.'”

" The IOM is the medical research arm of the -
prestigious National Academy of Sciences, and its.

recommendations often lead to congressional
action. But challgﬂe will not come easily. Doctors
fear that any system that acrutinizes and reports
medical missteps will expose them to serious legal
llabllity. Still, it was a sign of how grave the problem
has became that groups reprasenting doctors,
pharmacists, and itals generally praised last
week's report. . -

Anyone looking for a model of what the IOM

envisions could start with the VA. This year, it

began instituting many of Baglan's reforms, ores:
that are a,lmost?danﬁeal to the idealized systemn
proposed by the headline-grabbing IOM report. A
new Natlonal Center for Patlent Safety, headed by

: Bagian. tracks errors at VA hospitals and clinics
an

spreads the gospel of prevention. "Tha VA has

* " dona pérhaps the most impressive work in the

counfry so far,” says Donald Berwick, chief of the
Instituts for Healthcare Improvementanda -
member of the [OM panel. "And hiring an astronaut
to head that system was brilllanﬁ" he says, noting
that aviation is one of the few industrias that
routinely investigates its own death-causing errors.

Indeed, Baglan fre? ently compares the -
Investigation of me icalﬂgmw and airplanse
crashes, "Alrcraft-Investigation people don't come
in and say, ‘whose fault is tt?f'_zﬁs Bama
lanky.ﬁl)lf‘pamnargaﬁc 47-year-old with lce-blue

. "They say, ‘what happened?" * Still, Ba

eyas '
had to convince doctors and hospital administrators
that he was more interested In the system’s fallures -

than in individual screw-ups. "The best of

%lzyslclans make ng emors," Kenneth
or, the visio rmer head of the VA health

gystem who hired Baglan and made safety a

ﬁrloruy. But these mistakes, he says, usuall khgave' ‘

tie to do with a doctor's compstence: "M
are so prevalerit and [nevitable because health -

care is so complex.” :

Solutlons, however, ara often astoundingly simple.
One of the first things the VA did, for example, was
to movae bottles of concentrated potassium .
chioride, an essential bodlly electrolyte given

*_Intravenously to patients, off hospital ficors and Into

q a dan
- dosage of Plendll, a drug for high blood pressure,

tha pharmacy. That easy step ensures thatanurse -

will not inadvertently Inject the solution in Its deadly,
undiluted form. _

Physician scrawl, Drug mix-ups are one of the most
frequent causas of harm. More than 7,000
Americans a year die from avoidable medication
errors—more deaths than from workplace accidents.
Confusion results becatise different drugs often

" have simllar names and because of physicians

notorlously sloppy handwriting. In October, in what
is thought to be the first case of it kind, a Texas

jury found a dactor liable for a fatel medication foul-

up that resulted from an illegible ption. The
42-year-old patient dled after tak us

Inataad of lsordgl. a drug for hig angina.

The VA hospitals afe making clever usa of bar-
coding technology to avold medication bungles.
Prascriotions sra tved Intn eomputars. not

202 273 5787 P.B3.04
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patlent's wrist and a nurse’s charts, are scanned
each time a patient gets a pill, to ¢check against
mistakes, The idea came from a nurse at the
Topeka VA hospital who, retuming a rental car one

day, noticed the wireless scanner used to check In -
her car. The system will be in place in every VA -

hospital by June. - o

Although the VA system is becoming a madel for
quality improvement, there are things that make it
g;gzha%guﬁed for change. It ia a large, integrated
em
out-patlent clinics. That makss it easy to track the
care given each patient and to absorb the costs of
eutﬂng In new efror-prevantion pragrams. Further,
A doctors don't need to purchase malpractice

Insurance because the govermnment compensates -
patients harmed by a physiclan's negligence.

SHill, other hospltals aré coming up with their own-
innovations. Even a small regional one, llke -

© Luther/Midelfort Health Care System In Eau Claire,

Wis.,, through Intensive data collection, has

dramatically reduced discrepanciles in drug

prescriptions of patients following surgery, As'a
result, says Roger Resar, the physiclan who
oversaess the affort, rates of rehospitalization have
been cut. Doctors, says Baglan, will respond to
hard numbers that show where they fall short and
how they can Improve, That's another lesson from
the aviation industry: Leamn from.the close calls.
But the most daunting task of all, he concades, will
be to change the whole culiure of medicine from:

. -

lnc-!faﬁant hospitals, nursing homes, and

202 273 5787
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WASHINGTON Presndent
Clinton and members of Con-

gress are moving quickly to im- -

plement recommendations in

an Institute of Medicine report
last week that found .up.to .

98,000 Americans a year are

Killed by medical mistakes. . .
Clinton will announce exec-
utive actions today aimed at re-

ducing the rate of medical er-

.rors . for patients in the
Meédicare, Medicaid, Veterans’

Administration and federal em-

ployees’ health care systems
Sen. Edward Kennedy, D-

Mass,, announced Monday that

~ he would submit legislation to -

. put in place the report's most

.| farreaching recommendation: .-
_ ‘Establishing *a  new. federal - -

.| " agency to collect data on med-
rvice.1-800-USA-0001" .Bgency.

Cﬁnton orders task force today
to ﬁnd new ways to reduce deaths

ommendauons to av01d them

for mistakes that result in 'seri-
ous- injury and voluntary for.-

committee, has indicated that.
he will hold hearings next year. .
Staffers for Jetfords, Kennedy
-and Sen. - Bill Fnst, RTenn.,
plan to meet this week to dis-
cuss a bipartisan bill.’ L
The Institute of Medicine re- -
. port is having a greater etfect
on health care than any in-
dependent study - in . the past
" decade, says Rick Wade of the
‘American Hospital Association.
“People can-tell ;you this is -

‘Reporting would be mandatory .

lesser injuries or “near-misses.” -
Sen. James, Jetfords, R-Vt.,
chairman 6f the Senate’s health

"ot someé abstract govemmentf
“This

1cal mistak&s and develop rec- S 'report to Vioe Pmdent Gore

common “set of expenences
that people  have when they go-
_to the doctor, when they goto
“the hospital” . " i

The: report &stlmat&s that
- medical errors Kkill' 44,000 .to
98,000 Americans a year, more
.than fraffic. accidents, breast

. cancer .or AIDS. Mistakes in- -

clude illeglble prescriptions,
nurses ‘delivering the wrong
"dosages ‘and-doctors mismter~
pretmg symptoms.: -
-Clinton will ordef a federal
msk force to report back within
60 days with “new strategies” to
 protect patient safety. Agencies -
will be instructed to implement
*“error reduction techmqu&e ‘
In-a sign-of the issue’s politi-
cal potency. the task force will
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THE WHITE HOUSE -
WASHINGTON

December 6, 1999

MZEETING AND STATEMENT ON MEDICAL ERRORS

DATE December 7, 1999
LOCATION: ~ Cabinet Room (Meeting)
Rose Garden (Statement)
BRIEFING TIME: 10:20am — 10:45am
- MEETING TIME: 10:4‘Sam‘ —11:15am
STATEMENT TIME: 11:20am — 11:45am
'FROM: Bruce Reed, Mary Beth Cahill, Chns
' Jennings

‘PURPOSE

T

You are unveiling a new initiative to lmprove heaith care quahty, improve pauent safety, and

prevent medical errors.

IL

It
{

BACKGROUND

. Today, you will:

.

Issue an Executive Memorandum directing the Quahty Interagency Coordination Task
Force (QuIC) to develop new strategies to improve health care quality and protect
patient safety. Today, you will sign an executive memorandum directing the QuiC to report
back recommendations to you, through the Vice President, within 60 days that: identify
prevalent threats to patient safety and reduce medical errors that can be prevented through the
use of decision support systems, such as automated patient monitoring and reminder systems;
evaluate the feasibility and advisability of the recommendations of the Institute of Medicine

‘on patient safety; develop additional strategies, including the use of information technology,

to reduce medical errors and ensure patient safety in Federal health care programs; evaluate
the extent to which medical errors are caused by misuse of medications and medical dcvwes
and consider steps to further strengthen FDA’s response to this challenge; and identify
opporttmities for the Federal government to take specific action to improve patient safety and
improve health care quality through collaboration with the private sector, including the newly
constituted National Forum for Health Care Quality Measurement and Reportmg



Announce that each of the more than 300 private health plans participating in the
Federal Employee Health Benefits Program will be required to institute quality
improvement and patient safety initiatives. Today, you will announce that the Office of .
Personnel Management, which oversees plans serving 9 million Americans, will include in
its annual call letter to be issued next spring a requirement that FEHBP plans use error
reduction and other patient safety techniques in order to improve the quality of care inthe
program. In addition, OPM will supplement this initiative using workplace campaigns to
improve mammography and medical screening rates among Federal employees, retirees, and
their families. Finally, OPM will initiate new ways to measure and report on the quality of
care that plans deliver to enrollees.

Instruct Federal agencies administering health plans to evaluate and, where feasible,
implement the latest error reduction techniques. You will request that the Departments of
Health and Human Services, Veterans Affairs, and Defense, and the Office of Personnel
Management evaluate and, where feasible, implement the latest error reduction techniques in
a manner consistent with the Administration’s recently released draft regulations on patient
privacy. These agencies administer Medicare, Medicaid, CHIP, the Federal Employees
Health Benefits Program, the nationwide network of veterans hospitals and outpatient clinics,
and the military health care system, serving over 85 million Americans.

Announce the reauthorization of the Agency for Healthcare Research and Quality,
ensuring a multi-million dollar investment in research programs to improve health care
quality. You will announce that you signed legislation yesterday reauthorizing the Agency
for Healthcare Research and Quality (AHRQ). To achieve the goals of this legislation, which
is the result of the bipartisan efforts of Senators Frist and Kennedy and Congressmen Blllcy
and Brown, the' FY 2000 budget increases the agency’s resources by 16 percent over FY
1999 funding levels, for a multi-million dollar investment in health care quality. These new
funds will be used for important quahty improvement research, including the over-and-under
utilization of services, variation in the delivery of services, and efforts to prevent medical
errors. In recognition of the critical role that states do and will play in assuring and
improving health care quality, AHRQ will hold a nationwide-conference this March with
senior state health officials to promote best medical practices, to prevent medical errors and
.improve patient safety, and to better develop a workmg relationship between the Fedcral and
' state governments in this area. »

Direct the Office of Management and Budget, the Domestic Policy Council, and other
agencies to develop additional health care quality and patient safety initiatives for the
- FY 2001 budget. You will direct the Office of Management and Budget, the Domestic
Policy Council, and the Office of the Vice President to-work with the Department of Health
and Human Services and other agencies to develop additional initiatives within the context of
the FY 2001 budget that build on our current error prevention, quality improvement, and '
patient safety. initiatives.



o Praise the American Hospital Association for launching a new medication safety
campaign. You will praise the American Hospital Association for launching a new
~ partnership with the Institute for Safe Medication Practices to prevent patient medication

errors. Today, the AHA will send a list of “best practices” on prevention medication errors to
all 5,000 of their member hospitals. In the coming months, they will also begin to: develop a

*_medication safety awareness test that surveys hospitals’ medication error prevention systems;
track implementation by the hospital and health system field of the practices for reducing and
preventing errors; and working with national experts to develop a model medication error
reporting process. By taking these actions today, the AHA joins numerous other health care
organizations making an important commitment to this area, including the American Medical
Association’s initiative to establish the National Patient Safety Foundation. '

HIGHLIGHT THE CLINTON-GORE ADMINISTRATION’S LONGSTANDING
COMMITMENT TO IMPROVING HEALTH CARE QUALITY. Over the past two years
you and Vice President Gore have provided critical consumer protections to the 85 million
Americans enrolled in Federal health plans and set the stage for the Congress to pass a strong,
enforceable, Patients’ Bill of Rights. In March of 1998, you established the Quality Interagency
Coordination Task Force, which has been instrumental in promoting advances in health care
quality nationwide. You also asked the Vice President to help launch the National Forum for
Health Care Quality Measurement and Reporting, a broad-based, widely representative private
-advisory body that develops standard quality measurement tools to help all purchasers, providers,
and consumers of health care better evaluate and ensure the delivery of quality services. In
addition to the work and significant potential of the QulC and Quality Forum, the Departments
of Veterans Affairs and Defense have been leaders in patient safety and quality improvement
programs. The Department of Veterans Affairs also spearheaded the development of the National
Patient Safety Partnership to address issues related to adverse medical events. Finally, the Health
Care Financing Administration has implemented new quality improvement initiatives through its
peer review organization efforts, and the Food and Drug Administration is working to implement
* new reporting-systems that allow for a rapid response to medical errors causing patient injury.

II. PARTICIPANTS

__ Briefing Participants:
" Bruce Reed
Mary Beth Cahill
Loretta Ucelli
Joe Lockhart
- Chris Jennings -
Sam Afridi




Meeting Participants:
YOU

Federal participants:
- Secretary Alexis Herman
- Director Janice LaChance
FDA Administrator Jane Henney
HCFA Administrator Nancy Ann Min DeParle
John Eisenberg, Director of the Agency for Healthcare Research and Quality
Paul London, Department of Commerce
Tom Garthwaite, Acting Undersecretary for Health at the Department of Veterans Affairs

Private sector participants:

Bruce E. Bradley, Director of Managed Care Plans for General Motors

Dr. Chnstlne Cassel, Chairman of the Depamnent of Geriatraics and Adult Development
at Mt. Sinai School of Medicine .

Richard J. Davidson, President of the American Hospltal Assoc1at10n

Mary Foley, MSN and RN; First Vice President of the American Nurses Association

Karen Ignani, President and CEO of the American Association of Health Plans

Dr. William Richardson, Chair of the IOM Committee on Quality of Health Care in
America and President and CEO of the W. K. Kellogg Foundation

John C. Rother, Director for Legislation and Public Policy of the Amencan Association
of Retired Persons '

Gerald M. Shea, Assistant to the President for Government Affairs of the AFL-CIO

Dr. Kenneth W. Kizer, President-and CEO of the National Forum for Health Care Quahty
Measurement and Reporting

PRESS PLAN

Meeﬁng — Closed Press
Statement — Open Press. |

SEQUENCE OF EVENTS

- YOU will meet with representatives of the health care academic and advocate,
‘consumer, provider, and business communities.

- YOU will proceed to the Rose Garden to make a statement. _

- YOU will make opening remarks and introduce Richard Davidson, President,
American Hospital Association.

- Richard Davidson will make brief remarks.

- YOU will make remarks and depart.
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'SUGGESTED TALKING POINTS ON ENSURING PATIENT SAFETY

BEFORE THE DISCUSSION:

Thank you for coming today to discuss how we can reduce medical errors, enhance patient
safety, and improve overall quality in the health care delivery system. You all come from
different backgrounds, but you share a strong and unified commitment to this issue, and I
appreciate your presence today.

Just last week, as we all know, the Institute of Medicine, ’u'nder the leadership of Ken Shine, ,
William Richardson, and Janet Corrigan, released their report on medical error prevention
entitled “To Err Is Human: Building a Safer Health Care System”. I want to commend the

IOM and their staff for theéir fine work, and in a moment I’ll want to ask Dr. William
‘Richardson to briefly summarize its findings.

But first, I want to ask Secretary Herman to make a few opening remarks. As you know,
under her and Secretary Shalala’s extraordinary leadership, the Quality Commission.
produced an extremely impressive report on these issues, and the Quality Interagency
Coordination Task Force (QuIC), which I established last year, has begun to help coordinate
Administration efforts in this area. Almost every one of the member agencies on the QulC
are represented today, and I am pleased that John Eisenberg, who coordinates its work is
here as well. : : '

The Vice President hés also exhibited a great deal of Ieadpfsﬁip in this area. He helped launch

.. the Quality Forum, a private entity that is developing measurement tools to help evaluate and

ensure the delivery of quality health care services. And I am pleased that Ken Kizer, the new

- President and CEO of the National Quality‘F orum; is hbré'\vith us today.

. All.of us in this room have been working on this issue for years. Your collective work has

been impressive, and I think that you have come a long-way in helping the nation address
these important issues. I want to thank each and every one -of you for your dedication. Now
I’d like to turn it over to Secretary Herman. :



AFTER THE DISCUSSION:

I think that the announcement that AHA is rnaking today represents great progress, and I

“want to commend Dick Davidson and the AHA for it. In addition to highlighting the AHA’s

initiative, as many of you know, I will be highlighting a number of announcements I’ll be
making today in order to continue to focus much needed attention on this issue and move
forward to apply some of the best practices for avoiding etrors and improving patient safety.

The announcements I’ll be making today include: |
Issuing an Executive Memorandum directing the Quality Interagency Coordination
Task Force (QulC) to develop new strategles to 1mprove health care quality and
protect patient safety.

Announcing that each of the more than 300 private health plans serving more than 9
million Americans participating in the Federal Employee Health Benefits Program
will be required to institute quality improvement and patient safety initiatives.

Instructing Federal agencies admlmstermg health plans, including Departments of
Health and Human Services, Veterans Affairs, and Defense, and others
participating within the Quality Interagency Task Force to evaluate and, where
feasible, implement the latest error reduction techniques. '

Announcing the reauthorization of the Agency for Healthcare Research and
Quality, ensuring a multi-million investment in research programs to improve
health care quality. _ : .

Direct the Office of Management and Budget, the Domestic Policy Council, and
- -other agencies-to develop additional health care quallty and patlent safety initiatives
for the FY 2001 budget.

I believe that these initiatives will further build on the contributions you have already made. I
know that I speak for the whole Administration when I say that I look forward to working
with each and every one of you. Now, I'd like to mv1te you to join me 1n the Rose Garden for

-these announcements.
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PARTICIPANT BIOGRAPHIES AND STATEMENT <SUMMARIES

Secretary Herman, the co-chair of the Quality Commission and the QuiC, together with
Secretary Shalala, will acknowledge your role as well as the role of everyone in the room for
their commitment to improving quality health care. She will speak immediately after your
opening remarks and will introduce Dr. William Richardson, the Chairman of the Institute of
Medicine’s Committee on the Quality of Health Care in America.

Dr. William Richardson is the Chairman of the Institute of Medicine’s Committee on the
Quality of Health Care in America and the Chief Executive Officer of the W.K. Kellogg
Foundation of Battle Creek, Michigan. He will acknowledge the role of Quality Commission in
successfully highlighting these issues, present some of the key findings from the report the

- Institute of Medicine released last week on medical errors, and provide a summary of its key

recommendations.

“John Rother, Director for Legislation-and Public Policy of the AARP, will represent the

consumer’s perspective and underscore the importance of a proactive effort to eliminate medical

~ errors to patients. He is likely to use the analogy of the safety initiatives at the Federal Aviation

Agency as an analogy for what should be done in the health care system. He will also briefly
reference the importance of balancing the need for improvements in this area with the importance
of protecting the privacy of medical records, although he wants to make sure that we do not
overreact to the concerns of | pnvacy advocates and lose out on the- opportumty to improve
quality. |

Chris Cassell, former President of the American College of Physicians and Professor and

*Chairman; Department of Geriatrics and Adult Development at the Mount Sinat School of

Medicine, will present the physician’s perspective on quality assurance and the importance of
creating approaches to medical error reductions that are designed to improve quality rather than
threaten providers. She will acknowledge, however, that numerous errors do take place that are
preventable, and that research similar to that put forth by the Institute of Medicine and the
Quality Commission are essential to enhancing quaht) and con.-,ttammg cost.

Bruce Bradley, the Director of Managed C are Plans for General Metors will represent General

‘Motors and the entire Business Round Table (BR I): #r:‘Bradley has been instrumental in

engaging the business community’s-interest in this issue and has been éssential in getting the

" BRT to'support quality improvement tools such as the Health Employer Information Data and
~ Information Set: The business community is extremely-interested in being associated with this
- issue, not-only because of its'potential to constrain costs and improve quality, but because it -

- allows them to be associated with a'pro-patient imitiative at a time when they are primarily

associated with their dpposition to the Patients Bill of Rights.



Mary Foley, a First Vice President of the ANA, will focus on the unique role that nurses play as
a front line deliverer and enforcer of quality health care. She will thank you and the
Administration for the consistent recognition of their role-in the health care delivery system and
our consistent records of ensunng that they are at the tabie for dlscussmns on thcse and other
1mportant health pohcles =

Kenneth Kizer is the President and CEO of the Natlonal Quality Forum and the former
Undersecretary for Health at the Department of Veterans Affairs. Ken left the Administration
under less than ideal circumstances, as he and OMB frequently tangled over his unwillingness to
follow protocol on decisions related to Veterans Affairs health programs. Asa consequence, he
was not reappointed to his position. Having said this, he is a great innovator on health systems
issues and an visionary on the use of information technology to improve the health care delivery
system. We are expecting him to praise the Quality Commission’s work and the launch of the
Quality Forum by the Vice President. He will also emphasize the need for uniform quality
standards to evaluate health care delivery, and may compare the use of such standards with the
desirability of utilizing similar standards to improve education in the schools. -

Gerry Shea, the Assistant to the President for Government Affairs for the AFL-CIO, will
represent Labor’s commitment in this area. The AFL-CIO has been extremely active in the
quality debate, at least partly because they believe it to be useful camouflage for their interest in
assuring adequate staffing in health care settings rather than insisting upon specific patiént to
health care personnel ratios. They believe tough quality standards will serve to achieve that
outcome without an explicit personnel to patient ratio mandate. Having said.this, they, like the
business industry, are always looking for ways to constram Costs 0 that dollars spent on health
benefits for the workforce are not wasted.

Karen Ignagni is President and Chief Executive Officer of the American Association of Health '
Plans. Although AAHP has been a strong defender of the managed care industry and a steadfast
critic of the Administration on the Patients Bill of Rights, she will no doubt highlight the
constructive role that managed care plans can play in implementing error reduction programs and
improving the quality of care. She has agreed not to raise our differences on the Patients Bill Of
Rights publicly at this meeting, but will indicate her commitment to work with the
Administration on at least this element of the health care quality agenda.

" Dick Davidson, the President of the American Hospital Association, is likely to thank you for
your assistance in passing the Balanced Budget Refinement Act, which returned over $16 billion
to Medicare providers over the next five years. He will highlight the commitment that the AHA
has in reducing medical errors and summarize the initiative he and the Institute for Safe
Medication Practices are unveiling with you, including: sending a list of “best practlces on
prevention medication errors to all 5,000 of their member hospitals; developing a medication
safety awareness test that surveys hospitals’ medication error prevention systems; tracking
implementation by the hospital and health system field of the practices for reducing and
preventing errors; and working with national experts to devclop a model medication error
reporting process. : '



.
F

John Eisenberg is the head of the Agency for Research and Healthcare Quality, which you
reauthorized yesterday when you signed the Healthcare Research and Quality Act of 1999, and
also serves as the lead quality coordinator for the QuIC. John’s role will be to wrap up the
discussion and underscore the importance of all the interests in and outside of this meeting
working together for the common purpose of patient safety enhancement, error reduction, and !
quality improvement. He will focus on the role of Federal agencies in serving as model programs
in these areas and might cite a few examples. He will then turn the meeting over to you to make a
few final comments about your announcements for today and your apprecmnon for work of the
parties in the meeting on this issue.
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Attached is a list of the Board of Directors ofthe Quality Forum, and a list of the
members of the Quality Forum Framework Board.

"As you will recall, the Framework Board is the "expert group" which wxli take the lead in
developing a national strategy for quality information. . ‘

I have checked the Framework Board members who served on the IOM committee.,
Note that Gail Warden, Chairman of the Board of Directors of the Quality Forum, also

served on the IOM commiittee. I'd suggest that you use him as the lead representative of
‘the Quality Forum in developing your plans. I've gwcn hima heads-up on our
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National Forum for Health Care Quality Measurement and Reporting
_ Board of Dnrectors
4@ Gail L. Warden, chair of the Nattonal Forum for Heahh Care Quality Measurement and Repomng, is Prmdem and

Chxef Executive Officer for Henry Ford Health System in Detroit, Michigan. .

1 Miehael Cook, retired Chairman and Chief EXecutive Officer of Deloitte & Touche LLP ,in 'Wilion, Cannedicuﬁ :

Nancy Ann Min DeParle, Admnmstrator for the Health Care Financing Admnusu-anm in Washmgt:m, ,
| John M. Eisenberg, MD Administrator for the Agency for Health Care Policy and Research in Rockvﬂle Maryland .
: Lnsa L. Iezzoni, MD, Professor of Medicine at Harvard Medical School in Boston, Massachusetts.

John R. Lumpkin, MD, MPH, Director, Hlinois bcpartment of Public Health m Springfield, lilinois.

Patricia E. Powers, Pm:deut and Chief Executive Oﬁicer of Pacific Business Group on Health § in San Franc!sco,
Cahfonua.

William L. Roper, MD MPH, Dean of the Sdmol of Public Health at the University of North Carolma in Chapei
Hill, North Caroima.

ér‘ John C. Rother, Director for Legislation and Public Pohcy at the American Assocnatxon of Retired Persons in
Washington, DC. .

B Gerald M. Shea, Assistant to the President for Government Affars at AFL-CIO in Washington, DC.

Michael A. Stocker, MD, MPH, President and Chief Execuuve Officer of Empnre BlueCross BIueShleld in New
York, New York. . .

Marina L. Wenss, Senior Vice President for Public Policy and Government Affairs at the March of Dimes i m
Washington, DC

Linda K. Wertz, State Medicaid Director, Texas Health and Human Services c@misw in Austin, Texas.
) Liaison Members '
40‘ " Janice R. Lachance, Director, Office of Personnel Management in Washington, DC represents the Quality
Interagency Coordinating Task Force (QuIC). “ :
_ Margaret E. O’Kane, President of the National Committee for Quality Assurance in Wéshington; DC.

Dennis S. O’Leary, MD, President of the Joint Commission on Accreditation of Healthwre Orgamwlons in
Oakbrook Terrace, Illmons.

Randolph D. Smoak, Jr, MD, Chair, Governing Body, Amenm Medwal Accreditation Progmm American Medical
Association, in Chicago, Ilinois. .

Officers and Staff
Kenneth W, Kizer, MD, is President and Chief Executive Officer.

Robyn Y. Nishimi, PhD, is Chiéf Operating Officer.

Tmcy E. Miller, Clinical Associate Professor in the Department of Health Policy at Mount Smm School of Medicine -
in New York, New York, is Director of the Framework Board.

James R Tallon, Jr., President of United Hospital Fund in New York, is Actmg Secretary — Treusm'cr

Stcphamc L. Davxs, Assistant to the President at Umted Hospxtal Fund, is staff for the Quahty Forum.
- QFPRIst 12/2/99
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Framework Board

' __* Donald M. Berwick, MD, President and Chief Executive Oﬁicef, Institute for \/ ‘
Healthcare Improvement (Boston, Massachusetts) S

« Christine K. Cassel, MD, Professor and Chairman, Department of Geriatrics and
Adult Development Mount Sinai Schoo!l of Medicine (New York, New York)

= MollylJ. Coye MD Senior Vice Presxdent and Director, The Lewin Group (San M
Francxsco, California)

« Robert S. Galvin, MD, Dxrector, Health Care, General Electric Company (Faxrﬁeld,
Conncctlcut) A

s Judith H. Hibbard, PhD, Professor of Health Policy, University of Oregon
Department of Planning, Public Policy and Management (Eugene, Oregon)

= Brent C. James, MD, Vice President for Medical Research and Continuing Medical \/
. - Education, and Executive Director, Institute for Health Care Delivery Research, -
: Intermountain Health Care (Salt Lake City, Utah) A

. Shexla Leatherman; Senior Fellow, Umversxty of I\hnnesota School of Pubhc Hea.lth
(anetonka, Mnnmta)

= Elizabeth A. McGlynn, PhD, Dxrector, Center for Research on Quality in Health
Care, RAND (Santa Monica, California) '

= Helen L. Smits, MD, Visiting Professor, New York Umversxty Graduate School nf
Pubhc Service (New York, New York)
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