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FEATURE STORY

Cataract surgery errors spur a new collaborative model for
improving safety
A multi-disciplinary panel that analyzed an unusual cluster of cataract
surgery errors in Massachusetts unveiled its findings mid-May. But
the 46-page report, filled with actionable recommendations, is only
the beginning of the impact on patient safety. Just as important,
participants say, was the process that brought them to that result.

Click for more

FIVE QUESTIONS WITH...

Lucian L. Leape
Dr. Lucian Leape has devoted much of his attention to patient safety, where his research,
speaking and writing helped drive the revolutionary changes in the field over the past two
decades.
"When you say to a physician that there's only a one-in-a-thousand chance of error,
he says, 'Hey, I'm doing great. I'm 99.9 percent perfect.' They don't change unless
they see some reason to, and if they don't have any complications, well, why do it?"
Click for more

Safety News

The high cost of faulty
communications
Simply improving basic communications — especially
among clinical staff — could make hospitals safer for

patients while reducing costs from malpractice claims.
That's the conclusion from a new cut of CRICO's
nation-wide malpractice database, which shows lawsuits
involving a staff-to-staff miscommunication are the most
expensive of all.
Click for more

The loss of a fierce patient
safety advocate
Nancy Ridley — Betsy Lehman's Center's first director —
is remembered here by one of her many friends and
fans, Larry Tye, author and former Boston Globe health
reporter. "Nancy was loyal to her colleagues and
supervisors at the Department of Public Health," he
writes, "but she was more loyal to the public she worked
for and saw the press as a route to informing those
citizens."
Click for more

Re-engineering health care for safety
What if you could build a computer model of your current treatment process that helps you make the system better
and safer? That's one tool being used by a new federally-funded learning lab that aims to improve communication
between primary care providers and specialists in several Massachusetts health systems.
Click for more

Safety in a Single Graphic

Our expert panel's report on improving the safety and reliability of cataract surgery in the state is summarized in a
single graphic. Click to view full graphic.

Upcoming Events
Mind the Gaps: Avoiding the risks of communication
failures in patient care sponsored by CRICO on June 9
from 8 AM - 4:30 PM at the Revere Hotel, Boston.
Advanced registration fees range from $100-$250; $25 for
CRICO-insured residents and fellows.

Patient and Family Advisory Council Conference
sponsored by Health Care for All on June 23 from 8 AM - 4
PM at Sheraton Four Points, Norwood. Registration fee is
$85.00.

Do you have a patient safety event for an upcoming issue? Please send it to us.

Just One Thing
Patient safety improvements are seldom simple. But each month, we'll bring you "just one thing" that could help
boost your efforts to reduce the risk of patient harm.
Checklists aren't just for the surgical team. Researchers are experimenting with using them for a variety of medical
procedures. Why not try one before delivering a diagnosis? After the history-taking, physical exam, and formation of
a differential diagnosis, take a time-out and ask yourself these questions:
What else could this be?
Is there any important information I am missing?
Did I consider the inherent flaws of heuristic thinking?
Was my judgment affected by any other bias?
Is there anything that does not fit with my working diagnosis?
Do I need to make the diagnosis now, or can I wait?
What is the worst-case scenario?
What is our 'watchful waiting strategy' to make sure we follow-up, especially if the patient does not improve as
expected based on the initial diagnosis?
Initial work on this list is from doctors John Ely, Mark Graber, and Patrick Croskerry and has been modified by
Gordon Schiff, MD, at Brigham and Women's Hospital for this publication. Disease-specific diagnostic checklists are
available as part of the clinical reasoning toolkit from the Society to Improve Diagnosis in Medicine.

From the Director
Welcome to the first edition of our new monthly publication! We are excited about
providing important and lively stories about the roles everyone - not just the Betsy
Lehman Center - plays in lowering the risks patients face in all health care settings.
Yes, this month's lead story does focus on the Center's recent cataract surgery
expert panel report. But it's really a narrative about a lot of people who worked
together to understand one set of patient safety risks and to effect change. In that
spirit, we are also dedicating our inaugural edition to the Center's dear friend and
advocate, Nancy Ridley, who died last month. Her commitment to improving patient
safety in the wake of Betsy Lehman's death from a medical mistake lives on in
Massachusetts.
Please subscribe here.
And, if you have a comment or story idea for a future edition, we'd love to hear it.

Patient Safety Beat is published monthly by the Betsy Lehman Center, a state agency that uses communications, research,
and data to catalyze the efforts of providers, policymakers, and consumers working toward safer health care in
Massachusetts.
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Cataract surgery errors spur a new collaborative model for
improving safety

The story began when state health officials first noted an uptick in medical errors involving cataract surgery last year.
That discovery spurred the formation of an interdisciplinary panel that did months of work — studying data and talking
to frontline providers — before issuing recommendations that have already drawn notice from national professional
associations, the media, consumers and medical professionals.
But the real story of the cataract surgery panel's work is both more interesting — and far reaching — than even the
detailed recommendations of its 46-page report reveal.
"Evaluating errors and adverse events is a critical step in improving patient safety," says Karen C. Nanji, MD, MPH, of
Massachusetts General Hospital, a co-chair of the panel and assistant professor of anesthesia at Harvard Medical
School, "and documenting the process is almost as important as the results and recommendations. It's difficult to
predict what the next series of adverse events will be, but having a framework to address it, is key."
Adds Michael Morley, MD, ScM, of Ophthalmic Consultants of Boston, the other co-chair and an assistant clinical
professor of ophthalmology at Harvard, "We were setting the foundation for a collaborative process that we hope will
make this work as effective as it can be."
The full text of the report, released May 12 at the annual meeting of a leading Massachusetts' ophthalmology society
and titled Advancing Patient Safety in Cataract Surgery, can be found here. But its roots lie in the extensive data-collection
systems set up to track medical errors since the 1999 publication of a seminal Institute of Medicine report exposing the
incidence of preventable medical mistakes in the U.S.
In Massachusetts, hospitals and ambulatory surgery centers are required to report 29 categories of Serious Reportable
Events (SREs) to the Department of Public Health (DPH). That was where the uptick in reports of cataract-associated
errors was first noted.
Katherine Fillo, RN-BC, MPH, MA, quality improvement manager for DPH's Bureau of Health Care Safety and Quality,

which manages the SRE system, says the cataract cluster stood out for several reasons. First, though the number of
cases was small — only 11 errors in 2014 against a total of more than 822 SREs in acute-care hospitals and ambulatory
surgery centers — it was notable because cataract removal is considered among the safest operations in medicine.
"Cataract surgery is a safe, high-volume procedure with generally very good results," observes Fillo, "so even a small
number of problems can be a bit of a trend." Indeed, the 11 cataract surgery SREs accounted for nearly one-seventh of
the 81 surgery-related errors reported to DPH that year.
Second, the cataract surgery errors — though all occurred during outpatient procedures — cut across several
disciplines and took place in many different settings, ranging from large teaching hospitals to small ambulatory surgery
centers.
Both DPH and the Betsy Lehman Center agreed that more could be learned from these errors. "We had done research
showing providers wanted more analysis and feedback about the errors they were reporting to the state," says Barbara
Fain, executive director of the Center. "We saw an opportunity to pilot a process to use SREs as a signal of a patient
safety risk in need of a coordinated response."
Two key professional societies — the Massachusetts Society of Eye Physicians and Surgeons (MSEPS), and the
Massachusetts Society of Anesthesiologists (MSA) — joined the effort to mount a response. "Our society is strongly
focused on safety," explains John Mandeville, M.D., Ph.D., MSEPS president, "and through discussions with Betsy
Lehman Center, it became apparent they had the resources and determination to engage in this partnership in a
thorough and thoughtful fashion." Fain adds that, "It is impossible to overstate the importance of the leadership and
willingness of the professional associations to work with us, because what we were doing was new and had the
potential to be misunderstood."
Next, the partner organizations recruited a multidisciplinary panel to take a closer look at the cluster and to develop
recommendations for preventing errors like these from happening in the future. Drs. Morley and Nanji were joined by
ophthalmologists, anesthesiologists, nursing and facility managers, patient safety experts, and patient representatives.
The panel then worked to expand its research and data collection beyond the initial cluster of SREs. "Our goal was to
gather as much information as possible before we even started talking about recommendations," says Nanji. The
research drew on data from state and national professional malpractice claims data, as well as other sources.
Researchers for the Betsy Lehman Center also conducted in-depth interviews with 12 cataract surgery and patient
safety experts from around the country and a diverse group of 12 cataract surgeons in Massachusetts. The Center also
had a very strong response rate from a survey of cataract surgeons in Massachusetts, adding to the data for the panel
to consider.
A unique feature of the initiative was a series of conversations that the Center conducted at several of the facilities
where the errors had actually occurred. These interviews, conducted on a confidential basis and quoted at length in the
report, were especially revealing.
To a person, those interviewed — including surgeons, anesthesiologists, nurses, administrators and support personnel
— expressed shock and dismay at the errors. Most had sincerely believed they were not at risk for such mishaps. And
nearly all felt a deep sense of responsibility, even if they were not personally involved in the incidents. As one hospital
operating room nurse put it, "How could this have happened [here]?… we are all right on top of it…we are very, very
careful."
Studying the data and evidence from the interviews helped unite the panel members in a common purpose, Morley
says, and the patient representatives on the expert panel were critical to that task: "They helped remind us that we
weren't talking about errors in an abstract sense, we were talking about people."
Nicola Truppin, JD, a panelist and member of the Patient and Family Advisory Council at Beth Israel Deaconess Medical
Center, echoes that sentiment. "We moved — at least within this group — from thinking about having things done to
and for patients to having things done with patients… Patients are part of the care team — an integral part obviously."
Thus, when the panel did begin to consider conclusions, it had solid evidence for its many recommendations, which are
divided into four sections based on errors involving the 1) wrong lens, 2) wrong eye, 3) wrong patient, and 4) anesthesia
issues. An easy-to-follow infographic summarizes the panel's work.

The panel's release of its report at the MSEPS annual meeting, Fain says, was only the first step in communicating the
results. "Our next challenge is getting the word out to the frontline providers, not just surgeons and anesthesiologists
but also the nurses, surgical technicians, administrators and other staff, since they all play critical roles in ensuring safe
care."
To that end, the report included specific personal checklists to help everyone — from the physicians to the front office
staff — promote safety. The Betsy Lehman Center will continue to develop and add to an online toolbox that individual
facilities can use to review and refine their own practices.
Morley cautions that the report does not offer a "one-size-fits-all" template. "If you read it," he says, "we say specifically
that our recommendations are there to help, but you don't have to follow them to the letter. But if your response is
that these are for the stupid or sloppy people, we would disagree with that." He notes that the title of the 1999 Institute
of Medicine report that helped catalyze the safety movement was "To Err Is Human." "That's a true statement," Morley
says. "So while we recognize that patient safety systems can vary from place to place, and be individualized, you do
need a strong system to reduce the risk of human error."
Fain adds that the Center will also measure the impact of the report — "who did we reach, what did they think, and
most importantly did they act on it? I'm sure we'll be learning a lot that can improve the process for next time."
The panelists say the process also spurred them to re-evaluate safety at their own institutions. "After six months on this
committee, I can tell you this is a wake-up call and a good one," Katie Murphy, RN, administrator of the Plymouth Laser
& Surgical Center in Plymouth told ophthalmologists at the MSEPS session. "Nothing is perfect. Improvement is a
continual process."
Murphy's comment underscores what may prove to be the panel's most lasting legacy — beyond its specific impact on
cataract surgery — which is to establish a model for interdisciplinary response to safety challenges in the state.
"This has been an incredible collaborative process," Fain says, "not only among the panelists but among state agencies
and national groups that shared their data and communications channels with us. So this was not just about cataract
surgery. There will be future data trends and events that require a similar response, and now — thanks to their efforts
— we have a working model."
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Five Questions with: Lucian L. Leape

After 25 years as a pediatric surgeon, Lucian Leape turned his attention full time to patient safety, where his research, speaking
and writing helped drive the revolutionary changes in the field over the past two decades. Recently retired from the faculty of the
Harvard T.H. Chan School of Public Health, he was the founding chair of the National Patient Safety Foundation's Lucian Leape
Institute, which provides a strategic vision for enhancing patient safety.
1. Betsy Lehman Center: In its report on cataract surgery this month, the expert panel addresses the challenge of
how to persuade doctors to change to a new and safer practice when the old practice is already pretty safe. Do
you have any insights on that issue?
Leape: That's one of the central problems in patient safety. When you say to a physician that there's only a one-in-athousand chance of error, he says, 'Hey, I'm doing great. I'm 99.9 percent perfect.' This is something that doctors of all
kinds do. If they have a practice that works, they stick with it. They don't change unless they see some reason to, and if
they don't have any complications, well, why do it? The question is, how can you get them to internalize somebody
else's bad experience, and we don't have the answer to that.
2. Betsy Lehman Center: So what can be done to persuade providers to change?
Leape: When doctors look skeptical about the mortality data, I tell them just go down to the record room and review
100 charts of your own patients who died, and ask yourself the question, 'If I had done something different, would this
patient still be alive?' I guarantee that you will find at least one such case and perhaps more. And I tell them, 'Do call me
if you don't find any.' Nobody's ever called.
3. Betsy Lehman Center: Why isn't it enough just to point out that a new treatment method is safer or better?
Leape: Most of us embrace the rational change model, which is if you give physicians the data, they'll change. But that
doesn't always work. … What really moves them is when the opinion leaders do it. So if the respected person in the
group says, 'You know, I'm going to start doing it this new way,' then gradually people will come along. Then you wind
up with a situation where, at one institution they all do it one way, and at another [institution] they all do it the other
way. It depends on the leadership. When I had my cataract removed in 2015, for example, they told me that their center
uses nothing but topical anesthesia, and everything went perfectly. But other centers use other ways.
4. Betsy Lehman Center: What can you do if persuasion fails?
Leape: The aviation industry tried persuasion, and when that didn't work they switched to force. Most pilots didn't want
to be required to do a checklist before takeoff, but the airlines eventually mandated it … And it seems to me that, for

many things in patient safety, there is absolutely no excuse for not doing them. Hand hygiene is a good example. If I
were running a hospital, I would say, 'I'm sorry, guys, we're going to have 100% compliance [on hand hygiene] or you're
out of here.' Then they'll do it. And a year later, they'll be saying, 'You know, this was a good idea.'
5. Betsy Lehman Center: Does the patient have a role to play?
Leape: More and more patients, particularly the younger ones, are eschewing the passive role. They do research on the
web, and they don't accept authority like we did. So it's a generational thing. But many older people fear that if they
question too much, the doctor or nurse won't like them and won't treat them as well. Even when they think something
is a mistake, they don't speak up because they don't want to offend. That's why doctors have to create an environment
in which patients feel comfortable having such discussions. Having said that, it is important to note that the burden of
safety can't be on the patient. They should be as involved as they wish to be, but only as much as they wish to.
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The high cost of faulty communications
For a busy health care manager, one of the key decisions in patient safety is where to focus. Should you concentrate on
reducing medication errors, surgical miscues, faulty diagnoses, or what? You want to fix them all, obviously, but barring
unlimited resources, you'll get farther if you choose somewhere to start.
Turns out a good choice would be to improve basic communications — especially among members of the clinical staff.
That's the latest lesson from CRICO's Comparative Benchmarking System, the vast multi-decade trove of data on more
than 350,000 medical malpractice claims at hospitals in Massachusetts and nationwide.
"We were looking for what factors would cut across all types of cases and what insights would benefit the greatest
number of people," says Gretchen Ruoff, MPH, CPHRM, senior program director for Patient Safety Services at CRICO
Strategies. "And a new multi-variate analysis showed that miscommunications among providers were the single most
costly factor in diagnostic errors — and the third most common overall, after failures of clinical judgment and technical
skill."
Miscommunications are a fact of life in health care, of course, as in most complex human systems. Test results fail to
reach the right person, information gets bobbled during staff-to-staff handoffs, and so forth — not just at hospitals, but
at ambulatory, private practice, long-term care and other health-related settings.
Mostly, these mistakes are either caught or don't impact patient care or outcomes. But once it a while, they prove
harmful-and that's when the cost of a lawsuit soars.
Indeed, CRICO's analysis of 25,607 malpractice claims involving patient injury showed that three out of every 10 cases
resulted, at least in part, from a breakdown in information transfer. When miscommunication was a factor, 41% of the
cases involved a payment, vs. only 31% of all cases. And the amount paid was higher ($433,000 vs. $361,000) — not to
mention the actual harm to the patient.
Perhaps the most interesting nugget,

from a risk management perspective, is that miscommunications between provider and provider were even costlier
than those between provider and patient, as the table shows. (Detailed data can be found in the 2015 CRICO annual
benchmarking report, published earlier this year.)

These staff-to-staff miscommunications had many causes, Ruoff says, but often they involved failures that could be
addressed through improvements in electronic medical record systems or basic communication processes using
handoff tools such as I-PASS.
"When you look at modern banking," Ruoff observes, "there is a huge amount of financial information passed around
electronically with security and redundancy checks to ensure it stays accurate. Health care information is just as critical
— maybe more so — but often it's not communicated with the same checks in place."
So what can hospitals, ambulatory centers or individual practices do to improve patient safety while reducing costly
claims? CRICO Strategies, the data analysis and consulting arm of the Boston-based captive insurer, will offer a daylong
seminar on strategies to combat miscommunications at the Revere Hotel in Boston on June 9. The conference is open
to all health care providers, whether hospital-based or at ambulatory sites.
But at a simpler level, Ruoff suggests, they can start by taking advantage of the built-in redundancy check of that one
common element in every patient's care — the patient him- or herself.
"The role of engaging the patient in the communication process cannot be overstated," she says. "If you're sending a
patient out for referral, for example, tell them, 'I'm going to send these notes to the specialist, but why don't you take a
copy too, just to make sure.' That way, the patient knows what you sent and can ask about it."
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Nancy Ridley: She was an original

Nancy Ridley devoted 33 years of her career to public health, including serving as the
assistant commissioner for DPH from 1994-2007. She was the Betsy Lehman Center's first director and continued to offer the
Center her wise counsel until she became seriously ill last fall. Nancy died peacefully on April 27, 2016. Her good friend and
former Boston Globe reporter, Larry Tye, offers this remembrance.
There are lots of ways I'll remember my pal Nancy Ridley.
The first is the way I got to know her — as my best source in state government when I was a medical reporter at the
Boston Globe. Nancy let me know what state records I was entitled to, from hospital inspection reports to a treasure
trove of other documents that helped my readers navigate the health landscape.
Nancy was loyal to her colleagues and supervisors at the Department of Public Health, but she was more loyal to the
public she worked for and saw the press as a route to informing those citizens. And it wasn't just me or just the Globe.
She was every Globe health reporter's best source. And she leaked stories to the Herald, too, knowing that both papers
were trying to do the right thing and that the way to keep the bigger one from getting fat and lazy was to feed our
hungrier cross-town rival.
My measure of any professional's performance is whether they spend more time looking down (at their colleagues and
constituents) than up (at their bosses and promotions); by that standard, Nancy earned a consistent A+. She also
inserted herself into stories when she knew that would drive home the point. She once relayed for print in vivid and, to
the hospital, too-lurid detail, the five hours she'd spent stuck on a gurney — with a hacking cough and high fever —
until a too-crowded emergency room found time to admit her for pneumonia. Nothing brought alive better the thenhot story of ER diversions.
The second way I interacted with Nancy was via the medical journalism fellowship program that the Blue Cross Blue
Shield of Massachusetts Foundation and I launched 15 years ago, as I was leaving the Globe. Nancy was a regular
participant, educating health reporters about how to safeguard patient safety and how to tap the resources they were
entitled to in state government. She was funny, informative, and clear-headed in how good reporters should do their
job. She pointed them not just to her cherished Betsy Lehman Center but to just the right people in government she
knew could and would help. And she made herself available, practically 24-7, for follow-up guidance that nearly every
one of our more than 100 journalism fellows tapped her for, some endlessly.
But my favorite Nancy memories were outside of both of our workplaces, when we'd meet for long lunches in
Needham, Burlington, Boston, and Lexington, talking about work and play and life. I loved hearing about the gambling
perks she was tapping into after she moved to Reno, and how great life post-DPH was for her and her husband, Steve.
We'd muse about the Cape and her brother, my wedding that she'd just attended, and her inability to say "no" to the
many consulting gigs that came her way. There never was a lunch where we didn't reminisce about Betsy Lehman and

plot new visions for the agency that bears her name, or gossip about our pals in government and the press.
Nancy, I miss you already. You were an original.
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Re-engineering health care for better safety
If every system is perfectly designed to produce the results it delivers, as the oft-quoted mantra goes, then what's the
best way to redesign a health care delivery system to improve patient safety?
Health professionals often tackle that problem using the Plan-Do-Study-Act model. That means they plan and test (do)
some simple change to a system — like, say, the handoff process when a patient goes from primary care to surgery —
then study the results before implementing (act) the final modification. It's an iterative process, and may require many
repeats to achieve a final result.
But what if you could capture the entire handoff process in a computer model that helps you identify and test process
redesign ideas without disrupting patients? That way you could consider a wider set of improvements — or even scrap
the existing system and design a new one from the ground up — and potentially reach an even better solution.
That's one of the tools being studied by the new Engineering High Reliability Learning Laboratory, a joint project of the
Harvard T.H. Chan School of Public Health, Northeastern University, and Harvard Medical School.
"We and many others have been working since 2000 to improve patient safety, and while there's been undeniable
progress, overall it sometimes feels a bit like Brownian motion," jokes Sara Singer, professor of Health Care
Management and Policy at HSPH, referring to the physics term for the random movement of particles in a fluid. "Our
hope is that by applying computer modeling and other systems engineering methods, plus principles from operations
and organizations research, we can jump start a new way of thinking."
The four-year project is funded with a $4 million grant from the Agency for Healthcare Research and Quality. It joins
Singer, as principal investigator, with co-PIs James Benneyan, director of the Healthcare Systems Engineering Institute
at Northeastern, and Dr. Russel Phillips, head of the Center for Primary Care at Harvard Medical School, and their
respective teams.
The work will focus initially on communications and coordination between primary and specialty care providers at four
Massachusetts health systems: Atrius Health, Boston Children's Hospital, Brigham and Women's Hospital, and Mount
Auburn. "We chose partners who were enthusiastic about the program and could devote resources to sustaining
improvements after the funding ended," explains Phillips, clinical leader of the team.
At Boston Children's, for example, the researchers will study communication between primary and specialty clinicians
when children with scoliosis plus other difficulties need spinal surgery.
"We sit down with both the primary and specialty groups and introduce them to systems engineering tools like
computer modeling, cross-functional 'swimming lane' diagrams and funnel plots. Then we use those tools to study and
redesign the way the handoff process works," says Benneyan.
Typically, such methods reveal a huge gap between what is supposed to happen and how things actually go. But they
also make it possible to test procedural changes that could improve reliability while lightening everyone's workload.
Benneyan cites an example from another project his lab supported with a statewide collaborative of neonatal ICUs. The
goal there was to help mothers get started breastfeeding even though their newborns need intensive care treatment.
For maximum benefit, breastfeeding — using a pump at first — should begin within seven hours of birth. But in the
busy chaos of even a well-run NICU, that doesn't always happen.
In the NICU project, the engineering analysis helped highlight the power of predicting which mothers were most likely to

miss the early feeding milestone. These included women without partners or family support, or those with unique
religious or cultural practices. By focusing on process design, participating NICUs now check the breastfeeding status of
such "high-risk" mothers at four hours after birth-and help her get started if she misses the milestone.
"Right now, the NICUs are managing all their patients as if they were high-risk," Benneyan explains. "But you can't
resource that and it's overly complex. So let's have a simple process for identifying cases most likely to fail, and then
concentrate resources on them."
Phillips hopes that a similar approach could benefit primary-to-specialty care interactions. "In the spinal surgery
project, these children all have co-morbidities like cystic fibrosis or diabetes. If these issues are not handled properly
during the handoff, it could complicate their surgical admission or result in extra hospitalizations and costs — not to
mention the risk of harm to the patient."
The aim at Boston Children's, as at the other Learning Lab partners, is not just to refine one particular system but to
devise a methodology and learning tools that can be applied elsewhere.
That's where the Harvard Chan School's expertise in organizational management and learning comes in. "To help real
people make real changes on the ground, you need to look beyond engineering the right workflow to make sure the
organization and individuals are willing and able to implement the changes that need to be made," Singer says. She says
the partners plan to spread the tools they develop within their systems, and researchers hope to eventually recruit
other Massachusetts-area health practices to test the tools too.
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