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Topics
Introduction and Background
Doug Johnston, RTI project director, began the meeting with the roll call, introductions of project staff, and a
review of project objectives and timeline.
Stephanie Rizk, RTI Task Force Lead, reviewed the facilitation framework and introduced the application used
for virtual decisionmaking.
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Scoping Document Feedback
Comments regarding the scoping document were solicited prior to the meeting to jump-start the discussion.
Most comments were related to the constraints on data collection imposed by the regulatory authority of the
initial funding sources (ONC and AHRQ).

Discussion Highlights
Some members were concerned that the value of the proposed Health IT Safety Center was questionable if it
was unable to collect data or provide surveillance of health IT-related safety events. Other members felt
strongly that other organizations and mechanisms were already in place to collect this information; thus,
efforts to collect data would be duplicative.
A number of members suggested that the value of the HIT Safety Center could be to harmonize and improve
the methods by which the information is collected. The HIT Safety Center could receive and analyze aggregate
data from various patient safety organizations (PSOs), for example. There is a need to aggregate data across
the continuum and look at gaps, which also raises an important issue of the safety culture. PSOs are important
because they are confidential and protect adverse event reports from discovery. PSOs can share learnings from
analysis of adverse events, but not the identifiable adverse event data itself. Without this protection, the data
would not be available. PSOs are critical because all parties want to improve safety, but the environment
needs to be safe.
The HIT Safety Center should not recreate reporting systems because providers are overburdened with
reporting, but the task force should determine ways to make the most of existing reporting systems. Any best
practices that the Task Force reviews regarding information collection should consider end users. Reporting
systems should develop a reporting process for end users that is integrated with the many different tasks they
must juggle. Some members suggested that focus groups and front-line case studies would be helpful.
Challenges exist with reporting information to multiple organizations—in particular, how data from existing
sources can be analyzed and aggregated. Agreement is also needed regarding the terminology used to discuss
HIT safety issues. Again, end users are very important: defining technology-related events (TRE)s can be very
difficult. TREs often come to light during a root cause analysis (RCA) process when one discovers the
underlying problem. Some events point to an injury such as a medication error, but when one investigates
further, an HIT component may have helped to prevent the error or incident.

Health IT Safety Center Road Map
The meeting 1 discussion focused on brainstorming core programs and partnerships. Using a virtual tool,
members were asked to brainstorm various core programs they would envision for an HIT Safety Center. After
the brainstorming activity, the group discussed items that generated significant conversation.

Discussion Highlights
Education
Some Task Force members felt that creating educational materials and supporting activities about general HIT
safety had low impact/low value. However, most felt that education as a core program was important. The
following considerations were discussed:





Education should be based on evidence of identifying the real problems in HIT safety.
Education must be applied and focused on specific target audiences: vendors, doctors/nurses, etc.
The Task Force should begin by agreeing on the audience for these activities and work backwards.
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Best Practices
Although support for general education varied, support for disseminating best practices, especially those
developed in the private sector and based upon evidence, was extremely high. One specific need is to develop
a learning system/community among vendors in this area. Some members suggested that vendor products
would only improve with pressure, but vendor representatives on the Task Force suggested that vendors want
both better tools to help facilitate conversations with end users and more focus on human factors and other
related issues.
Dissemination of best practices allows “all boats to rise” and the entire system can learn from this information.
Those working in the PSO realm can often apply what they learn from ambulatory care to inpatient care—in
effect, raising both boats. An HIT Safety Center that disseminates best practices and the associated workflows
helps the entire community.

Additional Topics from Brainstorming
 Stakeholders
o

The following possible stakeholders were suggested:
▪ Provider organizations and care delivery systems
▪ PSOs
▪ EHR developers
▪ Medical liability and health insurers
▪ Accreditors
▪ Patient safety advocacy organizations
▪ Researchers and academic institutions
▪ Professional and trade associations, including CHIME and HIMSS
▪ Federal partners, including ONC, AHRQ, FDA, FCC, and CMS



Harmonization and implementation of standards:
o Better taxonomy and methods for collecting data on events are needed.
o Specifically noted: there is no need to engage in standards setting.



Additional details around research and adverse event analysis:
o Be careful to define the research objectives in a way that ensure applied results.
o Discuss how to optimize what is currently available and identify gaps.
o Aggregate de-identified data across AHRQ, medical malpractice, states, and health plans.
o Accelerate effective analytics; that is, make good data mining tools available.
o Promote innovation for how adverse events in IT can be reported and collected.
o Introduce methods to make initial reporting in a health care setting easier, more informative for
analysis.

Education—Jon Wald
The Task Force was presented with a draft plan for additional web-based educational sessions supported
under the RTI project and provided initial feedback.

Wrap-Up
The meeting ended with a review of upcoming meetings, a discussion of process for assembling, and then
meeting as smaller Work Groups (WGs) on major topic areas.
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