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A D V E R T I S E R S
Health Care Stakeholders Bullish on Grants

B Y  A L I C I A  A U LT
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Participants in several hospital and
physician-related quality organiza-

tions are sanguine that almost $16 million
in grants from the Robert Wood Johnson
Foundation will hasten development of
national cost and quality measures, as
well as acceptance of those measures.

Last fall, the foundation awarded $8.7
million to the Engelberg Center for
Health Care Reform at the Washington-
based Brookings Institution, $4.2 million
to the America’s Health Insurance Plans
(AHIP) Foundation, and another $3 mil-
lion to various other groups to identify
potential cost measures. 

The project will be coordinated by Dr.
Mark McClellan, the former commis-
sioner of the Food and Drug Administra-
tion and former administrator of the Cen-
ters for Medicare and Medicaid Services,
who now directs the Engelberg Center.

The grants will help “fill in the gaps”
of the work being done by the Quality Al-
liance Steering Committee (QASC), said
Susan Pisano, a spokeswoman for the
AHIP Foundation. The Steering Com-
mittee is an amalgam of the Hospital
Quality Alliance and the AQA, bringing
together hospital and physician concerns.

“By bringing all stakeholders in the
health care system together, this new
project is an important step in accelerat-
ing the current slow pace of improve-

ment in health care quality,” said Dr. Car-
olyn Clancy, director of the Agency for
Health Care Research and Quality, and
cochair of the QASC, in a statement.

The RWJ Foundation’s backing also
serves as recognition that the Steering
Committee’s efforts are worthwhile, said
Dr. Frank Opelka, vice chancellor of clin-
ical affairs at the Louisiana State Univer-
sity Health Sciences Center, and the
American College of Surgeons’ repre-
sentative on the QASC.

Established in 2006, the Steering Com-
mittee’s principal members include: the
RWJ Foundation, the American Medical
Association, the American College of
Physicians, the Association of American
Medical Colleges, the Federation of Amer-
ican Hospitals, Blue Cross/Blue Shield, the
American Hospital Association, the Soci-
ety of Thoracic Surgeons, AHIP, the AFL-
CIO, the National Partnership for Women
and Families, the National Business Coali-
tion on Health, the Pacific Business Group
on Health, General Motors, Honeywell,
Boeing, Exxon Mobil, the Joint Commis-
sion, the AHRQ, the Centers for Medicare
and Medicaid Services, the National Qual-
ity Forum (NQF), and the National Com-
mittee for Quality Assurance.

The group will use performance mea-
sures that have been developed and en-
dorsed by the NQF and AQA, but will use
them in conjunction with a new database
being developed by AHIP. The data will
be collected from private plans and

Medicare—all from claims—and aggre-
gated into a practice-wide and a nation-
wide picture, said Ms. Pisano. The data-
base means that reports back to
physicians will “provide a more compre-
hensive view of their practices,” she said.
Instead of getting a report from one plan
on all that plan’s patients, and another
from another plan, it will be a report that
cuts across all insurers.

The bigger picture is important be-
cause it will give physicians the informa-
tion they need to evaluate their perfor-
mance across an entire practice, not just
a single encounter, said Dr. John Tooker,
executive vice president and CEO of the
American College of Physicians.

It also will make for more accurate re-
porting, he said, noting that with a larg-
er sample, there should be fewer outlier
patients to skew a physician’s rating.

The RWJ Foundation grants will also
support the development of cost measures
that will look at how physicians and hos-
pitals use resources and compare them
with national data. Initially, measures will
be developed for 20 common conditions.

Both the quality and cost data will also
eventually be shared with consumers.

“Tracking performance by adherence
to quality standards tells patients only
part of what they need to know in order
to make informed decisions about health
care services,” said Dr. McClellan, in a
statement. “They also need to know how
the cost for these services compares.” ■

IOM Committee Charged to Fix Resident Hours
B Y  C H R I S T I N E  K I L G O R E
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WA S H I N G T O N —  Five years
after the establishment of across-
specialty rules to limit resident
work hours, the issue of trainee
schedules in teaching hospitals is
again under the microscope as a
continuing threat to patient safe-
ty—and this time an Institute of
Medicine committee has been
forewarned that specific “work-
able” solutions are needed.

The schedules in teaching hos-
pitals “belie virtually all the tenets
of providing good health care.
How can we profess to provide
the best possible quality of care
when we know we have staff
members who are operating at
levels of sleep deprivation so se-
vere that they are similar to some-
one driving under the influence of
alcohol?” Dr. Carolyn Clancy, di-
rector of the federal Agency for
Health Care Research and Qual-
ity, asked at a meeting sponsored
by the Institute of Medicine.

“If we don’t give members of
Congress some workable solu-
tions, they’ll come up with their
own,” she told members of the
IOM’s Committee on Optimiz-
ing Graduate Medical Trainee
Hours and Work Schedules. 

The committee, which held
the first of four workshops in
December, was formed at the re-
quest of Rep. John D. Dingell (D-
Mich.) and colleagues on the
House Committee on Energy
and Commerce as part of an in-
vestigation into preventable med-
ical errors. The IOM will publish
a report including strategies and
actions for implementing safe
work schedules in February 2009.

The issue of resident works
hours received relatively little at-
tention in the IOM’s landmark
1999 report on medical errors,
experts said at the workshop, de-
spite several decades of research
on the effects of sleep deprivation
on human performance and re-
search more specifically showing
an impaired ability of interns to
read EKGs after long shifts.

Since then—and especially
within the past several years—
various studies have demonstrat-
ed the effects of sleep deprivation
in medical residents and have
shown that reductions in work
hours can reduce errors, physi-
cians told the committee.

A prospective, national survey
of more than 2,700 interns, for
instance, showed that residents
were seven times more likely to
report a harmful fatigue-related

error when they worked five or
more 24-hour shifts in a month
than when they worked no 24-
hour shifts. They were four times
more likely to report a fatal error.

In a randomized trial, residents
had twice as many EEG-docu-
mented attention failures at night
when working the traditional
schedule of 24- to 30-hour shifts
than when working an “interven-
tion” schedule of a 16-hour max-
imum. Both studies were led by
researchers at Harvard University. 

Dr. Christopher P. Landrigan,
who directs the Sleep and Pa-
tient Safety Program at Brigham
and Women’s Hospital, Boston,
said the Harvard research has
also shown that residents work-
ing 24- to 30-hour shifts make five
times as many serious diagnostic
errors as do those scheduled to
work 16 hours or less. They’re
also twice as likely to crash their
cars, and they suffer 61% more
needlestick injuries, he told the
IOM committee.

Limits instituted by the Amer-
ican Council on Graduate Med-
ical Education in 2003 mark shifts
of 24-30 hours as acceptable. The
council’s “common duty hour
standards” call for a 24-hour lim-
it on continuous duty, with an ad-
ditional 6 hours allowed for con-

tinuity and the transfer of care, as
well as an 80-hour weekly limit
averaged over 4 weeks. Programs
can request an increase of up to
8 hours a week and can apply for
further exemptions.

Residents must also have a min-
imum rest period of 10 hours be-
tween duty periods, 1 in 7 days
free from patient care responsi-
bilities, and in-house call no more
than every third night, averaged
over a 4-week period, the stan-
dards say.

The American Council on
Graduate Medical Education says
it has issued citations to individ-
ual programs for duty hour vio-
lations and has done resident sur-
veys that demonstrate a
compliance rate of 94%.

Others argue that enforcement
is inadequate and that an inde-
pendent body is needed to ensure
compliance. Culture and tradition
are so entrenched, they say, that
too little has changed and that
residents routinely underreport
hours for fear of retaliation.

“I’m a resident who said one
thing on a survey and did anoth-
er thing in real life,” Dr. Sunny
Ramchandani, past chair of the
AMA Residents and Fellows Sec-
tion, told the IOM committee.
“I’d have a 30-hour shift, work at

least 34 hours, and report 16.”
Residents’ workloads tend to

remain the same even when shifts
are shortened. Surveys of faculty
and program directors taken by
the American College of Physi-
cians indicate that, even under
the current rules, there is often
less time for both formal and in-
formal education.

“Changing duty hours means
changing everything,” from work
flow and coverage strategies to
transfer-of-care techniques and
the “very fundamentals of how
patients are treated” and what
residents are responsible for, said
Dr. Ethan Fried, director of grad-
uate medical education at St.
Luke’s–Roosevelt Hospital Cen-
ter in New York.

Hospitals in New York state
have been dealing with work
hour limits and supervision re-
quirements since 1988, several
years after the death of Libby
Zion in a teaching hospital
spurred the state to take action.

Changes made at Dr. Fried’s
hospital mean that a patient may
be admitted by one team of resi-
dents, treated by another, and dis-
charged by yet another. “It’s up to
educators to help residents inte-
grate these experiences,” he said.
“I don’t know whether I can.” ■




