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Re: Reporting and Using Near-Miss Events to
Improve Patient Safety in Diverse Primary
Care Practices: A Collaborative Approach to
Learning from Our Mistakes

To the Editor: Near-miss reporting systems are a valuable
tool for identifying errors that could cause patient harm.1

Crane et al2 demonstrated the feasibility of implement-
ing these systems in diverse ambulatory care settings.
However, the large financial incentives of both imple-
mentation and continued reporting of events limits the
interpretation of this study. Large monthly monetary
rewards for a set quantity of reports are likely to cloud
the intention of near-miss reporting: to reduce errors
that could cause patient harm.

There is certainly a monetary cost to the orientation
and training required to implement a near-miss reporting
system, yet the amount allotted in this study seems to far
exceed typical costs. Even more concerning is the $1500
monthly incentive for reporting near-miss events and
identifying an event to track. These monthly payments
are a major potential bias regarding the quality and office
buy-in of near-miss reporting. The authors defend these
bonuses by stating that reporting continued after the
payouts ceased, and that, based on group interviews,
there were no concerns of staff feeling pressured to
report. However, group interviews are not adequate to
assess this issue because staff may not feel comfortable
reporting these concerns without the opportunity to pro-
vide anonymous individual feedback. Even if there was
no pressure to report, the inherent bias of these mone-
tary incentives still stands. A simple way to eliminate this
bias is to not include monetary incentives at all. Multiple
studies demonstrate that near-miss reporting systems
without a monetary incentive can be successful.3–5 These
studies all note an increase in the reporting of near-miss
events after implementation, similar to the findings in the
study by Crane et al.2 Our office uses a paper-based
near-miss reporting system with office recognition of
those members who consistently report. Each month our
physicians and staff share the “good catches” with each
other to reinforce good reporting practices. There are no
monetary rewards, yet the quantity and quality of report-
ing has remained steady since implementation over 2
years ago.

A monetary incentive may assist in the implementa-
tion of near-miss reporting systems, but it may jeopar-
dize the quality of reporting. For a practice to conduct
quality near-miss reporting, the primary incentive for
reporting should be to improve patient care. Large mon-
etary incentives may shift this goal to reaching a monthly
quantity of reporting events, and the quality or relevance
of these reports could suffer. The model presented in this
article may be useful for implementing a near-miss re-

porting system in settings that are not otherwise inclined
to do so, but incentives should be cost-neutral at most. If
possible, an ideal near-miss reporting system would be
strictly voluntary, without monetary incentives, to avoid
a major source of bias and keep the focus on improving
patient care.

Stephen E. Auciello, MD
Riverside Methodist Hospital Family Medicine

Residency Program
Columbus, OH

Stephen.Auciello@ohiohealth.com
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The above letter was referred to the authors of the article
in question, who offer the following reply.

Response: Re: Reporting and Using Near-Miss
Events to Improve Patient Safety in Diverse
Primary Care Practices: A Collaborative
Approach to Learning from Our Mistakes

To the Editor: We appreciate the thoughtful letter from
Dr. Auciello regarding our article “Reporting and Using
Near-Miss Events to Improve Patient Safety in Diverse
Primary Care Practice.”1 Dr. Auciello’s primary concern
is that “large monthly monetary rewards for a set quan-
tity of reports is likely to cloud the intention of near-miss
reporting: to reduce errors that could cause patient
harm.” Specifically, he suggests that financial compensa-
tion to report near-miss events and performance im-
provement activities to a common database introduces
potential bias to the quality of these reports, and may be
unnecessary.

While we did compensate practices for costs related
to participating in the collaborative, this reimbursement
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was by no means “large,” and probably under-repre-
sented the actual costs practices incurred from their in-
volvement in the project. Each practice received $5000 to
implement the project, which included a 90-minute ori-
entation for key practice leaders (a physician champion
and the practice manager, at a minimum), a 60-minute
training for all staff, and installing the near-miss report-
ing icon on all desk top computers in the practice. Many
practices incurred additional costs from legal counsel,
risk management consultants, and information technol-
ogy department staff who had to review the project and
agree that the practice could participate. Once imple-
mented, practices received an additional $1500 per
month, for which they were expected to have their prac-
tice manager and physician champion participate in a
monthly hour-long conference call, review near-miss re-
ports, implement practice improvement projects result-
ing from the near-miss reports, and hold all-staff safety
meetings once a month. Practices were not paid per
near-miss report; rather, they received the monthly sti-
pend only if they met the minimum participation criteria,
which included at least 10 reports a month.

These payments were not large when considering the
median practice volume was �2000 patient visits a
month. Although we did not report the average monthly
income for the participating practices, the monthly sti-
pend would have represented �0.1% of gross income for
the typical practice. This amount would be highly un-
likely to provide a strong incentive to over-report.

Moreover, only 2 practices made any attempt to share
even a portion of the monthly stipend with practice staff.
In one case a practice provided lunch for the staff during
their monthly safety/quality improvement meeting, and
in the other a practice provided a drawing for a $25 gift
card if the practice met its reporting goal. Given that the
reports themselves were anonymous and staff did not
receive any individual inducement to report near-miss
events, there seems to be little incentive to over-report or
otherwise bias the reporting process. Furthermore, we
did not observe any difference between either the num-
ber or type of near-miss reports from those 2 practices
and those from the other practices that did not provide
any monetary or in-kind reward to staff.

Dr. Auciello suggests that for near-miss reporting, the
“primary incentive should be to improve care,” and reports
that his own practice has a “good catch” program as part of
the internal performance improvement curriculum of his
residency program. We commend him and his program for
this but suggest that this is rare, even for residency pro-
grams, and is almost unheard of in primary care practices.

With respect to the larger issue of “pay for perfor-
mance,” there is a growing movement among payers to
provide substantial incentives for quality reporting and
performance improvement, including the Centers for
Medicare and Medicaid Services Physician Quality Re-
porting System2 and meaningful use incentives,3 as well
as private payer incentive programs for quality.4 Physi-
cians do indeed have a responsibility to care about the
quality and safety of the care they provide to patients;

despite this, however, medical errors continue to plague
the medical care system.5

There are real costs associated with identifying and
correcting near-miss events. Given that primary care is
already undercapitalized and understaffed relative to hos-
pitals, and that primary care physicians are undercom-
pensated relative to specialty colleagues, who should bear
these costs of practice improvement? Absent a market for
consumers (patients) to have information regarding safer
practices to reward those practices with greater volume and
an enhanced payer mix, we believe that payers themselves
would be well served by creating safety incentive payments
for practices that engage in safety improvement programs,
since safer care is undoubtedly less expensive over the long
term. From this perspective, there should be considerably
more incentive payments for safety improvement efforts
rather than relying solely on the professionalism of over-
worked primary care physicians.

An advantage of a near-miss reporting and improvement
collaborative such as our project is the opportunity to learn
from each other and reduce the cost of innovation and
improvement. If I can learn from your mistake I do not have
to make that mistake myself; more important, working
together we can build a safer primary care system for all our
patients.
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Re: Clinical Decisions Made in Primary Care
Clinics Before and After Choosing Wisely™

To the Editor: Kost and Genoa demonstrated that physi-
cian adherence to guidelines for 5 low-value clinical de-
cisions improved through educational interventions.1

They concluded that “primary care physicians respond to
training and publicity in low-value care.” This interven-
tion strategy decreased physician-initiated testing that
provide little clinical value. In this way, the Choosing
Wisely initiative may help to achieve the health care
triple aim.2 However, the authors failed to explain why
there were drastic differences in responses among the
intervention groups. Of the 5 clinical decisions that were
targeted, 2 groups (antibiotics for acute sinusitis, dual-
energy X-ray absorptiometry for osteoporosis screening)
improved in adherence markedly, and 3 groups (cervical
cancer screening, heart disease screening, back pain im-
aging) did not change significantly. This disparity merits
thoughtful discussion and a call for further research.

The authors propose that the groups showing no
improvement shared very high adherence before the in-
tervention, “limiting the opportunity for change.” This is
one plausible explanation for the lack of improvement in
these 3 groups. However, there are numerous other pos-
sible explanations for the difference in improvement.
Perhaps different clinical decision groups were subjected
to different interventions, and thus produced different
results. The article states that groups were provided with
an in-person seminar or a webinar, but does not reveal
which groups had each intervention. Active learning is
superior to lecture for learner retention.3 If the groups
that improved were given the webinar, this could account
for their change. The difference may also be explained by
confounding variables. Avoiding certain low-value deci-
sions may have been reinforced outside of the study.
Billboards, posters, or other resident lectures may have
given publicity to the lack of value in giving antibiotics
for sinusitis, for example. If residents were not exposed to
similar materials on back pain, this inequality could have
caused the differences found by the authors. Examining

every possible reason for the difference may not have
been within the authors’ intent. However, the identifica-
tion of different responses to their intervention strategy
is important. It is a loss to allow the difference to disap-
pear by averaging all 5 groups together.

The goal of the Choosing Wisely initiative is to ex-
pose clinical decisions whose necessity should be ques-
tioned or discussed.4 This article clearly highlights one
way to help reach the initiative’s goal. It shows that
physicians respond to education regarding certain clini-
cal decisions. However, it just as clearly shows that some
low-value decisions did not change as a result of educa-
tional interventions. To achieve the health care triple
aim, we must discover interventions that will help phy-
sicians avoid low-value testing. We cannot reach this
ideal without thoughtful examination of both successful
and unsuccessful interventions for low-value decisions.

Joseph B. Gladwell, MD
Riverside Family Medicine Residency

Columbus, OH
Joseph.Gladwell@ohiohealth.com
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The above letter was referred to the authors of the article
in question, who offer the following reply.

Response: Re: Clinical Decisions Made in
Primary Care Clinics Before and After
Choosing Wisely™

To the Editor: We thank Dr. Gladwell for his thoughtful
comments regarding our article about the impact of the
Choosing Wisely campaign on clinical decisions made in
primary care clinics. As he notes, achieving value in
health care is a critical component of improving our
health care system. Thus it is necessary to know what
kinds of interventions might be successful at increasing
the rates of high-value care.

Space limitations precluded a full discussion of limi-
tations in our study, so we welcome Dr. Gladwell’s elab-
oration of the known limitations of the quasi-experimen-
tal design we used. Clinics were not randomly assigned,
and all received the educational intervention and expo-
sure to the launch of the Choosing Wisely campaign. We
agree that it is not possible to quantify all potential
aspects of this exposure. The launch of the Choosing
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