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Welcome to the COME 2013 conference

Dear colleagues,

After almost a year of extensive planning, I am excited to fi nally welcome you to the COME 2013 conference! As 
you can see in the program, I have organized the conference into three thematic sections in an attempt to capture 
all nuances of our research: (1) Error prevention and intervention, (2) Error identifi cation, reporting, analysis, and 
correction, and (3) Error disclosure. I cordially welcome Kaveh Shojania, Julius Pham, and Albert Wu, who are the 
keynote speakers for each of these thematic sections. Furthermore, I am pleased to welcome 17 additional prominent 
scholars and personalities who are contributing their expertise to COME 2013. The ultimate goal of this grant-funded 
convention is to identify a common interdisciplinary and international denominator in our research agendas, and to 
build bridges to join our future research efforts. On the last day of the conference, the invited experts will meet to 
brainstorm ways to manifest the conference discussions in a collaborative product.

We received a considerable number of abstract submissions from all over the world for presentation at the COME 
2013 conference. The submissions entered a double-blinded peer review, and the top papers were selected for oral 
presentation in the afternoons of each respective thematic section. I encourage everyone to attend these exciting 
panels, as they demonstrate the most recent research developments in the fi eld across a variety of disciplinary and 
geographic areas.

Last but not least, I also encourage you to attend the various social events we have organized for all COME attendees. 
These informal gatherings present opportunities to experience the Ticino culture, catch up with your friends, network, 
and engage in interdisciplinary dialogue with colleagues you may want to collaborate with in the future. 

I hope that COME 2013 will mark the beginning of several enduring collaborative relationships that produce high-
quality research and successful implementations. On that note, I wish you a successful and intellectually inspiring 
conference and look forward to greeting you on Monte Verità!

Collegiate regards,

Prof. Dr. Annegret Hannawa
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The COME 2013 Team

Annegret F. Hannawa is Senior Assistant Professor of Health Communication at the Univer-
sity of Lugano’s  Institute of Communication and Health (ICH). Prior to joining the faculty at USI, 
she served as Assistant Professor of Health Communication and Empirical Research Methods 
at Wake Forest University, North Carolina. Professor Hannawa’s research focuses on effective 
health care delivery and positive health outcomes that can be achieved through competent in-
terpersonal interaction. Particularly, she is interested in the role of communication in preventing 
and disclosing medical error. Her most recent research examines physicians’ verbal and non-
verbal error disclosure styles to patients that facilitate positive and negative physiological (e.g., 
patient and physician well-being), psychological (e.g., rumination, distress, feelings of guilt), 
relational (e.g., trust, forgiveness, satisfaction), organizational (e.g., litigation), and systemic 
(e.g., doctor-switching) health outcomes. Professor Hannawa’s studies have been published 
in a variety of distinguished journals such as Health Communication, Patient Education and 
Counseling, Communication Studies, Communication Methods and Measures, Swiss Medical 
Weekly, Journal of Family Communication, Western Journal of Communication, Violence and 
Victims, and Therapeutische Umschau. Three of her investigations have received “Top Paper 
Awards” by the U.S. National Communication Association.

Rebecca Amati, M.A. has studied in the United States, Italy, Spain and Switzerland. She 
completed her bachelor in Communication Sciences at the Catholic University of Milan and 
received a double-Master degree in Communication, Management and Health (University of 
Lugano, CH) and Business Administration (Virginia Tech, USA) with honors. In 2011, Rebecca 
Amati was awarded the Network USImpresa 2010-2011 for being the best student of her 
class. Her Master thesis, titled Health Professionals’ Role with Respect to End-of-Life Patients, 
won the third price in the Swiss national Top Master 2012 contest. Currently, she has a fi rst-
authored manuscript under revision and resubmission in Health Communication, which she 
also presented at the 2012 NCA conference in Orlando, Florida. Currently Mrs. Amati is a 
doctoral student, teaching and research assistant at the Institute of Communication and Health 
(ICH) at the University of Lugano. Her research primarily focuses on competent communication 
in context of end-of-life care. 

Charlotte Trevisan is a third-year Bachelor student at the University of Lugano. She is cur-
rently writing her Bachelor thesis on the effects of health literacy on health outcomes. She 
works as a student assistant for the Institute of Communication and Health (ICH) on various 
projects related to health literacy, diabetes, and the Swine fl u. She intends to start the Master of 
Communication, Management and Health at the ICH in fall 2013 with a dual degree in market-
ing at Virgina Tech in the United States.
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Keynote Speakers

Kaveh Shojania
“Patient safety in 2013: 
Refl ections on progress and challenges in the fi eld”

Tuesday, 19 March 2013, at 9:00 am
Thematic session: “Error Prevention and Intervention”
Kaveh.Shojania@sunnybrook.ca 

Dr. Shojania’s research focuses on identifying evidence-based patient safety interventions 
and effective strategies for translating evidence into practice. His work has appeared in 
leading journals, including the NEJM, JAMA, BMJ, and the Canadian Medical Association 
Journal. He has twice delivered invited presentations on patient safety to the US Institute of Medicine. He led the synthesis of 
supporting evidence for over 75 specifi c patient safety practices for a report funded by the US Agency for Healthcare Research 
and Quality. Over 140,000 copies of this report, Making Healthcare Safer, have been obtained since its publication 2001. He is 
currently collaborating with investigators at the University of California, John Hopkins, and Stanford (among other institutions) to 
update this comprehensive evidence review of patient safety practices.

Dr. Shojania has also led a number of educational initiatives in patient safety, including a series of 13 case-based articles in Annals 
of Internal Medicine and two websites produced for the US Agency for Healthcare Research and Quality, which receive approxi-
mately 100,000 visits each month. A book on patient safety for a general audience that he co-authored with Dr. Robert Wachter 
(at the University of California San Francisco) received excellent reviews in the New York Times and Journal of the American Medi-
cal Association and has sold approximately 50,000 copies.  For this and other work, Drs. Shojania and Wachter received one of 
the John M. Eisenberg Patient Safety Awards from the US Joint Commission for the Accreditation of Healthcare Organizations and 
the National Quality Forum for work in patient safety that has had an impact on a national level.

Most recently, Dr. Shojania was selected to take on the Editor-in Chief of Quality and Safety in Health Care, the leading journal 
in the fi eld. Co-owned by the British Medical Journal and the UK Health Foundation, the journal’s name has recently changed to 
BMJ Quality & Safety. Dr. Shojania’s editorial duties will offi cially begin with the April 2011 issue.

Julius Pham, MD, PhD
“Medical Incident Reporting Systems: 
What you can and cannot do with them”

Wednesday, 22 March 2013 at 9:00 am
Thematic session: “Error Identifi cation, Analysis, Reporting and Correction”
jpham3@jhmi.edu 

Dr. Pham is a practicing emergency physician, practicing critical care physician, educator, 
and patient safety research at the Johns Hopkins University, School of Medicine.  His cross-
training in two clinical disciplines provides a unique perspective on the presentation and 
progression of patient illness. As a researcher, Dr. Pham has a PhD in clinical investigation. His area of research involves evaluating 
the quality and safety of healthcare.  Recent publications involve studying adverse event analysis, medical error reporting systems, 
adverse event reporting system analysis, and medical device safety.  
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Keynote Speakers

Albert Wu, MD, MPH
“Medical Error Disclosure”

Thursday, 21 March 2013, at 9:00 am
Thematic session: “Error Disclosure”
awu@jhsph.edu   

Albert W. Wu is a practicing internist and Professor of Health Policy and Management and 
Medicine at the Johns Hopkins Bloomberg School of Public Health, and director of the 
Center for Health Services and Outcomes Research and the Hopkins DEcIDE center for com-
parative effectiveness research. He received BA and MD degrees from Cornell University, 
and completed Internal Medicine residency at the Mount Sinai Hospital and UC San Diego. He was a Robert Wood Johnson Clini-
cal Scholar at UCSF and received an MPH from UC Berkeley. His research and teaching focus on patient outcomes and quality of 
care. He has studied the handling of medical errors since 1998, and has published infl uential papers including “Do house offi cers 
learn from their mistakes” in JAMA in 1991, and “Medical error: the second victim” in the BMJ. He has over 320 published papers 
and developed an award-winning educational video on disclosure “Removing insult from injury: disclosing adverse events.” He 
was a member of the Institute of Medicine committee on identifying and preventing medication errors, and was Senior Adviser for 
Patient Safety to WHO in Geneva. He is editor of the book “The Value of Close Calls in Improving Patient Safety,” published by the 
Joint Commission in 2011, and teaches a series of courses on measurement, quality of care and patient safety.
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Tuesday, March 19:
Error Prevention and Intervention

Gerald Hickson, MD
gerald.hickson@vanderbilt.edu       
Discipline: Medicine
Country: United States (Tennessee)
COME topic area: Error prevention/intervention 

Since the late 1980’s, Dr. Hickson’s research has focused on:
1. Understanding why families choose to fi le medical malpractice claims. 
2. Examining why certain physicians attract a disproportionate share of malpractice claims 

for their discipline. 
3. Identifying a proxy measure for malpractice claims risk based upon families unsolicited 

observations of care (complaints). 
4. Creating a reliable process using trained peer messengers to share risk status with high risk physician colleagues. 

Dr. Hickson’s work has resulted in the creation of the Patient Advocacy Reporting (PARS®) system designed to reliably identify 
and intervene on high malpractice risk physicians. The PARS® system is used in more than 60 sites in the US, involving more than 
35,000 physicians.

Brian Spitzberg, PhD
spitz@mail.sdsu.edu 
Discipline: Communication (Interpersonal communication)
Country: United States 
COME topic area: Error prevention/identifi cation, Error disclosure

Brian H. Spitzberg received his Ph.D. in Communication Arts & Sciences at the University of 
Southern California in 1981. He is currently Senate Distinguished Professor in the School of 
Communication at San Diego State University. He is the 2011 honoree of the National Com-
munication Association Larry Kibler Memorial Award, and in 2009 he received the Western 
States Communication Association Scholar Award for lifetime contribution to the discipline 
and association. His 1994 coauthored book The Dark Side of Relationship Pursuit: From Attraction to Obsession and Stalking, 
won the biennial International Association for Relationship Research Book Award in 1996. He is author or coauthor of over 100 
scholarly articles and book chapters, and has coauthored or co-edited several scholarly books on communication competence, 
communication skills assessment, and the dark side of communication. His primary areas of research involve interpersonal com-
munication skills, confl ict, aggression, and stalking.
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Tuesday, March 19:
Error Prevention and Intervention

John Petrocelli, PhD
petrocjv@wfu.edu  
Discipline: Psychology
Country: United States (North Carolina)
COME topic area: Error prevention/intervention

John V. Petrocelli received his Ph.D. in Psychology from Indiana University, Bloomington in 
2007. He is currently an Assistant Professor in the Department of Psychology at Wake Forest 
University. As an experimental social psychologist, he has authored or coauthored over 40 
scholarly articles and book chapters in the areas of social cognition and judgment and deci-
sion making, one of which was awarded the International Social Cognition Network Best Social Cognition Paper Award in 2009. 
His primary areas of research involve, counterfactual thinking, metacognition, and attitudes and persuasion.

Jane Carthey, PhD
jcarthey_gosh@yahoo.com 
Discipline: Human factors and patient safety
Country: United Kingdom
COME topic area: Error prevention/identifi cation (1)

Dr Jane Carthey is a Human Factors and Patient Safety Specialist. Her research portfolio 
includes analysing the infl uence of human factors on surgical outcomes using the neonatal 
arterial switch as a model, system failures that lead to adverse drug events in paediatric 
cancer care, developing tools to evaluate organisational safety culture and improving team 
handovers from the operating theatre to intensive care unit and for Hospital at Night teams. 
She also has expertise in applying human reliability analysis methods to health care domains, incident reporting and analysis, and 
facilitating cultural change develop an open and fair culture.
Jane previously led work on open disclosure for a national English NHS agency which led to the development of a national Being 
open policy. She has extensive experience working with doctors, senior nurses and healthcare managers to improve communica-
tion about medical error to patients and carers. 
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Wednesday, March 20: 
Error Identifi cation, Analysis, Reporting and Correction

Tjerk van der Schaaf, PhD 
tjerk141@yahoo.com
Discipline: PRISMA Safety Management Systems
Country: The Netherlands
COME topic area: Error identifi cation, analysis, reporting, correction

Tjerk van der Schaaf (1955) was trained as a cognitive experimental psychologist and has been 
teaching, consulting and researching Patient Safety since 1993, when his human factors group 
at Eindhoven University’s department of Industrial Engineering and Management Science 
started testing his PRISMA toolkit (for reporting, analyzing and preventing (near-)incidents 
in the chemical industry and railways) also in local hospitals. After three years of testing and fi ne-tuning to the medical domain, 
PRISMA-medical became the basis in 1996 for the fi rst modern voluntary medical reporting system in the USA, MERS-TM. As a 
result he served on the second IOM committee on PS (2002-2004) in Washington DC. After the “To Err Is Human” breakthrough 
in 2000, all 150 Dutch government health inspectors have been trained in PRISMA-medical, as well as hundreds of doctors, 
nurses and quality staff of hospitals. From 2004-2008 he was coordinator of PS research at Leiden University Medical Center, 
also serving on the WHO group on PS classifi cation in Geneva. His research focuses on Human Error Recovery (:early buffering, 
usually by humans, of initial individual and system errors, preventing them from reaching patients), as well as on the integration 
of traditional retrospective incident analysis with error-prediction methods. He has supervised PhD students in The Netherlands, 
UK, USA and Belgium, and from 2008-2011 he was Professor of Patient Safety at Hasselt University in Belgium. Since 2011 he is 
a fulltime safety consultant (mainly in the medical, chemical and railway domains) in his company PRISMA Safety Management 
Systems, working from Eindhoven in The Netherlands.
 

Thierry Girard, M.D
thierry.girard@unibas.ch 
Discipline: Critical incident reporting, anesthesiology 
Country: Switzerland, Basel
COME topic area: Error identifi cation, analysis, reporting, correction

Prof. Thierry Girard is head of obstetric anesthesia at the university hospital of Basel, Swit-
zerland. The department of anesthesia Basel has a long tradition in patient safety, critical 
incidence reporting, medical simulation and human aspect development. The department 
of anesthesia has established a ‘culture of error management’ . Prof. Girard is a member of 
the ‘critical incidence reporting team’ and has given several lectures on errors, failure and 
incident reporting in medicine.
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Wednesday, March 20: 
Error Identifi cation, Analysis, Reporting and Correction

John R. Clarke, MD, FACS
jclarkemd@mac.com 
Discipline: Medicine
Country: United States
COME topic area: Error identifi cation, analysis, reporting, correction

John R. Clarke is Professor of Surgery at Drexel University and Clinical Director of the Penn-
sylvania Patient Safety Authority.  In that capacity, he supervises the analysis of approximately 
1000 reports of medical errors per day from over 1400 healthcare facilities in the state of 
Pennsylvania.  He is also the Executive Director of the Philadelphia Academy of Surgery, the 
oldest surgical society in America, and President of the United States Chapter of the International Society of Surgery.  He is a for-
mer Governor of the American College of Surgeons. Dr. Clarke was a member of the Institute of Medicine’s Committee on Patient 
Safety Data Standards that issued the report Patient Safety: Achieving a New Standard for Care, the basis of the national Patient 
Safety and Quality Improvement Act of 2005, which established Patient Safety Organizations and the Network of Patient Safety 
Databases.  He is a member of the Federal Drug Administration Surgical Fires Prevention Workgroup and a consultant to the World 
Health Organization World Alliance for Patient Safety Hi 5s Project on Correct Site Surgery.  Dr. Clarke has over 100 publications 
on the broad topics of surgical decision-making and patient safety. 

Harold Thimbleby, HonFRSA, FIET, CEng, FRCPE
h.thimbleby@swan.ac.uk 
Discipline: Computer Sciences
Country: United Kingdom 
COME topic area: Error identifi cation, analysis, reporting, correction

Harold Thimbleby, HonFRSA, FIET, CEng, FRCPE is in Swansea University’s Department of 
Computer Science. He is a well-known computer scientist, but became concerned about 
healthcare systems when one of his students ended up in intensive care. He has since been 
working on human error and system design, to make healthcare safer. His 2007 book on his 
work Press On (MIT Press) has won two international prizes. Although a computer scientist, 
he was recently elected a Fellow of the Edinburgh Royal College of Physicians.
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Wednesday, March 20: 
Error Identifi cation, Analysis, Reporting and Correction

Itziar Larizgoitia, Dr 
Larizgoitiai@who.int
Discipline: Head Innovations, Patient Safety Programme
World Health Organization 
Country: Switzerland
COME topic area: Error identifi cation, analysis, reporting, correction

Dr. Itziar Larizgoitia has more than 20 years’ experience in the areas of Quality and Patient 
Safety Improvement, Health Systems Organization and Reform. In her current position, she is 
responsible for Innovation and Knowledge Management at the Patient Safety Programme of 
the World Health Organization (WHO), where she has been Coordinator of the Knowledge Management & Research team since 
2008. Under Dr Larizgoitia’s leadership the team, in collaboration with a growing network of internal and external collaborators, 
led the development of the foundations of a global research and capacity strengthening programme for patient safety, as well as 
the development of innovative tools to facilitate improvement in patient safety and quality. Dr Larizgoitia joined WHO in 2000 as 
a senior health specialist for Health Services Delivery. Prior to that she was senior offi cer at the Catalan Agency for Health Technol-
ogy Assessment, in Barcelona, and had been Senior Consultant in healthcare management with PricewaterhouseCoopers (Spain). 
In 1987 she started work in the public health and health care planning fi elds as Technical Offi cer at the Department of Health of 
the Basque Region in Spain.  Dr Larizgoitia’s qualifi cations include her Degree as Medical Doctor from the Spanish University of 
the Basque Region (1982), Masters of Public Health from Glasgow University, UK (1987), and a Doctorate in Philosophy (PhD) 
by the Department of Health Policy and Management of the School of Public Health at Johns Hopkins University, USA (1996).  
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Thursday, March 21: 
Error Disclosure

Sandra Petronio, PhD 
petronio@iupui.edu 
Discipline: Communication
Country: United States 
COME topic area: Error disclosure

Sandra Petronio is currently a Professor in the Department of Communication Studies at 
IUPUI (Indiana University-Purdue University Indianapolis), in the IU School of Medicine, a 
senior affi liate faculty in the Charles Warren Fairbanks Center for Medical Ethics, IU Health, 
and an adjunct faculty in the IU School of Nursing and Informatics.
Petronio’s areas of expertise are in health, interpersonal, and family communication. She studies privacy, disclosure, and confi den-
tiality. She developed the evidenced-based “Communication Privacy Management” (CPM) theory and in 2002 publishing a book 
entitled “Boundaries of Privacy: Dialectics of Disclosure” on this theory. Her work on CPM theory has been used across many 
contexts, including social media, business, and the in legal domain in more with more than 400 citations to her work.

Dennis Boyle, MD
Dennis.Boyle@dhha.org 
Discipline: Medicine (Risk management)
Country: United States (Colorado) 
COME topic area: Error disclosure

Dennis Boyle has been involved in the communications fi eld for twenty years. He started as 
Bayer Facilitator in 1990’s. Since that time he has done workshops to over 8000 providers in 
Colorado and at events across the country. He has developed his own interactive workshops 
on a variety of communications issues, including ER team building, death and dying, and  
human factors training in the OR setting. For 6 years he was the director of the communication program for the medical students 
at the University of Colorado. This is an innovative program teaching 320 medical students physician /patient communication 
yearly. Over the last 7 years he has been a risk manager at the COPIC medical liability company and speaks and coaches across 
the state on the topic of disclosing errors and other communication and malpractice issues. He is the member of the Academy of 
medical educators and is director of iTeach and consulting program to help improve faculty teaching.  He has authored multiple 
papers on communication and is a PI on an AHRQ grant with the University of Washington to evaluate the effect of disclosure 
training on physicians. Finally he is an academic Rheumatologist at Denver Health and Hospitals. 
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Thursday, March 21: 
Error Disclosure

Gordon Wallace, MD, FRCPC
gwallace@cmpa.org
Discipline: Medicine (Risk management)
Country: United States (Colorado)
COME topic area: Error disclosure

Gordon Wallace, MD, FRCPC is director of Education, Risk Management Services for the 
CMPA. Gordon is the recipient of numerous awards for excellence in teaching, and has been  
honored  by his peers with an award for professionalism. He is recognized internationally as a 
leader in patient safety education with a special interest in disclosure, building a just culture 
of safety and promoting quality improvement in healthcare. At CMPA, Gordon leads a staff of 18 including 7 physicians. His team 
interacts with well over 23,000 CMPA member physicians each year to coach them in providing safer clinical care and medico-le-
gal risk management. The CMPA Good Practices Guide, a resource for medical trainees and their faculty, will be published in 2012.

Olivier Guillod, LLM, PhD
Olivier.Guillod@unine.ch  
Discipline: Law (Health law)
Country: Switzerland (Neuchatel) 
COME topic area: Error disclosure

Olivier Guillod received an LL.M. from Harvard Law School and a Ph.D. in Law from Neu-
châtel University (Switzerland). He is currently Professor of health law at the Institute of 
Health Law within the University of Neuchâtel. He has been a member of the Swiss National 
Advisory Commission on Biomedical Ethics since 2001. He has written extensively on vari-
ous aspects of health law, especially medical liability, patients’ rights and informed consent. 
He advised the Swiss canton of Valais on introducing by statute a critical incident reporting 
system in all hospitals.



15

Thursday, March 21: 
Error Disclosure

Brian Spitzberg, PhD
spitz@mail.sdsu.edu 
Discipline: Communication (Interpersonal communication)
Country: United States 
COME topic area: Error prevention/identifi cation, Error disclosure

Brian H. Spitzberg received his Ph.D. in Communication Arts & Sciences at the University of 
Southern California in 1981. He is currently Senate Distinguished Professor in the School of 
Communication at San Diego State University. He is the 2011 honoree of the National Com-
munication Association Larry Kibler Memorial Award, and in 2009 he received the Western 
States Communication Association Scholar Award for lifetime contribution to the discipline 
and association. His 1994 coauthored book The Dark Side of Relationship Pursuit: From Attraction to Obsession and Stalking, 
won the biennial International Association for Relationship Research Book Award in 1996. He is author or coauthor of over 100 
scholarly articles and book chapters, and has coauthored or co-edited several scholarly books on communication competence, 
communication skills assessment, and the dark side of communication. His primary areas of research involve interpersonal com-
munication skills, confl ict, aggression, and stalking.

Kathleen Mazor, EdD
Kathy.Mazor@meyersprimary.org  
Discipline: Education (Psychometrics)
Country: United States (Massachusetts)
COME topic area: Error disclosure 

Kathleen Mazor EdD is currently Associate Professor in the Department of Medicine at the 
University of Massachusetts Medical School, and Assistant Director of the Meyers Primary Care 
Institute. A psychometrician, Dr. Mazor has extensive experience in developing and validating 
instruments to measure knowledge, attitudes and beliefs in patients, providers and healthcare 
leaders. Dr. Mazor’s current research interests include physician-patient communication, health literacy, disclosure of medical er-
rors, and decision-making. She has led and collaborated on numerous studies investigating the impact of various strategies for 
communicating health-related information to patients and the public. A major goal of her research is to understand and represent 
the patient’s perspective on health and healthcare. Dr. Mazor received her Doctorate in Education from the University of Mas-
sachusetts at Amherst.
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Tuesday, March 19: 
Error Prevention and Intervention

Title: The Patient Advocacy Reporting System: Identifying and Addressing High Risk 
Physicians
Presenter: Gerald B. Hickson, MD*
*Assistant Vice Chancellor for Health Affairs, Associate Dean for Faculty Affairs, and Joseph C. 
Ross Chair in Medical Education & Administration; Director, Center for Patient and Professional 
Advocacy (CPPA), Vanderbilt University School of Medicine, Nashville TN, USA

Abstract:
PARS is 1) a reliable tool for identifying high-claims risk physicians, and 2) a just, fair, and effec-
tive process for promoting professional accountability. This presentation discusses the research 
background, describes how PARS interventions were applied in a particular case, and summarizes long-term impacts. The PARS 
process of graduated interventions refl ects a commitment to professionalism and professional self-regulation.

Title: Good Intentions and Conventions In Prevention & Intervention:
Communication Competence and Assessment Practices
Presenter: Brian H. Spitzberg, Ph.D.* 
*School of Communication, San Diego State University

Abstract:
Relatively few contexts have as little tolerable margin of error as medical interactions. Although 
errors are sometimes committed individually, they usually are partially a product of, and always 
subsequently imply, problematic communication encounters. As with any human process, there 
are regulative (e.g., checklists, computer coding, instrument scans, etc.) and interactive (e.g., 
sequential communication skills, speech act skills, etc.) that can be incorporated to facilitate 
prevention of errors, and reduce their impact upon committing or disclosing such errors. The formulation of the interactional 
management of patient and staff encounters has experienced a burgeoning expanse of skills models, forms of training, and 
myriad assessment instruments. A review of critical features and decision-points in implementing skills assessments in health care 
contexts will identify a set of practices for developing more valid and useful assessments for training and evaluation applications.

Title: Human factors: Understanding why good people make bad mistakes
Presenter: Dr. Jane Carthey*
*Human Factors Specialist, Jane Carthey Consulting and UCLH NHS Hospitals Foundation Trust, 
London, United Kingdom 

Abstract:
The presentation will discuss human factors science and the ‘systems approach’ to understand-
ing why errors and incidents occur in healthcare. Examples from research in paediatric cardio-
thoracic surgery, healthcare handovers and electronic patient systems will be used to illustrate 
the importance of integrating human factors science into the design of healthcare systems. 
Comparisons will be drawn with other industries where human factors science is more embed-
ded (for example, the nuclear industry). The added value of having human factors specialists working alongside healthcare teams 
will also be discussed. In summary, the presentation will address the critical role that human factors has to play in healthcare. 
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Tuesday, March 19: 
Error Prevention and Intervention

Title: Pitfalls of Counterfactual Thinking in Medical Practice: Preventing Errors by 
Using More Functional Reference Points
Presenter: John V. Petrocelli, Ph.D.* 
*Wake Forest University, USA

Abstract:
Mentally simulated alternatives to reality (i.e., counterfactual thoughts) are powerful stand-
ards of comparison that affect one’s cognitive, emotional and behavioral reactions to event 
outcomes.  While research remains somewhat inconclusive about the conditions under which 
counterfactual thinking leads to functional consequences for judgment and decision making, 
recent fi ndings suggest that counterfactuals can have adverse effects on memory and learning 
and ultimately lead to dysfunctional consequences for decision strategies.  When faced with medical uncertainties, medical profes-
sionals are not immune to the effects of counterfactual thought.  Paying particular attention to common medical education and 
training modalities in the United States of America, the current research explores the potential pitfalls of counterfactual thought 
in medical practice.  Implications of the fi ndings are supportive of replacing mentally simulated alternatives to reality with more 
functional and empirically-guided reference points.   

Title: Integration of Predictive and Retrospective Analysis Methods of Patient 
Safety Factors.
Presenter: Dr. Tjerk W. van der Schaaf* 
*PRISMA safety management systems, Eindhoven , The Netherlands

Abstract:  
Identifying and understanding the weak points in Patient Safety systems still relies predomi-
nantly on retrospective analysis of the contextual and causal factors of actual incidents and 
near-misses. This situation, where learning is limited to existing systems with their real conse-
quences, clearly limits us when we are asked to evaluate the safety level of new or intended 
systems or their components (: procedures, equipment, staff, etc). Only predictive risk analysis methods (usually adapted from es-
tablished techniques in other domains) can help us then. However, even when such methods are applied in Patient Safety, they are 
mostly used to evaluate existing health care systems , and are not related to retrospective results from the same systems, let alone 
be integrated with these. This paper will make the case for much more predictive use of such prediction methods, and to integrate 
their application with that of existing retrospective methods and databases, such as incident reporting schemes.
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Wednesday, March 20:
Error Identifi cation, Analysis, Reporting And Correction

Title: Achieving Patient Safety: The Role of Voluntary Collaborations
Presenter: John R. Clarke, M.D.* 
*Professor of Surgery, Drexel University; Clinical Director for Patient Safety and Quality Initiatives, 
ECRI Institute; Clinical Director, Pennsylvania Patient Safety Authority

Abstract:
The Pennsylvania Patient Safety Authority receives over 200,000 reports of medical error per 
year.  Near miss and adverse event reports of common and interesting problems are analyzed 
to identify best practices for preventing harmful errors.  Dissemination of this evidence-based 
information in the peer-reviewed Pennsylvania Patient Safety Advisory and presentations to 
medical staffs are not suffi cient for adoption of best practices.  Adoption of best practices has required working with institutions to 
identify local barriers to and incentives for adopting best practices and redesigning the delivery system to make desired behavior 
easy and undesirable behavior more diffi cult.  Collaborations, where institutions can learn from the experiences of others, have 
shown decreases in harmful events.  The Pennsylvania Program to Prevent Wrong-Site Surgery will be used as an example  (http://
patientsafetyauthority.org/EducationalTools/PatientSafetyTools/PWSS/Pages/home.aspx).

Title: Unsafe healthcare devices, and how to improve them
Presenter: Prof. Harold Thimbleby, HonFRSA, FIET, CEng, FRCPE*
*Swansea University, Wales 

Abstract:
Unsafe At Any Speed was the title of Ralph Nader’s damning critique of the 1960s car 
industry. We in a very similar position with today’s healthcare: unseen problems with devices 
and health IT cause and contribute to error. Too often investigations fail to explore the impact 
of system design on error. To improve, we suggest two obvious ideas: black boxes and a public 
safety scoring system. Design-induced error needs to be visible to enable learning and fi nd-
ing better solutions to the problem; secondly, safety scores will enable all stakeholders (regulators, procurers, clinicians, incident 
investigators, journalists, and of course patients) to compare solutions and hence chose better systems.
 

Title: HUMAN ERROR RECOVERY as an alternative to only fi ghting failure causes: 
Understanding and acting on why initial errors usually do not reach the patient.
Presenter: Dr. Tjerk W. van der Schaaf* 
*PRISMA safety management systems, Eindhoven , The Netherlands

Abstract:  
In Patient Safety we are still mainly focusing on actual accidents (damage to patients) and their 
failure causes. Near Misses, and therefore also the reasons why initial errors did not reach the 
patient, are ignored or play a minor role at best. This paper will make the case for such error re-
covery factors, and outlines how to include them in the reporting, analysis and correction phases 
of patient safety management systems.
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Wednesday, March 20:
Error Identifi cation, Analysis, Reporting And Correction

Title: WHO efforts to facilitate an International harmonization of Reporting 
& Learning Systems
Presenter: Itziar Larizgoitia*
*Head Innovations for Patient Safety, Patient Safety Programme, World Health Organization, 
Switzerland

Abstract:
The WHO Patient Safety Programme, formerly known as the World Alliance for Patient Safety, 
has focused, since its early years, in facilitating global learning through the systematic com-
munication and reporting about the failures of health systems and the occurrences of harmful 
incidents.  Fear and occultation and weak patient safety cultures, together with the lack of 
agreed standards for collecting, storing, classifying, analyzing and interpreting incident reports and other clinical data, have been 
powerful deterrents for building the knowledge required to prevent and mitigate the occurrence of mistakes and the harm derived 
from latent failures of the health systems.   WHO steered a series of projects leading to the design of the Conceptual Framework 
for Patient Safety and more recently to the pilot version of a “Minimal Information Model for Patient Safety Incident Reporting”.  
This new development, still in its fi rst iteration, is  based on rigorous and advanced sophisticated knowledge engineering meth-
odology.  It will be presented at the COME Conference as a new tool to be subjected to testing and evaluation from local imple-
mentation.  The model suggests standardizing some core concepts in the upper layer of any reporting system, which all together 
minimally describe a patient safety incident and its consequences.  The Model is based in the expectations that by aligning key 
concepts, the reports would be amenable to some level of national and international aggregation and comparison, and thus may 
lead to identify the similarities and patterns in the sources of risks, eventually, leading to global learning for the development of 
effective solutions. 

Title: WHO efforts to facilitate an International harmonization of Reporting 
& Learning Systems
Presenter: Prof. Dr. med. Thierry Girard*
*Department of Anesthesia, Critical care and preclinical emergency medicine, 
University of Basel, Switzerland

Abstract:
Anesthesia is a high-risk environment. During induction of anesthesia the patient stops breath-
ing and the anesthesia team is responsible for maintenance of vital functions, such as breathing 
and cardiovascular stability. Surgical trauma is another destabilizing factor and it is therefore to 
work as an interdisciplinary team. In the early 1990s our department has initiated research in full-scale operating room simula-
tion with a focus on team interaction and crew resource management. What is the impact  on daily practice of building a ‘safety’ 
or ‘no-blame’ culture ? Does critical incident reporting work to identify errors? How do we correct such errors in daily practice?
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Thursday, March 21: 
Error Disclosure

Title: Patient and Family Perspectives on Medical Error and Disclosure
Presenter: Kathleen M. Mazor, Ed.D.*
*Associate Professor, University of Massachusetts Medical School; Assistant Director, Meyers 
Primary Care Institute, USA

Abstract: 
While there is increasing recognition of the importance of making medical care patient-cen-
tered, patients’ and family members’ perspectives on medical error and disclosure have been 
largely neglected. Interviews with patients and family members reveal that many patients be-
lieve that they have experienced one or more preventable harms in their care.  Many do not 
share their suspicions with the provider they hold responsible, and few formally report what oc-
curred. According to patients, providers’ responses to errors vary.  Some providers attempt to dismiss or minimize the error, leading 
to loss of trust and further damaging the relationship. Our research suggests that the ideal response to a medical error includes 
an explanation of what occurred, sincere expression of remorse, appreciation of the impact of the error on the patient, acceptance 
of responsibility, indication those involved have learned from the error, and that changes will be made to prevent recurrences. 
Examples from research and patient interviews will be used to illustrate the patients’ perspective on medical error and disclosure.

Title: “Contributions of Communication Privacy Management to Medical Error 
Disclosure”
Presenter: Sandra Petronio, Ph.D.*
*IU School of Liberal Arts, Department of Communication Studies & IU School of Medicine, 
Campus of Indiana University-Purdue University, Indianapolis (IUPUI); Senior Affi liate Faculty, 
Charles Warren Fairbanks Center for Medical Ethics, IU Health; Founding Director, IUPUI Trans-
lating Research into Practice Initiative (TRIP); USA

Abstract:   
This presentation discusses the contributions of Communication Privacy Management (CPM) 
theory and research to understanding underlying issues concerning medical error disclosure. As a communicative based, social-
behavioral program, developed over the last 35 years, CPM focuses on how people manage private information. CPM explains 
decisions about conditions of granting access or disclosure and reasons for protection or concealing information perceived to 
render the individual potentially vulnerable. The slow adoption of disclosing medical mistakes, even though physicians believe it 
to be important, calls for alternative possibilities. Exploring other ways of thinking about this problem is particularly needed as the 
march toward disclosure policies continues to grow. Perhaps the years of research on disclosure management using CPM might 
be able to suggest some insights.     
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Thursday, March 21: 
Error Disclosure

Title: Disclosure of Harm to Patients: A Canadian Perspective
Presenter: Dr. Gordon Wallace, MD, FRCPC*
*Director of Education, Risk Management Services, The Canadian Medical Protective Association

Abstract: 
A brief overview of the Canadian approach to disclosure of harm from healthcare delivery, the 
role of apology, challenges and some important lessons learned to date.

Title: The (T)errors of Competent Error Disclosure
Presenter: Brian H. Spitzberg, Ph.D.* 
*School of Communication, San Diego State University

Abstract:
Theory and research consistently evidence that people in general are motivated to view them-
selves as competent, and to endeavor to avoid admitting errors, and avoiding self-blame for 
such errors when they are discovered. A well-established model of communication competence 
is applied to the context of error disclosure. The model is unfolded to suggest heuristics for 
identifying potential sources of errors and selective implications for managing the negotiation 
of identities and satisfactions in such encounters.

Title: Medical error disclosure: Some legal aspects  
Presenter: Olivier Guillod*
*Professor, Director of the Institute of Health Law, University of Neuchâtel, Switzerland

Abstract:
In many countries, physicians are under a legal obligation to disclose to their patients errors 
that were made during treatment. This duty is rarely fulfi lled for a number of psychological, 
cultural and legal reasons. The presentation will focus on a few legal features that hamper 
medical error disclosure and suggest ways to create a more suitable legal environment. It will 
also report on an experience made in one Swiss canton in relation with a mandatory critical 
incident reporting system.
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Thursday, March 21: 
Error Disclosure

Title: Disclosure in the USA - How are we doing? 
Presenter: Dennis J. Boyle, M.D.* 
*Associate Professor of Medicine and Rheumatology, Assistant Dean of Education University of 
Colorado, Consultant risk manager for COPIC medical liability Company

Abstract:         
Disclosure of medical errors was fi rst promoted in the late 1990’s in the USA.  Recent literature 
suggests continuing problems with the concept of disclosure. Iezzoni et al in Health Affairs 
2012 found that 11% of physicians had lied to a patient in the last year.  Murtaugh et al., in 
the same journal, studied the complex nature of the response to an error disclosure. She dis-
covered that when a serious error is disclosed to a patent the result is anger and the patient 
leaving the practice of the disclosing physician.  Many other barriers exist to disclosure, fear of loss of license or job and the risk of 
getting sued. Recent malpractice articles revealed a 60% chance of getting sued in the course of our careers and an 11% chance 
of being in a lawsuit at any given time. These are all formidable hurdles to honest disclosure. We will discuss the 12 year data 
of COPIC on the 3R program, described as a limited reimbursement option of a disclosure and reimbursement program. Finally 
we will discuss the ARHQ grant of COPIC and University of Washington investigating communication training and the resultant 
effectiveness of disclosure.
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Tuesday, March 19: 
Error Prevention And Intervention

Title: Safety-relevant communication between health care settings
Authors: Silke Kuske*, Rabea Graf*, Marie Hartig**, Sabine Bartholomeyczik***
*Deutsches Zentrum für Neurodegenerative Erkrankungen e. V. (DZNE)
**Westsächsische Hochschule Zwickau
***Universität Witten/Herdecke

Abstract:
Handovers can increase the risks of adverse events associated with communication and coordination failures. Especially people 
with dementia (PwD) have a major chance to suffer from these adverse events. A systematic review was performed to identify 
publications that consider safety-relevant communication structures and processes in handover at admission and discharge and 
to identify gaps in evidence. Literature was searched which was published until April 2011 in MEDLINE, EMBASE, Cochrane Libary, 
CINAHL, PsycINFO and GEROLIT. Forward citation tracking (SCOPUS) was added. A total of 3918 publications were identifi ed 
and 73 were eventually relevant. The publications referred to strategies that improve patient safety in communication between 
settings. However, there were only a few studies that considered PwD or addressed handover at admission.

Title: Errors, communication and a learning feedback-loop for development
Author: Theodor D. Petzold*
*Medizinische Hochschule Hannover (MHH), Germany; Zentrum für Salutogenese

Abstract:
When patient and doctor have a fi tting intention related to health goals as a basis for their communication they can follow a 
feedback-loop of a ‘communicative self-regulation’ to minimize undesired outcomes caused by errors, and to learn from errors. 
‘Medical errors’ are seen as related to different criteria of the desired outcome: the well-being or healthy development of the 
individual person, the disappearance of symptoms or a cultural defi ned medical standard. When we understand medical care as 
salutogenically accompanying the patients in their healthy self-regulation, we can use the capacity of the patient as resources for 
the pursuit of the health goals. In this way the decrease of errors with undesired severe harms will be a desired by-effect.

Title: My heart dropped: Nurse socialization and medical mistakes
Author: Carey Noland, Ph.D.*
*Northeastern University, USA

Abstract:
Research regarding nursing socialization and medical mistakes was completed. Results of a qualitative study of 38 nursing stu-
dents on socialization and medical mistakes are presented. The research focused on 1) How nursing students make sense of their 
training and socialization experience regarding how to handle potential medical mistakes 2) The strategies nursing students em-
ployed regarding medical mistakes and 3) Important implications for training regarding communication about medical mistakes. 
Analysis included a summary of the kinds of medical mistakes that nurses made and how they communicated about them. In 
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making sense of their role regarding medical mistakes three central themes emerged: the importance of catching mistakes, that 
most mistakes go unreported to patients, and that participants employed passive communication strategies when dealing with 
mistakes. Participants realized that even small mistakes can cause serious harm and understood their role in catching mistakes. 
In addition, participants are learning that many mistakes go unreported to patients. Finally, nursing students are learning to use 
passive communication strategies when interrupting or reporting a mistake.

Title: Communication and Decision-making of “Necessary” and “Unnecessary” Caesarean Sections in China: An 
Exploration of Both Medical Professionals’ and Patients’ Perspectives
Author: Yuping Mao*, Yingyao Chen**, Lu Shi***, Hong Zhou ****, Sylvia Barton*****, Magdalena Richter*****
*Erasmus University Rotterdam, the Netherlands
**Shanghai Fudan University, P. R. China 
***Clemson University, USA
****Hainan Medical University, P. R. China
*****University of Alberta, Canada

Abstract:
Currently in Urban China, the CS rate is reaching the highest historical record—1-2% in the 1950s, 22% in 1988, and reaching 40% 
in the 1990s (Ying & Cai, 2009). In China, estimated CS rates are as high as about 50%, which is much higher than the ratio recom-
mended by the World Health Organization in 1985 of 10-15% (Ying & Cai, 2009; WHO, 1985). Decision-making on CS is rooted in its 
social and cultural contexts, and the joint decision of CS by both doctors and patients highly relies on doctor-patient communication 
on pros and cons of this practice. Taking a communication perspective, this study examined how medical professionals and patients 
perceive what were the “necessary” and “unnecessary” CSs and how CS was communicated between medical professionals and 
patients. In this study, semi-structured individual interviews were conducted with 12 postnatal women who experienced CS within 
one year in a big city (Shanghai) in China, and with 12 doctors whose major responsibility was child birth delivery in the same city. 
Patients were asked to refl ect on how they got information on CS, how the communication with doctors infl uenced their decision-
making on CS, whether and why they perceived their CS was necessary or not, and their opinion on unnecessary CS and medical 
error. Accordingly, doctors were asked to share what kind of information on CS was communicated to patients and how it was com-
municated, what they considered as unnecessary CS, how they communicated with patients who requested unnecessary CS, and their 
opinion on unnecessary CS and medical error.  Both similarities and differences were found between doctors and patients on their 
understandings of CS, their experience of the communication, and their interpretation of the messages being communicated. Both 
doctors and patients talked about the tense doctor-patient relationship in China and how the current medical system, policy, and 
insurance contributed to it. The fi ndings suggest more effective communication programs should be developed to educate patients 
on CS, and there should be more strict regulation on unnecessary CS at institutional and policy levels.
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Wednesday, March 20: 
Error Identifi cation, Analysis, Reporting And Correction

Title: Examining different sets of antecedents to medical error and adverse events reporting
Authors: Kevin-Lim Jungbauer*, Kai Loewenbrück**, Jürgen Wegge*, Heinz Reichmann**
*Institute for Work, Organizational, and Social Psychology, TU Dresden, Germany
**Clinic and Polyclinic of Neurology, University Hospital Carl Gustav Carus Dresden, Germany

Abstract: 
Many healthcare institutions around the globe have recently introduced structured patient safety measures with the aim of im-
proving staff participation in error and adverse events reporting. However, it is not known if these measures by themselves can 
fulfi l this role or if they fi rst require certain organizational prerequisites to be met. Furthermore, it is not known if other factors to 
be found in the individuals themselves are equally or more important altogether. The objective of this study is to identify the rela-
tive importance of different sets of antecedents to error and adverse events reporting. For the fi rst time, the relationship between 
technological factors (e.g., availability of measures), organizational factors (e.g., patient safety culture), and individual character-
istics of staff members (e.g., job satisfaction) and patient safety communication outcomes is investigated conjointly. Designed as 
a cross-sectional survey, two questionnaires were administered to staff members in German neurological university hospitals to 
assess individual and organizational determinants, including the Hospital Survey on Patient Safety Culture (Sorra & Nieva, 2004). 
A third questionnaire was applied to quality management offi cials to assess structural properties and process depth of measures. 
Data has been collected in 11 clinics with a questionnaire return rate of 45% (N = 671). Multiple regression analyses revealed 
the multifaceted nature of reporting behaviour. The results serve as a guide for future research in the area of patient safety culture 
and the development of interventions.

Title: Ineffi cient clinical incident reporting systems create problems in learning from errors.
Authors: Alexis Lewis, PhD*, John G. Williams**
*College of Medicine, Swansea University, United Kingdom
**Health informatics unit, Royal College of Physicians, United Kingdom 

Abstract:
Research highlights clinical incidents are caused by a number of undetected small sequential errors or system failures. If these er-
rors are detected they can be corrected before there is a catastrophic event. This can be done with a robust and reliable reporting 
system and form. 
However barriers to effectively learning from errors that have occurred are hampered by the poor data quality of existing report 
forms. The information provided on reports is often inaccurate and unclear. Additional to this is the problem of many different 
forms used throughout the NHS, there is a lack of standardisation. There is evidence that staff are not communicating their experi-
ences of error due to lack of meaningful feedback resulting from those reports that are fi lled out. 
What are the problems associated with current reporting forms that hinder clinical incident reporting. What needs to be included 
in the design of the standardised clinical incident report form? 
In order to develop standards for the systemised reporting of adverse clinical incidents we have compared incident reporting forms 
currently used in NHS practice. Between twenty and thirty current forms were accessed from NHS trusts throughout the UK. Further 
forms were sought from medical device trainers. These were compared in terms of best practice from the literature. 
Current NHS incident reporting forms have features which hinder clinical incident reporting. Forms failed to capture clinical incident 
data at the point of care and many do not encourage feedback mechanisms. Defi nitions regarding what to report are not clear. 
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Wednesday, March 20: 
Error Identifi cation, Analysis, Reporting And Correction

Title: Learning from iatrogenic incidents: A novel framework for investigating, understanding and communicat-
ing information-based medical error
Authors: Huayi Huang*, Paul Curzon*, Graham White*, Ann Blandford**
*Cognitive Science Research Group, Queen Mary University of London
**UCL Interaction Centre, University College London 

Abstract:
Iatrogenic incidents occur in multifaceted and complex work-systems. Many approaches to incident investigation have been 
proposed for other safety-critical domains, yet very few have been developed from the outset with the specifi c needs of the 
healthcare domain in mind. We present a novel approach to support investigative reasoning about the informational aspects of 
incidents, which has been developed as part of a larger interdisciplinary project specifi cally looking at medical safety. We present 
early evaluation results from its application to incident data from two independent medical incident investigation reports, where 
the results suggest that the novel framework developed potentially has utility in supporting incident investigation. We conclude 
with a brief sketch of future work to further evaluate the applicability and utility of this novel framework using a series of closed 
incident data from medical trusts.

Title: Medical errors: The importance of organizational and contextual factors  
Authors: Efharis Panagopoulou*, Evangelia Tsiga*, Anthony Montgomery*
*Medical School Aristotle University Thessaloniki, Greece

Abstract:
This paper will examine the infl uence of organisational and contextual characteristics on medical errors using two different 
methodologies. The studies reported in the paper are part of a multi-centre European project examining the link between hospital 
organisational culture, contextual characteristics, work stress, and medical errors. The fi rst (cross-sectional) study examined the ef-
fects of teamwork, burnout and engagement on medical error reporting among 650 medical specialists. Results showed that con-
trolling for the effects of experience, age, and caseload, engagement, and teamwork were predictive of reduced reported medical 
errors among surgeons and pediatricians. Engagement was the only predictive factor of error reporting among internal medicine 
specialists. Gender differences are also reported. The second (experimental) study examined the ability to diagnose kidney stones 
while reading an image of a KUB X-ray of attractive versus unattractive patients. Result showed that the likelihood of a missed 
diagnosis was decreased by 4.2 times in attractive patients. Implications for patient safety are discussed.
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Wednesday, March 20: 
Error Identifi cation, Analysis, Reporting And Correction

Title: Reported safety events among patients with intellectual and developmental disabilities: A national study 
in Taiwan
Authors: Yu-Jhen Huang, R.N.*, Chun-Ta Chiu, B.S.*, Shing Liao, R.N., Eds*, Wui-Chiang Lee, M.D., Ph.D., M.H.S*.
*Taiwan Joint Commission on Hospital Accreditation

Abstract:
Due to the signifi cant limitations in intellectual functioning and adaptive behavior (conceptual, social, and practical skills) since 
childhood, people with intellectual and developmental disabilities (IDD) have far greater healthcare needs, problems accessing 
health services than the general population, and are sometimes treated indifferently which could even cause death in this vulner-
able group. The purpose of this research is to assess the particular type and patterns of the patient safety events among the IDD 
group in Taiwan. 173 (0.91 ‰) reports with IDD were retrieved from the nationwide and voluntary uploaded database of 189,210 
cases between 2005 and 2011. This retrospective analysis reveals the 
most frequently reported safety event categories related to ID patients were disruptive, aggressive behavior(34.1%), fall(33.5%), 
tube-related(16.8%) and security(7.5%) events, which tend to occurred among male(64.7%), adult(72.8%) inpatients(84.4%) 
in wards(82.1%) of general hospitals(67.1%) in northern(37.0%) Taiwan and majorly reported by nurses (83.8%). Although the 
outcomes of events are usually little to moderate harm (53.2%) or no harm (38.7%), seldom cases result severe harm (4.0%) 
while no cases reported death, disruptive, aggressive behavior events and security events are particularly outnumbered the gen-
eral population in TPR database which require more attention to prevent from happening and promote patient safety.

Title: A web-based incident reporting system: Two years of experience in an Italian research and teaching hospital
Authors: Silvana Castaldi *, Antonia Demarchi **, Annalisa Bodina ***
* Scuola di Specializzazione in Igiene e Medicina Preventiva, Università degli Studi di Milano - Fondazione IRCCS Ca’ Granda 
Ospedale Maggiore Policlinico, Milano, Italy
** Settore Programmazione e sviluppo Processi Assistenziali – SITRA, Fondazione IRCCS Ca’ Granda Ospedale Maggiore Poli-
clinico, Milano, Italy
*** Scuola di Specializzazione in Igiene e Medicina Preventiva, Università degli Studi di Milano, Italy

Abstract:
RATIONALE: A web-based Incident Reporting System (IRS) is a  tool that allows healthcare workers to voluntary and anonymously 
report adverse events and near misses. It has multiple advantages both for reporters and monitors: easy access, structured data 
entry guidance for reporting the different aspects of an accident, legibility of reports, fast sharing of information by several health-
care workers, ect..  In 2010 such a system was introduced in our research and teaching hospital in order to detect errors and near 
miss events and  to learn from failures to improve the quality of the delivery of care.
RESEARCH QUESTION: We put into operation our web-based IRS two years ago, at the end of 2010. Now we want to see if it is really 
powered and which healthcare workers use it more. We want to systematically analyze the available data to see what kind of errors 
are more reported and to assess if the incident reporting had an impact in improving the process of care (decrease errors reporting).
DESIGN: Analysis of all data from the reporting forms over the two years of activity 2011 and 2012.
FINDINGS: We fi nd out that: the nursing staff is that makes more use of IRS; the reported errors are basically related to prescrip-
tion and administration of medications; the number of reports compared to the admissions in 2011 and 2012 is very low, which 
is likely to mean a failure in reporting adverse events. This consideration together with the high number of near misses against 
occurred error leads us to speculate that adverse events with serious consequences for patients are marginally reported. The mis-
conception that  an IRS can be used to assess professional responsibility and to blame individuals contributes to this IRS failure.
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Thursday, March 21: 
Error Disclosure

Title: Apology Laws: A Critique 
Authors: Stuart McLennan*, Robert D. Truog**
*Institute for Biomedical Ethics, University of Basel
**Harvard Medical School, USA

Abstract:
Background: ‘Apology laws’ have been widely implemented in the United States, Australia and Canada which prevent apologies 
given during error disclosure conversations from being used against professionals in litigation. What constitutes an ‘apology’ 
under these laws varies and commentators have called for law reform to strengthen many of these laws. There are also calls in 
other countries, such as the UK, to implement such laws.
Aims: To examine the development and use of apology laws internationally, whether they are an ethically appropriate or a legally 
necessary strategy to close the ‘disclosure gap’ and if other countries should implement such laws.
Methods: Ethical and legal refl ection on best policy following review of international literature concerning apology laws, medical 
error communication and medical liability. 
Findings: Laws protecting open disclosure conversations are unnecessary and a misguided strategy to encourage error disclosure. 

Title: Chaos in the hospital: Communicating hospital mistakes in the Portuguese case of “Santa Maria’s blind”
Author: Gonçalo Pereira Rosa*
*Portuguese Catholic University, Portugal

Abstract: 
On the morning of 17th July 2009, in Lisbon’s biggest public hospital, six patients with eye diseases inadvertently received injec-
tions of a substance used for oncology purposes instead of their designated medicine. As a result, they became blind or seriously 
eye-impaired. The hospital mistake – now attributed to poor handling of substances inside the resident pharmacy and a defi cient 
protocol for medicine manipulation – soon became the headline of the week in national media.
This study analyses the media coverage of the case in the Portuguese public television channel, taking into account the nature of 
the sources cited in news samples and the dominant frames found in the news. We monitored the news for six months. The crucial 
research question was related to the ability to control the discourse by a hospital source (typically an offi cial source) in a strongly 
disruptive and unpredictable event. 
Our research has shown that for a short period of two days the hospital administrators felt behind in controlling the journalistic 
discourse. Television news refl ected then more critical sources and used frames related to the absence of reliable protocols in 
the hospital, hinting a chaotic system at place. After the hospital offi cials and the Ministry of Health sources managed to regain 
control of the situation, discourse was normalized and news began presenting a plausible response to the incident. Research also 
demonstrated that the stages of police investigation and court trial were met by media disinterest. Very few news stories were 
presented about the event at those stages.
Media templates cope poorly with science’s needs and deadlines, and health institutions need to include this uncertainty in their 
contingency plans to deal with new risks and emergencies in order to convey to society its capacity to respond and adapt to 
challenges.
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Thursday, March 21: 
Error Disclosure

Title: Mandatory Mediation: Disclosure Benefi ts to Patients and Providers in a Confi dential Setting 
Authors:  Randall C. Jenkins*,**, Arlene E. Smillov*
*JHMHC Self-Insurance Program, USA 
**University of Florida Department of Health Services Research, USA

Abstract:
Background: Disclosure statutes are currently utilized by 35 states and serve the purpose of ensuring providers inform patients 
of untoward events.  However, in most instances, disclosure leaves the patients and their families with many more questions that 
may not be adequately answered at the time of the event or at discharge.  Combining state statutorily-required disclosure with 
the confi dentiality protections provided by Florida for pre-suit mediations, the University of Florida Pre-suit Mediation Program 
(FLPSMP) gives patients and providers a consistent setting where a trained, neutral, third-party medical malpractice mediator 
assists all parties with the communication of messages and makes sure the messages are completely understood. Every patient 
is required to attend pre-suit mediation prior to bringing a lawsuit. The ability of patients to speak and be heard is an important 
component of the FLPSMP process, as the patient becomes an active participant in the decision-making process, quality improve-
ment opportunities, and claim resolution.  The ability of the healthcare providers to hear directly from the patient about how their 
own system failed is a key component to understanding how to improve the system for future patients and also provides an op-
portunity for the healthcare provider to offer an explanation as well as an expression of sympathy – an apology- for the patient’s 
undesired outcome. As a result of the open dialogue between patients and providers, patients receive the information they need 
to better evaluate the care they received, which in some cases convinces them not to pursue claims lacking merit.  Likewise, pro-
viders learn from listening to patients to ensure they have adequately evaluated the full risk for each prospective claim. Claims 
with merit are then settled early before there is protracted litigation and unnecessary legal costs.    

Question: Does a mandatory pre-suit mediation program provide a stop-gap process that identifi es patients seeking new or addi-
tional disclosure information and promote resolution of dissatisfaction through a confi dential candid discussion between patients 
and providers facilitated by a neutral third party healthcare certifi ed mediator?  

Findings: Data presented will show the FLPSMP program from 2008 to 2012:
1. Resolved 50-75% of patient dissatisfaction claims (combining those resolved and those where no claim was received after 

disclosure conversation occurred at FLPSMP).
2. Provided a forum for disclosure conversation with 100% of those patients who participated.
3. Provided opportunities to improve future patient experiences by improving system issues shared by patients during FLPSMP 

disclosure meetings.   
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Poster Abstracts

Tuesday, March 19: 
Error Prevention And Intervention

Poster number: 01
Title: 10 years of experience using the HemoCod transfusion safety system
Authors: José L. Scherrer, Jorge Urtiaga Baonza 
*Aegis Medical Technologies GmbH, Switzerland
**JUB Solutions S.L., Spain

Abstract:
The mismatch between the patient and a drug or a blood product administered, remains a signifi cant source of mortality and 
morbidity in the western world.
The scope of the presented system is to securely track and crosscheck drug administration. Once the prescription is entered in the 
system, the system will help to positively match the patient with the drug to be administered.
Furthermore the system allows for a complete and detailed traceability and monitoring of all drug products that leave the phar-
macy, or the local blood bank. This traceability and monitoring capability reaches from the assignment of the product up to the 
actual administration at bedside.
Since 2003 the HemoCod system for safe blood transfusion has been deployed in 35 hospitals with a total of 450 PDA’s in use. So 
far 250.000 transfusions have been administered using the system with no transfusion reaction linked to miss-matching between 
patient and blood product reported.
The HemoCod system has proven to be an effi cient tool to avoid cross- matching errors between drug and patient. Especially 
oncological patients receiving IV treatment could benefi t from the advantages of the system.

Poster number: 02
Title: Systematic failures in healthcare, going against patient’s wishes, case study
Author: Tasneem Katawala*
*Kingston Hospital NHS Trust, London, United Kingdom

Abstract:
Terminally ill patients are subjected to undignifi ed and distressing deaths when doctors try to resuscitate them against their 
wishes. Decisions about resuscitation are extremely important and it is vital that patient’s wishes are respected. Disregard of 
patient’s wishes is an unacceptable failure.
A 72 year old male patient with signifi cant co morbidities was put to harm despite his clear wishes for not wanting resuscitation 
in an event of cardiopulmonary arrest.
Hospitals should have systems in place where staff and doctors are trained to comply with patient’s wishes. This is not just good 
practice but an essential part of hospital governance.
The problem is exacerbated when junior doctors do not get support from senior doctors. Systematic failures identifi ed are poor 
communication and unclear lines of authority of senior physicians. Moreover, disagreement between different medical teams 
involved in patient care, disconnected reporting systems and fragmented systems where numerous patient handovers result in a 
lack of coordination predispose to medical errors.
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Tuesday, March 19: 
Error Prevention And Intervention

Poster number: 03
Title: The role of health literacy skills in patient safety: Towards a positive relationship
Authors: Ana Maria Moreno Londoño*, Sarah Mantwill*, Zlatina Kostova*
*Institute of Communication and Health (ICH), University of Lugano, Switzerland

Abstract:
Nowadays, due to changes in lifestyle and an ever-aging population, the prevalence of chronic diseases is increasing.  Constant 
advances in health care science and technology require patients to become more actively involved in their disease management 
to make informed decisions on their treatment. Although empowering patients should be the ultimate goal, health care providers 
have to be aware of patients’ actual understanding of relevant health information and their abilities to contextualize and apply 
this to their health conditions. Hence, health literacy skills play a fundamental role in patient safety. Inadequate patient health 
literacy skills represent a risk for errors to occur causing  adverse health outcomes (AMA, 2007), including misreporting of medica-
tion intake, wrong intake and eventually overdosing. 
Health communication provides strategies to overcome these diffi culties helping health care providers and patients to become 
more effective in their treatment, by developing tools to identify patients with low health literacy skills, designing programs to 
enhance health knowledge of patients, and developing more understandable materials to overcome possible communication 
barriers between doctors and patients. 

Poster number: 04
Title: Ethics of Fine-Print
Author: Peter Seele*
*Institute of Marketing & Communication Management (IMCA), University of Lugano, Switzerland

Abstract:
The poster addresses a discrepancy. Bold, capital letters in bright colors are used when it comes to promote and advertise a prod-
uct. But when it comes to possibly harmful side-effects of e.g. pharmaceuticals, fi nancial products or soft-drugs some companies 
tend to camoufl age these effects by fi ne-print, low contrast between paper and printed letter or even by thin and see-through 
paper. The poster wants to provocatively point to the difference between legal requirements and the ethical responsibility to com-
municate clearly to possible customers, patients or the public in general.

Poster number: 05
Title: On a safe site? How patients rate the credibility of insomnia websites.
Authors: Arthur Dubowicz*, Ramona Ludolph*
*Institute of Communication and Health (ICH), University of Lugano, Switzerland

Abstract:
In recent time the Internet has become one of the most important sources for health information, and treatment advice. Interna-
tionally about 80% of adult Internet users have searched for health information. Most of the information found on the Internet is 
not discussed with a medical practitioner, but used as the single source. 
In order to see how much patients relay on information and advice provided on Insomnia websites, a high and a low-quality 
website were investigated and about 454 participants were asked to rate the credibility of the medical information.
The results show that public health authorities should be concerned about the credibility of not helpful information from a medical 
point of view on the Internet. For laypersons it seems to be very diffi cult to judge the quality of content.
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Wednesday, March 20: 
Error Identifi cation, Analysis, Reporting And Correction

Poster number: 06
Title: Medication Errors: Analysis of critical incident reports and the perception of physicians and nurses in a 
teaching hospital 
Authors: Saskia Huckels*, Ute Buschmann*, Thomas Kaufmann*, Guido Schüpfer**   
* Luzerner Kantonsspital, Stab Medizin, Quality- and Riskmanagement, Switzerland 
** Luzerner Kantonsspital, Stab Medizin, Anesthesia, Switzerland

Abstract
The comparison of the critical incidence analysis and the interview results imply a different view of physicians and nurses with 
regards to the frequency of medication errors. While incorrect ‘preparation’ and wrong ‘administering technique’ were the process 
steps with the highest frequency in the analysis of the critical incidents, the interviewed employees indicated ‘prescribing’ to be 
the most critical step in the medication use-process. Furthermore, most of the interviewed physicians and nurses declared that 
medication errors occur once to twice per year or month. Only the number of medication errors in the critical incident reporting 
system suggest that the actual medication error rate is nearly one error or more per day.  However, the medication problems 
‘dosage mistakes’ and ‘wrong medication’ were identifi ed as most frequent medication errors by the interviewed staff as well as 
by the critical incident analysis. In summary, the results indicate that the awareness of employees of the actual frequency of medi-
cation errors should be improved by continuous information and training. Part of the information and training could be internal 
publications of medication error cases and critical incident reporting analysis as well as regular discussions of the medication error 
reports. In consequence, error categorisations of medication reports facilitate recognition of risks in medication management and 
help to develop safety barriers.

Poster number: 07
Title: Management of serious adverse events: The rise of a cultural revolution
Author: Jean-Marc Biquet*
*Médecins Sans Frontières

Abstract:
In its relentless pursuit of the improvement of the quality of the medical services offered to patients, the Swiss section of MSF has 
decided to implement a procedure of management of Serious Adverse Events (SAE). 
This decision seems to be a première in medical humanitarian assistance. It stemmed from the institutional recognition of the 
existence of SAE - often called “medical errors” - in the provision of 
health services and from the acknowledgement that SAE, if internally disclosed and methodically analysed, can be useful in pro-
moting recommendations to improve MSF practices.
From the absence of discussions on the very existence of “medical errors” to the implementation of a policy turning them into an 
opportunity to globally improve medical services delivery has been a real shift of paradigm.
Despite the numerous breaks and diffi culties inherent to the organisation itself as well as to the type of contexts MSF is operat-
ing, the implementation of the SAE policy shows its fi rst results: in six months, SAE has become an accepted new acronym in MSF 
vocabulary and in 1 year, more than 20 SAE cases were reported and analysed.
The management of SAE enabled MSF to approach diffi cult questions without proper response up to now: disclosure of errors to 
the patients or relatives, compensation in case of medical errors, limits of institutional and individual responsibility.
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Wednesday, March 20: 
Error Identifi cation, Analysis, Reporting And Correction

Poster number: 08
Title: Adverse events: Data on Falls and Pressure Ulcer Prevalence in Swiss Acute Care Hospitals 
Authors: Christa Vangelooven*, Stefan Kunz**, Sabine Hahn*
*Berne University of Applied Science, Section Health, Switzerland
**University of Applied Sciences Western Switzerland, Institute of Health, Fribourg, Switzerland 

Abstract:
Comprehensive data on adverse events related to the quality of hospital care in Switzerland are still scant. In order to initiate, 
monitor and support the development of health care quality, the Swiss National Association for Quality Development in Hospitals 
and Clinics (ANQ) did recently defi ne national quality indicators. 
In 2011 the fi rst national prevalence measurement falls and pressure ulcers was conducted in 112 Swiss acute care hospitals. The 
instrument used for data collection was the International Prevalence Measurement of Care Problems questionnaire from Maas-
tricht University (NL). It contains items (institutional, ward and patient level) about policy, prevalence, prevention and treatment 
regarding the indicators falls and pressure ulcer. It allows identifying the number of patients having acquired pressure ulcers and/
or having experienced a fall during the hospital stay. 
Data collection was led by the University of Applied Sciences in Berne. To benchmark hospitals multilevel hierarchical modeling 
was used. Hospitals were compared on the basis of the regression residuals and their confi dence intervals. 
Over 10’600 patients did participate, leading to a response-rate of 68%. The descriptive analysis revealed mean prevalence rates 
of 2.1% and 4.3% for hospital acquired pressure ulcer (degree 2-4) and for in-hospital falls respectively. National risk-adjusted 
outcome results from both indicators showed quite a homogeneous distribution among hospitals, whereas in the in the applica-
tion of preventive and intervention strategies more heterogeneity could be detected.
For the fi rst time in Switzerland, very important quality in health care information related to falls and pressure ulcers are available 
on a national scale. The second national measurement took place on November 6th, 2012. Data on this measurement will be 
available in summer 2013.

Poster number: 09
Title: Tully Meetings 
Authors: Prof. Harold Thimbleby, HonFRSA, FIET, CEng, FRCPE*
*Swansea University, Wales 

Abstract:
Tully Meetings bring together top clinicians and top computer scientists to work out how to make healthcare safer and more ef-
fi cient using IT. Meetings are co-sponsored by the Royal College of Physicians, who are writing a report on the Future Hospital, to 
which Tully Meetings have been contributing.
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Thursday, March 21: 
Error Disclosure

Poster number: 10
Title: The “Legal Emergency Kit”
Authors: Leopold-Michael Marzi*, Gerhard Mann**, Alexander Trenker***   
*General Hospital Vienna – University Hospital, Legal Department, Austria
**Wiener Städtische Versicherung AG – Vienna Insurance Group, Med. Malpractice Dept., Austria
*** Wiener Städtische Versicherung AG – Vienna Insurance Group, Dept. E4 Med. Risks, Austria

Abstract:
Hospitals are open twenty-four hours and errors, especially malpractice, can happen day and night. But only bigger hospitals have 
a legal department and most of the others do not really need one for everyday life. Very often health professionals do not know 
how to react in case of malpractice or emergency from a legal point of view. Sometimes they make errors after the event which 
could be avoided easily. The patient or his family contact a lawyer immediately, but who helps the health professionals to cope 
with the case? 
The Vienna General Hospital is one of the biggest hospitals not only in Europe, but also in the world. I has an own legal depart-
ment since 1989. In the year 2000 the project “Risk Management” was initiated by the head of the legal department in order to 
reduce the cases of malpractice. The aim at this time was: “Minus 50% concerning cases and more than 50% concerning costs 
in ten years (2010).” Because of the long tail risk, absolute numbers aren’t possible, but a far better loss-ratio has been achieved. 
How did it work? Every case was analyzed by the legal department and also by the insurance company. If necessary and possible, 
amendments were made in order to avoid such errors and damages in the future. In the years 2005 to 2007 the legal department 
of the Vienna General Hospital in cooperation with the Vienna Insurance Group also created a totally new form of quick help: 
the so-called “Legal Emergency Kit”. It represents a handy plastic case, which is labeled accordingly and on which a paragraph is 
stamped. There are about 500 of these kits in all departments of the Vienna General Hospital and every employee must be able 
to access such a plastic case within one minute from the workplace. 
In order to avoid negative consequences the Vienna General Hospital made it possible to get legal support even during the week-
end and late in the evening. The legal practitioner of the Vienna General Hospital can be called at any time via mobile phone. If 
necessary he comes to the hospital, in most cases he tells the health professionals what has to be done over the phone. These 
measures taken by the hospital also were very well supported by the insurance company. There are about twenty calls during the 
weekend and in the late evening every year since 2007. All reported cases could be settled out of court. Not a single case was 
mentioned in a newspaper or any other mass media, because the case was handled in a right way, even for the patients and their 
families.
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Thursday, March 21: 
Error Disclosure

Poster number: 11
Title: “Sorry Seems to be the Hardest Word”: Development and Implementation of a Workshop to Teach Error 
Disclosure
Authors: Luba Komar*, Margot Follett-Rowe*
* Division of Pediatric Emergency Medicine, Department of Pediatrics, Hospital For Sick Children, University of Toronto, Toronto, 
Canada

Abstract: 
An essential  pillar of  Patient Safety is honest and transparent communication. Disclosure of  medical error is mandated by both 
ethical and legal duties of healthcare providers and is endorsed by various professional and regulatory bodies. Effective apology 
requires recognition of what victims and their families expect from Disclosure. The greatest barriers to Disclosure are the fear of 
litigation and the lack of education about and skill in Disclosure. 
To this effect a workshop, “ Sorry Seems to be the Hardest Word” was developed to: 1/ educate attendees about the ethical and 
legal rationale for Error Disclosure, 2/ outline the process of disclosure and its constituent elements by reviewing the Canadian 
Medical Protective Association (CMPA)’s “Disclosure Road Map”, 3/ describe the phenomenon of the 2nd victim and 4/ develop 
and practice the skill set required for Error Disclosure through role playing, discussion of the experience and feedback using the 
CMPA’s Disclosure Checklist.
Didactic materials, web addresses for free access materials and video clips from the IHI Open School  were supplied to attendees 
prior to the workshop. This workshop was fi rst presented at the Sick Kids Pediatric Emergency Conference (Oct 2010) and subse-
quently presented to 4 groups ranging from Family Practice residents in a Masters of Health Sciences Program to educators at the 
Canadian Conference of Medical Education. Simulation of the Disclosure started with role playing of the various roles by attend-
ees and graduated to the incorporation of standardized patients playing the role of parent of the child in a pediatric error scenario.
Evaluations of the workshop indicated that despite initial anxiety about role playing attendees found simulation very effective and 
found the workshop incredibly valuable. Trainees were of the opinion that the workshop should be formally incorporated into their 
curriculum and should be given every year to all trainees.
 



37

Public Event

“Perspectives on medical error”

Thursday 21 March 2013, 8:30 pm
Auditorium Monte Verità
Free Entrance

English with translation into Italian

The role of communication in the eventuality of medical errors is of great public interest. This public event will interface four re-
nowned personalities in the fi eld to confront their personal perspectives on this topic area. USI Professor Annegret Hannawa will 
represent the communication competence perspective in this stimulating discussion. The medical perspective will be represented 
by Prof. Dr. Albert Wu, a practicing internist and professor of medicine, health policy and management, and Prof. Dr. Marcia Chil-
dress, a professor of medical education. WHO Patients for Patient Safety champion Brian Stafford, who has experienced  repeated 
events of iatrogenic harm in his family environment, will represent the patient perspective on the panel. At the end of the discus-
sion, the presenters will answer questions from the audience. The evening will be moderated by Paolo Attivissimo.

Panelists: Prof. Dr. Annegret Hannawa, Institute of Communication and Health (ICH), Università della Svizzera italiana;  Prof. Dr. 
Albert Wu, Bloomberg School of Public Health, Johns Hopkins University, USA; Prof. Dr. Marcia Childress, School of Medicine, 
University of Virginia, USA;  Mr. Brian Stafford, WHO Patients for Patient Safety Champion, Australia.

Speakers
Albert W. Wu is a practicing internist and Professor of Health Policy and Management and 
Medicine at the Johns Hopkins Bloomberg School of Public Health, and director of  the Center 
for Health Services and Outcomes Research and the Hopkins DEcIDE center for comparative 
effectiveness research. He received BA and MD degrees from Cornell University, and completed 
Internal Medicine residency at the Mount Sinai Hospital and UC San Diego. He was a Robert 
Wood Johnson Clinical Scholar at UCSF and received an MPH from UC Berkeley. His research 
and teaching focus on patient outcomes and quality of care. He has studied the handling of 
medical errors since 1998, and has published infl uential papers including “Do house offi cers 
learn from their mistakes” in JAMA in 1991, and “Medical error: the second victim” in the 
BMJ. He has over 320 published papers and developed an award-winning educational video 
on disclosure “Removing insult from injury: disclosing adverse events.” He was a member of 
the Institute of Medicine committee on identifying and preventing medication errors, and was Senior Adviser for Patient Safety to 
WHO in Geneva. He is editor of the book “The Value of Close Calls in Improving Patient Safety,” published by the Joint Commis-
sion in 2011, and teaches a series of courses on measurement, quality of care and patient safety. 

Marcia Day Childress is Associate Professor of Medical Education  (Medical Humanities) 
and David A. Harrison Distinguished Medical Educator at the University of Virginia School of 
Medicine. As director of Programs in Humanities within the Center for Biomedical Ethics and 
Humanities, she oversees a humanities curriculum for medical students, teaches courses in lit-
erature and medicine, and leads medical humanities and arts programming. She also directs the 
Medical Center Hour, the medical school’s weekly public forum on current issues and controver-
sies in medicine and society, including medical error. Her research interests include narrative in 
medicine, interprofessional learning, and refl ective education. She writes on literature and on 
uses of the humanities and arts in medical education and in public refl ection on medical mat-
ters. She received a Ph.D. in English literature from the University of Virginia.
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“Perspectives on medical error”

Brian Stafford declares himself to be an ordinary member of the general public without a 
medical background. As a consequence of a serious illness he and his family experienced re-
peated events of iatrogenic harm. At that stage he learned fi rsthand about disclosure of medi-
cal error. On the death of that close family member Brian turned his attentions and community 
volunteering to improve the delivery of the health services in his own country. He later became 
one of the original people involved in the inaugural Patient for Patient Safety conducted by the 
World Health Organisation in Australia. He is now accredited by WHO as a Patient for Patient 
Champion. His volunteering in health related fi elds sees him sitting as the community repre-
sentative with a diverse range of health service providers that include: a human research ethics 
committee; trauma patient transportation; community nursing; advisory group to Government 
of future health needs of his city, etc. In his paid employment he works within the local Court 
system as the State Manager for a children’s contact service.

Annegret F. Hannawa is Senior Assistant Professor of Health Communication at the Univer-
sity of Lugano’s  Institute of Communication and Health (ICH). Prior to joining the faculty at USI, 
she served as Assistant Professor of Health Communication and Empirical Research Methods 
at Wake Forest University, North Carolina. Professor Hannawa’s research focuses on effective 
health care delivery and positive health outcomes that can be achieved through competent in-
terpersonal interaction. Particularly, she is interested in the role of communication in preventing 
and disclosing medical error. Her most recent research examines physicians’ verbal and non-
verbal error disclosure styles to patients that facilitate positive and negative physiological (e.g., 
patient and physician well-being), psychological (e.g., rumination, distress, feelings of guilt), 
relational (e.g., trust, forgiveness, satisfaction), organizational (e.g., litigation), and systemic 
(e.g., doctor-switching) health outcomes. Professor Hannawa’s studies have been published in 
a variety of distinguished journals such as Health Communication, Patient Education and Counseling, Communication Studies, 
Communication Methods and Measures, Swiss Medical Weekly, Journal of Family Communication, Western Journal of Communi-
cation, Violence and Victims, and Therapeutische Umschau. Three of her investigations have received “Top Paper Awards” by the 
U.S. National Communication Association.
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Social Program

Japanese calligraphy writing
Location: Monte Verità Tea House
Date: Tuesday, 19 March 2013, 17:00 – 18:30
Ticket price: CHF 40.00 per person 

Description:  The Monte Verità Tea House offers a fascinating insight into 
the art of Japanese calligraphy. At this event, you will have the chance to 
learn the basics of this craft and the traditional tools utilized. Words in 
Japanese make beautiful works of art: Create your custom calligraphy and 
take it home with you. After the session, you will also be able to visit the 
Zen Garden.

Classical baroque concert
Location: Sala “Balint,” Monte Verità 
Date: Tuesday, 19 March 2013, 21:00 – 22:15
Ticket price: CHF 35.00 per accompanying person (included in the confer-
ence registration fee for COME 2013 participants) 

Description: Enjoy a beautiful classical music selection presented by a pro-
fessional baroque ensemble including a string quartet, oboe, and cembalo 
from the Southwest German Symphony Orchestra Konstanz. The artists 
are visiting the COME conference from Germany for an exclusive musical 
evening that encompasses pieces from Beethoven, Marcello, and Albinoni. 

Historical tour of Monte Verità
Location: Monte Verità
Date: Wednesday, 20 March 2013, 17:00 – 18:30 
Ticket price: CHF 20.00 per person 

Description: Listen to “The Living History,” Hetty Rogantini De Beauclair, 
to learn about the periods, themes and personalities who helped shape 
the legend of Monte Verità. Discover the fascinating history of the “Hill of 
Utopia” in tellings of personalities, historical periods, buildings, projects 
and examples of utopias. From the anarchists to the reformers, from the 
typical “airlight” huts to the Bauhaus, from art to literature, from Baron 
von der Heydt to Harald Szeemann – enjoy testimonies of a century of 
history on Monte Verità. 
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Social Program

COME conference banquet 
Location: Monte Verità 
Date: Wednesday, 20 March 2013, 19:30 – 24:00
Ticket price: CHF 50.00 per accompanying person (included in the confer-
ence registration fee for COME 2013 participants) 
Description: Enjoy an evening of exclusive dining, local wine, the COME 
2013 award ceremony and cultural entertainment.

Wine tasting
Location: Cantina Delea, Losone
Date: Thursday, 21 March 2013, 16:30 – 18:30
Ticket price: CHF 40.00 per person (incl. bus transport)

Description: The guided tour of the Delea wine cellar includes the produc-
tion of Balsamic vinegar, the wine cellar, the bottling and storage of the 
distillery and barrel with the museum. At the end, there will be a tasting 
of some wines, accompanied by a selection of salami, bacon, cheese and 
bread.

Cultural excursion 
Location: Sacro Monte Madonna del Sasso and Old Town Locarno
Date: Friday, 22 March 2013, 14:00 – 18:00
Ticket price: CHF 25.00 per person (incl. shuttle transport to Locarno and 
funicular railway ticket)

Description: Enjoy a guided tour with your colleagues to Ticino’s greatest 
photo-op. The tour begins with a  spectacular funicular tram ride look-
ing through the palms to the sunlit arcaded main front of the Franciscan 
Santuario della Madonna del Sasso, an impressive ochre vision fl oating 
above the town on a wooded crag (sasso means rock). The sanctuary was 
consecrated in 1487 on the spot where, seven years earlier, the Virgin had 
appeared to Brother Bartholomeo da Ivrea from the San Francesco mon-
astery in the town. A twenty-minute walk down through the lush ravine of 
the Torrente Ramogno and past a handful of decaying shrines will take us 
back to Old Town Locarno, where we will have time to enjoy some historic 
churches and a cup of coffee or tea.
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Location
Ascona and Surroundings

Monte Verità 
Monte Verità, the “Hill of Truth”, stands nearly 1200 feet tall and overlooks the town of 
Ascona and the surrounding Lago Maggiore. The hill, which has hosted scholars for nearly 
100 years, began its tradition when Rudolf von Laban set up his nudist school of “Natural 
and Expressive Dance” in 1913. During and after World War I artists fl ocked to Ascona for 
various reasons and by the late 60’s Monte Verità had become a fertile ground for phi-
losophers, writers, and artists. It was visited by Isadora Duncan, Carl Jung, Herman Hesse, 
and Paul Klee among others. The buildings atop the hill are used mostly by the Conference 
Center, with some original rooms being preserved as a museum commemorating Monte 
Verità‘s rich history. www.monteverita.org

Ascona
More than an outlet for sun-starved northerners, Ascona is an idyllic lakeside hamlet of-
fering an enticing mix of natural beauty and adventure. Located just 3km south of Ticino 
staple Locarno, this once sleepy fi shing village has been a welcome retreat to scholars for 
more than a century. Ascona is a small town located on a short peninsula at the edge of 
the Lago Maggiore. Situated just minutes from the Italian border, this tropic vacation village 
combines mountain views and old town charm, making it one of the most unique regions 
in Switzerland. While the town center may hold the pulse of the city, central Ascona’s cob-
bled streets leading back from the lakefront promenade are stocked with artisan galleries, 
jewelers, and craft shops boasting unique crafts and souvenirs. Day trips to neighboring 
Locarno and Lugano are easy with bus and train routes running regularly – not to mention 
the castle-rich town of Bellinzona and the numerous valleys and small villages which dot 
the mountainous region. www.ascona.ch

Isole di Brissago 
The Isole di Brissago are two islands located just 4 kilometers south of Ascona. Providing 
an ever-present sparkle to Ascona’s natural skyline, these two islands are easily accessible 
by hourly boats in addition to an 8.00 CHF entrance fee. The main island, St. Pancras, has a 
beautiful botanical garden and surrounding park space – making it the perfect location for 
a day trip with family. www.isolebrissago.ch
 

Old Town Borgo
Old Town Borgo is less than a 10-minute walk from the Conference Center and is one of 
the highlights of Ascona. In what used to function as Ascona’s town center, Borgo is home 
to the church of San Pietro e Paolo, a basilica dating back to the 16th century.  Borgo is 
also home to a beautiful art museum featuring paintings from artists who have visited or 
worked in Ascona. 



42

Activities

Golfi ng
Golfi ng in the Ticino region of Switzerland is unparalleled. With the Lago Magiorre and the Swiss 
Alps erving as backdrops, the Golf Club Patriziale Ascona features a spectacular 18-hole course 
for novices or professionals. Located just 5 km west of Locarno and 3km from the Conference 
Center, guests will be hard-pressed to fi nd a course with better views or atmosphere. Tee times 
can be booked in any hotel lobby or by calling the course directly. Golf Gerre Losone is a treat 
for any golfer accustomed to playing the traditional Parkland Courses of Northern Europe or the 
United States. Distinct due to its Mediterranean character, this course is a challenge for even 
the most seasoned golfers. Tee times can be booked by contacting the pro shop or through the 
hotel lobby. The Golf Club of Lugano, located roughly 30 minutes from Ascona by car, is another 
diffi cult Parkland course. Rich with mature trees and pesky water hazards, it is one of the most 
popular courses in the region. Tee times should be reserved at least 1 week in advance and can 
be booked in the pro shop or through the hotel’s front desk. 

Biking 
Biking in the Ticino Region is a scenic must, and also one of the easiest family outings to plan. 
Bikes can be rented from Rent-A-Bike (www.rentabike.ch) or through most hotels in the area. Be 
it a family-friendly ride through the winding streets of old town Borgo or a challenging ride into 
the mountains, guests can fi nd a bike and a trail for all levels and tastes. Bilingual route maps 
can be found at most hotels or bike rental shops or in the local tourist offi ce; in addition, routes 
are well posted along the way and feature many pit stops for drinking, eating, and sight-seeing.

Hiking
Hiking in the Ticino region is a beautiful experience and also a family-friendly activity. Hikes can 
be planned from the center of Ascona or directly from Monte Veritá where the Conference Center 
is located. Trail maps can be found at most hotels or at the nearest Ascona Tourist offi ce. Most 
trails are well marked and maintained and can be used in conjunction with chairlifts, gondolas, 
and cable cars, allowing guests to reach remote trails and restaurants. More information on hik-
ing routes, maps, and transportation can be found at: www.swisshiking.ch
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