PATIENT SAFETY IN PHYSICIAN PRACTICES
The last 20 years have seen rapid growth in the volume and complexity of procedures provided in ambulatory settings. More than three quarters of all medical procedures are now performed in ambulatory settings.  It has become clear that the huge volume of ambulatory care is associated with significant numbers of errors and adverse events.  Many of these are essentially the same as occur in hospitals and other institutions (e.g., those associated with medications, surgery and invasive procedures and sedation and anesthesia), but there are differences that relate to differences in inpatient and ambulatory care.

While most ambulatory care is less technically complex than inpatient care, it is often more logistically complicated, with resulting risks of “dropped balls” and information and responsibilities “falling through the cracks.” An episode of ambulatory care often requires communication and coordination among a number of clinicians as well as the patient and family, and among several different sites. It frequently involves handoffs and transitions over time. Laboratories, imaging facilities and other diagnostic services are often separated from one another, and communicating results to the physician and the patient may fail in a variety of ways. 
The coordination and management of all these events is difficult for patients, and for physicians and their practices, and the infrastructure of ambulatory care frequently provides suboptimal support for coordinating and managing care.  Recent studies have highlighted some of these areas, such as in the management of diagnostic testing and results (Hickner 2005, Poon  2004).  

The MGMA Center for Research, the Institute for Safe Medication Practices, and the Hospital Research and Educational Trust recently developed a Physician Practice Patient Safety Assessment instrument (PPPSA).  The instrument, which covers eight areas within a practice including Handoffs and Transitions, is now being tested through self-assessments by several hundred randomly selected physician practices. 
The results of these anonymous self assessments will be used to improve the instrument and to get an initial “read” on patient safety in physician practices.  The assessment will eventually be made publicly available along with a database against which practices can compare themselves, and we will assemble a library of information, examples, and tools they can use to improve safety. 
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