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Diagnostic Error in Medicine Annual Conference
Structured Abstract

Purpose: To leverage AHRQ's conference support mechanismto advance the science of diagnostic
error reduction and ensure the continuity of the DEM conference. One of the crucial functions of
the conference istoidentify key members of the diagnosticerrorresearch community who can
assistin advancingresearch while inspiringand mentoringjuniorinvestigators to engage in the
process.

Scope: The conference hascreated substantial impactin the areas of research, education, and
clinical care. The conference brings together researchers, practitioners, educators, and noted experts
to focuson issuesthatlie atthe intersection of diagnosticerrorand fields such as clinical
informatics, cognitive psychology, and human factors.

Methods: The conference is a 2.5-day meeting preceded by half-day pre-conference sessionsand a
patient summit (both open to meeting attendees and non-attendees). Daily keynote presentations
by internationally recognized expertsinthe field are followed by plenary and concurrent sessions
addressing diagnosticerrorissues, oral plenary abstracts, and poster exhibits.

Results: Overthe past 3 years, the conference achieved several important goals: (1) increased the
visibility and publicawareness of the field of diagnosticerror; (2) became the primary vehiclein
developingaglobal strategicplan to coordinate research, education, collaboration, and action to
improve diagnosticsafety; (3) expanded the conference program offerings toinclude formal short
coursesthat emphasize developmentsin the field and organize specificinterest groups around
emerging topics; and (4) laid the foundation for promotion of diagnosticerror prevention--related
competenciesin clinical training/accreditation.

Key Words: diagnosticerror, policy, patient engagement, human factors.
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Purpose

The goal of this 3-year conference grant was to establish the DEM conference in national and
international arenas asthe premier meetingfocused on reducing diagnosticerror. The proposal was
designedto help the DEM conference “gain traction” overthe next 3 yearsand achieve several
importantgoals: (1) to furtherbolsterthe visibility and publicawareness of the field of diagnosticerror;
(2) to make the DEM conference the primary vehicle of developing a national strategicplanto
coordinate research, education, collaboration, and action to improve diagnosticsafety; (3) to expand the
conference program offerings toinclude formal short courses that emphasize new developmentsinthe
field and organize specificinterest groups around key emerging topics; and (4) to lay the foundation for
promotion of diagnosticerror prevention--related competenciesin clinical training/accreditation.

Scope

Background and Context: In light of an Institute of Medicine (IOM) report highlighting the epidemic of
medical errorin the United States, (1) the medical profession, general public, and administrativeand
legislative branches of the national government are now focused on medical errorsand improving the
safety of medical care. Itis not surprising that, with intense pressure foraction, attention has centered
on “low-hanging fruit,” such as medication errors, wrong-site surgery, and hospital-acquired infections.
Less often emphasized is the substantial problem of diagnosticerrors, which are defined asinstancesin
which diagnosis is unintentionally delayed (though sufficientinformation was available earlier), wrong
(anotherdiagnosis was made before the correct one), or missed (no diagnosis was ever made), as
judged from the eventual appreciation of more definitive information.(2) Compared with procedural
and medication errors, diagnosticerrors are more difficult to recognize and understand and therefore
harderto confidently identify and prevent. This may be due in part to the fact that diagnosticerrors
often occurinambulatory settings, where errors are especially challenging to detect, track, and correct.
(3:4)

The relative obscurity of diagnosticerrors belies theirimpact. Diagnosticerrors comprise a substantial
and costly fraction of all medical errors. In the Harvard Medical Practice Study of Hospitalsin New York
State, diagnosticerrorsrepresented the second largestcause of adverse events.(5) Large-scale US
studies report that diagnostic errors are a major cause for malpractice suits; in fact, diagnostic errors
comprisethelargestfractionoftort claimsinthelarge healthcare organizations that track these data,
including Veterans Health Administration (VHA), Kaiser Permanente, and insurance companies such as
CRICO\RMF.(3;6-9) Autopsy studies consistently identify diagnostic discrepancies in 20%-30% of cases,
and correct diagnoses would change patient managementin an estimated 50% of these cases.(10)

Despite agrowing number of organizations and conferences devoted to improving patient safety, the
specificissue of diagnosticerrorreceivesrelativelylittleattention. Forinstance, diagnosticerroris
noton the national meeting agendas of the National Quality Forum, the Institutefor Healthcare
Improvement, orthe National Patient Safety Foundation. Of all the patient safety papers, few focus
specifically on diagnosticerror, despite its significance.(11) Despitethe impact of diagnosticerrors,
there has neverbeenaforumfor a focused interdisciplinary study of diagnosticerror priorto the AHRQ-
funded DEM conference.

Diagnosticerrors reflect both system-level failings and cognitivefailings.(2) Among the most common
cognitive origins of diagnosticerrors are failures to gather and synthesize the available information. We
recently completed a systematicliterature reviewto identify interventions that have been tested to
reduce or preventdiagnosticerrors after publication of the IOMreport, To Err isHuman.(12) Of 139
articles reviewed, 40reported tested interventions to address cognitive aspects of diagnosticerror.
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Onlysix articles reportedinterventions to address systems-related aspects. Therewere no
systematic evaluations of patient-related interventions.

Many interventions suggested in the literature have never been evaluated. For example, Croskerry has
proposed that cognitive training methods might decrease the rate of diagnosticerrors,(13) yet
interventionstoimprove clinicians’ diagnosticskills have notreached the stage of clinical trials.
Furthermore, much remainsto be learned about the real workings of clinical decision makingand
whatcan be donetoimproveitsreliability. Itisclearthat moreresearchisessentialtomeasure
the epidemiology and burden of diagnosticerror, assess root causes, and develop strategies to
prevent misdiagnosis or mitigate the resulting harms.(14)

One of the crucial functions of the DEM conference is to help identify key members of the diagnostic
error research community who can assistin advancing the research agendawhile inspiringand
mentoringjuniorinvestigators to engage in the research process. In addition, the DEMconference
functionsto bringtogether otherstakeholders (e.g., educators, laboratorians, payers, policymakers,
clinical leaders) to engage inthe errorreduction process.

Background and Context Reference List

1. Institute of Medicine. To Erris Human: Building a Safer Health System. Washington, DC: National
Academy Press; 1999.

2. Graber ML, Franklin N, Gordon R. Diagnosticerrorininternal medicine. Arch Intern Med 2005 Jul
11;165(13):1493-9.

3. GandhiTK, KachaliaA, Thomas EJ, Puopolo AL, Yoon C, Brennan TA, etal. Missed and delayed
diagnosesinthe ambulatory setting: astudy of closed malpractice claims. Ann Intern Med 2006
Oct 3;145(7):488-96.

4. SinghH, Petersen LA, Thomas EJ. Understanding diagnosticerrors in medicine: alesson from
aviation. Qual Saf Health Care 2006 Jun 1;15(3):159-64.

5. Leapell, BrennanTA, Laird N, Lawthers AG, Localio AR, Barnes BA, et al. The nature of adverse
eventsin hospitalized patients. Results of the Harvard Medical Practice Study Il. N Engl ] Med 1991
Feb 7;324(6):377-84.

6. Bishop TF, Ryan AM, Casalino LP. Paid malpractice claimsforadverse eventsininpatientand
outpatient settings. JAMA 2011 Jun 15;305(23):2427-31.

7. ChandraA, NundyS, Seabury SA. The growth of physician medical malpractice payments:
evidence from the National Practitioner Data Bank. Health Aff (Millwood) 2005 Jan;Suppl Web
Exclusives:W5-240-W5-249.

8. HolohanTV, ColestroJ, GrippiJ, Converse J, Hughes M. Analysis of diagnosticerrorin paid
malpractice claims with substandard care in a large healthcare system. South Med J 2005
Nov;98(11):1083-7.

9. Phillips RL, Jr., Bartholomew LA, Dovey SM, Fryer GE, Jr., Miyoshi TJ, Green LA. Learning from
malpractice claims about negligent, adverse eventsin primary care in the United States. Qual Saf
Health Care 2004 Apr;13(2):121-6.

10. ShojaniaK, Burton E, McDonald K, Goldman L. The autopsy as an outcome and performance
measure. Evidence Report/Technology assessment No. 58 (Prepared by the University of
California at San Francisco-Stanford Evidence-based Practice Center under Contract No. 290-
97-0013). Rockville, MD: Agency for Healthcare Research and Quality; 2002. Report No.: AHRQ
publication no. 03-E002.

11. LilfordR, StirlingS, Maillard N. Citation classics in patient safety research: aninvitation to
contribute toan online bibliography. Qual Saf Health Care 2006 Oct;15(5):311-3.
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12. SinghH, Graber ML, Kissam SM, Sorensen AV, Lenfestey NF, Tant EM, et al. System-related
interventions to reduce diagnosticerrors: a narrative review. BMJ Qual Saf 2012 Feb;21(2):160-70.
13. Croskerry P.The importance of cognitive errorsin diagnosis and strategies to minimizethem. Acad
Med 2003 Aug;78(8):775-80.
14. Newman-Toker DE, Pronovost PJ. Diagnostic Errors--The Next Frontier for Patient Safety. JAMA
2009 Mar 11;301(10):1060-2.
Settings:

The 2013, 2014, 2015 DEM Conferences were held in Chicago, lllinois, Atlanta, Georgia, and Washington,

DC, respectively. The ultimate goal of the conferences was to improve patient safety by reducing the

likelihood of diagnostic error in medicine. The overall objectives included:

Recognizing the frequency, impact, and publichealth significance of medical misdiagnosis.
Developing acommunity of advocates from across the healthcare delivery spectrum.
Identifying the causes of diagnosticerrorin medicine and strategies to reduce them.

Sharing research methods and results relevant to clinical reasoning, diagnosticerror,and
misdiagnosis-related harm.

Describing the epidemiology and impact of errorin medical diagnosis.
Analyzingthe factors contributing to errorand provide prevention strategies.
Identifying ways to measure diagnosticerror.

Participatingin the development of research, education, technology, and practice strategies to
reduce diagnosticerror.

Participants:

Each year, in orderto meetthe conference goals, a 10-member multidisciplinary planning
committee composed of educators, providers, malpractice liability insurers, and governmentand
diagnosticerror researchers was established. Committee membersincluded:

Paul L. Epner, M.Ed, MBA, Executive Vice President, Society to Improve Diagnosisin Medicine
Mark L. Graber, MD, President, SocietytoImprove Diagnosisin Medicine

David L. Meyers, MD, FACEP, Sinai Hospital of Baltimore

Art Papier, MD, University of Rochester School of Medicine

P. DivyaParikh, MPH, Physician Insurers Association of America

RobertL. Trowbridge, MD, FACP, Tufts University School of Medicine

Divvy Kant Upadhyay, MBBS, MPH, The Urban Institute

Peggy Zuckerman, MSEd, Kidney Cancer Patient, Patient Advocate

Laura Zwaan, PhD, Institute of Medical Education Research Rotterdam, Erasmus MC
Karen Cosby, MD, Rush University Medical School, Cook County Hospital, Chicago
Robert El-Kareh, MD, MPH, MS, University of California, San Diego

Devery Howerton, PhD, MS, Centers for Disease Control and Prevention

Kathryn McDonald, MM, MBA, Stanford University

DavidL. Meyers, MD, FACEP, Sinai Hospital of Baltimore, EmCare, Inc
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GeetaSinghal, MD, MEd, BaylorCollege of Medicine

RobertA. Swerlick, MD, FAAD, Emory University School of Medicine
Lorri Zipperer, MA, Cybrarian, Zipperer Project Management

Donna Woods, EdM, PhD, Northwestern University Feinberg School of
Medicine

Nikola Baumann, PhD, DABCC, Mayo Clinic

Methods
The conference was the mechanism by which the grant objectives were met.

Conference Overview —2013: The conference had programming that was approved for31 AMA PRA

Category 1 Credits™.
Keynote Speakers: Christine K. Cassel, MD, Brent C. James, MD, MStat, and Robert M. Wachter, MD

Pre-Conference Sessions

Research Summit (invitation only)

Educator’s Workshop: Practical Approaches to Teaching Clinical Reasoning Skills
Short Course: Cognitive Psychology of Diagnostic Error

Short Course: Introduction to DiagnosticErrors

Day 1 Sessions

Keynote Presentation: Bringing Diagnosis into the Quality and Safety Equations

What’sin a Name? — Controversies and Consensus in Describing Diagnostic Errors

Shifting Sands: Diagnosis, Diagnostic Error, and Changes Brought by DSM-5

Diagnostic Challengesin Surgical Care

The NIH Undiagnosed Diseases Program: Using Exome Sequencing and Other Genetic Tests for
Diagnosis

Puttingthe Patient First: On the Way to Safer Diagnosis Through Patient Involvementat Three
Tables—Exam Room, Board Room, and Policy

Information Technology Systems to Support Clinical Diagnosis and Reduce Diagnostic Error
DiagnosticError and Clinical Reasoning Case Presentation

Day 2 Sessions

Posters with presenters

Keynote Presentation: Meeting the Measurement Challenge of Diagnostic Error

What Was | Thinking...Or Not: Measuring Diagnostic Error for Improvement

Panel:Solving Practical Problems of Diagnostic Error Measurement

Medical Improv: Creative Expansion of Communication Skills

Educator’s Session: Teaching Clinical Reasoningin Undergraduate and Graduate Medical
Education—How Should We Do It? Should We Do It?

Quality Improvement Session: “Your Results are Back” — Identifying Gaps and Improving the
Follow-up and Communication of Diagnostic Test Results

Oral Abstracts

Day 3 Sessions
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Keynote Presentation: Diagnostic Errorin the Patient Safety Universe: Is the Square Peg Getting
Rounder?

How Evolving Testing Technologies Will Impact Diagnostic Accuracy in Radiology and Pathology
Top DiagnosticError Stories of 2013

Conference Retrospective

Closing Remarks: Define, Measure, Improve



Conference Overview —2014: The conference had programming that was approved for25.25 AMA PRA
Category 1 Credits™.

Keynote Speakers:
e Lucian Leape, MD, Harvard School of PublicHealth
e RobertA. Berenson, MD, FACP, Urban Institute
e OtisWebbBrawley, MD, FACP, Emory University
Pre-Conference Sessions
e PatientSummit
e Research Summit (invitation only)
e Short Courses:
0 Training Othersto Teach about the Science of DiagnosticError
0 Clinical Decision Support—Bedside Tools for Better Diagnosis
0 AnIntroductionto DiagnosticErrors
0 PatientSummit: How to Reduce Chances of Misdiagnosis
0 ReducingDiagnosticError Through Improvement of Laboratory Test Utilization
Day 1 Sessions
e Keynote Presentation:It’sa Culture Problem
e Underdiagnosisvs. Overdiagnosis: Which Should We Be More Worried About?
e Measuring DiagnosticError in Real-World Clinical Practice: Insights from Multidisciplinary
Research
e Error, Overconfidence and Inadequate Feedback: Prospects for Systems Improvements
e “Deep”Root Cause Analysis: Patientand Professional Dialog on Diagnostic Errors
e Thelmpact of High Value Care on DiagnosticError: The Educator Perspective
e DiagnosticError and Clinical Reasoning Case Presentation
Day 2 Sessions
e Keynote Presentation: Placing Diagnosis Errorsonthe Policy Agenda
e Behavioral Economics—Is Biology Really Destiny? Evolution, Survival Skills and Diagnostic
Reasoning
e Oral Abstracts
e Implementing Diagnostic Decision Support Systems: Barriers and Strategies to Overcome Them
o Understandingand Misunderstanding Diagnostic Testing: A Source of DiagnosticError
e DiagnosticErrors: Causes of Heartburn Among Health Care Risk Managers, Malpractice Insurers
and PublicPolicymakers
Day 3 Sessions
e Keynote Presentation: Cancer Diagnosisinthe 21st Century
e Top DiagnosticError Stories of 2014
e ClosinginAction— Tappingintothe Wisdominthe Room to Envision DiagnosticError Reduction
e ConferenceRetrospective

Conference Overview —2015: The conference and short courses were approved forup to 20.75 AMA
PRA Category 1 Credits™.

Keynote Speakers
e Tejal K. Gandhi, MD, MPH, CPPS, National Patient Safety Foundation
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e RichardKronick, PhD, U.S. Agency for Healthcare Research and Quality
e FrancisJ. Crosson, MD, MedPAC

Pre-Conference Sessions

e Research Summit (invitation only)

e PatientSummit: Participation and Prevention

o Short Courses:
0 AnIntroductionto DiagnosticErrors
0 UsingCasesto Improve Diagnostic Performance: A Workshop for Educators
0 ToolsYou Can Use: Practical Approachesto DiagnosticErrors
0 Cognitive Psychology of Diagnostic Error

Day 1 Sessions
o Keynote Presentation: The Changing Landscape of Diagnostic Safety
e Gettingthe Foundation Right: The Definition and Measurement of Diagnostic Errors
e Oral Plenary Abstracts
e Posters presentations

Day 2 Sessions
e Keynote Presentation: Improving Diagnostic Performance: A Funding Agency’s Perspective
e |ImprovingPractice One Opportunity ataTime
e The Evaluation of Medical Tests — from Information to Consequences
e ImprovingDiagnosticSafety: Options for Moving Forward
e Technologies Enhancing Diagnostic Accuracy
e Principles of Conservative Diagnosis
e How Can Risk Management Contribute to Improving Safety in Diagnosis?
o Diagnosis-related MPLClaims Issues—What Keeps Liability Insurers Up at Night? And What Do
They Do to Get to Sleep?

e Oral Abstract Presentations

Day 3 Sessions
e Keynote Presentation: Potential Policy Approaches to Improving the Accuracy of Diagnosisin
Medicine
e DiagnosticErrors —Where Do We Go From Here? —Policy, Payerand Practice Implications
e ForBetteror Worse: Context Influences Diagnostic Accuracy
e DiagnosticError and Clinical Reasoning Case Presentation
e Diagnosisand Dialogue: Patient Access to Patient Data
e Top DiagnosticError Stories of 2015
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Results

Overthe past 3 years, the conference achieved several important goals: (1) increased the visibility and
publicawareness of the field of diagnosticerror; (2) become the primary vehicle in developing a national
strategicplanto coordinate research, education, collaboration, and action to improve diagnosticsafety;
(3) expanded the conference program offerings to include formal short courses thatemphasize
developmentsinthe field and organize specificinterest groups around emerging topics; and (4) laid the
foundation for promotion of diagnosticerror-prevention related competenciesin clinical
training/accreditation.

Attendance forthe 2013 conference setarecord and the pre-conference workshops were very
successful:
e Therewere 104 attendeesatthe three pre-conference workshops, 26 of whomonly attended
the workshop.
e Themain conference had 212 attendees, from 10 different countries.
Therewere 40 abstractssubmittedforpeerreviewandapproved.Sixabstractswere
selectedfororal presentationinaplenary session and the remaining 34 were displayed as
posters.
e Therewasan invitation-only research summit priorto the start of the conference with
approximately 20-25 attendees.
Summary of participant's evaluation ratings/comments—2013

The participant evaluations were collected by the conference management company viaa 36-item
online survey, which was distributed nearly a month after the conference. Thisresulted in only 28
responses from over 200 attendees. We discussed the need to provide the evaluation formto the
attendeesbefore theyleave the conference as well asthe realization that the survey was much too
long. Basedon the surveyresponsesthatwereceivedandfeedbackfromattendees, we agreed that
the schedule was too compressed and built slightly longer breaks into the schedule for the 2014
conference.

Overall,96% of the respondents said thatthe program content metthe advertised learning objectives,
and 93% said that they obtained new information (knowledge) as a result of attending; 85% felt that the
conference metorexceededtheirexpectations,and 89% rated the overall educational quality of the
conference as good (21%) or excellent (68%). Based onthese responses and otherfeedback fromthe
attendees, we feltthat the quality of the sessions was excellentand that our greatest challenges forthe
2014 conference would be logistical. The planning committee worked to fine tune the sessions based on
the comments received and develop aconference schedule thatreflected the needs of the attendees as
related totiming of the sessions and longer breaks. We worked with the conference management
companyto ensure that evaluations are collected before the conference ends and that the evaluations
do notplace too heavy a burden onthe respondents.

We received positive feedback about the use of panels with some controversy attached, such as the
definitions panel. Asaresult, we used a similar approach the next year with two panels, one on “over
versus under” diagnosis and one with patients, physicians, and risk managers on open communication
inthe diagnosticprocessincludingaccesstoclinical notes.

We received several suggestions fortopics or speakers and considered them when planningthe 2014
sessions.

In 2014, attendance essentially matchedthe previousyear’srecord-settinglevel (234 vs 238 in 2013).
Thisis despite movingto a location with fewer hospitals, medical schools, and medical society corporate
homes.
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e We offeredfivepre-conference workshops, including a new offering of a “patient summit.” In
total, we had 112 attendees.

e Overall, 229 ofthe 234 attendeeswere thereforthe main conference (19attended forjust 1
day), with five registrants who only attended pre-conference workshops.

e Therewere 84 abstractssubmittedforpeerreviewandapproved. Thiswastwiceasmanyas
were submitted forthe 2013 conference. There were sixabstractsselectedfororal
presentation, twoasclinical cases, and 70 were displayed as posters (sixabstracts were
withdrawn by the authors).

e  We continued withthe invitation-only research summit priorto the start of the conference.
Approximately 20-25 people attended

Summary of participant's evaluation ratings/comments —2014

Dueto the lowresponseratein 2013, the 2014 participant evaluations were collected onsite by the
conference managementcompany using a paperform. There was a form foreach day of the
conference, with evaluations on session and ageneral form covering the overall conference. The form
was provided by the conference accreditors, Stony Brook University. Each session was evaluated using
sixitems and open text fields forcomments. The general conference evaluation had 17 itemsand open
text fields. The shift to daily paper evaluations resulted inamuchimproved response rate, with 232
evaluations fromacross the 3-day conference, 88 general conference evaluations, and 54 evaluations
fromthe pre-conference workshop.

Responses were collected on a5-pointscale from “strongly agree” to “strongly disagree.” With 5.0
beingthe maximum, the averages of general evaluationitemsranged from4.11to 4.74, which was
generally feltto be very positive and was supported by the open text responses.

Five items had averages equal toorabove 4.7. They were:

1. Thisconference wasvaluable asaway to meet potential collaborators orcolleagues 4.74
withinterests similarto mine.

2. Therewasno inappropriate commercial bias toward any product or vendor. 4.73

3. Thespeakers/instructors exhibited competence inthe program content. 4.72

4. The contentwas objective and balanced. 4.71

5. lwouldbeinterestedinattending anothersimilar meeting on this topicin the future. 4.70

Onlythreeitems were below 4.4. They were:

1. Thelengthofthe program was appropriate. 4.39

2. Thespeakersandinstructors presented the subject matterin a well-organized and 4.37
engaging manner.

3. Theaudiovisual equipment was effective. 4.11

We believe that the lowest-rated problem was related to the lack of a monitor for the speaker,
which was resolved during the morning break on the first day, and presentation audio volume, which
was too low. We made significant improvement by lunchtime of the first day but continued to have
problems until day 3. For the 2015 conference, we ensured that there was a “confidence monitor” for
speakersand there wasa higher standard for volume.

Althoughthere was still arelatively low rating on the length of the sessions and the meeting, therewere
also many more positive comments this year. We enforced longer breaks than the previous year. We did
not make any major changesinthe program density in 2015.
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Finally, as a result of the ratings on “engaging speakers,” we continued to challenge ourselves when we
selected speakers. We requested that each planning committee member meet with theirinvited
speakersinadvance of the meetingto ensure propercontextforthe presentation s set.

Based on these responses and otherfeedback from the attendees, we felt that the quality of the
sessionswas excellentand thatour greatest challenges forthe coming conference would be logistical.
We continued to employ planning assumptions that have proven effectiveness, but we alsointroduced
some new innovations as we have done each year.

In 2015, attendance atthe conference and pre-conference sessions grew substantially overthe
previousyear’s record-setting level (313 vs 234 in 2014).

o We offeredfivepre-conference workshops, includingavery successful “patient summit.” In
total, we had 101 short course attendees and 57 patient summit attendees (29 attended pre-
conference sessionsonly).

e Overall,258 of the 284 DEM attendeeswere there forthe full conference (26attended for just
1day).

e There were 80 abstracts submitted for peerreview and approved. This was approximately as
many as were submitted forthe 2014 conference (80accepted versus 84 acceptedin 2014).
Therewerefourabstracts selectedfororal plenarypresentation, sixselected fororal
concurrentsession presentation, oneselected for case presentation, and 69 approved for
display as posters.

e  We continued with the invitation-only research summit priorto the start of the conference.
Approximately 27 people attended

Summary of participant's evaluation ratings/comments—2015

In 2015, participant daily evaluations were collected onsite by the conference management company
using a paper form, and the general conference evaluation was conducted onlinethrough asurvey sent
approximately 1 week afterthe conclusion of the conference. There was a separate form for each day of
the conference with evaluations covering each session. The form was provided by the conference
accreditors, Stony Brook University. Each session was evaluated using six items and open textfieldsfor
comments. The generalconference evaluation had seventeenitems and open text fields. The shiftto
daily paper evaluations resultedin agood response rate, with 267 evaluations from across the 3-day
conference, 77 “general conference” evaluations, and 71 evaluations from the pre-conference
workshop.

Responses were collected ona5-pointscale from “strongly agree” to “strongly disagree.” With 1.0
beingthe maximum, the averages of general evaluationitemsranged from 1.33to 2.18, which was
generally felttobe very positive and was supported by the open textresponses.

Sixitemshadaveragesbelow 1.5,considered very favorable ratings. They were:

1. The speakers/instructors exhibited competence inthe program content. 1.33

2. Thisconference wasvaluable asaway to meet potential collaborators or colleagues 1.34
withinterests similarto mine.

3. The program provided me with relevant and educational information thatl will applyto | 1.46

my work.
4. The contentwas objective and balanced. 1.46
5. Quality of sessions: Networking Opportunities 1.47
6. Wouldyourecommend attending the DEM Conference to your colleagues? 1.49
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Only three items were above 1.9. They were:

1. Quality of Sessions: Posters 1.95
2. Quality of Sessions: Breakout Groups 2.10
3. Likelihood of attendingin 2016 (was announced to be in Los Angelesin November) 2.17

We believe thatthe lowestrated problemwasrelatedtothe move of DEM 2016 to the westcoast,

whichisa moredifficultlocationforthiseastcoastaudience. The informal comments about posters
and breakouts continue to deal with the volume of contentand content choices and not generally with

the quality of the material presented.

Based on these responses and otherfeedback from the attendees, we feel that the quality of the
sessions was excellentand that our greatest challenges for the coming conference will be logistical. We
will continue to employ planning assumptions that have proven effectiveness, but we willalso
introducesome new innovations, as we have done each year. One example of a possible innovation in
2016 isthe creation of an Educator’s Summit to pair with the Research Summitand Patient Summit.
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