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Overview
The Oregon Patient Safety Commission was established by the Legislature in July 2003 and was charged with developing a voluntary, confidential serious adverse event reporting program for hospitals and other health care facilities.
  This model is based on the principle that most medical errors are the result of system failures and not simply individual actions, and that learning and sharing best practices is a key strategy in preventing serious events across health care organizations. Hospitals began reporting to the Commission in May 2006, with retail pharmacies, nursing homes, ambulatory surgery centers, outpatient rental dialysis facilities, and freestanding birthing centers to be added to the reporting program in the coming years. This report offers an update on the Commission’s work to date, as well as a summary of key findings from the Public Health Officer’s first annual Certification Report for the Patient Safety Reporting Program for Hospitals. 
Highlights of the Patient Safety Commission’s 2006-2007 Hospital Report
The Patient Safety Commission’s recent 2006-2007 Hospital Report offers an overview of accomplishments to date and key areas of ongoing work for the Commission. The following summarizes information from this report:

· Hospital participation in the reporting program: To date, 54 of Oregon’s 57 acute care hospitals have voluntarily enrolled in the Patient Safety Commission’s Reporting Program, representing 99% of inpatient care provided in the state.  The three hospitals that have yet to enroll are small, rural facilities (0-3,000 annual patient discharges) that the Commission is continuing to work with to encourage their participation. 
· Volume of reports received: Between the launch of the Hospital reporting program in May 2006 and June 2007 the Commission received a total of 93 adverse event reports, with 61% of hospitals submitting at least one report since they enrolled. The Commission has noted that larger hospitals are more likely to have submitted a report, but that the number of reports received from small hospitals is higher than expected, suggesting that some small hospitals are very actively participating—finding events, investigating them, and reporting them to the Commission. 
· Pattern of reports: The Patient Safety Commission has established a two-tier reporting program, with some events falling into a ‘must be reported’ category and others falling into an ‘invitation to report’ category. Seventy-five of the reports received thru the end of June were required reports, with the remaining 18 falling into the invitational category. 
· Types of events reported: The most common events reported include infection (11 events), medication error (12 events), and retained object (16 events). Additionally, 25 events fell into a large and complex ‘other’ category, which includes problems with care coordination, such as delays in transfer or treatment (9 events).  
· Seriousness of reported events: In assessing the seriousness of reported events, the Commission noted that 58 of the 93 events reported have been associated with serious temporary harm (24 events), serious permanent harm (5 events), or death of a patient (29 events). Smaller numbers of reported events fell into no harm or minimal harm categories.
 The Commission has indicated that over time they expect to see a higher proportion of low harm and no harm events and has identified these types of ‘free lessons’ for hospitals as a sign of a robust reporting program. 
· Areas of ongoing work: The Patient Safety Commission has used data from reported events in ongoing efforts to develop best practices that can be shared across hospitals. To date, the Commission has issued three Alerts and a series of Patient Safety Tips based on reported data. The Commission has also formed a technical advisory group to provide case-specific analysis of adverse events, a retained objects work group to develop best practice recommendations as data suggested this is a bigger problem than realized, and is also working with stakeholders to offer training aimed at reducing variation in hospitals’ approaches to investigating adverse events. 
Key Findings from the Public Health Officer Certification Report
As a means for validating the overall integrity of the patient safety reporting system as well as the completeness and credibility of health care facilities’ reports, the legislation that established the Commission also established annual Public Health Officer Certification of the patient safety reporting program. In July 2007 the first annual Certification Report for the Patient Safety Reporting Program for Hospitals was released. Based on adverse event reports hospitals submitted to the Commission in 2006, this certification offers an independent look at how the program is doing and provides an assessment of the quantity and quality of reports received. General findings of the Public Health Officer’s Certification Report are as follows. 
· The overall quality of reporting is good.  Assessment of report quality looked at the completeness of reports submitted, including the adverse event description, analysis of the event, and the adverse event action plan. A complete and thorough description of the event is critical to subsequent investigation and identification of best practices. Likewise, analysis of event causes and contributing factors is essential to quality and safety improvement. Thorough and specific action plans include strategies to prevent recurrence of the event and are a measure of the completeness and credibility of a hospital’s investigation. The certification report rated about two-thirds of the reports submitted to the Commission as high for total quality. As hospitals gain experience reporting, greater numbers of reports that are of high quality should be expected.

· The volume of reporting is low.  In 2006 the Patient Safety Commission received 55 adverse event reports from 28 of the 52 hospitals that had enrolled by the end of the calendar year.
 Although this number is within the wide range observed in similar state reporting systems, this should not be the standard. The total number of reports received is lower and the proportion of hospitals that have not submitted any reports is higher than the literature would suggest. The certification report notes that as hospitals gain experience with reporting the volume of reports should increase, and further suggests that this may be an area where the Commission can further work to fully engage enrolled hospitals.
· The program is demonstrating good overall integrity. In assessing the overall integrity of the Patient Safety Commission’s reporting program, the Public Health Officer considered such aspects as hospital participation rates, reporting tool design and implementation, report review process, action plan follow-up, learning and best practice dissemination, and rates of written notification to patients that have experienced a serious adverse event.  With regard to participation rates, the certification report notes that the number of hospitals enrolled in the Commission’s start-up year represents excellent progress.  Recognizing that the true work of improving safety takes place in individual health care facilities the report also notes that the Commission has had good dissemination of learning and best practices. However, the report notes there is room for improvement in fulfilling the statutory expectation that hospitals provide written notification to all patients that have experienced a serious adverse event, as hospitals had sent letters in 17 of the 25 (68%) cases where written disclosure was required in 2006. Noting that written disclosure of adverse events is a relatively new concept for health care providers, the certification report recommends that the Commission continue to work with hospitals to address barriers to written patient notification. 
Future Reporting Among Other Types of Health Care Facilities

Beyond the Hospital Program, the Patient Safety Commission is now actively expanding its voluntary and confidential reporting program to pharmacies, nursing homes and ambulatory surgery centers. Oregon is the only state in the nation to include retail pharmacies in an adverse event reporting program and to date one large chain has agreed to participate, with the Commission in active discussions with other pharmacies.  Approximately 40% of Oregon nursing homes have agreed to participate in the reporting program, with additional facilities continuing to enroll. The Commission is also in active discussions with ambulatory surgery centers across the state, and so far 10 have agreed to participate in the reporting program. 
� Oregon’s Patient Safety Reporting Program for Hospitals defines serious adverse event as an objective and definable negative consequence of patient care, or risk thereof, that is unanticipated, usually preventable and results in, or presents a significant risk of, patient death or serious physical injury.  


� Among these events, nine were associated with no detectable harm to the patient, nine with minimal temporary harm, and one with minimal permanent harm.  


� Thirty-eight additional reports were received during the first half of 2007, for a total of 93 reports at the end of June. Two additional hospitals have enrolled in the reporting program since the beginning of 2007, for a current total of 54 participating hospitals. 
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