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The Oregon Patient Safety Commission (OPSC) began the Adverse Event Reporting Program for Hospitals in May, 2006.  Their mission, to improve patient safety by reducing the risk of serious adverse events occurring in Oregon's health care system and by encouraging a culture of patient safety, is to be accomplished by:
· Establishing a confidential, voluntary serious adverse event reporting system in Oregon.

· Establishing quality improvement techniques to reduce system errors.
· Sharing evidence-based prevention practices to improve patient outcomes. 

As of October 2006, fifty-two hospitals
, out of fifty-seven total in Oregon, are now enrolled in the OPSC’s voluntary and confidential reporting program for serious adverse events
.  These hospitals provide 98% of inpatient care in Oregon.  
PEBB’s Commitment to OPSC

In 2005, PEBB required that health plans answer in the affirmative to ALL minimum criteria to progress past the preliminary screening.  Participating in OPSC’s efforts was one of those criteria and each were required, and did, confirm their organization’s willingness and ability to require participating hospitals to participate and report to Oregon’s Patient Safety Commission.
Regence, the only PEBB contracted health plan that contracts with the five hospitals not currently reporting, has committed to working in cooperation with OPSC to get participation from the remaining hospitals.
Highlights of the Draft Oregon Patient Safety Commission Annual Hospital Report

From May 1 thru December 31, 2006 the Commission received 53 adverse event reports from 27 hospitals. Among participating hospitals, larger hospitals were more likely to report (11 of the 12 large hospitals reported an event as compared to 8 of the 26 smallest hospitals).  The report indicates this is likely a reflection of the level of engagement in the program rather then a statement regarding quality.
Types of Events Reported in 2006

Surgical events were by far the most often reported category of event. The following table shows the distribution by type. Please note that nine events were categorized into more than one type (for example surgery and infection).

Type and Frequency of Reported Adverse Events

	Types of Events 


	Frequency of Events

	Surgical
	26

	Equipment, etc
	8

	Maternal/Neonatal
	6

	Medication
	5

	Fall
	4

	Infection
	3

	Patient Protection 
	1

	Hypoglycemia
	1

	Skin
	1

	Other(
	12

	Totals((
	67


Based on a preliminary analysis of data, OPSC organized the data into five groups to categorize events. These groups include:
1. Retained Objects (10 events), which refers to the unintended retention of and object following a procedure or surgery.
2. Wrong-Surgical Incidents (8 events) involving the wrong site for anesthesia, procedure, or surgery performed on wrong side/location, or the wrong surgery.

3. Care Coordination (9 events) included situations in which breaks in the chain of care lead to event; there were unclear role/responsibilities, and communication breakdowns. In the 9 events that are included in this cluster, the most apparent issue is the multiple aspects of the breakdown, more than 1 staff was involved, and often more than one department. Two of the events relate to electronic systems that provided information staff mistakenly assumed was correct and no redundancies were in place to notice the incorrect information or lack of information.

4. Consequences of Care (9 events) includes those events generally related to treatment. The patient’s clinical condition may be an influencing factor and this category includes known risks of treatment. In this cluster, 5 were perforations, 2 healthcare-acquired infections, 1 was an injury due to incorrect equipment use and 1 was due embolization during surgery. 

5. Unexpected Events (4 events). In these situations, the patient had an unknown underlying clinical condition that resulted in the event, or the investigation could not identify a clear reason for the event, from either a clinical or a systems perspective.

Adverse Events resulting in Death

In 2006, 18 cases involving patient death from adverse events were reported to the Commission.

Types and Frequency of Events with Harm Level of 9 (Death)

	Types of Events that resulted in Death


	Frequency of Events

	Surgical procedure 
	4

	Fall
	2

	Infection
	2

	Maternal/Neonatal
	2

	Hypoglycemia
	1

	Medication
	1

	Patient Protection
	1

	Skin integrity
	1

	Other(
	12

	Totals((
	22


Summary of contributing factors and conclusion
Communication was the most frequently mentioned contributory factor in the reported events. Problems included a complete lack of communication in some cases and ambiguous or conflicting assumptions about what was known. Organizational factors also played a role; a number of cases specifically mentioned the culture of safety as a contributor.

OPSC plans to sharpen its analysis in order to publish more expansive reports in the future. Participating hospitals have begun to provide detailed information to the Commission in a cooperative effort to improve patient outcomes. The Patient Safety Reporting Program provides opportunities to highlight emerging patient safety issues in the state, identify best practices, and share confidential information in a risk-free way.  
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� 30 small hospitals (0-3,000 discharges), 15 medium size hospitals (3,001-10,000) and 12 large hospitals (over 


10, 000 discharges). Curry General Hospital, Holy Rosary Medical Center, Lower Umpqua Hospital, Santiam Memorial Hospital and Southern Coos Hospital & Health Center are not reporting as of 10/24/06.  In January of 2007, Holy Rosary Medical Center and Southern Coos Hospital and Health Center verbally agreed to participate. 
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( 12 reports noted other types of events: these included issues in transfers or consultation between hospitals, diagnostic and or treatment delays, mis-identification of patients, and unexpected clinical events.


(( 53 events, but some coded in multiple categories (for example, surgery and infection).
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( A closer look at the “Other” events revealed four events involving a diagnostic or treatment delay, and three concerned communications issues


** Single events coded in multiple categories.
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