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Objectives
•Define methods to measure patient safety 
and their advantages and limitations

•Review recent national studies quantifying 
inpatient harm

• Learn how integration of multiple sources 
of safety information led to a focused 
patient safety initiative
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Our Oath: 
First Do No Harm

Our Promise:
Every PeaceHealth patient will receive 
SAFE, evidence-based, compassionate 
care; every time, every touch

•How SAFE are we?
•How much HARM do we cause?
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Measuring Safety

3 key methods

Reports Audits Surveys
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Incident Reports

• Captures errors of commission  and 
omission 

• Captures close calls as well as harm
• Captures  behavior complaints
• Detail that is unable to be obtained from 

chart review

Advantages

• Only 8-12% of errors reported
• Yet number of reports is overwhelming
• Confidentiality issues 
• Goal is to increase the number of reports, 

can not provide measure over time

Limitations

• The act of reporting in and of itself, does 
nothing to improve patient safety

• Resist temptation to base decisions on 
numbers of reports

Pitfalls
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Sentinel Events - Claims

•Sentinel Events – the worst reports
– Allows focus on the most severe, potentially 

preventable event reports
– Clear definitions  
– At PH, only 1/3 of  severe events found by audit 

were captured in the incident report database

•Malpractice Claims : patient reporting
– Only 1% of negligent care results in litigation
– Delayed
– Relies on societies lens to determine harm
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Safety Surveys

• Correlation with outcomes, adverse events, 
employee satisfaction and retention

• Provides insight into key areas of communication 
and teamwork 

• Inexpensive relative to other measures

Advantages

• Surrogate marker, depends on the day, not an 
outcome

• Problems identified are often the most challenging 
to tackle 

• Usually done only once a year 

Limitations

• The act of surveying in and of itself, does nothing 
to improve patient safety

• Real power is in discussing results with teamsPitfalls
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Audits   

• Expresses harm or process failures in 
measurable terms – event rate can be followed 
over time

• Does not rely on reporting 
• Most effective way of detecting harm

Advantages

• Labor intensive, often retrospective
• Preventable and non preventable adverse events
• Difficult to pick up behavior concerns
• Lack of  consistent definitions of harm

Limitations

• Subjectivity can make clinician buy in difficult 
• GTT - lack of nationally benchmarked data and 

standard definitions

• Just because you capture it all, doesn’t mean you 
can improve it all

Pitfalls
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Patient Safety Indicators -
Coding Abstracts  

• Becoming benchmarked, reportable
• Most have clear definitions
• Hybrid of Reporting and Auditing

Advantages

• Low sensitivity
• Some with poor specificity
• Procedurally weighted

Limitations



Medicare Hospital Acquired Conditions
Air Embolism
Blood Incompatibility
Catheter-Associated Urinary Tract 
Infection
Falls and Trauma
Foreign Object Retained After Surgery
Manifestations of Poor Glycemic Control
Pressure Ulcers Stages III and IV
Vascular-Catheter Associated Infections
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Global Trigger Tool to Measure Harm

•20 charts/2 
weeks

•RN and 
pharmacist

Scan 
Chart for 

TRIGGERS

•If triggers 
found – look 
for possible 
event  and 
categorize

• Verified by 
MD

EVENTS OF 
HARM 

•Use to focus 
improvement 
efforts

•Use to see if 
programs are 
improving 
event rate

HARMFUL 
EVENTS /

1000 patient 
days



Unintended physical injury 
resulting from or contributed to 
by medical care that requires 
additional monitoring, 
treatment or hospitalization, or 
that results in death.

GTT Definition of Harm
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• 1 in 7 patients (13.5%) experienced at least 
one serious instance of harm (F,G,H, I )from 
medical care

• 44% of events deemed preventable
• 134,000 hospitalized Medicare beneficiaries 

experienced harm from medical care/month, 
• Event contributing to death for 1.5%, or 

approximately 15,000 patients/month
• Medicare harm is costing taxpayers more 

than $4 billion a year 

Office of Inspector General: 
NATIONAL INCIDENTS AMONG MEDICARE 

BENEFICIARIES  
Published 11/16/2010



}

Medications
31%

Patient Care
28%

Surgery
26%

Infection
15%

VOLUME OVERLOAD
Aspiration
Falls, PU, DVT PE
50% deemed preventable

EXCESSIVE BLEEDING
Delirium Confusion
Hypotension
Hypoglycemia 
ARF
Respiratory Failure
50% deemed preventable

UTI
CLABSI
Sepsis
Pneumonia
SSI

60% deemed preventable

EXCESSIVE BLEEDING
Hypotension
Respiratory Failure
Pneumothorax
Illeus
17% deemed preventable



•Broaden/ refocus patient safety efforts to 
include  lower level harm  ( ie hypoglycemia, 
volume overload) not just “never” events  

•Expand list of Medicare Hospital Acquired 
Conditions (HAC)

• Improve ability to detect HAC – 0/9  HAC 
events detected by OIG reviewer audits were 
picked up by Medicare claims

OIG Recommendations
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•Northcarolina study here
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CLABSIs, SSIs

Sentinel- Reportable 
Events
Claims

PSI/HAC

Excess Bleeding

Volume Overload        

MEDICATION Reactions

GTT Harm

Cdiff, MRSA Narcotics

Poor Glucose Control

Most harm is lurking
below the surface



Global FGHI Harm per 1000 Patient 
Days and per 100 acounts
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Most frequent harm categories –
Global Trigger Tool 

0 20 40 60 80 100 120 140

hypotension from narcotics

UTI

Multiple Benedryl tx for itching from narcotic

peri-procedural bleeding in excess of 75%TILE 

hypotension from antihypertensive or diuretic

Illeus,obstruction, obstipation 

pneumonia

Volume overload 

hyperglycemia

wound infxn 

FALL 

DECUBITUS

NARCOTIC RELATED OVERSEDATION OR DELERIUM 

DVT/PE 



Severe (GHI) harm per 1000 pt days
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We review approximately 6% of adult inpatient charts
In FY10 - 26 events  were severe – GHI harm
3% of total events found were severe
Approximately 0.6 out of 100 patients discharged had severe healthcare associated 

harm



Post op medical 
complications, 7

Healthcare 
Associated 

Infections, 7

Surgical 
misadventures, 4

Medications, 7

Aspiration, 1

3 NARCOTICS 
2 BB 
1 ACE
1 ANTICOAG 

6 RESP FAIL
1 CVA

3 MRSA
2 CDIFF 
1 MDRO UTI 
1 WOUND

1 Central line misplaced
1 cor disection
1 AAA leak
1 illiac artery
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5 Sources of Information to 
Guide our  PH Safety Strategy

• What strategy have we implemented to prevent this from 
happening again?  What are common themes and root 
causes?

• Serious Events / High level harm 

Reports/Sentinel 
Events/Claims

• How often are events happening?  
•What types of events are most frequent? How  should         

we prioritize?
• Includes  both serious and low level harm

GTT Audits 

• If someone sees it happening will they be empowered to 
stop it?  Are we handling events well?  Are we improving 
on key areas of teamwork and communication?

Culture of Safety 
Survey

• NQF, AHRQ, NPSF, IHI, JC 
• Could it happen here?  Are we following identified best 

safety practices?

National 
Organizations 

• Does this make common sense? 
• Is this the right thing to do?
• Walk rounds, open door policy on safety 

Frontline 
Barometer



Falls , 16

Medication Errors, 8Retained Foreign 
Object, 6

Post-op 
Complications, 4

Wrong Side Surgery, 
2

Pressure Ulcers, 5

Psychiatric, 3

Equipment Failure, 
1

Delay in Treatment, 
1

2 deaths - Narcotics
1 death- Antibiotic Delay

2 deaths Falls

FY 10
46 Total Shared 
Events
5 deaths



Patient Stories – The Wake up CALL : 
Examples of Serious Adverse Events 

• Combination of opiates, benzodiazepams, ETOH, and 
unrecognized sleep apnea  àrespiratory arrest and 
death  in radiology dept

• Failure to properly treat and monitor sleep apnea in 
post operative total joint patient receiving high 
dosages of opiates and benzodiazepams à respiratory 
arrest and death  

• Failure to recognize a deteriorating patient  with OSA 
and narcotic and benzodiazepam induced respiratory 
depression àintubation and costly ICU stay  
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Why are we doing this?
Why are we doing this now?

• Serious events related to narcotics, sedatives 
and OSA

• Litigation environment on OSA

Reports/Sentinel 
Events/Claims

• Narcotic induced harm: Hypotension,   
nausea, constipation, delirium, over sedation, 
respiratory arrests
• Highest harm in orthopedic and gynecology 

patients

GTT Audits 

• Shift to shift handoffs – OSA hx not 
being communicated 

Culture of Safety 
Survey

• ASA guidelines on OSA management, 
APSF recommendations

National 
Organizations 

• Clinicians said this is a problem!Frontline 
Barometer



Reducing Narcotic Harm 

No PeaceHealth 
patient will be 

harmed by narcotic or 
sedative induced 

respiratory depression

Sleep Apnea

Nursing Pain 
Assessment

Physician Orders 
and Protocols O2 Sat 

Monitoring

Deteriorating 
Patient Alert 

System

Measure : 
Today we are 18 Days since our last GHI (severe) level 
over sedation event (permanent harm with anoxic 
encephalopathy, code blue/intubation, death)  



Sleep Apnea

Screening 
with STOP-

BANG

Criteria to 
delay 

elective 
surgery

Continuous 
O2 Sat 

Monitoring

Proper 
Appliance 

Use in 
hospital





Deteriorating Patient Alert Tool
An Early Warning System Leveraging the Electronic Health  

Record
Stephanie Jackson, Brian Churchill, Tim Cooper, Elaine St. James, Mary Duke, Margie Moore-Aten, Colleen O’Connell, Jill Harwell, Eileen Reynolds, Maureen Ellisor, 

Heather Wall, Kathleen DePape

Catch patients who are deteriorating 
BEFORE they reach code blue or 
RRT status

•Two-Week Trial of tool on 2 Surgical 
Units at Sacred Heart RiverBend 
(Springfield OR), each with 36 beds. 
September 2010
•Tool scans EHR for charted values each 
hour; looking for values outside 
parameter within the previous hour
•If alerts found, pager alert sent to unit 
charge nurse cell phone; AND, print ed
at designated printer for each unit (if no 
alerts, no page and no printed report)
•Charge Nurse reviewed printed alert 
(prints by patient), contacted assigned 
nurse and evaluate
•For pilot, added some documentation 
prompts for action taken
•Alert Parameters:  Adjustments made 
after each pilot. 
•Additional pilots done: cardiovascular, 
orthopedics, neurology, med-surg. in 
CAH; Scheduled pilots on medical/neuro, 
med-surg.

o Temp - Below 35 or above 38.5, a subsequent result between 35 and 
38.5 resets.
o Pulse - Below 50 or above 120, a subsequent result between 50 and 120 
resets.
o Pulse Oximeter - Below 88%, a subsequent result 88% or above resets 
the alert.
o Respirations - Below 8 or above 28. A subsequent result between 8 and 
28 resets.
o O2 Flow - 5 to 15 Liters and an increase from previous flow. Resets 
with any reduction in flow.
o O2 Flow + Sat - 4 Liters and Pulse Oximeter 92% or less.
o Systolic BP - Below 90 mmHg and at least 20% below the previous 24-
hour average for the patient. a subsequent result above 95 resets.
o Neurological - Change to NOT WNL from WNL. This alert is 
displayed, but is not used to select patients for reporting.
o LOC - Change to Unresponsive or Lethargic from any other result.
o Weight (Kg) - Change of 3.00kg from prior documented weight.

Goal:
Alert Parameters

Pilot Methodology

Sample Alert Report

Other Results:
•Charge nurse satisfaction 
•Patients rescued-
•Improved timely and accurate 
documentation
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Bottom Line / Final thoughts

•Must use multiple lenses to get accurate 
picture of patient safety and harm within 
the organization

•Appetite for measurement and data can 
easily exceed capacity for change and 
improvement

• Interventions must be broader and deeper 
to have a meaningful impact on overall 
harm
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Questions and discussion
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