


























Resources

The following slides profile the leading healthcare agencies/companies
within the Patient Safety movement, highlighting their efforts and providing
links to numerous Patient Safety tools and resources.
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IOM’s Quality Chasm Series
Crossing the Quality Chasm: A New Health System for the

215 Century (2001)

This report continued the work of the Committee on the
Quality of Health Care in America (formed in June 1998)

Main objective: provide a strategy and action plan for building
a stronger health system in the coming years

Proposed six aims for improvement — Healthcare should be:
1) Safe

2)  Effective

3)  Patient-centered

4y Timely

5)  Efficient

6)  Equitable
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IOM S Quahty Chasm Series (cont.)

m  Patient Safety: Achieving a New Standard for Care (2004)
Summary: To achieve an acceptable standard of patient safety, IOM
recommends all health care settings establish comprehensive patient
safety programs facilitated by trained personnel within a culture of
safety and involving adverse event and near-miss detection and
analysis.

m  Preventing Medication Errors: Quality Chasm Series (2006)
Summary: /OM reviews the cost of medical errors and effectiveness
of proposed error-prevention strategies. The committee provides an
actionable agenda outlining the measures needed to improve the safety
of medication use.

All of the IOM reports are available online at:
www.iom.edu/CMS/3718.aspx
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Patient Safety and Quality Improvement Act

Patient Safety and Quality Improvement Act of 2005 (Public Law 109-41)'%

Enacted in response to growing concern about patient safety in the
United States and the 1999 IOM report

Signed into law on 7/29/05

Goal: To improve patient safety by encouraging voluntary and
confidential reporting of events that adversely affect patients

Created Patient Safety Organizations (PSOs) to collect, aggregate,
and analyze confidential information reported by healthcare
providers.
m Significantly limits the use of PSO information in criminal, civil, and
administrative proceedings
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Agency for Health Care Research & Qualit

Mission: The AHRQ is the lead Federal agency charged with improving the
quality, safety, efficiency, and effectiveness of health care for all Americans.

Launched national PSA campaign entitled, "Questions Are the Answer: Get
More Involved With Your Health Care” aimed at patients/caregivers by
encouraging a more active role in their healthcare. Created a Web site that
features an interactive "Question Builder" that allows consumers to generate
a customized list of questions to ask their healthcare providers
(www.ahrq.gov/questionsaretheanswer).

Resources:
Patient Safety Network - weekly online publication
WebM&M - expert analysis of medical errors reported anonymously

Pediatric Quality Improvement Indicators - set of measures that can be
used with hospital inpatient discharge data

Patient Safety Task Force - coordinates integration of data collection on

medical errors and adverse events, and promotes collaboration within the
Department of Health
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National Patient Safety Foundation

Lo

Vision: The NPSF is the indispensable resource for individuals and
organizations committed to improving the safety of patients.

Mission: To improve the safety of patients by these efforts
Identify and create a core body of knowledge
Identify pathways to apply the knowledge
Develop and enhance the culture of receptivity to patient safety
Raise public awareness and foster communications about patient safety
Improve the status of the Foundation and its ability to meet its goals.

Resources:
Focus on Patient Safety — Quarterly newsletter
Online fact sheets/brochures

Nursing Resources * Patient safety is central to quality
Medication Safety Resources health care as reflected in the
Anesthesia Resources Hippocratic Oath: "Above All, Do
Patient/family Resources No Harm".
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Institute for Healthcare Improvement

Mission: To accelerate the improvement of healthcare worldwide

Founded in 1991, this organization provides reliable knowledge, and
support to accelerate change in healthcare by cultivating promising
concepts for improving patient care and turning the ideas into action.

Resources: Web site is free and designed for all healthcare
professionals.

IMPACT Network - is a membership network of healthcare
organizations join forces to achieve dramatic improvement in clinical
outcomes

Measures

Changes
Improvement Stories
Tools
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National Initiative for Children’s Healthcare Quality

Mission: Dedicated solely to improving the quality of health care
provided to children.

Agenda:
Prevention of childhood obesity

Promoting evidence based, family centered care for children
with chronic conditions

Purging harm from children's health care
Promoting equity in care and outcomes for all children.

Resources:
Getting to Zero: The Kids’ Campaign
NICHQ Forum - annual forum

Collaborative Learning - offers numerous conferences and training
opportunities
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The Leapfrog Group

Mission: To trigger giant leaps forward in the safety, quality and affordability
of health care by:
Supporting informed healthcare decisions by those who use and pay for
health care; and,
Promoting high-value health care through incentives and rewards.

Founded by a small group of large employers aimed at mobilizing employer
purchasing power to advocate for improvements in healthcare safety, quality
and customer value.

) <>
Resources: THELEAPFROGGROUP

Leapfrog Hospital Quality and Safety Survey S

Leapfrog Hospital Insights — assesses hospital quality, efficiency, and
overall performance in five clinical areas using nationally standardized
measures

Leapfrog Hospital Rewards Program™ — pay-for-performance program
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Mission: To advocate for and support hospitals and health systems
as they serve their patients and communities.

Resources:

Patient Safety Learning Collaborative - network connects national
and regional safety experts and with other hospital teams to identify
solutions and accelerate adoption of best practices

[llinois Hospital Report Card Act - State mandate requires hospitals
to provide consumers public access to information about hospital
staffing and patient outcomes

Improvement Strategies

Clinical Resources

General Safety Links
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Chicago Patient Safety Forum

m  Mission: To facilitate innovative system approaches to understanding and
improving patient safety in the Chicago metropolitan area.

m  Goals:
Promote a culture of safety in healthcare among all stakeholders
Develop community leaders in patient safety
Catalyze inter-organizational efforts to reduce medical errors
Influence public awareness, attitudes, and behaviors with respect to
patient safety

m  Resources:
Chicago Pediatric Patient Safety Consortium - hospital specific patient
safety strategies

100K Lives Campaign — 1 national effort designed to save a specified
number of lives

Professional Resources

Patient/Consumer Resources
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“Knowing is not enough, we must apply.

Willing is not enough; we must do.”

- Johann von Goethe
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Agency for Healthcare Quality & Research

American College of Emergency Physicians

American Hospital Association

American Society for Healthcare Risk Management
Centers for Disease Control and Prevention

Federal Aviation Administration

Human Factors and Ergonomics Society

Illinois Hospital Association

Institute for Healthcare Improvement

Institute for Safe Medication Practices

Institute of Medicine

Joint Commission on Accreditation of Healthcare Organizations
The Leapfrog Group

Metropolitan Chicago Healthcare Council

National Coordinating Council for Med Error & Prevention
National Patient Safety Foundation

The Patient Safety Group

Veterans Affairs — National Center for Patient Safety
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