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With all of the various methods of identifying adverse events in healthcare, where do patient safety reporting systems fi t in? How 
well do they perform at case-fi nding compared to other methods? 

Th is question implies that the purpose of patient safety reporting systems is to accurately count the number of adverse events, 
which is not something they are designed for. A reasonable expectation is that reporting systems identify a representative sample of 
the adverse events that actually occur, but you don’t need to know about every case to make these systems useful. 

Here’s how patient safety reporting systems can be used:

  Provide context for causes and potential solutions 

 — Staff  reporting can help answer the critical questions: “Why?” and “How do we prevent these things in the future?” 

  Identify potential fi xes 

 — Contrasting related cases of a particular type of event that did and did not result in injury can give you clues about how to 
prevent patient injuries prospectively. 

  Validate the fi xes 

 — In the case of rare events, it’s diffi  cult to measure the eff ectiveness of workfl ow or policy changes, but this could be helped 
by collecting near-miss information. 

  Signal detection 

 — Staff  reports of near misses and no-harm events are more proactive ways of monitoring for unrecognized hazards than sim-
ply measuring only adverse events that happened in the past. Chart reviews also fail to detect near misses. 

  Identify all the ways a specifi c clinical process can break down

 — Staff  reports are excellent ways to identify the failure modes associated with any clinical process, which can change over 
time with the introduction of new staff , new technology, or workfl ow changes.

  Prioritize safety issues

 — An aggregate analysis of staff  reports can help identify the relative contributions of diff erent failure modes as a means of 
prioritizing them.
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In short, no single method of identifying or analyzing adverse events serves every purpose when it comes to safety improvement, 
but relying on multiple data sources and methods can help augment and corroborate one another. Facilities should collect re-
ports on a wide variety of event types and they can use the Agency for Healthcare Research and Quality’s (AHRQ’s) “Common 
Formats” to standardize information regarding patient safety events and give them the jump start needed to make wise and 
sustainable changes.

For more detailed information please see our ECRI Patient Safety Blog post written by Bill Marella, Director, Patient Safety 
Reporting Programs for ECRI Institute and Program Director, the Pennsylvania Patient Safety Reporting System (PA-PSRS), a 
statewide adverse event and nearmiss reporting system, under contract to the Patient Safety Authority.

How Can We Help You?

Whether you have questions about the fi nal rule or want to learn more about ECRI Institute PSO and/or support for other PSOs, we would be 
happy to hear from you. Please contact ECRI Institute at pso@ecri.org or call (610) 825-6000, ext. 5558.Share  Learn  ProtectTM


