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Trends and Best Practices, Of Course. But Also Some Surprises. 

Reviewing adverse events and near miss reports across a multi-hospital system or across all state facilities, or nationally, allows for a 
deeper analysis of a problem area. For example, understanding the variations in how the Joint Commission Universal Protocol for 
Preventing Wrong Site, Wrong Procedure, Wrong Person Surgery™ was interpreted and implemented and particularly how those 
variations might be related to the risk of wrong-site surgery. Recommendations and insights into preventing wrong-site surgery 
fl owed out of this analysis. Read the Patient Safety Advisories that ECRI Institute prepared for the Pennsylvania Patient Safety 
Reporting System. 

But a Single Near Miss Report Can Also Create Quite an Impact! 

Do any of your clinical staff  work at more than one hospital? In one near miss report, a patient was nearly not resuscitated dur-
ing cardiopulmonary arrest because she was incorrectly designated “Do Not Resuscitate” with a colored wristband by a nurse who 
worked in multiple facilities and was confused about the meanings of diff erent colors. Th e learning from this single near miss 
resulted in a group of hospitals in Pennsylvania starting a grassroots eff ort to standardize color-coded patient wristbands, an eff ort 
that has spread to many other states.

What Have We Found After Analyzing 1 Million Adverse Events and Near Misses?
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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


