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S ince the Institute of Medicine called
for a nationwide, mandatory reporting
system to provide for the collection by
state governments of standardized in-
formation about adverse medical events,
much state activity has focused on the
development and refinement of these
systems. The information collected can
help identify health system weaknesses,
complement other state functions, and
help safeguard health care consumers.
The National Academy for State
Health Policy (NASHP) recently
collected information about all state
adverse event reporting systems that
were authorized as of October 2007. For
purposes of this research, state adverse
event reporting systems were defined as
those systems authorized and operated by
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state governments to collect reports from hospitals (and
in some cases other types of facilities such as ambulatory
surgical centers) about adverse events, with the intent of
improving patient safety. The work was supported by the
Commonwealth Fund.

This State Health Policy Survey Report provides a snap
shot of the current scope and operations of state adverse
event reporting systems and compares current information
with information from previous NASHP work. The intent
of this work is to identify trends in state policies governing
these systems.

Key Findings

«  Just over half the states (plus the District of Columbia)
now have an adverse event reporting system. In October
2007, NASHP identified 25 states plus the District with
mandatory adverse event reporting systems and 1 state
with a voluntary system that met our criteria for an
adverse event reporting system, a total of 27 adverse
event reporting systems in place.

. Between 2005 and 2007, 15 states and the District of
Columbia enacted or revised patient safety reporting
systems through legislative and/or regulatory activity.
Four states and the District of Columbia added
mandatory reporting systems and 11 states undertook
significant revisions, adding well-defined reportable
event lists and often, more thorough state oversight.

« By 2007 almost half of states with reporting systems
had adopted or adapted the National Quality Forum’s
(NQF) recommended core list of standardized
reportable events, including the five most recently
authorized systems.
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« In 2000, only one state had the ability to receive reports
electronically via an interactive Web-based system that
also could be used for analysis and feedback to data
reporters. In 2007, nine states had implemented this
electronic capability — and four others have Web-based
systems nearing development.

« In 2000, the purpose of most state reporting systems
was to improve patient safety by holding individual
health care facilities accountable for preventable adverse
events and perhaps secondarily to improve quality and
patient safety across facilities. In 2007, most states note
that their systems are intended to provide both of these
regulatory and quality improvement (QI) functions.

«  All but four states require that root cause analysis (RCA)
results and/or corrective action plans be submitted in
response to serious adverse events.

«  The current trend is toward strong, comprehensive data
protection in state reporting system legislation. All but
4 of the 27 adverse event reporting systems have some
type of legal protections beyond general peer review
protections to prevent unwanted disclosure of data.

« Disclosure of adverse events to patients and/or families
is becoming more accepted and supported behavior.
In 2000, only one state required health care facilities
to disclose to patients and/or their families directly
when an adverse event occurred. In 2007, 11 of the 27
reporting systems did so.

o All but three states have provided, or plan to provide,
public reports of some of their collected data. Sixteen
states post the reports on a Web site and five plan to do
so when the data are available.

«  Sixteen states plus the District of Columbia publicly
release aggregate data that does not identify facilities
and seven have released, or plan to release, facility-
specific data. Those that require release of facility-
specific reports are mostly newer systems.

«  Funding for patient safety reporting systems is a
continued concern and many state officials expressed
frustration regarding their limited ability to ensure
compliance with reporting guidelines, follow-up with
facilities, and conduct analysis and feedback of data
because of funding shortages.

With the mandatory reporting systems added between
2005 and 2007, and with improved data collection, public
reporting, and transparency measures occurring in half of

the other states, there is a strong current among states to
advance their role in addressing patient safety.

Introduction

One of the most sweeping improvements in health care that
the United States could make would be to place patient safe-
ty at the forefront of the national agenda. Preventing medical
errors would save more lives than eliminating motor vehicle
or workplace accidents, AIDS, or breast cancer.’ Considering
the estimate of up to 98,000 hospitalized patients that die
annually due to medical errors, in combination with errors
of omission, and hospital acquired infections, as well as
adverse events in nursing home and ambulatory care set-
tings, the toll of deaths and injuries is significant.>* Medical
errors also result in added costs of between $17 billion and
$29 billion per year in hospitals nationwide.# In many cases,
evidence-based methods are available that can prevent these
deaths and injuries from occurring.

The majority of medical errors are due to faulty systems
and processes, but systems redesign requires vigilance and
leadership from a variety of stakeholders, including state
government. In 1999, the Institute of Medicine (IOM) called
for a nationwide, mandatory reporting system to provide for
the collection by state governments of standardized infor-
mation about adverse events.s Since that time, most state
activity has focused on the development and refinement of
state mandatory reporting systems, which can help improve
quality and outcomes by identifying health system weak-
nesses, can complement other state functions, and can help
safeguard the health care consumer.

PROJECT OVERVIEW

Since the 1999 IOM report, the National Academy for State
Health Policy has tracked state progress and provided tech-
nical assistance to states on patient safety issues through
reports,® technical assistance, a patient safety discussion
group for state officials, a patient safety toolbox for states,’

About the National Academy for State Health Policy

The National Academy for State Health Policy (NASHP) is an independent academy of state
health policy makers working together to identify emerging issues, develop policy solutions,
and improve state health policy and practice. As a non-profit, non-partisan organization
dedicated to helping states achieve excellence in health policy and practice, NASHP pro-
vides a forum on critical health issues across branches and agencies of state government.

NASHP resources available at: www.nashp.org

Portland, Maine Office:
50 Monument Square, Suite 502, Portland ME 04101 Phone: (207) 874-6524

Washington, D.C. Office:
1233 20th St., NW, Suite 303, Washington, DC 20036 Phone: (202) 903-0101
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FIGURE 1. AUTHORIZED ADVERSE EVENT REPORTING SYSTEMS, OCTOBER 2007

and conferences and workshops.

With the support of the Commonwealth Fund, NASHP
has built on this previous work to develop this 2007 Guide to
State Adverse Event Reporting Systems to reflect recent state
activity, including key characteristics of state systems. This
report includes information about all state adverse event
reporting systems that were authorized as of October 2007.
For purposes of this research, state adverse event reporting
systems were defined as those systems authorized and oper-
ated by state governments to collect reports from hospitals
(and in some cases other types of facilities) about adverse
events, with the intent of improving patient safety.

To augment information from NASHP’s previous pa-
tient safety projects, staff first conducted a scan of relevant
state Web sites and legislation. NASHP pre-completed a
matrix with information about each state identified as having
authorized a reporting system as of October 2007.

The pre-completed matrix was then sent for review and
verification to each of the state agencies responsible for
implementing patient safety reporting systems. The matrix is
included as Appendix A of this Survey Report. The completed
matrix was used to develop a snap shot of the current scope

@ 27 Adverse Event
Reporting Systems
October 2007

and operations of state adverse event reporting systems,
and when combined with information from previous NASHP
work, to identify trends in state policies governing those
systems.

Our findings are presented in five major categories:

«  Reporting system criteria: Presents information on the
criteria NASHP used to categorize reporting systems
and how the criteria have evolved since 2000.

«  Reporting system authorization: Discusses the increase
in state reporting systems since 2000.

-  Data flow: Examines the type of events that facilities
report, which facilities report events, and how they do
so.

«  Use of Data: Examines how the intent of reporting
systems influences the use of data, as well as how states
review data, disclosure and protection practices, and
publicly reported information

«  Resources: Examines how states fund their adverse
event reporting systems.
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TABLE 1: ADVERSE EVENT REPORTING SYSTEMS AUTHORIZED IN 2000 AND 2007

15 authorized adverse event reporting systems

in 2000 (including several that focused solely on
abuse, neglect, or clinical outcomes, not adverse/
patient safety events).

27 authorized adverse event reporting systems in
October 2007 (only those systems that focus on
adverse events with the intent to improve patient
safety).

Colorado, Florida, Kansas, Massachusetts, Ne-
braska, New Jersey, New York, Ohio, Pennsylvania,
Rhode Island, South Carolina, South Dakota, Ten-
nessee, Texas, Washington

California, Colorado, Connecticut, District of Co-
lumbia, Florida, Georgia, lllinois, Indiana, Kansas,
Maine, Maryland, Massachusetts, Minnesota,
Nevada, New Jersey, New York, Ohio, Oregon,
Pennsylvania, Rhode Island, South Carolina, South
Dakota, Tennessee, Utah, Vermont, Washington,
Wyoming

Adverse Event
Reporting Systems:
Status and Trends

REPORTING SYSTEM CRITERIA
In order to analyze and report trends on state policies and
programs, it is first necessary to develop criteria for inclu-
sion and exclusion in the analysis. NASHP’s criteria for
including state reporting systems in its tally has evolved over
the past seven years as the result of state reporting system
modifications, an evolving understanding of the potential of
these systems to address patient safety issues, and ad-
vances in the field of patient safety related to the types and
preventability of events that affect patient safety.

When NASHP first examined state reporting systems
in 2000, 15 mandatory systems were identified. All sought
to hold hospitals accountable for the most serious mis-
takes made in the provision of health care.® Among these 15
states, the systems in operation in 3 (Nebraska, Ohio, and
Texas) focused solely on abuse, neglect, or clinical outcomes
(not adverse/patient safety events). The origins of the earlier
reporting systems were often a response to a medical mal-
practice insurance crisis, a highly publicized tragic event, or
an effort to increase oversight of hospitals.? These systems
would not be included in NASHP’s current categorization of
adverse event reporting systems.

The criteria we used in 2007 includes only those sys-
tems authorized and implemented by state governments
to collect reports from hospitals (and in some cases other
facilities) about adverse events, with the intent of improving

patient safety. By October 2007, based on NASHP’s criteria,
26 states plus the District of Columbia had adverse event
reporting systems in place.

Many states operate other systems intended to focus
on performance measures or, increasingly, on health care
acquired infections (HAI). Information on clinical outcomes
alone does not fit the NASHP criteria for adverse event
reporting systems. Some states are adding requirements
that facilities report HAl measures to their existing adverse
event/medical error reporting systems, while other states
are creating new systems to which facilities report only HAI
information. Since HAI reporting systems do not address a
broader range of adverse events, systems designed solely to
collect information on HAI are not examined in this report.

REPORTING SYSTEM AUTHORIZATION

The number of state adverse event reporting systems
increased between 2000 and 2007, even though NASHP's
criteria for these systems tightened. In 2007, NASHP identi-
fied 25 states and the District of Columbia with mandatory
adverse event reporting systems and 1 state (Oregon) with
a voluntary system that met our criteria for an adverse event
reporting system.

In 2000, NASHP had identified 15 states that met the
broader definition in use at that time. As mentioned above,
the Nebraska, Ohio, and Texas systems would no longer be
considered to be adverse event reporting systems as NASHP
defines them. However, changes made to the Ohio system
brings it in line with the current criteria. Texas also made
changes to fit the criteria, but its system was discontinued in
2007 due to sunset provisions.

The increase in adverse event reporting systems il-
lustrates growing acknowledgement of the state role in
improving patient safety. Interest in improving and refining
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FIGURE 2. SOURCE OF REPORTABLE EVENTS LIST USED IN ADVERSE EVENTS REPORTING SYSTEMS

adverse event reporting systems is confirmed by the amount
of legislative activity that occurred over the past two years.
Between 2005 and 2007, 16 states enacted or revised patient
safety reporting systems through legislative and/or regula-
tory activity, including:

«  Four states — Indiana, lllinois, Vermont, and Wyoming
— plus the District of Columbia that had not previously
had reporting systems added mandatory reporting
systems.

«  Eleven states undertook significant revisions of existing
systems, such as by adding well-defined reportable
event lists and often, more thorough state oversight
(California, Colorado, Minnesota, New Jersey, Nevada,
Ohio, Oregon, South Carolina, South Dakota, Utah, and
Washington).

DATA FLOW

In its 1999 report, the Institute of Medicine recommended
that states collect standardized information about adverse
events that result in death and serous harm, initially from
hospitals and eventually from other health care delivery
settings.’ Eight years after the release of that report, states
have moved toward standardization of a minimal set of
reportable events, have expanded in many cases the types of

[ 12 states and the District
of Columbia use the NQF
list, or a modified version
of the list

[ 14 states use a state
defined list

reportable events (sometimes including near misses), and
have moved toward more advanced reporting mechanisms.

Reportable Events

States may identify and define reportable events in differ-
ent ways. The IOM report recommended that states collect
information about adverse events that result in serious harm
or death, because these events are easy to identify and may
be more difficult to conceal. The rationale for focusing on
the most serious adverse events is that the occurrence of
serious and presumably preventable injury may indicate a
weakness in a health care facility’s responsibility to ensure
patient safety.”

When states first began implementing adverse event
reporting systems there was no nationally recommended list
of reportable events. However, in 2002, the National Quality
Forum (NQF) published Serious Reportable Events in Health-
care: A Consensus Report. This report offered a recommended
list of standardized reportable events as the basis of a na-
tional, state-based event reporting system. The NQF list was
developed through a consensus process involving consum-
ers, providers, purchasers, researchers and other health care
stakeholders. The list was updated in 2006 and now identi-
fies 28 adverse events that are serious, largely preventable,
and of concern to health care providers, consumers, and all
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stakeholders. The 28 events are organized into six categories
— five that relate to the provision of care (surgical, product or
device, patient protection, care management, and environ-
mental) and one that includes four criminal events.”?

By 2007, almost half of the reporting systems included in
this report had adopted or adapted this list (California, Con-
necticut, District of Columbia, lllinois, Indiana, Maryland,
Minnesota, New Jersey, Nevada, Oregon, Vermont, Wash-
ington, Wyoming).

States’ interest in basing their systems on a nationally
recognized list of events is confirmed by two additional find-
ings from our research in 2007. First, since the publication
of the NQF list, most states that have enacted new reporting
systems or made significant revisions have used the list as
the basis of their reporting.

«  The five with the newest reporting systems (District of
Columbia, lllinois, Indiana, Vermont, and Wyoming)
have all adopted NQF standards.

«  Some states that continue to use a “state-defined” list
of adverse events have modified their lists to include
events from nationally recognized lists, such as the
NQF events, CMS (Centers for Medicare and Medicaid
Services), AHRQ (Agency for Healthcare Research and
Quiality), and Joint Commission specified events, and
some have added HAls.

Finally, six states either collect or plan to collect some
range of “near miss” data. Near miss events focus on a
much broader set of errors, mainly those events that do no
or minimal harm but which help detect system weaknesses
that can be fixed before more serious harm is done.”

«  Three state systems (Kansas, Oregon, and
Pennsylvania) collect data on some type of near misses.

«  New York established a separate system in 2007
that collects information on near misses and which
complements its adverse event reporting system.

«  New Jersey and Washington are planning to begin
collecting information about “near miss” events.

In addition, Vermont requires hospitals to establish an
internal reporting system to identify, track, and analyze near
misses as well as reportable events. However, near misses
are not reportable to the state.

The value of near miss data is illustrated by Pennsylva-
nia, where that data forms the foundation for a substantial
portion of the education and feedback to providers in the
form of patient safety alerts and special projects. For ex-
ample, a near miss report of a patient who nearly died as the

result of confusion caused by color-coded wristbands led to
a supplementary advisory and survey of facility procedures.
The lack of standardization triggered a “color of safety” task
force comprised of facilities that standardized risk reduc-
tion strategies and led to suggested policies and procedures
posted on the Pennsylvania Patient Safety Authority Web
site.”# Despite the potential usefulness of near miss data,
states recognize that this type of analysis is resource inten-
sive and may not be appropriate for the intended purpose
and scope of their systems.

Reporting Mechanism

Reporting mechanisms have evolved with the technology. In
2000, only New York had a Web-based system that could be
used for data collection as well as analysis and feedback to
data reporters. The system enables providers to access and
create comparative reports with their own data: over time,
to a peer group, and statewide. This feature enables users to
access timely information and enhances learning from the
data. In 2007, nine states have implemented this electronic
capability (Florida, lllinois, Indiana, Minnesota, New York,
New Jersey, Ohio, Pennsylvania, Tennessee). New Jersey,
Utah, Vermont, and Washington have Web-based systems
nearing development.

Facilities that Report Events
In 2007, all 27 reporting systems include event reporting
from acute care hospitals. Only five (Maryland, New Jersey,
Obhio, Rhode Island, and Vermont) collect reports solely
from hospitals, while eight collect reports from all licensed
facilities, which may include psychiatric, and specialty hos-
pitals, birthing centers, ambulatory surgery centers, clinical
laboratories, or renal disease facilities (Colorado, District of
Columbia, Massachusetts, New York, South Carolina, South
Dakota, Tennessee, and Wyoming)."

Other types of providers from which systems now col-
lect reports include:

«  Ambulatory surgery centers (Connecticut, Florida,
Illinois, Indiana, Kansas, Maine, Minnesota, Nevada,
Oregon, Pennsylvania, Utah, and Washington).

«  Retail pharmacies (District of Columbia and Oregon).

USE OF DATA

States use the data collected within adverse event reporting
systems in various ways, including holding individual facilities
accountable for correcting problems that led to errors; sharing
information about common errors and best practices in preven-
tion across facilities; and informing policy makers, consumers,
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and other stakeholders about patient safety issues in order to
create pressure for change or to guide decision making.

System Intent

The Institute of Medicine recommended separate reporting
systems for accountability (mandatory) and quality improve-
ment (voluntary).’® In 2000, the purpose of most state
reporting systems was to improve patient safety by holding
individual health care facilities accountable for preventable
adverse events and perhaps secondarily to improve quality
and patient safety across facilities. Most states now note
that their systems are intended to provide both of these
regulatory and quality improvement (QI) functions. Only a
handful of states, mostly with older systems, intend their
systems to serve only a regulatory function (California, Kan-
sas, Massachusetts, and South Dakota).

The purpose of the system, in addition to other factors,
influences how states use the data to hold individual facili-
ties accountable and improve patient safety by providing
relevant, useful information to a variety of stakeholders.

Review Process
In our research, states were asked about their review process
for submitted data; for instance, whether the state provided
clinical review, on-site investigation, root cause analysis
(RCA) review, or some other reviews. We found that in 2007
most states conduct clinical reviews and triage reports as
needed, in some cases conducting on-site investigations
for the most serious events. Oregon is unique in having
an independent review process, separate from the Patient
Safety Commission’s formal review, and which is conducted
by the Public Health Officer to confirm the quality of reports
received and overall program integrity.

States can encourage facilities to conduct thorough
RCA by requiring reporting not only of events but also of
information about root causes and corrective actions.” Most
states require that RCA results and/or corrective action
plans (CAP) be submitted in response to serious adverse
events (except California, Kansas, Ohio, and Wyoming). Sev-
eral states that do not require RCA/CAP reports from facili-
ties indicated that staffing constraints limit their capacity to
review such information, and many states noted that limited
feedback was due to budget constraints.

Data Disclosure and Protection Practices

State reporting systems vary in their provisions for disclo-
sure and protection of patient safety data in terms of types
of specificity of disclosed information (individual events,
facility specific, statewide aggregate), sharing of data among

2007 Guide to State Adverse Event Reporting Systems

state agencies, and legal protections offered (including dis-
coverability, confidentiality, and admissibility in court).™

The current trend is toward strong, comprehensive data
protection in state reporting system legislation. The public
policy rationale for protecting the confidentiality of informa-
tion in mandatory reporting systems is to encourage honest,
accurate, and full disclosure of events to the state systems.
Without such protections, some believe that hospitals will
not report events that expose them to legal risk or public
embarrassment and regulatory agencies will not have the
information that they need to adequately protect public
health. All but 4 of the 27 adverse reporting systems in 2007
(California, Massachusetts, Ohio, and South Carolina are
the exceptions) have some type of legal protections beyond
general peer review protections to prevent disclosure of
data from their systems. Of these four states, three systems
were authorized by regulation as opposed to statute, which
may be a factor in their lack of legal protections; most states
specify legal protections in the statute that established the
system.

Disclosure of adverse events to patients and/or families
is becoming more accepted and supported behavior.

In 2000, only 1 state out of the 15 with adverse event
reporting systems (New York) required hospitals to disclose
to patients and/or their families directly when an adverse
event occurred. In 2007, 11 of the 27 reporting systems have
such disclosure (California, Florida, Maryland, Massachu-
setts, New Jersey, New York, Nevada, Oregon, Pennsylvania
[for serious events], Tennessee, and Vermont). Factors that
contributed to this change likely include experience that
suggests disclosure is not tied to an increase in the number
of lawsuits. (For example, the Veterans Affairs (VA) Medical
Center in Lexington, Kentucky, demonstrated that disclosing
errors to patients and families did not lead to an increase in
payments for legal fees.)™

Publicly Reported Information
Public reporting is considered an effective way to spur qual-
ity improvements in health care.?® The Institute of Medicine
included public reporting in its call for state governments to
create mandatory reporting systems. In discussing the need
to foster innovation and improve the delivery of care, the
IOM continued its call for public accountability by emphasiz-
ing transparency as one of ten principles that should guide
the redesign of the health care system.”

Public reporting is influenced in part by the number
of reports received by the state. Not surprisingly, given the
differences among states in reporting standards and other
factors, the number of individual events reported to states
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varies widely. For example, in 2006, Pennsylvania received
reports of 200,000 events (of these, 7,000 were serious
incidents and the remaining were near misses) compared
to 10 in South Dakota. Most states receive a range of from
hundreds to thousands of reported events.

The number of reported events is not necessarily a
valid indicator of the incidence of events for several rea-
sons — the number varies based on the broad or narrow
definition of reportable events, the number of facilities and
beds in the state, and the inability to identify the number
of opportunities for the event to occur. In addition, some
states and facilities are more aggressive and experienced in
monitoring and reporting, so that a high number of events
reported in a state or a facility may be more indicative of a
robust reporting system rather than delivery system flaws.
The IOM report cautions that the goal of reporting programs
is not to count the number of reports, but to analyze and
use the information they provide and match it with the right
tools, expertise, and resources to help correct the errors.?
The number of reported events has limited value for the
consumer, but may be useful to note individual state trends
over time.

Among the 27 adverse events reporting systems in
2007, all but 3 (Georgia, South Carolina, and South Dakota)
have provided, or plan to provide, public reports of some of
their collected data. Among these:

«  Sixteen post public reports on a Web site (Colorado,
Connecticut, Florida, Indiana, Maryland, Maine,
Minnesota, New Jersey, Nevada, New York, Oregon,
Pennsylvania, Rhode Island, Tennessee, Utah, and
Wyoming). In addition, four states and the District of
Columbia are planning to provide data on a public Web
site when the data are available (California, lllinois,
Vermont, and Washington).

«  Most release reports on an annual basis, although some
are sporadic or less frequent due to budget constraints.
One (Colorado) releases information weekly on its Web
site.

«  Seventeen release aggregate data that does not identify
facilities.

«  Seven have released, or plan to release, facility-
specific data (California, Colorado, lllinois, Indiana,
Massachusetts, Minnesota, and New York). Those
states that release facility-specific reports are mostly

newer systems.”

Resources

Funding for patient safety reporting systems is a continued
concern. During our research, many state officials expressed
frustration about their limited ability to ensure compliance
with reporting guidelines, to follow up with facilities, and

to conduct analysis and feedback of data because of fund-
ing shortages. Six states (California, Colorado, Minnesota,
Oregon, Pennsylvania, and Vermont) and the District of
Columbia use a facility assessment or license fees to pay
for their patient safety systems; they are among those with
newer systems. Five states (lllinois, Maine, Nevada, New
York, and Wyoming) have a state dedicated funding stream
for their systems. The majority, however, use agency general
operating funds or a combination of sources to finance their
operations.

It is promising to note that as states grapple with broad
reform measures in health care, a robust patient safety re-
porting system may assume a higher profile as a state public
health care priority, with patient safety initiatives included
in efforts to improve quality and reduce costs. For example,
Governor Edward G. Rendell’s health care reform proposal,
Prescription for Pennsylvania, calls for improvements
in patient safety and quality to reduce overall costs. The
Governor's Office for Health Care Reform Web site notes
that “charges for uncompensated care for the uninsured,
additional days of hospital care due to potentially avoidable
hospital-acquired infections, certain medical errors, readmis-
sions for complications and infections and avoidable hospi-
talizations due to inadequate care for patients with chronic
diseases total $7.6 billion per year.”>
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FIGURE 3. FUNDING SOURCES FOR ADVERSE EVENT REPORTING SYSTEMS

Conclusion

This 2007 Guide to State Adverse Event Reporting Systems
highlights the significant increase in state interest in adding
new and improving existing patient safety reporting systems,
especially in the last two years. Just over half the states now
have an adverse event reporting system. With four states
— Illinois, Indiana, Vermont, and Wyoming — and the District
of Columbia adding mandatory reporting systems between
2005 and 2007, and with revisions to improve data collec-
tion, public reporting, and transparency measures occurring
in half of the other states, there is a strong current among
states to advance their role in addressing patient safety.
Some important findings on the implementation of
state adverse event reporting systems include:

. States are reporting an increased focus on
standardization as more, and newer, systems adopt
or adapt the National Quality Forum’s list of serious
reportable events.

«  States are demonstrating a growing intent to use
reporting systems to promote quality improvement as
they collect and analyze root causes, collect information
about near misses, and develop interactive Web-based
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B 6 states and the Distric of
Columbia use facility
assessments

B 5 states have a dedicated
funding stream

[ 15 states operate systems
using general operating
funds

systems with the potential to enhance data analysis and
feedback.

. States are attempting to increase transparency through
disclosure of events to patients and families and
through public reports, with several systems authorized
in the last few years requiring the release of facility-
specific information.

. States are creating comprehensive provisions for
protecting data.

Along with developing and improving adverse event
reporting, states are increasingly addressing patient safety
through other mechanisms. Many are adding one or more
health care acquired infections (HAI) indicators, surgical
outcomes, and near misses into their reporting systems or
developing new complementary systems. States are also
focused on the transparency of quality information.

There is a growing amount of interest and attention in
this topic and a wide range of experiences for states to learn
from each other. As states continue to develop new and
refine existing reporting systems, NASHP will continue to
update its toolbox on state reporting systems (www.pstool-
box.org) so that states can continue to share and learn from
each other.
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