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Theissueof patient safety ismuchinthenewslately, especially
with the passage March 12, 2003 by the U.S. House of Repre-
sentativesof “ The Patient Safety and Quality Improvement Act.”
Thelegidationwasinresponseto a1999 report by the Institute
of Medicine that found medical errors caused at |east 44,000
and perhaps as many as 98,000 deaths a year in the U.S. If
passed, it will create asystem of voluntary reporting of medical
errors.

Utah isone of 20 statesthat already require medical error re-
porting. The Utah reporting system wasdevelopedjointly by the
Utah Hospita sand Health SystemsAssociation (UHA), theUtah
Department of Health, and Healthinsight with the goals of 1)
analyzing aggregate state dataon medical errors, and 2) con-
ducting root cause analysisof medical errorswithinfacilities.

An adverseevent isdefined asan injury resulting from amedi-
cal intervention - either an act of care or the omission of neces-
sary care - rather than from the patient’s underlying disease
process. There are two kinds of adverse events that are cur-
rently reported under the Utah rules. adversedrug events(ADES)
and sentinel events.

Adverse Drug Events (ADE)

Definition. Not all ADEsresult from errorsnor areall prevent-
able. ReportableADEsinclude:

* dlergicreactions

* adverseeffectsof drugs

* drug-druginteractions, and

* errorsof medication dose, type, route, or timing

A patient may have an ADE that |eadsto ahospital admission or
may experience an ADE during the course of patient careinthe
hospital or surgical center. Asrequiredintherule, all hospitals
must have ADE reduction programs, and thesewill be audited
every threeyears.

Results Reported to UDOH. In a 12 month reporting period,
3.2 percent of nearly 240,000 i npatients experienced ADEs as
reported by 41 acute care hospitalsin Utah.

Possible Adverse Drug Events

Figure 1. Possible adverse drug events detected through hospital
dischargereporting, Utah, January-December 2001.

*3.2% of 239,051 hospitalizations with
/ possible adverse drug events

The incidence of ADES increased with the patient’s age and
length of stay inthe healthcarefacility.

Sentinel Events

Definition. A reportable sentinel event includes:

surgery on thewrong patient or thewrong body part
suicideof apatient

alleged assaults

major lossof physical or mental function

death that isdirectly related to medical care provided to a
patient and isnot an expected outcome of the patient’ sunder-
lying condition.

Sentinel Events by Type of Event

Figure 2. Sentinel eventsreported by type of event, Utah, Oct. 2001-
Sept. 2002.
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Results Reported to UDOH. Among nearly 450,000 inpatient
hospital and outpatient surgical center discharges, 34 sentinel
eventswerereported by 76 facilitiesduring the one-year report-
ing period sincetheruletook effect. Thedistribution of eventsis
showninFigure?2.

Figure 3 shows the location within facilities where the Utah
sentinal eventsoccurred.

Misadventures and Other Specified Procedure
Complications

Along with the eventsreported under the patient safety rule, the
Utah patient safety project conducts aggregate analysis of
adverseeventsincluded inthe Utah Hospital Discharge Database.
Figure 4 showsthat over 90% of dischargeswith diagnosesin
the category Misadventures and Other Specified Procedure
Complicationsare accidental puncturesor lacerations.



Sentinel Events by Location in Hospital
Figure 3. Sentinel events by location in hospital, Utah, Oct. 2001-

Oct. 2002.
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Total: 34 sentinel events

Misadventures by Class

Figure 4. Number and percentage of Utah acute care hospital
inpatient dischargeswith at least one misadventure, 1999 - 2001,

secondary diagnoses.
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National research has established the
important role patientsand familiesplay
aspartnersin helping themedical care
systemidentify and prevent errors. Pa-
tientsshould ask questionswhen treat-
ment seemsdifferent than they expected
and family members can help patients
totaketheright medicationsat theright
time, and better enabletheir loved ones
to follow physician advice, especially
after returning home.

For moreinformation on the Utah Pa-
tient Safety Initiative, go to
http://health.utah.gov/psi/
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For moreinformation about thistopic, please contact the Office of Health Care Statistics, Utah Department of Health,
P.O. Box 144004, Salt L ake City, Utah 84114-4004, (801) 538-7048, FAX (801) 538-9916, or the Officeof PublicHealth

Assessment, Utah Department of Health, P.O. Box 142101, Salt Lake City, Utah 84114-2101, (801) 538-6108, FAX

(801) 538-9346, email: phdata@utah.gov.
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