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➢ Improve patient care

- Medical errors often caused by system breakdowns

➢ Assist providers in pay-for-performance era

- Payment changes make medical errors far more costly

- Hospital associated conditions

- Readmission rates and bundled payments

- Quality studies and surgical care

PSO Florida Goals
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Patient Safety and Quality Improvement Act

Providers gather 
and submit 

patient safety 
work product  to 

PSOs

PSOs  provide 
risk reduction 
strategies to 
submitting 
providers

• Act passed in July 2005

• Final regulations: Published 

Nov. 21, 2008; effective Jan.

19, 2009

• ECRI Institute PSO federally

certified 11/5/08; PSOF 2/25/09

• Agency for Healthcare 

Research and Quality (AHRQ),

Office for Civil Rights (OCR)
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Patient Safety and Quality Improvement Act

 LEARN from data aggregation, in-depth patient safety 

analytics and Advisories, statewide and national 

comparisons

 SHARE information about events so you can learn from 

them

■ facilitate learning about best practices from your peers

 PROTECT patients from harm through evidence-based 

solutions

■ Get legal protection and confidentiality for data submitted under 

PSO
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Providers PSWP PSO

Patient Safety Activities

Best Practices

Redesign 
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PSO Florida Program and Benefits

PSO Florida Web portal

Patient safety data collection and reporting system

Comparative Reports PSO Florida and ECRI PSO 

PSO Florida and National Navigators

Publications: Deep Dives, Top Ten and Compass Point

Webinars

Custom Research Requests  and posted responses

RCA Feedback and Analysis



©2017 ECRI  INSTITUTE

Event Types

 AHRQ 1.2 Common 

Formats

▪ Blood or Blood Products

▪ Device or Medical/Surgical 

Supply/HIT

▪ Fall

▪ Healthcare-Associated 

Infection (HAI)

▪ Medication or Other 

Substance

▪ Perinatal

▪ Pressure Ulcer

▪ Surgery VTE

▪ Other:  (Please specify)

• ECRI Enhancements

– Emergency Services

– Environment

– Laboratory Test/Radiology

– Security/Safety
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Sending Data to PSO Florida

 Upload data from your hospitals event reporting system

 ECRI Institute has worked with reporting system vendors 

and has a mapping service 

■ Omits the need to enter data manually

 Data submission will provide you with comparison to:

■ PSO Florida

■ ECRI PSO
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PSO Florida Member Services
➢LEARN 

- Aggregate and Facility-based Real-time Reports
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PSES Pathway

 Toolkit to guide PSES 

definition, implementation 

and management 

 Contains

▪ How to get started

▪ Key concepts, 

recommendations, questions

▪ Template policies and forms

▪ Moving from concept to 

action
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Resources: Webinars
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Resources: Custom Research Postings 
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Custom Research Requests

 Level I Unlimited

■ Does the PSO have any resources on Retained Surgical Items?

 Level II- 6

■ What processes can be used for alternative site marking?

 Level III – 2

■ Multiple questions related to a topic and extensive literature 

search

■ Specific comparison of your data to the data in the data base
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Resource: Deep Dives
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Deep Dive Medication Safety
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Deep Dive Patient Identification

 ECRI INSTITUTE PSO DEEP DIVE: PATIENT IDENTIFICATION—SELF ASSESSMENT QUESTIONNAIRE 

■ This section is excerpted from ECRI Institute PSO's Deep Dive Patient Identification. This self 

assessment can help you evaluate your organization's practices and target opportunities for 

improvement. 

https://www.ecri.org/components/PSOCore/Pages/DeepDive0816_PatientID_SAQ.aspx
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Resource: Navigators
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Resource: E-Lerts and Compass Points
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Resource: Patient Safety Tools
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RCA Analysis and Feedback

 Evaluate  RCAs

 Process Summary 
▪ How thoroughly did you evaluate the event?

 Comprehensive Summary
▪ Detailed analysis of the RCA process including opportunities for 

improvement

 Root Cause Identification
▪ Were the key root causes identified?

 Scoring of RCA Recommendations
▪ How effective and sustainable are the action recommendations?

 Evaluation of Methodology
▪ Advantages and disadvantages and limitations of RCA approach 

(e.g. Joint Commission method)

6
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RCA Analysis and Feedback
Example: How thoroughly did you evaluate the event?
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Patient Membership Safety Update


