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Reports

The Health Foundation.  Safer Patients Initiative.  http://www.health.org.uk/current_work/demonstration_projects/safer_patients.html 

This initiative has been run in two phases – the first starting in 2004 and including four hospitals, the second starting in 2006 and including 20 hospitals.  The initiative is designed to make patient safety central to the delivery of care.
A 2006 report, An update after one year’s work is authored by Carol Haraden and the Safer Patients Initiative, UK, in conjunction with several regional National Health Service Trusts.
Articles

Implementing Initiatives
Alton M, Frush K, Brandon D, Mericle J.  Development and implementation of a pediatric patient safety program.  Advances in Neonatal Care.  2006 Jun; 6 (3): 104-111.


Describes the organizational aspects of implementing one successful program.

Anderson CD, Mangino RR.  Nurse Shift Report: Who says you can’t talk in front of the patient?  Nursing Administration Quarterly.  2006 Apr-Jun; 30 (2): 112-122. 

Describes the benefits of making the patient’s bedside the site of nurses’ shift-to-shift reports.

Szekendi MK, Sullivan C, Bobb A, et al.  Active surveillance using electronic triggers to detect adverse events in hospitalized patients.  Quality & Safety in Health Care.  2006 Jun; 15 (3): 184-189.
Describes a method for the prompt detection of adverse events occurring during hospital admissions.
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Visser L.  Toronto Hospital reduces sharps injuries by 80%, eliminates blood collection injuries.  Healthcare Quarterly.  2006; 9 (1): 68-70, 4.
Describes a successful safety initiative.

Evaluating Initiatives
Bradley EH, Herrin J, Elbel B, et al.  Hospital quality for acute myocardial infarction: correlation among process measures and relationship with short-term mortality.  JAMA.  2006 Jul; 296 (1): 72-78.
Quality process measures were significantly correlated with short-term mortality rates, but accounted for only a small proportion of the total variance in these rates.

Devita MA, Bellomo R, Hillman K, et al.  Findings of the first consensus conference on medical emergency teams.  Critical Care Medicine.  2006 Sep; 34 (9): 2463-2478.
Panellists agreed that hospitals should implement rapid response strategies, and made recommendations for their design.
Perspectives

On Safety Initiatives

Gilk T.  MRI suites: safety outside the bore.  Patient Safety & Quality Healthcare.  2006; Sep/Oct.  http://www.psqh.com/sepoct06/mrisuites.html 
Improving the design of MRI suites can decrease the probability of accidents.

Hardy J.  No hidden patient: facility design for safety.  Patient Safety & Quality Healthcare.  2006; Sep/Oct.  http://www.psqh.com/sepoct06/facility-design.html 

Recommends that hospitals be designed to make it easy for clinical staff to see and reach all patients.

Pickoff RM.  Are rapid response teams simply a bandage on a bigger problem?  Physician Executive.  2006 May/Jun; 32 (3): 36-38.

Acknowledges the success of rapid response teams but argues that certain underlying problems must be addressed.

Scholle CC, Mininni NC.  How a rapid response team saves lives.  Nursing.  2006 Jan; 36 (1): 36-40.  http://www.nursing2006foundation.org/rapid_response.pdf 

Describes the need for and operation of a rapid response team.

Winters BD, Pham J, Pronovost PJ.  Rapid response teams: walk, don’t run.  JAMA.  2006 Oct 4; 296 (13): 1645-1647.
Argues that rigorous research on the effectiveness of RRTs should be conducted before they are implemented in additional hospitals.

Suggestions for Physicians
Elder NC.  Patient safety in the physician office setting.  Perspectives on Safety.  2006 May.  http://www.webmm.ahrq.gov/perspective.aspx?perspectiveID=24 
Discusses safety concerns involved in prescribing medications and processing diagnostic tests.

Pawola LM.  A short call could make the difference.  Patient Safety & Quality Healthcare.  2006 Jul/Aug.  http://www.psqh.com/julaug06/medication.html 

Advocates that physicians make a follow-up call after discharge to ensure that vulnerable patients understand their treatment regimes.

Thompson GR, Verghese A.  Physical diagnosis: a lost art?  AHRQ Case & Commentary.  2006 Aug.   http://www.webmm.ahrq.gov/case.aspx?caseID=131 

Argues that the availability of sophisticated diagnostic technology, combined with the pressure for doctors to work quickly, has led doctors to put too little emphasis on physical examination.
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