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Patient Safety: The Highest Priority 
Incident Reporting in Healthcare
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WEBINAR AGENDA 
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Current Challenges

Moving from Reporting to Analytics

Importance of actionable information

How to maximize incident reporting in my organization

2 Finding value in incident and adverse event reporting

3 Moving from reporting to analytics



About MorCare
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• Formerly Morrisey Associates, acquired by Harris Healthcare in 2017

• 30-year history of providing exceptional products and solutions

• Workflow automation across the continuum
- Risk/Patient Safety
- Quality Management 
- Care Management

• Scalable 
- Large national health systems
- Independent hospitals 
- Critical Access hospitals

• Bi-directional interfaces with all major EMRs

Our Mission
Is to collaborate with healthcare partners to provide enterprise software solutions that deliver 
actionable information to improve patient outcomes across the continuum.



What if ...

You had the information you need to improve patient 
safety in your organization?

Your leadership could articulate the primary patient 
safety issues in the organization?  

You were confident that patient incidents were being 
reported and shared appropriately?
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IOM Findings:
• As many as 98,000 people die each year from medical errors

in US hospitals

• 8th Leading cause of death each year: More than motor vehicle 
accidents, breast cancer, or AIDS

• Total national costs of preventable adverse events: estimated at
$29 billion/year

• Adverse events occurred in approximately 3% of hospitalizations

Institute of Medicine Landmark Study:

To Err is Human: Building a Safer Health System
Report by Institute of Medicine (1999)
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Approximately 2 out of every 100 admissions experienced a preventable adverse drug event, 
which increased hospital costs on average by $4,700 per admission

The increased hospital costs alone of preventable adverse drug events for inpatients are 
about $2 billion for the nation as a whole.

Opportunity costs: Dollars spent on having to repeat diagnostic tests or treat adverse drug 
events are dollars unavailable for other purposes. Extended LOS following patient safety 
events

But not all costs can be directly measured. 

Errors are also costly in terms of loss of trust in the system by patients and diminished 
satisfaction by both patients and health professionals

Cost of Healthcare Events
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Conclusions

Institute of Medicine (IOM) Recommendations:

• Incident Reporting (IR) should be utilized as a means to improve patient safety

• Purpose of IR is to analyze the information gathered and identify ways to prevent 
future errors from occurring

• Change in culture: Shift in focus from blaming individuals to a focus on 
preventing future errors, and designing safety into the system

A comprehensive approach to improving patient safety is needed
It is simply not acceptable for patients to be harmed by the same health care system that is supposed 
to offer healing and comfort "First do no harm” Hippocrates
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Changes have occurred …

Electronic systems for Incident Reporting have proven valuable
• Provide structure for Incident Reporting

• Accessible to all staff members - everyone has access to the IR system, and everyone 
can report

• Easier to submit, with fewer barriers

• Allow for input and perspective from multiple  departments 

• Lessons can be shared within and across organizations

Observed CULTURE changes over time

• Shift from punishment, to a system perspective 
and more of a No Blame Culture

• Reporting observed incidents has become the norm

• Looking for system failures, vs. individuals
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Medical errors are still a widespread problem
- Est. more than 1.5 million people are sickened, injured or killed by medication errors each year

- Approximately 17% of all hospitalized patients experience preventable harm

- The third leading cause of death in the US

- More than 400,000 patients per year die from these injuries in the United States

Under-reporting of events remains a major issue for incident reporting 

systems, estimated that as many as 95% of adverse events go unreported 

Patients today are experiencing 10x the rate of preventable harm 
as they were in the 1990s 

Where are we now?
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Change is needed:

Need for action

Less time reporting incidents, more time on actually 
implementing change 

Learn from what went wrong, instead of just reporting that 
something went wrong again

Improve feedback mechanisms so that the reporter is informed 
about the results

Visible outcomes:  share that measures are taken based on the 
incidents reported

If changes are not implemented and recognized, motivation to continue reporting will decrease.
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Identify and describe a safety issue 
(measure) 
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Intervene

Prevent

Measure

Patient safety improvement centers on three actions:

1

2

3

Take action to help the patient 
(intervene)

Avoid similar events in the future 
(prevent) 
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How can we modernize incident reporting systems so that they 
become more effective tools for advancing patient safety today?



Going forward...
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• Events that have previously caused harm should be priorities

• Focusing on preventable events will advance safety more than reporting non-preventable ones

• Identify and share that specific events are current short-term priorities, update this list as 

existing problems are mitigated and new ones emerge

Understand: What events are highest priority for reporting?
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Value Based Care: The Role of Risk Management

• Cost saving value should be a strategic value of Risk 
Management activities

• Culture focused on implementing change for 
improvement

• Tools and resources focused on using data and metrics 
to support patient safety

Evidence shows that patient safety is more cost-effective, 
in addition to being the right thing to do.

Providing a business case will support enhanced safety and  
demonstrate added value.
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What is needed now, to support value-based health care:
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Calculating ROI for Risk Management

Healthcare - Acquired Condition
Average Cost per 

Event
# of Events in Your 

Facility
Your Facility's 
Average Cost

Medication Errors/
Adverse Drug Events (ADE)

$1,000 - $9,000

Catheter-Associated Urinary Tract 
Infections (CAUTI)

$5,000 - $30,000

C. Difficile Infections (CDI) $4,000 - $32,000

Falls $3,000 - $15,000

Pressure Ulcers $9,000 - $21,000

Surgical Site Infections (SSI) $12,000 - $42,000

Ventilator-Associated 
Pneumonia (VAP)

$19,000 - $80,000

Venous Thromboembolism (VTE) $11,000 - $32,000

Total Cost:           

Source: Agency for Healthcare Research and Quality.  (2016, December 9) AHRQ Tools to Reduce Hospital-Acquired Conditions.  Retrieved from https://www.ahrq.gov/hai/hac/tools.html
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Healthcare - Acquired 
Condition

Average Cost 
per Event

Average Number of 
Events

Average Cost to 
Facility: 2,500 

Admissions 

Average Cost to 
Facility: 7,500 

Admissions 

Average Cost to 
Facility: 15,000 

Admissions 

Medication Errors/
Adverse Drug Events 
(ADE)

$1,000 
1.2 per 100 
admissions

$30,000 $90,000 $180,000

Falls $3,000 
.67 per 100 
admissions

$50,250 $150,750 $301,500

Pressure Ulcers $9,000 
3.6 per 100 
admissions

$810,000 $2,430,000 $4,860,000

Total Cost:           $890,250 $2,670,750 $5,341,500

Sources: 
Agency for Healthcare Research and Quality(2016, December) National Scorecard on Rates of Hospital-Acquired Conditions 2010 to 2015: Interim Data From National Efforts To Make 
Health Care Safer. Retrieved from https://www.ahrq.gov/hai/pfp/2015-interim.htm

Institute of Medicine 2007. Preventing Medication Errors. Washington, DC: The National Academies Press. https://doi.org/10.17226/11623.

Calculating ROI for Risk Management Continued



Looking forward, we must refocus efforts and develop better processes  for investigation, 
learning, sharing, and changing

The focus on building incident reporting systems and data has led to our current problem with 
incident reporting:
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We need to ensure that safety incidents are routinely resulting in system wide improvements
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“The ultimate purpose of collecting data is to provide a basis for action…”

- W. Edwards Deming

we collect too much and do too little
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Time for a Quick Poll
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MorCare Data Analytics Dashboards 

20



The search for safety starts, 
rather than ends, with incident reports.
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In Summary….
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How MorCare Can Help

Web-based incident reporting tools – easily configurable by 
the customer
• Easy to submit Incident Reports
• Easy to change

Out-of-the-box AHRQ standard format
-OR-

Definable, organization-specific workflows and incident 
formats

Automated process
• Immediate automated routing to appropriate 

department managers
• Provides visibility into next steps

Dashboards and analytics
- Real-time actionable information
- Drill down to the patient level
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Questions & Answers
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Can we answer any questions?



Please feel free to contact us:

BETH BRAND
bbrand@harriscomputer.com

1-844-344-3723 x 60113

Tina DeWees
tdewees@harriscomputer.com

1-844-344-3723 x  60140

UPCOMING WEBINARS:
www.MorCareLLC.com

Friendly reminder: 
Keep encouraging 

others to wash their 
hands. 

THANK-YOU!
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