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In 2005, Indiana Gov. Mitch Daniels signed an executive order for a new statewide medical
error reporting and quality improvement system. This was one of his first official acts after
being sworn into office and was predicated in part by a report from the Institute of Medicine
(IOM) indicating that a staggering number – 44,000 to 98,000 in the U.S. – of people die

every year due to medical errors. 
The Serious Adverse Event Reporting Rules went into effect on January 1, 2006, with the

goal of improving patient safety at Indiana hospitals. The reporting of medical errors is an important
step in the direction of improved patient safety. It will facilitate the design and implementation
of systems that will result in reducing and eliminating errors. 

The IOM study, however, emphasized that, because humans who are prone to make mistakes
deliver patient care, keeping patients out of harm’s way requires multiple confluent actions to be
taken. Strong leadership, a focused implementation of new methods and an unwavering commitment
to change for the sake of patient safety are all necessary for improvements to occur.

Among the new rules is a requirement that hospitals file a report with the Indiana State
Department of Health within 15 days of the occurrence of a serious adverse event, also known
as “never events.” Grouped into six categories, “never events” include: surgical, device, patient
protection, care management, environmental and criminal events.

Indiana and many other states around the country, in addition to federal government
agencies, private sector accrediting bodies and quality improvement organizations have all
instituted safety programs. 

Health care organizations like Clarian Health Partners have instituted their own programs
in patient safety. As one of the largest and busiest hospital systems in the nation, Clarian is
committed to providing the highest quality care to patients and families. Doctors, nurses and

allied health professionals work as part of a multidisciplinary team to
deliver care, which requires both personal treatment of patients and good
clinical outcomes. 

Clarian’s patient safety initiatives include the Safe Passage Program, which
supports a culture of safety by the creation of a “safe passage” of a patient
throughout his or her hospital health care experience. Clarian’s Riley Hospital
for Children focuses on a family-centered concept, integrating the family in
the care of the child and thereby creating a collaborative relationship between
parents and hospital staff. In early 2006, Clarian launched www.clarian.org/quality
to publish its quality measurements and ultimately list nearly 600 quality
outcomes for the organization.

Numerous aspects of a hospital’s operations contribute to overall quality
and safety of care. However, the need for a comprehensive list of quality and
safety activities led the National Quality Forum (NQF) to endorse 30 safe
practices that should be used in clinical care settings to reduce the risk of
harm to patients. The NQF was created to develop and implement a national
strategy for health care quality measurement and reporting.

Today, many of Indiana’s hospitals, including Clarian Health Partners, are
incorporating those practices into their care of Hoosier patients and will continue

working to give patients, their families and the community a feeling of confidence about their
health care decisions.
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