
A Patient Safety 
Organization 
Comes 
Together…

Focused on safety, data, quality 

and health equity.



MEPCA PSO: OUR PATH TO PATIENT SAFETY 
   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

x New Clinical Director; new PSO staff; MePCA PSO revival 
x MPCA contracts with ECRI  
x Kick-off begins (ECRI & MePCA PSO) 
x 3 CHCs enrolled; new T/TA webinars  
x First safe table-like event occurs  
x PSO has grown 9 CHCs 
x Successful relisting with AHRQ 
x Second safe table-like event occcurs 

6/2017 
to 

3/2019 

3/2020 
to  

6/2020 6/2020 
and 

Beyond
. 

Pilot Phase Building Phase 
  

Pandemic Phase 
Implementation Phase  
 

x PSO listed by AHRQ 
x Pilot phase rolls out with 2 

member CHCs  
x Events uploaded; T/TA is offered 

 

2021 

4/2019 
to 

2/2020 
 

x 5 CHCs successfully uploading events 
x MePCA PSO presents 

work/deliverables to CHCNet 
x DDC contracts with MePCA PSO re: 

IDDD 
x Safe table-like event at Clinical Retreat 
x Events Planned: Safe table-like event; 

MePCA PSO Advisory Committee 
meeting 

 

x ME COVID-19 pandemic 
begins  

x PSO staff redeployed; 
Clinical Compendia 
created; Office Hours 
initiated 

 



PSO goals

Create a sustainable 
organization that connects 
strongly with UDS, HCCN, VBP.

01
Weave the strands of patient 
safety, quality, health equity 
and data throughout all we 
do.

02



What is a Patient Safety 
Organization (PSO)? 
Part 1

• Patient Safety Organizations (PSOs) are organizations that conduct 
activities to improve the safety and quality of  patient care. 

• PSOs create a legally secure environment (conferring privilege and 
confidentiality) where clinicians and health care organizations can 
voluntarily report, aggregate, and analyze data, with the goal of  reducing 
the risks and hazards associated with patient care. 

• The Patient Safety and Quality Improvement Act of  2005 (PSQIA) 
authorized the creation of  PSOs and the development of  Common 
Formats for uniform reporting of  patient safety events.



What is a Patient 
Safety Organization 
(PSO)? Part 2

• PSOs serve as independent, external experts who can assist 
providers in the collection, analysis, and aggregation of  
patient safety events to develop insights into effective 
methods to improve quality and safety. 

• Providers who establish relationships with a PSO receive 
uniform Federal protections (conferring privilege and 
confidentiality) that are intended to remove fear of  legal 
liability or professional sanctions.



Why have a 
PSO?

• The core goals of  the Patient Safety and Quality Improvement Act are: (1) 
to encourage health care professionals to improve the safety and quality of  
health care, (2) to understand the underlying causes of  hazards in the 
delivery of  health care, and (3) to share those results in all states within a 
protected legal environment, thereby minimizing any risks related to 
patient care.

• In short, this important legislation provides an environment in which health 
care practitioners can voluntarily and anonymously report safety problems, 
with the idea that conveying these messages will lead to improved care 
through a CULTURE OF SAFETY.



Why have a 
PSO?
• The Patient Safety Act was intended to strike a balance between 

maintaining confidentiality and legal protections in reporting safety 
information and maintaining patients’ rights. 

• The Act was not intended to mandate participation in any specific 
patient safety organization (PSO). 

• It is not an error-reporting system per se and does not provide any 
federal funding for PSOs. 



What is “Patient 
Safety”?

• “…a discipline in the health care professions that 
applies safety science methods toward the goal of  
achieving a trustworthy system of  health care 
delivery. We also define patient safety as an 
attribute of  health care systems that minimizes the 
incidence and impact of  adverse events and 
maximizes recovery from such events. Our 
description includes: why the field of  patient safety 
exists (the high prevalence of  avoidable adverse 
events); its nature; its essential focus of  action (the 
microsystem); how patient safety works (e.g., high-
reliability design, use of  safety sciences, methods 
for causing change, including cultural change); and 
who its practitioners are (i.e., all health care 
workers, patients, and advocates).”

https://www.ncbi.nlm.nih.gov/books/NBK43629/



MePCA PSO: 
The 1st PCA-led, 
FQHC-focused 
PSO can redefine
“patient safety”

• Our work can generate a new definition of  
“patient safety,” in which the CHC Network 
becomes a “trustworthy system of  health care 
delivery” – a CULTURE OF PATIENT SAFETY –
which not only addresses avoidable adverse 
events but also gets at inequities and 
dysfunctions embedded in the system that 
cause unseen, often normalized harm to 
specific populations…

• The MPCA PSO must become member-led with 
the creation of  a member advisory board--
perhaps a subcommittee of  CHC net. 







HCCN 
Objective 
C1/Activity 3

By the end of  Year 03 (July 2022), CHCNet, MEPCA 
PSO, and the ECRI Institute will:

complete enrollment of  
all PHCs into the PSO; 

Develop a PSO 
business and 

sustainability plan; 

Identify a data analytics 
use case for the 

PowerBI platform.

Nearly half  of  CHCNet members joined the PSO during 
Year 01…CHCNet will continue to align with the 

PSO…and the ECRI Institute, to identify data analysis 
opportunities and workflows that improve patient and 

staff  safety for all PHCs.



The PSO 
Fosters a 
Safety 
Culture

For patients: improved 
outcomes.

Accurate, appropriate and 
timely care; shorter wait 
times; fewer errors that 
reach the patient; fully 
engaged HCPs; improved 
engagement and 
satisfaction.   

For staff: improved 
well-being.

Improved team 
communication; decreased 
moral suffering; greater 
connection to 
organizational values; 
improved job satisfaction.

For leadership: greater 
productivity and 
capacity for innovation. 

Decreased staff turnover; 
improved quality scores; 
improved efficiency; 
increased capacity to 
deliver specific training to 
meet staff needs.



Rethinking 
the goals of 
Patient 
Safety – drop 
slide 
consider 
recasting 
bullet 2

• Patient safety in practice is more than reducing rates 
of  errors.  The goal is not just to eliminate risks. 
• Standardized reporting of  safety event, near misses 

and unsafe conditions builds a CHC data set that can 
inform  Quality Improvement Activities
• Safety Culture protects patients and promotes team 

communication



Partnership 
with ECRI 
increases 
data capacity

PSO members can: 
• Access individual data dashboards 
• Compare clinical data to both regional and national 

trends

• Analyze data from events, near misses, and unsafe 
conditions (including contributing factors and 
descriptive text searches)
• Tableau reports can be generated for use with staff  

and board members



Data driven 
strategies

• Trend analyses can be linked to customized solutions
• CHC data analysis and feedback drives meaningful QI 

initiatives
• Network data trends drive quarterly Safe Table 

exercises
• Network can access templated approaches to 

common problems
• PSO members can access “Custom Search” queries of  

national database of  evidence-based practice 
strategies for risk prevention



HRSA-FQHC 
Partnership 
through ECRI



ECRI Clinical Risk Management Program
Ø Website and resources provided FREE to FQHCs, free clinics, FQHC Look-

Alikes, and PCAs on behalf of HRSA
Ø Log in to the website to access:

§ Assessment checklists
§ Guidance
§ Toolkits
§ Archived webinars, National Speaker Series programs, and Virtual 

Conference 
§ Courses for CME/CNE credit 
§ Infographics 

Ø Resources cover risk management, credentialing and privileging, infection 
control, claims management, quality improvement, diabetes, and much more 



Clinical Risk Management Resources 
Ø New! Pandemic Recovery Guide for Health Centers
Ø Toolkits:

§ Culture of safety 
§ Dental 
§ COVID-19 response 
§ Credentialing and privileging
§ Risk management

Ø Risk Management Manual
Ø Webinar: Vaccine Promotion: Strategies for Increasing Vaccine Awareness 

and Immunization Rates
Ø Much more 



Clinical Risk Management Education
Ø Ambulatory Risk Management Certificate Course

§ 4 Levels of 20 courses on risk management basics
§ Intended for anyone in the health center
§ Certificate for completion of each level

Ø eLearning Course Catalog
§ Courses cover infection control, sexual harassment, 

communication, and more
§ CME/CNE credit 

Ø Obstetrics Training Suite
§ 40 courses on electronic fetal monitoring and other 

high-risk OB topics (e.g., shoulder dystocia)
§ CME/CNE credit 



Need Access? 
Ø Unlimited number of individuals from FQHCs and FQHC Look-Alikes 

receive free access to the website, resources, and education
Ø Contact us at Clinical_RM_Program@ecri.org or (610) 825-6000 for 

access
§ Include full name, email address, and organization name

Ø Questions? Use contact info above or cwzorek@ecri.org

mailto:Clinical_RM_Program@ecri.org
mailto:cwzorek@ecri.org


MePCA PSO –
ECRI 
partnership





3 Levels of Comparison: Event Data

Confidential



3 Levels of Comparison: Demographic Data

Confidential



3 Levels of Comparison: Harm Data

Confidential



Confidential





Data 
driven 
strategies

• Trend analyses can be linked to 
customized solutions
• CHC data analysis and feedback 

drives meaningful QI initiatives
• Network data trends drive quarterly 

Safe Table exercises
• Network can access templated 

approaches to common problems
• PSO members can access “Custom 

Search” queries of  national 
database of  evidence-based 
practice strategies for risk 
prevention



Safe Table 
11/8/20

Safe Table 
2/11/20

Safe Table 
8/21/20



I/DD Readiness Assessment Form





3 Levels of Comparison: Event Data

Confidential



Process Map – Focus your Analysis



FMEA – Action Plan Potential Failure Points



13th Annual Meeting of PSOs
to be held 4/28 – 4/29
Abstract Submission: A 

collaboration of efforts; PSOs 
work together to address access 

to care issues among a vulnerable 
population.













Checklist for PSO members
• Contract with MePCA PSO/annually renewable.
• User level agreement.
• Understand terms and conditions 

(PSO/PSWP/PSES/confidentiality protections/safety culture).
• Create a PSES for added safety.
• Upload events/near misses/unsafe conditions (consider mapping 

your RMIS).
• Trend and review data.
• Engage in QI with our team.
• Participate in safe tables.
• Reinforce confidentiality training.
• Join compliance partnership with HRSA-ECRI.
• Link HCCN-VBP-PSO-UDS-compliance-quality goals, using shared 

data analysis (work smarter not harder).
• Strengthen a safety culture, aligned with a culture of continuous 

quality improvement.



Dear MePCA PSO Member 

Did you know that you could automate your event submissions to the PSO? MePCA PSO members who 

are able to extract event data from their Risk Management Information Systems (RMIS) or event 
reporting systems have several automated submission options; working with our contractor, ECRI, 

events can be submitted using the following formats:  

• ECRI PSO’s file format (CSV) 

o Can only be manually uploaded via the ECRI PSO Upload Events option on the ECRI PSO 
website.  

• AHRQ Hospital Common formats 1.1 or 1.2 (XML) 
o Can be manually uploaded via the ECRI PSO Upload Events option on the ECRI PSO 

website or sent using secure file transfer protocol (SFTP).   

• Customer defined format (CSV or XML) 
o Requires ECRI PSO to map the data elements submitted to the ECRI PSO Event Reporting 

database and can only be transferred to ECRI PSO using SFTP.   

What to expect: MePCA PSO members who wish to automate their event submission process will be 
assigned an analyst to guide them through the implementaiton process.  There would be a small 

investment of time from their Clinical, IT and Risk Management departments, as well as a possible fee if 
a customer defined format is going to be used—the fee covers the develpment cost associated with 

mapping data to ECRI PSO’s Event Reporting database (Members who have previously completed the 
mapping process have noted it to be well worth the initial investment!). 

If automating your event submission is something that you want to take advantage of, please notify us 
at your earliest convenience. We will need the name of your RMIS and we will then work with ECRI to 

expedite the service. 

 

   



Thank You!

• Christopher J Pezzullo, DO
• Sarah Morrill, RN

• cpezzullo@mepca.org
• smorrill@mepca.org

mailto:cpezzullo@mepca.org
mailto:smorrill@mepca.org

