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RESEARCH PROJECT DESCRIPTION    
 
Health care institutions all over the world are involved in an internal struggle: 
How to improve quality of care and decrease preventable adverse event while 
maintaining cost and keeping the workforce healthy and happy? One of the 
cornerstones of the current system of quality improvement and patient safety is 
the Patient Safety Report system (PSR). The systems first developed following 
the 1999 publication of the report by the institute of medicine (IOM) “to err is 
human”i. In the United States there is no national reporting system like the ones 
implemented in countries like Denmark, United Kingdom or Australia. The PSR 
system relies on self-disclosure by the first line providers involved in the incident.  
The premise for the establishing of a PRS system is to develop a centralized 
system to identify areas or processes that can produce an adverse event.  
Following an unbiased and non-punitive review a set of recommendations are 
implemented to decrease errors, mitigate variance and decrease reliance in a 
single factor or person to prevent mistakesii. In the large scale a conversation 
about what to report, cost burden and implications for payment to health care 
institutions continues unabatediii,iv.  In the institutions the conversations are more 
granular and deal mostly with the daily use of the system. There is a great deal of 
bias inherent to the system. Studies demonstrate that nurses and auxiliary staff 
are more likely to make reports than physiciansv.  We want to do in person 
interviews and questionnaire of a representative sample the hospital staff that 
use the PSR system. We want to identify barriers for use and the willingness of 
the stakeholders to adopt or change the way the PSR is used to be a more useful 
tool 
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