THE NATIONAL QUALITY FORUM (NQF)

‘Serious Reportable Events in Healthcare’ (SRE) 
Definitions Draft
 The Serious Reportable Events in Healthcare Steering Committee recently reviewed the current definition and made revisions to the definition of Serious Reportable Events (SREs).  NQF recognizes that the SRE definition, and related terms, is utilized in reporting strategies across many venues and settings in healthcare.   Below is a summary of the proposed changes the Steering Committee recommends for the definition of Serious Reportable Events.  The full meeting summary and meeting transcripts are available for review.  
Definition of Serious Reportable Events
Serious Reportable Events are currently defined as “preventable, serious, and unambiguous adverse events that should never occur.”  
The committee is recommending a change for the definition of Serious Reportable Events to “preventable, serious, and unambiguous adverse events that should not occur.”

The essential change shifts from the qualifying term “never” to “not”.  The rationale included: 
· The committee believes that the definition should reflect current clinical realities and that the choice of events for reporting should reflect what is actually happening in the clinical environment on a routine basis (i.e. more commonly occurring events that happen regularly  and not the rare or uncommon events that many institutions may not ever see or, at best, see only sporadically)
· There was concern with the concept that all SREs are entirely preventable when it is recognized some SREs are not always preventable in certain circumstances

· The use of the word “never” may imply that a solution exists for preventing SREs from ever occurring, which is not always the case

· There is need to improve the culture of safety without creating punitive environments and use of the term “never” in the definition may imply that an SRE is punishable

· The committee agreed it is important to maintain “preventable” in the definition in order to continue focusing providers on eliminating SREs

· The committee agreed it is important to maintain “serious” in the definition in order to continue with the recognition that SREs are indeed of the highest priority to prevent

· The committee agreed it is important to maintain “unambiguous” in the definition in order to continue with recognition that SREs are clearly defined and easily identified

· The committee agree that removing “never” from the definition should create a broader corridor for the types of event reported and also help improve the quality of reporting

The committee concluded that the definition itself is not what creates a sense of urgency to improve patient safety; it is public reporting and the improvement initiatives that follow reporting which leads to change in the culture of safety at healthcare facilities.

Criteria for Serious Reportable Events

The committee reviewed the current criterion for an event to be classified as a SRE. The full summary of committee comments is found in the meeting minutes. 

 An event must be preventable, serious, unambiguous, and any of the following:

· Adverse and/or

· Indicative of a problem in a healthcare facility’s safety systems and/or

· Important for public credibility or public accountability

The committee is recommending a change to the criterion by removing the term “and/or” from each of the first two bullet points. The criterion becomes:
An event must be preventable, serious, unambiguous, and any of the following:
· Adverse;

· Indicative of a problem in a healthcare facility’s safety systems; 

· Important for public credibility or public accountability

Definitions Used in Serious Reportable Event Criteria

The committee also reviewed the current definitions of the individual terms used to establish the SRE Criterion and recommended the following changes:   
The committee is recommending changes to the individual term definitions as listed below:

	Term
	2006 Term Definition
	Proposed Term Modification
	Committee Rationale

	Adverse
	“describes a negative consequence of care that results in unintended injury or illness, which may or may not have been preventable.”
	“describes a negative consequence of care that results in unintended injury or illness.”
	The committee agreed the phrase “which may or may not have been preventable” was not inclusive of all the potential causes for error to occur. The recommendation to strike the phrase from the definition is meant to encourage reporting.

	Event
	“means a discrete, auditable, and clearly defined occurrence.”
	No changes
	

	Preventable
	“describes an event that could have been anticipated and prepared for, but that occurs because of an error or other system failure.”
	No changes
	

	Serious
	“describes an event that results in death or loss of a body part, disability or loss of bodily function lasting more than seven days or still present at the time of discharge from an inpatient healthcare facility or, when referring to other than an adverse event, an event the occurrence of which is not trivial.”
	“describes an event that can result in death or loss of a body part, disability or loss of bodily function or risk thereof.”
	In order to broaden the SRE definition and encourage reporting of close calls or near miss events, the committee recommends to strike the time qualifiers from the definition and to include the term “or risk thereof”.

	Unambiguous
	“refers to an event that is clearly defined and easily identified.”
	No changes
	


