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California hospital develops electronic med rec
application. March, p. 8.

Capturing pharmacy interventions as near misses.
Dec., p. 1.

Colorado hospital evaluates ‘missed opportunities’” in
rapid response teams. April, p. 6.

Commitment from senior leadership will help nurses
understand just culture. Oct., p. 4.

Disclosure-with-offer program provides more
transparent culture. Nov., p. 1.

Good Catch program at Texas organization encourages
near-miss reporting. May, p. 8.

Hospital nearly doubles medication scanning rates.

July, p. 6.

Illinois hospital stays restraint free for five years. June, p. 6.

Indiana hospital involves patients and family in shift
change bedside report. Aug., p. 8.

Inventory management helps prevent medical errors.
Sept., p. 6.

Maryland program provides road map for reducing
patient falls. July, p. 1.

New York hospital’s PICU celebrates one year without
central line infections. Oct., p. 1.

Ohio hospital keeps TABS on patients. Feb., p. 5.

Patient photos help reduce medication errors in
psychiatry department of Texas hospital. Jan., p. 6.

Quilt, staff brainstorm contest help promote Patient
Safety Awareness Week. May, p. 3.

Refocusing on handoffs can reduce safety events,
improve patient safety. Sept., p. 1.

Virginia hospital celebrates five years with no VAP

events. Feb., p. 3.

Communicating well with your diverse team. Dec., p. 10.
Disclosure-with-offer program provides more transparent
culture. Nov., p. 1.

Handoff communication word scramble. Feb., p. 11.
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Indiana hospital involves patients and family in shift
change bedside report. Aug., p. 8.

Joint Commission, HHS release new video about health-
care communication. Jan., p. 5.

Joint Commission to release communication and language
standards to encourage health equity. June, p. 5.

New communication standards, but no new NPSGs.
Oct., p. 12.

Ohio hospital keeps TABS on patients. Feb., p. 5.

Refocusing on handoffs can reduce safety events,

improve patient safety. Sept., p. 1.

Capturing pharmacy interventions as near misses.
Dec., p. 1.

Clearly defined just culture terms. Oct., p. 5.

Commitment from senior leadership will help nurses
understand just culture. Oct., p. 4.

Disclosure-with-offer program provides more
transparent culture. Nov., p. 1.

Finding the fun in patient safety. June, p. 8.

‘Fire prevention’ in patient safety. May, p. 6.

Good Catch program at Texas organization encourages
near-miss reporting. May, p. 8.

Health reform’s effect on patient safety. Sept., p. 8.

The ideal just culture. Aug., p. 6.

IHI program dives into disruptive behavior issues. Oct., p. 8.

Leapfrog Group report says without proper monitoring,
HIT could negatively affect patients. Sept., p. 12.

Maryland program provides road map for reducing
patient falls. July, p. 1.

More attention being paid to diagnosis errors. Jan., p. 1.

Nursing excellence program provides framework for
patient safety initiatives. June, p. 1.

Patient Safety Awareness Week gives facilities opportu-
nity to train staff members, engage patients in safety
issues. March, p. 4.

Quilt, staff brainstorm contest help promote Patient

Safety Awareness Week. May, p. 3.
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Report says medical students need increased training on
patient safety. May, p. 1.
Survey: Nurses spending up to one-quarter of time on

indirect patient care. May, p. 12.

AHRQ releases latest version of Common Formats to

standardize data collection. June, p. 12.

Capturing pharmacy interventions as near misses. Dec., p. 1.

Generating real value out of core measures data. July, p. 5.

Good Catch program at Texas organization encourages
near-miss reporting. May, p. 8.

Malpractice data analysis offers window into surgical
error. Aug., p. 4.

Maryland program provides road map for reducing
patient falls. July, p. 1.

New AHRQ tool to help hospitals better display quality
data. Aug., p. 1.

Stories, not data, have most influence for change. Nov., p. 6.

Certification defines qualified medical interpreters, keeps
patients safe. March, p. 1.

Joint Commission, HHS release new video about
healthcare communication. Jan., p. 5.

Joint Commission to release communication and language
standards to encourage health equity. June, p. 5.

New communication standards, but no new NPSGs.
Oct., p. 12.

IHI conference focuses on doing more with less. Feb., p. 1.
[HI program dives into disruptive behavior issues. Oct., p. 8.

More attention being paid to diagnosis errors. Jan., p. 1.

Infection control word scramble. Nov., p. 11.

New York hospital’s PICU celebrates one year without
central line infections. Oct., p. 1.

Virginia hospital celebrates five years with no VAP

events. Feb., p. 3.
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California hospital develops electronic med rec
application. March, p. 8.

Hospital nearly doubles medication scanning rates.
July, p. 6.

Patient photos help reduce medication errors in
psychiatry department of Texas hospital. Jan., p. 6.

Medication management word search. May, p. 11.

Medication safety acrostic. March, p. 11.

2010 National Patient Safety Goals quiz. July, p. 11.

Although many 2009 NPSGs have moved to standards,
still important to work toward compliance. July, p. 3.

California hospital develops electronic med rec application.
March, p. 8.

Colorado hospital evaluates ‘missed opportunities” in
rapid response teams. April, p. 6.

Maryland program provides road map for reducing
patient falls. July, p. 1.

Medication management word search. May, p. 11.

Medication safety acrostic. March, p. 11.

National Patient Safety Goal-themed crossword puzzle.
Jan., p. 8.

New communication standards, but no new NPSGs.
Oct., p. 12.

Patient photos help reduce medication errors in
psychiatry department of Texas hospital. Jan., p. 6.

Safety in the surgical environment. July, p. 8.

Suicide risk assessment important part of survey and
patient safety. April, p. 4.

Suicide shift assessment progress note. April, p. 11.

Commitment from senior leadership will help nurses
understand just culture. Oct., p. 4.

Simplifying nursing documentation provides nurses
more time at the bedside. Sept., p. 4.

Survey: Nurses spending up to one-quarter of time on
indirect patient care. May, p. 12.

> continued on p. 12
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< continued from p. 11

Ilinois hospital stays restraint free for five years.
June, p. 6.
Maryland program provides road map for reducing

patient falls. July, p. 1.

Certification defines qualified medical interpreters, keeps
patients safe. March, p. 1.

Colorado hospital evaluates ‘missed opportunities” in
rapid response teams. April, p. 6.

Disclosure-with-offer program provides more transparent
culture. Nov., p. 1.

Indiana hospital involves patients and family in shift
change bedside report. Aug., p. 8.

Joint Commission, HHS release new video about health-
care communication. Jan., p. 5.

Joint Commission to release communication and language
standards to encourage health equity. June, p. 5.

New communication standards, but no new NPSGs.
Oct., p. 12.

Ohio hospital keeps TABS on patients. Feb., p. 5.

Consider human factors engineering when designing
your patient safety projects. April, p. 1.

Evaluating your process for effectiveness and efficiency.
Feb., p. 9.

Example observation sheet. Nov., p. 10.

‘Fire prevention’ in patient safety. May, p. 6.

Innovation and design thinking as a tool. April, p. 8.

Inventory management helps prevent medical errors.
Sept., p. 6.

Lean in healthcare and observing before acting.
Nov., p. 8.

Learning how to prioritize patient safety projects.
March, p. 7.

Prevent QI from stretching your resources too thin.

Dec., p. 3.
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Simplifying nursing documentation provides nurses
more time at the bedside. Sept., p. 4.

Understanding the pressures of quality improvement.
Oct., p. 6.

When is your hospital at risk for patient harm?

Dec., p. 6.

2010 National Patient Safety Goals quiz. July, p. 11.

Compliance is safety. Dec., p. 11.

Handoff communication word scramble. Feb., p. 11.

Handoff communication word scramble. Sept., p. 11.

Infection control quiz. Oct., p. 11.

Infection control word scramble. Nov., p. 11.

Medication safety acrostic. March, p. 11.

National Patient Safety Goal-themed crossword puzzle.
Jan., p. 8.

Nursing values word scramble. June, p. 11.

Surgical safety—themed acrostic puzzle. Aug., p. 11.

Malpractice data analysis offers window into surgical
error. Aug., p. 4.
Safety in the surgical environment. July, p. 8.

Surgical safety-themed acrostic puzzle. Aug., p. 11.

ED patient safety handout. May, p. 5.

Example observation sheet. Nov., p. 10.
Medication card. March, p. 6.

Medication management word search. May, p. 11.
Nurse-to-nurse report sheet. Feb., p. 7.

Suicide risk assessment shift progress note. April, p. 11.

Changing clinician behavior proves a challenge.
Nov., p. 4.
Report says medical students need increased training

on patient safety. May, p. 1.
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