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The Child Health PSO has spent the last 16

years refining a shared learning framework to
help make pediatric care safer.

By examining 2,800 events, issuing 4,253 early warnings, and convening 200+ case n““unl nEPonT

learning events, the PSO has helped hospitals reduce severe harm year after year across 2025 Year in Review

the U.S. In 2025, its collective impact grew.

$33 L 42

in expert consultation $2.4K of CE provided safety huddles held
provided to each participant
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Last year, we reached record

member engagement. UNPARELLED

We released a new national safety resource, developed a family engagement workgroup,

and continued enhancing our risk management software to optimize case learning. That VAI_U E
work unfolded alongside 42 safety huddles, 14 safe tables, 326 case submissions, and

the Annual Meeting — the core activities of our PSO that turn individual experiences into

collective wisdom.

The new resource, called the Safety Watch, is based on member-reported cases
and helps pediatric clinicians and organizations in any setting stay ahead of harm by
proactively identifying risks. The newly established Patient and Family Engagement MEASURABLE IMPACT

workgroup will formally integrate family perspectives into PSO work. ST alerre B

than half since data collection

Together, these efforts reflect 58 children’s hospitals’ dedication to eliminating pediatric started in 2011,

harm through transparent, peer-to-peer learning. Thank you all for your essential
engagement. Every case told, every trend identified, and every risk elevated makes
care safer for the next child at every hospital and clinic in the U.S.

REAL-TIME ADVICE

66% of help requests in the
I weekly huddles received a

response.

There are 100+ federally registered PSOs.
Only one 1s focused solely on children.

REPLICABLE ACTION PLANS
62% of action items were classified
as intermediate or stronger based on
the IHI Action Hierarchy Tool.
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CHILD HEALTH IMPROVEMENT

g Our Top Pediatric Safety Issues of
of Safe Table attendees cases submitted L U ——

implemented takeaways fisks, sharing the PSOs singular
insights broadly.
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