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analysis of the occurrence as to underlying causes, any improvement actions recommended 
and/or taken and, when available, the results of those improvement actions. 

6. Through review of internal data reports and reports from external sources (including T JC 
sentinel event report information, and other sources such as available occurrence reporting 
information from state and federal sources and current literature), and through the Quality 
Improvement priority criteria grid, the Patient Safety Committee will select at least one high-risk 
safety process for proactive risk assessment annually using a Failure Mode Effects Analysis 
methodology. 

The proactive risk assessment will include: 

• Assessment of the intended and actual implementation of the process to identify the steps in 
the process where there is, or may be, undesirable 
variation (failure mode). For each identified failure mode, identify the possible effects of the 
undesirable variation on patients, and how serious the possible effect on the patient could 
be (criticality); 

• For the most critical effects, conduct a root cause analysis to determine why the variation 
(failure mode) leading to that effect may occur; 

• Redesign the process and/or underlying systems to minimize the risk of that failure mode or 
to protect patients from the effects of that failure mode; 

• Test and implement the redesigned process; 
• Identify and implement measures of the effectiveness of the redesigned process; and 
• Implement a strategy for maintaining the effectiveness of the redesigned process over time. 

Organization-wide activities: 

1. Education regarding employee responsibilities for patient safety is included in initial and annual 
orientation programs, both by the Director of Risk Management and department manager. This 
includes reporting requirements and mechanisms. As appropriate, training which incorporates 
methods of team training to foster an interdisciplinary, collaborative approach to patient care 
delivery is provided. The Patient Safety Committee and other committees may recommend 
education as a patient safety improvement activity at any time throughout the year. Training on 
failure mode analysis, effects and criticality analysis should be done for those involved with this 
risk reduction tool. 

2. Patient safety is included as a regular agenda item for at least the clinical and support service 
departments of the organization. The intent is to foster a culture of "patient safety as job number 
one", "Safety First". Patient safety is a high priority function in the design and redesign of 
processes, functions and systems that impact or involve patient care. 

3. At any given time, the performance of critical steps in at least one high-risk process is the 
subject of ongoing measurement and periodic analysis to determine the degree of variation from 
intended performance. 
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4. Initiate and comply with T JC National Patient Safety Goals, and/or other regulatory or 
accrediting standards, by implementing the goals' elements of performance to improve Patient 
Safety. 

Actions upon Error or Event: 

Upon identification of a medical/health care error/event, the patient care provider should: 

• As appropriate to the occurrence, perform healthcare interventions to contain the risk to the 
patient or others 

• Contact the patient's attending physician and other physicians, as appropriate, to report the 
error or event, carrying out physician orders as necessary. 

• Contact the patient's family, guardian, Power of Attorney or significant other to make aware 
of the error or event. Refer to the Disclosure of Treatment Outcomes policy. 

• Preserve any information (Preservation Checklist) related to the error or event (including 
physical information). Examples of preservation of physical information are: Removal and 
preservation of blood unit for a suspected transfusion reaction; preservation of IV tubing, 
fluids bags and/or pumps for a patient with a severe drug reaction from IV medication; 
preservation of medication label for medications administered to the incorrect patient. 
Preservation of information includes documenting the facts regarding the error on an Event 
Report, and in the medical record as appropriate to organizational policy and procedure. 

• Report the medical/health care error to the staff member's immediate supervisor. 
• Submit the Event Report to the Director of Risk Manager per the Patient Safety Evaluation 

System. 

Individuals in any department identifying a potential patient safety issue should notify their 
supervisor and document the findings on an Event Report. This Patient Safety Work Product 
includes patient safety near misses. The Event Report should be submitted to the Director of Risk 
Manager per organizational policy. 

Staff response to medical/health care occurrences is dependent upon the type of occurrence 
identified: 

• Hazardous Condition/Patient Safety Issue - as appropriate, and if possible, staff will contain 
the hazardous condition or patient safety issue. Staff identifying a hazardous condition or 
potential patient safety issue should notify their supervisor and document the findings on an 
Event Report form. The Event Report form will be submitted to the Director of Risk Manager 
per organizational policy 

• Serious Safety Event & Sentinel Event - staff should perform any necessary clinical 
interventions to support and protect the patient and notify the physician staff responsible for 
the patient, carrying out any necessary physician orders. Staff will then follow the 
organizational Sentinel Event Policy and Procedure. A root cause analysis should be 
performed for any sentinel event and near miss as defined in the sentinel event policy and 
procedure. 

• Near Miss - staff should report the near miss event to their immediate supervisor, describe 
the facts of the near miss on an event report and submit the report to the Director of Risk 
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Manager. A proactive risk assessment may be performed to prevent recurrence if it is 
determined that a recurrence poses a significant safety risk to future patients. This may be 
determined by the Director of Risk Manager and/or the Patient Safety Committee if there is 
any disagreement as to risk potential. 

An effective Patient Safety Program cannot exist without optimal reporting of medical/health care errors 
and occurrences. Therefore, it is the intent of this organization to adopt a non-punitive approach in its 
management of errors and occurrences. All personnel are required to report suspected and identified 
medical/health care errors, and should do so without the fear of reprisal in relation to their employment. 
This organization supports the concept that errors occur due to a breakdown in systems and 
processes, and will focus on improving systems and processes, rather than disciplining those 
responsible for errors and occurrences. A focus will be placed on remedial actions to assist rather than 
punish staff members. 

Staff Support: 

Staff members involved in a sentinel event occurrence will receive support from the Director of Risk 
Manager regarding the staff member's professional and emotional reconciliation of the sentinel 
event. The staff member's involvement in the root cause analysis and action plan processes is 
encouraged, to allow the staff member an active role in process resolution. Additionally, any staff 
member involved in a sentinel event or other medical/health care error may request and receive 
supportive personal counseling from the hospital's social worker, psychologist or psychiatrist on 
staff and/or their department supervisor. 

Disclosure: 

Patients, and when appropriate, their families are informed regarding the unanticipated outcomes of 
care, or when the outcomes differ significantly from the anticipated outcomes. The Patient Safety 
Committee will monitor for compliance with this standard through the information management 
function of record reviews, and through reports from the Patient Safety Officer of evidence found 
upon individual record review for other risk management purposes. (See also policy regarding 
disclosure of unanticipated outcomes.) 

Communication-

1. Medical/health care errors and occurrences, including sentinel events, will be reported to the 
CHS PSO, LLC and externally, per hospital policy through the channels established by this plan. 
External reporting will be performed in accordance with state, federal and regulatory body rules, 
laws and requirements (i.e., regarding medical devices in accordance with the Safe Medical 
Devices Act.). 

2. An annual report will be compiled by the Patient Safety Committee and forwarded to the Quality 
Improvement Council, the Medical Executive Committee and on to the governing board. This 
report shall include at least aggregate data regarding patient safety, an analysis thereof 
(conclusions}, recommendations and actions taken to improve patient safety, both in response 
to actual occurrences and proactively. These reports shall be protected to the extent allowable 
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under the disclosure laws applicable to peer review, the Quality Improvement Council, and risk 
management. 

3. The governing board, upon evaluation of received reports (at a minimum, annually), should 
assess the allocation of resources, the assignment of personnel and their time, the provision of 
information services and data management processes, and staff training in terms of adequacy 
of their allocation of human, information, physical and financial resources to support patient 
safety improvement priorities. 

Patient and Family Education: 

The organization urges patients and families to get involved in their care. Educational efforts to 
increase consumer awareness and involvement are supported by the Centers for Medicare and 
Medicaid Services and T JC as a critical process to improve patient safety. The organization 
encourages patients and families to: 
• Speak up if they have questions or concerns, and if they don't understand, ask again. 

Encouraging patients that it is their right to know 
• Pay attention to the care received. Making sure you are getting the right treatments and 

medications by the right health care professionals. Don't assume anything. 
• Educate yourself about diagnosis, the medical tests you are undergoing and your treatment 

plan. 
• Ask a trusted family member or friend to be your advocate. 
• Know what medications you take and why you take them. Medication errors are the most 

common health care mistakes. 
• And to participate in all decisions about your treatment. You are the center of the health care 

team. 
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