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State of Nevada Sentinel Event Registry

Healthcare facility submitted patient safety plans (PSP) for 2019.

https://www.leg.state.nv.us/NRS/NRS-439.htmI#NRS439Sec843

and

NRS 439.865 Patient safety plan: Development; inclusion of infection control program to prevent and
control infections; approval; notice; compliance; annual review and update.

1. Each medical facility that is located within this state shall develop, in consultation with the providers of
health care who provide treatment to patients at the medical facility, an internal patient safety plan to improve
the health and safety of patients who are treated at that medical facility.

2. The patient safety plan must include, without limitation:

(a) The patient safety checklists and patient safety policies most recently adopted pursuant to NRS 439.877.

(b) An infection control program to prevent and control infections within the medical facility. To carry out the
program, the medical facility shall adopt an infection control policy. The policy must consist of:

(1) The current guidelines appropriate for the facility’s scope of service developed by a nationally
recognized infection control organization as approved by the State Board of Health which may include, without
limitation, the Association for Professionals in Infection Control and Epidemiology, Inc., the Centers for Disease
Control and Prevention of the United States Department of Health and Human Services, the World Health
Organization and the Society for Healthcare Epidemiology of America; and

(2) Facility-specific infection control developed under the supervision of a certified infection
preventionist.

3. The program to prevent and control infections within the medical facility must provide for the designation
of a person who is responsible for infection control when the infection control officer is absent to ensure that
someone is responsible for infection control at all times.

4. A medical facility shall submit its patient safety plan to the governing board of the medical facility for
approval in accordance with the requirements of this section.

5. After a medical facility’s patient safety plan is approved, the medical facility shall notify all providers of
health care who provide treatment to patients at the medical facility of the existence of the plan and of the
requirements of the plan. A medical facility shall require compliance with its patient safety plan.

6. The patient safety plan must be reviewed and updated annually in accordance with the requirements for
approval set forth in this section.

(Added to NRS by 2002 Special Session, 15; A 2011, 679, 1583)

Going forward all Patient Safety Plans will be required to include the facility name and the facility
location city. In addition, all Patient Safety Plans must be ADA compliant.
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SUBJECT: PATIENT SAFETY PLAN REFERENCE #1067
PAGE: 1
OF: 7
EFFECTIVE: 1/15/2014
APPROVED BY: Governing Body REVISED: 1/15/2018
PURPOSE:
J The purpose of the Organizational Patient Safety Plan at 215 Surgery Center is to improve

patient safety and reduce risk to patients through an environment that encourages:

. Recognition and acknowledgment of risks to patient safety and medical/health care
errors;

. The initiation of actions to reduce these risks;

. The internal reporting of what has been found and the actions taken;

. A focus on processes and systems;

. Minimization of individual blame or retribution for involvement in a medical/health
care error;

. Organizational learning about medical/health care errors;

. Support of the sharing of that knowledge to effect behavioral changes in itself and

other healthcare organizations.

] The Patient Safety Plan provides a systematic, coordinated and continuous approach to
the maintenance and improvement of patient safety through the establishment of
mechanisms that support effective responses to actual occurrences; ongoing proactive
reduction in medical/health care errors; and integration of patient safety priorities into the
new design and redesign of all relevant organization processes, functions and services.

o As patient care, and therefore the maintenance and improvement of patient safety, is a
coordinated and collaborative effort, the approach to optimal patient safety involves
multiple departments and disciplines in establishing the plans, processes and mechanisms
that comprise the patient safety activities at 215 Surgery Center. The Patient Safety Plan,
developed by the interdisciplinary Safety Committee and approved by the medical staff,
Board of Managers and administration, outlines the components of the organizational
Patient Safety Program.

Ambulatory Care EOC © Medical Consultants Network Inc. (800) 538-6264
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PATIENT SAFETY PROGRAM:
° Scope of Activities:
. The scope of the Patient Safety Program includes an ongoing assessment, using

internal and external knowledge and experience, to prevent error occurrence,
maintain and improve patient safety. Patient safety occurrence information from
aggregated data reports and individual incident occurrence reports will be reviewed
by the Safety Committee to prioritize organizational patient safety activity efforts.
Types of patient safety or medical/health care errors included in data analysis are:

Ambulatory Care EOC

No Harm Errors - those unintended acts, either of omission or commission, or
acts that do not achieve their intend outcome - that do not result in a physical
or psychological negative outcome, or the potential for a negative outcome,
for the patient.

Mild-Moderate Adverse Outcome Errors - those unintended acts, either of
omission or commission, or acts that do not achieve their intend outcome,
that result in an identified mild to moderate physical or psychological adverse
outcome for the patient.

Any Medication Error
Any Adverse Drug Reaction

Hazardous Condition - any set of circumstances, exclusive of the disease or
condition for which the patient is being treated, which significantly increases
the likelihood of a serious physical or psychological adverse patient outcome.

Sentinel Event — as defined in Appendix A of the National Quality Forum
Serious Reportable Events in Health-Care-2011 Update: A Consensus
Report

. The event has resulted in an unanticipated death or major permanent

loss of function, not related to the natural course of the patient’s illness
or underlying condition.

© Medical Consultants Network Inc. (800) 538-6264
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. The event is one of the following (even if the outcome was not death or
major permanent loss of function):

mi Rape (by another patient, visitor or staff)
mi Surgery on the incorrect patient or incorrect body part

n Near Miss - any process variation which did not affect the outcome, but for
which a recurrence carries a significant chance of a serious adverse
outcome.

. The scope of the Patient Safety Program encompasses the patient population,
visitors, volunteers and staff (including medical staff). The program addresses
maintenance and improvement in patient safety issues in every department
throughout the facility. There will be an emphasis on important facility and patient
care functions of:

" Patient Rights

n Assessment of Patients

n Care of Patients

" Patient/Family Education

n Continuum of Care

" Leadership

" Improving Organization Performance

" Management of Information

n Management of Human Resources

n Surveillance, Prevention and Control of Infection

] Methodology:

. The Interdisciplinary Safety Committee is responsible for the oversight of the Patient
Safety Program. The Safety Officer will have administrative responsibility for the
Ambulatory Care EOC © Medical Consultants Network Inc. (800) 538-6264
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program, or the Safety Committee may assign this responsibility to another member
of the committee.

. All departments within the organization (patient care and non-patient care
departments) are responsible to report patient safety occurrences and potential
occurrences to the Safety Officer, who will aggregate occurrence information and
present a report to the Safety Committee on a monthly basis. The report will contain
aggregated information related to type of occurrence, severity of occurrence,
number/type of occurrences per department, occurrence impact on the patient,
remedial actions taken, and patient outcome. The Safety Committee will analyze
the report information and determine further patient safety activities as appropriate.

. Description of mechanisms to ensure that all components of the healthcare
organization are integrated into and participate in the organizationwide program.

. Upon identification of a medical/health care error, the patient care provider will
immediately:

" Perform necessary healthcare interventions to protect and support the
patient’s clinical condition.

» As appropriate to the occurrence, perform necessary healthcare interventions
to contain the risk to others - example: immediate removal of contaminated IV
fluids from floor stock should it be discovered a contaminated lot of fluid
solutions was delivered and stocked.

n Contact the patient’s attending physician and other physicians, as
appropriate, to report the error, carrying out any physician orders as
necessary.

" Preserve any information related to the error (including physical information).

Examples of preservation of physical information are: 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 occurrence 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.

Ambulatory Care EOC © Medical Consultants Network Inc. (800) 538-6264
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» Submit the occurrence report to the designated individual or committee per
organizational policy.

. Any individual in any department identifying a potential patient safety issue will
immediately notify his or her supervisor and document the findings on an occurrence
report. The occurrence report will be submitted to the Quality Assurance Committee
per organizational policy

. Staff response to medical/health care errors is dependent upon the type of error

identified:

Ambulatory Care EOC

No harm errors - (including “no harm” medication errors) - staff will document
appropriately in the medical record according to organizational policy,
document the circumstances regarding the no harm error on an occurrence
report form, submit the form to the Performance Improvement Department
and notify their immediate supervisor.

Mild-Moderate Adverse Outcome Errors (including medication errors) - staff
will 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 preserve any physical
evidence as appropriate, notify his/her immediate supervisor, document facts
appropriately in the medical record and on an occurrence report - submitting
the report to the Performance Improvement Department per organizational

policy.

. Medication Errors - the staff member identifying a mediation error (no
harm and mild-moderate harm) will notify the Pharmacy Services
Department of the event.

Adverse Drug Reaction - staff will 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 preserve any physical evidence as appropriate, notify his/her
immediate supervisor, document facts appropriately in the medical record
and on an occurrence report - submitting the report to the Performance
Improvement Department per organizational policy. Staff will also notify the
Pharmacy Services Department.

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 will

© Medical Consultants Network Inc. (800) 538-6264
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immediately notify his or her supervisor and document the findings on an
occurrence report. The occurrence report will be submitted to the
Performance Improvement Department per organizational policy.

" Sentinel Event - staff will 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.

" Near Miss - staff will report the near miss event to his/her immediate
supervisor, describe the facts of the near miss on an occurrence report and
submit the report to the Performance Improvement Department.

. Established organizational policy (such as the Sentinel Event Policy) and/or the
Safety Committee will determine the organizational response to medical/health care
errors and occurrences. All sentinel events and near miss occurrences will have a
root cause analysis conducted. The determination of the Safety Committee
members, based on internal and external data analysis and prioritizing of patient
safety criticality, will determine:

" Further remedial action activities necessary for identified occurrences
" Proactive occurrence reduction activities
" Necessity and benefit of root cause analysis performance for identified

occurrences or proactive reduction activities

. An effective Patient Safety Program cannot exist without optimal reporting of
medical/health care errors and occurrences. Therefore, it is the intent of this
institution 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
relationship 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, with the Safety Committee and the individual staff member’s
department supervisor determining the appropriate course of action to prevent error

recurrence
n Sentinel Events - staff members involved in a sentinel event occurrence will
receive support from the Safety Committee regarding the staff member’s
Ambulatory Care EOC © Medical Consultants Network Inc. (800) 538-6264
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professional and emotional reconciliation of the sentinel event. The Safety
Committee encourages the staff member’s involvement in the root cause
analysis and action plan processes, 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 his or her department supervisor.

n On at least an annual basis, staff will be queried regarding their willingness to
report medical/health care errors.

. The Patient Safety Program includes a quarterly survey of patients, their families,
volunteers and staff (including medical staff) opinions, needs and perceptions of
risks to patients and requests suggestions for improving patient safety.

. Patients, and when appropriate, their families are informed about the outcomes of
care, including unanticipated outcomes, or when the outcomes differ significantly
from the anticipated outcomes. The Safety Committee will analyze error reporting
data for evidence of this information.

. Staff will educate patients and their families about their role in helping to facilitate
the safe delivery of care.

. Staff will receive education and training during their initial orientation process and on
an ongoing basis regarding job-related aspects of patient safety, including the need
and method to report medical/health care errors. And, because the optimal
provision of healthcare is provided in an interdisciplinary manner, staff will be
educated and trained on the provision of an interdisciplinary approach to patient
care.

. Medical/health care errors and occurrences, including sentinel events, will be
reported internally and externally, per facility policy and through the channels
established by this plan. External reporting will be performed in accordance with all
state, federal and regulatory body rules, laws and requirements.

. A quarterly patient safety report will be forwarded to the Board of Managers on the
occurrence of medical/health care errors and actions taken to improve patient
safety, both in response to actual occurrences and proactively.

Ambulatory Care EOC © Medical Consultants Network Inc. (800) 538-6264
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SERVICES

EFFECTIVE:
REVISED: JANUARY 3, 2016

I. PURPOSE:

Attention to maintaining and improving patient safety and well being is inherent in Ambulatory
Surgical Center of Southern Nevada’s (ASC of Southern Nevada) commitment to the relief of
suffering and improvement in the quality of life to those in the community it serves. In
committing ourselves to safeguarding individuals, ASC of Southern Nevada must fully understand
the processes and systems that are utilized by the organization to deliver patient care. From this
deeper understanding, ASC of Southern Nevada will be able to analyze, evaluate, develop and
implement changes that will continuously improve the way we deliver care to patients.

The results of these efforts will:

e Demonstrate ASC of Southern Nevada’s commitment to the community it serves.

e Unite ASC of Southern Nevada and individuals who work and practice at ASC to respond
appropriately to adverse events, proactively identify risk reduction strategies and
participate in process and system redesigns to reduce risk of patient harm.

e Allow ASC to implement processes technology or systems that will reduce the risk of
errors reaching patients and causing harm.

e Promote greater medical staff and employee involvement in improving clinical care which
will result in improved employee and medical staff satisfaction.

e Translate into a more efficient and cost-effective model of care at ASC.

Ambulatory Surgical Center of Southern Nevada’s leadership and employees must actively
embrace and support the patient safety plan in order to achieve the results outlined above.

I1. SCOPE:

The Ambulatory Surgical Center of Southern Nevada Patient Safety Plan is an all-inclusive,
integrated method to planning, designing, measuring, assessing and improving patient safety,
quality care and outcomes. Assessing day to day operations, employee input and customer
needs are integrated into the development of the program. This program will incorporate all
patient related activities and use interdisciplinary teams whenever possible.

Important aspects of patient care and service that involves the monitoring of activities and
making improvements include:

Complications of anesthesia

Post procedure bleeding

Post procedure infection

Medication errors/Look alike sound alike medications

Annual Sentinel Event Registry Report of Submitted Patient Safety Plans | 11
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Allergic reaction

Technical difficulty with procedure
Proper indication

Proper consent

Current H & P

Risk Stratification

Anticoagulation Problems

Patient Satisfaction

Pathology Specimen errors

Time outs

Day of Procedure Cancellations
Identity Theft/Lack of ID
Reprocessing errors

Sentinel Events

Medical Records Documentation
Scheduling errors

Infection Control Survey Rounds

Medication reconciliation
Improve staff communication
Hand hygiene

Prevent patient from falls

Patient Identification
Single use of injection devices

Medical Equipment related adverse event

Patient Education/discharge instructions

Help patients to be involved in their care.

Non-compliant patients with pre-procedure instructions
Communication with referring providers

Responsible adult to accompany patient home

Fire Prevention and Safety in the Procedure Rooms

The Ambulatory Surgical Center of Southern Nevada recognizes that risk management and
patient safety are priorities that include establishing, maintaining and improving the safety of

patients and the facility.
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III. STRUCTURE:

Governing Body

The Governing Body of the Ambulatory Surgical Center of Southern Nevada (ASC of

Southern Nevada) is comprised of members including: ASC principal owners, Administrator and
Medical Director. The Governing Body assumes full legal responsibility for determining,
implementing and monitoring policies so as to provide quality health care in a safe environment
and to protect the health and safety of patients and employees. When services are provided
through a contract with an outside resource, the Ambulatory Surgical Center of Southern Nevada
(ASC of Southern Nevada) will, to the best of its ability, assure that these services are provided
in a safe and effective manner. The Governing Body will carry out the following duties and
responsibilities either directly or by delegation to committee(s).

The Governing Body oversees this responsibility by:

e Ensuring each patient admitted to the facility is under the care of a physician.

e Ensuring each patient admitted to the facility has had a pre-surgical exam within seven
days prior to the date of the procedure.

e Ensuring that a physician is on the premises and is immediately available at all times while
patients are in procedure rooms or in the recovery area.

¢ Maintaining an adequate number of qualified and competent staff to meet the needs of the
patients.

e Oversight and accountability for developing a program of quality improvement and risk
management appropriate to the specific needs of ASC of Southern Nevada that follow all
federal, state and third party regulatory requirements.

e Ensuring that the facility policies and procedures are administered in such a manner that
provides health care in a safe environment.

Medical Director
The Medical Director who also serves as the Patient Safety Officer represents the ASC and the
medical staff in decision-making processes through direct participation and/or formal referral
recommendations. The Medical Director is responsible for determinations as to needed resources
when providing services relating to patient care.
The duties of the Medical Director include:
e Oversee and actively participate in the Quality Assurance/Risk Management activities.
e Oversee and actively participate in the Patient Safety Committee
e Participate in the development and have final approval on all service specific policies and
procedures associated with patient care.
e Responsible for providing continuing educational in-services for the facility and medical
staff in regards to patient care when necessary.
e Active role in evaluating and identifying staffing needs.
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Risk Management/Patient Safety Officer

The Patient Safety Officer will have primary oversight of the facility-wide patient safety program.
The Patient Safety Officer will direct others within the facility towards process improvements that
will support the reduction of medical/health care errors and other factors that contribute to
unexpected adverse patient outcomes.

The duties of the Patient Safety Officer include:

e Notify the liability insurance carrier when adverse or reportable events occur.

e Coordinates the activities of the Patient Safety Committee.

e Investigate patient safety issues, along with the patient safety committee, within the
facility.

e Recommend and facilitate change within the organization to improve patient safety based
on identified risks.

e Serve as a resource on issues of patient safety.

e Support and encourage error reporting throughout the facility through a non-punitive error
reporting system.

e Take such action as he/she determines necessary to ensure the safety of patients as a result
of an investigation of any sentinel event alleged to have occurred at the facility.

e Report to the Governing Body on the occurrence of known medical and health care errors
and identified near misses and dangerous conditions within the facility.

Patient Safety Committee

Patient Safety Committee is a part of the Quality Assessment Performance Improvement
Committee and is comprised of the Medical Director, Administrator/ Patient Safety Officer,,
Director of Nursing and the charge. The Patient Safety Committee/Quality Assessment
Performance Improvement Committee is responsible to the Governing Body and Administration
for the overall operation of the Risk Management and Patient Safety Plan. The Patient Safety
Committee meets on a quarterly basis or as needed. Patient Safety Goals will be developed on a
yearly basis.

The duties of the Patient Safety Committee include:
e Reviewing and evaluating the quality of patient safety measures.
e Review all adverse outcomes.
e Review incidents
e Making recommendations to eliminate future serious events or incidents.
e Reporting to the Governing Body on a quarterly basis to include the occurrence of
medical/health care errors and actions taken to improve patient safety.

Annual Sentinel Event Registry Report of Submitted Patient Safety Plans | 14



AMBULATORY SURGICAL CENTER OF SOUTHERN NEVADA

SUBJECT: QA POLICY: RISK MANAGEMENT/
PATIENT SAFETY PROGRAM

DEPARTMENT: AMBULATORY CARE | PAGE 5 OF 10
SERVICES

EFFECTIVE:

REVISED: JANUARY 3, 2016

e Make recommendations to the Governing Body to reduce the number and severity of
sentinel events that occur at the facility.

e Assess the quality indicators that affect patient safety and patient health outcomes.

e Coordinate the collection of data from the quality indicators where needed, perform QI
studies and improve our patient care processes.

IV. Definitions

Incident - any occurrence that is not consistent with the routine care or operation of the
organization. Incidents may involve patients, visitors, employees and medical staff members (i.e.
patient fall, employee injury, etc.).

Adverse Incident/Sentinel event — Is defined as an unexpected occurrence during a healthcare
visit involving, death or serious physical or psychological injury or the risk thereof, including,
loss of limb or function, not related to the natural course of the patient’s illness or underlying
condition (AAAHC/Nevada Revised Statutes).

Root Cause Analysis — Is a process for identifying the basic or causal factors that underlies
variation in performance, including the occurrence or possible occurrence of a sentinel event. A
root cause analysis focuses primarily on systems and processes, not on individual performance. It
progresses from special causes in clinical processes to common causes; in organizational
processes and systems and identifies potential improvements in processes or systems that would
tend to decrease the likelihood of such events in the future or determines, after analysis, that no
such improvement opportunities exist. [Joint Commission on Accreditation of Healthcare
Organizations]

Action Plan — The product of the root cause analysis is an action plan that identifies the strategies
that the organization intends to implement in order to reduce the risk of similar events occurring
in the future. The plan should address responsibility for implementation, oversight, pilot testing
as appropriate, time lines, and strategies for measuring the effectiveness of the actions. [Joint
Commission on Accreditation of Healthcare Organizations]

Near Miss — any process variation that did not affect an outcome but for which a recurrence
carries a significant chance of a serious adverse outcome. [Joint Commission on Accreditation of
Healthcare Organizations] It is an event or situation that could have resulted in an accident,
injury or illness, but did not, either by chance or by timely intervention. Near misses are
opportunities. Examples of near miss that would require the use of an incident form include but
are not limited to:

e Equipment Reprocessing errors not used on patients.
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V. Reporting Mechanisms
To effectively reduce adverse patient outcomes, there must be an environment that
supports employees by identifying and learning from errors and system failures.
Ambulatory Surgical Center of Southern Nevada (ASC) encourages all employees to
report any errors or work methods that may lead to potential adverse patient outcomes.
The ASC supports a non-punitive, open communication culture.

A. Non-Punitive Reporting
The facility recognizes that if we are to create a safe environment for our
patients and visitors, we must create an environment that is safe for caregivers
to report and learn from events and near misses. The facility requires that
employees report errors and encourages them to do so.

1. The goal is to identify and track errors in order to continuously improve
our systems and to provide the necessary education to prevent
reoccurrence.

2. All events, especially those of a clinical nature need to be reported
immediately. It is expected that complete disclosure shall occur.
Reporting will be in confidence and shall not suffer harassment or
retaliation.

3. An employee who knowingly fails to report a clinical error will be
subject to disciplinary action.

B. Adverse Event/Incident/Complication/Infection Tracking System

1. All information regarding Complications and Adverse events is
collected and documented in the Incident Tracking Report and the
Adverse Reactions and Complications Report.

2. The data reviewed that is not consistent with the normal operations of
the facility or the anticipated disease/treatment process of the patient
is communicated to the Medical Director and or Administrator.

3. The facility’s processes will be reviewed to determine methods to
prevent reoccurrence, improve quality care and ensure patient and
visitor safety.

C. Sentinel Events
When a sentinel event occurs, appropriate individuals are notified and
immediate attention investigation is undertaken. The sentinel event policy
describes the reporting structure and responsibilities of the designated
individuals. A root cause analysis and action plan may be implemented if
necessary.
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D. Patient Complaint/Grievance
Complaints can be reported to the Director of Nursing, Administrator or
Medical Director. Employees should report all complaints immediately to
their supervisor. Patients should notify the Director of Nursing. All
complaints will be investigated and a response or corrective action will be
made.

VI. Communicating With Patients About Safety
1. Patients Rights and Responsibilities, Advance Directive, Complaint and Grievance
Process and Physician Ownership Disclosure shall be explained to the patient at the
time the procedure is scheduled via the written copy provided to them.
2. Patients are also provided instructions prior to their procedure.

. Patient education is provided on safe use of medication regarding their

procedure.
4. The day of procedure, the nurse reviews the procedure with the patient and what is
involved in the pre and post op care.
. The nurse verifies the allergies with the patient and medications’ confirming that the
patient has withheld the anticoagulants, anti-inflammatory and aspirin as ordered by
the physician.

Verify procedure with patient.

Encourage patient to ask questions.

If there is a language barrier provide interpretation.
9. Use side rails once patient is in gurney to prevent falls.
10. Make sure the patient uses the call light to ambulate off gurney.
11. Involve patients in Time Outs in procedure room before start of case.
12. Review post-op instructions with patient or family member and verify that the patient

understands his/her instructions.
13. Confirm that the patient has an adult to drive them home and does not operate vehicle
post procedure if sedation was administered.

14. Confirm that follow-up appointment is communicated with patient if needed.
15. Provide educational pamphlets on diagnosed conditions for patient education.

4 (98]

S

VII. Staff Education
1. Initial and annual training is provided to all employees on safety in the work
environment.
2. Risk Management, Infection Control, Hand Hygiene, Blood Borne Pathogens, Personal
Protective Equipment and Safe Injection Practices Training is provided to staff.
3. Educating and following the Time Out Policy to assure that we have the right patient and
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and the right procedure.

4. Importance of verifying color of arm band for the correct patient, correct procedure.

5. Staff meetings are held to communicate quality improvement and patient safety issues.
6. Ongoing education to staff is provided regarding patient safety issues.

7. Staff education on all disinfectants used throughout the facility.

8. Patient safety checkpoints are added to the pre, intra and post documentation.

VIII. Safety Improvement Activities/Methodologies

Medication/Pharmacy Surveillance — All matters pertaining to the use of drugs in the
Center will be monitored on a monthly basis by a contracted pharmacist. See service
Contracts for facility.

High Alert Medications — All employees or providers that handle patient medication will
follow the procedure for the safe storage and handling of high alert medications. See
High Alert Medication Policy.

Infection Surveillance — Infection surveillance will be completed by the Director of

Nursing, or his/her designee, on a monthly basis or as needed and the findings reviewed
with the Patient

Safety Committee and staff. Identifying processes that can cause potential risk to patient

and visitor safety will be addressed. Recommendations will be communicated to staff

members on any new measures to be implemented to ensure patient and visitor safety.

Facility Safety Surveillance — Facility safety surveillance will be done on a monthly basis
by a designated employee or as needed to ensure there are no hazardous conditions that
would be a safety concern for patients, visitors or employees.

Follow-up Phone Calls to Patients — All patients are called post procedure to document any
Complications they may be having or questions they may have.

Patient Satisfaction Survey — Patient Satisfaction surveys are completed on a random
number of patients on a monthly basis. The results are communicated to the employees
Physicians and the Administrator which function collaboratively to achieve positive
patient outcomes when possible.

Monthly Physician Infection Control Reports — Physicians communicate to the Director of
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Nursing any patient that may have developed an infection that was not identified on the
Follow-up phone call made by the nurse.

High-Level Disinfectant Solution Checks — Before each endoscope is placed in the
automated endoscope reprocessor, the minimum effective concentration is checked to
ensure that the active ingredient in the solution still passes the manufacturer’s guidelines
for reuse before the endoscope is placed in the machine. This is done for each endoscope
with all data documented into log books.

Cleaning and Disinfection of Patient Care Equipment — All reusable equipment is
classified and processed according to the CDC’s guidelines. Employees clean all
reusable equipment to ensure the health and safety of our patients.

Safe Injection Practices — All patient care providers follow safe injection practices to
prevent patient to patient transmission of bloodborne pathogens. See Safe Injection
Practices policy.

Time Outs — Performed with the anesthesia provider, physician and GI Tech before the
start of each procedure to verify right patient, right procedure and allergies.

Hospital Transfers — Any patient transferred to the hospital post procedure will have a
peer review process performed to recommend areas of improvement if necessary and
quality of care.

Cecal Intubation Rates — All physicians are monitored and reported on a monthly basis.
Rates are benchmarked against best practices for colonoscopy completion rate. Effective
colonoscopists should be able to intubate the cecum in more than 90% of all cases and in
more than 95% when the indication is screening and healthy adult.

Withdrawal Time — All physicians are monitored and reported on a monthly basis. Rates are
benchmarked against best practice which is more than or equal to 6 minutes.

Physician Peer Review — All physicians are monitored quarterly. Ten charts are reviewed
per physician and anesthesia provider. Results are communicated to the Medical Director.

IX. Annual Review of Patient Safety Plan

The Patient Safety Committee is responsible for the annual review of the Patient Safety
Plan. Included in this review the committee will set goals for the new year and focus on

Annual Sentinel Event Registry Report of Submitted Patient Safety Plans | 19



10
AMBULATORY SURGICAL CENTER OF SOUTHERN NEVADA

SUBJECT: QA POLICY: RISK MANAGEMENT/
PATIENT SAFETY PROGRAM

DEPARTMENT: AMBULATORY CARE | PAGE 10 OF 10
SERVICES

EFFECTIVE:

REVISED: JANUARY 3, 2016

the patient quality indicators that affect patient safety and patient health outcomes. Quality
Indicators will be selected throughout the year and QI studies will be implemented to
evaluate our current processes. This effort is undertaken so that processes, functions and
services can be designed or redesigned to improve patient services or prevent any health
risks to patients.
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l. Purpose/Population:

A. The purpose of the Banner Health Quality and Safety Plan is by design to outline Banner
Health’s commitment and systematic approach to quality and patient safety at all levels of
the organization consistent with its Mission, Values, and Purpose. Banner Health’s quality
goal is to continuously improve and increase reliability of our processes and outcomes for
the safety and betterment of our patients and other customers, our providers, our partners,
our communities and ourselves.

B. Population: All Employees.
C. Mission: Making health care easier, so life can be better.

D. Values:
1. Customer Obsessed
a. Puts the need of the customer and team at the center of decision making
b. Demonstrates empathy and compassion
c. Seeks to consistently enhance interactions and experience by exceeding customer
and team member expectations
d. Thinks creatively about solutions and takes ownership
e. Is passionate about exceptional patient care
2. Relentless Improvement:
a. Takes action that influences and motivates others
Instills positive energy and builds a shared vision and purpose
Ensure that the results of the collective effort aligns with objectives and goals
Uses data to drive streamlined decision making while also considering the impact on
our Mission, people and culture
e. Effectively utilizes the organization’s decision making process and knows when to
collaborate, question or empower
3. Courageously Innovate
a. ldentifies opportunities to create value by introducing new ideas and driving change
b. Sees possibilities that don’t currently exist
c. Takes risks and challenges the status quo with the intent to strengthen team and
organizational performance
d. Leverages knowledge and technology to enrich the patient and team member
experience and facilitate speed, simplicity and efficiency
4. Disciplined Focus
a. Is able to assess what is important, balances priorities and creates a clear and
effective plan to drive desired outcomes
b. Uses time management effectively and measures progress
c. Embodies selflessness by always making the team and our Mission the first priority
d. Is constantly learning, adapting and paying attention to details
5. Foster Accountability
a. Takes responsibility and ownership for work
b. Actively resolves problems individually and as part of team
c. Addresses performance issues with systems and people as opportunities to achieve
excellence
d. Recognizes and reinforces success and establishes processes for sustainability
e. Maintains a team focus and role models servant-leadership
6. Continuously Earn Trust
a. Fosters strong and authentic relationships in every interaction by demonstrating
honesty, respect and assuming positive intent.
b. Actively listens to the needs of others, and follows through on commitments

oo0o
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E.

c. Creates an open culture of communication that honors the truth and values diverse
input

Purpose:
1. Banner can and will create a new model that answers America’s health care challenges

today and in the future.

2. Inspired to change the health care landscape in our communities — big and small — our
talented and passionate teams care deeply about individuals who are responsible for the
needs of their extended families.

3. Taking access and delivery from complex to easy, from costly to affordable and from
unpredictable to reliable, we give every individual we serve confidence in their health
care experience and its outcome.

Definitions:
A. FEacility — Any Banner Health hospital, ambulatory surgery center, physician/provider office,

D.

home health, hospice, skilled nursing facility, clinic, urgent care center where care is
provided which Banner wholly owns or partially owns in which Banner Health is responsible
by agreement to provide quality management oversight.

Process Owner — A process owner is an individual responsible for their respective level of
business operations. A level of business operation could include a whole Facility, a
department or a specific service within a department or across a Facility or the organization.

Process Improvement (PI) — Process Improvement is a series of actions taken to identify,
analyze and improve existing processes to meet new goals and objectives.

Quality Management — For the purpose of this plan, “Quality Management” includes
activities and/or programs such as Quality Assurance, Quality Improvement, Clinical
Process Improvement that are designed and implemented to improve the delivery of care
and services.

Policy:

A.

B.

Banner Health bases its decisions on its values and applies the Guiding Principles
throughout the organization in its Quality Management Model. (See Figure 1: Banner
Quality and Safety Management Model)

Quiality Authority/Responsibility
1. Governance.

The Banner Health Board of Directors has the ultimate responsibility and accountability

for quality of care and services provided by Banner Health.

a. The Care Management and Quality Committee of the Board and the Clinical
Leadership Team serve as the oversight bodies for quality management and have
the following duties and delegated responsibilities:

i. Monitor non-financial measures of organizational quality performance.

i. Ensure use of a systematic approach to quality management and assess
ongoing improvement in the quality of services delivered by the corporation.

ii. Review and make recommendations to the Board regarding a system-wide
quality plan.

iv. Evaluate and make recommendations to the Board concerning healthcare
technologies including, but not limited to, genomics, biotechnology, future clinical
services delivery and therapeutics.
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v. Evaluate and make recommendations to the Board with respect to ethical
implications relating to the activities and services of the corporation, including
guality and clinical innovation.

vi. Review reports regarding the quality of care being provided in respective
Facilities.

vii. Perform such other duties and responsibilities as the Board may assign to the
Committee from time to time.

The Care Management and Quality Committee and the Medical Staff Subcommittee

of the Care Management and Quality Committee serve as the oversight bodies for

guality management activities pertaining to the acute care hospital medical staffs and
have the following duties and delegated responsibilities.

i. Act for the Board with respect to proposals of management and the local
institutions and their medical staffs concerning medical staff policies, patient care
policies, and compliance with standards of government and accreditation
agencies having jurisdiction over the corporation’s institutions as to such policies
which require the involvement of the Board of Directors.

ii. Actfor the Board of Directors on matters and activities pertaining to the medical
staffs of each local institution operated by the corporation to the extent permitted
by law and applicable accreditation standards, including any matter which
requires action by the Board of Directors, including the adoption, amendment or
repeal of medical staff bylaws, rules and regulations, and medical credentialing
criteria.

iii. Act for the Board of Directors to the extent permitted by law and applicable
accreditation standards, and otherwise make recommendations to the Board of
Directors on any matter affecting medical staff membership or privileges,
including application for appointment to the medical staff; application for
reappointment to a medical staff; request for delineated clinical privileges; and
denial, curtailment, limitation or revocation of any of the foregoing.

iv. Review reports regarding the quality of care being provided in respective
Facilities.

v. Perform such other duties and responsibilities as the Board may assign to the
Committee from time to time.

In some communities, Advisory Boards provide advice and counsel to management

and medical staff leadership on a variety of issues, including quality and safety

activities and outcomes.

2. Leadership.

a.

Leadership is responsible for setting organizational direction and does this through
the establishment of mission, values, and purpose, including annual initiatives.
These are turned into actions though the development and execution of the strategic
and operational plans that include quality of services and patient safety. Senior
leadership communicates organizational direction, reviews and approves plans,
provides resources and structure for the execution of the plans, and reviews
performance to meet the goals of the plan.

At Banner Health, Care Management provides oversight for improvement of clinical
care and patient safety coordinated across the system. The Clinical Leadership
Team, a group of Banner Health Leaders representing patient care and supporting
functions, makes decisions related to system-wide quality and safety goals and
activities to achieve those goals.

Leadership for Facility activities related to quality of services and patient safety is
directed by Facility administrative teams working with leaders under the oversight of
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the Quality Council structure. (See Figure 2: Banner Facility Quality and Safety
Structure Template)
Quiality Councils are responsible for the oversight of:
i. Quality Leadership:
() Development and prioritization of Facility quality and patient safety goals and
targets in an annual work plan.
(i) Facilitation of ongoing quality and patient safety education
(i) Communication of the quality and patient safety commitment, goals, targets
and performance.
(iv) Alignment of policies with quality and patient safety commitment.
(v) Establishment of an engaged workforce.
i. Quality Management:
() Identification of patients and other customer needs.
(i) Identification of key processes; standardization and simplification.
(i) Establishment of measures and monitoring.
(iv) Assessment and analysis of processes and outcomes.
(v) Identification of improvement opportunities.
ii. Performance Improvement:
(i) Evaluation and prioritization of improvement opportunities.
(i) Identification and replication of proven or evidence-based practices.
(i) Clinical Innovation through the rapid identification and deployment of
strategies based on the science of care delivery.
(iv) Allocation of resources for improvement.
(v) Celebration of success.
iv. Evaluation
() Evaluation of this plan occurs at the local and system levels. Locally, each
Facility reviews its progress towards goals identified in the annual work plan
using data that measures clinical, financial, resource utilization, and service
performance. To assure sustained improvement, this process includes a
review of how improvements have been made and will be maintained.
Additionally, leaders evaluate their own performance in supporting sustained
improvement. Areas failing to meet targets become areas of focused
improvement activities. At the system level, performance information is
regularly aggregated for review by leadership and governance.

3. Process Owner/Department Managers.

a.

Process owners, individuals who serve in a leadership role in the performance of a
process, are responsible for understanding patient and other customer needs,
analyzing the processes used to meet those needs, standardizing and simplifying
them to reduce variation and waste, measuring important indicators, and using this
data to determine appropriate improvement actions based on the organization’s
goals.

4. Employees, Contacted Staff and Volunteers.

a.

To assure that the organization meets the needs of its patients and other customers

as they interact with nursing and other clinical staff as well as support staff,

leadership has committed to developing an engaged workforce (staff, contracted

staff and volunteers) who:

i. Understand job expectations and responsibilities, including service standards;

i. Have access to information to determine if patient and other customer needs are
being met and understand how to respond quickly to resolve problems.

Page 5 of 10

Annual Sentinel Event Registry Report of Submitted Patient Safety Plans | 25



Title: Banner Health System Quality and Safety Plan
Number: 778, Version: 18

ii. Are provided opportunities and skills for meaningful involvement in improving
operations;

iv. Recognize the need to work together to meet patient and other customer needs;
and

v.  Know how to identify and report incidents.

5. Medical Staff

a. Providers fulfill their Medical Staff delegated peer review responsibilities and take a
leadership role in quality and patient safety activities. Medical Staff Departments and
Committees routinely review clinical performance measures and identify
improvement opportunities. Medical Staff leaders partner with administration in the
leadership of quality management though routine interaction with administrative
leaders and also serve on Quality Councils. In addition, providers serve in various
capacities as team members, collaborating with other members of the health care
team, to monitor and improve processes.

b. The Board of Directors has delegated responsibility for review of professional
practices to the medical staffs as set forth in the Medical Staff Bylaws. The Medical
Executive Committees report on their performance of these responsibilities to the
Board through the Medical Staff Subcommittee of the Care Management and Quality
Committee of the Banner Health Board.

6. Risk Management

a. Risk Management conducts activities intended to improve the quality of care and
reduce errors and omissions. Risk Management may report trends and concerns
relating to individual physicians and allied health providers to the appropriate Medical
Staffs to determine whether peer review is warranted. Risk Management may report
other trends and concerns to the appropriate subcommittee of the Clinical
Leadership Team.

C. Quality Management is initiated as leadership sets organizational direction by planning and
developing goals, including quality, patient safety and risk priorities that are based on
continuous efforts to understand the needs of those we serve as well as improving current
levels of performance, utilizing evidence-based and best practices and industry
benchmarks. Areas identified for improvement and for achievement of the vision are called
strategic initiatives. Strategic and operational planning processes as well as proactive risk
assessment and gap analyses are used to identify desired outcomes and actions to achieve
those goals at various levels of the organization. Criteria used for establishing priorities may
include, but are not limited to, clinical quality, patient safety, customer satisfactions, strategic
direction, financial sustainability, regulatory and accreditation compliance, resource
utilization, high volume, high risk, or problem prone areas and external forces.

D. Process owners are expected to identify patient and other customer needs and
expectations, understand key processes and safe practices, and establish performance
measures for their areas of responsibility. Performance measures encompass different
dimensions, including clinical outcomes, patient safety, evidence-based practice, utilization
management, and patient satisfaction as well as financial sustainability, and are aligned
from the system level (e.g., quarterly patient satisfaction with inpatient care) to the process
level (e.g., daily feedback from patients in a nursing unit).

E. Appropriate improvement action is determined by analyzing and interpreting data over time,
utilizing principles of variation. Process owners are responsible for continuously
standardizing and simplifying processes to increase reliability through the reduction of
variation and waste. They are also responsible for proactively recognizing and
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implementing proven or evidence-based practices for existing processes, using current
literature sources and benchmarking activities internally as well as externally.

F. If processes are unstable, process owners investigate and work to remove the cause of the
variation. If the variation results in a significant event, it is analyzed and acted on according
to policy.

G. When data indicates a need to identify and correct the root cause of a problem, or there is
an opportunity to move to a new level of performance, improvement projects are
established. In these cases, teams, formal and informal, apply improvement processes that
systematically move through the following five steps:

Define the project

Measure current performance

Analyze to identify causes

Improve

Control

arwnpE

H. To assure that the changes required for improvement are successful, the human aspects of
change are also addressed using a change model that addresses the need for effective
change leadership, creating a shared need, shaping a shared vision, mobilizing
commitment, implementing the change monitoring results, and anchoring the change in
systems and structure.

I. Communication of improvement opportunities, new processes or practices are reported up
and down the organization through defined reporting structures which include department,
Facility and system-wide councils.

J. When current processes are not able to achieve customer expectations and/or established
performance goals, new processes and services are designed and implemented utilizing
evidence-based and innovative practices. A systematic approach involves multiple
departments and disciplines working collaboratively, using information from patients, staff,
payers, and others, along with current comparative information/data from other
organizations.

K. Data for monitoring the effectiveness and safety of services and the quality of care at each
Facility, including clinical outcomes, patient safety, evidence-based practice, utilization
management and patient satisfaction, are collected and evaluated on an ongoing basis and
reported up to governance for recommendations and actions on at least a quarterly basis.

L. When performance issues may be related to the professional practice of an individual
medical staff member, medical staff committees review such professional practices and
determine appropriate action, if any.

M. All proceedings, records, and materials related to Quality Assurance/Quality
Improvement/Clinical Process Improvement/Quality Management and peer review activities
are confidential in accordance with federal and state laws. Meetings will be held in
confidence and minutes will be maintained separately. Dedicated portals with restricted
access will be created to allow the sharing of confidential information.

N. When performance issues may be related to the performance of a staff member, they will be
handled through the appropriate Banner Health Human Resources policies and/or
procedures.
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O. New committees and new organization structures may be formed from time to time and the
work performed by these groups is intended to be covered under the auspices of the Quality
Plan and the protections afforded by federal and state law.

IV. Procedurel/lnterventions:
A. N/A

V. Procedural Documentation:
A. N/A

V1. Additional Information:
A. N/A

VIl. References:

A. Arizona Statutes: A.R.S. § 36-441 et seq. A.R.S. § 36-2401 et seq., A.R.S. § 36-445 et seq.
B. California Statues: Cal.Health & Safety Code § 101848.9D.
C. Colorado Statutes: C.R.S.A. § 25-3-109
D. Nebraska Statutes: Title 172 NAC, Chapter 5
E. Nevada Statutes: NRS 439.865
F. Wyoming Statutes: W.S. 35-2-910
G. CMS Conditions of Participation
H. The Joint Commission
VIIl. Other Related Policies/Procedures:
A. Banner Health Strategic Initiatives/Plan
B. Facility Work Plans
C. Event Reporting (#911)
D. Post Discharge Patient Complaint and Grievance (#1341)
E. Peer Review, Medical Staff (#760)
IX. Keywords and Keyword Phrases:
A. Board
B. Care Management
C. Mission
D. Quality Management
E. Quality Plan
F. Vision
G. Safety Plan
H. Patient Safety Plan
X.  Appendix:
A. Figure 1: Banner Quality and Safety Management Model (See Section Ill.A: Appendix
below)

B. Figure 2: Banner Facility Quality and Safety Structure Template (See Section 111.B.2:
Appendix below)

Page 8 of 10

Annual Sentinel Event Registry Report of Submitted Patient Safety Plans | 28


https://bannerhealth.policytech.com/docview/?docid=7366
https://bannerhealth.policytech.com/docview/?docid=8149
https://bannerhealth.policytech.com/docview/?docid=809
http:101848.9D

Title: Banner Health System Quality and Safety Plan
Number: 778, Version: 18

(Figure 1)

Banner Health Quality and Safety Management Model
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Executive Summary

The purpose of the Patient Safety Plan is to set the foundation for patient safety at Barton Health in accordance with
state and regulatory requirements. The breadth of Patient Safety is vast and includes event reporting, review, follow
up on errors and harm that impact or have the potential to impact patients, hazard mitigation through evidence-based
tools, and reporting to internal committees and external agencies. The Patient Safety Plan addresses high reliability
processes to correct opportunities for improvement and prevent identified hazards from recurrence. 2019 high
priorities are reviewed which included: medication safety, labor interruptions, tubing connections, teamwork
enhancement through TeamSTEPPS, improving patient handover communication, clinical alarms, hospital survey on
patient safety culture analysis, and Just Culture training. 2020 high priorities include: continued assessment of
communication in handoffs/hand overs; decreasing alarms, alerts, and notification overload; evaluation and
monitoring of staffing needs; the development of a pediatric strategic plan; the Leapfrog Hospital Survey; reassessing
staff perceptions of patient safety through the Hospital Survey on Patient Safety; and expanding the current employee
support program after serious events. The Patient Safety Plan grants authority for Patient Safety oversight across the
organization to the Chief Medical Officer and the Director of Patient Safety. This plan is revised and updated annually
or more often as needed.
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Purpose

Barton Health is committed to continuously improving patient safety and reducing health care errors. This Patient Safety
Plan ensures that Barton Health implements and maintains a patient safety program in accordance with The Joint
Commission standards, guidelines from the California Department of Public Health (CDPH), Nevada Revised Statutes
(NRS), Patient Safety and Quality Improvement Act of 2005, and other regulatory agencies.

Introduction

The Patient Safety Plan supports and promotes the mission, vision, values, and strategic plan of Barton Health. This Plan
implements continuous integration and coordination of patient safety activities for all medical staff, clinical
departments, support service departments and service lines including trauma at Barton Health. A culture of safety
inherently implies the continued attention, refinement and progression of the patient safety plan and program.

Barton Health’s patient safety goal is to foster an environment and culture where patients, families, staff and leaders
within the organization identify and manage actual and potential risks to patient safety thereby resulting in zero harm.
All patients and staff are strongly encouraged and supported with multiple avenues/programs to speak up when safety
concerns are identified. As an organization, Barton Health has the obligation to listen and respond to these concerns.

The Patient Safety Plan is designed to reduce patient safety errors and improve patient care delivery processes by
utilizing a systematic, coordinated and continuous approach to the improvement of patient safety. This approach
centers on the establishment of mechanisms that support effective responses to actual occurrences; ongoing proactive
reductions in health-related errors including near miss and good catch events; and integration of patient safety priorities
in the design and redesign of all relevant organizational processes, functions, and services. Patient safety is emphasized
in areas such as patient’s rights, patient and family education, continuity of care, risk reduction, and managing
performance improvement.

Each employee performs a critical role in patient safety and thus, Barton Health’s journey to becoming a high reliability
organization. All Barton Health team members are focused on providing consistently exceptional care through an
environment that supports teamwork, collaboration and respect for other people, regardless of their position in the
organization. Leaders demonstrate their commitment to quality and safety while setting expectations for those who
work in the organization. Leadership evaluates the culture of safety on a regular basis.

The Chief Medical Officer and Director of Patient Safety provide oversight to the integrated patient safety program.
These individuals ensure alignment of patient safety activities, compliance with regulations, and provide opportunities
for all Barton Health team members to be educated and involved in patient safety initiatives.

The Director of Patient Safety and Patient Safety Department have the authority to intervene in any clinical or non-
clinical activity which poses an actual or potential negative outcome to a patient’s well-being. The Patient Safety
Department provides leadership in the creation, initiation and evaluation of corrective action measures for event
resolution.

The Governing Body, Board Quality Committee, and Patient Safety Committee, described below, are committed to
patient safety. These bodies shall assure an environment that encourages error identification, remediation, non-punitive
reporting, and prevention through education, system redesign, or process improvement for any potential or actual
adverse event.

In accordance with The Joint Commission’s Accreditation Participation Requirements, APR.09.02.01, this plan implies
Barton Health shall:
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» Educate its staff, medical staff, and other individuals who provide care, treatment, and services that concerns
about the safety or quality of care provided in the organization may be reported to The Joint Commission.

» Inform its staff and medical staff that Barton Health will take no disciplinary or punitive action because an
employee, physician, or other individual who provides care, treatment, and services reports safety or quality of
care concerns to The Joint Commission.

s Take no disciplinary or punitive action against employees, physicians, or other individuals who provide care,
treatment, and services when they report safety or quality of care concerns to The Joint Commission.

Any employee or medical staff member may contact The Joint Commission if they have a safety or quality of care
concern that is not being addressed by Barton Health. All employees or medical staff members are strongly encouraged
to bring any safety or quality of care concerns to the Chief Medical Officer, Director of Patient Safety, Patient Safety
Team members, or Director of Quality without fear of punitive or disciplinary action.

In addition, patients are provided information in the patient handbook regarding their right to contact and report a
complaint to The Joint Commission.

Scope of the Patient Safety Plan

The Joint Commission, CDPH, NRS, Centers for Medicare and Medicaid Services (CMS) and other regulatory agencies
provide the defining framework for patient safety events. The Patient Safety Department is informed of safety event
information and hazardous conditions from team members, volunteers, and medical staff practitioners across the
organization through completion of event reports and verbal or written communication. This information includes actual
or potential (near miss/good catch) occurrences involving inpatients, outpatients, volunteers, employees, physicians,
allied healthcare providers, vendors, and visitors.

Risk Assessment

Proactive assessment of high-risk activities and hazardous conditions are identified through event reporting, failure
mode and effect analysis (FMEA), data collection, audits (tracers), and utilization. In addition, risk reduction strategies
are built into the continual process improvement system. Such strategies are obtained from available information
regarding sentinel events known to occur in healthcare organizations that provide similar care and services as well as
knowledge-based information including content from state patient safety organizations as well as other state, national,
and international professional organizations.

Event Prioritization

Opportunities for improving patient safety issues are prioritized according to level of severity, frequency of the
occurrence, potential for harm to the patient, employee or visitor involvement, and potential for liability. Ongoing
review of information is performed to direct administrative and medical staffs’ attention to areas of clinical care
representing significant sources of actual or potential risk.

Types of medical / health care errors include, but are not limited to:

= Adverse Event: Per The Joint Commission, an adverse event is a patient safety event that resulted in harm to a
patient. It is also defined as an unexpected occurrence meeting any of the Adverse Event criteria as designated
by CDPH.

= Error: An unintended omission or commission of an act, or an act that does not achieve its intended outcome.
= Good Catch/Close Call/Near Miss: Any patient safety event that did not reach the patient.

* No-Harm Event: A patient safety event that reached the patient but did not cause harm.
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» Hazardous Condition: Any set of circumstances, exclusive of the disease or condition for which the patient is
being treated, which increases the probability of an adverse event.

* Never Event/Serious Reportable Event (SRE): An event or situation that should never occur in a healthcare
facility. When Never Events occur, actions are taken to ensure compliance with the Never Event Policy which
includes key steps be completed such as disclosure, apologizing, analysis, and reporting.

* Sentinel Event: A patient safety event (not primarily related to the natural course of the patient’s illness or
underlying condition) that reaches a patient and results in death, permanent harm, or severe temporary harm
(Refer to Sentinel Event section below) and is reported to The Joint Commission. For Lake Tahoe Surgery Center,
located in Nevada, a sentinel event is defined in NRS 439.830 by the National Quality Forum. (Refer to Appendix
A).

* Healthcare Associated Infection (HAI): A localized or systemic condition resulting from an adverse reaction to
the presence of an infectious agent(s) or its toxin(s) as defined by the Centers for Disease Control and
Prevention’s National Healthcare Safety Network (NHSN) in addition to monthly submission of all surgical site
infections associated with different procedures performed at Barton Health. Potential HAls are reviewed by the
HAI Review Committee. Confirmed HAls are reported to the Patient Safety Committee. HAls are also reported to
the Infection Control and Prevention Committee and Board Quality Committee.

Any patient safety event, incident, or condition that could have resulted or did result in harm to a patient shall be
subject for review and further analysis.

Event Reporting

Identification and reporting of adverse events, including those that result from practitioner error are critical to Barton
Health'’s efforts to continuously improve patient safety and reduce harm. To support and encourage this culture of
safety, reporting of patient safety events or near misses is highly encouraged. Reporting of events is the responsibility of
all employees, volunteers, practitioners, patients, visitors and guests. Events can be reported though many modalities
including electronic, verbal, and written communication. Electronic event reporting is available on all Barton Health
System computer terminals. An event is reported via the electronic safety learning system/event reporting system by
the individual(s) involved with and most knowledgeable about the event. (Refer to Barton Health Organizational Event
Reporting Policy.)

Events are reviewed on a daily basis. High severity events are reviewed promptly to ensure immediate action is taken as
warranted.

Regulatory Agency Reporting

Barton Health informs accrediting and licensing bodies when errors and events fall within that agency’s reporting
requirements. Team members involved in sentinel or adverse events have access to support and are included whenever
possible in the root cause analysis process to ensure the potential for recurrence is minimized.

Intensive assessment may be initiated when undesirable patterns or trends are identified or serious, adverse, or sentinel
events occur. This includes those events identified as unusual occurrences within the California Code of Regulations
section 76551. Sentinel Events reportable to The Joint Commission and Adverse Events reportable to CDPH are
delineated below. (Refer to Appendix A for Nevada Sentinel Event reporting.)

Sentinel Event

Patient safety events are determined to fall into the category of a Sentinel Event as defined by The Joint Commission
when any of the following occur:
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A sentinel event is a patient safety event (not primarily related to the natural course of the patient’s illness or underlying
condition) that reaches a patient and results in any of the following:
= Death
* Permanent harm
» Severe temporary harm*
Or

The event is one of the following (even if the outcome was not death, or major permanent loss of function unrelated to
the natural course of the patient’s iliness or underlying condition):

» Suicide of any patient receiving care, treatment and services in a staffed around the clock care setting or within
72 hours of discharge including from the hospital’s emergency department (ED)

* Unanticipated death of a full-term infant
* Discharge of an infant to the wrong family
* Abduction of any patient receiving care, treatment, and services

= Any elopement (that is, unauthorized departure) of a patient from a staffed around-the-clock care setting
(including ED), leading to death, permanent harm, or severe temporary harm to the patient

*  Hemolytic transfusion reaction involving administration of blood or blood products having major blood group
incompatibilities (ABO, Rh, other blood groups)

* Rape, assault (leading to death, permanent harm, or severe temporary harm), or homicide of any patient
receiving care, treatment, and services while on site at the organization

* Rape, assault (leading to death, permanent harm, or severe temporary harm), or homicide of a staff member,
licensed independent practitioner, visitor or vendor while on site at the organization

* Invasive procedure, including surgery, on the wrong patient, at the wrong site, or that is the wrong (unintended)
procedure

* Unintended retention of a foreign object in a patient after an invasive procedure, including surgery after the
completion of final skin closure

= Severe neonatal hyperbilirubinemia (bilirubin greater than 30 milligrams/deciliter)

*  Prolonged fluoroscopy with cumulative dose greater than 1500 rads to a single field or any delivery of
radiotherapy to the wrong body region or greater than 25% above the planned radiotherapy dose

» Fire, flame, or unanticipated smoke, heat, or flashes occurring during an episode of patient care
* Any intrapartum (related to the birth process) maternal death

= Severe maternal morbidity (not primarily related to the natural course of the patient’s illness or underlying
condition) when it reaches a patient and results in permanent harm or severe temporary harm from the
intrapartum through postpartum period (24 hours) requiring the transfusion of 4 or more units of packed red
blood cells and/or admission to the ICU

*Severe temporary harm is critical, potentially life threatening harm lasting for a limited time with no permanent
residual, but requires transfer to a higher level of care/monitoring for a prolonged period of time, transfer to a higher
level of care for a life-threatening condition, or additional major surgery, procedure, or treatment to resolve the
condition.

It is Barton Health’s policy to voluntarily report Sentinel Events to The Joint Commission within their required reporting
timeframe (Refer to Barton Health Sentinel Event Policy).
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Adverse Event

Barton Health shall report an adverse event as defined within Health and Safety Code §1279.1 (below) to CDPH no later
than five calendar days after the event has been detected or, if the event is an ongoing urgent or emergent threat to the
welfare, health, or safety of patients, personnel, or visitors, no later than 24 hours after the adverse event has been
detected. Events are investigated, mitigation actions initiated, and cooperation with CDPH occurs throughout the
process. (Refer to Barton Health Adverse Event policy)

"Adverse event" includes any of the following:

1. Surgery performed on a wrong body part that is inconsistent with the documented informed consent for that
patient. A reportable event does not include a situation requiring prompt action that occurs in the course of
surgery or a situation that is so urgent as to preclude obtaining informed consent.

2. Surgery performed on the wrong patient.

3. The wrong surgical procedure performed on a patient that is inconsistent with the documented informed
consent for that patient. A reportable event does not include a situation requiring prompt action that occurs in
the course of surgery, or a situation that is so urgent as to preclude the obtaining of informed consent.

4. Retention of a foreign object in a patient after surgery or other procedure, excluding objects intentionally
implanted as part of a planned intervention and objects present prior to surgery that are intentionally retained.

5. Death during or up to 24 hours after induction of anesthesia after surgery of a normal, healthy patient who has
no organic, physiologic, biochemical, or psychiatric disturbance and for whom the pathologic processes for
which the operation is to be performed are localized and do not entail a systemic disturbance.

6. Patient death or serious disability associated with the use of a contaminated drug, device, or biologic provided
by the health facility when the contamination is the result of generally detectable contaminants in the drug,
device, or biologic, regardless of the source of the contamination or the product.

7. Patient death or serious disability associated with the use or function of a device in patient care in which the
device is used or functions other than as intended. For purposes of this subparagraph, "device" includes, but is
not limited to, a catheter, drain, or other specialized tube, infusion pump, or ventilator.

8. Patient death or serious disability associated with intravascular air embolism that occurs while being cared for in
a facility, excluding deaths associated with neurosurgical procedures known to present a high risk of
intravascular air embolism.

9. Aninfant discharged to the wrong person.

10. Patient death or serious disability associated with patient disappearance for more than four hours, excluding
events involving adults who have competency or decision-making capacity.

11. A patient suicide or attempted suicide resulting in serious disability due to patient actions after admission,
excluding deaths resulting from self-inflicted injuries that were the reason for admission to the health facility.

12. A patient death or serious disability associated with a medication error, including, but not limited to, an error
involving the wrong drug, the wrong dose, the wrong patient, the wrong time, the wrong rate, the wrong
preparation, or the wrong route of administration, excluding reasonable differences in clinical judgment on drug
selection and dose.

13. A patient death or serious disability associated with a hemolytic reaction due to the administration of ABO-
incompatible blood or blood products.

14. Maternal death or serious disability associated with labor or delivery in a low-risk pregnancy, including events
that occur within 42 days post-delivery and excluding deaths from pulmonary or amniotic fluid embolism, acute
fatty liver of pregnancy, or cardiomyopathy.

15. Patient death or serious disability directly related to hypoglycemia, the onset of which occurs while the patient
is being cared for in a health facility.

16. Death or serious disability, including kernicterus, associated with failure to identify and treat hyperbilirubinemia
in neonates during the first 28 days of life. "Hyperbilirubinemia" means bilirubin levels greater than 30
milligrams per deciliter.
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17. A Stage 3 or 4 ulcer, acquired after admission, excluding progression from Stage 2 to Stage 3 if Stage 2 was
recognized upon admission.

18. A patient death or serious disability due to spinal manipulative therapy performed at the health facility.

19. A patient death or serious disability associated with an electric shock while being cared for in a health facility,
excluding events involving planned treatments, such as electric countershock.

20. Any incident in which a line designated for oxygen or other gas to be delivered to a patient contains the wrong
gas or is contaminated by a toxic substance.

21. A patient death or serious disability associated with a burn incurred from any source while being cared for in a
health facility.

22. A patient death associated with a fall while being cared for in a health facility.

23. A patient death or serious disability associated with the use of restraints or bedrails while being cared for in a
health facility.

24. Any instance of care ordered by or provided by someone impersonating a physician, nurse, pharmacist, or other
licensed health care provider.

25. The abduction of a patient of any age.

26. The sexual assault on a patient within or on the grounds of the facility.

27. The death or significant injury of a patient or staff member resulting from a physical assault that occurs within or
on the grounds of a facility.

28. An adverse event or series of adverse events that cause the death or serious disability of a patient, personnel, or
visitor.

Never Events/Serious Reportable Events

Barton Health reports Never Events/SREs to the appropriate agency based on the circumstances of the event and criteria
met of the regulatory agencies (e.g., CDPH and/or The Joint Commission). Never Events/ SREs include:

1. Surgical or Invasive Procedure Events
1A. Surgery or other invasive procedure performed on the wrong site.
1B. Surgery or other invasive procedure performed on the wrong patient.
1C. Wrong surgical or other invasive procedure performed on a patient.
1D. Unintended retention of a foreign object in a patient after surgery or other invasive procedure.
1E. Intraoperative or immediately postoperative/postprocedure death in an ASA Class 1 patient.
2. Product or Device Events
2A. Patient death or serious injury associated with the use of contaminated drugs, devices, or biologics provided by
the healthcare setting.
2B. Patient death or serious injury associated with the use or function of a device in patient care, in which the device
is used or functions other than as intended.
2C. Patient death or serious injury associated with intravascular air embolism that occurs while being cared for in a
healthcare setting.
3. Patient Protection Events
3A. Discharge or release of a patient/resident of any age, who is unable to make decisions, to other than an
authorized person.
3B. Patient death or serious injury associated with patient elopement (disappearance).
3C. Patient suicide, attempted suicide, or self-harm that results in serious injury, while being cared for in a healthcare
setting.
4. Care Management Events
4A. Patient death or serious injury associated with a medication error (e.g., errors involving the wrong drug, wrong
dose, wrong patient, wrong time, wrong rate, wrong preparation, or wrong route of administration).
4B. Patient death or serious injury associated with unsafe administration of blood products.
4C. Maternal death or serious injury associated with labor or delivery in a low-risk pregnancy while being cared for in
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a healthcare setting.
4D. Death or serious injury of a neonate associated with labor or delivery in a low-risk pregnancy.
4E. Patient death or serious injury associated with a fall while being cared for in a healthcare setting.
4F. Any Stage 3, Stage 4, and unstageable pressure ulcers acquired after admission/presentation to a healthcare
setting.
4G. Artificial insemination with the wrong donor sperm or wrong egg.
4H. Patient death or serious injury resulting from the irretrievable loss of an irreplaceable biological specimen
41. Patient death or serious injury resulting from failure to follow up or communicate laboratory, pathology, or
radiology test results.
5. Environmental Events
5A. Patient or staff death or serious injury associated with an electric shock in the course of a patient care process in a
healthcare setting.
5B. Any incident in which systems designated for oxygen or other gas to be delivered to a patient contains no gas, the
wrong gas, or are contaminated by toxic substances.
5C. Patient or staff death or serious injury associated with a burn incurred from any source in the course of a patient
care process in a healthcare setting.
5D. Patient death or serious injury associated with the use of physical restraints or bedrails while being cared for in a
healthcare setting.
6. Radiologic Events
6A. Death or serious injury of a patient or staff associated with the introduction of a metallic object into the MRI area.
7. Potential Criminal Events
7A. Any instance of care ordered by or provided by someone impersonating a physician, nurse, pharmacist, or other
licensed healthcare provider.
7B. Abduction of a patient/resident of any age.
7C. Sexual abuse/assault on a patient or staff member within or on the grounds of a healthcare setting.
7D. Death or serious injury of a patient or staff member resulting from a physical assault (i.e., battery) that occurs
within or on the grounds of a healthcare setting.

Provider-Preventable Conditions

Federal law requires Provider-Preventable Conditions (PPCs) that occur during treatment of Medi-Cal and Medicaid
patients be reported. These include both healthcare-acquired conditions (HCAC) and other provider-preventable
conditions (OPPC). California HCACs and OPPCs are reported to the Department of Health Care Services after discovery
and confirmation that the patient is a Medi-Cal beneficiary. Nevada HCACs are reported through the Nevada sentinel
event registry.

HCACs are defined as:
= Air embolism
* Blood incompatibility
» Catheter-associated urinary tract infection (UTI)
* Falls and trauma that result in fractures, dislocations, intracranial injuries, crushing injuries, burns and
electric shock
* Foreign object retained after surgery
* latrogenic pneumothorax with venous catheterization
* Manifestations of poor glycemic control
-Diabetic ketoacidosis
-Nonketotic hyperosmolar coma
-Hypoglycemic coma
-Secondary diabetes with ketoacidosis
-Secondary diabetes with hyperosmolarity
» Stage lll and IV pressure ulcers
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» Surgical site infection following:
- Mediastinitis following coronary artery bypass graft (CABG)
- Bariatric surgery, including laparoscopic gastric bypass, gastroenterostomy and laparoscopic gastric
restrictive surgery
- Orthopedic procedures for spine, neck, shoulder, and elbow
- Cardiac implantable electronic device (CIED) procedures
»  Vascular catheter-associated infection
= Deep vein thrombosis (DVT)/ pulmonary embolism (PE) excluding pregnant women and children under 21
years of age
OPPCs are also known as “never events” and Serious Reportable Events under Medicare. For Medi-Cal, OPPCs are
defined as:
=  Wrong surgical or other invasive procedure performed on a patient
= Surgical or other invasive procedure performed on the wrong body part
= Surgical or other invasive procedure performed on the wrong patient
Providers must report these three OPPCs when these occur in any health care setting. “Invasive procedure” refers to a
surgical procedure.

Patient Safety Organization Reporting

Barton Healthcare System is a member of the California Hospital Patient Safety Organization (CHPSO), which serves as its
Patient Safety Organization. Patient Safety Work Product is submitted to CHPSO in accordance with the Patient Safety
and Quality Improvement Act of 2005. (Refer to Patient Safety Evaluation System Policy for further details.)

Investigation: Root Cause Analysis, Common Cause Analysis, and Process Improvements

In any event when an adverse/sentinel event or hazardous condition has occurred, the issue is revisited and the status
mitigated through a risk reduction strategy using the Root Cause Analysis (RCA) process. Lesser events are managed
through either an RCA or Process Improvement (Pl). Reportable Adverse or Sentinel Events shall be subject to an
immediate in-depth RCA.

RCAs shall be convened by the Director of Patient Safety or designee and includes team members either directly or
indirectly involved in the event. Members from uninvolved departments may be invited to provide additional
information. Before analyzing the root causes, defining problems based on facts and data is essential for successfully
conducting the RCA. The Root Cause Analysis and Action Plan Framework Table, introduced by The Joint Commission,
contains 24 analysis questions that guide the organization through the steps in a root cause analysis. Not all the
questions apply to all the events or cases. The 5 Whys technique is utilized to explore the cause and effect relationship
underlay a problem. Root causes can be identified by asking “why” no less than five times. During the RCA, events are
deconstructed in an effort to identify the key causes that may have contributed to the event. The deconstruction process
leads to action items designed to eliminate or control system hazards or vulnerabilities directly related to causal and
contributory factors. The Veterans Affairs National Center for Patient Safety Action Hierarchy is used to assure strong
corrective action items are identified.

Common Cause Analysis (CCA) is performed when multiple events are aggregated to identify commonalities among the
causes. Such analysis permits identification of the breadth and depth of vulnerabilities within the system.

Process Improvement teams are formed when an issue affecting more than one service line is identified and a near miss
may or may not be involved. There may be no adverse patient outcome in connection with the event, however, the
potential for a patient event should the issue recur is likely. Pls may also result from discussions during RCAs where a
system improvement process is identified as a result of a patient event. Team members convene and identify key factors
involved in the process through deconstruction that may have contributed to the situation and create action items to
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mitigate the identified issues.

RCA and Pl workgroups construct action items and assign them to appropriate individuals for completion. Providers and
staff involvement is considered essential, since they are the team members on the front line with the most knowledge of
the actual day-to-day workings of the processes. Individuals assigned action items are required to complete the tasks
within a designated amount of time depending upon the breadth of the item. Action items may be forwarded to other
appropriate bodies for further in-depth evaluation, review, response, revision, or development of policies or procedures
when applicable. Action item progress and completion is reported to the Patient Safety Department.

As a learning organization utilizing Just Culture, Barton Health focuses on systems and processes, not individuals, during
RCA or Pl event review.

Disclosure

Full disclosure of serious medical errors, reportable events and any unanticipated outcomes are communicated to
patients/families by the practitioner with the assistance of the Risk Manager, Director of Patient Safety, Patient Safety
Officer, Patient Safety Specialist RN, or designee as appropriate. (Refer to Barton Health Disclosure of Unanticipated
Outcome Policy and the Never Event Policy.)

Patient Safety Committee

The Patient Safety Committee is a multidisciplinary team focused on review and discussion of patient events resulting in
a near-miss or an untoward outcome as well as process improvements for the purposes of improving patient safety and
the quality of care delivered to Barton Health’s patients.

The Patient Safety Committee is a standing committee of the Medical Staff. The committee’s membership is delineated
in Barton Health's Medical Staff Rules.

The Patient Safety Committee shall review and discuss serious patient events, reportable adverse event and sentinel
events, HAls, mortality rates, Sentinel Event Alerts, and systems issues identified by peer review processes.
Adverse/sentinel patient events include unanticipated events that affect patient care or patient safety and encompass
all service lines of care.

The Committee promotes the application of evidence-based methods in the resolution of patient safety events and
reviews RCA, CCA, and Pl workgroup recommendations which ultimately minimize the recurrence of comparable patient
events or near misses. Recommendations can be revised, added or deleted through this committee.

The Lake Tahoe Surgery Center Patient Safety Committee is a subcommittee of, and reports to, the Patient Safety
Committee. Refer to Appendix A.

Department Directors or designees are active participants who complete assigned action items within an appropriate
timeframe designated by the work group, Director of Patient Safety, Patient Safety Officer, Patient Safety Specialist RN,
Chief Medical Officer, or Patient Safety Committee. Directors are responsible for implementing action items and
reporting back to the Patient Safety Committee and/or the Patient Safety Department with status updates and upon
completion of assigned action items. Directors are responsible to ensure continued compliance exists with their direct
reports and implemented process changes are sustained.

Events and Pls shall be closed through the Patient Safety Committee when all assigned action items have been

Annual Sentinel Event Registry Report of Submitted Patient Safety Plans | 43



2020 PATIENT SAFETY PLAN 14
completed, any associated audits exhibit compliance, and all remaining concerns are addressed.

The Director of Patient Safety or designee shall report patient safety events and process improvements from the Patient
Safety Committee to the Board Quality Committee. The Chief Medical Officer or designee shall report acute events and
process improvements from the Patient Safety Committee to the Medical Executive Committee and Governing Board.

Patient Safety Risk Reduction

Several approaches are utilized at Barton Health to reduce the risk of a patient safety event. The Joint Commission’s
National Patient Safety Goals, National Healthcare Safety Network (NHSN), Institute for Healthcare Improvement (IHl),
Agency for Healthcare Research and Quality (AHRQ), National Patient Safety Foundation, and California Hospital Patient
Safety Organization (CHPSO) are some examples of utilized resources to prevent and reduce the likelihood of serious
patient safety events. Sentinel Event Alerts released through The Joint Commission are also analyzed for compliance.

National Patient Safety Goals

Compliance with The Joint Commission’s National Patient Safety Goals are monitored and evaluated on a continual basis
through observational audits. Data analyses of these audits shall be reported to and reviewed by Board Quality
Committee on a biannual basis. Measure of success for compliance on each standard’s requirement is expected to be
100% (one hundred percent). Elements below 100% (one hundred percent) are addressed by the appropriate
Department Director/Manager. The Director/Manager shall formulate an action plan with the goal of improving the
affected element score within their department.

Patient Safety observational audits (tracers) are conducted on a routine basis. Immediate training is provided to staff
when non-compliance with policy elements is observed. (Refer to Patient Safety Observational Tracer Policy.)

Sentinel Event Alerts

Sentinel Event Alerts, published through The Joint Commission, are communicated through the Patient Safety
Committee. Compliance status and opportunities for improvement are addressed through workgroups consisting of
affected Department Directors/Managers, Executive Team Members and others as appropriate to formulate risk
reduction strategies and follow up through an action plan. Action items within the action plan are assigned to individuals
who are required to complete the tasks within a designated amount of time depending upon the breadth of the item.
Action items may be forwarded to other appropriate bodies for further in-depth evaluation, review, response, revision,
or development of policies or procedures when applicable. Action item progress and completion is reported to the
Patient Safety Department.

Scientific Model Integration
The patient safety program has been developed with scientific knowledge in a foundational aspect including concepts
from:

= James T. Reason’s Swiss Cheese Model of Accident Causation

= Shewhart cycle or Model for Improvement (Plan, Do, Study, Act —PDSA)
*  Failure Mode and Effects Analysis (FMEA) or Failure Mode, Effects and Criticality Analysis (FMECA)

* Re-engineering (Human factor re-engineering such as signage for High Alert Medications, Pop up alert in Pyxis
medication dispensing system, Tall man lettering for look-alike sound alike drugs in medication usage process,
etc.)

* Rapid Cycle Improvement (IHI Collaborative approach termed the ‘Breakthrough Series’, to bring about rapid
cycle improvements. Fundamental to the collaborative approach is the acceptance of a model and
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establishment of infrastructure through which collaborating organizations can identify and prioritize aims for
improvement and gain access to the methods, tools, materials etc.)

= RCAZ Improving Root Cause Analyses and Actions to Prevent Harm
*  Process Improvement such as Lean and Six Sigma concepts

» Evidence-based practice and clinical practice guidelines

Educational Enhancement Activities

The Patient Safety Plan provides the opportunity to reduce patient safety events and hazardous conditions through
education, proper and effective orientation, and annual training. Barton Health’s clinical orientation program
emphasizes medical error reduction and specific job-related aspects of patient safety. Ongoing patient safety training for
Barton Health team members including practitioners is offered through various teaching strategies including, but not
limited to, bulletin boards, online learning formats, skills labs, and didactic experiences. Program content may include
education specific to patient safety related events or advancements in patient safety practice. As appropriate, this
training incorporates methods of team training such as TeamSTEPPS by the American Hospital Association to foster an
interdisciplinary, collaborative approach to the delivery of patient care and reinforces the need and mechanisms to
report patient safety concerns.

Patient Safety Evaluation

Annually, patient safety activities shall be reviewed and presented to the Patient Safety and Board Quality Committees.

Patient Safety Plan Approval, Revision, and Review

The Patient Safety Committee shall review and approve this plan at least once a year, but more often as necessary, to
evaluate and update the plan, and to incorporate advancements in patient safety practices. The Board Quality
Committee shall review and approve this plan at least annually.

Authority

The authority to implement the Patient Safety Plan rests with Barton Health’s Governing Body, Board Quality
Committee, Medical Executive Committee, and Patient Safety Committee.

Approval

This plan was approved by the following committees:

Patient Safety Committee on 12/11/2019
Board Quality Committee on 1/2/2020
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Section B:

2019 Patient Safety Priority Evaluation
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In 2019, Barton Health’s high priorities for Patient Safety included reducing medication errors across the organization,
labor interruptions, tubing connections, teamwork enhancement through TeamSTEPPS, assessing communication in
handoffs/hand overs, and clinical alarms.

2019 brought a focus on medication safety from a multidisciplinary perspective and improved efficiencies across the
healthcare organization. While some new processes were deferred until the new Pyxis upgrade is implemented in the
second quarter of 2020, many other opportunities were addressed. A renewed focus on basic principles including the
five rights of medication administration, dual sign off and waste witnessing of high-risk medications, and aseptic
technique were discussed with staff who are involved in these processes during annual competencies. The outpatient
setting received education on intramuscular versus subcutaneous injection sites for pediatrics. Barcode scanning data
during refill of the Pyxis units by Pharmacy team members are now reviewed regularly to ensure compliance. A barcode
scanning report showing compliance upon medication administration to patients is now automated and sent to all
nursing area managers for review on a monthly basis. To ensure compliance with Leapfrog Hospital Safety Survey
requirements, the barcode scanning compliance rate was increased to 95% from 90% for medication administration.
Finally, the Medication Safety Committee is now reviewing data obtained from the IV pump Dose Evaluation Reference
Software to ensure compliance with the utilization of smart pump programming features to increase patient safety
during IV administration to patients.

In 2019, a robust plan focused on clinical labor interruptions was developed by the Executive Team and key
stakeholders. The plan minimized service disruption and addressed numerous processes ensuring a continuous, high
quality patient experience. The formulation of this plan assisted in supporting safety programs while mitigating potential
errors and patient harm within the healthcare organization. The plan was successfully implemented twice in 2019, once
in May and a second time in September.

The Fall Prevention Workgroup continued in 2019 with the goal of reducing falls across the organization. A workgroup of
frontline team members continued to work on fall reduction across the organization and implemented evidence-based
fall prevention strategies including the conversion to the Hester-Davis fall risk assessment, use of floor mats, and
assessing the need for renting low beds for patients and residents. Post fall huddle forms were integrated into the safety
learning system/event reporting system to facilitate ease of use for staff. The group continues to focus on falls with
injury and analyzed trends of why they occurred and compare them to the Collaborative Alliance for Nursing Outcomes
(CALNOC) database. In 2020, Barton Health will be transitioning to the National Database on Nursing Quality Indicators
(NDNQI) who purchased CALNOC. The workgroup will continue to work on implementing evidence-based fall prevention
strategies in 2020.

Tubing misconnections were addressed by converting enteral products to meet new standards, and continually
monitoring for ISO tubing product changes in accordance with California AB 1867, Joint Commission Sentinel Event Alert
53, and California Health and Safety Code 1279.7. In 2019, healthcare facilities including Barton Health remained
awaiting the manufacture and distribution of neuraxial (NRFit®) tubing and syringes. Barton Health proactively
communicated with vendors to ensure situational awareness around this product line change. At the end of 2019, a few
vendors were beginning to release updated NRFit® products. Collaboration with Supply Chain Management will remain
ongoing in 2020 and product transitions will occur with key stakeholder involvement.

TeamSTEPPS tools were introduced to remaining outpatient clinical departments that dd not receive training in 2018.
Departments were trained on the brief, huddle, and debrief tools and use these tools at the beginning, middle, and end
of shifts respectively. These tools have been integrated into new hire clinical orientation to ensure program
sustainment. System wide Daily Safety Briefs (DSBs), which are intended to increase safety awareness and enhance
communication among interdepartmental teams in addition to supporting Barton Health’s journey to becoming a high
reliability organization, remained effective during 2019The introduction of a weekly DSB recap email commenced in
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early 2019. The program continues to be well received and highly successful. TeamSTEPPS Master Trainers will continue
to integrate additional tools from the program into departments based upon readiness and need in 2020 and beyond.

Clinical alarms as related to NPSG.06.01.01 resulted in ongoing review with heightened attention focused on reducing
nuisance/false alarms. To mitigate nuisance alarms, central monitor parameter settings for the pediatric population in
the Emergency Department and Intensive Care Unit were adjusted with key stakeholder input to reduce false alarm
burden for staff. The modifications resulted in no harm to this patient population. Bedside capnography monitoring
continued to be a high priority for the organization with data analytics from the vendor being reviewed to reduce the
number of false alarms. Data analytics on clinical alarms will continue to be reviewed and assessed in 2020 for further
system optimization.

An FMEA on communication handoffs/handovers commenced in the second half of 2018 and continued throughout
2019. This multidisciplinary workgroup with frontline staff from clinical departments within the acute care setting
focused on integrating evidence-based best practices in accordance with The Joint Commission’s Sentinel Event Alert 58.
Interdisciplinary department members selected a communication issue to work on based on their department’s
concerns with the goal of improving standardized communication among team members during handoff/handover of
patients. Project examples include the standardization of bedside shift report on the second floor, PACU report to
second floor staff, shift and break handovers in the OR, picking up and returning patients to the Emergency Department
for diagnostic studies in the Medical Imaging department, and report to second floor and Emergency Department staff
after a Gl lab add on case is performed. The FMEA workgroup will continue their work into 2020.

Barton Health was one of a handful of healthcare organizations who participated in a study for AHRQ related to
validating the reliability of new questions in their Hospital Survey on Patient Safety version 2.0 in late 2018. Results
were received late in the second quarter of 2019 from the agency who oversaw the survey. The results were segregated
into the two groups participants were randomly placed. The analysis of these combined results was shared with
Executive Team members. The decision was made to hold off on disseminating these results and to administer the
updated version to hospital-based team members in early 2020.

Finally, in order to move forward Barton Health’s high reliability journey, Just Culture program education with all

providers and staff members occurred during 2019 with over 95% being trained in the first half of the
year. To ensure program sustainment, Just Culture training was integrated into new hire orientation.
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Section C:

2020 Patient Safety Priorities
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The Patient Safety Plan identifies and defines goals and specific objectives to be accomplished each year. In 2020,
Barton Health’s high priorities for Patient Safety include tubing connections; , continued assessment of
communication in handoffs/hand overs; decreasing alarms, alerts, and notification overload; evaluation and
monitoring of staffing needs; the development of a strategic plan focused on pediatric patients; the Leapfrog Hospital
Survey, reassessing staff perceptions of patient safety through the Hospital Survey on Patient Safety; and expanding
the current employee support program after serious events.

Measures to prevent adverse events associated with misconnecting intravenous, enteral feeding, and epidural lines will
remain a priority in 2020. A complete conversion to the new ISO standard enteral feeding lines occurred in 2015.
Manufacturers continue to distribute tubing that can be mistakenly interconnected. However, until connectors are
reengineered, approved by the ISO and the FDA, and distributed throughout the healthcare industry, there remains the
possibility of human error that can lead to patient harm. Barton Health proactively addresses prevention of adverse
events associated with misconnecting IV, enteral and epidural lines through product purchasing and assessment of
availability of connectors throughout the organization as well as staff education and awareness. As described in the
2019 priority evaluation, neuraxial (NRFit®) connectors with redesigned incompatible connectors will be transitioned in
2020 as the product line becomes available to ensure compliance with California state law.

The communication FMEA will continue within the organization to ensure best practices are implemented in accordance
with The Joint Commission’s Sentinel Event Alert 58. The overall goal will be to enhance patient handoff/handover
communication among team members. As discussed in the 2019 Priority evaluation, this FMEA will continue into 2020.
Upon closure of this FMEA, a new FMEA or FMECA will commence with topic selection based upon collaborative
leadership agreement.

Alarms, alerts, and notification overload has been identified as an Emergency Care Research Institute (ECRI) top ten
technology priority in 2020. The burden from alarms, alerts, and notifications from medical and communication devices
as well as health information technology systems combined can lead to staff fatigue and increases the potential for an
immediate response to a clinically significant event to be delayed or go unaddressed. In concert with this concern, the
prioritization of NPSG.06.01.01 focusing on clinical alarm system safety will remain a high priority for Barton Health..

In accordance with SB 227, which amends section 1279 of the California Health and Safety Code and goes into effect on
January 1, 2020, Barton Health will evaluate and monitor for appropriate staffing levels to ensure all patient care needs
are met. This includes staffing levels and competencies for any new patient population that may present to Barton
Health.

A strategic plan for providing pediatric care in the inpatient setting will be developed in 2020. This plan, with multi-
disciplinary and collaborative input, will focus on several aspects involved in high quality care including pediatric safety.
staffing, admission guidelines, clinical competencies, and ongoing education to ensure this patient population’s needs
are met.

The Leapfrog Hospital Survey will be evaluated in 2020 with the goal of submitting survey responses to ensure inclusion
in the fall 2020 Hospital Safety Grade. Assessment, analysis, and submission recommendations for each of the survey’s
sections will be completed with key stakeholder involvement. Two specific elements of the Leapfrog Hospital Survey,
discussed below, related to the Hospital Survey on Patient Safety Culture and staff support program will receive special
emphasis in 2020.

The AHRQ Hospital Survey on Patient Safety Culture version 2.0 provides information related to several domains that
impact patient safety as well as measuring conditions that can lead to adverse events and patient harm. Barton Health
will administer this updated survey in conjunction with Patient Safety Week in March with the intent of measuring any
change within the acute care setting since Just Culture training was completed. Based on the findings, action plans may
focus on enhancing staff awareness about patient safety, identifying strengths and opportunities for improvement,
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evaluating trends in culture changes, and assessing the impact of patient safety initiatives and interventions.

Finally, in 2020 Barton Health will engage in developing a comprehensive staff support program focused on enhancing
peer intervention for second victims defined as, “...a healthcare provider involved in an unanticipated adverse patient
event, medical error and/or a patient-related injury who become victimized in the sense that the provider is traumatized
by the event...” (Scott et al., 2010). Presently, the employee assistance program (EAP) and Critical Incident Stress
Management (CISM) debriefs are in place. However, opportunity exists to enhance and expand CISMs and to add a peer
intervention component. Combined, these elements will ensure a comprehensive organizational-wide program that
supports staff resiliency and recovery from events.
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Appendix A:

2020 Lake Tahoe Surgery Center
Patient Safety Plan
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This plan was created and revised by the Lake Tahoe Surgery Center Patient Safety Committee, a subcommittee of
Barton Health’s Patient Safety Committee. Implementation of this plan is intended to optimize healthcare patient safety
outcomes, encourage recognition, reporting, and acknowledgment of risks to patient, visitor, and employee safety, as
well as reduce the medical/healthcare errors and /or preventable events. This Patient Safety Plan ensures that Barton
Health implements and maintains a patient safety program in accordance with The Joint Commission standards, Nevada
Revised Statutes (NRS), Patient Safety and Quality Improvement Act of 2005, and other regulatory agencies.
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Patient Safety Plan

Lake Tahoe Surgery Center
212 Elks Point Road, Suite #201
Zephyr Cove, NV 89448
(775)588-9188
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Commitment to Patient Safety

Lake Tahoe Surgery Center is committed to a comprehensive approach to improving healthcare quality and
patient safety by aligning with our Mission, Vision, and Values, creating an environment that supports a dynamic,
proactive, and safe culture for patients, family members, visitors, and employees, through continuous learning
and improving patient safety policies, systems, and processes.

Mission, Vision, and Values

In support of the mission, vision, values, and strategic plan of Barton Health, Lake Tahoe Surgery Center’s Patient Safety
program promotes:
» Collaboration of healthcare, leadership, medical staff, and other healthcare providers to deliver integrated and
comprehensive high quality healthcare.
s Communicate honestly and openly to foster trusting and cooperative relationships among healthcare providers,
staff members, and patients and their families, to ensure accountability for the patient safety priorities.
m Preservation of dignity and value for each patient, family member, employee, and other healthcare providers.
»  Responsibility for every healthcare related decision and action.
s Afocus on continuous learning and improving, system design, and the management of choices and changes,
bringing the best possible outcomes or performances to the facility.
= Incorporation of evidence-based practice guidelines to deliver high quality healthcare.
s Education of staff and physicians to assure participation of healthcare providers.
= Anenvironment and culture where patients, families, staff and leaders within the organization identify and
manage actual and potential risks to patient safety thereby resulting in zero harm.
= Anongoing proactive reduction in health-related errors including near miss and good catch events.
= Integration of patient safety priorities in the design and redesign of all relevant organizational processes,
functions, and services.

Scope and Purpose

The scope of this Patient Safety Plan is specific to Lake Tahoe Surgery Center, a department of Barton Health,
which includes but is not limited to:

= Patient safety

» Visitor safety

s Employee safety

All Lake Tahoe Surgery Center staff are required to fully support and participate in this plan, and devote their
expertise to the patient safety and healthcare quality improvement process. Each employee performs a critical
role in patient safety and thus, Barton Health’s journey to becoming a high reliability organization. All Barton
Health-Lake Tahoe Surgery Center team members are focused on providing consistently exceptional care through
an environment that supports teamwork, collaboration and respect for other people, regardless of their position
in the organization. Leaders demonstrate their commitment to patient safety while setting expectations for those
who work in the organization. Leadership evaluates the culture of safety on a regular basis.
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This plan is action oriented and solution focused. The purpose of this plan is to address patient safety related
concerns, challenges and revise the program to better serve the patients and their families. To this end, Lake
Tahoe Surgery Center has developed this Patient Safety plan.

The plan focuses on the process rather than the individual, and recognizes both internal and external customers,
as well as facilitates the need of analyzing and improving processes. The core principles of this plan include:
» All staff have the same goal and contribute their knowledge, vision, skill, and insight to improve the process of
the Patient Safety Plan.
s Decisions will be based on data and facts, and staff will be encouraged to learn from the experiences.
s Customer based including patients, families, and visitors.
= Promote systems thinking.
s Employ well-trained and competent staff.
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Roles and Responsibilities
According to NRS 439.875, a medical facility shall establish a Patient Safety Committee (PSC). The PSC should

ensure that the Patient Safety Plan is promoted and executed successfully.
The Patient Safety Committee reporting hierarchy:

Governing Body

Board Quality

Barton Health Patient
Safety Committee

Lake Tahoe Surgery
Center Patient Safety
Committee

Roles and Responsibilities

In accordance with NRS 439.875, a patient safety committee must be comprised of:
The Patient Safety Officer of the medical facility. At Barton Health, the Director of Patient Safety has oversight of

the Patient Safety Officer and serves in this role;

The infection preventionist of the medical facility;

At least three providers of healthcare who treat patients at the medical facility, including but, without
limitation, at least one member of the medical, nursing and pharmaceutical staff of the medical facility; and
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= One member of the executive or governing body of the medical facility.
The roles and responsibilities are defined below.

Lake Tahoe Surgery Center Patient Safety Committee Responsibilities (based on NRS 439.875 and NRS 439.877)
= Monitor and document the effectiveness of the Patient Identification policy.

= On or before July 1 of each year, submit a report to the Director of the Legislative Counsel Bureau for
development, revision and usage of the patient safety checklists and patient safety policies and a summary of
the annual review conducted pursuant to NRS 439.877(4)(b).

= Receive reports from the Director of Patient Safety/Patient Safety Officer pursuant to NRS 439.870.

» Evaluate actions of the Patient Safety Department in connection with all reports of sentinel events alleged to
have occurred.

= Review and evaluate the quality of measures carried out by the facility to improve the safety of patients who

receive treatment.

s Review and evaluate the quality of measures carried out by the facility to prevent and control infections.

s Make recommendations to the executive or governing body of the medical facility to reduce the number and
severity of sentinel events and infections that occur.

s At least quarterly, due to the number of employees in the facility, report to the executive or governing body of
the facility regarding:
(1) The number of sentinel events that occurred at the medical facility during the preceding calendar month (or
quarter);
(2) The number of infections that occurred at the facility during the preceding calendar month or quarter; and
(3) Any recommendations to reduce the number and severity of sentinel events and infections that occur at the
medical facility.

s Adopt patient safety checklists and patient safety policies as required by NRS 439.877, review the checklists and
policies annually and revise the checklists and policies as the patient safety committee determines necessary.

Lake Tahoe Surgery Center Patient Safety Committee will meet quarterly to accomplish the following:

= Report and discuss sentinel events which include:
s Number of sentinel events from previous calendar month (or quarter).
s Number of severe infections that occurred in the facility.
= Corrective Action Plan for the sentinel events and infections
s Evaluate the corrective action plan.
s Patient safety policies and checklists
» Atleast annually evaluate patient safety policies and checklists
= Revise the patient safety policies and checklists as needed.
s Monitor and document the effectiveness of the patient safety policy.
= A meeting agenda and minutes noting follow-up tasks will be kept.

Root Cause Analysis (RCA) Team Responsibilities
= Root Cause interviews, analysis, investigation, and corrective action plan implementations.

s Participates in the RCA meetings and discussions.
s Communicate honestly and openly about only data and facts to the team members and their
supervisors/leaders.
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RCA Team Leader/Facilitator Responsibilities

Organize and coordinate the RCA process.

Assemble and encourage a supportive and proactive team.

Assign investigative and implementation tasks to the team members.

Conduct and be actively involved in the investigation, RCA, and corrective action plan implementation process.
Communicate the progress of the investigation, institutional barriers, and finalized action plan to executive
leadership.

Monitor goals and progress towards completion of the Corrective Action Plans.

Provide training, education and direction to create a RCA process that incorporates Patient Safety Improvement
elements.

Director of Patient Safety (based on NRS 439.870)

Provide oversight to the integrated Barton Health patient safety program.

Serve on the Lake Tahoe Surgery Center Patient Safety Committee.

Supervise the reporting of all sentinel events alleged to have occurred at the facility, including, without
limitation, performing the duties required pursuant to NRS 439.835.

Take such action as he or she determines to be necessary to ensure the safety of patients as a result of an
investigation of any sentinel event alleged to have occurred at the facility.

Report to the Lake Tahoe Surgery Center Patient Safety Committee, Patient Safety Committee, Board Quality
and Governing Board actions taken related to the sentinel event.

Ensure alignment of patient safety activities, compliance with regulations, and provide opportunities for all
Barton Health team members to be educated and involved in patient safety initiatives.

Oversee, monitor and evaluate safety activities, manage the program that measures and analyzes safety levels,
and help identify problem areas for correction.

The Director of Patient Safety has the authority to intervene in any clinical or non-clinical activity which poses an
actual or potential negative outcome to a patient’s well-being. The Director of Patient Safety involves leadership
in the creation, initiation and evaluation of corrective action measures for event resolution.

Report to the Patient Safety Committee regarding any action taken in accordance with the responsibilities
above.

Infection Preventionist Responsibilities (based on NRS 439.873)

Serve on the Lake Tahoe Surgery Center Patient Safety Committee.

Monitor the occurrences of infections at the facility to determine the number and severity of infections.
Report to the Patient Safety Committee concerning the number of infections at the facility.

Take such action as determined necessary to prevent and control infections alleged to have occurred at the
facility.

Carry out the provisions of the infection control program adopted pursuant to NRS 439.865 and ensure
compliance with the program.

Executive Member Responsibilities

Provide vision and leadership to the Lake Tahoe Surgery Center Patient Safety Committee and develop and
foster a safe learning and improving culture.

Provides oversight to the integrated patient safety program

Plan, discuss, and generate the organization patient safety goals and activities, in conjunction with the patient
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safety action plans.
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s Ensure alignment of patient safety activities, compliance with regulations, and provide opportunities for all
Barton Health team members to be educated and involved in patient safety initiatives.

Objectives and Goals of the Patient Safety Plan

Objective Goals Plan Planned Responsible Party
Completion
Date
To control known | Strive for zero | Patient Safety | Ongoing The Director of Patient Safety and
and potential harm. Plan as Patient Safety Committee presiding
safety hazards to presented over Barton Health are responsible
patients, visitors, for managing and coordinating the
and staff. organization-wide safety program in
collaboration with other
departments, services and disciplines
including Lake Tahoe Surgery Center.
To establish a Provide Education Ongoing The Director of Patient Safety and

safety program
that incorporates
all activities within
Lake Tahoe
Surgery Center
which contribute
to the
maintenance and
improvement of
staff and patient
safety and
reduction of
medical/health
care errors.

education to
all staff on the
elements of
the Lake Tahoe
Surgery Center
Patient Safety
Plan.

provided upon
hire

Patient Safety Committee presiding
over Barton Health are responsible
for managing and coordinating the
organization-wide safety program in
collaboration with other
departments, services and disciplines
including Lake Tahoe Surgery Center.
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environment that
supports sharing
of knowledge to
affect behavioral
changes in itself
and other
healthcare
organizations to
improve patient
safety.

of safety
related
incidents by
proactively
evaluating
systems in
place and
making any
necessary
changes.

miss events
through RCAs
and Pls
presented at
Patient Safety
Committee
and
encourage
Just Culture

To create a culture | In-service all Education Ongoing The Director of Patient Safety and

in which patients, | personnel on provided upon Patient Safety Committee presiding
visitors and the use and hire over Barton Health are responsible
employees can completion of for managing and coordinating the
identify and event reports. organization-wide safety program in
manage actual and collaboration with other

potential risks to departments, services and disciplines
patient and staff including Lake Tahoe Surgery Center.
safety.

To develop a Reduce the risk | Evaluate near- | Ongoing The Director of Patient Safety and
culture that of safety miss events Patient Safety Committee presiding
encourages related through RCAs over Barton Health are responsible
recognition and incidents by and Pls for managing and coordinating the
acknowledgement | proactively presented at organization-wide safety program in
of risks to safety evaluating Patient Safety collaboration with other

including medical | systemsin Committee departments, services and disciplines
health care errors, | place and and including Lake Tahoe Surgery Center.
facility-acquired making any encourage

infections, necessary Just Culture

initiation of changes.

actions to reduce

risks, internal

minimization of

individual blame

or retribution, and

organizational

learning about

errors.

To develop an Reduce the risk | Evaluate near | Ongoing The Director of Patient Safety and

Patient Safety Committee presiding
over Barton Health are responsible
for managing and coordinating the
organization-wide safety program in
collaboration with other
departments, services and disciplines
including Lake Tahoe Surgery Center.
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Empower patients | Provide Provide Ongoing The Director of Patient Safety and
to understand and | communicatio | education Patient Safety Committee presiding
participate in their | nand through over Barton Health are responsible
healthcare. education to various for managing and coordinating the
patients methods organization-wide safety program in
relating to based on collaboration with other
their care. learning departments, services and disciplines
assessment. including Lake Tahoe Surgery Center.

Components and Methods

Pursuant to NRS 439.837, a medical facility shall, upon reporting a sentinel event pursuant to NRS 439.835,
conduct an investigation concerning the causes or contributing factors, or both, of the sentinel event and
implement a plan to remedy the causes or contributing factors, or both, of the sentinel event.

Patient Safety Risk Reduction

Several approaches are utilized at Barton Health to reduce the risk of a patient safety event. The Joint Commission’s
National Patient Safety Goals, National Healthcare Safety Network (NHSN) Institute for Healthcare Improvement (IHlI),
Agency for Healthcare Research and Quality (AHRQ), Hospital Quality Institute, and California Hospital Patient Safety
Organization (CHPSO) are some examples of utilized resources to prevent and reduce the likelihood of serious patient
safety events. Sentinel Event Alerts released through The Joint Commission are also analyzed for compliance.

Sentinel Event Alerts

Sentinel Event Alerts, published through The Joint Commission, are communicated through the Patient Safety
Committee. Compliance status and opportunities for improvement are addressed through workgroups consisting of
affected Department Directors, Executive Team Members and others as appropriate to formulate risk reduction
strategies and follow up through an action plan. Action items within the action plan are assigned to individuals who are
required to complete the tasks within a designated amount of time depending upon the breadth of the item. Action
items may be forwarded to other appropriate bodies for further in-depth evaluation, review, response, revision, or
development of policies or procedures when applicable. Action item progress and completion is reported to the Patient
Safety Department.

Scientific Model Integration
The patient safety program has been developed with scientific knowledge in a foundational aspect including concepts
from:

= Shewhart cycle or Model for Improvement (Plan, Do, Study, Act =PDSA)

s Failure Mode and Effects Analysis (FMEA)

s Re-engineering (Human factor re-engineering such as signage for High Alert Medications, pop up alert in Pyxis
medication dispensing system, tall man lettering for look-alike sound alike drugs in medication usage process,
etc.)

s Rapid Cycle Improvement (Institute of Health Care Improvement (IHI)) Collaborative approach termed the
‘Breakthrough Series’, to bring about rapid cycle improvements. Fundamental to the collaborative approach is
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the acceptance of a model and establishment of infrastructure through which collaborating organizations can
identify and prioritize aims for improvement and gain access to the methods, tools, materials etc.)

= RCAZ Improving Root Cause Analyses and Actions to Prevent Harm

m  Process Improvement (Pl) such as Lean and Six Sigma concepts

» Evidence-based practice and clinical practice guidelines

Educational Enhancement Activities

The Patient Safety Plan provides the opportunity to reduce patient safety events and hazardous conditions through
education, proper and effective orientation, and annual training. Barton Health’s clinical orientation program
emphasizes medical error reduction and specific job-related aspects of patient safety. Ongoing patient safety training for
Barton Health team members including practitioners is offered through various teaching strategies including, but not
limited to, bulletin boards, online learning formats, skills labs, and didactic experiences. Program content may include
education specific to patient safety related events or advancements in patient safety practice. As appropriate, this
training incorporates methods of team training such as TeamSTEPPS by AHRQ to foster an interdisciplinary, collaborative
approach to the delivery of patient care and reinforces the need and mechanisms to report patient safety concerns.

Investigation: Root Cause Analysis and Process Improvements
In any event when an adverse/sentinel event or hazardous condition has occurred, the issue is revisited and the status

mitigated through a risk reduction strategy using the Root Cause Analysis (RCA) process. Lesser events are managed
through either an RCA or Process Improvement (Pl). Reportable Adverse or Sentinel Events shall be subject to an
immediate in-depth RCA.

RCAs shall be convened by the Director of Patient Safety or designee and includes team members either directly or
indirectly involved in the event. Members from uninvolved departments may be invited to provide additional
information. Before analyzing the root causes, defining problems based on facts and data is essential for successfully
conducting the RCA. The Root Cause Analysis and Action Plan Framework Table, introduced by the Joint Commission,
contains 24 analysis questions that guide the organization through the steps in a root cause analysis. Not all the
questions apply to all the events or cases. The 5 Whys technique will be used to explore the cause and effect relationship
underlay a problem. One can find the root causes by asking “why” no less than five times. During the RCA, events are
deconstructed in an effort to identify the key causes that may have contributed to the event. The deconstruction process
leads to action items designed to eliminate or control system hazards or vulnerabilities directly related to causal and
contributory factors. The Veterans Affairs National Center for Patient Safety Action Hierarchy is used to assure strong
corrective action items are identified.

An RCA meeting will meet as needed to accomplish the following:
Define the healthcare issues or potential risks.
s Conduct Root Cause Analysis
= Review and analyze the data.
= Review the RCA process and improvement related activities and timelines.
» Identify the contributing factors and conduct the Root Cause Analysis.
= Conduct Corrective Action Plan
» Discuss corrective action process and activities.
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= Discuss and present possible changes in procedure to improve areas indicated.
s ldentify strengths and areas that need improvement.
s Develop strategies, solutions, and steps to take next.

= Identify barriers and technical assistance needs for supporting the RCA efforts.

Process Improvement teams are formed when an issue affecting more than one service line is identified and a near miss
may or may not be involved. There may be no adverse patient outcome in connection with the event, however, the
potential for a patient event should the issue recur is likely. Pls may also result from discussions during RCAs where a
system improvement process is identified as a result of a patient event. Team members convene and identify key factors
involved in the process through deconstruction that may have contributed to the situation and create action items to
mitigate the identified issues.

RCA and Pl workgroups construct action items and assign them to appropriate individuals for completion. Staff
involvement is considered essential, since they are the team members on the front line with the most knowledge of the
actual day-to-day workings of the processes. Individuals assigned action items are required to complete the tasks within
a designated amount of time depending upon the breadth of the item. Action items may be forwarded to other
appropriate bodies for further in-depth evaluation, review, response, revision, or development of policies or procedures
when applicable. Action item progress and completion is reported to the Patient Safety Department.

As a learning organization utilizing Just Culture, Barton Health focuses on systems and processes, not individuals, during
RCA or Pl event review.

Lake Tahoe Surgery Center will use the RCA process to determine the contributing factors and the underlying
reasons for the deficiencies or failures. The Plan-Do-Study-Act (PDSA) is the model, which was developed by the
Institute of Health Care Improvement that will be utilized to test the changes.
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Model for Improvement

The Model for Improvement is a collaborative and ongoing effort model to improve product, services and processes. It
provides multi-disciplinary team guidance from identifying the root causes; conducting the best tests to assess possible
changes, and working in collaboration for implementation of the new approaches and solutions. It guides the test of a
change to determine if the change is an improvement.

What are we trying to Plan Develop plan based on the identified
accomplish? root causes

How will we know that a
change is an improvement?

What change can we make that Do Implement the change
will result in improvement?

Stud':‘ir Study process and results
Act Plan

Study Do Adjust, adopt, orabandon

The cycle is defined as follows:
» Plan--collect data and establish appropriate goals. Identify the problem and the possible root causes, and
answer the following questions.

= What is the objective of the test?
= What are the steps for the test - who, what, when?
s How will you measure the impact of the test?
= What s your plan to collect the data needed?
= What do you predict will happen?

s Do--make changes designed to correct or improve the situation. Use the following questions for the guidance.
= What were the results of the test?
= Was the cycle carried out as designed or planned?
s What did you observe that was unplanned or expected?

m  Study -- Study the effect of the changes on the situation. Data should be collected on the new process and
compared to the baseline or expected results. Results should be evaluated and by using the following questions
as guidance.

= Did the results match your prediction?
=  What did you learn?
s What do you need to do next?
m  Act--If the result is successful or desirable, standardize the changes and then work on the next prioritized
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problem or the further improvements. If the outcome is not yet successful, look for different ways to identify
the causes or change the testing process.

Data Collection and Reporting

Data should drive patient safety efforts. Lake Tahoe Surgery Center utilizes an electronic event reporting
system for tracking events, sentinel events, healthcare infection data, and information for internal data
collection.

External data sources are those data sources which are collected outside the supervisory structure of the
case. External data which will be utilized for the Patient Safety plan include data from:

= AHRQ: Agency for Healthcare Research & Quality

s CDC: Centers for Disease Control and Prevention

s CMS: Centers for Medicare & Medicaid Services

= NQF: National Quality Forum

= NHSN: National Healthcare Safety Network

s TIJC: The Joint Commission

Ongoing Reporting and Review

Data points such as the following will be reviewed according to the schedule prescribed:

Monthly Quarterly Annually

1) Sentinel event monthly 1) Sentinel event quarterly report 1) Patient Safety Plan update
report as needed 2) Severity of infection report 2) Review and revise Patient
2) Severity of infection report | 3) Review and evaluate the measure | Safety checklists and policies
as needed of improvement of patient safety

3) RCA assessment as needed | 4) Review and evaluate the
measurement to prevent and
control infections

Assessment of the Patient Safety Plan

The Patient Safety Committee shall review and assess/approve this plan at least once a year, but more often as
necessary, to evaluate and update the plan, and to incorporate advancements in patient safety practices.
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Patient Safety Checklists and Patient Safety Policies

In accordance with NRS 439.865, the patient safety plan must include the patient safety checklists and patient safety
policies for use by:
m Providers of healthcare who provide treatment to patients at the facility;
s Other personnel of the facility who provide treatment or assistance to patients;
= Employees of the facility who do not provide treatment to patients but whose duties affect the health or welfare
of the patients at the facility, including, without limitation, a janitor of the medical facility; and
» Persons with whom the facility enters into a contract to provide treatment to patients or to provide services
which may affect the health or welfare of patients.

The patient safety checklists must follow protocols to improve the health outcomes of patients at the medical facility
and must include, without limitation:
m  Checklists related to specific types of treatment. Such checklists must include, without limitation, a requirement
to document that the treatment provided was properly ordered by the provider of healthcare.
m  Checklists for ensuring employees of the medical facility and contractors with the medical facility who are not
providers of healthcare follow protocols to ensure the patient’s room and environment is sanitary.
m  Achecklist to be used when discharging a patient from the facility which includes, without limitation, verifying
that the patient received:
» Proper instructions concerning prescription medications;
s Instructions concerning aftercare;
s Any other instructions concerning his or her care upon discharge; and
= Any other checklists which may be appropriate to ensure the safety of patients at the facility.

The patient safety policies must include, without limitation:

m A policy for appropriately identifying a patient before providing treatment. Such policy must require the patient
to be identified with at least two personal identifiers before each interaction with a provider of healthcare. The
personal identifiers may include the name and date of birth of the patient. Refer to Barton Health’s Patient
Identification policy.

» A policy regarding the nationally recognized standard precautionary protocols to be observed by providers of
healthcare at the medical facility including, without limitation, protocols relating to hand hygiene. Refer to
Baron Health’s Hand Hygiene policy.

= A policy to ensure compliance with the patient safety checklists and patient safety policies adopted pursuant to
this section, which may include, active surveillance. Active surveillance may include a system for reporting
violations, peer-to-peer communication, video monitoring and audits of sanitation materials. Refer to Patient
Safety Observational Tracers policy.

Based on NRS 439.865, the patient safety plan must also include an infection control program that carries out the
infection control policy. The policy must consist of:

s The current guidelines appropriate for the facility’s scope of service developed by a nationally recognized
infection control organization as approved by the State Board of Health which may include, the Association for
Professionals in Infection Control and Epidemiology (APIC), the Centers for Disease Control and Prevention
(CDC), the World Health Organization (WHO) and the Society for Healthcare Epidemiology of America (SHEA);
and

» Facility-specific infection control developed under the supervision of a certified Infection Preventionist.

The patient safety checklists are listed in LTSC Attachment A.
The patient safety policies are listed in LTSC Attachment B.
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Approval of Patient Safety Plan

According to NRS 439.865, a medical facility shall submit its patient safety plan to the governing board of the facility for
approval. At Barton Health, this is accomplished by the plan being approved through the Lake Tahoe Surgery Center
Patient Safety Committee, the Barton Health Patient Safety Committee, Board Quality and the Governing Board. After a
facility’s patient safety plan is approved, the facility shall notify all providers of healthcare who provide treatment to
patients of the existence and requirements of the plan.

The patient safety plan must be reviewed and updated annually in accordance with the requirements for approval set
forth in this section.

According to NRS 439.843, on or before March 1 of each year, a copy of the most current patient safety plan established
to NRS 439.865 must be submitted to the Division of Public and Behavioral Health.

Authority

The authority to implement the Patient Safety Plan rests with Barton Health’s Governing Body, Board Quality
Committee, Medical Executive Committee, and Patient Safety Committee.
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2020 Lake Tahoe Surgery Center Patient Safety Priorities

During 2020, Lake Tahoe Surgery Center will strive to achieve two different priorities to ensure safe patient care. During
2019, the surgical site infection rate was zero. Staff education was provided during the year. In 2020, LTSC would like to
maintain a surgical site infection rate of less than 0.5%.

Lake Tahoe Surgery Center had zero never events during 2019. In an effort to reduce the potential for harm, Lake Tahoe
Surgery Center will strive to maintain zero harm during 2020. Physician and staff education is ongoing. The Patient
Safety Committee reviews all event reports and action items will be assigned to the appropriate staff. Education will
occur immediately following an event, near miss or good catch.
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LTSC Attachment A: Terms and Definitions

Patient Safety: The Agency for Healthcare Research Quality (AHRQ) defines patient safety as “a discipline in the
healthcare sector that applies safety science methods toward the goal of achieving a trustworthy system of
healthcare delivery. Patient safety is also an attribute of healthcare systems; it minimizes the incidence and
impact of, and maximizes recovery from, adverse events.”
http://www.ahrg.gov/downloads/pub/advances2/voll/advances-emanuel-berwick 110.pdf

Sentinel event (NRS 439.830):
1. Except as otherwise provided in subsection 2, “sentinel event” means an event included in Appendix A of

“Serious Reportable Events in Healthcare--2011 Update: A Consensus Report,” published by the National Quality Forum.

2. If the publication described in subsection 1 is revised, the term “sentinel events” means the most current version
of the list of serious reportable events published by the National Quality Forum as it exists on the effective date of the
revision which is deemed to be:

(a) January 1 of the year following the publication of the revision if the revision is published on or after January 1 but
before July 1 of the year in which the revision is published; or

(b) July 1 of the year following the publication of the revision if the revision is published on or after July 1 of the

year in which the revision is published but before January 1 of the year after the revision is published.

3. If the National Quality Forum ceases to exist, the most current version of the list shall be deemed to be the last
version of the publication in existence before the National Quality Forum ceased to exist.

(Added to NRS by 2002 Special Session, 13; A 2005, 599; 2013, 217)

Institute for Healthcare Improvement (IHI) defines medical harm as “unintended physical injury resulting from
or contributed to by medical care (including the absence of indicated medical treatment) that requires additional
monitoring, treatment or hospitalization, or results in death.”

Facility-Acquired Infection (NRS 439.802):
“Facility-acquired infection” means a localized or systemic condition which results from an adverse reaction to the

presence of an infectious agent or its toxins and which was not detected as present or incubating at the time a patient
was admitted to a medical facility, including, without limitation:
s Surgical site infections;
s Ventilator-associated pneumonia;
= Central line-related bloodstream infections;
» Urinary tract infections; and
s Other categories of infections as may be established by the State Board of Health by regulation pursuant to NRS
439.890.
(Added to NRS by 2005, 599; A 2009, 553)

Medical facility (NRS 439.805):
“Medical facility” means:
» A hospital, as that term is defined in NRS 449.012 and 449.0151;
= An obstetric center, as that term is defined in NRS 449.0151 and 449.0155;
s A surgical center for ambulatory patients, as that term is defined in NRS 449.0151 and 449.019; and
= Anindependent center for emergency medical care, as that term is defined in NRS 449.013 and 449.0151.
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(Added to NRS by 2002 Special Session, 13)

Near miss: An event or a situation that did not produce patient harm, but only because of intervening factors,
such as patient health or timely intervention. (National Quality Forum (NQF), Serious Reportable Events in
Healthcare 2009 Update.)

Mandatory reporting: Legal requirement for physicians and other professionals providing health services to

report suspected incidents of abuse and neglect. As mandated reporters, they are generally afforded legal
immunity for such reports and most jurisdictions impose a civil or criminal penalty for failure to report. (Council
on Scientific Affairs. AMA Diagnostic and Treatment Guidelines Concerning Child Abuse and Neglect. JAMA.
1985;254(6):796-800.)

Risk: Possibility of loss or injury. (Merriam-Webster’s Online Dictionary, Risk, Available at
http://www.merriamwebster.com/dictionary/risk. Last Accessed August 2009.)

Preventable event: Describes an event that could have been anticipated and prepared for, but that occurs

because of an error or other system failure (National Quality Forum (NQF), Serious Reportable Events in
Healthcare 2009 Update.)

Catheter Associated Urinary Tract Infection (CAUTI): A urinary tract infection (UTI) that occurs in a patient who

had an associated indwelling urethral urinary catheter in place for greater than 2 calendar days on the date of
event, with day of device placement being Day 1, and an indwelling urinary catheter was in place on the date of
event or the day before. If an indwelling catheter was in place for greater than 2 calendar days and then
removed, the date of event for the UTI must be that day of discontinuation or the next day for the UTI to be
catheter-associated (Centers for Disease Control and Prevention, The National Healthcare Safety Network
(NHSN): Patient Safety Component Manual; 2017. Available at
https://www.cdc.gov/nhsn/pdfs/pscmanual/pcsmanual _current.pdf

Central Line Associated Bloodstream Infections (CLABSI): Primary bloodstream infections that are associated

with the presence of a central line or an umbilical catheter, in neonates, at the time of or before the onset of the
infection.
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LTSC Attachment B: Patient Safety Patient Safety Checklists & Policies for Lake Tahoe Surgery Center

REPORT TO THE DIRECTOR OF THE LEGISLATIVE COUNSEL BUREAU PURSUANT TO ASSEMBLY BILL 280 OF THE 2011
LEGISLATIVE SESSION — SUBMITTED BY:

Lindsey Wharton RN, Director and Administrator of Perioperative Services

Lake Tahoe Surgery Center
212 Elks Point Rd Suite 201, Zephyr Cove NV 89448

YEAR —June 1, 2018 — June 30, 2019

Check Lists Include: Developed Revisions* Usage** Review***
Related to the following specific (date of revision) | (Unit/department)
types of treatments*
Patient Room & Environment June 29, 2015 ASC X
Sanitation (Cleaning Checklists)
Discharge Checklist October 28, 2014 PACU X (on EMR)
Pre-op Checklist May 2, 2015 PRE-OP/OR X (on EMR)
Safety Checklist May 2, 2015 June 1, 2016 OR X (on EMR)
Sign-In May 2, 2015 June 1, 2016 OR X (on EMR)
Fire Safety May 2, 2015 June 1, 2016 OR X (on EMR)
Timeout May 2, 2015 June 1, 2016 OR X (on EMR)
Sign-out May 2, 2015 June 1, 2016 OR X (on EMR)
Environmental Rounds (quarterly) November 3, 2015 | ASC X
Infection Control Survey (monthly) ASC X
Surgical Services Audit June 29, 2015 ASC X
Incubation Temperature STERILIZATION X
Medication Refrigerator May 2013 PRE-OP/PACU/OR | X
IVF/Blanket Warmer Temperature April 25, 2016 PRE-OP/PACU/OR | X
Sage Warmer February 3, 2016 PRE-OP X
OR Temperature/Humidity December 18, ASC X
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2014
Washer Sterilizer Cleaning STERILIZATION
Daily, weekly, monthly duties April 21, 2016 PRE-OP/PACU/OR
Crash Cart May 2018 NURSING
Pediatric Crash Cart May 2018 NURSING
Malignant Hyperthermia Cart January 25, 2016 NURSING
Hand Hygiene Audit ASC
Medication Labeling Audit December 8,2016 | ASC
Patient Safety Policies Include: Developed Revisions Usage Review
Patient Identification ASC
Hand Hygiene December 20, ASC
2017
Patient Safety Checklist ASC
National Patient Safety Goals 2018 ASC
Medication Reconciliation ASC
Handoff Communication ASC
Universal Protocol ASC
Safe Preparation and Administration April 2018 ASC
of Medications
General Safety Policy- ASC
Patients/employees
Hazard Communications ASC
Injury and lliness Prevention Program ASC
Plan
OSHA Reporting/Injury Reporting ASC
Material Safety Data Sheets ASC
Exposure Control Plan ASC
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Abusive Behavior- Patients ASC X

Abusive Behavior- Non-patients ASC X

Disruptive Physician or Ancillary staff ASC X

Behavior

Identification of Life Safety Code ASC X

Deficiency

Fire Risk Assessment ASC X
Summary of Review Total # Total # revised Total # Reviewed

developed
Patient Safety Checklists 0 2 21
Patient Safety Policies 0 3 16

*Checklists and Patient Safety Policies were reviewed for the stated time period. Need for revision is noted by the date
the revision was made.

**Usage outlines the unit/departments the checklists are used in.

***As part of the annual review any required revisions will be identified. If revisions are required this is noted in the
revision box. Any additional patient safety checklists or policies identified will be noted in this (review) column. If the
annual review reveals no changes are required this box will be marked with an “X”. An “X” means that the checklists and

policies were reviewed but no changes were required.

Reports are due on or before July 1 of each year
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D Patient/Resident Safety Plan

Boulder City Hospital DEPARTMENT: Emergency Preparedness Plan

Quality care close to home

APPROVED BY: Safety Committee gﬁfERENCE#SEP Page 1 of 7
EFFECTIVE: _ REVISED: 01/26/10; 12/21/2010, 6/1/11:
o/18/2007 | REVIEWED:5/31/19 10/13/14: 9/20/16:9/28/18

PURPOSE:

l. The purpose of the Patient/Resident Safety Plan (PRSP) is to improve patient safety and reduce risk to
patient/residents through an environment that promotes:

Recognition and acknowledgment of risks to patient safety and medical/health errors;

The initiation of actions to reduce these risks;

The internal reporting of findings and the actions taken;

A focus on processes and systems;

Minimization of individual blame or retribution for involvement in a medical / health care error;

Organizational learning about medical/health care errors and safety factors;

Support of the sharing of knowledge to effect behavioral changes within Boulder City Hospital (BCH)

Individual responsibility to identify report and participate in the solution of safety risks.

SQ@ "0 Q0T

POLICY:

NOTE: The term Patient will be used throughout this policy to represent patients, residents and clients.

l. The PRSP provides a systematic, coordinated and continuous approach to the maintenance and
improvement of patient safety through:

a. The establishment of mechanisms that support effective responses to actual occurrences;

b. Ongoing proactive reduction in medical / health care errors; and

c. Integration of patient safety priorities into the new design and redesign of all relevant organization
processes, functions and services.

d. Zero tolerance for workplace violence. BCH strives to maintain a harmonious work environment free from
violence and intimidation. Weapons of any kind are prohibited. Violent acts, threatening, harassing,
discriminating, disruptive behavior (conflict that disrupts the work and jeopardizes the safety of
individuals) and/or coercing behavior are prohibited and may result in disciplinary action up to and
including termination (for employees) and/or legal action as warranted.

Il. As patient care and therefore the maintenance and improvement of patient safety, is a coordinated and
collaborative effort, the approach to optimal patient safety involves multiple departments and disciplines in
establishing the plans, processes and mechanisms that comprise the activities to maintain patient safety. This
plan works in conjunction with the facility-wide Safety/Emergency Preparedness Manual which has inter-
facility and department specific policies as necessary to address safety concerns such as Fire, Emergency
Preparedness for Internal and External Disasters, Pandemic Events, etc.

The PRSP was developed by the interdisciplinary Safety Committee and approved by the Medical Staff,

Board of Trustees and Administration and outlines the components of the organization’s PRSP.

PROCEDURE:

l. Scope of Activities
a. Ongoing assessment, monitoring, tracking and trending with analysis using internal and external
knowledge and experience to:
i. Prevent error occurrence
ii. Maintain and improve patient safety
b. Patient/Resident Safety Occurrence Information:
i. Collected from aggregated data reports and individual occurrence reports.
ii. Will be reviewed by the Safety Committee.
iii. Is used to prioritize organizational patient safety activity efforts.

Il. Types of Patient/resident Safety or Medical/Health Care Errors
a. No Harm Errors
i. Unintended acts, either of omission or commission;
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Acts that do not achieve their intended outcome; and/or
Acts that do not result in a physical or psychological negative outcome, or the potential for a
negative outcome, to the patient

b. Mild to Moderate Adverse Outcome Errors

Vi.
Vii.
viii.

ix

c. Sentinel
i

Any medication error (mindful of the errors that result from: incomplete and/or inaccurate
medication orders, transcription and documentation; not adhering to the 5 rights of medication
administration; inappropriate labeling as well as in appropriate monitoring and storage of
medications)
Any Adverse Drug Reaction (ADR)
Any transfusion reaction
Hazardous Condition

1. Any set of circumstances, exclusive of the disease or condition for which the patient is

being treated, which significantly increases the likelihood of a serious physical or
psychological adverse patient outcome.

Any Healthcare Associated Infection (HAI) including but not limited to Central Line Associated
Blood Infections (CLABSI); Catheter Related Urinary Tract Infections (CAUT]I); c-diff infections
Any Health Care Associated Stage Il or IV Pressure Ulcer
Any patient falls with injury
Any patient aspiration
Any motor vehicle accident wherein a patient was a passenger
Event (SE):
Unexpected adverse occurrence involving death or serious injury or psychological injury or the
risk thereof. Serious injury specifically includes the loss of limb or function. A sentinel event is an
adverse event of a severe and urgent nature that can result in an unexpected and undesirable
patient outcome. (Example: Surgery on the wrong patient or removal of the incorrect limb). The
phrase “the risk thereof” includes any process variation for which a recurrence would carry a
significant chance of a serious adverse outcome. A Sentinel Event: (Refer to BCH Policy,
“Sentinel Events”)
Potentially involves a continuing threat to patient care or safety
Has significant potential for being reflective of serious underlying systems problems within an
organization
Potentially undermines public confidence in the organization
A “Near Miss” is any process variation which did not affect the outcome, but for which a
recurrence carries a significant chance of a serious adverse outcome. Refer to BCH Policy,
“Sentinel Events” For this policy, all reference to Sentinel Events includes Near Miss events as
well.

M. Scope of Program
a. Encompasses:

i.
ii.
iii.
iv.

Patient, resident and client population;
Visitors;

Volunteers; and

Staff (including Medical Staff)

b. Addresses:

Maintenance and improvement in patient/resident safety issues in every department throughout
the facility

Emphasizes hospital and patient care functions of:
Ethics, Rights & Responsibility

Provision of Care

Medication Management

Improving Organization

Performance

Leadership

Management of the Environment of Care
Management of Human Resources
Management of Information
Surveillance, Prevention and Control of
Infection
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c. Assures:

i.
ii.
iii.
iv.
V.
Vi.
Vii.

All departments have current Safety Manual available on-line

Emergency Preparedness Quick Reference Guide “Red Book” is available in high traffic areas
Senior Leaders are FEMA trained (100,200, and 700) and NIMS compliant

Hospital Decontamination Program (and related equipment) is available and compliant with
current regulations

Enforced Hand Hygiene policy

Adherence to Standard Precautions with implementation of Isolation Precautions when necessary
Maintenance of a sanitary environment through interdepartmental collaboration, product and
service evaluation and monitoring effectiveness

V. Methodology
a. Responsibility

The Committee meets monthly and is responsible for oversight of the Patient/Resident Safety
Program
The Patient Safety Officer will have Administrative responsibility for the program

b. Membership will include but not be limited to:

iv.
V.
Vi.
Vii.

Safety Officer viii. Acute Nursing Services

Physician Representative

Chief Nursing Officer/Patient ix. Purchasing/Central Supply

Safety Officer Representative

Pharmacy Staff Representative X. Environmental Services

Human Resources Representative

Representative xi. Chief Executive Officer

Laboratory Representative xii. Risk Manager

Long Term Care Representative xiii. Infection Control Nurse
xiv. Program Manager

c. Communication

All departments, both patient care and non-patient care are responsible to report patient safety
occurrences and potential occurrences to the Risk Manager. Through the Quality Reporting and
Resolution system (QRR)
Risk Manager will aggregate occurrence information and present a report to the Committee on a
quarterly basis.
The report will contain aggregated information related to:

1. Type of occurrence;

2. Severity of occurrence;

3. Number/type of occurrences per department;

4. Occurrence impact on the patient;

5. Remedial actions taken; and

6. Patient/resident outcome.
The Committee will:

1. Analyze the report information; and

2. Determine further patient safety activities as appropriate.
The Committee will make recommendations for action and implementation and will follow-up as
appropriate. Safety information is relayed to Department Managers, the Medical Executive
Committee and the Board of Trustees who will then share the information during meetings and/or
through communiqués.

V. Review of Internal and External Reports
a. Toinclude, but not be limited to:

i
ii.
iii.
iv.

Sentinel event report information;
HAI statistical report;
Fire and Disaster Drill reports;

Occurrence reporting;
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v. Injury Report;
vi. Information from state and federal sources;
vii. Current literature;
viii. Performance Improvement reports.
ix. Safety Survey results (performed at least annually)
b. The Committee will select at least one high-risk safety process for an annual proactive risk assessment.
c. The proactive risk assessment will include:
i. Assessment of the intended and actual implementation of the process.
ii. ldentify the steps in the process if there may be any undesirable variations.
ii. Identification of possible effects of the undesirable variation on patient/residents.
iv. How serious the possible effects on the patient/resident could be.
v. For the most critical effects, conduct a failure mode event analysis (FMEA) to determine why the
undesirable variation leading to that effect may occur.
vi. Redesign the process and/or underlying systems to:
1. Minimize the risk of that undesirable variation; or
2. Protect patient/residents from the effects of that undesirable variation.
vii. Test and implement the redesigned process.
viii. ldentify and implement measures of the effectiveness of the redesigned process.
ix. Implement a strategy for maintaining the effectiveness of the redesigned process over time.
VI. Identification of a Medical/Health Care Error
a. Note that the following Quality Improvement Policies are pertinent to this section: Medication Errors [HWN
139], Decreasing Medication Errors [HWN 142] and Safe Medication Practices [HWN 145]
b. The staff member will immediately:
i. Perform and/or obtain necessary healthcare interventions to protect and support the patient’s
clinical condition;
ii. As appropriate to the occurrence, perform necessary healthcare interventions to contain the risk
to others — example: immediate removal of any recalled item from stock.
iii. Contact the patient’s attending physician and other physicians, as appropriate, to report the error,
carrying out any physician orders as necessary;
iv. Preserve any information related to the error including physical information such as:
1. Removal and preservation of blood unit for a suspected transfusion reaction;
2. Preservation of IV tubing, fluids bags and/or pumps for a patient/resident with a severe
drug reaction from IV medication;
3. Preservation of medication label for medications administered to the incorrect
patient/resident;
4. Documenting the facts regarding the error in the medical record as appropriate to
organizational policy and procedure;
5. Reporting the medical/health care error to Department Director and Attending Physician;
and,
6. Enter the occurrence report into the Quality Review Report system. Risk Manager will
review.
c. Any individual in any department identifying a potential patient safety issue will:
i. Immediately notify his/her supervisor; and
ii. Document the findings in QRR system.
d. Patient, and family member as appropriate; and officiating agency will be notified timely of safety
concerns and/or medical errors including HAI, ADR, SE, etc.
VII. Response
a. Staff response to medical/health care errors is dependent upon the type of error identified.
b. Error types:
i. Near miss
1. Report the near miss event to immediate supervisor;

2. Describe the facts of the near miss in the QRR System
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ii. No harm errors (including “no harm” medication errors)
1. Document appropriately in the medical record according to policy;
2. Document the circumstances regarding the no harm error in the QRR system; and
3. Notify the immediate supervisor.
iii. Mild to moderate adverse outcome errors (including medication errors)
1. Perform any necessary clinical interventions to support and protect the patient/resident;
2. Notify the physician and staff responsible for the patient/resident;
3. Carry out any necessary physician orders;
4. Preserve any physical evidence as appropriate;
5. Notify immediate supervisor;
6. Document facts appropriately in the medical record and in the QRR system.
iv. Adverse Drug Reaction
Perform any necessary clinical interventions to support and protect the patient;
Notify the physician staff responsible for the patient;
Execute any necessary physician orders;
Preserve any physical evidence as appropriate;
Notify immediate supervisor;
Document facts appropriately in the medical record and in the QRR system);
Report ADR to Pharmacy via an ADR form; and
. Notify patient/resident and/or family
v. Transfusion Reaction
1. Perform any necessary clinical interventions to support and protect the patient;
2. Notify the physician responsible for the patient;
3. Carry out any necessary physician orders.
4. Follow the Administration of Blood and/or Blood Products and the Adverse Reaction to
Blood Transfusion policies in House Wide P & P Manual including completion of a QRR
vi. Hazardous Condition Patient Safety Issue
1. As appropriate, and if possible, staff will:
a. Contain the hazardous condition or patient safety issue;
b. Immediately notify supervisor;
c. Document the findings in the QRR System;
d. Notify patient
e. Notify agencies as appropriate
2. BCH has identified three significant clinical safety concerns based on the age of the
population we serve and the historical data analyzed:
a. Falls with injuries
b. Aspiration
c. Hospital Acquired Infection
3. For significant safety concerns, BCH has established:
a. A mechanism to identify individuals at risk
b. Plans to prevent the occurrence of these safety concerns
c. Areporting mechanism using the Quality Review and Report system (internal) to
track, trend and analyze data reporting to the appropriate internal committees
including the Safety Committee, Quality Improvement Committee, Medical
Quality Improvement Committee, Medical Executive Committee, and the Board
of Trustees
d. Timely forward reporting of pertinent information to applicable agencies including
but not limited to the State of Nevada Bureau of Health Care Quality and
Compliance, the Ombudsman, the Sentinel Event Registry, the Southern Nevada
Health District, etc.
e. Ata minimum annual staff education regarding these safety concerns

NGO ALON =
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vii. Sentinel Event

1. Perform any necessary clinical interventions to support and protect the patient;

2. Notify the physician and staff responsible for the patient;

3. Carry out any necessary physician orders; and

4. Notify the patient documenting notification;

5. Follow the Sentinel Event Policy and Procedure (see BCH Policy “Sentinel Events” in
House Wide P & P Manual).

6. Report event to the appropriate committees including Safety, Quality Improvement and
Medical Quality Improvement, Medical Executive and Board of Trustees

VIII. Organizational Response
a. Established policy and/or the Hospital Quality Improvement Committee will determine the organizational
response to medical/health care errors and occurrences.
b. Sentinel events and “Near Misses” will have a root-cause analysis conducted.
c. The Committee, based on internal and external data analysis and prioritizing of patient safety criticality,
will determine:

i. Further remedial action activities necessary for identified occurrences;

ii. Proactive occurrence reduction activities; and

iii. Necessity and benefit of root cause analysis performance for identified occurrences or proactive
reduction activities.

d. Resolution
i. Non-Punitive Approach

1. An effective Patient/Resident Safety Program cannot exist without optimal reporting of
medical/health care errors and occurrences.

2. The intent of this institution is to adopt a non-punitive approach in its management of
errors and occurrences.

3. All personnel are required to report suspected and identified medical/health care errors,
and should do so without the fear of reprisal in relationship to their employment.

4. This organization supports the concept that errors occur due to a breakdown in systems
and processes.

5. Focus will be given on improving systems and processes rather than disciplining those
responsible for errors and occurrences.

6. A focus will be placed on remedial actions to assist rather than punish staff members.

7. The Committee and the individual department Managers will determine the appropriate
course of action to prevent error recurrence.

ii. Sentinel Events

1. Staff members involved in a sentinel event occurrence will receive support to facilitate the
staff member’s professional and emotional reconciliation of the sentinel event.

2. The staff member will be allowed an active role in process resolution as well as the root-
cause analysis and action plan processes.

3. Any staff member involved in a sentinel event or other medical/health care error may
request and receive supportive personal counseling as per the Sentinel Event Policy and
Procedure and Employee Assistance Program.

e. Evaluation

i. The Patient/Resident Safety Program includes an annual survey of patients, their families,
volunteers and staff (including medical staff) opinions, needs and perceptions of risks to patients
and requests suggestions for improving patient/resident safety.

ii. Inkeeping with a non-punitive philosophy designed to encourage reporting and resolution of
errors, the staff will be queried annually regarding safety concerns including their willingness to
report medical/health care errors.

f.  Education

i. Staff will receive education and training:

1. During their initial orientation process; and
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2. On an ongoing basis regarding job-related aspects of patient safety.
ii. Education and training will include:
1. The need and method to report medical/health care errors and other safety concerns;
2. Providing the optimal provision of healthcare in an interdisciplinary manner; and
3. An interdisciplinary approach to patient care.
g. Reporting
i. BCH values transparency working together as an organization accountable to the licensing and
quality agencies as well as to our patients, staff, medical staff, volunteers and our community
ii. Medical/health care errors and occurrences, including sentinel events, will be reported internally
and externally per hospital policy and through the channels established by this plan.
iii. External reporting will be performed in accordance with all state, federal and regulatory body
rules, laws and requirements. Refer to House wide policy HWN 135 Reportable Events.
iv. Patient safety reports from the Safety Committee will be submitted to the Medical Executive
Committee and the Quality Improvement Committee.
v. The Board of Trustees has the opportunity to review and ask questions during the monthly
meeting as the minutes of committees are contained within the Medical Executive Committee
minutes for approval by the board.
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BrTghtStar Care

HOME CARE | MEDICAL STAFFING
A Higher Standard
Mission Statement Policy
Policy No. 4-001
Policy
BrightStar Care will have a mission statement.

Mission

BrightStar Care of W. Central Las Vegas is guided by a tradition of personal, clinical, and
technological excellence.

We are dedicated to providing the highest quality home-based patient care with compassion
and respect for each person.

Values
BrightStar Care of W. Central Las Vegas recognizes these values and their role in fulfilling our
mission:

Committed to Our Patients

We recognize the unique physical, emotional, and spiritual needs of each person receiving
health care in the home. We strive to extend the highest level of courtesy, safety and service to
patients, family/caregivers, visitors, and each other.

Committed to Leadership

We deliver state-of-the-art home health services with identified centers of excellence. We
engage in a wide range of continuing education, clinical education, and other programs for
professionals and the public.

Committed to Excellence

We strive to create an environment of teamwork and participation, where, through continuous
performance improvement and open communication, health care professionals pursue
excellence and take pride in their work, the organization, and their personal development. We
believe that the quality of our human resources—organization personnel, Licensed Prescribers,
and volunteers—is the key to our continued success. We provide Licensed Prescribers an
environment that fosters high quality diagnosis and treatment. We maintain financial viability
through a cost-effective operation to meet our long-term commitment to the community.

Committed to a Culture of Safety and Quality

We strive to create a culture of safety and quality by developing a code of conduct, providing
education, encouraging open communication, encouraging leaders to provide a team approach
to safety and quality initiatives, providing leadership that defines how patients, family/caregivers,
visitors, and other members of the community can help identify and manage issues of safety
and quality, and implementing changes identified by the annual organization evaluation in order
to maintain the culture of safety and quality.
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Governing Body
No. 4-002

Polic

The éoverning Body of BrightStar Care of W. Central Las Vegas will serve as the governing
authority for the home services program, which will function according to BrightStar Care of W.
Central Las Vegas's bylaws/processes and will assume full legal authority and responsibility for
the operation of BrightStar Care of W. Central Las Vegas.

Procedure

1.  The Governing Body will review BrightStar Care of W. Central Las Vegas's
bylaws/processes and other information relevant to the quality of patient care (i.e., unusual
occurrences in care delivered is also consistently provided through a defined process) at
least annually.

2. Meeting minutes will be maintained for each meeting.

3. The Governing Body will implement a written conflict of interest policy that includes
guidelines for the disclosure of any existing or potential conflict of interest.

4. The Governing Body will consist of the agency owner/designee and at least one other
individual.
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Professional Advisory Committee
Policy No. 4-003
Policy

The Governing Body will appoint a multidisciplinary Professional Advisory Committee (PAC).
The committee will consist of at least one (1) practicing Licensed Prescriber, a nurse with
community health or home care experience, and advocates of other professional services
reflecting the scope of organization services (such as physical, speech, or occupational therapy,
social work, and discharge planning). At least one member of the committee is neither an
owner nor an employee of the organization. Organization members should be individuals who
are aware of the needs of the community related to the population served. This requirement will
be based on individual state requirements for such a committee.

This committee will meet at least annually, or more often as needed, and minutes of each
meeting will be recorded. The committee’s purpose is to assist the Executive
Director/Administrator in an annual and ongoing review of the organization’s operation. The
annual evaluation will be submitted to the Governing Body for review and approval.

Procedure

1.  The committee will establish and review policies and procedures and oversee regulatory
compliance in the following areas:

Admission and discharge policies and procedures
Policies governing scope of services offered
Medical supervision

Development of plans of care

Emergency procedures

Clinical procedures

Patient clinical records

Personnel qualifications

Recruiting and retaining staff

Operating budget

Performance improvement plan
Compliance with law and regulation

FrXC"IEMMOO®P

2. The committee will evaluate the organization’s success in meeting community needs for
home care services, provision of adequate, safe, and appropriate care to each patient, and
progress toward financial stability.
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Responsibilities/Supervision of Clinical Services
Policy No. 4-004

Policy

Supervision of clinical care and services will be available 24 hours a day, seven (7) days a
week.

Supervisor-to-patient-care personnel ratios will depend on the acuity level of the patients and
case-mix and will be in compliance with applicable law or regulation.

The Director of Nursing (DON) or registered nurse designee will be responsible for the clinical
direction of the organization and will take reasonable steps to ensure that:

1. Services are continuously available

2. Care and services provided by organization personnel and contracted organization
personnel are coordinated and integrated

3. Policies and procedures, which guide and support the provision of care and services, are
developed and implemented

4. Recommendations for required resources are made in a timely and effective manner

5. Quality Assurance procedures are being performed by a registered nurse

The Director of Nursing (DON) will be qualified and possess appropriate clinical training and
experience, as verified by:

1. Education, training, and previous work experience

2. Current professional licensure

3. Interview assessing understanding of care and service being provided as well as population
being served

4. Management experience and clinical knowledge

Procedure

1. The Director of Nursing (DON) or registered nurse designee will oversee the day-to-day
clinical operations.

2. On adaily basis, staffing will be reviewed in combination with the patient census, acuity,
etc.
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A. If staffing is problematic, the Director of Nursing (DON), and designees, will review
options, such as:

1. Use of outside contracted personnel
2. Use of overtime by organization personnel
3. Use of office nursing personnel (i.e., Clinical Supervisor, intake, QA/l nurses, etc.)

B. Any issue not resolved will be brought to the attention of the Executive
Director/Administrator.

The Director of Nursing (DON) or designee will monitor the care and service provided by
organization personnel and contract personnel. Monitoring includes the review of
performance improvement results, incident reports, infection reports, clinical record review
results, etc. Any noted trends of individual performance will be used during the evaluation
process.

The Director of Nursing (DON) or designee will participate as a member on the following
administrative teams:

A. Professional Advisory Committee, if applicable
B. Clinical Operations Committee, if applicable
C. Performance Improvement Committee, if applicable

Recommendations regarding resources (personnel and other) and services will be made to
the Executive Director/Administrator, as well as to the appropriate committee.

The Director of Nursing (DON) or designee will have access to qualified clinical consultation
for services outside his/her expertise, through the use of the Licensed Prescriber and other
resources, as appropriate.

The Director of Nursing (DON) or designee will ensure that the following supervision is
maintained within the organization:

A. Home care aides:
1. Home care aide supervisory visits will be conducted on-site at a frequency dictated
by the State Practice Act. Supervisory visits can be made in conjunction with the
home care aide or in his/her absence.

B. Licensed practical/vocational nurse:

1. LPN/LVN will be supervised by a registered nurse at a frequency dictated by the
State Practice Act.

C. Supervisory visits will be made more often if indicated by the patient’s and/or
organization personnel's need.
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Performance Improvement Policy
Policy No. 4-005

Policy

Senior management will carry the responsibility: to guide the organization's efforts in improving
organizational performance in governance, management, clinical and support activities; to
define expectations of the performance improvement activities; and to generate the plan and
processes the organization will utilize to assess, improve and maintain quality of care and
service.

All personnel will be active participants in the organization's performance improvement
activities.

Procedure
1. Senior management will:

A. Participate in educational activities to increase their level of understanding and ability
to implement performance improvement activities. The educational activities may
include seminars, consultations, readings, periodicals, benchmarking, and review of
available information from other organizations regarding the occurrence of sentinel
events to reduce the risk of similar sentinel events within the organization.

B. Set expectations for performance improvement and manage processes to improve
organization performance.

C. Focus on high risk, high volume, and problem-prone areas. Consider incidence,
prevalence, and severity of problems in those areas and lead to an immediate
correction of any identified problem that directly or potentially threaten the health and
safety of patients.

D. Adopt a scientific, problem-solving approach to performance improvement. The
scientific, problem-solving approach will include, minimally:

1. Planning for performance improvement with integration of information from other
relevant activities
a. Risk management
b. Utilization management
c. Quality assurance
d. Infection control surveillance
e. Patient safety program

2. Setting priorities for improvement and adjusting priorities in response to unusual or
urgent events

3. Systematic assessment of performance through comparison of organizational
performance:
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a. Internally over time
b. To the performance of similar process in other organizations
c. To external sources of information
4. Implementing improvement on the basis of assessment and comparison data
5. Maintaining achieved improvements
6. ldentifying and establishing activities to measure patient outcomes
Ensure that new or modified services or processes are designed well and incorporate:
1. Needs and expectations of patients, staff, and others
2. Information about potential risks to patients, when available
3. Current knowledge, when available and relevant

4. Testing and analysis to determine whether design or redesign is an improvement

Ensure that the organization adheres to the Joint Commission’s published guidelines
for describing information in its Quality Report.

Ensure that the organization adheres to the Performance Improvement (Pl) standards.

Ensure that performance improvement projects are conducted that reflect the following
standards:

1.  The number and scope of distinct improvement projects conducted annually must
reflect the scope, complexity, and past performance of the organization’s services
and operations.

2. The organization must document the quality improvement projects undertaken, the
reasons for conducting these projects, and the measurable progress achieved on
these projects.

Allocate resources for assessing and improving the organization's performance by:

1. Assigning organization personnel to participate in performance improvement
activities

2. Providing adequate time for organization personnel to participate in performance
improvement activities

3. Creating and maintaining information systems and data management processes to
support collecting, managing and analyzing data to improve performance

4. Utilizing appropriate statistical techniques to analyze and display data

a. Statistical facts may include:
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Run charts that display summary comparison data
Scatter diagrams
Control charts that display variations and trends over time
Histograms
Pareto charts
Cause-and-effect or fishbone diagrams
Process flowcharts
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5. Provide organization personnel training in effective approaches and methods of
assessment and improvement

6. Assessing the adequacy of human, information, physical, and financial resources
allocated to support performance improvement and patient safety

Analyze and assess the effectiveness of their contributions to improving organization
performance, including review of leadership performance against pre-established,
objective process criteria. The senior management, also, measure and assess the
performance improvement and safety improvement activities.

Senior management will ensure that an integrated patient safety program is implemented
throughout the organization by:

A

B.

Assigning qualified individual(s) or an interdisciplinary group to manage the program

Defining the scope of the program’s oversight

Establishing procedures for immediate response to system or process failures, and the
internal and external reporting of such failures

Defining responses to various types of unanticipated adverse events and a process for
conducting proactive risk assessment/risk reduction activities

Report, at least annually, to the Governing Body on system or process failures and
actions taken to improve safety (both proactively and in response to actual occurrence)

Senior management will ensure that the infection control program is an integral part of the
organization’s safety and performance improvement program by:

A

Participating in the design and implementation of the infection control program
including the annual influenza vaccination program

1. Sets incremental influenza vaccination goals

2. Tracks vaccination rates of staff.

3. Annually evaluates reasons given for declining the influenza vaccine
4. Provides influenza vaccination data annually

Participating in educational activities to increase their knowledge

Establishing a process for ongoing assessment of the risks for acquisition and
transmission of infectious agents
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1. Sets goals for improving compliance with hand hygiene guidelines

Establishing a process for at least annual review of the infection control program

All other organization personnel will:

A

B.

Be involved in performance improvement activities

Promote communication and coordination of performance improvement activities, as
well as contribute to those activities

Forward relevant information regarding performance improvement activities to senior
management and to the Performance Improvement Coordinator or Director of Nursing
(DON) or designee.

Take action on recommendations generated through performance improvement
activities, as outlined in the organization's written performance improvement plan and
as recommended in the Joint Commission’s Sentinel Event Alerts and National Patient
Safety Goals, based on care and service provided by the organization
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Customer Service Satisfaction Survey Policy
Policy No. 4-006

Policy
BrightStar Care vision is to be the world’s premier provider of care and therefore quality
service is one of the keys, paramount to this goal. BrightStar Care in conjunction with
Patientimpact, Home Care Pulse and other companies who have been working to assist
BrightStar Care with creating and implementing a patient satisfaction measurement tool, has
developed a franchise wide system to report customer satisfaction. A survey will be
administered via the mail or phone call with questions specific to BrightStar Care’s services
and clientele. Results are compiled in real time and delivered through online reports and
comparative benchmarks. This will assist with a better understanding of our patients’ needs
and expectations assist in monitoring the quality of service our staff is providing and further
differentiate and market BrightStar Care outstanding services.

Procedure
1. A survey will be administered via the mail or phone call with questions specific to BrightStar
Care’s services and clientele.

2. The patient data is compiled and used to assist with patient management and quality
improvements. Better understanding how a patient selected a service, assessing their
comfort with staff, or determining their satisfaction with the billing process all foster better
communication and a streamlined workflow to optimize the patient experience. This will
assist with a better understanding of our patients’ needs and expectations assist in
monitoring the quality of service our staff is providing and further differentiate and market
BrightStar Care outstanding services.
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Incident Report Policy
Policy No. 4-007
Policy
It is the policy of BrightStar Care that all incidents be reported. An incident is an unexpected
or unusual occurrence involving a client, family member, visitor, guest or employee in
relation to BrightStar Care services or employment. Types of incidents may include but are
not limited to the following: medication error, fall, hospitalization, property damage, traffic
violation, inappropriate behavior, injury, theft, vandalism, incidents that require a police
report, employee injury which may additionally require completion of a Worker's Comp
report, as well as any other occurrences presenting risks to patients or organization
personnel..
The incident reporting system will be part of the organization's overall performance improvement
and risk management plan. Staff are encouraged to report incidents or suspected incidents,
without fear of blame or reprisal.

Definitions

If the incident is a reportable event or sentinel event, refer to the appropriate applicable policy.
For clarification the definition of an incident, a reportable event and a sentinel event is provided
below:

Incident: An incident is an unexpected or unusual occurrence involving a client, family member,
visitor, guest or employee in relation to BrightStar Care services or employment.

Reportable event: An event that could result in liability against a BrightStar Care Franchisee,
damage to the BrightStar Care brand, or actions against a Franchisee’s license.

Sentinel event: An unexpected occurrence involving death or serious physical or psychological
injury, or the risk thereof. Serious injury specifically includes loss of limb or function. The
phrase, "or the risk thereof" includes any process variation for which a recurrence would carry
a significant chance of a serious adverse outcome. Such events are called "sentinel" because
they signal the need for immediate investigation and response.

BrightStar Care Franchising and state specific reporting quidelines as well as those
of accrediting bodies, if applicable, must also be followed.

Procedure
1. When an incident occurs, the following will occur:

a. The BrightStar Care office will be notified as soon as practical and an incident report
should be completed out as soon (preferably within 24 hours) and as thoroughly as
possible, including any action taken as a result of the incident.

b. The appropriate leadership staff/designee will review the incident report, request any
necessary follow-up from appropriate personnel, and document accordingly.

c. The agency will follow up with the patient and family/caregiver, and/or patient’s
physician, if indicated.

d. The agency will maintain the confidentiality of the information. The report is for internal
use only and is not available to other agents outside the organization.
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e. The agency will review a summary of incidents at a minimum, once per quarter during

the Agency’s Quarterly Quality Meeting and if applicable information should be
forwarded to the Governing Body.

The agency ownership/designee should notify pertinent authorities as indicated.

This includes BrightStar Care Franchise Support Center (e.g. Regional Field Support per
the BrightStar Care Reportable Events policy), and may include your state licensing agency
and the Joint Commission

Incidents requiring reporting to state and/or federal regulatory agencies:

a.

b.

C.

All regulations and reporting forms will be available in the quality improvement
department.

The agency ownership/designee will review incidents to determine if the event meets
reporting criteria.

As applicable, the agency ownership/designee will complete and submit the necessary
forms within the required time frame to the appropriate organization.

The agency ownership/designee will prepare and submit any subsequent or summary
reports that may be required.

Reportable event files will be maintained according to applicable regulations.
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Sentinel Event Policy
Policy No. 4-008
Policy
A sentinel event and associated reporting requirements are part of the organization's overall
performance improvement and risk management plan.

Definition:

Sentinel event: An unexpected occurrence involving death or serious physical or psychological
injury, or the risk thereof. Serious injury specifically includes loss of limb or function. The
phrase, "or the risk thereof" includes any process variation for which a recurrence would carry a
significant chance of a serious adverse outcome. Such events are called "sentinel" because
they signal the need for immediate investigation and response.

BrightStar Care Franchising and state specific reporting quidelines as well as those of
accrediting bodies, if applicable, must also be followed.

Once a sentinel event occurs, it is important to conduct a root cause analysis to discover what
went wrong and what systems, processes or practices could have been altered to reduce the
likelihood of reoccurrence. See Root Cause Analysis Policy for details involved in a root cause
analysis process.

Procedure
1. When a sentinel event occurs, the individual discovering the event will:
a. The BrightStar Care office will be notified immediately, and an incident report should be
completed immediately, including any action taken as a result of the sentinel event.
b. The appropriate leadership staff/designee will review the incident report, request
any necessary follow-up from appropriate personnel, and document accordingly.
c. The agency will follow up with the patient and family/caregiver, and/or patient’s
physician, if indicated.
d. The agency will maintain the confidentiality of the information. The report is for internal
use only and is not available to other agents outside the organization.
e. The agency will review a summary of incidents/sentinel events at a minimum, once per
quarter during the Agency’s Quarterly Quality Meeting and if applicable information
should be forwarded to the Governing Body.

2. The agency ownership/designee should notify pertinent authorities as indicated.

This includes BrightStar Care Franchise Support Center (e.g. Regional Field Support per the
BrightStar Care Reportable Events policy), and may include your state licensing agency and the
Joint Commission

3. Incidents requiring reporting to state and/or federal regulatory agencies:

a. All regulations and reporting forms will be available in the quality improvement
department.

b. The agency ownership/designee will review incidents to determine if the event meets
reporting criteria.

c. As applicable, the agency ownership/designee will complete and submit the necessary
forms within the required time frame to the appropriate organization as soon as those
agencies’ defined guidelines require.

d. The agency ownership/designee will prepare and submit any subsequent or summary
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reports that may be required.
e. Reportable event files will be maintained according to applicable regulations.
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Sentinel Event Policy
Policy No. 4-008

Events/Incidents that conform to the Joint Commission or BrightStar Care of W. Central Las
Vegas’s definition of sentinel events will be immediately reported to agency ownership. The
agency will conduct a root cause analysis of the sentinel event. The agency
ownership/designee will report the sentinel event to Joint Commission in accordance with
current Joint Commission policy.

SOME EXAMPLES OF SENTINEL EVENTS/OCCURRENCES

1. Any event or incident which results in the unanticipated death or major permanent loss of
function, not related to the natural course of the client’s illness or underlying condition e.g.
malfunction of a ventilator causing brain injury,

2. The event is one of the following, even if the outcome was not death or major
permanent loss of function unrelated to the natural course of the patient’s iliness or
underlying condition:
» Suicide of a client receiving care, treatment, or services in a staffed around-the-clock
care setting or within 72 hours of discharge from the agency
« Unanticipated death of a full-term infant
» Abduction of a client receiving care, treatment, or services
» Rape - unconsented sexual contact involving a patient and another patient, staff
member, or other perpetrator.
« Hemolytic transfusion reaction involving administration of blood or blood products
having major blood group incompatibilities
« Severe neonatal hyperbilirubinemia (bilirubin > 30 milligrams/deciliter)
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Root Cause Analysis Policy
Policy No. 4-009

Policy
A root cause analysis can be done in conjunction with any quality improvement initiatives
including but not limited to the entire quality monitoring program or individual situations that
need investigated further. A root cause analysis must be conducted for any sentinel even
occurrences. The goal of a root cause analysis is to discover why something has occurred, to
look for ways to improvement upon processes, practices or procedures to mitigate future risks of
reoccurrence.

Root Cause Analysis

1. Aroot cause analysis will be conducted to identify the basic causal factors that underlie
variation in performance.

2. The root cause analysis will focus primarily on systems and processes, not individual
performance, although individual performance should be factored into the root cause if
appropriate based on continued investigation and research.

3. The analysis will progress from special causes in clinical processes, unusual circumstances
or events that are difficult to anticipate, to common causes in organization processes. It will
identify potential improvement in processes or systems that would tend to decrease the
likelihood of such events in the future, or determines, after analysis, that no such
improvement opportunities exist.

4. Ordinarily, common cause variation can only be improved by redesigning a process.

The intention will be not to accept an event as either human error or equipment breakdown,
but to delve into what preceded the event or allowed it to occur.

Action Plan

1. An action plan will be initiated after the root cause analysis is completed.

2. The action plan will be the product of the root cause analysis, which identifies the strategies
the organization intends to implement to reduce the risk of similar events occurring in the
future.

3. The action plan must address the following:

A. Identification of corrective actions to eliminate or control system hazards or
vulnerabilities directly related to causal and contributory factors

B. Responsibility for implementation
C. Timelines for implementation

D. Strategies for measuring the effectiveness of the actions
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E. Strategies for sustain the change
Procedure
Questions to be asked, including:
1.  What happened?
2.  Why did it happen?
3. What processes were involved?
4. What systems underlie these processes?
5. How did the systems or processes fail?
6. Who was involved?
Process for conducting a root cause analysis:

1. ltis critical that the team understands the purpose of the investigation; keeping in mind that
issues obvious to one member may not be to another.

2. Brainstorming is a good method to find the most likely contributing causes.
3. Following brainstorming, the team should further assess potential causes.

4. At this point, the team should begin to determine the cause or causes of the problem and
whether it is a special cause or a common cause issue.

5. ltis important that the team not wait to finish the analysis before designing and
implementing changes that may be appropriate and necessary to prevent recurrence.

6. During the process, it is important to determine progress and whether any course
adjustments need to be made.

7. As redesign occurs, there may need to be changes in training, policies, procedures, forms,
equipment, etc.

8. Monitoring for expected results from the redesign should be ongoing but completed no later
than six (6) months from interventions.

1. The analysis focuses primarily on systems and processes.

2. If anindividual is identified as the root of the problem the appropriate action steps will be
taken under the performance management process not the process improvement
initiatives.

3. The analysis progresses from special causes in clinical processes to common causes in
organization processes.
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4. The analysis repeatedly digs deeper by asking “Why?”

5. The analysis identifies changes which could be made in systems and processes—either
through redesign or development of new systems or processes—that would reduce the
risk of such events recurring.

6. The analysis is thorough and credible.

The root cause analysis is thorough if it includes:

1. A determination of the precipitating human and other factors most directly associated with
the event, and the processes and systems related to its occurrence

n

Analysis of the underlying systems and processes through a series of “Why?” questions to
determine where redesign might reduce risk

3. ldentification of risk points and their potential contributions to this type of event

4. A determination of potential improvements in processes or systems that would tend to
decrease the likelihood of such events in the future, or a determination, after analysis, that
no such improvement opportunities exist

For the root cause analysis to be credible, it must:

1. Include participation by the leadership of the organization and by the individuals most
closely involved in the processes and systems under review

2. Beinternally consistent

3. Provide an explanation for all findings of “not applicable” or “no problem”
4. Include examination of any relevant literature

An action plan will be considered acceptable if it:

1. Identifies a resulting action plan that describes the organization’s risk reduction strategies
or formulates a rationale for not undertaking such changes, and

2. Identifies who is responsible for implementing improvement actions, when the actions will
be implemented (including any pilot testing), and how the effectiveness of the actions will
be evaluated

The organization will:

1. Document its analysis within 45 days of the event or knowledge of the event, and begin the
action plan.

2. Implement the recommended improvements.
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Monitor the changes for effectiveness.

Document its analysis within 45 days of the event or knowledge of the event, and begin the
action plan.

May provide the root cause analysis and action plan to the Joint Commission within 45 days
of the event or knowledge of the event, if requested by the Joint Commission or if the
Executive Director/Administrator chooses to self-report the sentinel event.

Alternate approaches to the self-disclosure of sentinel event, as described in the Joint
Commission Accreditation manual, may be applied, as recommended, to the specific
adverse events and organizational leadership concerns.
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Compliance Plan Policy
Policy No. 4-010

Policy

BrightStar Care of W. Central Las Vegas has established this plan to ensure that quality patient
care is provided in a manner that fully complies with all applicable state and federal laws and
regulations. Itis the policy of BrightStar Care of W. Central

Las Vegas that

(1) all employees are educated about the applicable laws and trained in matters of compliance,
(2) there is periodic auditing, monitoring and oversight of compliance with those laws,

(3) there exists an atmosphere that encourages and enables the reporting of non-compliance
without fear of retribution,

(4) responsibility is not delegated to persons with a propensity to act in a non-compliant manner,
and

(5) mechanisms exist to investigate, discipline and correct non-compliance.

The franchise provides for the existence of a Compliance Officer (CO) who has ultimate
responsibility and accountability for compliance matters within the franchise.

However, each individual employee of BrightStar Care of W. Central Las Vegas remains
responsible and accountable for his or her own compliance with applicable laws.
Confirmed acts of non-compliance will be disciplined, including termination.

Procedure
Assignment of Compliance Officer

1. There shall be appointed a Compliance Officer, reporting to the BrightStar Care of W.
Central Las Vegas Administrator/CEO and Governing Body.

2. The CO oversees the education of personnel regarding proper compliance, the auditing and
monitoring of the statutes of compliance, and the reporting, investigation, discipline and
correction of non-compliance. It is also his/her responsibility to ensure programs are in
place to guarantee that significant discretionary authority is not delegated to persons with a
demonstrated or suspected propensity for improper or unlawful conduct. It is not expected
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that the CO will have the knowledge or expertise necessary to ensure compliance with all
laws and regulations that affect BrightStar Care of W. Central Las Vegas. He/she is
responsible, however, for the overall programs and must ensure that qualified,
knowledgeable personnel assist in monitoring and educational functions.

3. The CO reports on the compliance plan to the Quality/ Performance Improvement (Ql or
PI) or Compliance Committee (at least quarterly) and The Governing Body (at
least annually). The report includes but is not limited to:

A. The level of compliance or non-compliance found as a result of monitoring and
auditing (both internal and external)

B. The success of efforts to improve compliance, including training and education

C. The non-delegation of discretionary authority to those with the propensity to act
improperly

D. Corrective or disciplinary action taken with respect to those found to be non-compliant.

4. The CO may appoint such staff as deemed necessary to assist in the performance of the
responsibilities outlined above.

Employee Reporting

1. All employees have the responsibility to comply with applicable laws and regulations and to
report any acts of non-compliance.

2. Any employee who perceives or learns of an act of non-compliance should either speak to
his/her supervisor, call the CO, call the Compliance Hot Line at (insert your number here)
or place information in the Compliance lockbox located in an easily accessible area.
Supervisors are required to report these issues through established management channels
and/or the CO. Reports may be made anonymously, although giving a name and phone
number generally makes investigating reports easier and more effective. All employees are
encouraged to call the hot line if they have any question about whether their concern
should be reported. A written record of every report received will be kept for a period of six
(6) years. Every effort will be made to preserve the confidentiality of reports of non-
compliance (although calls made anonymously will always preserve the autonomy of the
caller). All employees must understand, however, that circumstances may arise in which it
is necessary or appropriate to disclose information. In such cases, disclosures will only be
made as necessary.

3. All employees are required to report acts of non-compliance. Any employee found to have
known of such acts, but who failed to report them, will be subject to discipline.

4. No employee shall, in any way, retaliate against another employee for reporting an act of
non-compliance. Acts of retaliation should also be reported to the hot line/lockbox and will
be investigated by the CO or his/her designee. Any confirmed act of retaliation shall result
in discipline.

Investigation of Non-Compliance
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1. The CO or their designee(s) will investigate every report of non-compliance whether
reported through the hot line or otherwise. Investigations will be done promptly and will
consist of interviewing personnel, examining documents, and consulting with legal counsel,
if necessary.

2. The CO or their designee(s) have full authority to interview any employee and review any
document (subject to state and federal laws on patient confidentiality) he/she deems
necessary to complete the investigation.

3. A written record of each investigation will be created and maintained by the CO. He/she
will make every effort to preserve the confidentiality of such records and will make any
necessary disclosures on a “need-to-know” basis only.

4. The CO will report the results of each investigation considered significant to the
Administrator/CEQ. He/she will recommend a course of discipline and/or other corrective
action. Sanctions for non-compliance may be imposed.

Corrective Action or Discipline (See HR Policy No. 1-025 “Progressive Discipline
Policy”)

1. Every confirmed act of non-compliance may result in corrective action or discipline. The
sanction for a single act of non-compliance will be decided by the CO. The
Administrator/CEO may advise on sanctions for severe or repeated instances of non-
compliance. Sanctions may include, but are not limited to, a requirement to follow a certain
process or procedure in the future, restitution, and/or discipline including termination.

Training

1. The CO will monitor the education of employees concerning the existence of the compliance
plan, the contents of the plan, and the need to abide by the specific laws and regulations.
The CO will ensure that employees receive a copy of the Standard of Conduct. He/she will
inform employees of changes in the laws or regulations periodically and systematically
through written communications and in-service training.

2. All current and new employees will have access to the plan. A copy will appear in the
Employee Handbook. All new employees will be oriented to the plan and all employees will
receive annual inservice training regarding the plan.

Monitoring and Auditing

1. The CO and Compliance Committee will conduct and an annual risk assessment to identify
possible risk areas that need to be addressed by the annual compliance plan. The OIG
identified risk areas will be addressed. The CO and Compliance Committee will determine
the areas that need continued monitoring and will develop tools to monitor those
areas/processes.

2. The CO will be responsible for monitoring employees’ compliance with applicable laws and
regulations. He/she will ensure that the level of compliance with the Conditions of
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Participation is audited at least annually. He/she will arrange as well for external auditing as
deemed necessary.

3. If the CO discovers that a team’s/department’s or individual’s level of compliance is
unacceptable, he/she may impose a plan of corrective action, which may include future
monitoring of an individual, team/department or specific process on a more frequent basis.
Corrective actions and sanction for acts of non-compliance will be managed as outlined
previously.

4. Annual audit and monitoring plans will be developed based on topics addressed in the
annually published OIG work plan, CMS fraud alerts, previous audit findings and areas
identified internally as needing improvement.

A. Audit topics may include, but are not limited to:

1.

2.

Signed Bill of Rights

Signed Licensed Prescriber orders
Adherence to plan of care

Home Care Aide supervisor
One-time nursing visit

Therapy utilization

Homebound status

B. Billing Accuracy

1.

All claims for services submitted to health care programs for reimbursement will
accurately reflect the services ordered and performed. All billing information will be
provided to the appropriate payer using accurate information including patient name
and address, date(s) of services, date of birth, and service identifiers (CPT-4 codes,
HCPCS, Revenue codes or Rate codes).

a. Billing Codes (CPT-4, HCPCS, Rate or Revenue Codes) used to bill will
accurately describe the service performed and will be payer-specific.

b. The Licensed Prescriber’s order will not be altered in any manner (increasing or
decreasing the number and/or types of services) without the written consent of
the ordering Licensed Prescriber.

c. Billing Code accuracy is reviewed at the initiation of a service.

d. Intentionally or knowingly upcoding a service to maximize reimbursement is
forbidden and will result in disciplinary action.

Effectiveness of Compliance Program
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1. The effectiveness of the Compliance Program will be evaluated annually and reported to
the Governing Body, senior management and all employees. The following will be utilized
to determine effectiveness:

A. Documentation that employees were adequately trained

B. Reports from the hotline, including nature and results of any investigation

C. Documentation of corrective action, including disciplinary action taken and policy
improvements introduced

D. Modifications to the Compliance Program
E. Self-disclosures, if applicable

Results of the auditing and monitoring efforts
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Compliance Officer Policy
Policy No. 4-011

Policy

BrightStar Care of W. Central Las Vegas Governing Body will designate a Compliance Officer
(CO) who is responsible for the day to day oversight of the Compliance Plan and coordination of
all compliance initiatives.

Procedure

1. The primary duties of the Compliance Officer include, but are not limited to, the following:

A. To develop and monitor the implementation of the Compliance Program.

B. To develop annual work programs and protocols which address key initiatives to be
undertaken based on eh organization’s policies, perceived areas of risk and
governmental focus on compliance issues.

C. To periodically review and recommend revising the Compliance Program as necessary
to meet the changing needs of the organization in its business and regulatory
environment.

D. To oversee the coordination of billing, human resources, contracting and other
department-specific compliance issues and plans with appropriate senior management
to assure compliance with the Compliance Plan and compliance issues.

E. To oversee training and monitoring of new and existing employees with the respective
education departments or operating departments to assure that employees receive

timely and accurate information and sign affirmation statements in a timely manner.

F. To oversee that significant outside contractors comply with the organization’s
Standards of Conduct.

G. To oversee compliance with the organization’s contracting policies.

H. To develop methodologies to address any issues which arise from audits and other
oversight measures on a timely basis.

I.  To assure that monitoring activities are conducted in a non-threatening basis.

J.  To assure a confidential communications process for solicitation, evaluation and
response to complaints and problems (Respond to Hotline issues).
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NEVADA ENDOSCOPY MANAGEMENT, INC
GASTROENTEROLOGY CONSULTANTS, LTD
RENO ENDOSCOPY CENTER, LLC
SOUTH MEADOWS ENDOSCOPY CENTER, LLC
CARSON ENDOSCOPY CENTER, LLC

POLICY AND PROCEDURE MANUAL

Policy: Patient Safety Officer and Patient Safety Committee
Owner: Center
Date last updated: Revised 2/2020

Purpose: To ensure the ongoing safety of our patients.

Patient Safety Officer: The Manager of Quality Management, shall serve as the Patient Safety
Officer. In the event the Manager of Quality Management is not available, the Director of Center
Operations shall serve as the Patient Safety Officer. The duties of the Patient Safety Officer include, but
are not limited to, the following:

1.
2.
3.

4.
5.

6.

Registration with the State of Nevada Health Division “Sentinel Events Registry Contact.”

Serve on the Patient Safety Committee.

Supervise the reporting of all sentinel events alleged to have occurred within the Center to the

Nevada State Health Division, pursuant to NRS 439.835.

a. The Safety Officer will report to the State within thirteen (13) days of receiving notification,
becoming aware or discovering a sentinel event, using the electronic State Report Form.

Reviews, investigates and evaluates all sentinel events for cause, trend and prevention.

Takes any action necessary to ensure the safety of patients as the result of any review,

investigation, and evaluation of all sentinel events.

Reports to the Patient Safety Committee all sentinel events and action taken.

Patient Safety Committee: The committee shall include the Patient Safety Officer, the RN Director of
Center Operations, and the Medical Director/Administrator of the Center. The committee will meet
monthly and report to the Center Board of Managers Meeting quarterly. The duties of the Safety
Committee will include, but not be limited to:

1.
2.
3.

4.

Receive reports from the Patient Safety Officer of all sentinel events.

Evaluate the actions of the Patient Safety Officer in connection of all reports of sentinel events.

Review and evaluate the quality of measures carried out by the medical facility to improve the

safety of patients who receive treatment at the medical facility.

Review and evaluate the quality of measures carried out by the medical facility to prevent and

control infections in the facility.

Make recommendations to the governing body of the medical facility to reduce the number and

severity of sentinel events and infections that occur at the medical facility.

At least once each calendar quarter, report to the governing body of the medical facility regarding:

a. The number of sentinel events that occurred at the medical facility during the preceding
calendar quarter;

b. The number and severity of infections that occurred at the medical facility during the preceding
calendar quarter;

c. Any recommendations to reduce the number and severity of sentinel events and infections that
occur at the medical facility.

Approved Board of Managers REC/ SEC 10/11/11; CEC; Approved by Director of Center Ops, QM Manager, and Executive
Director 2/14/19

The proceedings and records of a patient safety committee are subject to the same privilege and protection from discovery as
the proceedings and records described in NRS 49.117 - 49.123 and NRS 49.265.
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d. Adopt patient safety checklists and patient safety policy; review the checklists and policies
annually and revise the checklists and policies as the patient safety committee determines
necessary.

Refer to:
e Procedure, Adverse and Sentinel Event Policy
Patient Safety Policy
Infection Control Policy
Nevada Sentinel Events Registry at http://health.nv.gov/Sentinel Events Registry.htm.
NRS 439.830 — 439.845; 439.875

Approved Board of Managers REC/ SEC 10/11/11; CEC; Approved by Director of Center Ops, QM Manager, and Executive
Director 2/14/19

The proceedings and records of a patient safety committee are subject to the same privilege and protection from discovery as
the proceedings and records described in NRS 49.117 - 49.123 and NRS 49.265.
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INTRODUCTION

Carson Tahoe Continuing Care Hospital (CTCCH) is a part of Carson Tahoe Health System, a Nevada not-
for-profit hospital. We are committed to patient safety, quality patient care and quality patient
outcomes consistent with our Mission and Core Values.

MISSION
To enhance the health and wellbeing of the communities we serve.

CORE VALUES
Putting patients first
Treating everyone with dignity and respect.

I PURPOSE/ROLE

The purpose of the Patient Safety Committee is to provide vision and direction for patient safety efforts
for CTCCH. The Patient Safety Plan provides a systematic approach for continually improving the health
and safety of patients who seek care at the medical facility, by encouraging near miss and adverse event
reporting; promoting transparency, identifying system flaws and implementing changes to prevent harm
to patients, and ensuring clinical services are delivered in compliance with state and federal safety
standards.

1l FRAMEWORK FOR SAFE, RELIABLE AND EFFECTIVE CARE

Leadership

Engagement of Staff,

Transparency Patients & Family

Reliability Continuous
LEADERSHIP {mprov Learning
LEARNING Measurement
CULTURE

Supporting the framework are three essential and interrelated domains: leadership, culture and the
learning system. Culture is the product of individual and group values, attitudes and competencies, as
well as behaviors that form a strong foundation on which the learning system is built. The learning
system is characterized by its ability to assess performance. Behaviors such as briefs and de-briefs are
examples of reflection and planning forward. At the core of this framework is the engagement of
patients, families and staff. The effort involved in fulfilling the framework should be in the service of
providing the best outcomes for patients and families and providing an environment that is conducive to

2
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this for staff.

. ROLES and RESPONSIBILITIES/COMPOSITION

The Patient Safety Committee shall consist of the System Patient Safety Officer, Infection Control Officer,
at least three (3) providers of healthcare, including one medical, one nursing and one pharmaceutical staff,
and one member of the executive or governing body. Additional members may include the Quality
Director, Chief Medical Officer, VP Legal, Risk and Regulatory Affairs, Environmental Safety Officer,
Nursing Director, frontline staff, and ad hoc invitees as appropriate.

IV.  AUTHORITY AND RESPONSIBILITY
The authority and responsibilities of the Committee shall include:

1. Articulate the vision for the Patient Safety Program
Define and articulate goals, objectives and performance indicators for each year
Oversee and evaluate the trends of patient safety indicators spanning the year
Provide structure for coordination and collaboration for patient safety efforts
Monitor, communicate and disseminate organizational learning

AN N

Committee shall include:

= |nfection Control Program to prevent and control infections within the medical facility (this is a
document separate from the Patient Safety Plan that meets the requirements for NRS 439.865)

= Patient Safety checklists and patient safety policies as required by NRS. 439.877

= 2020 Checklist Inventory Attachment A

= Annual review and revision of checklists and policies

= Annual Report to Legislative Committee on Health Care

= Integration of all patient safety activities both ongoing and developing

= Ongoing orientation, education and training to emphasize specific job related aspects of patient
safety to maintain and improve staff awareness

= Internal reporting of medical / healthcare incidents and events, effectively respond to actual
occurrences, manage occurrences and events with a non-punitive approach, and focus on
processes and systems to minimize individual blame and retribution

= Periodic survey of the staff regarding willingness to report unsafe conditions, near misses, and
adverse events as well as actions taken to prevent recurrence

= QOrganizational learning and communication of occurrence and event information

= Consideration of patient safety priorities when designing and redesigning of relevant processes,
functions and services

= |nvolvement and education of patients, their families about their role in facilitating safe delivery of
care, identifying potential risks and suggesting improvement to patient safety

V. SCOPE OF ACTIVITIES

The scope of the Patient Safety Plan is organizational-wide which includes but is not limited to:
e Patient Safety
e Visitor Safety
e Employee Safety
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The Patient Safety Plan integrates all components of safety in collaboration with Quality, Environmental
Safety, Infection Control, Patient Care areas, Risk Management, Compliance and Ethics.

Patient Safety Committee activities include:
= Reporting of Sentinel Events pursuant to NRS Chapter 439. Recommendations, as appropriate to
the executive or governing body for reducing the number and severity of sentinel events and
infections that occur
Provide emotional support for staff involved in incidents or events, through Human Resources
leadership, department supervisors and other resources as appropriate
O Report at least quarterly to the executive or governing body
= The number of events by type and severity, including unsafe condition
and near miss events
=  The number of sentinel events occurring in the previous quarter
=  The number/severity of infections occurring in the previous quarter
e Quality Measures: Review and evaluate
o To improve the safety of patients who receive treatment to prevent and control
infections
e Monitor patient/ environment safety issues identified throughout the organization
e Promote internal and external knowledge and experience to prevent patient harm,
adverse events and occurrences, to maintain and improve patient safety
e Dashboard Trending Report: Review aggregated or trended data including but not
limited to: no harm events, mild or moderate adverse outcomes, near misses,
medication events, falls, adverse drug reactions, transfusion reactions, and hazardous
conditions. Utilize a proactive approach to recognize and acknowledge
medical/healthcare events and risks to patient safety, and initiate actions and
recommendations to reduce or prevent such events and risks
Prioritize and recommend Patient Safety activities, as appropriate, utilizing trended data
from Environmental Safety, Security, Employee Health, Emergency Management, Lab or
Radiation Safety, Utilities Management, Bio Med, Fire Drills or Inspections.
e |dentify opportunities and mechanisms to educate and involve patients and families in
the patient safety program.
e Make recommendations to the executive or governing body of the medical facility to
reduce the number and severity of sentinel events and infections that occur.

VI.METHODS
The Root Cause Analysis (RCA) process will be used to determine the contributing and underlying reasons
for deficiencies or failures. The Plan-Do-Study-Act (PDSA) methodology is the model for improvement.

A cause and effect diagram, often called a “fishbone” or Ishikawa diagram, is used to brainstorm possible
causes of a problem and in sorting ideas into useful causal categories. The problem or effect is displayed
at the head or mouth of the fish. Possible causes are listed on the smaller “bones” under various cause
categories. A fishbone diagram can be helpful in identifying possible causes for a problem that might not
otherwise be considered by directing the team to look at the categories and think of alternative causes.
Categories include: Teamwork/Communication, Education/Training, Fatigue/Scheduling, Information
Management, Environment/Equipment, and Culture.
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Actions are based on the VA National Center for Patient Safety’s ‘Hierarchy of Actions’ and typically
include intermediate and stronger actions that require less reliance on humans to remember to perform
tasks correctly.

The following sources and criteria will be utilized to identify and prioritize patient safety
initiatives:

e Eventreports, including unsafe conditions and near misses

Sentinel Events

High Volume/Problem Prone processes

Low Volume/High Risk Problem Prone processes

Evidence Based Best Practices

Initiatives consistent with mission, vision, values and strategic direction of facility

PATIENT SAFETY OFFICER

The Patient Safety Officer is designated by the medical facility and has administrative responsibilities as
prescribed by NRS chapter 439 (specifically outlined in NRS 439.815 through NRS.439.875) Duties and
responsibilities include but are not limited to:

e Serving on the Patient Safety Committee
e Supervising sentinel event reporting to the State

e Conducting mandatory investigations; assisting with development of actions taken, tracking
progress and loop closure with those involved
e Ensuring notification as appropriate within the medical facility

STRUCTURE
The Quality Reporting Structure Model Attachment B visually depicts the reporting structure.
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2019 Patient Safety Plan
Evaluation

Carson Tahoe Regional Medical Center
Ann McGowan, RN, MSN, CPPS



Effective Evaluation

= Systematic method to account for and improve actions
" Designed to summarize and organize essential elements

" Comprises steps in effective program evaluation
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Framework for Program Evaluation

Share
lessons
learned

Justify
conclusions
Gather

credible

evidence ~

- ’ Engage

Stakeholders

Describe
Program

Focus the
evaluation
design
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Engaging Stakeholders

" Patient Safety Committee membership broadened to include
Emergency Department, Education, Surgical Services and Cancer
Center

" Patient Safety Committee adopted A Framework for Safe, Effective,
and Reliable Care (IHI, 2017) as necessary ‘ingredients’ to create a
culture of safety and a system for continuous learning
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Leadership

Engagement of
Patients & Family

Transparency

Reliability
‘ =Culture
‘ =Learning System

Frankel, A., Haraden, C., Federico, F., Lenoci-Edwards, J.
A Framework for Safe, Reliable, and Effective Care. White Paper. Cambridge, MA: IHI; 2017

Psychological
Safety

Accountability

Teamwork &
Communication

Continuous
Learning

Improvement
&
Measurement
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Description of the Program

The Patient Safety Committee exists in order to provide vision and direction for
patient safety efforts.

2019 activities included:

Adoption of Patient Safety Committee Charter & Framework to Guide Efforts

Fall Reduction Plan

Encourage near miss and adverse event reporting as part of Medication Safety Plan
Assessment of Patient Safety Culture via Survey on Patient Safety Culture
Implemented ‘Good Catch’ program

Reengineered Trending Report to make metrics more meaningful

Evaluated and selected RL Datix as the new risk/event reporting, customer
experience, and peer review software platform

Annual Sentinel Event Registry Report of Submitted Patient Safety Plans | 124



Focus Evaluation Design

The Patient Safety Plan evaluation’s purpose is to:

1. Gaininsight (ex: after testing or implementing an innovative practice)

Assess needs of stakeholders

2. Change practice(s)

Characterize extent to which plans were implemented
Improve content of educational materials
Determine if patient satisfaction rates have improved

3. Assess effects

Decide where to allocate resources

Document level of success in accomplishing objectives
Gather and document success stories
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Fvidence, Conclusions and
Lessons Learned
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CARSON TAHOE

—_—EALT H —

Adult Units Patient Falls Data
(excluding L&D and BHS)

Dec 2018 — Dec 2019

2018

Falls per 1,000

2019

Falls per 1,000

Month - Total Patient Patient days (IP . Median = Month -  Total Patient Patient days (IP . Median =

Year Falls and OP gbs() patler:’tntzilfsys -IP Target=2.5 5, Year Falls and OP Obs) patlerlljtnciltasys -IP Target=2.5 2.16
2.81 Jan-19 1.71

4.16 Feb-19 4 3356 ) 2.50 2.16
3.26 Mar-19 7 3792 1.85 2.50 2.16
3.88 Apr-19 13 3503 3.71 2.50 2.16
2.95 May-19 8 3314 241 2.50 2.16
Jun-19 4 3275 1.22 2.50 2.16
5:82 Jul-19 11 3385 3.25 2.50 2.16
p 0] Aug-19 6 3454 1.74 2.50 2.16
m Sep-19 8 3255 2.46 2.50 2.16
Sep-18 10 3285 3.04 2.20 3.07 Oct-19 8 3527 2.27 250 216
Oct-18 13 3334 3.90 2.20 3.07 Nov-19 7 3404 2.06 2.50 2.16
Nov-18 9 3287 2.74 2.20 3.07 Dec-19 10 3595 2.78 2.50 2.16
Dec-18 11 3563 3.09 2.20 3.07 YTD 2019 92 41377 2.22 2.50 2.16
TOTAL 125 39103 3.20 3.07 TOTAL 92 41377 2.22 2.16

CTH serviced 2274 more patients in 2019 than 2018 and had 33 fewer falls. That is a 26.4 % reduction in falls and a met
2019 goal of reducing falls by 20%.

9
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—— HEALTH —

Measure Description -

Target

Decrease the rate of falls per 1,000 patient days
by 20% from a 2018 rate of 3.12 to less than 2.5
by December 2019.

This is a surveillance measure that tracks the rate
of patient falls on adult units which is a validated
National Quality Foundation (NQF) metric that is
included in the CMS “No Harm Campaign”.
Target is based on a 20% reduction in falls per the
CMS “No Harm Campaign” guidelines.

N: Total # of patients who fell on Med-Onc,
ICU/CVU, SS Post-op, Tele, Med-Onc, Surg-Ortho,
ED Obs Unit

D: Total number of patient days divided by 1,000

Changes Implemented/Being

Tested

* House wide process implementation of
“Fall Prevention Deserves Your Attention”
Dec 2.

* Fall audits being completed twice a day in
all nursing units.

* Patient fall identification signs in use and
huddle

* Post Fall Huddle Script finalized, working to
make script digital.

* Falls taskforce meets monthly next
meeting date of March 19t, 2020.

(excluding Labor/Delivery and BHS)

4.0

3.0

2.0

1.0

Falls per 1,000 Patient days - Adult Inpatient units
(exclyding L&D and BHS)

3.2

[N RN

vl ‘l
& *
Target = 2.5

2.
1.7

1.2

o o o Q) o

N N N

I SO RN S 1
PO DA S

Median = 2.27

——=Falls per 1,000 patient days

N
X

2.3

N
&

2.1

0)
&

2.8

NG
&

Total
Patient
Falls

Month -
Year

Patient days Falls per 1,000
(IPand OP patient days -

Obs)

Dec-18
Jan-19 6 3517
Feb-19 4 3356
Mar-19 7 3792
Apr-19 13 3503
May-19 8 3314
Jun-19 4 3275
Jul-19 11 3385
Aug-19 6 3454
Sep-19 8 3255
Oct-19 8 3527
Nov-19 7 3404
Dec-19 10 3595
YTD 2019 92 41377
2018 11 3563
TOTAL 103 44940

2.5

IP Units

3.09
1.71
1.19
1.85
3.71
2.41
1.22
3.25
1.74
2.46
2.27
2.06
2.78
2.22
3.09
2.29

2.27

Target = Median =

2.50 2.27
2.50 2.27
2.50 2.27
2.50 2.27
2.50 2.27
2.50 2.27
2.50 2.27
2.50 2.27
2.50 2.27
2.50 2.27
2.50 2.27
2.50 2.27
2.50 2.27
2.20 2.27

2.27

Falls per 1,000 Patient Days — Adult I/P Units

Data Analysis — Lessons

Learned

Fall audits showing bed alarms are not properly in
place

Fall audits showing inaccurate use of fall
assessment tools

Increased falls between 1600-1800

96% of falls occurring in patient room and
bathroom

46% of falls patient 6-10 fall risk score.
58% of falls related to toileting

YTD: 2.29

TARGET: 2.50

Action Plan

Quality boards to share data with frontline
staff
Next Falls Agenda :
* Selection of additional patient fall
identifier.
* Discussion of changes with EPIC
* ERFalls Presentation

Long Term: Change to MORSE Fall Scale with
implementation of EPIC.

Team Members

Executive Sponsor: Anna Anders, RN, VP Nursing
Champion: Tracey McCollum, RN, Dir Nursing and
Ann McGowan, RN, Patient Safety Officer
Physician Champion: TBD

Nursing Champion: Danielle Dare, RN, Nurse
Supervisor

Quality Champion: Andrea Travella, RN, Clinical
Quality Analyst
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AGREEMENT AGREEMENT DISAGREEMENT | DISAGREEMENT
Our Safety is never R-Patient Safety R-By chance,

systems/procedures |sacrificed to get work |problems existin | more serious
prevent errors done this unit mistakes don’t

happen
AHRQ Norm 74% 64% 65% 62%

Client 67.1% 63.1% 63.4% 59%
Positive

Response

There is an increasing body of evidence that links safety culture to higher quality of care and
patient outcomes, and a safer work environment.

11
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LESSONS LEARNED

" Patient Safety framework is comprised of leadership, culture and the learning
system. Leaders are guardians of the learning system

" Human Factors: Create systems that help compensate for the limits of the
human condition/fallibility

" Move toward involving patients and families

" Meaningful information can help guide interventions. Interventions can
reduce adverse outcomes
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Attachment A

Carson Tahoe Regional Medical Center 2020 Checklist Inventory

Checklist Title Checklist Department
Category
1 | HERT Team Leader Checklist Other Safety Emergency Mgt.
2 | HERT Activation Checklist Other Safety Emergency Mgt.
3 | HERT Ambulatory and Non-Ambulatory Set-Up Other Safety Emergency Mgt.
Checklist

4 | HERT Dirty Water Set-up Checklist Other Safety Emergency Mgt.
5 | HERT Triage/Morgue Set-up Checklist Other Safety Emergency Mgt.
6 | HERT Tent Set-up Checklist Other Safety Emergency Mgt.
7 | HERT Receiving Checklist Other Safety Emergency Mgt.
8 | 217 Telemetry, Medical/Oncology & Pharmacy Swing Environment Housekeeping
9 | 304 Projects/Floor Care Environment Housekeeping
10 | Form 100 Lead/Admin Environment Housekeeping
11 | Form 101 Telemetry Environment Housekeeping
12 | Form 102 Medical Oncology A & Pharmacy Environment Housekeeping
13 | Form 103 Medical Oncology B Therapy Gym Environment Housekeeping
14 | Form 104 OB/Peds Environment Housekeeping
15 | Form 105 Surgical/Orthopedics Environment Housekeeping
16 | Form 106 ICU/CVU Environment Housekeeping
17 | Form 107 ER/OBS/Fast Track Days Environment Housekeeping
18 | Form 108 OR Days Environment Housekeeping
19 | Form 109 Cath Lab/Outpatient Days Environment Housekeeping
20 | Form 110 Public Area Environment Housekeeping
21 | Form 111 Waste Management Days Environment Housekeeping
22 | Form 112 BHS Check Sheet Environment Housekeeping
23 | Form 113 BHS ‘C’ Unit Environment Housekeeping
24 | Form 114 Floor Care Environment Housekeeping
25 | Form 200 Lead Environment Housekeeping
26 | Form 202 Tele/OB Swing Environment Housekeeping
27 | Form 203 Swing Surgical/Orthopedics, CVU and ICU Environment Housekeeping
28 | Form 204 ICU/CVU Swing Environment Housekeeping
29 | Form 205 ER/OBS Fast Track Swing Environment Housekeeping
30 | Form 206 OR Swing Environment Housekeeping
31 | Form 207 Cath Lab/X-Ray Outpatient Environment Housekeeping
32 | Form 208 Waste Management Swing Environment Housekeeping
33 | Form 209 SMC First Floor Environment Housekeeping
34 | Form 210 Cancer/Merriner Environment Housekeeping
35 | Form 211 Minden Checklist Environment Housekeeping
36 | Form 212 Mica Surgery/Pain Clinic Environment Housekeeping
37 | Form 213 Projects/Floor Care Environment Housekeeping
38 | Form 214 Projects/Floor Care Environment Housekeeping
39 | Form 215 Projects/Floor Care Environment Housekeeping
40 | Form 216 Lab/Office Swing Environment Housekeeping
41 | Form 217 Telemetry, Med Oncology A and Phm Swing | Environment Housekeeping
42 | Form 301 ER/OBS/Fast Track Environment Housekeeping

Annual Sentinel Event Registry Report of Submitted Patient Safety Plans | 131




Attachment A

Carson Tahoe Regional Medical Center 2020 Checklist Inventory

Checklist Title Checklist Department
Category
43 | Form 302 OR Environment Housekeeping
44 | Form 303 Basement/Discharges/OR Environment Housekeeping
45 | Form 304 Projects/Floor Care Environment Housekeeping
46 | Quality Assurance Checklist Environment Housekeeping
47 | Pediatric Unit Department Checklist Environment PEDS
48 | Discharge Checklist for Patients Discharge BHS
49 | Discharge Checklist for Nursing Discharge BHS
50 | Admission Checklist Nurse and Tech/Unit Clerk Other Safety BHS
51 | AMA Intervention Checklist Other Safety BHS
52 | Shift Checklist for Nursing Staff Other Safety BHS
53 | Psychosocial Treatment Plan Tracking Form Treatment BHS
54 | Sharp Contraband Tracking Form Treatment BHS
55 | Fire Drill Participation Environment House wide-
Security
56 | Fire Report Environment Security
57 | Fire Watch Form Environment Security
58 | Life (Fire) Safety Inspection/Business Occupancy Environment Security
59 | Life (Fire) Safety Inspection/Healthcare Occupancy Environment Security
60 | Patient Observation Checklist Other Safety Security
61 | Adult Crash Cart Checklist Other Safety House wide
62 | Newborn Nursery Crash Cart Checklist Other Safety House wide
63 | OB Hemorrhage Cart Checklist Other Safety House wide
64 | Pediatric Crash Cart Checklist Other Safety House wide
65 | OB Recovery Room Red Cart Other Safety House wide
66 | OB OR Checklist Other Safety Women’s/Children
67 | 3M Steam Flash Sterilization Log Other Safety House wide
68 | AED Checklist Other Safety House wide
69 | Breast Milk Refrigerator Temperature Log Other Safety Women’s/Children
70 | Refrigerator/Freezer Temperature Record Other Safety House wide
71 | List and Process Monitor Documentation System Other Safety GBI
72 | NV State Immunization Program Temperature Log Other Safety Women’s/Children
73 | Nursery Blanket Warmer Temperature Log Other Safety Women’s/Children
74 | OB/RR Blanket Warmer Temperature Log Top Other Safety House wide
Compartment
75 | Ticket to Ride Other Safety House wide
76 | Central Line Associated Blood Stream Infection Other Safety Infection Control
(CLABSI) and Catheter Associated Urinary Tract
Infection (CAUTI) surveillance
77 | CAUTI Bundle Audit Data Collection Other Safety Infection Control
78 | Hand Hygiene Compliance Monitoring Other Safety Infection Control
79 | Infection Control Risk Assessment Other Safety Infection Control
80 | Emergency Equipment Checklist Other Safety ICU
81 | Urgent Heart Chart Daily Checklist Other Safety ICU
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Attachment A

Carson Tahoe Regional Medical Center 2020 Checklist Inventory

Checklist Title Checklist Department
Category

82 | Chemotherapy Administration Checklist Other Safety Medical Oncology

83 | Pre-Op/Circ/PACU Chart Deficiency Checklist Treatment Surgical Areas

84 | Hand-off Communication Sheet Pre-Op/OR/PACU Treatment Surgical Areas

85 | Surgical Checklist Treatment Surgical Areas

86 | Universal Protocol Checklist/Hand-off Communication | Treatment Surgical Areas
(not SSH)

87 | Universal Protocol Checklist for Injection Procedures Treatment Surgical Areas
(not SSH)

88 | Pre-op/Procedural Checklist Other Safety Surgical Areas
(not SSH)

89 | Ventilator Calibration Checklist Other Safety Respiratory

90 | BHS Unit Safety Rounds Worksheet Other Safety House wide

91 | Carson Tahoe Emergency Department Triage Protocol | Other Safety Emergency Dept.

92 | Carson Tahoe Emergency Department Stroke Protocol | Other Safety Emergency Dept.

(MD Guidelines)
93 | Magnetic Resonance Imaging (MRI) History and Treatment Medical Imaging
Assessment

94 | MRI Invasive Procedure Checklist Treatment Medical Imaging

95 | Non-lonic and/or lonic Contrast Consent Form Treatment Medical Imaging

96 | Pre-Catheterization/Vascular Lab Checklist Treatment Catheterization
Lab

97 | Patient Room Safety Inspection Other Safety House wide

98 | Pre-op Education Treatment Mica Surgery
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INTRODUCTION

Carson Tahoe Regional Healthcare/ Regional Medical Center is a part of Carson Tahoe Health System, a
Nevada not-for-profit hospital. We are committed to patient safety, quality patient care and quality
patient outcomes consistent with our Mission and Core Values.

MISSION
To enhance the health and wellbeing of the communities we serve.

CORE VALUES
Putting patients first
Treating everyone with dignity and respect.

. PURPOSE/ROLE

The purpose of the Patient Safety Committee is to provide vision and direction for patient safety efforts
for the Regional Medical Center. The Patient Safety Plan provides a systematic approach for continually
improving the health and safety of patients who seek care at the medical facility, by encouraging near miss
and adverse event reporting; promoting transparency, identifying system flaws and implementing changes
to prevent harm to patients, and ensuring clinical services are delivered in compliance with state and
federal safety standards.

1. FRAMEWORK FOR SAFE, RELIABLE AND EFFECTIVE CARE

Leadership

Engagement of Staff,

Patients & Family

Reliability Continuous

LEADERSHIP ‘ Learning
LEARNlNG Measurement
CULTURE

Supporting the framework are three essential and interrelated domains: leadership, culture and the
learning system. Culture is the product of individual and group values, attitudes and competencies, as
well as behaviors that form a strong foundation on which the learning system is built. The learning
system is characterized by its ability to assess performance. Behaviors such as briefs and de-briefs are
examples of reflection and planning forward. At the core of this framework is the engagement of
patients, families and staff. The effort involved in fulfilling the framework should be in the service of
providing the best outcomes for patients and families and providing an environment that is conducive to
this for staff.
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ROLES and RESPONSIBILITIES/COMPOSITION

The Patient Safety Committee shall consist of the System Patient Safety Officer, Infection Preventionist, at
least three (3) providers of healthcare, including one medical, one nursing and one pharmaceutical staff,
and one member of the executive or governing body. Additional members may include the Quality
Director, Chief Medical Officer, Environmental Safety Officer, Nursing Director, frontline staff, and ad hoc
invitees as appropriate.

Iv.

AUTHORITY AND RESPONSIBILITY

The authority and responsibilities of the Committee shall include:

1.

gL

Articulate the vision for the Patient Safety Program

Define and articulate goals, objectives and performance indicators for each year
Oversee and evaluate the trends of patient safety indicators spanning the year
Provide structure for coordination and collaboration for patient safety efforts
Monitor, communicate and disseminate organizational learning

Committee shall include:

Infection Prevention Program to prevent and control infections within the medical facility (this is a
document separate from the Patient Safety Plan that meets the requirements for NRS 439.865)
Patient Safety checklists and patient safety policies as required by NRS. 439.877

2020 Checklist Inventory Attachment A

Annual review and revision of checklists and policies

Annual Report to Legislative Committee on Health Care

Integration of all patient safety activities both ongoing and developing

Ongoing orientation, education and training to emphasize specific job related aspects of patient
safety to maintain and improve staff awareness

Internal reporting of medical / healthcare incidents and events, effectively respond to actual
occurrences, manage occurrences and events with a non-punitive approach, and focus on
processes and systems to minimize individual blame and retribution

Periodic survey of the staff regarding willingness to report unsafe conditions, near misses, and
adverse events as well as actions taken to prevent recurrence

Organizational learning and communication of occurrence and event information

Consideration of patient safety priorities when designing and redesigning of relevant processes,
functions and services

Involvement and education of patients, their families about their role in facilitating safe delivery of
care, identifying potential risks and suggesting improvement to patient safety

V. SCOPE OF ACTIVITIES
The scope of the Patient Safety Plan is organizational-wide which includes but is not limited to:

Patient Safety
Visitor Safety
Employee Safety
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The Patient Safety Plan integrates all components of safety in collaboration with Quality, Environmental
Safety, Infection Prevention, Patient Care areas, Risk Management, Compliance and Ethics.

Patient Safety Committee activities include:

Performing analysis of patient safety event data in order to identify trends and system issues for
use in decision-making and identification of improvement opportunities
Participating in standardizing work and designing processes consistent with the science of patient
safety
Reporting of Sentinel Events pursuant to NRS Chapter 439.
Recommendations, as appropriate to the executive or governing body for reducing the number
and severity of sentinel events and infections that occur
Providing emotional support for staff involved in incidents or events, through Human Resources
leadership, department supervisors and other resources as appropriate
O Report at least quarterly to the executive or governing body
= The number of events by type and severity, including unsafe condition
and near miss events
= The number of sentinel events occurring in the previous quarter
=  The number/severity of infections occurring in the previous quarter
e Quality Measures: Review and evaluate to improve the safety of patients who receive
treatment to prevent and control infections
e Monitor patient/ environmental safety issues identified throughout the organization
e Promote internal and external knowledge and experience to prevent patient harm,
adverse events and occurrences, to maintain and improve patient safety
e Dashboard Trending Report: Review aggregated or trended data including but not limited
to: no harm events, mild or moderate adverse outcomes, near misses, medication events,
falls, adverse drug reactions, transfusion reactions, and hazardous conditions. Utilize a
proactive approach to recognize and acknowledge medical/healthcare events and risks
to patient safety, and initiate actions and recommendations to reduce or prevent such
events and risks
Prioritize and recommend Patient Safety activities, as appropriate, utilizing trended data
from Environmental Safety, Security, Employee Health, Emergency Management, Lab or
Radiation Safety, Utilities Management, Bio Med, Fire Drills or Inspections.
e |dentify opportunities and mechanisms to educate and involve patients and families in
the patient safety program

VI.METHODS
The Root Cause Analysis (RCA) process will be used to determine the contributing and underlying reasons
for deficiencies or failures. The Plan-Do-Study-Act (PDSA) methodology is the model for improvement.

A cause and effect diagram, often called a “fishbone” or Ishikawa diagram, is used to brainstorm possible
causes of a problem and in sorting ideas into useful causal categories. The problem or effect is displayed
at the head or mouth of the fish. Possible causes are listed on the smaller “bones” under various causal
categories. A fishbone diagram can be helpful in identifying possible causes of a problem that might not
otherwise be considered by directing the team to look at the categories and think of alternative causes.
Categories include: Teamwork/Communication, Education/Training, Fatigue/Scheduling, Information
Management, Environment/Equipment, and Culture.

4
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Actions are based on the VA National Center for Patient Safety’s ‘Hierarchy of Actions’ and typically include
intermediate and stronger actions that require less reliance on humans to remember to perform tasks
correctly.

Failure Modes and Effects Analysis (FMEA) is a team-based, systematic, proactive technique used to
prevent problems before they occur. FMEA analyzes potential failures of systems, components, or
functions and their effects. It provides a view of not only what problems can occur, but also the severity
of such problems.

The following sources and criteria will be utilized to identify and prioritize patient safety
initiatives:

e Eventreports, including unsafe conditions and near misses

Sentinel Events

High Volume/Problem Prone processes

Low Volume/High Risk Problem Prone processes

Evidence Based Best Practices

Initiatives consistent with mission, vision, values and strategic direction of facility

PATIENT SAFETY OFFICER

The Patient Safety Officer is designated by the medical facility and has administrative responsibilities as
prescribed by NRS chapter 439 (specifically outlined in NRS 439.815 through NRS.439.875) Duties and
responsibilities include but are not limited to:

e Serving on the Patient Safety Committee
e Supervising sentinel event reporting to the State

e Conducting mandatory investigations; assisting with development of actions taken, tracking
progress and loop closure with those involved
e Ensuring notification as appropriate within the medical facility

STRUCTURE
Attachment B depicts the reporting structure.
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Overview

Centennial Hills Hospital endorses an integrated, system-wide patient safety program
designed to improve patient safety and reduce risk to patients.

Patient safety is a cornerstone of quality care and is a leadership priority. Centennial
Hills Hospital operates as a Patient Safety Organization to further its commitment in
promoting patient safety and assuring that Centennial Hills Hospital remains at the
forefront in the delivery of safe and effective clinical care. The Member Patient Safety
Evaluation System (PSES) is utilized by Centennial Hills Hospital to track safety
information, generate Patient Safety Work Product (PSWP) analysis of safety and clinical
performance, and promote best practices. This Acute Care Division Risk
Management/Patient Safety Plan (“Plan”) provides the general framework to identify,
manage, reduce, and eliminate patient safety risks.

The Plan identifies the mechanisms to continually assess and improve the patient safety
systems at Centennial Hills Hospital. It is our strategy to utilize statistical tools and
defined project work to achieve breakthrough gains in patient safety. Performance
improvement tools are used in developing and delivering consistent processes and
services. The cultural aspect of the Plan is to promote a non-punitive approach to
identifying and reporting adverse events. This is consistent with the “Just Culture”
concept to promote patient safety practices by instituting a culture of safety and
embracing concepts of teamwork and communication.

Most patient safety events are due to a failure of systems; therefore, a systems analysis
approach is utilized in evaluations. The goal is to identify and track errors, deficiencies,
and problematic trends in order to continuously improve the underlying systems and to
intervene as necessary to improve system processes. Although a non-punitive culture is
promoted, this approach is balanced by holding caregivers personally responsible for at-
risk behaviors and failures to meet the standard of care. When warranted, discipline
measures will be initiated as needed consistent with Centennial Hills Hospital policies.
Centennial Hills Hospital employees, contractors, vendors, and members of each
facility’s medical staff share responsibility to participate in detection, reporting, and
remediation to prevent errors.

GENERAL STATEMENTS ON GOALS AND OBJECTIVES

To support, maintain and enhance the quality of patient care delivered by:

» Systematic and objective monitoring and evaluation of reports of injuries, accidents,
patient safety issues, safety hazards, and/or clinical services findings.

» Identification and assessment of general areas of actual or potential risk in the
clinical aspects of the delivery of patient care and safety.

e Implementation of appropriate corrective action, to the extent possible, to alleviate
and resolve identified problems or concerns with patient safety issues.

e Evaluation and documentation of the effectiveness of actions implemented.

2
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e Aggregation of data/information collected for integration in information
management systems and use in managerial decisions and operations.

Il. Mission and Vision

Centennial Hills Hospital’s mission, vision and values drive the Plan and serve as the
foundation in identifying strategic goals, objectives and priorities. Our mission is to
improve patient safety and the quality of health care delivery through the provision of
excellence in clinical care while fostering safe care to our communities, that our patients
will recommend to their families and friends, physicians prefer for their patients,
purchasers select for their clients, employees are proud of, and investors seek for long-
term results. The vision is to be recognized as the provider of choice for healthcare
services in the local community where we are trusted by our patients, families and
physicians to create a safe, caring and compassionate experience.

In support of our mission, vision, and values, the Plan promotes:

° Collaboration of administrative leadership, medical staff, and other healthcare
providers to deliver integrated and comprehensive high quality healthcare.
° Communicate honestly and openly to foster trusting and cooperative

relationships among healthcare providers, staff members, and patients along
with their families, to ensure accountability for the patient safety priorities.

° Preservation of dignity and value for each patient, family member, employee,
and other healthcare providers.

° Accountability for every healthcare related decision and action based on the
level of risk-taking or egregious behavior identified.

° A focus on continuous learning and improving, system design, and the

management of choices and changes, bringing the best possible outcomes or
performances to the facility.

° Incorporation of evidence-based practice guidelines to deliver high quality
healthcare.
o Education of staff and physicians to assure coordination and integration of care

across disciplines and specialties.
Centennial Hills Hospital recognizes that providing safe patient care requires significant
coordination and collaboration. The optimal approach to patient safety involves

multiple departments and disciplines to establish and effectively implement the
processes and mechanisms that comprise this plan.

lll. ROLES AND RESPONSIBILITES

A. Risk Management/Patient Safety Officer

Centennial Hills Hospital has a designated Risk Director/Manager responsible for patient
safety risk identification and reduction for their respective facilities. The designated Risk

3
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Director/Manager is also the Patient Safety Officer. Each facility is required to submit
scheduled reports to the Board of Governors describing risk reduction efforts associated
with facility specific, or industry identified risk exposures, including environmental risks
and emergency management. Reports are thoroughly reviewed and analyzed by the
risk staff to determine effectiveness and follow-through of identified corrective action
plans.

The Patient Safety Officer responsibilities based upon NRS 439.870 include:

e Serving on the Patient Safety Committee (PSC)

e Supervising the reporting of all sentinel events alleged to have occurred at the
facility, including, without limitation, performing the duties required pursuant to
NRS 439.835.

e Taking action as he or she determines to be necessary to ensure the safety of
patients as a result of an investigation of any sentinel event alleged to have
occurred at the facility.

e Report to the PSC regarding any action taken in accordance with the
responsibilities above.

B. Infection Control Officer

The infection control officer designated for each facility, based on NRS 439.873,
responsibilities include:
e Serving on the Patient Safety Committee.
e Monitoring the occurrences of infections at the facility to determine the number
and severity of infections.
e Reporting to the PSC concerning the number and severity of infections at the
facility each month.
e Taking such action as determined necessary to prevent and control infections
alleged to have occurred at the facility.
e Carrying out the provisions of the Infection Control Program adopted pursuant
to NRS 439.865 and ensure compliance with the program.

Based on NRS 439.865, the Patient Safety Plan must also include an infection control program

that carries out the infection control policy. The policy must consist of:

The current guidelines appropriate for the facility’s scope of service developed by a
nationally recognized infection control organization as approved by the State Board of
Health which may include, the Association for Professionals in Infection Control and
Epidemiology (APIC), the Centers for Disease Control and Prevention (CDC), the World
Health Organization (WHO) and the Society for Healthcare Epidemiology of America
(SHEA); and

4
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e Facility-specific infection control developed under the supervision of a Certified Infection
Preventionist.

C. Patient Safety
Centennial Hills Hospital has an established Patient Safety Council (PSC) to support
patient safety activities. The PSC should ensure that its Patient Safety Plan is promoted
and executed successfully. Centennial Hills Hospital has also assembled participants to
serve in the Member Workforce and to utilize the Member PSES to generate PSWP and
exchange analysis and recommendations with the Acute Care PSO Workforce. The main
vehicles for these analytic activities occurring within the Member PSES and the member
facility Patient Safety Council meetings. The Member PSES is made up of both electronic
and physical spaces for the reporting, storing, and generation of PSWP, including secure
SharePoint site, and other electronic databases (including but not limited to RiskConnect
(STARS) and Midas) to maintain and manage PSWP.

I. Facility Patient Safety Committee

According to NRS 439.875, a medical facility shall establish a Patient Safety Committee
(PSC). The PSC should ensure that the Quality and Patient Safety Plans are promoted
and executed successfully. Each facility establishes a Patient Safety Committee (PSC)
that meets on a regular basis and at least monthly.

Membership:

In accordance with NRS 439.875, the committee core membership consists of the
following Key Members: (CEO, CNO, Physician, Risk/ Patient Safety Officer, Infection
Prevention Nurse, Pharmacy, and Quality). The COO, CMO and Regional CMO attend, as
applicable. NRS requires that at least three providers of healthcare who treat patients
at the medical facility, including but, without limitation, at least one member of the
medical, nursing, and pharmaceutical staff of the medical facility. In addition, the
infection control officer, patient safety officer, and one member of the executive or
governing body of the medical facility.

Based on NAC 439.920, a medical facility that has fewer than 25 employees and
contractors must establish a patient safety committee comprised of: the Patient Safety
Officer, at least two providers of healthcare who treat patients at the medical facility,
including but without limitation, one member of the medical staff and one member of
the nursing staff of the medical facility; and the Chief Executive Officer (CEO) or Chief
Financial Officer (CF)) of the medical facility.

Meetings:

The required members attend the meetings on a monthly basis. If a required member is
absent, the facility makes a suitable replacement with someone that has authority to
implement actions identified by the PSC.

5
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Duties and Responsibilities:

Centennial Hills Hospital’s PSC is charged with the assessment and improvement of high-
risk processes related to patient safety. This is to be carried out using a four-step
methodology.

Issue Identification: The primary issue is the most important risk issue facing the
facility and is determined by reviewing the facility’s claims history, claims history
unique to the facility, patient safety concerns, industry claims, and through
discussions with the risk staff. Other issues may be related to process initiatives.
Best Practice: Once identified, the primary issue is dissected to determine its
component issues. For each component issue, a best practice is selected. Best
practices represent the most appropriate method for performing the delineated
process and should not be selected until the PSC is assured that it is truly the
“Best Practice.”

Implementation: Implementation strategies are those methods used to put the
best practices into place. Often this includes revising policies, education,
newsletters, phone calls, meetings, formal training, etc. Responsible parties and
dates for completion are identified to ensure success.

Monitoring and Accountability: Monitoring is essential to ensure that the
strategies identified have been effective. Improvement should be demonstrated
statistically whenever possible.

Additional Patient Safety Committee Responsibilities, based upon NRS 439.875 and NRS
439.877, include:

Monitor and document the effectiveness of the Patient Identification Policy.
On or before July 1 of each year, submit a report to the Director of the

Legislative Counsel Bureau for development, revision and usage of the Patient
Safety Checklists and patient safety policies and a summary of the annual review
conducted pursuant to NRS 439.877(4)(b).

Receive reports from the Patient Safety Officer pursuant to NRS 439.870.

Evaluate actions of the Patient Safety Officer in connection with all reports of
sentinel events alleged to have occurred.

The Quality member of the PSC will review and evaluate the quality of measures
carried out by the facility to improve the safety of patients who receive
treatment.

The Quality member in conjunction with the Infection Control Officer will review
and evaluate the quality of measures carried out by the facility to prevent and
control infections.

6
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e Make recommendations to the Board of Directors of the medical facility to
reduce the number and severity of sentinel events and infections that occur.

e At least once each calendar month (or quarter depending on the number of
employees and contractors in the facility), report to the Board of Directors of the
facility regarding:

(1) The number of sentinel events that occurred at the medical facility during the
preceding calendar month (or quarter);

(2) The number and severity of infections that occurred at the facility during the
preceding calendar month or quarter; and

(3) Any recommendations to reduce the number and severity of sentinel events and
infections that occur at the medical facility.

e Adopt Patient Safety Checklists and patient safety policies as required by NRS

439.877, review the checklists and policies annually and revise the checklists and
policies as the patient safety committee determines necessary.

In addition to the work done on the primary issue, the PSC is charged with addressing
issues identified through claims reporting, Safety Watch Newsletters, The Joint
Commission (Sentinel Event Alerts) and others, HRUs and from the TERM evaluation or
other surveys, such as the OBHRU Site Assessments. Feedback is provided on an
ongoing basis as to the functioning of the Patient Safety Committee.

Il. Patient Safety Advisories

When an untoward event occurs at the facility or in the industry, it is important that we
respond in a positive manner. Systems that lead to failure at one facility can be
assessed at other facilities to avoid the same or similar occurrence. To this end, Safety
Watch newsletters are distributed. These alerts detail the circumstances that lead to a
negative outcome and the facility is charged with assessment and improvement of their
own processes to prevent similar occurrences. In addition, Clinical Risk Alerts and
Medication Safety Alerts are also formulated to apprise the facilities of a specific safety
issue that needs to be assessed to prevent reoccurrence,

Centennial Hills Hospital is required to address the Safety Watch newsletters, Clinical
Risk Alerts and Medication Safety Alerts via their Patient Safety Committee and this is
evidenced in their monthly minutes. Responses to the Safety Watch are reviewed for
the opportunity to generate a best practice to implement.

C. TERM Program

The facility has utilized its formalized risk management program identified as TERM: the
Technical Elements of Risk Management. Each element focuses on a separate

7

Annual Sentinel Event Registry Report of Submitted Patient Safety Plans | 146



organizational function and details specific strategies for managing risk in these areas.
These elements are summarized as follows:

Element I. Administration of the Risk Management Program: The tenets outlined in
Element 1 lay the foundation for an effective risk management program. The Risk
Manager/Director must be seen as a resource to administration, facility, and medical
staff. Written plans, goals, and objectives provide a clear vision to meet the purpose of
the risk program. Although the TERM program uses the title “Risk Manager,” this
applies equally to Risk Directors.

Element Il. Risk Identification: Risk identification is essential in order to avoid, mitigate,
and eliminate risk-generating practices. This Element focuses on those steps taken to
identify exposures faced by the facility.

Element IlI. Risk Education: Education is a cornerstone of the TERM program. Risk
management education is intended to reduce and eliminate risk-generating practices
and to promote best practices that enhance the provision of safe patient care.

Element IV. Patient Safety Initiative: Imperative to a comprehensive RM program is
one that focuses on the improvement of patient and staff safety through the creation of
an environment that maximizes safety and reduces liability claims exposure. The
mechanism used to drive the culture of safety is the Patient Safety Committee (PSC).
The PSC operates using a four-step process. These steps include: identification of the
problem, determining best practice, implementing the recommendations, and
monitoring and accountability. Corrective actions are discussed, monitored, and
validated by the PSC.

Element V. Patient Safety Priority: Root Cause Analysis (RCA): The cornerstones of an
effective Patient Safety and Risk Management Program are (i) the performance of a
thorough and credible RCA when a serious, sentinel, never event or a significant near
miss event occurs; and (ii) implementation of systemic improvements to enhance
patient safety and improve healthcare outcomes going forward.

Element VI. Environment of Care; Safety and Security Programs: The safety and
security programs in the facility serve to protect and preserve both life and property.
Areas of safety include licensing, accreditation and federal, state, and local safety
practices and programs, including the EPA, TIC, etc.

Element VIl. Claims and Litigation Management: The risk manager serves as the on-site
representative of the insurance program in the management of general and professional
claims and litigation.

Element VIII. Patient Safety Organization (PSO): Participants of the Member Workforce
are expected to perform identified patient safety activities and to be trained in their

8
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responsibilities. They must also understand and acknowledge their obligations, including
maintaining the confidentiality of PSWP, as required by the Patient Safety and Quality
Improvement Act (PSQIA), and of Protected Health Information, as required by the
Health Insurance Portability and Accountability Act (HIPAA) and its regulations, and
other federal and state laws.

D. MIDAS

The MIDAS system is the electronic event reporting system utilized by the facilities to
report patient and visitor safety events. The risk management module allows for the
collection, categorization, and analysis of incident data using electronic reporting
functions (Remote Data Entry - RDE). The facility enters incidents into MIDAS through
identification of the type of incident and characteristics of the event using risk
parameters and outcomes. Additional information can be attributed to a department,
physician, or individual, along with further details of the event. This allows the retrieval
of information in a variety of ways for analysis and review.

E. Risk Connect (STARS)

STARS is an integrated claims management program that allows for complete claims
management, including extensive analysis of reportable fields associated with reported
claims. STARS also provides for the electronic submission of potential claims by user
facilities.

Delineation of issues featured in the probable claim module allows for the facility staff
to identify causation factors associated with any reported event. The system also
provides for the entry of details that will describe the event and liability concerns.

Trending of claim information is performed on a scheduled basis to operations
leadership metrics to form strategies on facilitating risk reduction efforts. Previous
examples of this function include the formation of an OB HRU and Perioperative
concepts. Quarterly reports should be provided by Centennial Hills Hospital’s RM to the
Governing Board of all claims activities.

F. Event Notification Site

The Event Notification Site or ENS, is a web-based system that allows for
contemporaneous reporting of serious adverse events and key near miss sentinel events
to facility and management. The ENS also provides an environment in which
stakeholders can post questions and additional information to the facility reporting the
event. Updates to the event are reported in real-time to all identified facility and

9
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stakeholders via the ENS. The Risk Management staff reviews each ENS to determine if
follow-up is needed; if follow-up is indicated, it is to be completed within 45 days.

G. Root Cause Analysis (RCA)
Pursuant to NRS 439.837, a medical facility shall, upon reporting a sentinel event
pursuant to NRS 439.835, conduct an investigation concerning the causes or
contributing factors, or both, of the sentinel event and implement a plan to remedy the
causes or contributing factors, or both of the sentinel event.

A Root Cause Analysis is a process for identifying the root causes of the problem(s). It
focuses on the process, instead of individuals. Before analyzing the root causes, defining
problems based on facts and data is essential for successfully conducting root cause
analysis.

It is recommended that The Joint Commission’s root cause analysis and actions plan
framework table are utilized. It contains analysis questions and guides the organization
in the steps of a root cause analysis. Not all of the questions apply to all of the events or
cases.

Utilization of the “5 Whys” technique should be used to explore the cause and effect
relationship underlying a problem. One can find the root causes by asking “why” no less

than five times.

RCA Responsibilities

° Organize and coordinate the RCA process. For Serious OB events, RCAs are to be
done within 72Hrs, or as soon as possible, of the event.

° Assemble and encourage a supportive and proactive team.

o Assign investigative and implementation tasks to the team members.

° Conduct and be actively involved in the investigation, RCA and corrective action
plan implementation process.

° Communicate the progress of the investigation, institutional barriers and
finalized action plan to executive leadership.

° Monitor goals and progress towards completion of the Corrective Action Plans.

10
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H. Patient Safety Checklists
By NRS 439.865, the Patient Safety Plan must include the Patient Safety Checklists and Patient

Safety Policies for use by:

e Providers of healthcare who provide treatment to patients at the facility;

e Other personnel of the facility who provide treatment or assistance to patients;

e Employees of the facility who do not provide treatment to patients but whose duties
affect the health or welfare of the patients at the facility, including, without limitation, a
janitor of the medical facility; and

e Persons with whom the facility enters into a contract to provide treatment to patients
or to provide services which may affect the health or welfare of patients.

The Patient Safety Checklists must follow protocols to improve the health outcomes of patients
at the medical facility and must include, without limitation:

e Checklists related to specific types of treatment. Such checklists must include, without
limitation, a requirement to document that the treatment provided was properly
ordered by the provider of healthcare.

11
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e Checklists for ensuring that employees of the medical facility and contractors with the
medical facility who are not providers of healthcare follow protocols to ensure that the
room and environment of the patient is sanitary.

e A checklist to be used when discharging a patient from the facility which includes,
without limitation, verifying that the patient received:

e Proper instructions concerning prescription medications;

e Instructions concerning aftercare;

e Any other instructions concerning his or her care upon discharge; and

e Any other checklists which may be appropriate to ensure the safety of patients
at the facility.

(For your reference— a checklist example is shown in Appendix A.)

I. Patient Safety Policies

The Patient Safety Policies must include, without limitation:

e A policy for appropriately identifying a patient before providing treatment. Such a policy must
require the patient to be identified with at least two personal identifiers before each interaction
with a provider of healthcare. The personal identifiers may include, the name and date of birth
of the patient.

e A policy regarding the nationally recognized standard precautionary protocols to be observed by
providers of healthcare at the medical facility including, without limitation, protocols relating to
hand hygiene.

e A policy to ensure compliance with the patient safety checklists and patient safety policies
adopted pursuant to this section, which may include, active surveillance. Active surveillance may
include a system for reporting violations, peer-to-peer communication, video monitoring and
audits of sanitation materials.

J. MEMBER PATIENT SAFETY EVALUATION SYSTEM (PSES)

The Patient Safety and Quality Improvemeht Act of 2005 (PSQIA) and its regulations govern the
operations and activities of the UHS Acute Care PSO and its Members. This includes assembling
a “workforce” of employees, volunteers, trainees, contractors, and other persons who carry out
patient safety activities on behalf of the Members within the Member Patient Safety Evaluation
System (“Member PSES”). Participants in the Member Workforce are expected to perform
identified patient safety activities and to be well trained in their responsibilities. They must also
understand and acknowledge their obligations, including maintaining the confidentiality of
PSWP, as required by the PSQIA, and of Protected Health Information, as required by the Health
Insurance Portability and Accountability Act (HIPAA) and its regulations, and other federal and

12
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state laws. The Member PSES serves as a means by which patient safety information is
collected, maintained, reported, and analyzed for the UHS Acute Care PSO for the purposes of
improving patient safety.

K. Training and Education

Training is essential to successful implementation of the Patient Safety and TERM
program. All facility risk managers undergo extensive orientation and education related
to Patient Safety, TERM program and other healthcare, risk-related topics. Newly hired
Risk Directors/Managers receive both on-site and collaborative corporate-based
education and training to afford them the requisite skills to manage their facility
assignment. Each Risk Director/Manager is provided a copy of the TERM source
documents and other reference materials that guide the risk management function. In
addition, formalized supplemental training is provided to all facility risk managers as
needed, including quarterly risk management meetings. Risk leadership provides
ongoing support and consultation to their assigned facility to facilitate the minimization
of liability exposures and enhancement of safe patient care.

The leadership risk management staff provides consultative services to each facility and
as members of designated projects. These activities include on-site assistance, research,
and consulting from off-site. Examples of designated projects are as follows.

» Facility specific risk Issues
o Safety Watch newsletters
e MIDAS Focus advisories

e Clinical Risk Alerts

e Medication Safety Alerts

IV. Acute Care Division Patient Safety Priorities, Goals and Objectives for 2020
o Surgical and Procedural Safety:
* Wrong Site Surgery (WSS).
e Goal: A 50% reduction in WSS events for 2020. Ultimately the goal
is zero (0).
o Monitor through Midas event reporting. Report monthly.
» Retained Procedural items (RPIs)
e Goal: Prevent RPIs- a 50% reduction in RPls with harm for 2020.
Ultimately the goal for RPIs is O.
o Monitor through Midas event reporting. Report monthly.

o OBHRU:

=  Reduction/Elimination of serious harm by reducing the response time to
adverse obstetrical bleeding initiative.

13
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Goal: As evidenced by:
o Education Module X: All new hire staff and providers to

complete Hemorrhage module within 1st 3 months of
employment. All current staff and providers who care for
perinatal patients to complete Hemorrhage module every 2
years (even years).

Quantification of blood loss will occur at 95% of all
deliveries as evidenced by facility results of Power Insights
Hemorrhage report/dashboard.

All patients will receive POST BIRTH warning signs
education for inpatient stay and discharge as evidenced by
Power Insights report on education completion.

POST BIRTH collaborative benchmarking and assessment
data from AWHONN/Premier collaborative.

Monitor through Powers Insights QBL compliance
report/Midas/ENS/Claims data, GNOSIS results, and facility
education reports. Report monthly.

o CLABSI/CAUTI Initiative

o Safe Medication Use

Goal: CLABSI and CAUTI will both be reduced to less than the National
CMS mean Standardized Infection Ratio (SIR: CLABSI 0.783; CAUTI 0.857)
in 2020,

Monitor through CDC's National Healthcare Safety Network (NHSN).
Report quarterly.

Opioid Analgesic Event Reduction Initiative

Goal: Decrease the number of preventable OIRD events
by 10%.

Monitor through MIDAS reports, Cerner, ICD-10 Codes, and other
intervention data. Report monthly.

o Reduce Falls and Falls with Injury

Goal: 10 % overall reduction in the number of falls in the facility by end of
2020.

Review of the progressive mobility (PM) documentation in the facility.
Correlation of PM documentation and fall incidents.

Review of the documentation of PM in the ICU with LOS and length of
intubation.

Review of documentation of mobility and progression of mobility.
Monitor through MIDAS event reporting. Report quarterly.

14
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o Culture of Safety
"  Goal: 100% of 2020 Patient Safety Plan Priorities will be implemented
within the facility.
= Monitor through MIDAS event reporting with monthly reporting to PSC.

o Centennial Hills Hospital Focus Goals for 2020
= Zero Retained Procedural Items
" 20% decrease in inpatient falls
= 50% decrease in toileting related falls
= 50% decrease in medication Pyxis overrides
" 95% compliance with Manager RDE completion

V. Monitoring and Accountability

A. Evaluation of TERM Program
These evaluations consist of both a core risk and clinical risk review. The facility is
required to submit a written corrective action plan for noted deficiencies determined
during the TERM evaluation. All information is shared with senior staff and
monitored through the facility PSC.

B. Patient Safety Committee
As detailed above, each facility is required to post their monthly reports or minutes
that details the work conducted by their Patient Safety Committee to the facility PSES
site. These are then reviewed and detailed feedback is provided to coach the
committee on their form and function.

C. Dashboards
The Risk Management/Patient Safety Dashboard and the Environment of Care
Dashboard include multiple indicators to demonstrate the facility’s performance as to
these markers. These include: event reporting statistics, fall rate including harmful
event rate, medication event rate including harmful medication events, timeliness of
event review and closure.

VI. Evaluation/Review:
The risk staff reviews the effectiveness of the Patient Safety/Risk Management Plan to
ensure activities are appropriately focused on improving patient safety, decreasing
harmful errors, decreasing rate of compensable events, facility risk program
consistency/functionality and support of clinical delivery in the field. Evaluation will
include the following:

e The culture supports the identification and reporting of “Near Miss” events
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e The framework advances a “Just Culture” approach to patient safety

e Accountability is promoted when acts of “human error”, “at risk”, or “reckless
behavior” are identified and corrected resulting in a reduction of potential/actual
adverse outcomes,

e Comparison of trended incident data to include analysis of performance to
stated targets, submission of incident data in compliance to SOX stipulations and
review of trended data submitted to the PSC for potential action

e Review of annualized and prior year’s probable claim reports to determine needs
for corporate-based projects designed to improve outcomes in an identified service
line

e Review of educational products distributed for the concluding operating year
that were intended to improve outcomes associated with a particular clinical
emphasis

e Review information, analyses and reports from the Acute Care PSO for
integration into the Patient Safety Evaluation System.

VII. Confidentiality

All PSWP reported, stored, or generated in the Member PSES is confidential and
privileged under Federal law. The Member PSES will only be accessed by authorized
staff. Workforce participants will be trained on policies and procedures governing
their patient safety activities and responsibilities. The PSC annually reviews the
effectiveness of the Safety Plan to ensure goals and objectives are appropriately
focused on improving patient safety.

VIIl. Approval of Patient Safety Plan
According to NRS 439.865, a medical facility shall submit its patient safety plan to the
Governing Board of the facility for approval. After a facility’s patient safety plan is
approved, the facility shall notify all providers of healthcare who provide treatment to
patients of the existence and requirements of the plan.
The Patient Safety Plan must be reviewed and updated annually in accordance with the
requirements for approval set forth in this section.

According to NRS 439.843, on or before March 1 of each year, a copy of the most
current Patient Safety Plan established to NRS 439.865 must be submitted to the
Division of Public and Behavioral Health.
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Appendix A: Checklist Example: Injuries from Falls and Immobility

Notéé

In Not Will :
Process Change (Responsible &
Place Done Adopt By When?)

Conduct fall and injury risk assessment
upon admission

Reassess risk daily and with changes in
patient condition

Implement patient-specific intervention to
prevent falls and injury

Communicate risk across the team; use
handoff forms, visual cues, huddles

Round every 1 to 2 hours for high-risk
patients; address needs (e.g., 3Ps: pain,
potty, position-pressure). Combine with
other tasks(vital signs)

Individualize interventions. Use non-skid
floor mats, hip protectors, individualized
toileting schedule; adjust frequency of
rounds

Review medications (by pharmacist); avoid
unnecessary hypnotics, sedatives

Incorporate multidisciplinary input for falls

Prevention from PT, OT, MD, RN and Phar.D.

Include patients, families and caregivers in
efforts to prevent falls. Educate regarding fall
prevention measures; stay with patient

Hold post-fall huddles immediately after
event; analyze how and why; implement
change to prevent other falls

Reference: Checklists to Improve Patient Safety. June 2013. Health Research & Educational Trust.
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SECTION 06: LEADERSHIP OF: 10

EFFECTIVE: 12-2-2013

REVIEWED: 03/18/2019, 01/2019, 01/2018, 12/2016, 12/2015, REVISED:
12/2014

. PURPOSE

The purpose of the organizational Patient Safety Plan at the hospital is to improve
patient safety and reduce risk to patients through an environment that encourages:

¢ Integration of safety priorities into all relevant organization processes, functions,
services, departments and programs

¢ Recognition and acknowledgment of risks to patient safety and medical/health care
errors

e The initiation of actions to reduce these risks
e The internal and external reporting of what has been found and the actions taken

o Afocus on processes and systems, and the reduction of process and system
failures through use of failure mode effect analysis

e Minimization of individual blame or retribution for involvement in a medical/health
care error

e Organizational learning about medical/health care errors

e Support of the sharing of that knowledge to effect behavioral changes in itself and
“other healthcare organizations

» The Patient Safety Plan provides a systematic, coordinated and continuous approach to
the maintenance and improvement of patient safety through the establishment of
mechanisms that support effective responses to potential or actual occurrences;
ongoing proactive reduction in medical/health care errors; and integration of patient
safety priorities into the new design and redesign of all relevant organization processes,
functions and services.

o As patient care, and therefore the maintenance and improvement of patient safety, is a
coordinated and collaborative effort, the approach to optimal patient safety involves
multiple departments and disciplines in establishing the plans, processes and
mechanisms that comprise the patient safety activities at the hospital. The Patient
Safety Plan, developed by the interdisciplinary Safety/Environment of Care Committee
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and approved by the medical staff, Governing Body and administration, outlines the
components of the organizational Patient Safety Program.

Il. PATIENT SAFETY PLAN

e Scope of Activities:

The scope of the Patient Safety Plan includes ongoing proactive risk assessments,
using internal and external knowledge and experience, to prevent error occurrence,
maintain, and improve patient safety.

Patient safety occurrence information from aggregated data reports and individual
incident occurrence reports will be reviewed by the Safety/Environment of Care
Committee to prioritize organizational patient safety activity efforts. Types of patient
safety or medical/health care errors included in data analysis, maybe, but not limited
to:

o No Harm Errors - those unintended acts, either of omission or commission, or
acts that do not achieve their intend outcome - that do not result in a physical or
psychological negative outcome, or the potential for a negative outcome, for the
patient.

o Mild-Moderate Adverse Outcome Errors - those unintended acts, either of
omission or commission, or acts that do not achieve their intend outcome, that
result in an identified mild to moderate physical or psychological adverse
outcome for the patient.

e Any Medication Variance

e Any Adverse Drug Reaction

e Hazardous Condition - any set of circumstances, exclusive of the disease or
condition for which the patient is being treated, which significantly increases the
likelihood of a serious physical or psychological adverse patient outcome.

e Sentinel Event: The following events as outlined on NQF Serious Reportable
Events in Healthcare:
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Surgical Invasive Procedure Events
Product or Device Events

Patient Protection Events
Radiologic Events

Care Management Events
Environmental Events

Potential Criminal Events

Near Miss - any process variation which did not affect the outcome, but for which a
recurrence carries a significant chance of a serious adverse outcome.

Hospital Acquired Conditions (HACs):

a. Falls and trauma (fracture, dislocation, intracranial injury, crushing injury, burn,

other injuries)

e The scope of the Patient Safety Plan encompasses the patient population, visitors,
volunteers, and staff (including medical staff). The plan addresses maintenance and
improvement in patient safety issues in every department throughout the facility. There will
be an emphasis on important hospital and patient care functions of:

Environment of Care
Emergency Management
Human Resources

Infection Prevention and Control
Information Management

Leadership
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o Life Safety
e Medication Management
o Medical Staff
e Nursing
e Provision of Care, Treatment and Services
e Performance Improvement
e Record of Care, Treatment and Services
¢ Rights and Responsibilities of the Individual
o Waived Testing
Methodology:

e The Interdisciplinary Safety/Environment of Care Committee is responsible for the
oversight of the Patient Safety Plan. The Safety/Environment of Care Committee
Chairperson will have administrative responsibility for the plan, or the
Safety/Environment of Care Committee may assign this responsibility to another
member of the committee.

o All departments within the organization (patient care and non-patient care
departments) are responsible to report patient safety occurrences and potential
occurrences to the Director PI/Risk Management, who will aggregate occurrence
information and present a report to the Safety/Environment of Care Committee. The
report will contain aggregated information related to type of occurrence, severity of
occurrence, number/type of occurrences per department, occurrence impact on the
patient, remedial actions taken, and patient outcome. The Safety/Environment of
Care Committee will analyze the report information and determine further patient
safety activities as appropriate.

e Through review of internal data reports and reports from external sources (including,

but not limited to, sentinel event report information, ORYX and Core Measure
performance data, occurrence reporting information from state and federal sources
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and current literature), and through the performance improvement priority criteria
grid, the Safety/Environment of Care Committee will select at least one high-risk
safety process for proactive risk assessment annually. All elements of the high-risk
safety related process will be described using work tools as necessary (i.e.,
flowcharts, cause and effect diagrams). The proactive risk assessment will include:

Identification of the ways in which the process could break down or fail to perform.
This will be done through 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. Identify the possible effects of the undesirable variation on
patients, and how serious the possible effect on the patient could be

Prioritizing the potential processes breakdowns or failures

o For the most critical effects, conduct a root cause analysis to determine why the
undesirable variation leading to that effect may occur

¢ Redesign the process and/or underlying systems to minimize the risk of that
undesirable variation or to protect patients from the effects of that undesirable
variation

o Test and implement the redesigned process

o |dentify and implement measures of the effectiveness of the redesigned process

e Implement a strategy for maintaining the effectiveness of the redesigned process
over time '

Description of mechanisms to ensure that all components of the healthcare
organization are integrated into and participate in the organizationwide program.

Upon identification of a process or system failure and/or medical/health care error,
the patient care provider will immediately:

o Perform necessary healthcare interventions to protect and support the patient’s
clinical condition.

e As appropriate to the occurrence, perform necessary healthcare interventions to
contain the risk to others.
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Contact the patient’s attending physician and other physicians, as appropriate, to
report the error, carrying out any physician orders as necessary.

Preserve any information related to the error (including physical information). Examples of
preservation of medication label for medications administered to the incorrect patient.
Preservation of information includes documenting the facts regarding the error on an
occurrence report, and in the medical record as appropriate to organizational policy and
procedure.

Report the process/system failure or medical/health care error to the staff
member’'s immediate supervisor.

Submit the occurrence report to the Performance Improvement Department per
organizational policy.

Any individual in any department identifying a process/system failure and/or
potential patient safety issue will immediately notify his/her supervisor and document
the findings on an incident report. The report will be submitted to the Director PI/Risk
Management per organizational policy.

Staff response to process/system failures and/or medical/health care errors is
dependent upon the type of error identified:

No Harm Failures or Errors (including “no harm” medication errors) - staff will
document appropriately in the medical record according to organizational policy,
document the circumstances regarding the no harm error on an occurrence
report form, submit the form to the Performance Improvement Department and
notify their immediate supervisor.

Mild-Moderate Adverse Qutcome Failures or Errors (including medication
errors/variances) - staff will 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 preserve any
physical evidence as appropriate, notify his/her immediate supervisor, document
facts appropriately in the medical record and on an occurrence report -
submitting the report to the PI/Risk Management Department per organizational

policy.
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o Medication Variances/errors - the staff member identifying a medication
variance/error (no harm and mild-moderate harm) will notify the Pharmacy
Department of the event.

e Adverse Drug Reaction (ADR) - staff will 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 preserve any physical evidence as appropriate, notify his/her
immediate supervisor, document facts appropriately in the medical record
and on an occurrence report, submitting the report to the PI/Risk
Management Department. Staff will complete ADR report and forward to
Pharmacy.

e 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 will immediately notify
his/her supervisor and document the findings on an incident report. The report
will be submitted to the PI/Risk Management Department per organizational

policy.

e Sentinel Event - staff will 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.

e Near Miss - staff will report the near miss event to his/her immediate supervisor,
describe the facts of the near miss on an incident report and submit the report to
the PI/Risk Department.

e Hospital Acquired Conditions - staff will follow all established protocols,
guidelines and policies and procedures. Staff shall complete incident reports for
any breaks in technique or policy not followed.

Established organizational policy (such as the Sentinel Event Policy) and/or the
Safety/Environment of Care Committee will determine the organizational response to
process/system failures and/or medical/health care errors and occurrences. All sentinel events
and near miss occurrences will have a root cause analysis conducted. The determination of the
Safety/Environment of Care Committee members, based on internal and external data analysis
and prioritizing of patient safety criticality, will determine:
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Further remedial action activities necessary for identified occurrences

e Proactive occurrence reduction activities

e Necessity and benefit of root cause analysis performance for identified
occurrences or proactive reduction activities

e An effective Patient Safety Plan cannot exist without optimal reporting of
process/system failures and medical/health care errors and occurrences.
Therefore, it is the intent of this institution to adopt a non-punitive approach in its
management of failures, errors and occurrences. All staff is required to report
suspected and identified medical/health care errors, and should do so without
the fear of reprisal in relationship 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, with the
Safety/Environment of Care Committee and the individual staff member’s
department supervisor determining the appropriate course of action to prevent
error recurrence.

o Sentinel Events - staff members involved in a sentinel event occurrence will
receive support from the Safety/Environment of Care Committee regarding the
staff member’s professional and emotional reconciliation of the sentinel event.
The Safety/Environment of Care Committee encourages the staff member’s
involvement in the root cause analysis and action plan processes, 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 Social Service Department,
Human Resources Department and/or his/her department supervisor.

As part of this organization’s culture of safety and quality, any staff member who has concerns
about the safety or quality of care provided by the organization may report these concerns to their
accrediting organization. The organization supports the staff member’s right to report these
concerns and will take no disciplinary or retaliatory action against the staff member for reporting
the safety or quality of care concern to their accrediting organization.

e On at least an annual basis, staff will be queried regarding their willingness to
report medical/health care errors.
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e The Patient Safety Plan includes implementation of the recommendations set
forth by the accrediting organization, or identified alternative recommendations
defined by this institution, to achieve compliance with established safety
standards. The selected recommendations will be monitored on a routine basis
to evaluate the organization’s effectiveness in the implementation of the
recommendations in achieving compliance with the identified safety standards.

e The Patient Safety Plan includes an annual survey of staff (including medical staff)
opinions, needs and perceptions of risks to patients and requests suggestions for
improving patient safety.

¢ Patients, and when appropriate, their families are informed about the outcomes of
care, including unanticipated outcomes, or when the outcomes differ significantly
from the anticipated outcomes. The Safety/Environment of Care Committee will
analyze error reporting data submitted through the PI/Risk Management Department
for evidence of this information.

Staff will educate patients and their families about their role in helping to facilitate
the safe delivery of care.

The Patient Safety Plan includes consideration, at least annually, of data obtained from the
organizational Information Management Needs Assessment, which includes information regarding
barriers to effective communication among caregivers.

o Staff will receive education and training during their initial orientation process and on
an ongoing basis regarding job-related aspects of patient safety, including the need
and method to report medical/health care errors. Education includes the staff
member’s right to report any safety or quality of care concerns to the organization’s
accrediting organization. And, because the optimal provision of healthcare is
provided in an interdisciplinary manner, staff will be educated and trained on the
provision of an interdisciplinary approach to patient care.

¢ Medical/health care errors and occurrences, including sentinel events, will be
reported internally and externally, per hospital policy and through the channels
established by this plan. External reporting will be performed in accordance with all
state, federal and regulatory body rules, laws and requirements.

¢ Lessons learned from a root cause analysis shall be communicated to staff who
provide services or are affected by a patient safety incident
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o Patient safety reports from the Safety/Environment of Care Committee will be
submitted to the organizational Quality, which exists as the oversight committee for
the Safety/Environment of Care Committee. A data report and recordings of
meeting minutes will be forwarded to the Quality Committee.

A written Patient Safety Report shall be forwarded to the Governing Body, at a minimum, once
per year. Information in the report shall include:

¢ All system or process failures
¢ Number and type of sentinel events
o [f patients and families were informed of the adverse events

e All actions taken to improve safety, both proactively and in response to actual
occurrences

¢ All results of the analyses related to the adequacy of staffing and actions taken
to resolve the identified problem(s)
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