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Patient Safety Plans 2020

Facility
ID Healthcare Facility Public Name City Zip County Facility License Type
SURGICAL CENTER FOR AMBULATORY
7783 | 215 SURGERY CENTER LAS VEGAS 89148 CL PATIENTS
SURGICAL CENTER FOR AMBULATORY
7871 | AFFINITY SURGERY CENTER LLC LAS VEGAS 89147 CL PATIENTS
SURGICAL CENTER FOR AMBULATORY
5334 | AMBULATORY SURGICAL CENTER OF SOUTHERN NEVADA LAS VEGAS 89113 CL PATIENTS
633 | BOULDER CITY HOSPITAL BOULDER CITY | 89005 CL RURAL HOSPITAL
AGENCY TO PROVIDE NURSING IN THE
517 | CARING NURSES INC LAS VEGAS 89120 CL HOME
SURGICAL CENTER FOR AMBULATORY
5368 | CARSON ENDOSCOPY CENTER CARSON CITY 89703 CC PATIENTS
5213 | CARSON TAHOE CONTINUING CARE HOSPITAL CARSON CITY 89703 CC HOSPITAL
3986 | CARSON VALLEY MEDICAL CENTER GARDNERVILLE | 89410 DO RURAL HOSPITAL
5086 | CENTENNIAL HILLS HOSPITAL MEDICAL CENTER LAS VEGAS 89149 CL HOSPITAL
SURGICAL CENTER FOR AMBULATORY
5381 | CORONADO SURGERY CENTER HENDERSON 89052 CL PATIENTS
9330 | Cure 4 The Kids Foundation LAS VEGAS 89135 CL Outpatient Facility
DESERT PARKWAY BEHAVIORAL HEALTHCARE HOSPITAL
7579 | LLC LAS VEGAS 89109 CL HOSPITAL
641 | DESERT SPRINGS HOSPITAL MEDICAL CENTER LAS VEGAS 89119 CL HOSPITAL
8696 | DESERT VIEW HOSPITAL PAHRUMP 89048 NY RURAL HOSPITAL
2128 | DESERT WILLOW TREATMENT CENTER LAS VEGAS 89146 CL HOSPITAL
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775-684-4200 e Fax 775-687-7570 e dpbh.nv.gov

Page 1 of 4



https://dpbh.nv.gov/Programs/SER/Sentinel_Events_Registry_(SER)-Home/

DINI-TOWNSEND HOSPITAL AT NORTHERN NEVADA

652 | ADULT ME SPARKS 89431 WA HOSPITAL
SURGICAL CENTER FOR AMBULATORY
4784 | DURANGO OUTPATIENT SURGERY CENTER LAS VEGAS 89113 CL PATIENTS
3275 | EVERGREEN RESIDENCE RENO 89503 WA RESIDENTIAL FACILITY FOR GROUPS
6389 | GOLDEN MANOR RENO 89521 WA RESIDENTIAL FACILITY FOR GROUPS
HOME FOR INDIVIDUAL RESIDENTIAL
9061 | GOLDEN MANOR SERENITY RENO 89521 WA CARE
7914 | GRACEFUL LIVING RENO 89521 WA RESIDENTIAL FACILITY FOR GROUPS
647 | HARMON HOSPITAL LAS VEGAS 89119 CL HOSPITAL
8436 | HENDERSON HOSPITAL HENDERSON 89011 CL HOSPITAL
3879 | HOLY CHILD RESIDENTIAL CARE HOME RENO 89503 WA RESIDENTIAL FACILITY FOR GROUPS
4582 | HOLY CHILD RESIDENTIAL CARE IV RENO 89523 WA RESIDENTIAL FACILITY FOR GROUPS
645 | HUMBOLDT GENERAL HOSPITAL WINNEMUCCA | 89445 HU RURAL HOSPITAL
SURGICAL CENTER FOR AMBULATORY
9443 | Kidney Specialist of Southern Nevada LAS VEGAS 89129 CL PATIENTS
639 | KID'S CO-OP LAS VEGAS 89130 CL CENTER
3368 | KINDRED HOSPITAL - LAS VEGAS (FLAMINGO CAMPUS) LAS VEGAS 89119 CL HOSPITAL
664 | KINDRED HOSPITAL - LAS VEGAS (SAHARA CAMPUS) LAS VEGAS 89146 CL HOSPITAL
SURGICAL CENTER FOR AMBULATORY
1888 | LAKE TAHOE SURGERY CENTER ZEPHYR COVE 89448 DO PATIENTS
SURGICAL CENTER FOR AMBULATORY
462 | LAS VEGAS SURGERY CENTER LAS VEGAS 89106 CL PATIENTS
682 | LIGHTHOUSE ACADEMY HENDERSON 89052 CL CENTER
651 | MOUNT GRANT GENERAL HOSPITAL HAWTHORNE 89415 M RURAL HOSPITAL
5575 | NATHAN ADELSON HOSPICE - HENDERSON HENDERSON 89015 CL HOSPICE CARE - PROGRAM OF CARE
2128 | NCA LEARNING CENTER LAS VEGAS 89146 CL CENTER
653 | NORTHERN NEVADA MEDICAL CENTER SPARKS 89434 WA HOSPITAL
3082 | PAM SPECIALTY HOSPITAL OF LAS VEGAS HOSPITAL-CLOSED 2020
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333 | PARK PLACE RENO 89503 WA RESIDENTIAL FACILITY FOR GROUPS
SURGICAL CENTER FOR AMBULATORY
5647 | PARKWAY SURGERY CENTER AT HORIZON RIDGE HENDERSON 89052 CL PATIENTS
SURGICAL CENTER FOR AMBULATORY
2147 | PARKWAY SURGERY CENTER, LLC HENDERSON 89074 CL PATIENTS
655 | PERSHING GENERAL HOSPITAL LOVELOCK 89419 PE RURAL HOSPITAL
655 | PERSHING GENERAL HOSPITAL LOVELOCK 89419 PE RURAL HOSPITAL
SURGICAL CENTER FOR AMBULATORY
484 | RENO ENDOSCOPY CENTER RENO 89502 WA PATIENTS
SURGICAL CENTER FOR AMBULATORY
466 | SAHARA SURGERY CENTER LAS VEGAS 89102 CL PATIENTS
SURGICAL CENTER FOR AMBULATORY
466 | SAHARA SURGERY CENTER LAS VEGAS 89102 CL PATIENTS
658 | SAINT MARY'S REGIONAL MEDICAL CENTER RENO 89503 WA HOSPITAL
SAINT ROSE DOMINICAN HOSPITALS - ROSE DE LIMA
659 | CAMPUS HENDERSON 89015 CL HOSPITAL
SAINT ROSE DOMINICAN HOSPITALS - SAN MARTIN
4576 | CAMPUS LAS VEGAS 89113 CL HOSPITAL
2969 | SAINT ROSE DOMINICAN HOSPITALS - SIENA CAMPUS HENDERSON 89052 CL HOSPITAL
7414 | SIERRA MANOR CARE HOME RENO 89523 WA RESIDENTIAL FACILITY FOR GROUPS
660 | SOUTH LYON MEDICAL CENTER YERINGTON 89447 LY RURAL HOSPITAL
SURGICAL CENTER FOR AMBULATORY
4914 | SOUTH MEADOWS ENDOSCOPY CENTER RENO 89521 WA PATIENTS
3641 | SOUTHERN HILLS HOSPITAL AND MEDICAL CENTER LAS VEGAS 89148 CL HOSPITAL
661 | SOUTHERN NEVADA ADULT MENTAL HEALTH SERVICES LAS VEGAS 89146 CL HOSPITAL
SURGICAL CENTER FOR AMBULATORY
3351 | SPECIALTY SURGERY CENTER LAS VEGAS 89128 CL PATIENTS
3420 | SPRING VALLEY HOSPITAL MEDICAL CENTER LAS VEGAS 89118 CL HOSPITAL
SURGICAL CENTER FOR AMBULATORY
5309 | STONECREEK SURGERY CENTER LAS VEGAS 89118 CL PATIENTS
662 | SUMMERLIN HOSPITAL MEDICAL CENTER LAS VEGAS 89144 CL HOSPITAL

Page 3 of 4




NORTH LAS SURGICAL CENTER FOR AMBULATORY
7591 | SUN VALLEY SURGERY CENTER VEGAS 89032 CL PATIENTS
639 | SUNRISE HOSPITAL AND MEDICAL CENTER LAS VEGAS 89109 CL HOSPITAL
SURGICAL CENTER FOR AMBULATORY
9677 | SUNSET PAIN SURGERY CENTER LAS VEGAS 89148 CL PATIENTS
SURGICAL CENTER FOR AMBULATORY
461 | SURGERY CENTER OF RENO RENO 89503 WA PATIENTS
8065 | TAHOE PACIFIC HOSPITALS - NORTH HOSPITAL-CLOSED 2020
666 | UNIVERSITY MEDICAL CENTER OF SOUTHERN NEVADA LAS VEGAS 89102 CL HOSPITAL
667 | VALLEY HOSPITAL MEDICAL CENTER LAS VEGAS 89106 CL HOSPITAL
SURGICAL CENTER FOR AMBULATORY
1830 | WILDCREEK SURGERY CENTER SPARKS 89431 WA PATIENTS
670 | WILLIAM BEE RIRIE HOSPITAL ELY 89301 WP RURAL HOSPITAL
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POLICY

PARK PLACE

SAFETY POLICY

It is the intent of management to have a safe work environment for
all emplovee's. We expect all staff members to be educated in
working safely, and to practice what they have learned.

We as management will see to it that;

-All employees who sustain injuries will be treated with dignity

and respect.

-All employees will be given the best practical medical care in

order to speed recovery and return to work.

~The rapid and efficient return of the worker is the goal of the

recovery effort.

-“All injuries will be treated as legitimate unless investigation

reveals otherwise.

~Safety training will be a part of new and continuing employee

orientation and will be conducted on site by the

Supervisor of each facility. Training must be
documented for the employee file. If turnover or work
rotation is high, it is important to maintain training
records on site. These records will be retained for

three years.

~Each employee has the responsibility for their own safety, and

the safety of their fellow employees and the residents
of the facility as well. It is only by each employee
becoming familiar with the hazards of their 9job and
doing what is hecessary to insure their safety, that
cur company can achieve the safe working conditions
deserved by all its members.



Section:

Subject:

POLICY:

Policy/Procedure

Wellness Services

Incident Reporting Policy Number: 8D

It is the policy of this facility to ensure all incidents/accidents occurring on our premises are investi gated and
reported to the administrator.

PROCEDURE:

6/2016

Reporting of Incidents/Accidents:

A. Regardless of how minor an accident or incident may be, including injuries of an unknown

source, it must be reported to the Administrator or designee, and an Incident Report Form must
be completed on the shift that the accident or incident occurred;

Employees witnessing an accident or incident involving a resident, employee, or visitor, must
report such occurrence to his or her immediate supervisor as soon as practical. Do not leave an
accident victim unattended unless it is absolutely necessary to summon assistance; and

The Wellness Director must be informed of all accidents or incidents.

Assisting Incident/Accident Victim
Should you witness an accident, or find it necessary to aid an accident victim, the following steps are

to be initiated where appropriate:

oS o0 owm »

Render immediate assistance. Do not move the victim until he/she has been examined for
possible injuries;
If possible, move the injured to the a private area, or, if it is a resident in his/her room, move the

resident to his or her bed; and
If assistance is needed, summon help. If you cannot leave the victim, ask someone to call for

help.
If deemed necessary, call 9-1-1.

Investigation and Follow up
A. The Administrator or Wellness Director will follow up with any investigation needing to oceur to

B.

enable completion of the incident report.
Should the incident/accident meet the requirements of reporting to the State Department of

Health, the Administrator or Wellness Director will follow regulations.
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SURGERY CENTER OF RENO

Section Appendix Medication Management
Policy: Medication Management
Subject: Adverse Drug Reaction
Effective Date: 2-06 Review / Revision: 2-07, 2-08, 4-09, 3-10, 3-11, 3-12,
3-13, 3-14, 3-15, 3-16, 3-17, 3-18, 3-19, 3-20
Page 1 of 1
POLICY:
All suspected adverse reactions to medications will be reported to the physician responsible for
the patient and Clinical Managers. The Consulting Pharmacist and the QI Committee will also
be notified of the occurrence.
Definition:
Adverse drug reaction (abbreviated ADR) is a term to describe the unwanted, negative
consequences associated with the use of medication(s). ADR is a subset of an adverse incident.
PROCEDURE:
A. The licensed nurse will verify with the patient any allergies in the PreOp, OR, and PACU
area and will document no known allergies (NKA). In the PACU area, the
licensed nurse may need to reference the patient’s chart for status of allergies.

B. The nurse will notify the responsible or attending physician immediately of any suspected
adverse drug reaction(s), and document the event in the patient’s medical record, including
but not limited to the signs and symptoms of the reaction. The responsible or attending
physician(s) will treat the patient accordingly, to control and/or manage the signs
and symptoms of the ADR.

C. The nurse will notify the Clinical Manager and submit a completed incident report and an
Adverse Drug Reaction Report. The Clinical Manager will complete the FDA Med Form
and forward it to the appropriate agency and complete any other process as required by other
external regulatory agencies. See Adverse Drug Reaction Report following this policy.

D. The Clinical Manager will conduct a thorough investigation and analysis of the adverse drug
reaction by auditing the chart, interviewing staff members caring for the patient in regards
to medications, and consulting with the attending physician and Consulting pharmacist.

E. The Clinical Manager will submit the incident report and the results of the investigation and
analysis with potential improvements in processes or systems that would tend to decrease the
likelihood of such incidents in the future, or determine that no such improvement
opportunities exist to the QI Committee and to the GB.

Who Should Know This Policy

XAl licensed Nurses [X]Clinical Managers X]Medical Director DX Administrator
X] Contracted Pharmacist

The following positions are responsible for the accuracy of the information contained in
this document:

X|Governing Board [X]Administrator D<[Medical Director X]Clinical Managers

X Contracted Pharmacist Director of Nursing
REFERENCE: Appendix: Medication Management: Adverse (drug) reactions — Medicare standard 416.48 (a) (1)



SURGERY CENTER OF RENO

Section Appendix Medication Management

Policy: Medication Management Plan

Subject: Medication Management Plan

Effective Date: 2-06 Review / Revision: 2-07, 2-08, 4-09, 3-10, 3-11, 3-12, 3-13,

3-14, 3-15, 3-16, 3-17, 3-18, 3-19, 3-20
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POLICY:

The SCOR has a Medication Management Plan to promote patient safety, implement the federal

and state regulations for medication procurement, distribution, prescribing, administering,

storage of medications, and documentation. The SCOR has an agreement with a licensed
registered pharmacist for his/her consulting services.

PROCEDURE:

A. The Consulting pharmacist will perform and include but not limited to the following:

1. Monthly audit visits to include medications use and documentation, narcotic audit fallouts
with chart audit, record tracking of all medication transactions so receipt and disposition of
any drug may be readily traced, inspection of medication as noted on inspection
form, outdated medication, inventory and all matters pertaining to the use of drugs.
in SCOR. These visits must be documented.

2. Monthly evaluation of the effectiveness of the Plan from audits.

Biennial (every two years) inventory audit of DEA controlled substances.

4. Help establish and review policies and procedures which are consistent with the federal and
State policies and procedures for storage and dispensing of drugs to patients in SCOR and
for the destruction of expired or contaminated drugs at SCOR.

5. Monitor completeness of annual competencies on IVCS with verification of aseptic
technique, on Malignant Hyperthermia, and other pertinent drug topics.

6. At minimum, annually reviews the drug formulary of SCOR.

7. Present and assist with the development and implementation of patient safety activities such
National Patient Safety Goals for Medication Management.

8. Assist to secure medication resources as needed and recommends needed reference
sources.

B. The MEC and GB will identify in writing the Medication Management Nurse. The
Medication Management Nurse is responsible for the control of dangerous drugs and
controlled substances in the absence of a full time pharmacist at SCOR. The Medication
Management Nurse is also responsible to report to the MEC and GB any recommendations or
needed implementation the pharmacist makes in relation to the results of audits or the
standards of safety for any matter pertaining to the use of drugs.

C. The licensed nursing staff will abide by SCOR policies and procedure for the
safe management of medications and report any adverse reaction(s) a patient experiences.

(8]

Who Should Know This Policy

XAl Licensed Nurses  X|Clinical Managers XMedical Director
X]Administrator X]Contracted Pharmacist

The following positions are responsible for the accuracy of the information contained in

this document:
XGoverning Board [X]Administrator [X]Medical Director [X|Clinical Managers

X]Contracted Pharmacist[X] Director of Nursing
REFERENCE: Appendix: Medication Management: Medication Management Plan



SURGERY CENTER OF RENO

Section: Appendix OSHA

Policy: Bloodborne Pathogens Standard, 29 CRF 1910.1030 (g)(2),

Subject: Bloodborne Pathogens Exposure Plan, Attachment A: Methods of

Compliance

Effective Date: 2-06 Review / Revision: 2-07, 2-08, 2-09, 3-10, 3-11, 3-12, 3-13,
3-14, 3-15, 3-16, 3-17, 3-18, 8-18, 3-19,
3-20
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Attachment A
Methods of Compliance
A. Universal Blood and Body Fluid Precautions:
1. Blood and body fluid precautions will be used by all employees who come in
contact with human blood, body fluids or OPIM. OSHA’s definition of body fluid is
limited to blood, semen, vaginal secretions, breast milk, cerebrospinal, amniotic,
pleural, pericardial, synovial, or other fluids that contain visible blood. Recognizing
that blood is not always visible in body fluids, or until and exposure has occurred,
universal precautions must be used with all blood and body fluids, regardless of the
perceived status of the source individual. Health care workers in SCOR will consider
all human blood and body fluids as potentially infectious and must use appropriate
protective measures to prevent possible exposures.
OSHA mandates that universal blood and body fluid precautions be implemented as
part of an exposure control plan (29CFR1910.1030). The Nevada Administrative
Code (NAC441A.025) mandates compliance with universal precautions in the
healthcare setting as of 1/24/92. The Infection Control Committee, Safety
Committee, and the Governing Board have approved the implementation of universal

precautions.

B. Engineering and Work Practice Controls:

When possible, engineering and work practice controls will be used to eliminate or
decrease employee exposures to Bloodborne pathogens. Where occupational exposure
remains after institution of these controls, personal protective equipment will also be
used. Examples of these engineering controls at the SCOR are use of Sharps
containers, self-sheathing needles, and safer medical devices such as sharps with
engineered sharps injury protections. These devices will be used as a first line of
defense against bloodborne pathogens exposure.

The SCOR will participate in the evaluation of safety engineered sharp/medical
devices. The Director/Clinical Manager and Administrator will coordinate the
evaluation, consideration, and implementation of these safety engineered devices.
These devices will be updated as necessary to reflect changes in technology that
eliminate or reduce exposure to bloodborne pathogens.

Documentation of consideration and implementation of appropriate and effective
safer medical devices will be maintained by SCOR.

Interactive training will be provide whenever new engineering and work practice
controls are introduced into the work area.

Employees are responsible for direct patient care will participate in the evaluation
and selection of safer devices.
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Section: Appendix OSHA
Policy: Bloodborne Pathogens Standard, 29 CRF 1910.1030 (g)(2),
Subject: Bloodborne Pathogens Exposure Plan, Attachment A: Methods of

Compliance ~

Effective Date: 2-06 Review / Revision: 2-07, 2-08, 2-09, 3-10, 3-11, 3-12, 3-13,
3-14, 3-15, 3-16, 3-17, 3-18, 8-18, 3-19,
3-20
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1. Needle-stick/puncture precautions:

a. All employees must take precautions to prevent injuries when using needles,
scalpels, scissors, and other sharp instruments/devices during procedures, when
cleaning instruments, during disposal of used needles and sharps, and when
handling sharp instruments after procedure.

b. Needles must not be recapped, sheared, bent, broken, or removed from
disposable syringes, or manipulated by hand. EXCEPTION: If the procedure
requires that the contaminated needle be recapped for procedures or treatments
where the reuse of needle on the same patient occurs. If such action is required,
then the recapping or removal of the needle must be by the one-handed
technique or a mechanical device.

c. Broken or contaminated glassware must be cleaned up with mechanical devices,
i.e.: brushes, dust pans, or forceps.

d. All disposable syringes, needles, scalpel blades, scissors, slides, and other
sharps items are to be place in puncture resistant containers for disposal.

e. Puncture resistant sharps/needle disposal containers are to be leak-proof and are
to be located as close as practical to areas where they are used.

f.  All puncture resistant/needle disposal containers are to be replaced when they
are 3/4™ full.

2. Handwashing:

a. Hands and other skin surfaces must be washed as soon as possible if they
become contaminated with blood or body fluids, after gloves or other PPE are
removed, and when leaving the work area. The SCOR provides hand-washing
facilities to the employees who incur exposure to blood or other potentially
infectious materials. These facilities are readily accessible throughout the
surgical center and located at the nursing station, the scrub sinks in the surgery
corridor, the sterilization area, the clean/decontamination rooms, the employees’
lounge, and the employees changing areas and bathroom facilities, and the
patient’s bathrooms. If a malfunction occurs with the hand washing facilities,
the SCOR provides an appropriate antiseptic hand cleanser that doesn’t require
rinsing with water. The cleanser may be used in conjunction with clean cloth or
paper towels. When antiseptic hand cleansers are used, hands will be washed
with soap and running water as soon as feasible. The alcohol based cleansers are
located at multiple sites throughout the facility.

b. The Director/ Clinical Manager and/or Administrator is responsible to ensure
that these hand cleansers are available and appropriately mounted.
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Section: Appendix OSHA

Policy: Bloodborne Pathogens Standard, 29 CRF 1910.1030 (g)(2),

Subject: Bloodborne Pathogens Exposure Plan, Attachment A: Methods of

Compliance
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c. If employees incur exposure of their skin or mucous membranes to blood or
other potentially infectious materials, those areas shall be washed or flushed
with water as appropriate, as soon as feasible following contact.

3. Work Practice Controls:
a. In work areas where there is a reasonable likelihood of exposure to blood or
other potentially infectious materials or where body fluid specimens are handled,
employees are not to eat, drink, smoke, apply cosmetics or lip balm, or handle
contact lenses
b. Food and drink will not be stored in refrigerators, freezers, shelves, cabinets, or
on countertops or bench tops where blood or other potentially infectious materials
are present
c. All procedures involving blood or other potentially infectious materials will be
performed in such a manner as to minimize splashing, spraying, spattering, and
generation of droplets of these substances.
d. Mouth pipetting/suctioning of blood or other potentially infectious materials is
prohibited.
e. Specimens of blood or other potentially infectious materials will be placed in a
container, which prevents leakage during collection, handling, processing,
storage, transport, or shipping. The container used for this purpose will be labeled
or color-coded in accordance with the requirements of the OSHA standard. The
SCOR does not have any specimens that could puncture a primary container. If
the outside of the specimen container becomes contaminated, the container will be
placed within a secondary container which prevents leakage during the handling,
processing, storage, transport, or shipping of the specimen. Requisition slips will
be attached to the outside of the secondary container.
f. The surgeon and the assisting scrub technician use extreme caution when
passing sharps between each other. In certain surgical procedures, the surgeon
may or may not operate under the use of a microscope and is unable to look away
to obtain instruments, including sharps, from the scrub technician. Thus, the
passing of sharps in a covered state or in a holding container is unsafe in these
specific situations. The sharps will be passed to the surgeon by the scrub
technician, who will hold the handle of the sharps with the sharp edge pointed
down and under his/her hand and never toward the surgeon. The position of the
scrub technician’s hand will be in the pronated position as the sharp is placed into
the surgeon’s hand. The scrub technician will then release the sharp after the
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Compliance ,
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surgeon obtains the sharp and remove his/her hand down and away from the
sharp. The surgeon will pass the sharp back to the scrub technician in the same

fashion or may lay the sharps down and verbally communicate “sharp down,
blade down, etc.” to inform the scrub technician of the location of the sharp.

g. When moving containers of contaminated sharps from the area of use, the
containers will be: closed immediately prior to removal or replacement to prevent
spillage or protrusion of contents during handling, storage, transport.

h. Containers that have decontaminated items need not be labeled or color-coded.

4. Laundry:
a. Soiled linens or reusable protective clothing must be handled as little as
possible.

b. All used laundry will be considered potentially infectious and will be placed in
standard laundry bags. Linens soaked with blood or body fluids must be double
bagged. PPE will be worn in order to prevent/reduce contact to blood or OPIM.

c. The SCOR has a contract with a company for linen and laundry service that also
practices Universal Precautions. SCOR staff will place contaminated laundry in
labeled red bags to communicate the contents of the bags to the laundry service.

. Environmental Controls:
General housekeeping - SCOR will ensure that the SCOR worksite is

maintained in a clean and sanitary condition. Work surfaces are to be
decontaminated with an appropriate disinfectant after completion of procedures
or as soon as possible when contamination with blood or body fluids and at the
end of the day.

b. Blood or body fluid spills must be decontaminated as soon as possible. Spills
should be soaked up with an absorbent material and disinfected with an EPA
approved tuberculosidal or microbacterial viral disinfectant. Broken glassware,
which may be contaminated, must not be picked up directly with hands. Tools
used for cleanup must be decontaminated or disposed. All broken equipment
capable of inflicting peructaneous injury must be disposed of in appropriate
sharps container.

&
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c. Protective coverings used to cover surfaces must be removed s soon as possible
when contaminated with blood or body fluids and either appropriately
decontaminated or disposed.

d. Contaminated disposable items (disposable gloves, gauze, dressings, etc.)
should be placed in a sturdy, leak-proof plastic containers or bags and closed
tightly for transport.

e. Blood or body fluids in pleuravacs, blood bags, suction liners, materials
dripping or saturated with blood, etc., are regulated waste and must be
terminally placed in biohazard boxes.

f. Contaminated, reusable equipment must be decontaminated with an EPA
approved tuberculosidal or microbacterial viral disinfectant.

g. Biohazard signs must be placed on containers of regulated medical waste,
containing blood or OPIM and other containers used to store or transport
contaminated materials.

h. Contaminated Equipment to be serviced: Unless SCOR demonstrates
decontamination of the equipment or portions of the equipment is not feasible,
equipment which may become contaminated with blood or other potentially
infectious materials will be examined prior to servicing or shipping and a
readily observable tag or label will be attached to the equipment stating which
portions remain contaminated. SCOR will ensure that this information is
conveyed to all affected employees, the servicing representative, and/or the
manufacturer, as appropriate, and prior to handling, servicing, or shipping so
that appropriate precautions will be taken.

i.  All buckets, bins, cans, and similar receptacles intended for reuse which have a
reasonable likelihood for becoming contaminated with blood or other
potentially infectious materials will be inspected and decontaminated on a
weekly basis and cleaned and décontaminated immediately as soon as feasible
upon visible contamination.

6. Personal Protective Equipment (PPE):
a. Employees must use appropriate PPE and precautions to prevent skin
and mucous membrane contact with any blood or any body fluid.
b. Training will be provided to each employee as to the appropriate
selection, location, use, and disposal of PPE during their clinical

orientation.
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C.

d.

The type of PPE available to employees are as follows: Gloves, gowns,
masks, goggle, eye shields, foot protection, head protection.
Each employee is instructed to critically review their work
responsibilities to make informed decisions or recommendations
regarding appropriate use of PPE.
e. When there is an occupational exposure, the SCOR will provide,
at no cost to the employee, appropriate personal protective equipment.
Personal protective equipment will be chosen based on the anticipated
exposure to blood or other potentially infectious material. Personal
protective equipment will be considered “appropriate” only if it does not
permit blood or other potentially infectious materials to pass through to
or reach the employee’s surgical attire, undergarments, skin, eyes, mouth,
or other mucous membranes under normal conditions of use and for the
duration of time that the protective equipment is used. The SCOR will
ensure that appropriate PPE in the appropriate sizes are readily accessible
at the SCOR in the respective changing areas for employees, at the nursing
and patient care areas, and in the surgical suites.
Gloves: Gloves will be worn when it can be reasonably anticipated that
the employee may have hand contact with blood, body fluids, or OPIM,
mucous membranes, non-intact skin, when performing vascular access
procedures, when the employee has cuts, scratches, or other breaks in his
or her skin, and when handling or touching contaminated items or
surfaces. Wash hands immediately after removing gloves. Never wash
or decontaminate disposable gloves for reuse. Replace gloves if torn,
punctured, contaminated, or their ability to function as their barriers are
compromised.
2. Masks, Eye Protection, and Face Shields. Masks in combination
with eye protection devices, such as goggles or glasses with solid side
shields, or chin-length face shields, will be worn whenever splashes,
spray, spatter, or droplets of blood or other potentially infectious
materials may be generated and eye, nose, or mouth contamination can
be reasonable anticipated.
3. Gowns, Aprons, or Other Protective Body Clothing. Appropriate
protective clothing such as, but not limited to, gowns, aprons, clinic

jackets, or similar outer garments will be worn in occupational exposure

situations. The type and characteristics will depend upon the task and
degree of exposure anticipated.
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4. Surgical caps or hood and/or shoe covers will be worn in instances
when gross contamination with blood or body fluids can reasonable be
anticipated.
f. Resuscitation bags or other ventilation devices should be available in areas
where resuscitation is anticipated.
g. Alternative gloves/PPE will be provided to employees who are sensitive or
allergic to the gloves normally provided.
h. All non-disposable PPE will be maintained, cleaned, and disposed of by
SCOR.
i. Utility gloves will be decontaminated for re-use if the integrity of the glove is
not compromised. However, the gloves must be discarded if they are cracked,
peeling, torn, punctured, or exhibits other signs of deterioration or when their
ability to function as a barrier is compromise.
j. When personal protective equipment is removed, it will be placed in an
appropriately designated area or container for storage, washing,
decontamination or disposal.
k. All personal protective equipment will be removed prior to leaving the work
area.
7. Hepatitis B Vaccination:
Employees with occupational exposures to blood or OPIM must be offered and
encouraged to participate in the Hepatitis B vaccination program. This is
offered at no cost to the employee designated to have a potential risk of
exposure to blood or OPIM.

8. Post Exposure Evaluations:
All blood or body fluid exposures must be reported immediately to the
Administrator or clinical supervisor.
I. Post Exposure Evaluation Procedures:
A. First aid. Clean/rinse exposed area.
B. Report incident to supervisor.
C. Supervisor to ask source patient to be tested.
D. Employee to be evaluated and or treated within 2 hour window as
recommended by CDC, or as soon as possible by the designated workman
compensation health care provider.
E. Post exposure prophylaxis (PEP) will be addressed at the designated health
care provider, which the employee is referred to.
F. Evaluations by the designated health care provider at date of injury, 6, 12, 24
weeks or as ordered by the health care provider..
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G. The employee will complete related sections of the SCOR’s occurrence report
and Exposure to blood and body fluid report. The Safety Officer and the
Administrator will review and finalize these reports. The report, when completed,
will become a confidential health file of the employee, as well as the Annual
OSHA 300 Log, and satisfy federal OSHA reporting requirements.
2. Workers compensation steps:
a) Depending on severity of injury:
i) Provide access to care/transportation to hospital or clinic

b) Take a statement from the injured worker and any witnesses
¢) Provide injured worker with information on carrier

i) The Workers® Compensation Poster should be posted in your break or locker room,

along with information on your local Workers’ Compensation clinic.

Party handling workers’ ZURICH CLAIMS SERVICES
compensation claims
Business Address P.O. Box 49547
Colorado Springs, CO 80949-9537
Business Phone 800-987-3373
Effective Date 11/17/2018
Termination Date 11/17/2019
Policy Number WC 005473353-07
Employer’s FEIN 770615561

d) Contact MedHQ to file First Report of Injury

¢) In case of needle sticks — follow the steps above and your own site safety instructions
on Bloodborne Pathogens. Employee expenses are covered by Workers” Compensation
and patient expenses for any testing are the responsibility of the ASC.

Who Should Know This Policy
DAl Employees [X]Clinical Managers [X]Administrator D<Medical Director

The following positions are responsible for the accuracy of the information

contained in this document:
XGoverning Board [X]Administrator X]Medical Director X|Clinical Managers

REFERENCE: Appendix: OSHA, Attachment A, BBPE Control Plan
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Date: Employee Signature:

The above signature verifies review of the OSHA compliance and bloodborne
pathogen program policy and associated regulations and that any questions have
been answered by SCOR Administration to the satisfaction of the employee.
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Policy:
SCOR abides by OSHA’s Bloodborne Pathogen Regulations, which include the Exposure

-Control Plan. The following includes, but is not limited to, tasks and procedures that are
performed at SCOR. The SCOR continuously strives to provide a safe work environment for its
employees. ‘

Purpose:
To inform staff members regarding the needed personal protective equipment (PPE) for tasks

and procedures performed in SCOR.

To practice the control measures as expounded in the BBPE Control Plan to protect employees
from exposure to potentially infectious materials.

To provide a safe work environment for the staff members of SCOR.

Task/Procedure Hand Gloves | Gown Mask Eye Face Comments
. Protection Protection
washing

Bedpan, Urinal Emptying X X

Changing visibly soiled or

contaminated linen/sheet/uniform % % -

Circulating in the O.R. X X o *H*

Cleaning patient with incontinence

of urine or feces % x .

Cleaning .equipment X X *X *If required by
manufacturer of
cleaning solutio
being used

Cleaning up spills of blood/

body substance X X o *H *H ok

Cleaning surgical instruments X X ** ** *F

Collecting specimen X X o o o

Direct contact with blood/body

substance X % s . .

Dressing Change X X XN A If infection

' suspected.

Handling, Infectious or Possibly X X o

Infectious Material
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Starting/Discontinuing LV, |

Intubation, Assisting with
Endotrachial/Nasal x X %

%

Suctioning, Endotracheal/Nasal/Oral X X o i
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Attachment C
Determination of Employee’s Exposure Category

The BBPE Control Plan of SCOR requires that each employee receives a
determination of exposure according to his/her responsibilities. The SCOR will
use the categories of exposure as stated by OSHA as follows: The most
appropriate category with the highest possibility of exposure has been determined
for you and has been checked as follows:

Category I: Job position, responsibilities, and tasks required of the
employee to perform as a condition of employment involve exposure to blood,
body fluids or tissues. All procedures or other job related tasks that involve
an inherent potential for mucous membrane or skin contact with blood, body
fluids or tissues, or a potential for spills or splashes of blood, body fluids or
tissues are Category I tasks. The employee is required to use appropriate
protective measures according to the task being performed. Category I
includes licensed nurses (to include PreOp, Circulating, PACU,) and scrub
techs, and central core employees.

Category II: Job position, responsibilities, and tasks required of the
employee to perform, as a condition of employment does not involve exposure
to blood, body fluids or tissues. However, unplanned Exposure Category I
tasks, which involve exposure to blood, body fluids or tissues, may be
performed. When this occurs, the employee is required to use appropriate
protective measures according to the task being performed. Licensed
radiologic technicians may be in this category.

[ |Category III: Job position, responsibilities, and tasks required of the
employee to perform as a condition of employment do not involve exposure to
blood, body fluids or tissue. Category III includes administrative employees:
surgery scheduler, front office, medical records, and the Administrator. When
performing administrative responsibilities and not delivering direct patient
care, the supervisors of the clinical areas and Administrator are in this
category.
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I understand the category and the associated responsibilities as stated above. 1
agree to practice these responsibilities as part of my job description.

Name of employee (Print), Job Title Date

Signature of employee Date

Date
Signature of Director, Clinical Manager or Administrator
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Exposure to Blood/Body Fluids

Employee:
Name, Last: First: Middle:
Gender:O F O M 0O Other Date of Birth: / /

Work Location:

If occupation is physician, indicate clinical
‘ specialty:
Section | — General Exposure Information

Occupation:

1. Date of exposure: / /

2. Number of hours on duty: 3. Time of exposure: O AM O PM

6. Location where exposure occurred: 5. Is exposed person a temp/agency employee? 00 Y OO N

7. Type of exposure: (Check all that apply)
0O 7a. Percutaneous: Did exposure involve a clean, unused needle or sharp object?

OY O N (If No, complete Q8, Q9, Section 1l and Section V-XI)
0O 7b. Mucous membrane (Complete Q8, Q9, Section Il and Section V-XI)
O 7c. Skin: Was skiniintact? O Y O N OUnknown  (If No, complete Q8, Q9, Section Il & Section V-

X1
O 7d. Bite (Complete Q8 and Section IV-XI)

8. Type of fluid/tissue involved in exposure: (Check one)
O Blood/blood products
O Solutions (IV fluid, irrigation, etc.): (Check one)
O Visibly bloody
O Not visibly bloody

O Body fluids: (Check one)

1 Visibly bloody

O Tissue O Not visibly bloody
O Other (specify): ‘
0O Unknown If body fluid, indicate one body fluid type:
O Amniotic O Saliva
9. Body site of exposure: (Check al! that apply) O CSF O Sputum
O Hand/finger O Pericardial Tears
1 Eye O Peritoneal [0 Urine
O Arm O Foot O Pleural O Feces/stool
O Leg 0O Mouth 0O Semen O Other (Specify):
O Nose O Synovial
| o other (specify): O Vaginal fluid




2. Depth of the injury: (Check one)

O Device (select one)

Hollow-bore needle

O Arterial blood collection device

O Hypodermic needle, attached to
syringe

O IV catheter — central line

1 Prefilled cartridge syringe

(0 Hemodialysis needle

0 Winged-steel (Butterfly ™ type)
needle

Suture needle

O Suture needle

Other solid sharps
O Bone cutter

01 Elevator

O File

O Pin

O Rod (orthopedic)
O Scissors

O Wire

Glass
[0 Capillary tube
J Pipette

Plastic
O Capillary tube

Non-sharp safety device
O Blood culture adapter
O Other known device (specify):

O Superficial, surface scratch
O Moderate, penetrated skin

0O 0O 0o Qg

Ooo0oooao

1. Was the needle or sharp object visibly contaminated with blood prior to exposure? O Y O N

O Deep puncture or wound
O Unknown

3. What needle or sharp object caused the injury {(Check one)
[0 Non-device sharp object (specify):

O Unknown sharp object

Biopsy needle

Hypodermic needle, attached to IV
tubing

IV catheter — peripheral line

IV stylet

Dental aspirating syringe w/ needle

Hollow-bore needle, type unknown

Bur

Explorer
Lancet

Razor
Scaler/curette
Tenaculum

Blood collection tube
Slide

Blood collection tube

Catheter securement device

4. Manufacturer and Model:

[0 Bone marrow needle
O Unattached hypodermic needle

O Huber needle
O Spinal or epidural needle
O Vacuum tube holder/needle

J Other hollow-bore needle

O Electrocautery device
O Extraction forceps

O Microtome blade

O Retractor

O Scalpel blade

O Trocar

0 Medication ampule/vial/bottle
[0 Specimen/test/vacuum tube

O Specimen/test/vacuum tube

O IV delivery system
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5. Did the needle or other sharp object involved in the injury have a safety feature? OY ON

5a. If Yes, indicate type of safety feature: (Check one) If No, skip to Q6.

O Bluntable needle, sharp

O Hinged guard/shield

O Retractable needle/sharp
O Sliding/gliding guard/shield

O Needle/sharp ejector
O Mylar wrapping/plastic
O Other safety feature (specify):

O Unknown safety mechanism

5b. If the device had a safety feature, when did the injury occur? (Check one)

[} Before activation of the safety feature was
appropriate

[0 During activation of the safety feature

0 Safety feature improperly activated

6. When did the injury occur? (Check one)
[ Before use of the item
O During use of the item
00 After use of the item before disposal

[0 Safety feature failed, after activation

[0 Safety feature not activated
O Other (specify):

O During or after disposal
O Unknown

7. For what purpose or activity was the sharp device being used? (Check one)

Obtaining a blood specimen percutaneously
0 Performing phlebotomy
O Performing arterial puncture

Giving a percutaneous injection
O Giving an IM injection
0O Giving a SC injection
Performiing a line related procedure
0 Inserting or withdrawing a catheter

O Obtaining a blood sample from a central or

peripheral LV. line or port A
Performing surgery/autopsy/other invasive procedure

0 Suturing

0 Incising
Performing a dental procedure

{0 Hygiene (prophylaxis)
[0 Restoration (amalgam composite, crown)
OO0 Root canal

[1 Periodontal surgery
Handling a specimen
00 Transferring BBF into a specimen container
Other
L O Other diagnostic procedure (e.g., thoracentesis)

O Other (specify):

O Performing a fingerstick
0 Other blood-sampling procedure
(specify).

O Placing a skin test (e.g., tuberculin, allergy, etc.)

O Injecting into a line or port
[0 Connecting an V. line

O Palpating/exploring
O Specify procedure:

O Oral surgery
O Simple extraction
O Surgical extraction

O Processing specimen

O Unknown
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8. What was the activity at the time of injury? (Check one)
O Cleaning room
O Decontamination/processing used equipment
O Handling equipment
0 Performing procedure
O Recapping

O Other (specify):

0O Collecting/transporting waste

O Disassembling device/equipment

O Opening/breaking glass container (e.g., ampule)
O Placing sharp in container

O Transferring/passing/receiving device

9. Who was holding the device at the time the injury occurred? (Check one)

O Exposed person

O Co-worker/other person

O No one, the sharp was an uncontrolled sharp in the environment

10. What happened when the injury occurred? (Check one)
O Patient moved and jarred device
O Device slipped
O Device rebounded
O Sharp was being recapped

O Collided with co-worker or other person

O Contact with overfilled/punctured sharps container
O Improperly disposed sharp

[0 Other (specify).

0 Unknown
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O Small (<1 tsp or 5cc)
O Moderate (>1 tsp and up to ¥ cup, or 6-50 cc)

2. Activity/event when exposure occurred: (Check one)

[0 Airway manipulation (e.g., suctioning airway,
inducing sputum)

J Bleeding vessel

0 Changing dressing/wound care

O Cleaning/transporting contaminated equipment

[0 Endoscopic procedures
J IV or arterial line insertion/removal/manipulation

(1 Irrigation procedures

0 Manipulating blood tube/bottle/specimen
container

O Face shield
O Gloves

O Goggles -
0 Gown

Section IV - Bite .
1. Wound description: (Check one)
1 No spontaneous bleeding

O Spentaneous bleeding

2. Activity/event when exposure occurred: (Check one)
0 During dental procedure
0 During oral examination

O Providing oral hygiene

O Providing non-oral care to patient

Section Il - Mucous Membrane and/or Skin‘, Exposure

Exposure to Blood/Body Fluids

1. Estirnate the amount of blood/body fluid exposure: (Check one)

O Large (> Y4 cup or 50cc)

O Unknown

[0 Patient spit/coughed/vomited

[0 Phlebotomy

[ Surgical procedure (e.g., all surgical procedures
including C-section)

[J Tube placement/removal/manipulation (e.g., chest,
endotracheal, NG, rectal, urine catheter)

O Other (specify):

0 Unknown

3. Barriers used by the worker at the time of exposure: (Check all that apply)

O Mask/respirator
O Other (specify).

0O No barriers

0 Tissue avuised

O Unknown

O Assault by patient
O Other (specify):

0 Unknown
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_Note: Section V-I1X are required When fo/lowmg the rotoco/sfor Exosure Management -

Section V — Source Information

1. Was the source patientknown? 0OY 0ON

2. Was HIV status known at the time of exposure? 0O Y ON

3 Check the test results for the source patient (P=positive, N=negative, |=indeterminate, U=unknown, R=refused, NT=not tested)
HepatitisB P N | u R NT
HBsAg -
HBeAg
Total anti-HBc
Anti-HBs
Hepatitis C
Anti-HCV EIA
Anti-HCV supplemental
PCR-HCV RNA

EIA, ELISA
Rapid HIV
Conflrmatory test
' Sect;on VI- For HIV infected Source
1. Stage of dlsease. (Check one)

0 End-stage AIDS O Other symptomatic HIV, not AIDS
"0 AIDS O HIV infection, no symptoms
0 Acute HIV illness O Unknown

2. Is the source patient taking anti-retroviral drugs? OY ON OU

2a. If yes, indicate drug(s):

3. Most recent CD4 count; mm3 Date: / (molyr)

4. Viral load: copies/ml undetectable Date: / (molyr)

Section VII - Initial Care Given to Hﬁealthcare Worker
1. HIV postexposure prophylaxis:

Offered? OY ON OU Taken: OY ON OU (If Yes, complete PEP form)
2. HBIG given? oY ON OU Date administered: / /
3. Hepatitis Bvaccinegiven: OY ON OU Date 1% dose administered: / /

4. Is the HCW pregnant? oY N OU

4a. Ifyes, whichtrimester? O 1 02 O3 OU
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Sectmn VHI - Baselme Lab Testmg

Was baseline testing performed onthe HCW? O Y ON O U If Yes, indicate results

Test Date Result Test Date Result

HIV EIA | PINJ | RJALT UL
HIV Confirmatory 1 | P|NJ|]I1}{R|Amylase L
Hepatitis C anti-HCV-EIA /1PN I |R/|Bloodglucose | mmollL
Hepatitis C anti-HCV-supp | _/_ /| P | N | I | R | Hematocrit %
Hepatits CPRCHCVRNA | _ /_/ | P IN| I Hemoglobin i gmiL
Hepatitis B HBs Ag I P|INJ|I Platelets ] x10%L
Hepatitis B IgM anti-HBc /PN BloodcellsinUrine | _/ /[ | #mm®
Hepatitis B Total anti-HBc /PN WBC ] x10%L
Hepatitis B Anti-HBs 1 ____mlU/mL | Creatinine A pmollL
Result Codes: P=Positive, N=Negative, [=Indeterminate, R=Refused | Other: _

Section IX - Follow-up . .
1. Is it recommended that the HCW return for follow-up of this exposure’? oy ON
1a. If Yes, will follow-up be performed at this facility? O Y O N

Section X — Narrative
In the worker's words, how did the mjury occur’?

Section XI - Prevention ~
In the worker's words, What could have prevented the |nJury’?

Custom Fields

Comments
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Attachment F
INFORMED CONSENT FOR HEPATITIS B VACCINE

I understand the benefits and risks of the vaccination. I understand that vaccination is not
mandatory but highly recommended. 1 understand that the vaccine should not be given to
anyone that is immunocompromised, allergic to yeast or any of component of the vaccine,
pregnant or nursing mothers unless clearly necessary. Relative contraindications include any
serous active infection, severely compromised cardiopulmonary function, or any person to whom
a febrile or systemic reaction could cause a serious health risk. I certify that to the best of my
knowledge I do not have any of the above listed conditions, have been informed of the potential
risks and benefits of the Hepatitis vaccination, and request to receive the vaccination.

I understand that T must have three doses of the vaccine over the next 6 months to confer
immunity. I know that there is no absolute guarantee that I will become immune or that I will not

have adverse reaction from the vaccine.

I REQUEST THAT THE HEPATITIS B VACCINE BE GIVEN TO ME:

Signature of Employee Date

Department Witness
Date Site Lot Exp Given By:

13 Dose

2" Dose

3" Dose

*SITE: #1 = left deltoid #2 right deltoid

#1 Signature of employee:

#2 Signature of employee:

#3 Signature of employee:
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DECLINATION

[ Y understand that due to my occupational exposure to blood or OPIM I may be at risk

of acquiring Hepatitis B infection. I have been given the opportunity to be vaccinated with
the Hepatitis B vaccine, at no charge to myself. However, I DECLINE TO RECEIVE THE

HEPATITIS B VACCINE and understand that 1 may be at risk of acquiring the Hepatitis B
Virus, as serious disease. If I change my mind at a later date I will be able to receive the

Hepatitis B vaccine at no charge to me.

[ I decline the Hepatitis B vaccine as I have received the vaccine in the past.
I received the vaccine in (year).

Signature of Employee Date

Witness
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SURGERY CENTER OF RENO

INCIDENT REPORT
CONFIDENTIAL - NOT A PART OF MEDICAL RECORD

PATIENT LABEL

BRIEF DESCRIPTION (Attach additional sheet, if needed)

Patient/Family aware of incident?_ Yes No

A.  LOCATION OF INCIDENT:

Type of Incident (Check only' one that most applies)
B. TFALLS

O Slip/fall O Found on floor

C. MEDICATION VARIANCE
0 Contraindicated [0 Omission of dose
[l Extra doses O Wrong dose
[0 Confirmed adverse drug reaction 0 Wrong drug/IV solution

D. TREATMENT OR PROCEDURE VARIANCE
O Consent/not Documented O Complications following procedure
O Consent/Different procedure O Cancellation - post induction
or site - Delayed- treatment
O Unplanned transfer to hospital
O Not ordered
[0 Omitted
[0 Technique

0 Specimen handling error
[ Surgical count unresolved
[1 Undesired

E. INFECTION SURGERY CENTER
O Infection/Nosocomial confirmed

F. EQUIPMENT/PRODUCT-RELATED INCIDENT
0 Defective O Electrical shock

Oooo

[0 Improper use

Ofther

Wrong patient 0O MD order variance
Wrong route 0 Wrong site

Wrong time

Surgical Count/retained FB
Unscheduled return to OR

JInability-to complete procedure

due to complications

Received unplanned blood/products
Cancellation after admission to pre-op
Other

O Wrong equipment

00 Electrical Problem 0 Equipment unavailable D Malfunction {1 Other
LOT #
EQUIPMENT TYPE: MODEL #:
MANUFACTURER: SERIAL #:

G. MISCELLANEOUS
0O AMA/Elopement
0 Contraband possession
O Exposures/biochazard/chemical

O Fire/thermal
[0 Loss/Theft/damaged property
{0 Patient abuse

H. MEDICAL TREATMENT

0 Patient injury

O Security issues

O Patient /family complaint
0 Struck by object
0 Other,

0O N/A O Offered O Refused O Referred for further TX O ER visit post-op
Physician Name:
O Notified Date: Time:

Address:




1. NATURE OF INJURY SUSTAINED (Check only one that most applies)

[ Abrasion, bruise, contusion 0 Back injury O Skin irritation
0 Aggravation/pre-exist. Cond. [0 Electric shock O Sprain/strain
0O Fracture O Phlebitis O Vascular impairment
O Burn 0 Hemorrhage O Wound disruption
0O Cardiopulmonary arrest O IV infiltration/extravasate O Unable to determine
0 Concussion [I Laceration O None/NA
0 Contagious disease 0 Neurological impairment 0O Other
O Death/at facility O Pulmonary embolism - DVT
{1 Death/ following hospital transfer O Puncture
O Death/ within 72 hours discharge O Respiratory impairment
J. RELATED FACTORS (check all that apply)
O Bowel/bladder problem O Refused orders O Unexpected movement
0 Improper footwear 0O Floor wet/obstructed O NA
O Unable to follow orders [0 Safety device used improperly [0 Other
O Seeking attention 00 Employee did not follow procedure
[0 Vision impaired O Siderails down i
[1 Horseplay/rowdiness 0 Bed position Hi __ Lo __
O Medical/surgical condition O Safety device not ordered
O Visitor assisting patient 00 Call light not in reach
D Language barrier

K SEVERITY LEVEL

O LEVEL1 EVENTISNOT RELATED TO ILLNESS OR INJURY/NO APPARENT INJURY
8] LEVEL2 OCCURRENCE THAT CAUSES TEMPORARY ILLNESS OR INJURY; WHETHER OR NOT
PHYSICIAN INTERVENTIONS REQUIRED
O LEVEL3 INJURY WITH POTENTIAL FOR COMPLICATION/FOLLOW UP REQUIRED BY MD
] LEVEL4 MAJOR INJURY; OCCURRENCE IS POTENTIALLY LIFETHREATENING; IMMEDIATE
PHYSICIAN INTERVENTIONS REQUIRED
] LEVELS5 OCCURRENCE RESULTING IN DEATH WITHIN 72 HOURS
WITNESSES
Name: Name:

EMPLOYEE PREPARING REPORT

Name - Date/Time: Title:

L. HOW COULD THIS EVENT HAVE BEEN PREVENTED?

M. Explanation of Investigation/Follow-up/corrective action taken:

Signature: Title:

N. This section to be completed by Medical Director/Administration

The above incident has been generated. Please review the incident and indicate what action is required.

0 No action at this time O Discussin QT
{1 Physician review 00 Notify Risk Management

00 Instruction/Education Statistics: 0 Infection [ Complication
O Action/Recommendation

Administrator Signature: Date/Time:
Medical Director: Date/Time:
Date/Time:

Governing Board:
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Policy: Quality Management and Improvement

Subject: Incident reports
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POLICY:

The SCOR uses the Occurrence Reports, also referred to Incident reports throughout this
Manual, as a method to record an adverse occurrence, and to relay this information to the
immediate Supervisor, Administrator, or to Risk Management for action as needed. This allows
early intervention and the potential to eliminate, reduce, and manage any subsequent claims or
lawsuit. This policy establishes procedures for reporting and documenting unexpected
occurrences or unusual events on the Occurrence Report.

The definition of an incident includes any clinical or non-clinical occurrence that is not
consistent with the routine care or operation of the organization. Incidents may involve patients,
visitors, employees, and medical or dental staff members.

The definition of an adverse incident includes:

a) An unexpected occurrence during a health care encounter involving patient death or
serious physical or psychological injury or illness, including loss of limb or function, not
related to the natural course of the patient’s illness or underlying condition.

b) Any process variation for which a recurrence carries a significant chance of a serious
adverse outcome.

¢) Events such as actual breaches in medical care, administrative procedures, or other events
resulting in an outcome that is not associated with the standard of care of acceptable risks
associated with the provision of care and service for a patient.

d) All events involving reactions to drugs and materials.

e) Circumstances or events that could have resulted in an adverse event (i.d., near-miss

events)

The Occurrence Report is meant to be used not as a punitive process but rather to improve the
quality of services provided at SCOR:
1. Improve patient, visitor, and employee safety.

2. Identify potential losses and claims.

3. Documents the facts on a timely basis.

4. Provides early intervention if corrective action is needed.

5. Collects data for detecting trends, patterns, and needed system or process changes.

6. Review and identify potential causes of such occurrences and instituting corrective
actions as deemed necessary in order to minimize and/or eliminate the potential for injury
to patients, visitors, and employees.

PROCEDURES:
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A. Responsibility: Occurrence Reporting is the responsibility of all employees, in all areas, in
order to promote patient safety, prevent employee injury, and to improve patient care and staff
performance.

B. Reportable occurrences are contained in the definition of an adverse occurrence. Examples:
include but are not limited to the following:
1. Safety related incidents, where patient, visitor, or staff, such as slips and falls- any time a
person falls to the ground whether it is an assisted (controlled) descent or unexpected
(uncontrolled) event.
2. Diagnosis or treatment, procedure variance, communication related occurrences:
a. Procedure performed without informed consent
b. A procedure was performed other than the procedure that was consented.
¢. Incorrect handling of specimen according to SCOR’s policies and procedures.
d. Surgery/anesthesia related errors of wrong patient, wrong surgery site.
e. Unscheduled return to the OR.
3. Medication variance, drugs and intravenous related incidents:
a. Medication error resulting from wrong drug, wrong dose, wrong patient, wrong route,
or wrong time to ordered medication. This includes “near misses”.
b. If medication is given and patient is documented as having an allergy to that
medication.
4, Equipment/Product Related Incident:
a. Malfunction in equipment or product that causes or has the potential to cause
patient/staff injury.
b. Improper product or equipment procedure (i.e. not following policy for proper
sterilization).
5. Exposures:
a. Stick from contaminated sharps to any employee, patient, or physician.
b. Eye, mouth, other mucous membrane, non-intact skin, or parenteral contact with
blood or other potentially infectious material to any employee, patient, or physician.
A dissatisfied patient or family member.
Infection
Fire or thermal injury
9. Refusal of medical treatment
10. Referral to ER or back to surgeon on post-op call
11. Cancellation on date of service
12. Transfer to higher level of care
13. Miscellaneous: :
a. Incidents involving lost, damaged, or stolen property of visitors, patients, staff, or
SCOR.
b. Any allegation of patient abuse by patient, employee, family, or visitor.

SN
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c. Being struck by an object such as doors, thrown objects, or scraping against another
object.
. Non-compliance of procedure by co-worker, physician, patient, or visitor,
e. Any allegation of discrimination, sexual misconduct, or workplace violence by co-
worker, physician, patient, or visitor.
f.  AMA or elopement
g. Any variant from normal patient care or business operations.

C. Elements of Occurrence Report:
1. Name of person affected.
Date, time, location.
Type of occurrence as listed in the specific headings.
Comments about the occurrence with factual descriptions that may include statements
from the potentially injured or injured person.
MD notified and response if applicable.
List of witness.
Name of employee completing report.
Name of the supervisor receiving the report.
Classification of Priority of action by the supervisor.

B

0 %0 N o

D. Completion of Occurrence Report, Actions to take

1. Notify immediate Supervisor or Administrator of occurrence.

2. Obtain Occurrence Report form from designated area. Accurately document the
facts as soon as possible. If time constraints are present, immediate notification of
occurrence may be verbal with written completed Occurrence Report as the final
approved documentation. The Supervisor will receive the report and submit the report to
the Administrator as soon as possible.
The Administrator will prioritize the occurrence and take immediate actions as necessary.
The Occurrence Report is submitted to the QI Committee for review and
further action as necessary.

4. If the incident involves exposure to hazardous chemicals, utilize the associated SDS for
clean up and use hazardous chemical spill kit.

5. If the incident involves exposure to biohazardous fluids, follow the policy and procedure
for this exposure and use biohazardous fluid clean up kit as needed.

6. Notify MD of occurrence if applicable and note MD’s remarks if any.

7. Document pertinent details regarding patient occurrence/treatment in the patient’s
medical record.
a. Document only the facts of the occurrence and the actions taken if any. Do not make

reference in the patient’s medical record that an Occurrence Report was completed as
the Occurrence Report is not part of the medical record.
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E. Treatment of Occurrence Report:

1. Secure the Occurrence Report in the appropriate folder, separate from the patient’s

medical record.
- 2. Information contained in the Occurrence Report is confidential and distribution will

be on a need-to-know basis. .

3. The Occurrence Report will include the statement, “This form is confidential and is not
a part of the patient’s record. The Report is not subject to subpoena or discovery and not
subject to inspection by the general public.

F. Actions after occurrence take place:

1. Assess the person and provide first aid care needed.

2. Notify the physician, immediate Supervisor or Administrator responsible for Risk
Management activities.

3. Document the clinical assessment, any physician’s orders, and treatment in the patient’s
medical record.

4. Record the comments from person(s) or witnesses involved.

5. Impound any equipment or supplies involved in the event; do not return to manufacturer.
If needed, an independent third party will perform the testing.

6. If a patient or family member reports an occurrence after the date of the occurrence,
document the time of the notification and the reason for the delay.

7. Do not discuss the event with the media or any other outsider.

8. Limit documentation of the response to the occurrence to:
a. Who assisted the person involved in the occurrence.
b. Name of the Supervisor, Administrator, or Risk Management notified.
c. Name, date, and time physician’s notified,
d. Extent of any injury; if applicable, completion of transfer packet if patient transferred

to hospital.
e. Parties included in the disclosure conversation as well as the content of the
conversation.

REFERENCE: AAAHC Standards, Quality Management and Improvement, Section 5.2.

Who Should Know This Policy

[_|Pre-Op Staff D<Al Employees X|Clinical Managers
[ ]Post-Op Staff [ _]JAll Clinical Staff XIMedical Director
[ JPACU Staff [ JAll Business Office Staff X]Administrator

X]Director of Nursing
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The following positions are responsible for the accuracy of the information contained in

this document:

Board of Directors
Administrator
Medical Director
Clinical Managers
X]Director of Nursing



Effective as of:

Quality Improvement Plan

SURGERY CENTER OF RENO, LLC

Approved by the Medical Staff

By: Dated:

Medical Director

Adopted by the Governing Board of Directors

By: Dated:

President of the Board



Surgery Center of Reno
Quality Improvement Plan

Purpose:

This organization provides ongoing monitoring of important aspects of the care provided.
Health care professionals participate in the development and application of the criteria
used to evaluate the care they provide. The Quality Improvement (QI) program addresses
clinical, administrative and cost-of-care issues, as well as actual patient outcomes. Data
related to established criteria are collected in an ongoing manner. Collected data are
periodically evaluated to identify unacceptable or unexpected trends or occurrences that
influence patient outcomes. Information will be gathered, logged and identified on a
quarterly basis by the Quality Improvement Committee. This will include the laboratory
consultant who will review all logs kept (i.e. blood glucose). The radiology safety officer
will monitor the radiation safety issues for the facility including radiation badge levels.
The pharmacy consultant will review all pertinent pharmacy data_including narcotic
review monthly. In addition, the contract service providers may provide appropriate in-
service education for the staff of the facility as requested by the facility.

QI Indicators to be monitored will include:

1) Patient Satisfaction, Employee Satisfaction, Physician Satisfaction
2) Patient Follow-up: a) post op phone calls b) post —op complications
3) Post Operative Occurrences
o4 Medication Use, Pharmacist review, Adverse Reaction Log & Medication

~ Error Log per occurrence reporting system
5) Cancellations on Day of Surgery
6) Medical Record Review
7) Safety
8) Infection Control
9) Credentials
10)  Employee Files
11)  Ancillary Services
12)  Employee Blood Borne Pathogen Exposures
13.)  Patient Complications — Transfers, Returns to Surgery,

Quality Improvement Issues:

In addition to the on-going monitoring of QI indicators, staff and department managers
will be encouraged to develop and assess “Quality Improvement Issues” to ensure
department concerns are addressed and corrected. QI activities are consistent with the
characteristics of the organization’s overall QI program. QI activities will follow the five
steps of “closing the QI loop”.

Routine monitoring will also include:

Emergency Cart / Defibrillator checks

Refrigerator and Fluid warmer temperature checks.

The Quality Improvement Plan, the Peer Review Plan and Processes and the Risk
Management Plan are all integrally inter-related in the overall quality processes of the
ASC. When one process is affected all subsequent processes and plans can be affected
and may require follow-up and/or evaluation of the quality of care provided and the risks

to the facility.




Quality Improvement Annual Review:

The Quality Improvement Plan will be evaluated and/or updated by the organization on at
least an annual basis. The evaluation will be completed by designated personnel,
including but not limited to the Administrator, the QI Nurse, etc. Results of the QI Plan
annual review will be reported to the Governing Body.

Benchmarking:
The surgery center has a process in place to review key indicators in comparison to other

similar organizations, such as other Regent Surgery Centers. The Benchmarking data
collected is analyzed and reviewed to determined areas of patient care that may need to
be addressed to reduce the gaps from benchmarking norms. Both internal and external
benchmarks are evaluated and utilized in QI activities.

Risk Management:
The QI Plan includes a Regent risk management plan, with policies and processes to
maintain an environment designed to protect the life and welfare of our patients, visitors

and employees.

Responsibility:

The Board of Directors has the ultimate responsibility to continually evaluate and if
necessary, improve the quality of care. The Administrator has the responsibility to
implement the Quality Improvement Plan. The Board of Directors and Medical
Executive Committee (MEC) will review and approve the plan. The Quality
Improvement Coordinator will be responsible to oversee the ongoing operations of the
Quality Improvement Plan. Infection Control and Safety Officers will report directly to
Quality Improvement Coordinator. The Quality Improvement Committee will meet at
least quarterly to review the data and make recommendations to the MEC and the Board.

Committee Composition

The professional and administrative staff of the Surgery Center understands, supports and
participates in programs of quality management and improvement, through organized
mechanisms responsible to the governing body. Contracted services provided to the
facility will participate in the quality improvement plan of the facility on an ad hoc basis.
This will include radiology laboratory, environmental and pharmacy services. The
committee will be comprised of key staff, management and a physician appointed by the

Board:

Medical Director:
Administrator:

QI Coordinator

Business Office Manager:
OR Manager:

Clinical Manager:

Ad HOC members:
Pharmacy Consultant:
Laboratory Consultant:
Environmental Consultant:




Housekeeping Services:
Medical Executive Committee:
Radiology Consultant:

Safety Officer:

Infection Control Nurse:

The managers may delegate to their staff in their respective department (i.e. pre-
op/PACU, OR and Business Office) the responsibility to gather information to further the

quality of care at the facility.

Scope of Care:

The facility provides services to all patients who require treatment and procedures on an
ambulatory surgery basis.

Communication:

The QI committee will meet at least quarterly to review, monitor and evaluate all
information gathered. All activities will be documented on the quarterly report. The
committee will summarize all activity and submit a report to the MEC for review. The
MEC will give direction and recommendation for the approved activity and then report
results to the Governing Board. Finding of quality improvement activities are
incorporated into the organization’s educational activities. Information is communicated
through the organization via feedback from the Administrator, QI Coordinator and/or
managers to the staff members at the staff meetings so they can have the opportunity to

participate in the plan.

Assessment will be a continued process to recognize priorities. Appropriate records of
QI activities will be maintained.

Quality Improvement Goals and Objectives of the Quality Management / Quality
Improvement Program focus on the following patient care services and priorities:
e Improving patient health outcomes through the identification and reduction of
medical errors,
e Evaluating high risk, high volume, problem prone areas and the incidence,
prevalence and severity in these areas
e Evaluating high risk, low volume, problem prone areas and the incidence,
prevalence and the severity in these areas
e Trending and implementing strategies and processes that positively affect health
outcomes for patients, staff and the medical staff,
e Evaluating, developing and implementing defined performance measures or
indicators for patient safety and the quality of care provided including medical
necessity and the appropriateness of care provided.

Performance Improvement Activities will consistently track all:
e Adverse patient events,
e Examine the causes,
e Implement improvements approved by leadership, and
e Re-check to ensure that improvements are sustained over time




Quality Improvement Indicators

1. SATISFACTION SURVEYS

a. Patient
b. Employee

c. Physician

Tool:
Patient/Family Satisfaction Questionnaire (CTQ)
CTQ has been contracted to send each patient a patient satisfaction survey
via e-mail or mail. The facility is immediately notified of any negative
surveys or of patients who request to be contacted. When returned, these
surveys are inputted into an analysis report and provided to the Q.I. team
who will review them accordingly and assimilate them into the Patient

Evaluation Summary.

Evaluation Summary of each population

CTQ sends the facility a form summarizing the information received from
the satisfaction surveys and reports. It enables the center to monitor the
percentage of surveys returned and define follow-up actions that may be
necessary in response to patient complaints, employee and physician
concerns.

Percentage Monitored:
100% - all patients

Frequency:
Employee satisfaction survey is done annually
Physician satisfaction survey is done a minimum of annually
Patient satisfaction survey is done on each patient and results are sent each

month

Threshold:
Meet or exceed national benchmark of like facilities

Follow-Up:
Results of the indicator will be presented at the staff meetings, QI
meetings and Board meetings. Cases of noncompliance with this indicator
will be discussed at these meeting and also presented to the Q.I.
Committee so improvements can be made.
Quarterly reports to Regent Administration.

OPPORTUNITIES ENCOUNTERED ON PATIENT FOLLOW-UP

Tool:
Post-Operative Nursing Follow-up Call
All patients will be called by an R.N. within two working days after
surgery. If the patient is unable to be reached, a postcard will be sent by
the third working day. Anytime a patient is referred to their physician for




a post-operative complication an incident report will be given to the
Administrator. Post-op follow up (unable to reach card) will be mailed to
each patient that was unable to be reached for their follow up call.

Post-operative Complication Log

Per incident reports, a summary is filled out with the information received
from the patient follow-up phone calls. It enables the center to monitor the
complications and define actions that may be necessary to improve on
patient care &/or post-op instructions.

Percentage Monitored:

Post-Op Nursing Follow-up Call attempt to contact 100% of patients
within 24 hours, except for Friday patients as the amended Medicare
regulation states. Those with post-op complications will be investigated
through follow-up with patient and physician.

Frequency:

Reported Monthly

Threshold:

100% of the comments will be addressed to the staff for opportunity to
improve or provide surveillance for change.

Follow-Up:

Results of the indicator will be presented at the monthly staff meeting.
Cases of non-compliance with this indicator will be discussed at these
meeting and also presented to the Q.I. Committee so that improvements

can be made.

POST OPERATIVE OCCURRENCES

Tool: Incident Report

A.

Incident report
This form will be completed by the assigned staff in procedures where

there are complications prior to and/or during the surgery that may be
related to anesthesia or surgical intervention patients who have an
extended recovery period or are transferred to a hospital, are also
reviewed. An incident report will be completed for any unanticipated
returns to the OR, and injury/deaths.

Transfers

An incident report will be created to monitor transfers to a hospital. The
person caring for the patient will enter the information on the incident
report. The QI Committee will monitor and review all incident reports.

Percentage Monitored:

1. Incident reports — 100%.
2. Transfer Log — 100%.



Frequency:

1. Incident reports — monthly
2. Transfer Log — monthly

Threshold:
100% of post-op occurrences will be followed as appropriate.

Follow-up:
Results of the indicator will be presented at the quarterly MEC meeting.

Cases of non-compliance with this indicator will be discussed at these
meetings and also presented to the Q.I. Committee so improvements can
be made. The Q.I. Committee will also be made aware of the number of
unanticipated occurrences and respond accordingly.

Reported quarterly to Regent QI indicators by Administrator.

. MEDICATION USE

Tool:

A. Pharmacy Review Documentation
This form will be complete by the Pharmacist on a monthly visit.
Monitoring of the form will be done by the Q.I. team.

B. Narcotic Log
A count will be done on all schedule II, 111, IV, & V narcotics at
the beginning and end of each day the center is open.
Discrepancies will be resolved if possible. If the discrepancy can
not be resolved, an incident report will be completed and submitted
to the Q.I. team for further investigation.

C. Incident Report
All incidents involving medication administration will be
submitted to the Q.I. team for review.

D. Medication Error
All medication incidents will be recorded according to type for
monitoring, education and risk management purposes.

E. Adverse Reaction
All adverse reactions will be recorded with subsequent follow-up.
Pharmacy consultant will be notified with copy of form sent to
consultant.

Percentage Monitored:
100% of all incidents involving the administration of medication will be

reviewed and all schedule I, II1, IV, V narcotics will be accounted for
appropriately.

Frequency:

Pharmacy Review- monthly
Narcotic Log- Twice daily
Incident Report — as needed.
Medication Error — as needed
Adverse Reaction — as needed

SICRoR- S



Threshold:
100% of all schedule 11, III, IV & V narcotics will be documented

appropriately and all incidents involving the administration of medication
will be reviewed and processed accordingly.

Follow-up:
The Q.I. Committee will assimilate all data and report to the Q.1
meetings. The Q.I. Committee will also address and in-service the staff
accordingly and report to MEC and Board of Directors as needed.
Reported quarterly to Regent QI indicators by Administrator.

CANCELLATION ON THE DAY OF SURGERY

Tool:
A. Same Day Cancellation
This will be documented on an incident report and in HST by the staff
member notified of the cancellation. Monitoring and assimilation of the
documentation will be done by the Q.1. committee.

B. Cancellation Log

A summary report with the reason for cancellation is available through
HST and ASC webQI. It enables the Center to monitor the cancellations
and define actions that may be necessary to avoid some of the same day

cancellations.

Percentage Monitored
100% of cancellations on the day of surgery.

Frequency:
Monthly

Threshold:
100% of cancellation on the day of surgery will be followed for

opportunities to avoid cancellations.

Follow-up:
The Q.1. committee will forward results of cancellations monitoring to the

Q.I. Committee who will follow up accordingly. Reported quarterly to
Regent QI indicators by Administrator.

MEDICAL RECORD REVIEW

The results of peer review are used as part of the basis for granting continuation
of clinical privileges.

Tool:
A. Daily Chart Review
This form will be completed on all patient charts. It will be

utilized to identify chart components.




B. Incomplete Health Record Report
This report is available through HST. It is reviewed monthly. Any
critical issues will be taken to MEC and the Board.

Percentage Monitored:
1. Daily Chart Review — 100% - all patients
2. Incomplete Health Record Report — 100% of all delinquent charts.

Frequency:
L. Daily Chart Review — monthly
2. Incomplete Health Record Report — monthly

Threshold:
100% of medical records reviewed will be completed as required by law

and Surgery Center Medical Staff Bylaws.

Follow-up:
~ Any matter that renders a chart incomplete will be appropriately addressed
by the Q.I. Committee and forwarded to the MEC and Board of Directors.

SAVETY

Tool:

A. Record of Safety Rounds
This form is completed by the Safety Committee to ensure
accepted standards of safety are being utilized. Noncompliance
will be addressed with personnel involved and according to the
Center Safety Management Plan.

B. Incident Report
This form is completed by any staff member whenever a potential
safety concern is noted. It is forwarded to the Safety
Committee/QI Committee who ensures resolution of the concern.

C. Emergency Drill Records & Summary
These forms will be completed by the Safety Officer to evaluate
compliance of center emergency preparedness and reports to QI
Committee

Percentage Monitored:
100% of all safety concerns.

Frequency:
A. Record of Safety Rounds_- monthly
B. Incident Report — on going
C. Emergency Drill Records & Summary — quarterly

Threshold:
100% of all reported safety issues will be addressed and resolved

Follow-up:



The Safety/QI Committee reviews any deficiencies with the staff and
implements changes as needed. If safety issues are due to staff
noncompliance, those individuals involved will be counseled.

INFECTION CONTROL

Tool:

A. Infection Report Form
This form will be completed on all cases of infection and will be
referred to the Q.1. team for surgical case review.

B. Infection Log
In order to track post-op infections through the physician’s office,
a letter will be mailed/faxed to physicians along with a list of their
patients who had procedures. If the physician fails to respond, a
second letter will be sent. After two unsuccessful attempts, the
physician will be contacted via phone. All cases of infection will

. be investigated and reported to the staff and the Q.I. Committee.

C. Infection Summary
This form will be used to summarize the number of post-op
infections and percentage of reports returned.

D. Sterilization Report
This form will be used to summarize the sterilization performance
and report any positive biologicals.

Percentage Monitored:
A. Infection Report Form- 100% of all cases that develop a post-op

infection.
B. Infection Log- 100% of the physicians who have completed
procedures.
C. Infection Summary- 100% of infections
D. Sterilization Report- 100% of all positive biologicals will be
reported
Frequency:
Monthly
Threshold:

100% of all reported infections will be investigated.

Follow-up:
Results of the indicator will be presented at the Q.I. meeting. All cases of

post-op infections will be discussed to determine appropriate systems
corrections and preventive measures that may be deemed necessary and
reported to MEC Committee, Board of Directors. Reported quarterly to
Regent QI indicators by Administrator.

CREDENTIALS
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Tool:
Credentialing Checklist
This form will be completed by the Medical Staff Credentialer to assure
proper credentials are maintained by all physicians at the Surgery Center.

Credentialing Report
This form will be used to summarize the credentialing status of physician
files to the Medical Director, MEC and ultimately the Board of Directors.

Percentage Monitored:
100% of all physicians and Allied Health Professionals

Frequency:
On-going

Threshold:
100% of the Surgery Center credentialed physicians and Allied Health

Professionals will have the required current documents.

Follow-up:
Specific credentialing difficulties will be referred to the Medical Director,

Administration, and if necessary the Q.I. Committee and the Board of
Directors.

EMPLOYEE FILES

< All health care professionals have the necessary and appropriate training and
skills to deliver the services provided by this organization.

%+ Health care professionals practice their professions in an ethical and legal
manner.

% All personnel assisting in the provision of health care services are
appropriately trained, qualified, and supervised and are available in sufficient
numbers for the care provided.

Tool:

A. Employee File Checklist
This form will be maintained by the Manager for all employees in
each employee file.

B. Employee Competency Record
This form is completed by the department manager to ensure
strong knowledge and competency by all staff personnel.

C. Performance Review
This form will be completed by the department manager on an
annual basis in order to document the employee’s job performance.

Percentage Monitored:
100% of all employees
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Frequency:
A. Employee File Check List — initial hiring
B. Employee Competency Record — on going
C. Performance Review — annual

Threshold:
100% of employee files will have current proof of compliance as required

by Surgery Center and State/Federal Regulations.

Follow-up:
Specific employee file difficulties will be referred to the Administrator if

necessary.

ANCILLARY SERVICES

Tool:
A. Glucose & Urine Heg Monitoring Form
Monitoring of the form will be done by the Q.I. team quarterly.
B. Pathology Review Checklist
This form will be utilized to record findings of pathology reports
received and assure reporting to physician.

C. Tissue Review Report
This form will be used to summarize tissue reporting.
D. Annual Review of Lead Protection Devices

This form will be complete by the Radiology technician annually.
Monitoring of the form will be done by the Q.1. team.

Percentage Monitored:
100% of all laboratory test & Radiology safety procedures.

Frequency:
A. Glucose & Urine Heg Monitoring results- quarterly
B. Pathology Review Checklist - quarterly
C. Review of Lead Protection Devices - Annual

Threshold:
100% of all glucose tests will be correctly performed and reported

appropriately & Radiology safety procedures followed.

Follow-up:
The Q.I. team will assimilate all data and report to the Q.I. meetings. The

Q.I. team will also address and in-service the staff accordingly.

12. Blood Borne Pathogens Exposure

Tool:
A. Incident Reports
This form will be completed by the staff member involved with assistance

from Clinical Manager.




Employee will be sent for emergency treatment of exposure deemed
significant. Concentra clinic will do follow up as needed on our employees.

B. BBP exposure form
i. Employee Exposure
ii. Patient consent

Percentage Monitored:
100% of all employee exposures

Frequency:
A. Incident report ongoing
B. BBP exposure report ongoing
C. Reported quarterly to Regent QI indicator by Administrator.
D. Annual report posted per OSHA guidelines

Threshold:
100% of employee exposures will be followed as appropriate

Follow-up:
The Q.I. team will assimilate all data and report to the Q.I. meetings. The

Q.I team will also address and in-service the staff accordingly.



Quality Improvement Reporting Schedule

The following matrix outlines the quarterly Quality Improvement Reports to
the Q.1. Committee, Medical Executive Commitiee and Board of Directors. The
reporis are due in the month or quarter indicated based on data collated from
the immediately preceding months. The Quality Improvement Committee will
report to the MEC through the Administrator. Recommendations from the MEC
and Board of Directors will be reported back to the QIC and or MEC through

the Administrator.

Quarter Report Responsibility for
Data
Every Month Ql Meeting Summary Administrator

Infection control statistics

Pharmacy audits

Patient/Employee/Physician
Satisfaction

Cancellation DOS

Sterilization Reports

Occurrence Reports/Patient
Complications

Chart Review

Pathology/Laboratory

Extended Recovery Unit

Medication Errors & Adverse Drug
Reactions

Physician Utilization Review

Quality Improvement Projects

Safety Reports

Peer Review/Credentialing

Annual Policies & Procedures Administrator

Infection Control Plan

Local Contracts

Quality Improvement/Risk
Management Plan

Review Annual Marketing Plan

Annual Report to the Medical Staff

Annual Safety Program Summary

Employee Performance

Review/Approval Annual Budget




QUALITY IMPROVEMENT, RISK MANAGEMENT, AND
PATIENT SAFETY PLAN

LAS VEGAS SURGERY CENTER
2021

The mission of Las Vegas Surgery Center is focused on delivering the highest quality, cost
effective healthcare that effectively responds to the needs and safety of our patients by
minimizing the possibility for injury or harm to our patients. We are committed to the care,
dignity and improvement of human life to the patient populations we serve.

In keeping with the mission of the Las Vegas Surgery Center the community, HCA initiatives,
and regulatory standards for ambulatory surgical care, this plan allows for a planned,
systematic, organization-wide approach to the quality improvement process, risks, patient
safety and assessing opportunities to reduce risk. This is accomplished through an effective risk
and quality program, as well as, a medication and radiation safety plan that are all targeted
toward improving patient safety. The activities will be carried out in a collaborative and
interdisciplinary manner. When identified, individual competency issues and process changes
will be coordinated with the management team and human resources. The overall strategies of
the program include
= |mproving patient safety and reducing risk to patients which includes, but not limited to
medication and radiation safety, safe quality care and reducing risk of injury to patients
and staff. This will be accomplished through true learning from errors.
= Reducing medical/healthcare system errors and hazardous conditions by creating an
environment in which patients, their families, surgery center staff, and medical staff are
able to identify and manage actual or potential risks to patient safety;
= Assuring that quality improvement initiatives continue to focus on high priority areas of
clinical care, monitoring of process and outcome indicators; redesigning processes and
systems and providing education to foster improvement;
» Positioning Las Vegas Surgery Center to achieve earning expectations and maintain
effective cost-containment strategies while providing high quality of patient care, and
=  Meeting the expectations of the HCA internal initiatives, as well as, the external
regulatory agencies, accrediting bodies (state, CMS, (AAAHC, TJC) and collaboration
with nationally recognized quality organizations (ASCQC, AHRQ) through the
identification of opportunities to improve patient care, demonstration of appropriate
action taken, and follow up on the effectiveness of action taken.

Strategies will be incorporated in each of the following areas to identify opportunities and set
goals to achieve and sustain the desired results in striving to become a high reliability
organization (HRO):

e Performance Improvement Processes

¢ Quality studies

e Risk Management Strategies

e Patient Safety Initiatives
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+ Infection Control Strategies
Medication Safety Strategies
o Radiation Safety Initiatives

Goals

o Achieve a culture of patient safety that is a common, consistent practice as evidenced by
maintenance of complications at or below the benchmark.

¢ Instill a sense of ownership at all levels of the organization through quarterly comparison
of center performance with other HCA ambulatory surgery centers

o Commit to zero patient harm with emphasis on zero wrong site procedures, zero
retained surgical items and zero patient burns

e |dentification of Quality Improvement opportunities with completion of a formal quality
study that results in sustained process improvement

¢ Improve identification of opportunities for improvement by increasing the reporting of
medication errors and close calls. Analyze these reports for trends and take action which
may include the performance of a quality study.

HCA Patient Safety Organization (PSO),LLC

HCA established a Patient Safety Organization, LLC in spring of 2014 in accordance with
provisions of the Patient Safety and Quality Improvement Act (Public Law 109-41). The PSO is
a component of its parent entity, HCA. The mission of the PSO is to conduct activities to
improve patient safety and the quality of healthcare delivery. The vision is to assist
participating providers in the elimination of preventable patient harm. The activities of the
organization include:
o Improve patient safety and the quality of health care delivery
o Collect and analyze Patient Safety Work Product (PSWP)
¢ Develop and disseminate information regarding patient safety
e Utilize PSWP to encourage a culture of safety and provide assistance to effectively
minimize patient risk.
e Maintain procedures to preserve confidentiality and provide appropriate security of
PSWP
¢ Utilize qualified medical personnel
e Operate a patient safety evaluation system (PSES) and provide feedback to participants
of the PSO
e Utilize the Serious Event Analysis (SEA) process to identify the root causes of serious
patient adverse events, per policy.

Las Vegas Surgery Center is a member of the HCA Patient Safety Organization (PSO), LLC.
The Administrator -serves as the designated PSO Contact and oversees all activities of the
PSO for the center, while the Risk/Quality Manager shall serve as the Contact Designee The
Center will provide patient safety work product (PSWP) documents as requested by the PSO.
The center will receive information from the PSES to evalvate opportunities for improving



patient safety and quality care. All information submitted will remain confidential within the

PSO.

Quality Improvement Plan

The Center maintains an ongoing quality improvement program that has a broad scope to
address administrative, clinical, and cost-effective performance. The program also addresses
patient outcomes, patient care processes, as well as, medication, radiation and patient safety.
Elements of the program include, but are not limited to a

Written plan that addresses the scope of health care services provided by the Center and
how the quality improvement plan for these services are assessed.

Interdisciplinary Gl committee for the development, implementation, review and
oversight of the program. The committee has administrative, clinical and physician
participation.

Set goals and objectives that are reviewed and updated at least annually.

Quality improvement activities such as audits and studies to identify opportunities for
improvemnent with processes or patient care. The studies will be done utilizing the ten
(10)-step process that is encouraged by the Accreditation Association for Ambulatory

Healthcare (AAAHC).
» Measurement of data against benchmarking sources.
Annual reviews of the effectiveness of the program.
»  Submit periodic reports to Governing Body that encompass a summary of the quality
improvement, medication and safety activities, findings and process changes if indicated.

Risk Management and Patient Safety

Definitions of Potential Risk Issues
Event: A discrete, auditable and clearly defined occurrence (National Quality Forum).

Occurrence: The action, fact, or instance of something that happens synonymous with an
event.

An event, situation, or process that contributes to, or has the potential to contribute to, a
patient or visitor injury, or degrade our ability to provide optimal patient care. Reportable
occurrences can generally be divided into the following types based on severity: Sentinel
events, patient and visitor injuries, {adverse events], near misses (close calls, good catches etc.),
and safety concerns. (National Patient Safety Foundation)

Incident: Synonymous with occurrence or event. An occurrence or event that interrupts
normal procedure and can precipitate an untoward or unplanned outcome an vnusual event
that occurs at the facility, such as an injury to a patient. Involved damage that is limited to
parts of a unit, whether the failure disrupts the system or not. (NPSF). A patient safety event
that reached the patient, whether or not the patient was harmed (NQF).

Adverse Event:
A patient safety event that resulted in harm to a patient. (The Joint Commission, 2018).
Any injury caused by medical care. Examples:

s pneumothorax from central venous catheter placement;



+ anaphylaxis to penicillin;

s postoperative healthcare acquired wound infection;

Identifying an event as adverse does not imply "error," “negligence," or poor quality care. It
simply indicates that an undesirable clinical outcome resulted from some aspect of diagnosis,
treatment or therapy, as opposed to an underlying disease process. Thus, pneurmothorax from
central venous catheter placement counts as an Adverse Event regardless of insertion
technique. Similarly, postoperative healthcare acquired wound infections count as adverse
events even if the operation proceeded with optimal adherence to sterile procedures and the
patient received appropriate antibiotic prophylaxis in the perioperative setting. (Agency for
Healthcare Research and Quality, Patient Safety Network- AHRQ, PSNet)

Sentine! Event: A Patient Safety Event (not primarily related to the natural course of the
patient’s iliness or underlying condition) that reaches a patient and results in death, permanent
harm, or severe temporary harm. Sentinel Events are a subcategory of Adverse Events. (The
Joint Cormnmission, 2018).

An adverse event in which death or serious harm to a patient has occurred, usually used to
refer to events that are not at all expected or acceptable—e.g., an operation on the wrong
patient or body part. The choice of the word sentinel reflects the egregiousness of the injury
(e.g., amputation of the wrong leg) and the likelihood that investigation of such events will
reveal serious problems in current policies or procedures. (Agency for Healthcare Research and
Quality PSNet)

Serious Safety Event

A patient safety event (not primarily related to the natural course of the patient’s illness or
underlying condition) that reaches the patient and may result in any of the following:

s Death
¢ Permanent harm

e Severe temporary harm ( 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).

Such an event may result in patient injury as well as cause damage to the Facility and/or HCA’s
reputation as well as the Facility’s accreditation, certification or licensure.

Close Call (Near Misses/Good Catches): Events or situations that could have resulted in an
adverse event (accident, injury, or illness), but did not, whether by chance or through timely
intervention. Such events have also been referred to as “near miss” incidents. An example of a
close call would be a surgery or other procedure almost performed on the wrong patient due



to lapses in verification of patient identification, but caught prior to the procedure (Source: VA
Patient Safety Program).

Serious Event Analysis (SEA): A method of problem solving that attempts to identify the root
causes of a process or processes. The SEA process tries to evaluate the underlying “whys” for
the variances and solve problems by attempting to identify and correct the root causes of
events, as opposed to simply addressing their symptoms. By focusing on the correction of root
causes, problem recurrence can be prevented. An analysis is done after an event has occurred.
All staff members involved, as well as, the Risk Manager and physicians involved shall
participate in the SEA analysis The SEA process is typically used as a reactive method of
identifying event(s) causes, revealing problems and identifying opportunities to reduce the risk
of future occurrences. The SEA action plan is reported at the quality meetings, MEC and GB
meetings.

Risk Management

The Center maintains an ongoing risk management program designed to protect the life, safety
and welfare of the patients and employees. Risk management addresses strategies from the
organizational, operational, human resource and liability areas of the organization. Goals of the
program may include, but are not limited to:

Improving patient safety and reducing risk to patients;

Reducing medical/healthcare system errors and hazardous conditions by creating an
environment in which patients, their families, surgery center staff, and medical staff are
able to identify and manage actual or potential risks to patient safety

Reviewing and tracking of variance reports and litigations for trends.

Reviewing and tracking of adverse outcomes, near misses (close calls) or sentinel events
to identify gaps or opportunities for improvement.

Maintaining a strong credentialing and privileging process and current bylaws that meet
community standards

Keeping abreast of current standards for risk management and adapting practice and
policies that are compliant with standards.

It is evident through the goals, activities and processes that the quality improvement and risk
management programs intertwine and cross all spectrums of the organization. Quality care, as
well as patient and employee safety is at the center focus of both programs. The operational
linkage between Risk management, Safety, Quality and Infection Controt is accomplished
through the following mechanisms:

lssues or trends identified through chart reviews, peer reviews, safety, radiation and
infection control rounds are discussed and referred to the appropriate department for
evaluation and/or corrective action

Data from variances that identified trends, adverse events or any events that impact the
quality or safety of patient care will be reviewed and referred to appropriate risk and
leadership personnel for investigation, analysis and corrective action

The Risk Manager will review current issues and risk reduction strategies with
appropriate personnel and develop a plan of action. This will be reported to MEC/GB.



The Quality Committee will serve as the oversight committee for Patient Safety, Risk
Management, and Infection Control. Medication Safety and Radiation Safety fall within a
subsection of the Quality Committee and will be addressed as indicated.

These plans engage active involvement of all members of the healthcare team, as well as
patients, families and physicians, addressing an environment which:

Encourages recognition and acknowledgment of opportunities to improve quality
performance and to reduce risks to patient safety,

Initiates actions to improve processes or reduce these risks,

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

Focuses on processes and system,

Minirmizes individuai blame or retribution for involvement in a medical/health care error;
and

Challenges leaders of the organization to be responsible for fostering a “non punitive”
culture of continuous improvement, reducing risk and creating a safe environment for
patients, employees and physicians.

Medication Safety
A designated regional pharmacist oversees the medication practices and processes at the
Center. Their duties include, but are not limited to

Conducting medication rounds and audits providing feedback on areas of opportunities.
This includes validation of medication safety practices.

Adhering to strict processes for ordering, administration and tracking of controlled
substances.

Collaborating with the Center on choice of pharmaceutical vendors and formularies
Collaborating with the Center on policy review and development

Participating in review of any medication error or diversion

Assuring controlied substance ordering and monitoring is in accordance with state and
federal regulations

All relevant activities are reported through QI/MEC/GB.

Radiation Safety

This facility utilizes radiation emitting equipment and therefore, by direction of the Governing
Body/Board, Radiation Safety will be a subgroup of representatives to be included under the
Q\/Safety/Risk committee to report radiation safety activities. Key activities are established
by the Radiation Right policies identified as CSG.ML.OO1 Governance and CSG.MLOO3
Fluoroscopy:

Designate an individual that is approved by MEC/GB to oversee the program

Oversee ongoing measurement, periodic review, and improvement of key radiation
safety practices and provide a quarterly report to the QI/Risk/Safety committee
(Quarterly rounds}

Periodic maintenance of equipment

Maintaining and reviewing exposure time logs

Communicate relevant radiation safety activities, as necessary, to the staff.

Serve as a resource for radiation safety as it relates to staff and patient
safety/regulatory issues and for the regulatory component of accrediting agencies.



» Educate staff on radiation safety practices

Infection Control

The Center conducts an annual infection control risk assessment in order to identify areas of
opportunities to reduce the risk of infections (Refer to Infection Control Plan, IFC). All
activities are reported through QI/MEC/GB.

Peer Review Peer Review is overseen by the medical staff and occurs in accordance with
requirements outlined by AAAHC, CMS, and other regulatory agencies. The Ambulatory
Surgery Center assists in the identification of and tracking of quality improvement and peer
review on medical staff members and allied health professionals. Peer review activities
including the review of medical staff related variances, trends and other data are reported up
through the MEC and Governing Board as outlined in the Medical Staff Bylaws, or equivalent.
A summary of a provider's peer review activity is reviewed at the time of rec-credentialing or
more frequently if needed.

Confidentiality

All quality improvement, peer review activities and data are considered confidential. Requests
by outside sources for Ql, Risk management, Peer Review or credentialing informational
reports will be forwarded to the appropriate HCA administrative/corporate staff when
indicated.

ORGANIZATION STRUCTURE AND PROCEDURE

Role of Leadership

Leaders play a key role in facilitating improvement and ensuring a safe environment. The Las
Vegas Surgery Center leadership includes the Governing Body, Medical Executive Committee;
the facility based Medical Directors, Administrators, Risk/Quality/Safety/Radiation
Safety/Infection Control designees and Clinical Managers. Leaders foster quality improvement
through planning, educating, setting priorities, providing support such as time and resources,
and empowering staff as appropriate.
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The Board has the ultimate authority and accountability for the quality and risk programs to
ensure that the quality of patient care is provided in an efficient, safe, timely and cost-effective
manner. The Governing Body provides support for the improvement strategies and delegates
to the Medical Executive Committee and leadership at each facility, the authority to perform
assessment and improvement activities through committees and teams. Quarterly, the
Governing Body shall receive a report on the activities of the quality and risk management
programs. These functions include, but are not limited to:
= Assure QI/Risk/Radiation/Medication/Patient Safety is an integral part of the Center’s
objectives, plans and management structure
= Provide resources to support the Gl/Risk/Patient Safety programs.
= Assure that improvements are sustained and evaluated for effectiveness
s Review and approve policies, reports, QI/Risk/Safety/IFC data collection and analysis,
the QI/Risk/Patient Safety plans and annual evaluation.




Administration
The Governing Board is ultimately responsible for all quality, risk and patient safety activities.
The Governing Board has delegated the Administrator, in collaboration with the V.P. of
Operations to oversee all activities and provide reports to the Governing Board. Delegated
qualified personnel are assigned to support the proper functioning of quality improvement and
risk management activities. Administration will participate in performance improvement
activities, rounding, and in the assignment of priorities to the functions identified by
performance improvement activities.
Key Priorities:
» Assure patient care is delivered safely
Ensure the ongoing competencies of the staff
= Sypport an environment that promotes process improvement, quality outcomes,
reduction in risk, patient and employee safety and customer satisfaction
» Oversee review and current with regulatory standards (CMS,CDC, state and AAAHC)

Key Activities:

= Develop specific goals, objectives, and targets for quality improvement, risk management,
infection control, as well as, radiation/medication/ patient safety.

= Designate responsibility to qualified individuals or an interdisciplinary committee to
ensure quality and risk goals/objectives, as well as patient safety are achieved.

= Provide adequate time and training, as well as resources, for personnel to participate in
quality improvement activities and to improve patient safety.

» Assure clear systems and policies/procedures for internal and external reporting of
information relating to performance indicators/measures and medical/health care errors.

» Support a system that builds and reinforces a non-punitive culture for reporting and
reducing errors. Actively encourage all staff to identify and report hazardous conditions
and errors in a blame-free environment.

» Establish or support changes in processes, functions and services to sustain improved
performance and to prevent recurrence and reduce risk to patients.

= Assure the effectiveness of the quality and risk management goals/objectives and
contributions to improving patient safety are measured and assessed annually.

Safety Committee
Each facility has a quality improvement committee, which derives goals from the Governing
Body., Medical Executive Committee, Administration, staff and other sources. Primary
responsibility of this committee is to maintain a culture of patient safety throughout all
patient care processes and organizational functions. This committee is interdisciplinary and
includes, but not limited to the QI/Risk/IFC Manager, Facility Administrator, Medical Director
and Clinical Managers. Other members such as supervising radiologist, pharmacy nurse etc will
be added to the committee as indicated by the agenda. The committee is designed to provide
upper management support and direction for improvement efforts.
Key activities:
= Establish and oversee ongoing measurement, periodic review, and improvement of key
processes, including the review of identified Quality Indicators. Oversee actions for
improvement of Quality indicators as needed



= Assist in identifying opportunities for improvement and participate in Ql studies.

» Participate in Ambulatory Surgery Division quality, risk and patient safety initiatives
including Best Practices

= Communicate relevant activities, as necessary, to the staff.

= Support a system that builds and reinforces a non-punitive culture for reporting and
reducing errors

= Serve as a resource for patient safety/regulatory issues and for the regulatory
component of accrediting agencies.

» Provide periodic reports on quality improvement activities to Medical Executive
Committee and Governing Board.

s Educate staff on quality, risk and patient safety activities

Quality Studies

Quality studies will reflect the scope of services, priorities and findings from performance
monitoring or other sources. Studies will address clinical, administrative, and/or cost of care
issues and will be documented in the (10) step format, which includes:
» State the purpose of the process improvement opportunity/purpose of the study
» |dentify the goal of the study
» Description of data to be collected and established criteria
Evidence of Data Collected
Data analysis
Comparison of actual data to goal
Development of corrective action and execution timeline
Re-measurement and monitoring to determine if actions have been achieved and
improvements are sustained
Development of additional corrective actions if needed
» Communication of results to appropriate personnel, MEC and Governing Board

Staff Education

The staff receives an orientation on quality improvement, risk management, infection control
and patient/employee safety initiatives within 30 days of employment as part of new employee
orientation. At least annually, a review of the process and accomplishments will be conducted
through an appropriate mechanism. Clinical leaders will receive periodic training on any
updates to initiatives, new statistical reporting or other information as indicated.

Ongoing Measurement
The Quality/Risk Manager in collaboration with the Facility Administrator and Medical Director

oversees ongoing measurement.

_Design of New Processes

When the Center is considering a new process (for example, providing a new patient service,
constructing a new facility, or redesigning an existing service), a multidisciplinary team should be
convened to ensure that the process considers:

» The organization’s mission, vision and strategic plans;
= Patient and community needs;



» Information about performance and outcomes of the process (including information
from reference data bases).

= Current evidence based practice and research

» Current regulatory standards
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Based on ongoing review of measurement data, this plan provides for assessment of data
against historical trends and available benchmarks whenever possible. The Quality
Committee, Medical Executive Committee and Governing Board review all measures

quarterly.

Assessment may be triggered for any of the following:

« By any sentinel event;

» By important undesirable single events, which may include:
o “Near miss” events
o Significant injury or death
o Any significant untoward event during moderate sedation or anesthesia;
o Any serious adverse drug or medication error event; and
o Any significant hazardous condition.
o Any significant infection control breech or trend

. By important undesirable patterns or trends, which may include:
o Staffing effectiveness or clinical issues;
o Any quality measure that varies substantially from an expected range; and
o When the organization's performance significantly varies below that of other
ambulatory surgery settings or recognized standards.

Select quality data is submitted to HCA and trended with internal benchmarks across the
company. This information is shared at the facility, division and enterprise level. This
information is used to develop division and enterprise wide quality and risk initiatives and for
external benchmarking in the ambulatory surgery arena.

In addition to ongoing measurement, the Center may at any time proactively assess its
culture of patient safety as well as specific processes of care that have been identified
within the healthcare industry as having the potential to harm patients. The Center may
periodically assess processes using tools provided from a variety of outside sources to
identify potential risks to patients and opportunities for improvement.
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AAAHC- Accreditation Association for Ambulatory Health Care, Inc., http://www.aaahc.org/
AHRQ - Agency for Healthcare Research and Quality, h
AHRQ - Agency for Healthcare Research and Quality, https://www.ahrg.gov/

ASC QC- Ambulatory Surgery Center Quality Collaboration,
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CMS-Centers for Medicare and Medicaid Services, https://www.cms.gov/

FDA- Food & Drug Administration, M&mﬁ

NQF- National Quality Forum,
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VA Patient Safety PROGRAM, VA National Center for Patient Safety,
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WHO- World Health Organization, WHO.Int

ONGOING QUALITY AND RISK MANAGEMENT
PERFORMANCE MEASUREMENTS (as applicable)

Performance Measure Data Source How Frequency
Calculated

**Patient Satisfaction Press Ganey/Postop Percent Quarterly
Call

OMP Completion OMP Percent Quarterly

**Patient Grievances Grievance Process Raw Number Quarterly

Complications

**Retained Foreign Body Variance Reports Raw number Quarterly

**Wrong site, patient, procedure Variance Reports Raw number Quarterly

**Direct Admits Variance Reports Rate Quarterly

**|ndirect Admits Variance Reports Rate Quarterly

**Post Op DVT/PE Variance Reports Raw number Quarterly

**Mortality within 7 days r/t Variance Reports Rate Quarterly

procedure

**Falls Variance Reports Rate Quarterly

**Burns Variance Reports Raw number Quarterly
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Performance Measure Data Source How Frequency
Calculated

**Unplanned Vitrectomy Variance Reports Rate Quarterly

**|oss of Vision Variance Reports Raw number Quarterly

**TASS Variance Reports Raw number Quarterly

**Medication Errors Variance Reports Rate Quarterly

**Normothermia

Variations in expected performance Variance Reports Raw number Quarterly

Infection Control

**Surgical Site Infection Variance Reports, Post | Rate Quarterly
op letters

Physician Response Survey Percentage Quarterly

**Hand Hygiene Compliance Visual Observations Percentage Quarterly

**Antibiotic Administration Chart Review, SQl Percentage Quarterly

**USS use CSP Data Tracking Percentage Quarterly

**Additional Indicators as identified ICRA Variable quarterly

via the ICRA

Medical Record Review

Medical Record Delinquency Chart Review Percentage Quarterly

**Medical Chart Audit Results - Chart review Percentage Quarterly

components TBD based on variances

Radiation Safety

**Dosimetry Badge w/in Range Radiation tracking Raw number Quarterly
system

Radiation Time - average Radiation tracking Raw number Quarterly
system

Training completion per policy Radiation tracking Percentage quarterly
system

High Volume / High Risk Indicators

Incomplete / Aborted colonoscopy Chart review / Variance | Rate Quarterly
reports

Withdrawal Rate Provation report Time Quarterly

Storage, Administration, Inventory, Pharmacy Audit, Raw Data Quarterly

Diversion Administration Record
Review

Patient Flow

On time start and flow of surgical Manval data collection | Average time | Quarterly

cases

Turn around time Manval data collection | Average time [ Quarterly

Case Cancellations — same day Manual data collection | Raw number Quarterly

Pre-op Care

Pre op instructions Manuval data collection | percentage Quarterly

DVT assessment - including use of OMP and Manvual Chart | Percentage Quarterly
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infant, provider, MH etc.)

Performance Measure Data Source How Frequency
Calculated

SCE when indicated Review

Fall Assessment — completion and OMP and Manual Chart | Percentage Quarterly

implementation of prevention Review

activities

| intra-Op Care and Processes

Time Out/Correct Site Verification Visual observations and | Percentage Quarterly

process chart review

Blood Utilization Chart Review, Lab data | Raw number Quarterly

Resuscitation

Code Blue - occurrence and results Code Forms and Raw number Quarterly
Variance reports

Malignant Hyperthermia - occurrence | Code Forms and Raw number Quarterly

and results Variance reports

Diagnostic Resuits

Pre and Post Op diagnosis agreement | Chart review Percentage Quarterly

Specimen results received Lab reports, manual Percentage Quarterly
logs

Medication Usage

Medication Reconciliation - Chart review Percentage Quarterly

completion per policy

Performance of independent double | Visval observations Percentage Quarterly

checks - per policy

Controlled substance audit results Manual data collection | Percentage Quarterly

Antimicrobial Stewardship

Life Safety

**Surveillance Rounds - results Monthty Surveillance Percentage/ | Quarterly
Rounds raw number

Recalls - compliance with process Monthly data collection | Raw number Quarterly

**Drill - completion / results (fire, Drill completion forms | Raw number Quarterly

** indicates that the Quality Indicator is required data collection. Quality Indicators without an
asterisk are optional based on center need

QI/RISK GOALS for 2021

Market Goals:

Risk Assessment for Infection Surveillance, Prevention and Control Programs in the

ASD.




CENTER SPECIFIC GOALS:

-Culture of Safety—Conduct daily huddles to review quality, risk and operational
issues. Utilize a facility designed huddle board. On a weekly basis conduct safety
rounds throughout the ASC to confirm established expectations are being met.

-Medical Director Engagement-Must attend 6 virtual Medical Director Forums.
If the Medical Director is unable to attend a live forum, the recorded session must be
viewed within 30 days. These must be shared with ASC employees and medical staff in
a timely manner.

-Promote a Learning Organization-Administrator and relevant staff attendance
on 3 learning calls with lessons learned shared with staff within 45 days of call.

-Continue to decrease radiation exposure in Pain cases.



Sahara Surgery Center

SAFETY MANAGEMENT PROGRAM
2020

POLICY AND PROCEDURE

Policy:

It is the policy of the Sahara Surgery Center to provide a physical environment free of physical
hazards for the patients, employees and visitors. In addition, monitor those activities that have
the potential to minimize the possibility or risk associated with those physical hazards. The
Governing Board has final oversight of the safety program/plan

PURPOSE:

The purpose of the safety management program is to establish, organize, implement, monitor,
and evaluate an effective program designed to provide a physical environment free of hazards
and to manage staff activities to reduce the risk of human injury. Safety is an ongoing process
and each employee and medical staff provider should be constantly aware of providing a safe
environment for themselves, patients and visitors.

GOALS AND OBJECTIVES
The objectives and goals of the safety management program are to reduce and eliminate
unnecessary hazards within the facility by:

1. Identification of individuals who will be responsible for the overall coordination, direction,
and monitoring of safety activities within the Sahara Surgery Center.

2. Establishing a procedure whereby any Sahara Surgery Center employee or medical
staff member will be encouraged to identify and present problems, deficiencies, and
ideas for review and analysis in an effort to improve overall safety at Sahara Surgery
Center.

3. Assuring the various problems and opportunities to improve safety are objectively
assessed and that performance indicators designed to achieve an optimum level of
safety are monitored.

4. Assuring that the safety activities are properly documented to indicate findings,
conclusion, actions, recommendations, and evaluation of the effectiveness of the action
that was taken.

5. Providing for a method of communication that allows for effective collection and
dissemination of information relating to safety activities.

6. Establishing and maintaining an ongoing mechanism for monitoring the resources
necessary to ensure the safety of the patients, staff, visitors, building, grounds, and
internal physical systems

AUTHORITY AND RESPONSIBILITY

The Governing Body shall maintain ultimate responsibility for the oversight and effectiveness
of the safety management program and shall strive to assure a safe environment for patients,
staff and visitors. The Governing Body, through Administration, Risk Manager, and managers
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shall provide whatever administrative assistance that is reasonably necessary to support and
facilitate the implementation of ongoing operation of this effort.

The Governing Body has appointed the Safety Officer. His/her role includes:

1. Oversight of the implementation and maintenance of safety practices at Sahara Surgery
Center.

2. Proactive with ergonomics in the workplace - .Employee Health Nurse and Safety
Officer work together to evaluate employee ergonomic needs and make appropriate
referrals when indicated.

3. Integration of safety as part of Sahara Surgery Center wide Quality and Risk Plans.

4. Assures investigation and follow through of any unsafe practices identified.

5. Work with managers to ensure ongoing education of employees through staff inservice,
emergency (mock) drills, online training, and new employee orientation.

6. Surveillance and audits to identify areas of opportunity.

Sahara Surgery Center, in conjunction with contracted Facilities Manager, will maintain a safe
building and grounds.
1. Routine maintenance is provided by the contracted Facilities Manager.
2. Utilities and emergency backup systems are checked routinely.
3. Sahara Surgery Center should report any unsafe conditions in the building or grounds
immediately to the management.
4. Sahara Surgery Center will conduct periodic safety rounds to check for potential
hazardous risks. Risks are corrected as soon as possible.

SCOPE OF SAFETY MANAGEMENT PROGRAM
The safety activities for the Center are a function of all employees, medical staff, the Medical
Executive Committee (MEC), and Governing Body. The following delineates the scope of
service of the safety management program.
1. All areas of the Center. This includes:
a) Clinical areas
b) Public access areas
c) Employee areas
d) Outside sidewalks and grounds
e) Mechanical equipment areas
Maintenance of a safe environment
Life Safety
Equipment management
Utilities management
Hazardous Materials management
Emergency preparedness
Security management
. Training and Education
0. Quality Improvement activities

BO®ONOUTEWN
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COMPONENTS OF THE PROGRAM/PLAN
The safety management program shall contain the following components and related policies:
1. Safety Management, which includes:
a) General safety policies
b) Fall Risk assessment
c) Appointment of a Safety Officer
d) Staff Education and training
e) Ql/Risk/Safety/Infection Control Committee
2. Life Safety Management, which includes:
a) Buildings
b) Grounds
c) Fire warning and safety systems
3. Equipment Management, which includes:
a) Patient care equipment
b) User errors/equipment failures
c) Product/equipment alerts/recall
d) Electrically powered equipment
4. Utilities Management, which includes:
a) Life support systems
b) Infection control systems
c) Communications systems
d) Equipment support systems
e) Utilities outage/failure
5. Hazardous Materials:
a) Selection
b) Training
c) Inventory
d) SDS
6. Emergency preparedness:
a) Management of disasters, internal and external
b) Involvement of the Center in community disaster (drills and actual)
7. Security Management
a) Variance reporting
b) Security risk assessment
8. Radiation Management
a. Dosimetry monitoring
b. Radiation audits
c. C-arm logs to assure < 20 individual exposure time

MONITORING AND EVALUATION

There is ongoing monitoring of the safety program to ensure compliance with all regulatory
agencies and Center policies. Results of the monitoring activities are reported to
Administration, QI Committee, MEC and the Governing Body. The staff are informed through
departmental meetings and staff in-services.
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1. Data Resources Used for Monitoring
a) Quality/Risk Monitors
b) Variance reports
c) Outside regulating agencies reports ( AAAHC,TJC, QRS, CMS, State, Fire Marshall,
OSHA etc)
d) Preventive maintenance reports (from engineering and biomed)
e) Surveillance rounds (IFC, Safety, Radiation etc.)
f) Fire drill critiques
g) Disaster drill critiques
h) Claims data/Probable Claims Reports
2. Areas of Improvement
Data information will be evaluated to determine if there are any problems or
opportunities for improvements in the service. The source of the problem will be
analyzed to determine if the problem occurred because of:
a) Insufficient knowledge
b) Problems in the system
c) Poor performance due to lack of conformity to policy
d) Other
3. Corrective Action
Appropriate actions will be implemented to eliminate or alleviate the identified problems.
Actions may be taken by the manager, Risk Manager, Administrator, or QI Committee.
Actions may include, but are not limited to:
a) Education/training
b) Revision of policies and procedures or implementation of new policies
c) Staffing adjustments
d) Change in equipment, vendors, repair services, etc.
e) Counseling/guidance
4. Follow-up and Evaluation
a) Follow-up and evaluation of the corrective actions will be done through the Quality
Improvement/Risk Management Committee.
c) Based on the evaluation by the Quality Improvement/Risk Management Committee,
the need for further monitoring or additional corrective action will be determined.
d) All evaluations of monitoring will be reflected in the Quality Improvement Committee,
MEC, and Governing Body minutes.
5. Safety Monitoring and Evaluation Reporting
Results of monitoring, evaluation, corrective actions and evaluation of same shall be
communicated to:
a) Center Quality Improvement/Risk Management Committee (Quarterly)
b) Medical Executive Committee (Quarterly)
c) Governing Body (Quarterly)
d) Managers (monthly or as appropriate for dissemination to Center employees)
Findings and change in policies and processes are communicated to the staff through
staff meetings or other desired method of communication.
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POLICIES

Sahara Surgery Center has policies and procedures that promote safety as a priority. These

policies and procedures are developed in accordance with regulatory standards and current

trends in healthcare. These policies include, but are not limited to...

Fall Risk Assessment

Product Recalls

Medication Administration and Control policies

USP 800 policies and guidelines

Exposure Control Plan

Sharps Prevention

Infection Control Plan

Equipment inventory and maintenance policies

. Variance Reporting

10.Employee response grids to systems failure

11.Emergency Preparedness Plans- Bioterrorism, Weather, Evacuation, Fire Safety, Bomb
Threats, etc.

12.Emergency Procedures- Respiratory Arrest, Malignant Hyperthermia. Child Abduction,
Chemical Spills etc.

13.Procedures for Incapacitated and/or Impaired Healthcare provider

CoNoOO~WNE

SAFETY MANAGEMENT PROGRAM APPRAISAL
The program is reviewed at least annually or as indicated by other activities or survey findings.

References: AAAHC, JCAH, CMS, OSHA standards. HCA Life Safety program
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Policy:
Owner:

NEVADA ENDOSCOPY MANAGEMENT, INC
GASTROENTEROLOGY CONSULTANTS, LTD
RENO ENDOSCOPY CENTER, LLC
SOUTH MEADOWS ENDOSCOPY CENTER, LLC
CARSON ENDOSCOPY CENTER, LLC

POLICY AND PROCEDURE MANUAL

Patient Safety Plan
Center

Date last updated: 6/2020

Purpose: Gastroenterology Consultants, Ltd (GIC) and affiliated Endoscopy Centers are
committed to ensuring the ongoing safety of our patients. To ensure the ongoing safety and
care of our patients we follow specific guidelines and policies which, at a minimum, include:

Infection Control (IC): Refer also to the Infection Control (IC) Policy

1. Guidelines followed include:

a.

b.

C.

g.
h.

American Society for Gastrointestinal Endoscopy (ASGE) Multisociety Guideline on
Reprocessing Flexible Gastrointestinal Endoscopes 2016

Society of Gastroenterology Nurses and Associates, Inc. (SGNA) Standards of
Infection Prevention in Reprocessing Flexible Gastrointestinal Endoscopes 2018
Society of Gastroenterology Nurses and Associates, Inc. (SGNA) Standards of
Infection Prevention in the Gastroenterology Setting 2015

Society of Gastroenterology Nurses and Associates, Inc. (SGNA) Guideline for Use
of High Level Disinfectants and Sterilants for Reprocessing Flexible Gastrointestinal
Endoscopes 2017

American Society for Gastrointestinal Endoscopy (ASGE) Infection Control during Gl
Endoscopy 2018

Center for Disease Control (CDC) Guideline for Isolation Precautions: Preventing
Transmission of Infectious Agents in Healthcare Settings 2007

CDC Guide to Infection Prevention for Outpatient Settings 2016

Association for Professionals in Infection Control and Epidemiology (APIC) Guide to
the Elimination of Clostridium difficile in Healthcare Settings 2013

CDC Safe Injection Practices

2. The IC Policy includes, at a minimum, processes or guidelines for:

a.
b.
C.

-

Patient selection and placement within the facility

Infection Control Monitoring and Surveillance, Reporting

Standard and Transmission Precautions, Hand Hygiene, Personal Protective
Equipment, Respiratory Hygiene / Cough Etiquette and General Infection Control
Practices in Healthcare Facilities as developed by the CDC and APIC
Environmental and Terminal Cleaning

Infection Control Officer

Equipment Processing: Cleaning, Disinfection, High Level Disinfection and
Sterilization

Approved Board of Managers REC/SEC/ CEC 10/11/11; Revised 8/9/12, Approved Board of Managers REC/SEC 1-31-16;
CEC 1-25-16; Approved Medical Directors 4/2016, minor changes approved by Director of Center Operations 6/2020
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.


http://leg.state.nv.us/NRS/NRS-049.html#NRS049Sec265

VI.

VIL.

VIILI.

Patient Selection and Screening: Refer also to the Criteria for Scheduling Patients at

ASC Policy.

1. To ensure patients are appropriate for the planned procedure in the planned setting

patients undergo:

a. Pre-procedure scheduling evaluation with referral for office visit or consultation as

appropriate

b. Pre-procedure assessment which includes at a minimum:
i. Review of past medical & surgical history
ii. Medication reconciliation, review
iii. Allergy and reaction, review of
iv. Physical assessment; assessment for communicable diseases
v. Vital signs

Patient Identification: Refer to Patient Identification Policy. Patient identity is verified
with at minimum two (2) identifiers at check-in and at multiple points throughout care.

Safe Surgery Checklist: Refer to Safe Surgery Checklist Policy. Patient and procedure
are verified immediately prior to procedures.

Discharge Teaching: Patients are provided with written discharge instructions which are
reviewed with patient and driver, as applicable, prior to discharge. Medications are
reconciled prior to discharge if any new medications are ordered. Information specific to
diagnosis, as best as known, is given to the patient. Patients are educated about signs
and symptoms to report and given a twenty-four (24) hour telephone number to call in
event of questions or concerns.

Post Procedure Callbacks: Patients are contacted one (1) to two (2) business days
post-procedure for follow up of any concerns and questions regarding discharge
instructions.

Pathology follow up: Patients are notified of pathology results and given information and
follow up orders as applicable within two (2) weeks.

Pharmaceutical Services: Refer to Pharmaceutical Services Policy. Safe injection
practices are strictly followed. Pharmaceutical services are overseen by a contracting
pharmacist on a monthly basis.

Quality Assurance and Benchmarking: Refer to the Quality Management Plan. More
than one hundred (100) quality assurance checkpoints are monitored on per patient, per
case, per day, per week or per month basis as applicable. Benchmarking of multiple
facility and nursing care factors are completed on an ongoing basis. In addition, multiple
procedure-related factors are tracked and trended in aggregate and specific to individual
physicians on an ongoing basis. Incidents, procedure complications/events, adverse and
sentinel events are investigated tacked and trended by facility, staff and physician. All
data is reported to the Quality Management Committee.

Approved Board of Managers REC/SEC/ CEC 10/11/11; Revised 8/9/12, Approved Board of Managers REC/SEC 1-31-16;
CEC 1-25-16; Approved Medical Directors 4/2016, minor changes approved by Director of Center Operations 6/2020
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.


http://leg.state.nv.us/NRS/NRS-049.html#NRS049Sec265

X.  Staff Training: Extensive staff training is done at time of hire. Annual staff retraining is
mandatory; ongoing training is provided as applicable. Staff are evaluated for customer
service and performance on an ongoing basis.

1. New Hire and Annual training for employees and credentialed providers (including
anesthesia and endoscopists) includes:

Infection control training

Safe injection practices

PPE

Bloodborne pathogens

Emergency Preparedness Plan (completed every two (2) years).

Fire safety

HIPAA

Hazard communication

S@~oo0oTw

Xl.  Checklists: All items above are monitored via specific checklists, logs and / or chart
documentation.

Refer to:

¢ Infection Control Policy
Criteria for Scheduling Patients at ASC Policy
Identification of Patient Policy
Pharmaceutical Services Policy
Quality Management Plan
Safe Surgery Checklist Policy
Incident Reports Policy
Emergency Preparedness Plan
Complications: Procedure Event, Adverse and Sentinel Events Policy
Staff Training Competencies and Logs
NRS 439.865; 439.877
CMS 8416.54 (Appendix Z)

Approved Board of Managers REC/SEC/ CEC 10/11/11; Revised 8/9/12, Approved Board of Managers REC/SEC 1-31-16;

CEC 1-25-16; Approved Medical Directors 4/2016, minor changes approved by Director of Center Operations 6/2020

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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CARING NURSES, INC. ¥
(800) HOMECARE (466-3227)

HOME SAFETY

Keep telephone and emergency numbers in reach, especially when alone. Keep necessary items
close by to avoid reaching and stooping.

If you use a wheelchair, be sure to lock the brakes before getting up and sitting down. [f you tend
to forget, use a lap belt. If your balance is not steady, have someone with you when transferring.

Keep walker / cane within reach. Do not attempt to walk without it and do not walk alone if your
balance is not steady.

Use the devices and instructions for moving as given by your therapist(s) or nurse.

Remove throw rugs — they can trip you.

Secure electrical cords behind furniture.

Fire Safety: Do not run electrical cords under carpeting. Do not overload outlets. Smoke
detectors should be located on each level of the home, in each living area, and outside of
bedrooms. Test smoke detectors monthly. Keep bedroom doors closed at night in case offire.
Make and practice an emergency exit plan. If you are bed or chair bound, notify your emergency
service. Obtain a multipurpose (ABC) type fire extinguisher for each living area, furnace area,
garage, and storage area.

Use adequate lighting. Use nightlights for pathways to and from bathroom.

Have flashlight and battery operated radio in the home in case of power failure.

10)If you live alone, consider arranging for someone to call or stop by daily to make sure you are

okay. This person should have your emergency number.

2968 E. RUSSELL RD. ¢ LAS VEGAS, NEVADA 89120 « (702) 791-3729 ¢ FAX (702)791-3859
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CARING NURSES, INC.

(800) HOMECARE (466-3227)
MEDICATION SAFETY

Never share or borrow medicine.

Take medicine as close to scheduled times as possible according to your medications schedule
sheet. If you miss a dose, consult your doctor.

Do not skip, double up, or stop taking your medicine. If you feel a medicine is causing side
effects, call your doctor. Do not stop taking the medicine suddenly on your own.

Do not save old medicines for future use as they can weaken or change. If the dose of your
current medicine is changed, ask your doctor or pharmacist to re-label it for you.

Turn on the lights and read the bottle before taking your medicine. If you have trouble with small
print, ask your pharmacist to re-label the bottle.

Non-prescription medicines (drug store remedies) can affect the way your usual medicines work.
Ask your doctor before using any non-prescription medicine, including cold/flu, cough, and pain
relievers.

Keep your medicines in a safe, dry place, out of the reach of children. Be especially careful when
children visit or you visit a home with children — be aware of medicine kept in your purse, pocket,
or pillbox.

If you cannot open a childproof container, notify your pharmacist of this problem.

If you have trouble remembering to take your medicine, ask your nurse for help. A calendar box
may be helpful.

10)Keep a list of your medicines with you at all times. If you are allergic to any medicines, you should

have a medical alert tag or card.

11)Take your medication schedule sheet with you to medical appointments. Your doctor can assist

you in keeping it up to date.

2968 E. RUSSELL RD. * LAS VEGAS, NEVADA 89120 * (702)791-3729 + FAX (702) 791-3859
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CARING NURSES, INC.

Our Name Says Who We Are

(800) HOMECARE (466-3227)

www.caringnurses.com

Patient Emergency Preparedness Planning

Emergency Contact Information

Contact Phone Address

Police

Fire

EMS

Local Red Cross

Local Emergency Management
Office

Physician

Pharmacy

Neighbor

Relatives

Make a list

* Medications

¢ Medical Information

« Allergies and sensitivities

* Copies of health insurance cards

Have on hand
* A seven-day supply of essential medications
¢ Consult your physician and/or health plan to determine if you are able to obtain additional medication.
¢ Cell phone
« Standard Telephone
» That does not need to be plugged into an electric outlet
» Flashlights and extra batteries
 Assorted sizes of re-sealable plastic bags for storing food, waste, etc.
* Small battery-operated radio and extra batteries
« Assemble a first-aid kit (See Appendix A-1)

2968 E. RUSSELL RD. * LAS VEGAS, NEVADA 89120 + (702) 791-3729 + FAX (702)791-3859
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CARING NURSES, INC.

Our Name Says Who We Are

(800) HOMECARE (466-3227)

www.caringnurses.com

Evacuation Plans:

« Know where the shelter is located that can meet your special needs.
« Plan for alternate locations

 Plan for transportation to a shelter or other location.

« “Have a “grab bag” prepared (See Appendix B)

 Arrange for assistance if you are unable to evacuate by yourself.

Shelter-in-Place

» Maintain a supply of non-perishable foods for seven days.
« Maintain a supply of bottled water; one gallon per person.
« Be prepared to close, lock and board/seal windows and doors if necessary.
« Have an emergency supply kit prepared (See Appendix B)

» Have a care plan for your pet.

« Locate a shelter for your pet (hotel, local animal shelter, etc.) Emergency shelters will not accept
animals.

» Extra food and/or medications, leashes, carriers, bowls, ID tags, etc.

Special Needs Considerations
Speech or communication Issues

« If you use a laptop computer or communication, consider getting a power converter that plugs into the
cigarette lighter.

Hearing Issues

+ Have a pre-printed copy of key phrase messages handy, such as “I use American Sign Language (ASL),
“I do not write or read English well, “if you make announcements, I will need to have them written

simply or signed”
« Consider getting a weather radio, with a visual/text display that warns of weather emergencies.

Vision Issues
2968 E. RUSSELL RD. * LAS VEGAS, NEVADA 89120 -+ (702) 791-3729 + FAX (702) 791-3859
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CARING NURSES, INC.

Our Name Says Who We Are

(800) HOMECARE (466-3227)

www.caringnurses.com

* Mark your disaster supplies with fluorescent tape, large print, or braille.
* Have high-powered flashlights with wide beans and extra batteries
 Place security lights in each room to light paths of travel.

Assistive Devise Users

¢ Label the equipment with simple instruction cards on how to operate it (for example how to “free
wheel” or “disengage the gears” of your power wheelchair) Attach the cards to your equipment.

« If'you use a cane, keep extras in strategic, consistent and secured locations to help you maneuver around
obstacles and hazards.

« Keep a spare cane in your emergency Kkit.
* Know what your options are if you are not able to evacuate with your assistive devise.

2968 E. RUSSELL RD. * LAS VEGAS, NEVADA 89120 * (702) 791-3729 + FAX (702) 791-3859



Infection prevention and control practices, including
considerations for family member exposure, when evaluating
and caring for clients with known or suspected COVID-19

The CDC advises the client stay home except to get medical care, separate yourself from other people
and animals in the home as much as possible (in a separate room with the door closed) with separate
bathroom if possible, call ahead before visiting your doctor, and wear a facemask in the presence of
others when out of the client room.

For everyone in the home, CDC advises covering coughs and sneezes followed by hand washing or
using an alcohol-based hand rub, not sharing personal items (dishes, eating utensils, bedding) with
individuals with known or suspected COVID-19, cleaning all “high-touch” surfaces daily, and
monitoring for symptoms. Agency staff may share additional information with families. Please see

https://www.cdc.gov/coronavirus/2019-ncov/hcp/guidance-preventspread.html
https://www.cdc.gov/coronavirus/2019-ncov/community/home/index.html

* Visitors should not be allowed in the home until the person has completely recovered, shows
no signs or symptoms of COVID-19 and has been released from isolation.

* Visitors should perform hand hygiene according to the CDC guidelines. Hand hygiene should
also be performed before and after preparing food, before eating, after using the toilet, and
whenever hands look dirty. If hands are not visibly soiled, an alcohol-based hand rub can be
used. For visibly soiled hands, always use soap and water.

* Client should wear a mask when agency staff are in the same room. Individuals who cannot
wear mask should practice rigorous respiratory hygiene; that is, coughing or sneezing into a
bent elbow or tissue and then immediately disposing of the tissue followed by hand hygiene.

o Note: mask should not be worn or placed on anyone who has trouble breathing, or
anyone who is unconscious, incapacitated, or otherwise unable to remove the mask
without assistance. Additionally, they should not be placed on children under age 2.

o Materials used to cover the mouth and nose should be discarded or cleaned
appropriately after use (e.g. wash handkerchiefs, using regular soap or detergent and
water).

* Family caregivers should wear a mask that covers their mouth and nose when they are in the
same room as the client. Masks should not be touched or handled during use. If the mask gets
wet or dirty from secretions, it must be replaced immediately with a new clean, dry mask.
Remove the mask using the appropriate technique, which is to untie it or hold the elastic straps,
rather than touching the front of the mask, to discard it immediately after use and then to
perform hand hygiene.

* Staff should encourage clients to follow CDC guidelines as part of their daily routine when
going out in public (wear a mask, keep social distancing, limit exposure risk).



* Wear gloves when you touch or have contact with the sick person’s blood, stool, or body
fluids, such as saliva, mucus, vomit, and urine. Throw out gloves into a lined trash can and wash
your hands right away.

» Clean and disinfect surfaces that are frequently touched in the room where the client is being
cared for, such as bedside tables, bedframes, and other bedroom furniture.

Eat in separate rooms or areas:
* Stay separated: The person who is sick should eat (or be fed) in their room, if possible.

* Wash dishes and utensils using gloves and hot water: Handle any dishes, cups/glasses, or
silverware used by the person who is sick with gloves. Wash them with soap and hot water or in
a dishwasher.

* Perform hand hygiene after taking off gloves or handling used items. Avoid sharing personal
items

* Do not share dishes, cups/glasses, silverware, towels, bedding, or electronics (like a cell
phone) with the person who is sick.

Bedroom and bathroom

* If you are using a separate bedroom and bathroom: Only clean the area around the person who
is sick when needed, such as when the area is soiled. This will help limit your contact with the
sick person. o If they feel up to it, the person who is sick can clean their own space. Give the
person who is sick personal cleaning supplies such as tissues, paper towels, cleaners, and EPA-
registered disinfectants.

* If sharing a bathroom: The person who is sick should clean and then disinfect after each use.
If this is not possible, wear a mask and wait as long as possible after the sick person has used
the bathroom before coming in to clean and use the bathroom.

Wash and dry laundry

* Do not shake dirty laundry.

* Wear disposable gloves while handling dirty laundry.

¢ Dirty laundry from a person who is sick can be washed with other people’s items.

* Wash items according to the label instructions. Use the warmest water setting you can.
* Remove gloves, and wash hands right away.

* Dry laundry, on hot if possible, completely.

+ Wash hands after putting clothes in the dryer.

* Clean and disinfect clothes hampers. Wash hands afterwards.

Use lined trash can

* Use gloves when handling trash
* Place used disposable gloves and other contaminated items in a lined trash can.



* Use gloves when removing garbage bags, and handling and disposing of trash. Wash hands
afterwards.

* Place all used disposable gloves, masks, and other contaminated items in a lined trash can.

« If possible, dedicate a lined trash can for the person who is sick.

* Avoid other types of exposure to contaminated items from the client’s immediate environment
(e.g. do not share toothbrushes, cigarettes, cutlery, crockery, towels, washcloths or bed linen)

Further information for caring for someone Sick at Home can be found in below link:
https://www.cdc.gov/coronavirus/2019-ncov/if-you-are-sick/care-for-someone.html

Monitor for worsening symptoms regularly: Advise the COVID-19 clients and their caregivers about
the signs and symptoms of complications or how to recognize a deterioration in their health status that
require medical attention. Monitor these regularly, ideally once a day. For example, if a client’s
symptoms become much worse (such as light headedness, difficulty breathing, chest pain, dehydration,
etc.) from the initial clinical assessment, he or she should be directed to seek urgent care. Caregivers of
children with COVID-19 should also monitor their clients for any signs and symptoms of clinical
deterioration requiring an urgent re-evaluation. These include difficulty breathing/fast or shallow
breathing, blue lips or face, chest pain or pressure, new confusion as well as an inability to wake up,
interact when awake, drink or keep liquids down. For infants these include grunting and an inability to
breastfeed. If any of these conditions exist, the agency staff should call 911. Clients should be educated
to watch for these symptoms and to call 911 if they occur.



Screening Clients for COVID-19 When making a home visit, agency staff should identify clients at risk
for having COVID-19 infection before or immediately upon arrival to the home. They should ask
clients about the following: « International travel within the last 14 days to countries with sustained
community transmission. For updated information on affected countries visit:
https://www.cdc.gov/coronavirus/2019-ncov/travelers/index.html 2.

* In the last 14 days, has had contact with someone with or under investigation for COVID19, or are il
with respiratory illness.

* Residing in a community where community-based spread of COVID-19 is occurring.
* Screen for signs and symptoms of a respiratory infection with COVID-19, such as:

* Cough

* Shortness of breath or difficulty breathing
= Fever

= Chills

= Repeated shaking with chills

= Muscle pain

* Headache

= Sore throat

* New loss of taste or smell

* Persistent pain or pressure in the chest
* New confusion or inability to wake up
= Bluish lips or face

Note: Older people with COVID-19 may not show typical symptoms such as fever or respiratory
symptoms. Atypical symptoms may include new or worsening malaise, new dizziness, or diarrhea.
Identification of these symptoms should prompt isolation and further evaluation for COVID-19 by the
client’s physician. For ill clients, implement source control measures (i.e., placing a facemask over the
client’s nose and mouth if that has not already been done, if client can tolerate). Inform the agency’s
administrator and/or clinical lead, as applicable, and local and state public health authorities about the
presence of a person under investigation (PUI) for COVID-19. Agencies should ensure the availability
of resources for their care agency staff according to the types of services, supplies and equipment
required by the individualized plan of care and CDC Guidelines, including COVID-19 confirmed or
suspected cases. '
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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.
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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.
i. 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;



D Patient/Resident Safety Plan

Boulder City Hospital DEPARTMENT: Emergency Preparedness Plan

Quality care close to home

APPROVED BY: Safety Committee ngFERENCE #SEP | Page 2 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

ii. Acts that do not achieve their intended outcome; and/or
iii. 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

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)

i. Any Adverse Drug Reaction (ADR)

ii. Any transfusion reaction
iv. 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.
v. Any Healthcare Associated Infection (HAI) including but not limited to Central Line Associated
Blood Infections (CLABSI); Catheter Related Urinary Tract Infections (CAUTI); c-diff infections
vi. Any Health Care Associated Stage Ill or IV Pressure Ulcer
vii. Any patient falls with injury
viii. Any patient aspiration
ix. Any motor vehicle accident wherein a patient was a passenger
c. Sentinel Event (SE):

i. 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”)

ii. Potentially involves a continuing threat to patient care or safety

iii. Has significant potential for being reflective of serious underlying systems problems within an
organization
iv. Potentially undermines public confidence in the organization

v. 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. Patient, resident and client population;
ii. Visitors;
iii. Volunteers; and
iv. Staff (including Medical Staff)
b. Addresses:
i. Maintenance and improvement in patient/resident safety issues in every department throughout

the facility

ii. Emphasizes hospital and patient care functions of:
Ethics, Rights & Responsibility Management of the Environment of Care
Provision of Care Management of Human Resources
Medication Management Management of Information
Improving Organization Surveillance, Prevention and Control of
Performance Infection

Leadership
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c. Assures:
i. All departments have current Safety Manual available on-line
ii. Emergency Preparedness Quick Reference Guide “Red Book” is available in high traffic areas
iii. Senior Leaders are FEMA trained (100,200, and 700) and NIMS compliant
iv. Hospital Decontamination Program (and related equipment) is available and compliant with
current regulations
v. Enforced Hand Hygiene policy
vi. Adherence to Standard Precautions with implementation of Isolation Precautions when necessary
vii. Maintenance of a sanitary environment through interdepartmental collaboration, product and
service evaluation and monitoring effectiveness
\VA 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:

i. Safety Officer viii. Acute Nursing Services
ii. Physician Representative
iii. Chief Nursing Officer/Patient ix. Purchasing/Central Supply
Safety Officer Representative
iv. Pharmacy Staff Representative X. Environmental Services
v. Human Resources Representative
Representative xi. Chief Executive Officer
vi. Laboratory Representative xii. Risk Manager
vii. Long Term Care Representative xiii. Infection Control Nurse
xiv. Program Manager

c. Communication
i. 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)
ii. Risk Manager will aggregate occurrence information and present a report to the Committee on a
quarterly basis.
iii. 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/resident outcome.
iv. The Committee will:
1. Analyze the report information; and
2. Determine further patient safety activities as appropriate.
v. 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.
Review of Internal and External Reports
a. Toinclude, but not be limited to:
i. Sentinel event report information;
ii. HAI statistical report;
ii. Fire and Disaster Drill reports;
iv. Occurrence reporting;

oukrwnrE
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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:

Assessment of the intended and actual implementation of the process.
Identify the steps in the process if there may be any undesirable variations.
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. Identify 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:

Perform and/or obtain 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 any recalled item from stock.
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 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:

Immediately notify his/her supervisor; and
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:

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
1. Perform any necessary clinical interventions to support and protect the patient;
2. Notify the physician staff responsible for the patient;
3. Execute 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;
7. Report ADR to Pharmacy via an ADR form; and
8. 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. A reporting 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
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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 natification;
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
VIIL. 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. In keeping 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. Aninterdisciplinary 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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PURPOSE

Sunrise Hospital and Medical Center and Sunrise Children’s Hospital (SHMC|SCH) develops,
implements, and maintains an effective, ongoing, facility-wide, data-driven quality and
patient safety assessment, and performance improvement program.

SCOPE
Housewide

POLICY/STRUCTURE
A. SHMC|SCH has a leadership structure to support operations and the provision of care.
B. Structure is formed by three (3) leadership groups:
1. Board of Trustees (BOT), the organized medical staff which is represented by the
Medical Executive Committee (MEC), and Senior Leadership.
BOT
A. BOT serves as the governing body legally responsible for the conduct of SHMC|SCH
as an institution.

B. BOT has ultimate responsibility for safety and quality which is derived from their legal
responsibility and operational authority for SHMC|SCH performance.
C. In this context, the BOT provides for internal structures and resources, including staff

that supports safety and quality.

D. Working with the MEC and Senior Leaders, the BOT establishes a mission, vision, and
goals of the organization to support safety, quality of care, treatment, and services.

E. Roles and responsibilities of the BOT in ensuring performance improvement (PI) and
patient safety activities include:

1. Reflects the complexity of SHMCI|SCH organization and services; involves all
SHMC|SCH departments and services (including those servicesfurnished under
contract or arrangement); and focuses on indicators related to improved health
outcomes and the prevention and reduction of medical errors.

Identifies those responsible for planning, management, and operational activities.

Identifies those responsible for the provision of care, treatment, and services.

Defines in writing its responsibilities.

Approves SHMC|SCH written scope of services.

Selects and approves the Chief Executive Officer (CEO) responsible for

managing SHMC|SCH.

7. Works with the Senior Leaders and the MEC to annually evaluate SHMC|SCH
performance in relation to its mission, vision, and goals.

ok~ wn

8. Ensures the ongoing program for quality improvement and patient safety is
defined, implemented, and maintained.
9. Establishes clear expectations for safety.

Printed copies are for reference only. Please refer to the electronic copy for the latest version.
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10.  Provides the organized medical staff, represented by the MEC with the
opportunity to participate in governance and the opportunity to be represented at
BOT meetings.

11.  Assumes full legal authority and responsibility for operations of SHMC|SCH and

medical staff.

13. Establishes a process for making decisions when a leadership group fails to fulfill

its responsibilities and/or accountabilities.

14.  Provides for the resources needed to maintain safe, quality care, treatment, and

Services.

15.  Provides a system for resolving conflict among individuals working within the

organization.

16. Receives and reviews reports summarizing the data, analysis, findings, and

recommendations related to facility-wide organizational Pl Projects and Clinical
Safety Improvement Program (CSIP).
17. Reviews the annual Pl and CSIP Appraisal.
18.  Approves the annual PI and Patient Safety Plan.
Medical Staff and MEC
A. SHMCISCH has an organized medical staff that is accountable to the BOT.
B. Medical staff is represented by the MEC.
C. Role and responsibilities of the MEC in ensuring Pl and patient safety activities include:

1. Organized and accountable to the BOT for the quality and safety of the medical

care provided to the patients.

2. Operates under Medical Staff Bylaws and Rules and Regulations approved by the

BOT.

3. Oversees the quality of care, treatment and services provided by those individuals

with clinical privileges.

4. Approves the PI and Patient Safety Plan (PSP) including the design of the PI and

patient safety activities.

5. Requires the Medical Staff departments to continuously assess and improve the
quality of care and services provided, continue to evaluate the competence of
individuals with or without clinical privileges (i.e., allied health providers) and
provide information for the re-credentialing process.

Requires the Medical Staff to maintain quality control programs, as appropriate.

7. Systematically evaluates SHMC|SCH performance activities of departments,

committees and functional teams by the review of minutes, reports, and inquiries
directed to/from the departments or committees by the MEC.
Senior Leaders
A. SHMCISCH identifies the responsibilities of its Senior Leaders.
B. Role and responsibilities of Senior Leaders in ensuring P1 and patient safety activities
include:

1. CEO manages SHMCJ|SCH and leads the Senior Leadership group.

2. Senior Leaders work with the organized medical staff and the governing body to

define their shared and unique responsibilities and accountabilities.
3. CEO, MEC, the Chief Nurse Officer (CNO), and the Vice-President (\VP) of
Quality Management (QM) work together to make certain that the facility-wide
Pl and CSIP along with training programs address identified problems.

4. Discuss issues that affect SHMC|SCH and the population(s) it serves, including
the following:
a. Pl and Clinical Safety Improvement activities.

o
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Reported safety and quality issues.

Proposed solutions and their impact on SHMC|SCH resources.

Reports on key quality measures and safety indicators.

Safety and quality issues specific to the population served.

Input from the population(s) served.

5. Ensures the scope of the safety program includes the full range of safety issues,
from potential to no-harm errors (e.g., near misses).

6. Provides and encourages the use of systems for blame-free internal reporting of a
system or process failure.

7. Defines sentinel events and ensures the performance of credible serious event
analysis in response to sentinel events.
See:  SUNR.PS0.003 Patient Safety Serious Event Analysis Policy

8. Selects one (1) high-risk process and conducts a proactive risk assessment at
least every 18 months.

C. Creates and maintains a culture of safety and quality throughout the organization.

D. Organization regularly evaluates the internal culture of safety and quality using the
Agency for Healthcare Research & Quality (AHRQ) Hospital Survey on Patient Safety
Culture,

E. Survey allows Leaders to:

1. Prioritize and implement changes identified by the survey.
2. Provide opportunities for all individuals who work in SHMCISCH to participate
in safety and quality initiatives.

D OO0 T

3. Develop a code of conduct that defines acceptable behavior and behaviors that
undermine a culture of safety.

4. Create and implement a process for managing behaviors that undermine a culture
of safety.

5. Provide education that focuses on safety and quality for all individuals.

Patient Safety Officer (Nevada Revised Statutes [NRS] 439.870)

A. Organization has designated the Risk Manager as the Patient Safety Officer for the
organization.

B. Patient Safety Officer:
1. Serves on the Quality Care and Patient Safety Committees (PSC).

2. Promotes a culture of safety and the elimination of avoidable harm.

3. Supervises the reporting of all sentinel events.
See: SUNR.PS0.003 Patient Safety Serious Event Analysis Policy

4. Reports all sentinel events and the actions taken to ensure the event does not
reoccur.

5. Takes action as deemed to be necessary to ensure the safety of patients as a result

of an investigation of the event.
Department Directors

A. Department Directors of each ancillary/nursing service area is responsible for all Pl and
Patient Safety activities as they relate to their specific areas.
B. Directors are responsible for the continuous assessment and improvement of their

department's performance, promotion of patient safety, and the maintenance of
appropriate quality control programs.

C. Directors are responsible for evaluating the effectiveness of care delivered in their
departments and the clinical performance of their staff.
D. Although it is recognized that process issues or deficiencies account for most variances in

performance, when P1 activities lead to a determination that an individual is unable or
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unwilling to improve, modification of the individual's job assignment will occur or other
appropriate action will be taken.

E. Significant findings of PI or Patient Safety activities will be reported through the
appropriate channels.

PSC and Quality Care Committee (QCC)

A. PSC and the QCC are responsible to the BOT, MEC, and Senior Leaders for the overall
operation of the Pl and PSP.

B. These interdisciplinary committees include but are not limited to, representatives from
the BOT, Senior Leaders, Medical Staff, QM, Pharmacy, Nursing Leadership, Infection
Control, Ancillary Services Directors, Patient Safety Officer, and Facility Safety Officer.

C. On an annual basis the PSC and QCC performs an annual P1 appraisal of the Pl activities.

D. At this meeting, current Pl priorities, patient safety priorities, and associated activities are
reviewed and evaluated.

E. General functions of the PSC and QCC include:

1. Collects data to monitor its performance.

2. The BOT, MEC, and Senior Leaders set priorities for and determine the
frequency of data collection.

3. Measures, analyzes, and tracks quality indicators, including adverse
patient events, and other aspects of performance that assess processes of
care, SHMC|SCH services, and operations.

F. Collects data and reports to the MEC, and BOT.

G. Types of data collected includes but is not limited to:
1. Operative or other procedures that place patients at risk of disability or death.
2. All significant discrepancies between preoperative and postoperative diagnoses,

including pathologic diagnoses.

3 Adverse events related to using moderate or deep sedation or anesthesia.

4 Use of blood and blood components.

5 All reported and confirmed transfusion reactions.

6 Results of resuscitation.

7. Behavior management and treatment.

8. Significant medication errors.

9. Significant adverse drug reactions.

SHMCISCH considers collecting data on the following:

1. Staff opinions and needs

2. Staff perceptions of risk to individuals

3. Staff suggestions for improving patient safety

4. Staff willingness to report adverse events

l. Patient perception of the safety and quality of care, treatment, and services.

J. Evaluates the effectiveness of all fall reduction activities including assessment,
interventions, and education.

K. Effectiveness of its response to change or deterioration in a patient’s condition.

1. Note: Measures may include length of stay, response time for responding to
changes in vital signs, cardiopulmonary arrest, respiratory arrest, and mortality
rates before and after implementation of an early intervention plan.

L. PSC shall have oversight of the SHMC|SCH Patient Safety Program, which includes but
is not limited to:

1. Review the annual PSP and Strategies.
2. Collect data to monitor PSP performance.
a. Measure, analyze, and track safety indicators, including adverse patient
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events, and other aspects of performance that assess processes of care,
SHMC|SCH services, and operations.

3. Types of data collected includes but is not limited to:
a. Patient safety related to the use of at least two (2) patient identifiers when
giving medication, blood products, or before a procedure.
b. Infection Prevention as it relates to the use of proven guidelines such as

hand cleaning to prevent infections of Catheter Associated Urinary Tract
Infections (CAUTI), Central Line Associated Bloodstream Infections
(CLABSI), Surgical Site Infections (SSI), and other SHMC|SCH acquired
infections.

C. Safe surgical practices by prevention of mistakes made in surgery such as
wrong patient, wrong site, and wrong procedure with use of standardized
Time Out practices before any treatments or procedures.

d. Use of medication safety as it relates to the prevention of significant
medication errors.

e. Evaluate the effectiveness of all fall reduction activities including
assessment, interventions, and education.

f. Evaluate the effectiveness of the reduction of all SHMC|SCH acquired

conditions (HAC) to improve health outcomes and reduce length of stay.
Receive reports from the patient safety officer pursuant to NRS. 439.870
Review and evaluate the quality of measures carried out by the medical facility to
reduce the number of severity of sentinel events and infections that occur at the
medical facility.

6. Ensures all Patient Safety policies/checklists follow protocols to improve the
health outcomes of patients at the medical facility and will include, without
limitation:

a. Checklists related to specific types of treatment must include,
without limitation, a requirement to document that the treatment
provided was properly ordered by the provider of health care.

b. Checklists for ensuring that employees of the medical facility
and contractors with the medical facility who are not providers
of health care follow protocols to ensure that the room and
environment of the patient is sanitary.

7. Checklists to be used when discharging a patient from the facility which
includes, without limitation, verifying that the patient received:

a. Proper instructions concerning prescription medications;

b. Instructions concerning aftercare; and

C. Any other instructions concerning his or her care upon discharge.

M. Ensure that a policy for appropriately identifying a patient before providing treatment the
policy will require the patient to be identified with at least two (2) personal identifiers
before each interaction with a provider of healthcare.

ok~

1. The personal identifiers may include without limitation, the name, and date
of birth of the patient.
N. Ensure that a policy regarding the nationally recognized standard precautionary protocols

to be observed by providers of health care at the facility including, without limitation,
protocols relating to hand hygiene.

Monitor and document the effectiveness of the patient identification (ID) policy.

At least annually, review and revise the patient safety checklists and patient safety

© 0
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policies adopted and consider any additional patient safety checklists and patient safety
policies that may be appropriate for adoption for use at the medical facility as necessary
to ensure that the checklist or policy, as applicable, reflects the most current standards in
patient safety protocols.

Q. Evaluate actions of the patient safety officer in connection with all reports of sentinel
events alleged to have occurred at the medical facility.
R. Ensure that on or before July 1 of each year, the Patient Safety officer will submit a

report to the Director of Legislation Counsel Bureau for transmittal to the Legislative

Committee on Health Care.

1. The report must include information regarding the development, revision, and
usage of the patient safety checklists and patient safety policies and a summary of
the annual review conducted pursuant to paragraph (I1).

S. Evaluate the recommendations provided to the executive or governing body of the
medical facility regarding:
1. The number of sentinel events that occurred at the medical facility during the
preceding calendar quarter;
2. The number and severity of infections that occurred at the medical facility during
the preceding calendar quarter; and
3. Any recommendations to reduce the number and severity of sentinel events and

infections that occur at the medical facility.
T. Evaluate the role of the Patient Safety Officer in the adoption of patient safety checklists
and patient safety policies as required by NRS 439.877, including the review of the
checklist and policies annually and revision of the checklists and policies as the patient
safety committee determines necessary.
QCC compiles and analyzes data
Program includes, but is not limited to, an ongoing program that shows measurable
improvement in indicators for which there is evidence that it will improve health
outcomes and patient safety, including:

<c

1. Sets expectations for using data and information to improve the safety and quality
of care, treatment, and services.

2. Responsible for the implementation of successful corrective action plans in
affected problem areas.

3. Measures, analyzes, and tracks quality indicators, including adverse patient

events, and other aspects of performance that assess processes of care,
SHMC|SCH service and operations.

4. Develops, implements, and maintains an effective, ongoing, facility-wide,
data-driven quality assessment and performance improvement program.

5. Compiles data in usable formats.

6. Uses statistical tools and techniques to analyze and display data.

7. Analyzes and compares internal data over time to identify levels of performance,
patterns, trends, and variations.

8. Compares data with external sources, when available.

9. Analyzes its Organ Procurement conversion rate data as provided by the Organ

Procurement Organization (OPO).
10. Uses the results of data analysis to identify improvement opportunities.
W. In regard to staffing:
1. When SHMC|SCH identifies undesirable patterns, trends, or variations in its
performance related to the safety or quality of care (for example, as identified in
the analysis of data or a single undesirable event), it includes the adequacy of
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BB.

staffing, including nurse staffing, in its analysis of possible causes.

2. When analysis reveals a problem with the adequacy of staffing, the Senior
Leaders responsible for the facility-wide patient safety program are informed, of
the results of this analysis and actions are taken to resolve the identified problem(s).

3. At least once a year, the leaders responsible for the facility-wide patient safety
program review a written report on the results of any analyses related to the
adequacy of staffing and any actions taken to resolve identified problems.

QCC considers participation in Quality Improvement Organization (QIO) cooperative

projects.

Trauma Program manages an intensive Performance Improvement and Patient Safety (PIPS)

program regarding its practice.

1. Minutes of the program’s reviews are submitted to the MEC and the BOT through
the Department of Surgery.

2. In addition, members of the SHMC|SCH Quality Assurance Program attend the
Trauma Peer Review Committee meetings.

PSC and QCC ensures the organization improves performance on an ongoing basis,

including:

1. Prioritizes the identified improvement.

2. Takes action on improvement priorities.

3. Evaluates actions to confirm that they resulted in improvements.

4. Takes action when it does not achieve or sustain planned improvements.

PSC and QCC drafts priorities for the organization’s Pl activities, which are recommended
for adoption through the MEC and the BOT.
QCC considers factors such as:

1. Focus on high-risk, high-volume, or problem-prone areas,
2. Consider the incidence, prevalence, and severity of problems in those areas.
3. Affect health outcomes, patient safety, and quality of care.

Patient Safety Organization (PSO)

A

B.

SHMCISCH is committed to an organizational environment aimed at improving patient safety
and the quality of healthcare provided.

To further this objective, SHMC|SCH contracted with Hospital Corporation of America (HCA)
PSO, LLC (HCAJ|PSOI|LLC), a federally certified PSO, to receive assistance in conducting a
wide variety of patient safety activities intended to reduce medical errors in a legally protected
environment.

Generally speaking, patient safety work product (PSWP) is not subject to subpoena or discovery
in State or Federal court, in administrative proceedings, or pursuant to the Freedom of
Information Act (FOIA), and cannot be disclosed except as permitted under the Patient Safety
and Quality Improvement Act (PSQIA) and its associated regulations. (See 42 Code of Federal
Regulations [CFR] § 3.204, Privilege of patient safety work product; and 42 CFR § 3.206,
Confidentiality of patient safety work product.)

SHMC|SCH will be receiving and exchanging patient safety information with the PSO,
including event or incident reports and investigations, analytic tools such as root cause analyses
(RCA), patient safety communications, quality reviews, and other documents aimed at
improving patient safety.

Documents will be submitted in a standardized format to allow for comparison with like
Providers.

As part of this effort, SHMC|SCH will operate a Patient Safety Evaluation System (PSES)
designed to encourage internal reporting of adverse events, near misses, and unsafe conditions
for purposes of reporting to HCA PSO, LLC.
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G. PSES will be the vehicle for collecting, managing, and analyzing information for patient
safety purposes.

H. Designated SHMC|SCH personnel will collect patient safety information and report it to HCA
PSO, LLC on an ongoing basis for analysis and feedback.

Methodology

A. FOCUS-Plan-Do-Check-Act (PDCA) is the methodology used for PI projects.

B. Using this methodology data is systematically aggregated and analyzed on an ongoing
basis.

C. Statistical tools used are displayed in diagram Il below.

FOCUS

Find an Improvement Opportunity:

A. Review results of measurement activities and input from staff, patients, medical staff, and

other customers.

How are we doing compared to ourselves/external benchmarks over time?

What situation yields an opportunity for improvement?

What processes should be addressed first?

rganize a Team that Knows the Process:

Is there representation from those who work in the process

Educate the team on the PI process.

Establish the team purpose, process and measures of team progress.

larify Current Knowledge of the Process:

Is the process well defined, including the customers, their needs and expectations?
Do our perceptions of the process relate to the actual process?

“Flow chart” the process to determine the actual flow or sequence of events that the
process follows.

D. What is the baseline data on the current process?

E. Review recent scientific literature for up to date information regarding the process.
Uncover Root Cause of the Process Variation:

OWP>O00WWP>O000OW

A. “Fishbone” a cause and effect diagram to allow the team to identify, explore and
graphically display, in increasing detail, all of the possible causes related to a problem.

B. Avre the causes the root cause or just symptoms of the problem?

C. What are the causes that have the greatest impact in priority order?

Start the Improvement Cycle:

A. What new knowledge have you acquired about the process?

B. What changes need to be made to improve the process?

PDCA

Plan Improvement
A. Who, what, when and how are we going to change the process

B. Data collection-who, what, where, when and how are we going to track the process
change?

C. Identify those forces that assist or prevent change-force field analysis.

Do Improvement:

A. Implement change

Check Results:

A. Do results match the expectations?

B. What was learned?

C. What does the team want to continue to do?
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D. What would the team do differently?

Act

(To sustain improvement and continue to improve or abandon change and start cycle again)
A. What part of the process needs to be standardized?

B. What policies/procedures need to be revised?

C. Who needs to be trained?

D. Determine method for ongoing measurement.

Serious Event Analysis

A. Is the primary Pl methodology used for analysis of significant unanticipated outcomes

and/or Sentinel Events.
See: SUNR.PS0.003 Patient Safety Serious Event Analysis Policy

EXTERNAL DATA SOURCES

A. Data is also collected as indicated for participation in the following external databases or
for participation with the following organizations:
Lavanta

A. Centers for Medicare & Medicaid (CMS) contracted Quality Improvement Organization
(QIO) has developed Healthcare QI Initiatives that examine patterns of practice.

B. Avreas for study are suggested by practitioners in the community, university, hospital
settings, nationally recognized patient safety and quality improvement organizations and
CMS.

C. Studies enable hospitals and medical staff to compare their performance with what may

be optimal levels of practice.
Comprehensive Health Outcomes Information System (CHOIS) Reports
A. CHOIS is designed to identify opportunities for improvement, identify best practices, and
manage resources appropriately, effectively, and efficiently.
Clinical Outcome Summary Reports are distributed on a quarterly basis.
Data captured in this report reflects numerous clinical indicators.
These indicators were developed through medical staff focus groups.
Data is risk and severity adjusted using CMS's Refined diagnosis-related group
(DRG)s and economic cycle research institute (ECRI), a risk index used to adjust
complication rates, Risk Adjusted Mortality Index (RAMI) and the Risk Adjustment
Specialty Algorithm (RASPEC) as appropriate.
F. Each hospital is provided with actual and risk adjusted mortality and complication rates.
G. Rates are compared to the company overall and national statistics.
H Patient and Provider level details are provided to facilitate a detailed analysis of the cases
reflected in the data.
The Joint Commission (TJC) Measurement System (ORY X)

mooOw

A. This is TJC initiative to integrate performance measures into the accreditation process.

B. It involves a collection of service, process and outcome indicators related to specific
patient populations.

C. Data for this initiative is collected through the Comprehensive Outcomes Measurement
Evaluation and Transmission (COMET) database.

D. Information is collected at the facility level and transmitted directly to TJC from HCA, as

the chosen vendor for this project.

E. Data abstracted through the COMET system are also submitted to CMS for public
reporting through the Hospital Compare website.

F. Hospital Compare website was created through the efforts of the CMS, an agency of
the United States Department of Health and Human Services (DHHS), along with the
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Hospital Quality Alliance (HQA).

G. HQA is a public-private collaboration established to promote reporting on hospital
quality of care.
H. HQA consists of organizations that represent consumers, hospitals, Providers and nurses,

employers, accrediting organizations, and Federal agencies.

l. Information on this website can be used by any adult needing hospital care.

Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS)

A. HCAHPS is a national, standardized, publicly reported survey of patients' perspectives of
hospital care.

Vermont Oxford Neonatal Database

A. Oxford Neonatal Database is a comprehensive database of 600 plus neonatal intensive
care (NICU) centers which compares morbidity, mortality, and length of stay data on the
very low birth weight infants (501 to 1500 grams).

B. As part of this network, the neonatal intensive care quality benchmarking project applies
a team approach to health care benchmarking with the goal of improving the
effectiveness and efficiency of neonatal intensive care.

Cancer Registry

A. Cancer Registry submits cancer data on select neoplasms to the State of Nevada
Administrative Code (NAC) 457.010 to 457.040.

B. Data is generally requested annually.

C. Cancer Registry department manages the cancer program and the American College of

Surgeon’s Commission on Cancer accreditation.

D. Accreditation program maintains a robust set of metrics pertaining to 37 standards for
the diagnosis, treatment and follow-up of cancers.

E. As part of the accreditation, the Cancer Registry collects data adhering to the

Commission of Cancer (COC)s strict criteria and submits data to the National Cancer

Data Base (NCDB).

Data is submitted to the NCDB at schedule intervals.

NCDB data is used nationally to identify areas for quality improvement as well as direct

other important activities.

H. NCDB database is available at a facility level providing tools such as hospital comparison
benchmarks, survival reports, Cancer Program Practice Profile Reports, Rapid Quality
Reporting System, and the Cancer QI Program data reports.

l. COC used NCDB data to direct participating organizations to perform special studies

@m

throughout the year.

Trauma Registry

A. Trauma Registry at Sunrise is a State of Nevada database.

B. Nevada Trauma Registry (NTR) data is collected from all licensed acute care hospitals
and trauma centers in Nevada.

C. NTR can provide information on the incidence, and prevalence, morbidity, and mortality
of injuries in Nevada.

D. Data can be broken down to a specific county, specific hospital, specific race, or
specific age group, for example.

E. Data are available for state, private or federal entities, grant applicants to measure the

impact of trauma on Nevada and initiate health education programs that address
traumatic injuries.

Society of Thoracic Surgeons (STS)

A. Offers outcome programs in the areas of Adult Cardiac, General Thoracic, and
Congenital surgery.
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B. By committing to collecting outcomes data to the STS National Database, surgeons are
committing to improving the quality of care that their cardiothoracic surgery patients
receive.

C. SHMCISCH participates in the STS database, using the national comparisons and
benchmarking as an integral part of the Pl program for Cardiovascular Services.

American College of Cardiology (ACC)/National Cardiovascular Data Registry (NCDR)

A. NCDR is the recognized resource for measuring and quantifying outcomes and
identifying gaps in the delivery of quality cardiovascular patient care in the United States.
B. Its mission is to improve the quality of cardiovascular patient care by providing

information, knowledge and tools, implementing quality initiatives, and supporting
research that improves patient care and outcomes.

Perinatal Services Quality Initiative

A. Perinatal Services Program is an HCA Corporate Initiative to improve perinatal services
and reduce the risk associated with the delivery of maternal and infant care.

Emergency Management Risk Initiative

A. Emergency Management Risk Initiative audit is one of the fundamental elements in the
creation of the risk managed Emergency Department (ED).

B. This is the most powerful audit tool available in emergency medicine.

C. It is clinically oriented and provides an unprecedented look at the individual practitioner,

the emergency practitioners as a group, and ED systems.

D. Audit is accomplished through the Sullivan Group via an agreement with HCA
hospitals.

E. SHMC|SCH participates on a semi-annual basis.

Get with the Guidelines GWTG™

A. Stroke Management Tool (Outcome Sciences) is a comprehensive quality management
measurement tool that captures critical information regarding the care and treatment of
patients with an acute stroke, with an emphasis of secondary prevention.

B. Database is used to assess and measure internal compliance of treatment standards, and
the ability to provide concurrent comparison to external entities and provides national
benchmarks.

ACTION Registry®-GWTG™

A ACTION Registry is a risk-adjusted, outcomes-based quality improvement program that
focuses exclusively on high-risk ST Elevation Myocardial Infarction (STEMI)/non-ST
(NSTEMI) patients.

B. It helps hospitals apply American College of Cardiology (ACC)/American Heart
Association (AHA) clinical guideline recommendations in their facilities and provides
invaluable tools to measure care and achieve quality improvement goals.

Leapfrog

A. Leapfrog Hospital Survey is the public reporting initiative launched in 2001 by the
Leapfrog Group.

B. Leapfrog Group is an independent, not-for-profit organization aimed at mobilizing
employer purchasing power to alert America’s health industry that big leaps in health
care safety, quality and customer value will be recognized and rewarded.

C. Leapfrog strives to make giant “leaps” forward in safety, quality, and affordability
of healthcare by promoting transparency.

D. Leapfrog Group Survey assesses hospital performance based on 28 different metrics.

E. Leapfrog algorithm computes a letter grade reflecting the hospital’s performance based
on these metrics.

F. Currently nine (9) different Safe Practices are assessed.
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G. These safe practices, created by the National Quality Forum (NQF), have been found to
reduce preventable medical mistakes.

H. Leapfrog works to continually assess safe practices and new practices are added or
removed accordingly.

l. Leapfrog algorithm also analyzes 18 data points from the publically reported data as
required by the CMS.

National Healthcare Safety Network (NHSN) Database

A. NHSN is a secure, internet-based surveillance system that integrates former Center for
Disease Control (CDC) surveillance systems, including the National Nosocomial
Infections Surveillance System (NNIS), National Surveillance System for Healthcare
Workers (NaSH), and the Dialysis Surveillance Network (DSN).

B. NHSN enables healthcare facilities to collect and use data about HAC infections,
adherence to clinical practices known to prevent HAC infections, the incidence or
prevalence of multidrug-resistant organisms within their organizations, trends and
coverage of healthcare personnel safety and vaccination, and adverse events related to the
transfusion of blood and blood products.

REFERENCES

8482.21 Condition of Participation: Quality Assessment and Performance Improvement Program
NAC 449.3152 Quality Improvement Program

NRS 439.865 Patient Safety Plan

NRS 439.870 Patient Safety Officer

NRS 439.875 Patient Safety Committee

Joint Commission Requirements for Performance - Performance Improvement Chapter
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Overview

Desert Springs 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. Desert
Springs Hospital operates as a Patient Safety Organization to further its commitment in
promoting patient safety and assuring that Desert Springs Hospital remains at the
forefront in the delivery of safe and effective clinical care. The Member Patient Safety
Evaluation System (PSES) is utilized by Desert Springs 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 Desert Springs 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 Desert Springs Hospital policies.
Desert Springs 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:

e Systematic and objective monitoring and evaluation of reports of injuries, accidents,
patient safety issues, safety hazards, and/or clinical services findings.

e I|dentification and assessment of general areas of actual or potential risk in the
clinical aspects of the delivery of patient care and safety.

* 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.



e Aggregation of data/information collected for integration in information
management systems and use in managerial decisions and operations.

Il. Mission and Vision

Desert Springs 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:

o Collaboration of administrative leadership, medical staff, and other healthcare
providers to deliver integrated and comprehensive high quality healthcare.
J 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.

J Preservation of dignity and value for each patient, family member, employee,
and other healthcare providers.

J Accountability for every healthcare related decision and action based on the
level of risk-taking or egregious behavior identified.

J 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.
) Education of staff and physicians to assure coordination and integration of care

across disciplines and specialties.
Desert Springs 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.

Ill. ROLES AND RESPONSIBILITES
A. Risk Management/Patient Safety Officer

Desert Springs Hospital has a designated Risk Director/Manager responsible for patient
safety risk identification and reduction for their respective facilities. The designated Risk



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
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e Facility-specific infection control developed under the supervision of a Certified Infection
Preventionist.

C. Patient Safety
Desert Springs 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. Desert Springs 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{member of the Executive or Governing Body}, CNO,
Physician, Risk Management and others designated as Patient Safety Officer, Quality
Designee, Infection Control Officer, , and Pharmacy). 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 (CFO) of the medical facility. A Patient Safety Committee established
pursuant to this section must meet at least once every calendar year.

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.

Duties and Responsibilities:

Desert Springs 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 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 health care. The personal identifiers
may include, without limitation, the name and date of birth of the patient.
Monitor and document the effectiveness of the hand hygiene protocol or policy.
Review policy to ensure compliance with the Patient Safety Checklists pursuant
to NRS 439.877.

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)(d).

Receive reports from the Patient Safety Officer pursuant to NRS 439.870.
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e Evaluate actions of the Patient Safety Officer in connection with all reports of
sentinel events alleged to have occurred.

e 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.

e 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.

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.

Desert Springs Hospital is required to address the Safety Watch newsletters, Clinical
Risk Alerts and Medication Safety Alerts via their Patient Safety Committee and this is
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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
organizational function and details specific strategies for managing risk in these areas.

In addition to the delineated elements, the TERM program also includes an evaluation of
clinical practices that have or are likely to result in liability or patient harm. The TERM
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 Ill. 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, TJC, etc.

Element VII. 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
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. RiskConnect (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 Desert Springs 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
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.

The Joint Commission’s root cause analysis framework and action plan table should be
used as a reference. 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.

° Assemble and encourage a supportive and proactive team.

J Assign investigative and implementation tasks to the team members.

J Conduct and be actively involved in the investigation, RCA and corrective action
plan implementation process.

J Communicate the progress of the investigation, institutional barriers and
finalized action plan to executive leadership.

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

10



H. Patient Safety Checklists
By NRS 439.865, the Patient Safety Plan must include the Patient Safety Checklists and Patient

Safety Policies, NRS 439.877, 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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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.

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.)

Patient Safety Policies

The Patient Safety Policies must include, without limitation:

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.

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.

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)

12



The Patient Safety and Quality Improvement 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
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.

e Facility specific risk Issues
e 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 2021
o Surgical and Procedural Safety
o Wrong Site Surgery (WSS)

13



Goal: A 50% reduction in WSS events for 2021. Ultimately, the goal is zero
(0).

Monitor through Midas event reporting and the Patient Safety
Dashboard. Report monthly with oversight by CPSC.

o Retained Procedural items (RPIs)

Goal: Prevent RPIs- a 50% reduction in RPIs with harm for 2021.
Ultimately, the goal for RPIs is 0.

Monitor through Midas event reporting and the Patient Safety
Dashboard. Report monthly with oversight by CPSC.

o CLABSI Initiative

o Goal: CLABSI will be reduced to less than the national CMS mean Standardized
Infection Ratio (SIR: CLABSI 0.736) in 2021.

Monitor through CDC's National Healthcare Safety Network (NHSN) and the
Patient Safety Dashboard. Report quarterly with oversight by CPSC.

(@]

o Safe Medication Use

o Reduce the preventable occurrences of Opioid Induced Respiratory Events
(OIRD) in 2021.

Goal: Decrease the number of preventable OIRD events by 10%.

Goal: Each facility will track and trend naloxone administrations and will
identify a performance improvement project related to safe use of
opioids by March 1, 2021.

Goal: 100% of Acute Care facilities will have a medication safety
committee that utilizes a standardized charter and agenda by June 1,
2021

o Monitor through MIDAS reports, Cerner ICD-10 codes and other intervention

data and the Patient Safety Dashboard. Report quarterly with oversight by CPSC.

o Reduce Falls and Falls with Injury

o

©)
©)
©)
©)

Goal: 10 % reduction in the number of falls by end of 2021.

Goal: 10% reduction in the rate of falls by the end of 2021.

Goal: 10% reduction in the rate of falls with injury by the end of 2021.

Goal: A debrief will be completed within 72 hours for 100% of falls with injury.
Monitor through MIDAS event reporting and the Patient Safety Dashboard.
Report quarterly with oversight by CPSC.

o Decreasing Hospital Acquired Pressure Injuries

©)

Goal: 10% reduction of NPOA rate for all HAPI stages in the Acute Care Division
by the end of 2021.

Monitor through Midas event reporting and the Patient Safety Dashboard.
Report quarterly with oversight by CPSC.

14



o Culture of Safety

o Goal: reduce the number of GHI events (serious safety event rate) for the Acute
Care Division by the end of 2021. Ultimately, the goal is 0.
=  Monitor through MIDAS event reporting and the Corporate Patient Safety
Dashboard. Report monthly with oversight by CPSC.

o Goal: 100% of 2021 Patient Safety Plan Priorities will be implemented within the
hospitals.

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
includes multiple indicators to demonstrate the facility’s performance as to patient
safety markers. These include event reporting statistics, overall harmful event rate,
fall rate including harmful event rate, medication event rate including harmful

medication events or adverse drug events, serious harm OB events, pressure injury
rates, infection variances, and procedural events.

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

e The framework advances a “Just Culture” approach to patient safety

15
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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.

VIII. 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.

Appendix A: Checklist Example: Injuries from Falls and Immobility

In Not will Notes
Process Change Place Done Adopt (Responsible &
P By When?)
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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 1to 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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POLICY: PATIENT SAFETY PLAN

POLICY STATEMENT: It is the policy of Humboldt General Hospital to establish measurable
objectives for improving patient safety and reducing medical errors. The focus of the plan is on
improving patient safety processes and reducing system and process failures, not punitive measures
against staff that commit errors. Areas of emphasis in the safety program will include but are not limited
to:

Informed Consent

Patient Identification
Surgical site verification
Preventive maintenance
Restraint compliance
Medication administration
Drug Recalls

Med reconciliation on admission/discharge
. Blood product administration
10. Staff competency

11.  Hand washing

NN R =
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12. Unsafe medical device reporting process

13.  Feedback from Patient Satisfaction Survey process
14. Product Recalls

15. Core measures reporting

16. Compliance with National Patient Safety Goals

I. DEFINITIONS:

A.  No Harm Occurrence — those unintentional acts, either of omission or commission, or acts
that do not achieve their intended outcome — that do not result in a physical or psychological
negative outcome, or the potential for a negative outcome, for the patient.

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

C.  Any Medication Error, Adverse Drug Reaction or Transfusion Reaction.
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II.

I11.

Sentinel Event — An event included in Appendix A of “Serious Reportable Events in
Healthcare — 2011 Update: A Consensus Report,” published by the National Quality forum;
or any death that occurs in a health facility. (NRS 439.830)

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

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 serious
adverse outcome.

Hospital Acquired Conditions (HACS) — object left in surgery, air embolism, vascular
catheter-associated infection, surgical site infections, patient falls, manifestation of poor
control of blood sugar levels, such as diabetic ketoacidosis, hypoglycemic coma.

CORE PRINICPLES:

Humboldt General Hospital recognizes that a patient has the right to a safe environment,
therefore the organization is committed to undertaking a proactive program to identify
processes which may adversely affect patient safety or be associated with medical errors.

All departments within the organization (patient care and non-patient care) are responsible to
report patient safety occurrences and potential occurrences per department, occurrence
impact on the patient, remedial actions taken and the patient outcome. The Patient Safety
Committee will analyze the report information and determine future patient safety activities
as appropriate.

Our environment will encourage:

1. “Blame Free” culture where there is a minimization of individual blame or retribution for
involvement in a medical error.

2. Recognition and acknowledgement of risks to patient safety.

3. Internal reporting of what has been found and the actions taken

Weekly patient safety “huddle” to include executive member, chief nursing officer or
designee, patient safety officer, pharmacist, infection control officer, medical staff
representative, case manager, social services and maintenance representative.

The Patient Safety Committee will meet monthly and will include the following members:

1. Executive Member

2. Chief Nursing Officer

3. Patient Safety Officer

4. Pharmacist

5. Infection Control Officer

6. Medical Staff Representative
PROGRAM COMPONENTS

Upon identification of a process or system failure and/or medical/health care error:

1. The patient care provider will immediately perform any necessary healthcare
interventions to protect and support the care of the affected patient.

2. Contain the risk to others (example, immediate removal of contaminated IV fluids from
floor stack should it be discovered a contaminated lot of fluid solutions was delivered and
stocked).

3. Preservation of physical information related to the error for subsequent analysis
(example, removal and preservation of IV tubing, fluid bag and/or pumps for a patient with a

Page 2 of 3

POLICY: PATIENT SAFETY PLAN



severe drug reaction form IV medication; preservation of medication label for medications
administered to the incorrect patient; preservation of equipment and disposables for injuries
during therapy).

4. The employee/staff member who discovers, or witnesses the event is responsible for
documentation and reporting the event. A Quality Review Report will be completed and the
staff member completing this documentation will state only the facts.

B. The Quality Services Director, as the designated Patient Safety Officer, is responsible for
conducting a root cause analysis for the most critical events.
C. Departments involved in the process or system failure and/or medical care error will review

information related to the event and identify and implement measures or process redesign to
minimize the recurrence of identified events.

D. Department Supervisors will include departmental program and will ensure staff within their
department practice safe processes.
E. The Patient Safety Officer will provide quarterly reports of all patient safety activities to the

Medical Staff and to the governing board. Information in the report shall include: system and
process failures, number and type of sentinel events, actions taken to improve safety, both
proactively and in response to actual occurrences and actions taken to resolve identified
problems.

Page 3 of 3
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Commitment to Patient Safety

Harmon Hospital 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 our mission, vision, and values, Harmon Hospital’s Patient Safety function as part of the Quality
Assessment Quality Improvement program promotes:

% Collaboration of healthcare, leadership, medical staff, and other healthcare providers to deliver

integrated and comprehensive high quality healthcare.

4« 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.

Preservation of dignity and value for each patient, family member, employee, and other healthcare
providers.

Responsibility for every healthcare related decision and action.

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.

Education of staff and physicians to assure participation of healthcare providers.

=
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Scope and Purpose
The scope of this Quality and Patient Safety Plan is organizational-wide/hospital-wide/agency-wide which
includes but is not limited to

* Patient safety

+ Visitor safety

+ Employee safety

All staff in Harmon Hospital are required to fully support and participate in this plan, and devote their expertise
to the patient safety and healthcare quality improvement process.

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,
Harmon Hopsital 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.

Decisions will be based on data and facts, and staff will be encouraged to learn from the experiences.
Customer based including patients, families, and visitors.

Promote systems thinking.

Employ well-trained and competent staff maintaining high healthcare quality.

e
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According to NRS 439.875, a medical facility shall establish a Patient Safety Committee (PSC). This Committee

should ensure that the Patient Safety Plan is promoted and executed successfully. The Patient Safety Function
is incorporated into the Quality Assessment Performance Improvement Committee (QAPI)

The Patient Safety Function Organization
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Roles and Responsibilities
In accordance with NRS 439.875, a patient safety committee must be comprised of:

*
*

*

*
*

The infection control officer of the medical facility;

The patient safety officer of the medical facility, if he or she is not designated as the infection control
officer;

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

One member of the executive or governing body of the medical facility.

The Chief Executive Officer (CEO) or Chief Financial Officer (CFO) of the medical facility.

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 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.

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

patients who receive treatment.

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

infections.

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.

At least once each calendar report to the executive or governing body of the facility regarding:

v" The number of sentinel events that occurred at the medical facility during the preceding calendar
month

R (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.

*
*
*

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.

Root Cause Analysis (RCA) Team Responsibilities

FEFEEE

Root Cause interviews,

analysis,

investigation, and

corrective action plan implementations

Participates in the RCA meetings and discussions.

Communicate honestly and openly about only data and facts to the team members and their
supervisors/leaders.

Patient Safety Officer Responsibilities (based on NRS 439.870)

+

Serve on the QAPI meeting for the patient function.



Patient safety Dian

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 patient safety function of the QAPI committee regarding any action taken in accordance
with the responsibilities above.

Infection Control Officer Responsibilities (based on NRS 439.873)

*
*

*

Serve on the QAPI Committee and report on infections and practices impacting patient safety.

Monitor the occurrences of infections at the facility to determine the number and severity of
infections.

Report to the QAPI committee concerning the number and severity of infections at the facility.

Take such action as determines is 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.

RCA team leader Responsibilities

*
*
*

Organize and coordinate the RCA process.
Assemble and encourage a supportive and proactive team.
Assign investigative and implementation tasks to the team members.
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4+ 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 RCA processes that incorporate the Patient Safety
and Quality Improvement elements.

Executive or Governing Body Staff Responsibilities

Provide vision and leadership to Patient Safety and Quality Improvement process, and

Develop and foster a safe learning and improving culture.

Provides oversight to the healthcare quality improvement processes and teams.

Plan, discuss, and generate the organization patient safety goals and activities, in conjunction with the
patient safety action plans

-+

The Quality Assessment and Performance Improvement Committee (including the Patient Safety function) will
meet monthly to accomplish the following:
% Report and discuss sentinel events which include:
v" Number of sentinel events from previous calendar month.
v" Number of severe infections that occurred in the facility.
v Corrective Action Plan for the sentinel events and infections
v Evaluate the corrective action plan.
Patient safety policies and checklists
At least annually evaluate Patient Safety policies and checklists
Revise the patient safety policies and checklists as needed.
Monitor and document the effectiveness of the patient safety policy.

ek

A RCA Team and meeting will meet as needed to accomplish the following:
+ Define the healthcare issues or potential risks.
+ Conduct Root Cause Analysis
v' Reviewing and analyzing the data.
v" Reviewing the RCA process and quality improvement related activities and timelines.
v" Brainstorming issues or the potential risks by using the fishbone diagrams.
v Identify the contributing factors and conduct the Root Cause

+ A meeting agenda and minutes noting follow-up tasks will be kept.
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Goals and Objectives of the Patient Safety Plan

Objective

Goals

Plan

Planned
Completion
Date

Responsible
Party
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Components and Methods

+ Pursuant to NRS 439.837 and NAC 439.917, within 45 days after reporting a sentinel event pursuant to
NRS 439.835, the medical facility shall 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.”

4+ Harmon Hospital will use 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 we will use to test the changes.

Root Cause Analysis
+ 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.

+ Root cause analysis and action plan framework table

Introduced by the Joint Commission.

It contains 24 analysis questions.

It guides the organization to the steps in a root cause analysis.
Not all the questions apply to all the events or cases.

This table can be used individually or with the fishbone diagram.

AN NN

+ 5Whys
v" Technique will be used by Harmon Hospital to explore the cause and effect relationship
underlay a problem.
One can find the root causes by asking “why” no less than five times.
This technique can be used individually or as a part of the fishbone diagram.

< S
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Fishbone Diagram

Once the problems are identified, a Fishbone Diagram (Appendix C) will be used for analyzing the problem:s.
You can use the fishbone diagram individually to analyze the root causes, or use it with the root cause analysis
and action plan framework table.

A Fishbone Diagram, also called a Cause-and-Effect diagram, is a useful tool for a team to structurally
brainstorm by discovering possible underlying factors or root causes from different major categories for the
chosen problems.

General categories used include:

people,

methods

materials,

measurements,

education,

procedures,

process,

location,

environment, etc.

AN N N N N N N YN

RCA team members will brainstorm and ask multiple times, “why did this happen?” for each cause until all
ideas are exhausted. The highest priority root causes will be chosen for PDSA topics. Once all the categories are
established on the fishbone diagram, 5 Why’s technique also can be used to drill down the problem and find
the root causes.

Model for Improvement

The Model for Improvement is a collaborative and ongoing effort model to improve the product and services
quality and process. It provides multi-disciplinary quality 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.

Adjust, adopt, or abandon

Study process and results

Implement the change

Develop plan based on the identified root causes

ASANENENEN
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What are we trying to Plan--Do-- Study-- Act
accomplish?

How will we know a Develop Plan based on identified root
change is an Plan causes

improvement?

Mot chanuelanse Do Implement the change
make that will resultin
an improvement? Study

Analyze process and results

Act Adjust, adopt or abandon to repeat
cycle as needed

Cycle continues until maximum improvement is achieved

L

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?
How will you measure the impact of the test?
What is your plan to collect the data needed?
What do you predict will happen?

ANENENENEN
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+ Do-
v" Make changes designed to correct or improve the situation.
v' Use the following questions for the guidance.
o What were the results of the test?
o Was the cycle carried out as designed or planned?
o What did you observe that was unplanned or expected?

+ Study -
v Study the effect of the changes on the situation.
o Data should be collected on the new process and compared to the baseline or expected
results.
o Results should be evaluated by using the following questions as guidance.
v Did the results match your prediction?
v" What did you learn?
v" What do you need to do next?

* Act—

If the result is successful or desirable, standardize the changes

Then work on the next prioritized 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.

ANANENEN

Data Collection and Reporting

Data should drive any quality and patient safety effort. Harmon Hospital is using a Fundamental LTC corporate
database for tracking the sentinel events and other incidents such as falls, hospital acquired pressure ulcers and
medication variations 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 Quality and Patient Safety plan include the data from:

AHRQ: Agency for Healthcare Research & Quality

CDC: Centers for Disease Control and Prevention

CMS: Centers for Medicare & Medicaid Services

NQF: National Quality Forum

NHSN:

el R SR
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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
report

1) Sentinel event quarterly
report

1) Quality and Patient Safety Plan update

2) Severity of infection report

2) Severity of infection report

2) Checklists

3) RCA assessment

3) Review and evaluate the
measure of improvement of
patient safety

3) Policies reviewing and revising

4) Infection reports

4) Review and evaluate the
measurement to prevent and
control infections

Patient Safety Checklists and Patient Safety Policies

By NRS 439.865, the patient safety plan must include the patient safety checklists and patient safety policies for

use by:

+ Providers of healthcare who provide treatment to patients at the facility;

14
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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; a
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:

+

FEEE F

=

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.

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.

A checklist to be used when discharging a patient from the facility which includes, without limitation,
verifying that the patient received:

Proper instructions concerning prescription medications;

Instructions concerning aftercare;

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:

v" 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.

v" 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.

v" 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.

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

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

15
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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. 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.

References

v" Root Cause Analysis Toolkit http://www.health.state.mn.us/patientsafety/toolkit/

v"Quality and Service Improvement Tools
http://www.institute.nhs.uk/quality_and_service_improvement_tools/quality_and_service_improvem
ent_tools/plan_do_study_act.html

v/ CQl 101 An Introduction to Continuous Quality Improvement:
https://www.coursehero.com/file/13827355/CQl-Overviewppt/

v"Quality Improvement http://www.hrsa.gov/quality/toolbox/methodology/qualityimprovement/

v" Root Cause Analysis http://www.patientsafety.va.gov/professionals/onthejob/rca.asp

v Patient Safety Systems Chapter, Sentinel Event Policy and RCA2
https://www.jointcommission.org/sentinel_event.aspx

v Hospital Policies https://www.mercyhospital.org.nz/about-us/mercy-hospital/policies/ruleFile/1

v Checklists to Improve Patient Safety http://www.hpoe.org/Reports-HPOE/CkLists_PatientSafety.pdf

v Patient Safety Checklists http://www.who.int/patientsafety/implementation/checklists/en/

v" Minutes of the Meeting of the Quality and Patient Safety Committee
http://www.cookcountyhhs.org/wp-content/uploads/2013/12/09-23-14-QPS-scan-Minutes.pdf

v’ Title 40 — Public Health and Safety https://www.leg.state.nv.us/NRS/NRS-439.html
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Sentinel Event
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.
** |f 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)

Medical Harm

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-Associated 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:

Surgical site infections;

Ventilator-associated pneumonia;

Central line-related bloodstream infections;

Urinary tract infections; and

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)

ASANENENEN

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;

A surgical center for ambulatory patients, as that term is defined in NRS 449.0151 and 449.019; and
An independent center for emergency medical care, as that term is defined in NRS 449.013 and
449.0151.

Rl ok =

(Added to NRS by 2002 Special Session, 13)

Near miss:
4 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.)
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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.)

19
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4 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 within the 7-day period
before the onset of the UTI (Centers for Disease Control and Prevention, The National Healthcare Safety
Network (NHSN) Manual: Patient Safety Component Protocol; 2009. Available at
http://www.premierinc.com/safety/topics/guidelines/downloads/NHSN Manual PatientSafetyProtocol

CUR RENT b.pdf.)



http://www.premierinc.com/safety/topics/guidelines/downloads/NHSN_Manual_PatientSafetyProtocol_CUR%20RENT_b.pdf
http://www.premierinc.com/safety/topics/guidelines/downloads/NHSN_Manual_PatientSafetyProtocol_CUR%20RENT_b.pdf

4 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 within the 7-day period
before the onset of the UTI (Centers for Disease Control and Prevention, The National Healthcare Safety
Network (NHSN) Manual: Patient Safety Component Protocol; 2009. Available at
http://www.premierinc.com/safety/topics/guidelines/downloads/NHSN Manual PatientSafetyProtocol

CUR RENT b.pdf.)



http://www.premierinc.com/safety/topics/guidelines/downloads/NHSN_Manual_PatientSafetyProtocol_CUR%20RENT_b.pdf
http://www.premierinc.com/safety/topics/guidelines/downloads/NHSN_Manual_PatientSafetyProtocol_CUR%20RENT_b.pdf




4 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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PDSA WORKSHEET
Harmon Hospital

TOPIC:

PERSON COMPLETING WORK SHEET

Date:

Telephone:

e-mail

Quarter:

QAP| Committee Members

Medical Director

Physician Member

Physician Member

CEO

DQM-Patient Safety Officer

Infection Control Officer

Facility Safety Officer

Team Members:

AIM: Describe the Overall Goal team wishes to achieve

Plan

1. List the tasks needed to set up this test of change

2. Predict what will happen when the test is carried out




3. List the steps to develop the test-who what and when

Steps By whom By Desired outcome
when

DO: (Describe what actually happened when you ran the test including any problems and unexpected findings)

STUDY: (Describe what you learned and did you meet your measurement role?)

Did you meet measurement goal? Explain: Summarize what was learned: success, failure, inintended
consequences etc.

Act: (Describe what you concluded from this cycle)

Based on what your learned, Pleas indicate the action to be Describe what modifications to the plan will be made for the
considered. next cycle based on what you have learned

L] Adapt: modify changes and repeat the PDSA cycle

L1 Adopt: standardize and expand changes throughout org.

L1 Abandon: change approach and repeat PDSA cycle

LT other:
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Patient Safety Goals Objectives and Action Plan

Goal

Objectives

QTR 1

QTR 2

QTR 3

Safety and Quality method for
improvement educations for all
staff

v Utilize Institute of Healthcare
Improvement free online training

= On Demand: An Introduction to
the Model for Improvement

= On Demand: Building Skills in
Data Collection and
Understanding Variation

= On Demand: Using Run and
Control Charts to Understand
Variation

= On Demand: Improvement Skills
to Empower Front-Line
Nurses

Design systems/processes to
anticipate errors and prevent or
identify them before they cause
harm

v Conduct proactive risk assessment
areas identified as high risk

v’ Utilize retrospective chart review to
identify areas of concern

v’ Establish an automatic surveillance
process

Establish structures for
reporting events and a process
for managing reports in the
event reporting system

v’ Educate and train staff to utilized
incident reporting process for all
events with potential for patient harm

v’ Establish standardized reports based
on events that occurred as well as near
missed

v’ Evaluate the potential and actual harm
caused by these events.

v Develop processes to prevent actual
and potential harm



http://www.ihi.org/education/WebTraining/OnDemand/ImprovementModelIntro/Pages/default.aspx
http://www.ihi.org/education/WebTraining/OnDemand/ImprovementModelIntro/Pages/default.aspx
http://www.ihi.org/education/WebTraining/OnDemand/DataCollection_Variation/Pages/default.aspx
http://www.ihi.org/education/WebTraining/OnDemand/DataCollection_Variation/Pages/default.aspx
http://www.ihi.org/education/WebTraining/OnDemand/DataCollection_Variation/Pages/default.aspx
http://www.ihi.org/education/WebTraining/OnDemand/Run_ControlCharts/Pages/default.aspx
http://www.ihi.org/education/WebTraining/OnDemand/Run_ControlCharts/Pages/default.aspx
http://www.ihi.org/education/WebTraining/OnDemand/Run_ControlCharts/Pages/default.aspx
http://www.ihi.org/education/WebTraining/OnDemand/NurseQI/Pages/default.aspx
http://www.ihi.org/education/WebTraining/OnDemand/NurseQI/Pages/default.aspx
http://www.ihi.org/education/WebTraining/OnDemand/NurseQI/Pages/default.aspx

Goal

Objectives

QTR 1

QTR 2

QTR 3

Develop a culture of safety
within the organization

Ensure staff feels safe and supported
when they report medical errors/ near
misses or when they voice concern
about patient safety

Conduct a Culture of Safety Survey
with all staff

Identify key areas for improvement
based on the Culture of Safety Survey

Establish Safety Priorities and
benchmarks

Establish a Patient Safety Dashboard
with national measures and
benchmarks

v’ Facilitate the development of action
plans for safety measures not meeting
benchmarks

Improve all levels of v’ Ensure a standardized process for
communication and particularly handoff communication at change of
with handoff and transition shift

patient information v' Utilize checklists for key transition

processes such as RTA and Discharge

v" Educate staff on key measures to

improve communication such as
Huddles and post event assessments

Initiate Monitoring process for
National Patient safety goals

v

Focus on the following 5 until solidly in
place:

e  Two identifiers

e  Critical value management

e Suicide assessment

e  Hand washing, PPE

e  Fall prevention
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LEADERSHIP POLICY ON SAFETY
Patient Safety Program

PURPOSE

To establish guidelines and processes supporting a comprehensive, effective, organization-wide Patient Safety
Program designed to improve patient safety by preventing medical/healthcare errors and reducing risks to patients.

POLICY

The Patient Safety Program is a coordinated and systematic approach to create an information infrastructure and
build a better evidence base for patient safety critical to reducing medical/healthcare errors and improving patient
safety. The program meets the requirements of Patient Safety Standard, and integrates with the Quality
Assessment and Performance Improvement (QAPI) Plan and the Sentinel Event Policy, and is endorsed by the
medical staff and Leadership.

Patient Safety Program:

Harmon Hospital is committed to making the safety of all patients, employees, physicians and visitors a leadership
priority for organizational performance improvement. The Patient Safety Program is an integral part of the QAPI
Plan that includes processes to:

e Establish and maintain a just culture of safety throughout the hospital,

o Promote safety by recognizing and reducing risks and hazardous conditions that result in medical/healthcare
errors and patient injury;

e Support a strong internal non-punitive reporting mechanism;

o Facilitate the rapid redesign of unsafe care processes and systems in response to actual and potential adverse
events;

e Support ongoing proactive efforts through implementation of known safe practices;

e Promote communication and coordination among individuals and departments to minimize risk to patients;

e Support sharing of knowledge to effect behavior change and organizational improvement to reduce risk and
improve patient safety;

e Support notification of patients and when appropriate, their family, of unplanned outcomes;

e Establish a data collection system to monitor performance of new or revised processes including patient, family,
and staff input, needs, perceptions of risk to patients, and suggestions for improvement.



Organizational Culture:

An organizational culture has been established by the leaders that support the effective reduction of medical/health
care errors and other factors that contribute to unintended adverse patient outcomes. This culture is based on the
principles of organization-wide cooperation and communication and encourages:

e The recognition and acknowledgement that preventing errors and improving safety for patients requires a
systems approach in order to modify the conditions that contribute to errors;

A focus on processes and systems;

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

The internal reporting of what has been found and the actions taken to reduce risk; and

Organizational learning about medical/health care to effect behavioral changes in order to improve patient
safety.

The organizational culture is also reflective of Harmon Hospital's Philosophy, which supports the patient's right to
be informed about the outcomes of their care, including unanticipated outcomes.

An effective Patient Safety Program cannot exist without optimal reporting of actual or potential medical/healthcare
errors and occurrences. Therefore, it is the intent of Harmon Hospital to adopt a just, non-punitive approach in its
management of errors and occurrences. All personnel will report suspected or actual medical/healthcare errors
and may do so without fear of reprisal.

Scope of Activities:

The Patient Safety Program at Harmon Hospital is an organization-wide program that includes not only facility staff
and medical staff, but is inclusive of patients, family and visitors. The Patient Safety program supports and
encourages the active participation of each person in order to have an effective program.

When processes, functions or services are designed or redesigned, information internal and external to the
organization regarding potential risks to patient safety will be considered and where appropriate, utilized to
minimize the risk to patients affected by the new or redesigned process, function or service.

Undesirable patterns or trends in performance and sentinel events will be intensively analyzed to determine where
best to focus changes for improvement. Intensive analysis will be initiated when:

Levels of performance, patterns, or trends vary significantly and undesirably from those expected,;

o Performance varies significantly and undesirably from that of other organizations;

e Performance varies significantly and undesirably from recognized standards; or

e When a sentinel event has occurred.

Minimally, data from the following areas will be analyzed and action plans developed reflective of the findings:

e Initial risk assessment

e On-going proactive risk assessments utilizing internal and external resources
Aggregate event report reflective of all medical/healthcare errors, with and without adverse outcomes, including
but not limited to:

Medication errors, to include delays in administration

Adverse drug reactions

Transfusion reactions

Patient falls

Sentinel events, actual and near misses

Hazardous conditions

Restraint issues

Medical record legibility issues



Patient/family/staff opinions, needs, perceptions of risks to patients, and suggestions for improving patient
safety
Others as defined by Harmon Hospital

Leadership:

Hospital leadership has overall responsibility for the implementation of an integrated, organization-wide Patient
Safety Program. These responsibilities include the following:

Fostering an environment in which patients, their families and organization staff and leaders can identify and
manage actual and potential risks to patient safety through personal example and the provision of resources to
establish proactive mechanisms to reduce risk.

Establishing a culture in which communication flows freely regardless of authority gradient;

Ensuring that a defined, on-going, proactive program for identifying risks to patient safety and reducing
medical/health care errors is fully implemented and includes responses to actual and potential events, as well
as addresses two high risk processes for proactive intensive assessment based on internal data and
information published in JCAHO Sentinel Event Alerts and other literature sources;

Ensuring that patient safety issues are given a high priority and addressed when processes, functions or
services are designed or redesigned;

Providing for mechanisms to measure, analyze and manage variations in the performance of defined processes
that affect patient safety;

Allocating adequate resources, including personnel, time, information systems, data management support and
staff training to support the performance improvement processes associated with reducing risk and improving
patient safety; and

Annually evaluating the patient safety plan for its effectiveness in reducing risk and improving patient safety.

Patient Safety Coordinator:

The Risk Manager has been designated the Patient Safety Coordinator and as such, has the administrative
responsibility for the Program. Specific responsibilities include:

Day to day responsibility for the Patient Safety Program

Along with the Safety Officer, collection, trending and analysis of data

Quarterly reporting of trended data and actions taken to improve the quality and safety of patient care to the
Patient Safety Committee and senior leadership

Working with Patient Safety Committee to achieve the goals of the Patient Safety Program

Patient Safety Committee:

The Patient Safety Committee, in collaboration with the chair of the committee and the Patient Safety Coordinator,
has oversight responsibility to ensure that the responsibilities and functions outlined in this program are carried
forward throughout the organization. The following responsibilities are assigned:

Serve as champions of the Patient Safety Program within the organization;
Establish and evaluate data to identify patient safety performance indicators;

Evaluate other sources of patient safety data utilizing internal and external resources including, but not limited
to, risk assessments, sentinel event report/alert information, and event reporting information from a variety of
available resources including the event reporting system;

Selection of at least two high-risk patient safety processes (one related to medication errors and one related to
mistake management) for proactive risk assessment and improvement annually; and

Annual review of the Patient Safety Program to ensure its appropriateness of focus and effectiveness of efforts.

Physicians:



Physicians are responsible, as participants in the patient safety program, for reporting errors or near misses, and
participating on teams to reduce identified patient safety risks. Whenever patient care outcomes differ significantly
from the anticipated outcomes, the primary care provider and/or responsible licensed independent practitioner (or
comparable designee), shall clearly explain these outcomes to the patient, and when appropriate, the family.

Patients/Families/Visitors:

Patients and families are responsible for:

e Providing, to the best of their knowledge, accurate and complete information about present complaints, past
illnesses, hospitalizations, medications, and other matters relating to the patient's health;

e Reporting perceived risks in their care and unexpected changes in the patient's condition to the responsible
practitioner;

e Asking questions when they do not understand what they have been told about the patient's care or what they
are expected to do.

Patients and visitors will be provided with educational materials explaining these expectations and their role in
reducing risk and improving patient safety at the time of admission. Some patients may also be included in the
process to obtain their opinions, needs, perceptions of risks to patients and their suggestions for improving patient
care.

Hospital Departments and Staff:

Hospital departments and staff have the following responsibilities:

e Active participation in the Patient Safety Program;

¢ Participation in all education activities and process implementation;

e As appropriate, the provision of accurate, timely and complete verbal and written communication among care
givers, including test results relevant to the management of the patient's condition, and to all others involved in
the utilization of data; and

e Participation in the information needs assessment, staff surveys and other processes that request information
regarding the Patient Safety Program.

e Participate in the measurement activities for process and outcomes which will be utilized for data driven
decisions and improve quality of care and services.

PROCEDURE
1. Proactive Risk Assessment Activities
1.1. The Risk Manager, in collaboration with the Patient Safety Committee, will conduct
proactive risk assessments to identify hazards/risks that may affect patient safety. Risk assessment
activities will include, but not be limited to the following:
1.1.1. Aninitial patient safety risk assessment evaluating known high risk

processes/procedures that have associated risks;
1.1.2. On-going risk assessments based on internal and external data, including sentinel event alerts;



1.2.

1.1.2.1. Focused risk assessments as determined by the Patient Safety
Committee, senior leadership and/or Quality Council

1.1.2.2. Selection of patient safety process improvements and risk reduction
activities utilizing the priority setting criteria of Gerald Champion RMC.

1.1.2.3. The information needs assessment conducted by Harmon Hospital will include
identification of barriers to effective communication among caregivers.

1.1.2.4. Patient satisfaction surveys will include a question determining how the

patient/family thinks the facility can improve patient safety. Results from
this question shall be analyzed and responded to in a manner that
supports risk reduction.

1.1.25. Staff surveys will be conducted to assess for staff opinions, needs,
perceptions of risks to patients and suggestions for improving patient safety
as well as the staff's willingness to report medical/health care errors.

Risk assessment activity results will be aggregated and analyzed. Appropriate action plans will be
developed in response to the results with the goal of reducing the actual, potential or perceived risk
to patient safety.

2. Event Reporting

2.1.

2.2.

When an unplanned event occurs, the patient care provider will do the following:

2.1.1. Perform the necessary healthcare interventions to support the patient’s clinical
condition

2.1.2. Perform the necessary interventions to contain the risks to others
2.1.3. Notify the patient’s attending physician

2.1.4. Preserve any information related to the event including physical evidence.

2.1.5. Preservation of the information includes the documentation of facts regarding the event or

complication of event on the Event Reporting form and in the medical record
2.1.6. Notify immediate supervisor of the event
2.1.7. Submit the Event Report form to the medical center’'s Risk Manager

Identification of potential unsafe condition that may affect patient safety:

2.2.1. Individuals identifying such a condition will immediately report such to their supervisor,
and document on the Event Report form

2.2.2. Take the necessary actions to ensure that any potential risks to patient care and safety
are mitigated

2.2.3. Submit the Event Report form to the medical center’s Risk Manager



3.

Event Monitoring/Risk Assessment Analysis, Action Planning and Intervention

3.1 Patient safety related event reporting data within the scope of the Patient Safety Program and all risk
assessment results will be aggregated and presented to the Executive Safety Committee for analysis
quarterly. Based on the analysis of this data, any actual or potential sentinel events and other internal
and external data including JCAHO Sentinel Event Alerts and other current literature, proactive action
plans will be developed to include the following:

3.1.1. Assessment of the intended and actual implementation of processes to identify the steps in
where there is, or may be, undesirable variation;
3.1.2. Identification of the possible effects of the undesirable variations on patients and how serious
the effect or outcome on the patient might be;
3.1.3. For critical effects/outcomes, a root cause analysis will be conducted to determine
why the variation leading to the effect may occur;
3.1.4. Redesign of the process and/or underlying systems to minimize the risk of that
variation or to protect patients from the effects of the variation;
3.1.5. Test and implement the redesign process;
3.1.6. Identification and implementation of measures of the effectiveness of the

redesigned process;
3.1.7. Implementation of a strategy for maintaining the effectiveness of the process over

time.

Response to Reported Adverse/Sentinel Events

4.1. Harmon Hospital shall respond to all reported potential and actual adverse/sentinel
events as described in the sentinel event policy.
4.2. Minimally, all significant adverse events will be analyzed utilizing a team of individuals to

conduct a root cause analysis and/or a failure mode and effects analysis, implement an
action plan to reduce further risk to patients and establish measures of effectiveness as
described above in Section Il A.
4.2.1. The following events always elicit an intense analysis:
4.2.1.1. Confirmed transfusion reactions;
4.2.1.2. Significant adverse drug reactions;
4.2.1.3. Significant medication errors and hazardous conditions;
4.2.1.4. Major discrepancies, or patterns of discrepancies, between preoperative and
postoperative (including pathologic) diagnoses, including those identified
during the pathologic review of specimens removed during surgical or
invasive procedures; and
4.2.1.5. Significant adverse events associated with anesthesia use.
4.2.2. Aroot cause analysis is performed when a sentinel event occurs.



4.3. Staff involved in an adverse/sentinel event shall be treated with respect and dignity.

4.3.1. A non-punitive approach shall be taken in order to facilitate changes in systems and
processes to prevent further risk to patient safety, as well as promote future
reporting by other staff.

4.3.2. Involved staff should be involved in the root cause analysis process.

4.3.3. The department manager will provide on-going support to the staff member as
needed.

4.3.4. Whenever necessary, Employee Assistance Programs will be offered as support to
the involved employee.

4.4, Harmon Hospital will notify patients and/or family members, when appropriate, of unplanned
outcomes.
Staff will follow the policy and procedure on “Disclosure of
Unanticipated Adverse Outcomes to Patients/Families.”

5. Facility Education
5.1. Staff Education

5.1.1. General orientation, on-going in-service and other education and training programs will
emphasize specific job-related aspects of patient safety.
5.1.2. Specific Patient Safety Program training at orientation and annually thereafter will
include:
5.1.2.1. An overview of the Patient Safety Program
5.1.2.2. Staff's role and responsibilities in the Patient Safety Program
5.1.2.3. Event reporting, including the events requiring reporting and the process for
reporting events.
5.1.2.4. Methods to support and foster an interdisciplinary and collaborative approach to
the delivery of patient care;
5.1.2.5. Examples of specific job-related aspects of patient safety.
5.1.3. Staff participating at a higher level of the Patient Safety Program will receive appropriate
training necessary to understand and complete their assigned responsibilities.

5.2. Physician Education

5.2.1. An overview of the Patient Safety Program will be provided to physicians at time of initial
appointment and periodically thereafter that describes the program, emphasizes their
role and responsibilities in the program and informs them of the event reporting
mechanism.

5.2.2. Specific physicians may receive additional training to support their involvement at a

higher level in the Patient Safety Program.



6. Patient Safety Program Reporting and Review

6.1. Patient Safety related data and information reports will be provided at least quarterly to the Patient

Safety Committee.

6.2. A summary report of data, other internal and external information, as well as all actions taken
by the Patient Safety Committee and/or specific patient safety related teams will be
submitted to the Quality Council, Quality and Utilization Management Committee the
Medical Executive Committee and Governing Board.

6.3. Annually, the Patient Safety Program will be evaluated for effectiveness and the program
updated to reflect the results of risk assessments of patients, families and staff. The review
shall include a summary of the occurrence of medical/health care errors and actions taken
to improve patient safety, both in response to actual occurrences and proactive efforts.

6.3.1. The review will be approved by Patient Safety Committee, Medical Staff Executive Committee
6.3.2. Will be submitted to the governing body for review and approval.

REFERENCES:

Conditions of Participation- (CMS) Standards
The Joint Commission Standards
Sentinel Event Policy



Addendum A
Patient Safety Policy and Procedure
Definitions

Error: An unintended act, either of omission or commission, or an act that does not achieve its intended outcome.

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 risk thereof" includes any
process variation for which a recurrence would carry a significant chance of serious adverse outcome.

Near Miss: Used to describe any process variation which did not affect the outcome, but for which recurrence
carries a significant chance of a serious adverse outcome. Such a near miss falls within the scope of the definition
of a sentinel event, but outside the scope of those sentinel events that are subject to review by the Joint
Commission under its Sentinel event Policy.

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 adverse event.



APPENDIX E

INCIDENT
REPORTING



Incident Report Process (Non-Medication incident)

1.

2.
3.
4

Incident is identified by Hospital staff

Incident report is completed

Incident Report is given to Nursing Supervisor for immediate review and follow up as needed.

Any additional assessment and investigation is completed and documented. Supporting documentation is
attached to the Incident Report.

After incident information and follow up Completed the information and incident report is given to the
Director of Quality Management (DQM).

DQM reviews for any immediate actions/notifications including interface with other departments
involved.

DQM gives incident report to Patient Advocate for entering into Fundamental incident reporting software
on Fundamental site.

Patient Advocate enters the Incident into the Incident Reporting Module.

Patient Advocate then has the paper copy of the incident with supporting documentation filled in 3 ring
binders for maintaining incident reports.

10. Incidents are filed in binder by date. The binder is kept in the DQM office when filing is completed.
11. Reports are maintained on site for 3 years and then filed and sent to Iron Mountain for a total of 7 years.



Incident
Process —>
Flow Chart




Incident Reporting Process
Medication Variances
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10.
11.

12.
13.

Medication Variation is noted. (error, transcription error, medication not available, adverse drug reaction, etc.)
Individual noting the error completes the incident report.

Physician notified of medication error (only if wrong medication reached the patient, route, reached the patient or
an obvious allergic reaction)

If the medication error reached the patient the physician notifies the patient, guardian or Power of Attorney of the
error and any impact this had on the patient. This interaction must be documented in the patient’s medical record.
Nursing Supervisor notified.

Nursing Supervisor investigates the medication variation issue and ensures all required follow up is completed.
Nursing Supervisor documents all and follow-up in a report to the nurse executive.

Staff education is completed at the time of the incident with the nurses involved. (Nursing Supervisor). Nurse
Executive may do further education or further follow —up as appropriate at a later date.

Pharmacy is notified promptly for Adverse Drug Reactions and or allergic reactions.

Incident Report and all supporting investigative data are sent to the Director of Quality Management (DQM).

DQM will review medication variation, investigation and follow-up. Notifies the Nurse Executive if more follow-up or
further investigation is needed.

DQM or designee enters the medication error into the Fundamental Corporate Software program.

Medication variations are reported to the Pharmacy and Therapeutics function at the Medical Executive Committee
Quarterly.



Medication
Variance
Reporting

Process




Appendix E

Checklist and Action
Plan for Safety



Process Change In Not Will Responsible-By when
Place | done | adopt

Conduct Fall Risk Injury Assessment v

upon admission

Reassess risk daily and when change in 4

condition occurs

Implement patient specific interventions v

to prevent falls/injuries

Communicate risk across the team, v improve | Nursing Services Jan 1 2020
handoff forms, visual cues, huddles

Rounds every 1-2 hrs for high-risk v improve | Nursing Service

patients, address needs, (e.g. 4 Ps — June 01 2020

pain- potty —position change pressure
relief- personal needs) Combine w/ other
tasks

Individualize interventions,. Use non-skid v
floor mats, float heels, hip protectors,
individualized toileting schedule, adjust
rounds to patient needs

Medication Review by pharmacy, avoid Pharmacy Department On-
unnecessary hypnaotics, sedatives going

Multidiscipline input for falls v On-going

Prevention measures from PT, OT, MD, v Patient Safety Committee
RN, Pharm D Review On-going

Include patients and families in efforts to v

prevent falls/injury. Educate regarding
fall/injury prevention measures, stay with
patient

Hold post-fall huddles immediately after v improve
falls, analyze how and why, implement
changes in intervention to prevent further
falls

Reference: Checklist to Improve Patient Safety. June 2013 Health Research & Educational Trust



Action Plan for Improvement

Improvement item

Findings

Actions to be taken

Responsible -

timeframe

Communicate risk Information is 1. Fall investigation Nursing
across the team, communicated but forms documentation Services
handoff forms, visual would increase quality and reviewed by Nursing July 1, 2020
cues, huddles accuracy of reports. Management and

Patient specific visual cues Administration

in place 2. Cues for staff on fall

Huddles are not safety

consistently conducted

immediately post fall-no

form utilized for consistent

review. Analysis forms but

are not conducted by team.
Rounds every 1-2 hrs Inconsistency in timeliness 1. Reeducate to rounds
for high-risk patients, and consistency with 4 Ps process
address needs, (e.g. 4 2. Re-implement
Ps —pain- potty — process
position change 3. Measure and report
pressure relief- personal compliance
needs) Combine w/
other tasks
Develop daily routine of | DayHab program 1. Re-start dayhab Nursing
activites out of bed, program for inpatient | Services
sensory stimulation, services for high fall 06/01/2020

strengthening, and
restorative services in
highly monitored
environment for high fall
risk patients.

risk patients.

2. Maintain social
distancing and
infection control
procedures in
program




Compliance Checklist

Organization: Department/Unit:
Date of Review: Reviewer:

Environment of Care [CAH, HAP, NCC]

All equipment on one side of hall

No equipment plugged in within hallways

Nothing parked in hall longer than 30 minutes

Top of linen cart covered; solid bottom on cart

Nothing other than linen on linen carts

Clean Utility or Storage Room [AHC, CAH, HAP, NCC, OBS]

v N/A

O O Oxygen tanks upright, in holder, full and empty
tanks separated with signage

O O Top of linen cart covered when not in use; solid
bottom on cart

O O Door to hall closed (not propped open)

Soiled/Dirty Utility Holding Room [AHC, BHC, CAH, HAP, NCC, OBS,
OME]

v N/A

O O Biohazard trash contained

O O Nothing under sink

Housekeeping and Security [AHC, BHC, CAH, HAP, NCC, OBS]
v N/A

O O Trash contained

O O Drawers locked, as appropriate

Crash Cart [AHC, CAH, HAP, NCC, OBS]

ooooos<
oooooz
>

v N/A

O 0O Daily checklist completed

O O No clutter on top

O O Locked (including extra locks secured)

O O No expired medications or supplies noted
Medication Carts/Storage Areas [AHC, BHC, CAH, HAP, NCC, OBS,
OME]

v N/A

O [O No open single-use vials; all discarded after use
O O Opened multidose vials dated

O 0O MAR/eMAR closed when not in use

O 0O Pill crushers/splitters cleaned

O O Alldoors/drawers locked when unused

Medication Refrigerator/Freezer [AHC, BHC, CAH, HAP, NCC, OBS,
OME]

v N/A
O O Temperature checks completed; response to
variances recorded



O O Opened multidose vials dated

O [O Discharged patient medications managed

O O No expired medications
Medications/Solutions [AHC, BHC, CAH, HAP, NCC, OBS, OME]
v N/A

O O No unsecured medications, sharps, or syringes
O O No expired medications or solutions

O O No predrawn syringes

Point-of-Care Glucose Meters [AHC, BHC, CAH, HAP, NCC, OME]
v N/A

O 0O Cleaned

O [O Controls and strips dated when opened

O O QcCperformed, per manufacturer’s guidelines
Patient Care [AHC, CAH, HAP, NCC, OBS]

All patients wearing correct ID band

Fall-risk patients wearing bracelets; signage up
Any nonambulatory patients (on gurneys or in
wheelchairs) in hall covered with dignity

Trays and snacks delivered

Call lights functional and within patient reach
Alarms answered

Confirmed confidentiality of medical records
Isolation precautions implemented if ordered
Reviewed hand hygiene policy with staff and
ensured sanitizer dispensers are full

Reminded staff to perform time-out for any invasive
procedures

[0 Reviewed medication administration with staff
Chart Review (New Admits) [CAH, HAP, NCC]

v N/A

O O Home medication record completed

O O Administration database completed

O O TO/VO/critical value documentation completed

0 000000 OO0z
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Appendix F

ROOT CAUSE ANALYSIS



The highest-level cause of a problem is called
the root cause:
{ Yl_sﬂi)leprot;:rn-’—~ | Symptom I

F———

First-level cause

!

Higher-level cause

Root
ycauses

The root cause is “the evil at the bottom” that sets in motion the entire cause-and-effect chain
causing the problem(s) and or adverse outcome.

Some root cause analysis approaches are geared more toward identifying true root causes than
others; some are more general problem-solving techniques, while others simply offer support for
the core activity of root cause

At the start of your fact finding team meeting list the sequence of events (flowchart) as they
happened that lead to the problem, issues, or Sentinel Event.

If there is a defined procedure for the process that resulted in an adverse outcome list the
sequence of steps in the approved procedure.

Compare the actual sequence of events to the steps outlined in the procedure. ldentify any areas
in the event sequence where approved procedure was not followed.

These areas may become the basis to develop a Cause and Effect Diagram to identify Root
Cause.

Root causes analysis using the Cause and Effect methods.

What's the Problem?
Define >

Goals Impacted

Step




Define the issue by its impact to overall goals. People often disagree over how to define the
problem. You can get alignment when the problem is defined by the impact to the goals.

Why did it happen®?

St (2 _ Analyze >

Break the problem down into a visual map. Using a Cause and Effect Diagram to provide a
thorough explanation revealing all of the causes required to produce the problem.

What will be done?

Step 64} Solve

< Solutions

Prevent or mitigate any negative impact to the goals by selecting the best solutions. Effective
solutions should make a change to how people execute work process.




Better
Communication,
Better Analysis

The Sequence of Events identifies areas needing more investigation.

The Cause and Effect Diagram creates a visual dialogue, making it easier to communicate what’s
known and what needs a little more digging.

People can see how all of the pieces fit together to produce a particular incident.

The better an organization gets at explaining its problems, the better it becomes at finding smart
solutions.

How to Use the Cause and Effect (Fishbone) Tool for Root Cause
Analysis

Overview:



Root cause analysis is a structured team process that assists in identifying underlying factors or
causes of an adverse event or near-miss. Understanding the contributing factors or causes of a
system failure can help develop actions that sustain the correction.

A cause and effect diagram, often called a “fishbone” diagram, can help in brainstorming to identify
possible causes of a problem and in sorting ideas into useful categories. A fishbone diagram is a
visual way to look at cause and effect. It is a more structured approach than some other tools
available for brainstorming causes of a problem (e.g., the Five Whys tool). The problem or effect is
displayed at the head or mouth of the fish. Possible contributing 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. Include team members who have personal knowledge of
the processes and systems involved in the problem or event to be investigated.

Directions:

The team using the fishbone diagram tool should carry out the steps listed below.

e Agree on the problem statement (also referred to as the effect). This is written at the mouth of
the “fish.” Be as clear and specific as you can about the problem. Beware of defining the problem in
terms of a solution (e.g., we need more of something).

e Agree on the major categories of causes of the problem (written as branches from the main
arrow). Major categories often include: equipment or supply factors, environmental factors,
rules/policy/procedure factors, and people/staff factors.

® Brainstorm all the possible causes of the problem. Ask “Why does this happen?” As each idea is
given, the facilitator writes the causal factor as a branch from the appropriate category (places it on
the fishbone diagram). Causes can be written in several places if they relate to several categories.

® Again asks “Why does this happen?” about each cause. Write sub-causes branching off the cause
branches.

e Continues to ask “Why?” and generate deeper levels of causes and continue organizing them
under related causes or categories. This will help you to identify and then address root causes to
prevent future problems.

Tips:

e Use the fishbone diagram tool to keep the team focused on the causes of the problem, rather
than the symptoms.

e Consider drawing your fish on a flip chart or large dry erase board.

e Make sure to leave enough space between the major categories on the diagram so that you can
add minor detailed causes later.

e When you are brainstorming causes, consider having team members write each cause on sticky
notes, going around the group asking each person for one cause. Continue going through the
rounds, getting more causes, until all ideas are exhausted.



® Encourage each person to participate in the brainstorming activity and to voice their own
opinions.

e Note that the “five-whys” technique is often used in conjunction with the fishbone diagram —
keep asking why until you get to the root cause.

e To help identify the root causes from all the ideas generated, consider a multi-voting technique
such as having each team member identify the top three root causes. Ask each team member to
place three tally marks or colored sticky dots on the fishbone next to what they believe are the root
causes that could potentially be addressed.

Examples:

Here is an example of the start of a fishbone diagram that shows sample categories to consider,
along with some sample causes.

Here is an example of a completed fishbone diagram, showing information entered for each of the
four categories agreed upon by this team. Note, as each category is explored, teams may not always
identify problems in each of the categories.

Facts gathered during preliminary investigation:

e Time of fall: change of shift from days to evenings

e Location of fall: resident’s bathroom

e Witnesses: resident and aide

e Background: the plan of care stipulated that the resident was to be transferred with two staff
members, or with one staff member using a sit-to-stand lift.

e Information from interviews: the resident was anxious and needing to use the bathroom urgently.
The aide was helping the resident transfer from her wheelchair to the toilet, without using a lift,
and the resident fell, sustaining an injury. The aide stated she did not use the lift because the
battery was being recharged, and there was no extra battery available. The aide stated she
understood that the resident could be transferred with assist of one.

With this information, the team proceeded to use the fishbone diagram to better understand
the causes of the event.

The value of using the fishbone diagram is to dig deeper, to go beyond the initial incident
report, to better understand what in the organization’s systems and processes are causing
the problem, so they can be addressed.

In this example, the root causes of the fall are:

e There is no process in place to ensure that every lift in the building always has a working battery.
(One battery for the lift on this unit is no longer working, and the other battery was being
recharged.)

® There is no process in place to ensure timely communication of new care information to the
aides. (New transfer information had not yet been conveyed to the aide. The aide’s “care card” still
indicated transfer with assist of one for this resident.)

The root causes of the event are the underlying process and system problems that allowed the
contributing factors to culminate in a harmful event. As this example illustrates, there can be more
than one root cause. Once you have identified root causes and contributing factors, you will then
need to address each root cause and contributing factor as appropriate.






» Root Causes are Identified

» Develop Action Plan for each Root Cause.

» Identify a Goal for each Root Cause.
» List the Steps needed to accomplish the Goal.

» What Resources are needed to complete the
action steps?

» Who is Responsible for the Goal’s steps?

» What is the anticipated Timeframe for
completion?

» How will you Measure the effectiveness of the
action steps?

Planning is preparatory to action. Analytically at least, planning must be separated from
iImplementation so that the major policy decisions can be taken and their implications
understood prior to action



8 Steps to Develop a Plan for Action

1 Express your solution as a series of goals

Having agreed on a root cause to a particular problem within your organization, you first
need to define that solution in terms of a goal. For example, each goal could be
expressed as follows: "For us to ....., we would need to ....." Record each goal at the top
of a whiteboard or sheet of paper

2 Generate a list of Actions for each goal

Use brainstorming to compile a list of actions to achieve a particular goal and record
these below the goal. Arrange this list of suggested actions in sequential order. Include
training and education, P&P changes, approvals.

3 Prepare a timeline

Beginning with a time point labeled "now" and ending with a point labeled "goal
achieved", build a timeline on which you allocate dates by which you intend to complete
each of the sequential actions listed under a particular goal. It is important that you get
both sequence and timing right if you are to reach "goal achieved" effectively.

4 Allocate resources

Financial, physical and human resources must be allocated to each action step. If
resources are limited, or fall short of requirements at any stage, it may be necessary to
return to an earlier step and revise the action plan.

5 ldentify possible problems

Consider all of the things that could go wrong in the process of achieving a particular
goal. List these problems and identify causes and suitable actions to resolve them. If
necessary, these actions might need to be added to appropriate slots in the timeline
6 Develop strategies for monitoring progress

List ways in which progress of the action plan can be monitored. These monitoring
stages should also be included on the timeline.

7 Assign tasks

Take each point on the timeline in turn and ask : "Who will do what, by the date set, to
bring about the specified action? Allocate these tasks to appropriate individuals or
teams.

8 Implement the plan

Translate all your information to a clean copy, listing the actions required, the person
responsible for a particular task, and when that task is to be completed. Having now
finalized the plan for action in specific terms, this information can now be made
available to all involved.







Corrective Action Plan

Root Cause:

Goal:

Potential Obstacles:

Action Steps Required Projected
Resources timeframes

Responsible

1.

2.

Corrective Action Plan

Root Cause:

Goal:

Potential Obstacles:

Action Steps Required Projected
Resources timeframes

1.

2.




Executive Summary Report

Brief incident description:

Incident date:
Incident type:
Actual effect on patient and/or service:

Actual severity of incident:

Level of investigation conducted

Involvement and support of the patient and/or relatives

Detection of the incident

Care and service delivery problems

Contributory factors

Root causes

Lessons learned

Recommendations




Arrangements for sharing learning

Outcome of Measurement

Name Title Date

Root Cause Analysis Investigation Report

Incident Investigation Title:

Incident Date:

Incident Number:

Author(s) and Job Titles

Investigation Report Date:




Executive Summary Report

Brief incident description:

Incident date:
Incident type:

Actual effect on patient and/or service:

Actual severity of incident:

Level of investigation conducted

Involvement and support of the patient and/or relatives

Detection of the incident

Care and service delivery problems

Contributory factors




Root causes

Lessons learned

Recommendations

Arrangements for sharing learning

Outcome of Measurement

Name

Title

Date







Complete Report Below (include action plan and data collection tools)
FINDINGS:
Chronology of events

Chronology (timeline) of events

Date & Time Event

Detection of incident

Notable practice

Care and service delivery problems
Contributory factors

Root causes

Lessons learned



CONCLUSIONS:
Recommendations

Arrangements for Shared Learning
Distribution List

Appendices



Data Collection

Measure of Success
Indicators

How data collected

By Whom

Timeframe

Follow up




APPENDIX G

FISHBONE DIAGRAM



The Cause and Effect Diagram is used to explore all real, possible and potential causes of the single
effect/outcome you are now experiencing.

Causes
People Process
\ \ Effect
/ / Problam
Materals Ecuipment

Creating a cause and effect diagram is fun and educational. These diagrams are usually constructed as a team or
group activity to get ideas from as many people as possible. As a result of everyone working on the diagram
together, everyone tends to gain some new knowledge. Cause and effect diagrams encourage new ideas about
causes of problems by helping the group think about different categories of causes. The cause and effect diagram
also indicates how much we know about our process. If the diagram is full, we know a lot about our process. If it is
sketchy, chances are we don't have a good understanding of our process. Cause and effect diagrams should be
living documents. That is, we should actively seek causes of problems and add to the diagram as time goes on.

A cause and effect diagram is a tool that shows the relationship between an effect and possible sources of
variation for this effect (causes). As shown in the figure the effect could be a problem that needs to be solved. The
causes of the problem would then be listed on the cause and effect diagram. The effect could also be a goal. In
this case, what needs to be done to reach the goal would be listed on the cause and effect diagram.

The causes are most commonly categorized as machines, methods, environment, materials, measurement, and
people (the 4 M's, a P and an E). This is particularly true for manufacturing applications. You can pick your own
categories. See above for 4 categories that may be used in healthcare. (People, Process, Materials, Equipment)
Cause and effect diagrams are also called fishbone diagrams (because of their appearance) and Ishikawa
diagrams (because of their developer). Cause and effect diagrams can be used for any problem in any area

The cause and effect diagram is one of many root cause analysis tools. Root cause analysis should be thorough
enough to "root" out the deep and hidden causes that are often missed with quick fixes to problems. It provides a
method of taking all the jumbled-up ideas we have and arranging them so we can use a systematic approach to
improvement.

How to Construct a Fishbone Diagram

1. Pinpoint the problem you want to fix or the goal you want to reach.
2. Write the problem or goal (effect) on the right hand side of a large sheet of paper taped to the wall and
draw a horizontal line to the left.
3. Select the categories for the causes of the problem or for what needs to be done to reach the goal. These
categories will be the main factors of the cause and effect diagram. Each main factor forms a branch off the
horizontal line.
4. Brainstorm detailed causes for each main factor. These detailed causes are written on branches off those
of the main factors. Use the brainstorming rules shown below to maximize the number of causes your group
develops.

o Go for quantity of ideas.
Everyone participates.
Encourage creativity.
Don't discuss/criticize/evaluate ideas.
Build off other ideas.


https://www.google.com/imgres?imgurl=http://thethrivingsmallbusiness.com/wp-content/uploads/2012/12/Cause-and-effect-FishboneDiagram1.jpg&imgrefurl=http://thethrivingsmallbusiness.com/what-is-a-cause-and-effect-fishbone-diagram/&docid=GaEWszDiH5khaM&tbnid=KLNYgEp2e2VAIM:&vet=1&w=697&h=342&bih=498&biw=1093&q=cause%20and%20effect%20diagram&ved=0ahUKEwjToY7i1sTSAhWlhFQKHXeCBGMQMwh2KA0wDQ&iact=mrc&uact=8

Pass if you don't have an idea to contribute.

5. Always try to branch further by continuously asking, "What causes variation in this branch?" In this way,
you can add to the cause and effect diagram until it fully shows all the possible causes of variation.
A summary of the general rules for constructing a cause and effect diagram is given below.

PbdE

o

© N

10.

11.

Get everyone to participate.

Don't forget that this is a brainstorming session; brainstorming rules apply.

Give ideas one at a time to encourage creative ideas.

Have the person giving the idea tell which "bone" of the fish the idea goes on. For example, say "My
ideais the truck tire pressure. That goes on the Materials bone."

Allow any idea to go on more than one bone. Allow other team members to use the same idea on
multiple bones.

Never analyze or criticize suggestions while creating the fishbone. This includes nonverbal criticism
such as shaking your head or drawing back from the group.

Piggyback one suggestion into another, let ideas suggest other ideas.

Use the major bones to help you come up with ideas. For example, think to yourself, "How could our
methods or procedures cause this problem?"

Ask yourself for each idea that has already been given, "Why does that happen? How does that
happen?" to develop branches or "smaller bones" off each major bone.

Be open and honest. Have the courage to give the idea that everyone is thinking about, but doesn't
want to state.

Never use the suggestion that someone came up with in a fishbone session against the person
outside the meeting. For example, never leave the meeting saying, "You'll never guess what Sam
thought the problem was...He thinks that it's all Harvey's fault!"






Appendix H

LINK TO SENTINEL EVENT REGISTRY TOOLKIT.
Use Control /enter while holding cursor over title
below.

Access to the complete manual for using the
registry and Redcap.

The Sentinel Event Registry Toolkit



http://dpbh.nv.gov/uploadedFiles/dpbh.nv.gov/content/Programs/SER/dta/Publications/Sentinel%20Event%20Registry%20Toolkit_2017.pdf

SUBJECT: PATIENT SAFETY COMMITTEE RESPONSIBILITIES REFERENCE: 4000

DEPARTMENT: HOSPITAL WIDE PAGE: 1o0f1
APPROVED BY: EFFECTIVE: 11/03 REVISED: 6/21/16
Policy:

It is the policy of MGGH to develop and implement, in consultation with the providers of health care, an internal
Patient Safety Program to improve the health and safety of patients/residents who are treated at our facility.

Procedure:

1.

2.

The Patient Safety Plan at MGGH encompasses Acute care, Emergency room, surgical services, clinic
and Home Maker Services and compliance with the Patient Safety Plan is mandatory.

Following approval of the safety plan by the Governing Body, the Medical Staff shall be notified as to
the existence and requirements of the plan.

3. The Patient Safety Committee is comprised of a physician, a nurse from SNF, pharmacist, governing board
member, risk manager, Infection Control Officer, Patient Safety Officer, and the Administrator

The Committee shall:

Function under the authority of the Medical Staff

Submit its patient safety plan to the Governing Board

Meet monthly

Investigate, report and formulate corrective actions related to alleged sentinel events

Review Medical Equipment/devices safety and maintenance inspections

Review and recommend actions related to medications events

Review and investigate patient care related incident reports

Additional tasks as assigned by the Medical Staff

Annually review patient safety checklists and policies and consider any additional checklists and
policies for appropriate adoption

Revise check lists and policies to ensure they reflect the most current standards in patient safety
protocols

On or before July 1% of each year, submit a report to the Director of the Legislative Bureau for
transmittal to the Legislative Committee on Health Care that includes information regarding the
development, revision, and usage of the patient safety checklists and policies and a summary of the
annual review conducted by the facility.

3. The Administrator shall appoint a Patient Safety Officer with the following responsibilities:

D

Serve on the Patient Safety Committee

Supervise the reporting of all sentinel events alleged to have occurred in the medical facility.

Shall within 13 days of being notified of a Sentinel event or within 14 days of becoming aware without
notification, report the date, time and brief description of the sentinel event to the health division, The
Bureau of Licensure, Administrator and the Patient Safety Committee

Take such actions as he/she determine necessary to ensure the safety of the patients as a result of an
investigation of any sentinel event alleged to have occurred at the medical facility

Report to the Patient Safety Committee regarding any actions taken

The Patient Safety Officer may designate alternates to act in his/her absence. Kathy The Risk Manager
will act as Patient Safety Officer in the absence of the Patient Safety Officer

The Patient Safety Officer is responsible to review, investigate and act upon patient safety issues other
than sentinel events at this facility, including medication errors, environmental issues and equipment
and supply malfunction

. Jan Kollodge RN DON has been appointed by the Administrator as Patient Safety Officer




SUBJECT: COMMITTEE FUNCTION REFERENCE 4001
DEPARTMENT: HOSPITAL WIDE PAGE: lof1l

APPROVED BY: EFFECTIVE: 11/03 REVISED: 6/21/16

POLICY: The Patient Safety Committee functions to enhance patient safety through data collection, reporting,
investigation and evaluation of patient safety issues prior to an event and when an event occurs. All patient
safety information will be confidential and reported through the Medical Staff Quality Assurance process.

PROCEDURE: The Patient Safety Committee shall:

e Receive reports from the Patient Safety Officer (PSO)

e Evaluate actions of the PSO in connection with all reports of sentinel events alleged to have occurred at
MGGH

e Review and evaluate the quality of measures carried out to improve the safety of patients who receive
treatment at MGGH

e Review and evaluate the quality of measures carried out by MGGH to prevent and control infections

e Make recommendations to the Governing Board of MGGH to reduce the number and severity of
sentinel events and infections that occur at MGGH

e Monitor and document the effectiveness of the patient identification policy

e At least annually, review the patient safety checklists and patient safety policies appropriate for adoption
for use by MGGH

e Revise a patient safety checklist and patient safety policy as necessary to ensuer that the checklist or
policy reflects the most current standards in patient safety protocols

e On or before July 1 of each year, submit a report to the Director of the Legislative Counsel Bureau for
transmittal to the Legislative Committee on Health Care with information regarding the development,
revision and usage of the patient safety checklists and patient safety policies and a summary of the
annual review conducted in #3 above

e Forward Patient Safety Committee minutes/reports to the Medical Staff quarterly. Minutes will
summarize MGGH patient safety activities.

e Report on a quarterly basis to the Governing Body of MGGH regarding:

1. The number of sentinel events that occurred at MGGH during the preceding calendar quarter

2. The number and severity of infections that occurred at MGGH during the preceding calendar quarter

3. Any recommendations to reduce the number and severity of sentinel events and infections that occur
at MGGH

PATIENT SAFETY DATA COLLECTION:
Patient safety data collection, review and reporting of the following patient safety events is a means of
providing the safest patient care possible. Data collection will begin with the completion of a Quality Review
Report.
e Sentinel events
Adverse events
Near Misses
Medication errors and falls
Equipment malfunctions
Preventive corrective interventions



SUBJECT: MEETING AGENDA REFERENCE 4002
DEPARTMENT: HOSPIAL WIDE PAGE: 1of1

APPROVED BY: EFFECTIVE: 11/03 REVISED:

Patient Safety Committee Meeting Agenda
The Patient Safety Committee meets on the fourth Tuesday of each month.
Patient Safety officer: Jan Kollodge RN

Date:
Members Present:

Standard Agenda Items:

Sentinel Event

Other Events

Adverse Drug Events and medication errors
Incident Reports

Equipment/ Supply issues

Root Cause Analyses Evaluation

Sk~ wd PR

Old business:

New business:

Other:



SUBJECT: EMPLOYEE TRAINING/EDUCATION REFERENCE 4003

DEPARTMENT: HOSPITAL WIDE PAGE: 1of1
APPROVED BY: EFFECTIVE: 11/03 REVISED: 6/21/16
POLICY:

It is the policy of MGGH that all employees and individuals contracted for patient care receive Patient Safety
Training and are familiar with the job related aspects of patient safety and staff specific roles and
responsibilities to actively support patient safety

PROCEDURE:

All staff will receive patient safety education and training during their new employee orientation and on an
annual and as needed basis. Contracted individuals will be monitored for compliance with patients safety
policies by the supervisor of the department the contracted individual is assigned to.



SUBJECT: INTERNAL EVENT REPORTING REFERENCE: 4004

DEPARTMENT: HOSPITAL WIDE PAGE: lof1l
APPROVED BY: EFFECTIVE: 11/03 REVISED:
POLICY:

It is the policy of MGGH that prevention and reporting of harm to patients is the responsibility of all
employees. Anyone with knowledge of an actual or patient safety event must report it.

PROCEDURE: Near Miss and Adverse Events
e Immediately notify your Department Director and complete a Quality Review Report.
e The supervisor will review and forward it to the Patient Safety Officer within 24 hours of receipt or the
first work day following a week-end or holiday
e The Patient Safety Officer will review all reports and determine what specific actions are needed and
forward them to Risk Management for review through the Quality Review Process
e All events will be reported to the Patient Safety Committee

SENTINEL EVENT REPORTING
Sentinel events signal the need for immediate investigation and response and any person employed by MGGH
shall, within 24 hours after becoming aware that a sentinel event has occurred, notify the Patient Safety Officer

of the sentinel event.

PROCEDURE:

e Immediately perform necessary health care interventions

e Notify the patient’s Medical Provider and initiate all physician orders. If necessary contain the risk to
others and preserve event related material that may require further investigation

e Document the facts in the medical record using concise, factual, objective and complete details

e Notify the appropriate department director and the Patient Safety Officer who will inform the
Administrator and Risk Manager and in the case of an intentional unsafe act that results from gross
negligence or possible criminal activity, report to the appropriate authorities.

e The Patient Safety Officer will notify the Bureau of Licensure and the Health Department on a form to
be developed by them within the prescribed time restraints.

e All Sentinel events will be reported to and investigated by the Patient Safety Committee



SUBJECT: EVENT INVESTIGATION REFERENCE 4005

DEPARTMENT: HOSPITAL WIDE PAGE: 1of1
APPROVED BY: EFFECTIVE: 11/03 REVISED:
POLICY:

It is the policy of MGGH to investigate all patient safety events that occur (actual event) or almost occurred
(near miss) that caused or had the potential to cause harm to a patient.

PROCEDURE:

1. Upon notification of a patient safety event the Patient Safety Officer will review all pertinent data
related to the event i.e. diagnostic testing, medication orders, medical records and interviews of the
parties involved etc

2. Take any action deemed necessary at the time of the investigation

Form a plan to prevent recurrence of a similar event

4. Inthe event of a sentinel event, begin investigation immediately and take such actions necessary to
ensure the safety of the patient.

5. Report the event and the results of the review, action taken, and the prevention plan to the Patient Safety
Committee for their recommendations

6. The Patient Safety Officer will inform the appropriate supervisor of actions taken and the determinations
of the Patient Safety Committee

w



SUBJECT: PATIENT SAFETY EVENT ANALYSYS REFERENCE 4006

DEPARTMENT: HOSPITAL WIDE PAGE: 1of1
APPROVED BY: EFFECTIVE: 11/03  REVISED:
DEFINITIONS:

Aggregate Review Analyses: The process of examining data elements for common trends or patterns.

Root Cause Analyses: The process for identifying the basic or contributing factors associated with patient
safety events. It identifies changes that could be made to the system to improve performance and to
reduce the risk of adverse events or the recurrence of near misses with the ultimate goal of reducing or
eliminating patient harm.

POLICY:
It is the policy of MGGH to track and trend data to identify familiar trends or circumstances so that system

issues can be identified and improved and to conduct a Root Cause Analyses and action plan to prevent the
recurrence of similar events

PROCEDURE:

1. The Patient Safety Committee shall collect data from each patient safety event to perform an Aggregate
Review Analyses.

2. The Patient Safety Committee will conduct a root cause analyses and complete an action plan for all
sentinel events focusing on system and process changes to improve performance and to reduce the risk
of adverse events.

3. The Root Cause Action Plan will enumerate the risk reduction strategies, implementation, and
evaluation of the effectiveness of actions taken.

4. The Root Cause Action Plan will be submitted to the Medical Staff for approval



SUBJECT: PATIENT SAFETY: DEFINITIONS REFERENCE 4008

DEPARTMENT: HOSPITAL WIDE PAGE: lof1
APPROVED BY: EFFECTIVE: 01/03 REVISED: 10/13
POLICY:

A patient safety event is defined as any incident that occurred (actual event) or almost occurred (near miss) that
caused or had the potential to cause harm to a patient and shall be reported to Patient Safety Officer via the
Quality Review Report.

e Near Miss: An event or situation that could have resulted in harm to a patient but did not, either by
chance or through intervention.

e Adverse Event: An occurrence associated with health care or services that may or may not result in harm
to a patient. These include incidents such as medication errors and patient falls even if there is no harm
or permanent damage to the patient.

e Sentinel Event: An event included in Appendix A ‘Serious Reportable Events in Health Care_ 2001
Update: A Consensus Report. Sentinel events signal the need for immediate investigation and proactive
response from MGGH.

e Facility —acquired infection: 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 tine a patient was admitted to a medical facility including: 1. surgical site infections 2. ventilator-
associated pneumonia 3. Central line-related bloodstream infections 4. Urinary tract infections



SUBJECT: SAFE MEDICAL DEVICES REPORTING TO THE FDA REFERENCE 4009
DEPARTMENT: HOSPITAL WIDE PAGE: 1of1

APPROVED BY: EFFECTIVE: 11/03REVISED:

Safe Medical Devices Reporting to the FDA

POLICY:

It is the policy of MGGH to voluntarily report serious adverse events or product problems that are suspected to
be associated with a drug or medical device to the FDA. All such events will be reported to the Patient Safety
Officer and the Patient Safety Committee for review.

PROCEDURE:
The following reporting procedure will be followed

1. All adverse events or product problems will be reported to the Patient Safety Officer.

2. Department managers will be responsible for completion of the MED WATCH FDA reporting form
(form 3500A)

3. The Patient Safety Officer will review and submit the completed form to

4. Forms are available in the Patient Safety Policy and Procedure manual

FDA

MedWatch HFD-410
5600 Fishers Lane
Rockville, MD 20857



SUBJECT: PATIENT IDENTIFICATION REFERENCE # 4010

DEPARTMENT: HOSPITAL WIDE PAGE: 1of1
APPROVED BY: EFFECTIVE: 7/20/11 REVISED: 6/20/16
POLICY:

Proper patient identification is required in order to prevent errors related to invasive procedures, medication
administration, transfusion of blood products, and patient labeling of specimens. The use of patient identifiers
improves the reliability of the patient identification process and decreases the chance of performing the wrong
procedure on the wrong patient. It is the policy of MGGH to correctly identify patients prior to any procedures
and before each interaction with a health care provider/

PROCEDURE:
The use of two patient identifiers is required to confirm a patient’s identity.
1. Ask all patients for their NAME and DATE OF BIRTH prior to any treatments, procedures, or
medication administration.
2. Label all specimen containers with the patient labels that are generated at admission.

MONITORING AND DOCUMENTATION:
1. Monitor medication errors related to wrong patient and report to Patient Safety Committee
2. Monitor incident reports related to wrong person procedures
3. Review the patient identification policies with the involved staff member
4. Perform a root cause analysis if indicated
5. Report as a sentinel event if indicated



SUBJECT: NATIONALLY RECOGNIZED STANDARDS REFERENCE # 4012

DEPARTMENT: HOSPITAL WIDE PAGE: lof 1
APPROVED BY: EFFECTIVE: 01/01/2010 REVISED:
POLICY:

Health Care Workers at MGGH are required to recognize and follow established nationally recognized
standards of care.

PROCEDURE:

Nationally recognized standards of care are to be followed by all Health Care Workers relevant to their
departments and to standards related to all departments involved in patient care. Established standards of care
include, but are not limited to, the following:

1. Implementation of evidence based practice to prevent health care associated infections:
A. Hand hygiene based on CDC guidelines
B. CAUTI
C. Infections caused by multi-drug resistant organisms
D. Central line infections
E. Surgical site infections
F. Blood stream infections

2. Improve the accuracy of patient identification prior to any treatment, care, or services, using 2 patient
identifiers

3. Report critical results of tests and diagnostics on a timely basis
4. Prevent pressure ulcers
5. Identify safety risks and prevent falls

6. Prevent wrong site, wrong patient, and wrong surgery
A. Mark the site
B. Time out before procedures
C. Surgical checklists

7. Improve the safety of medications

A. Label all IV medications accurately and completely

B. Use approved protocols for the initiation and maintenance of anticoagulation therapy

C. Maintain and communicate accurate patient medication records

E. 2 nurses to verify certain high risk medications before administration i.e. insulin, cardiac drips, heparin,
etc.



SUBJECT: INFECTION CONTROL OFFICER REFERENCE # 4013

DEPARTMENT: HOSPITAL WIDE PAGE: lof 1
APPROVED BY: EFFECTIVE: 10/1/11 REVISED:
POLICY:

MGGH has designated the DON as the Infections Control Officer for the facility which includes ER, OR, acute
care, SNF, and the medical clinic. The Infection Control Officer also serves as the Patient Safety Officer at

MGGH

RESPONSIBILITIES:

 Serves on the Patient Safety Committee

» Monitors the occurrences of infections to determine the number and severity of infections at the facility

* Reports to the patient safety committee concerning the number and severity of infections at the facility

« Shall take such action as he or she determines is necessary to prevent and control infections alleged to have
occurred at MGGH

* Shall carry out the provisions of the infection control program adopted by NRS 439.865 and ensure
compliance with the program

» Shall consult with the Health Division for education and technical assistance relating to infection control in
medical facilities when indicated

» The Risk Manager will service as the Infection Control Officer in the absence of the Infection Control
Officer. If neither one is available, the charge nurse is responsible.

POSITION REQUIREMENTS:

» Must be a Registered Nurse

» Must successfully complete a nationally recognized basic training program in infection control

» Must complete at least 4 hours of continuing education each year on topics relating to current practices in
infection control and prevention

* MGGH shall maintain records concerning the required training



SUBJECT: PATIENT INFECTION NOTIFICATION REFERENCE # 4007

DEPARTMENT: PAGE: lof 1
APPROVED BY: EFFECTIVE: 10/1/11 REVISED:
POLICY:

It is the policy of MGGH that when a patient at our facility has an infection, the provider of health care or the
designee of the provider of health care shall, as soon as practicable, but not later than 5 days after the diagnosis
is confirmed, inform the patient or legal guardian or other person authorized by the patient to receive such
information that the patient has an infection. Notification of the patient may be delayed only if the patient does
not have a legal guardian, has not authorized any other person to receive such information and:

1. Is not capable of understanding the information

2. Is not conscious or

3. Inthe judgment of the provider of health care, is likely to harm himself or herself if informed about the
infection

If the provider of health care or the designee of the provider of health care delays providing information about
an infection, such information must be provided as soon as practicable after:

1. The patient is capable of understanding the information

2. The patient regains consciousness

3. Inthe judgment of the provider of health care the patient is not likely to harm himself or herself if
informed about the infection or

4. A legal guardian or other person authorized to receive such information is available

PROCEDURE:
1. Atadmission, all patients or their legal guardian sign a Release of Protected Health Information that lists
who may be given information about their health condition
2. The provider of health care will consult this list when someone other than the patient must be given
information about an infection
3. The provider of health care may authorize the Infection Control Officer, Risk Manager or other RN to
inform the patient, legal guardian, or another person authorized by the patient of an infection
4. Notification will be verbal and will be documented in the medical record
5. If an infection is known or determined while the patient remains at MGGH, the patient or person
authorized by the patient or the legal guardian will be notified whether the infection was acquired at the facility
and of the apparent source of the infection



PATIENT LABEL

FOLEY CATHETER INSERTION AND MAINTENANCE CHECK LIST

Patient identified using 2 identifiers?

Is it necessary for patient care?

Is there a doctor’s order?

Hand hygiene performed prior to procedure?

Sterility of catheter Kit verified?

Sterile gloves applied?

Area cleansed per protocol?

Sterile drapes applied?

Asceptic technique insured? May need assistance for some patients

Foley bag hung on bed frame below patient’s bladder?

Leg strap on to prevent movement and urethral traction?

UA obtained?

Hand hygiene performed after procedure?

Care Plan on chart?

Daily catheter care performed?

Foley to be removed as soon as possible? Assess for need every 24 HOURS

Closed system maintained and additional UAs taken from sampling port

NURSE SIGNATURE DATE




PATIENT LABEL

LIVER BIOPSY CHECKLIST

Patient identified by name and date of birth

Procedure verified with patient

Anticoagulants held by patient as ordered by doctor

Consent signed

All equipment available

Hand hygiene prior to procedure

Sterile technique throughout procedure

Specimens labeled correctly and delivered to the lab

Post liver biopsy orders on chart and followed

Patient given discharge instructions

NURSE SIGNATURE DATE_




SUBJECT: COMPLIANCE WITH PATIENT SAFETY POLICY/CHECKLISTS = REFERENCE # 4011

DEPARTMENT: HOSPITAL WIDE PAGE: lof 1
APPROVED BY: EFFECTIVE: 07/12/10 REVISED:
POLICY:

Patient Safety policies and check lists have been developed by MGGH to ensure the safety of our patients. Staff
compliance with these safety components will be ensured by monitoring, peer-to- peer communication,
sanitation audits, education, and when possible video monitoring.

PROCEDURE:
Compliance will be measured using the following methods and reported at the monthly Patient Safety

Committee Meeting. Violations will be reported to the appropriate supervisor.
Chart audits

Staff monitoring by Department Supervisors

Staff monitoring by the Patient Safety and Infection Control Officer
Environmental sanitation audits

Department specific education

Video monitoring when possible

oo wdE



PATIENT LABEL

ISOLATION PRECAUTIONS CHECKLIST

Appropriate isolation precautions selected?

Isolation bag stocked and hanging outside of patient room

Linen and red trash bags set up in room?

Blood pressure cuff, stethoscope, and thermometer in patient room?

Precaution signs, visitor and patient instructions pos
ted outside of room?

Visitor and patient instructions posted inside the room?

Hand hygiene performed before going into room and before leaving?

Isolation rules enforced with staff and visitors?

Ancillary departments following isolation rules?

Appropriate isolation precautions Care Plan in chart?

NURSE SIGNATURE DATE_




PATIENT LABEL

PATIENT SAFETY
DISCHARGE CHECK LIST

Discharge Instructions Form Given?

After care instructions included?

Has patient designated a lay caregiver?

Discharge plan provided to lay caregiver prior to discharge day?

Is caregiver available at discharge?

Written training and education given to caregiver at discharge if present?
Follow up instructions?

Activity instructions?

Diet instructions?

New medications explained and RX given or called to pharmacy
Medication reconciliation form

CHEF instructions (the carbon copy instructions and diet instructions etc.)
Teaching materials

Name and relationship of person discharged to on DC instruction form?
Telemetry removed?

Medications from home given to patient at discharge?

PNEUMONIA SHOT GIVEN (check for criteria being met and consent
signed?

FLU SHOT GIVEN (during flu season)?

PORTAL ACCESS COMPLETED WITH PORTAL ACCESS
DOCUMENT PRINTED AND GIVEN TO PATIENT- MUST BE

COMPLETED ON 100% OF ALL IN-PATIENTS

NURSE SIGNATURE DATE

This check list to be filed with the Discharge Instruction form in the chart and
completed at the time of discharge along with the standard discharge
instructions and the CHF instructions



PATIENT LABEL

PATIENT SAFETY
OBSERVATION DISCHARGE CHECK LIST

Discharge Instructions Form Given

After care instructions included

Follow up instructions

Activity instructions

Diet instructions

New medications explained and RX given or called to pharmacy
Medication reconciliation form

CHEF instructions (the carbon copy instructions and diet instructions etc.)
Teaching materials

Name and relationship of person discharged to on DC instruction form
Telemetry removed

Medications from home given to patient at discharge

FLU SHOT GIVEN (during flu season)

Health Information Exchange “Summary of Care” completed

NURSE SIGNATURE DATE

This check list to be filed with the Discharge Instruction form in the chart
and completed at the time of discharge along with the standard
discharge instructions and the CHF instructions
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This plan was created and revised by the Dini-Townsend Hospital Patient Safety committee/team.
Implementation of this plan is intended to optimize the healthcare quality and 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.

Patient Safety Committee/Program
Dini-Townsend Hospital
480 Galletti Way
Sparks, NV 89431
Leah Lewis, Patient Safety Officer
llewis@health.nv.gov
775-688-2018

Patient Safety and Quality Improvement Plan
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Commitment to Patient Safety

Dini-Townsend Hospital 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 our mission, vision, and values, Dini-Townsend Hospital’s Patient Safety and Quality

Improvement program promotes:

e (Collaboration of healthcare, leadership, medical staff, and other healthcare providers to deliver
integrated and comprehensive high-quality healthcare.

e 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.

e Preservation of dignity and value for each patient, family member, employee, and other healthcare
providers.

e Responsibility for every healthcare related decision and action.

e 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.

e Incorporation of evidence-based practice guidelines to deliver high quality healthcare.

e Education of staff and physicians to assure participation of healthcare providers.

Scope and Purpose

The scope of this Quality and Patient Safety Plan is organizational-wide/hospital-wide/agency-
wide which includes but is not limited to

e Patient safety

e Visitor safety

e Employee safety

All staff in Dini-Townsend Hospital are required to fully support and participate in this plan, and
devote their expertise to the patient safety and healthcare quality improvement process.

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, Dini-Townsend Hospital 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

Patient Safety and Quality Improvement Plan

Page |



DINI-TOWNSEND HOSPITAL Page |

core principles of this plan include:

o All staff have the same goal and contribute their knowledge, vision, skill, and insight to improve the
process of the Patient Safety Plan.

e Decisions will be based on data and facts, and staff will be encouraged to learn from the
experiences.

e Customer based including patients, families, and visitors.

e Promote systems thinking.

o Employ well-trained and competent staff maintaining high healthcare quality.

Roles and Responsibilities

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 Plan is promoted and
executed successfully.

The Patient Safety Committee Organization

Governing Body
Behavioral Health
Commission

Agency Manager

Patient Safety Officer

Infection Control
Officer

Pharmacy Nursing Medical Director

Patient Safety and Quality Improvement Plan
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Roles and Responsibilities

In accordance with NRS 439.875, a patient safety committee must be comprised of:

The infection control officer of the medical facility;

The patient safety officer of the medical facility, if he or she is not designated as the infection
control officer;

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

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 of the medical facility;

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 (CFO) of the medical facility.

The roles and responsibilities are defined below (Please modify them as needed.)

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 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.
Review and evaluate the quality of measures carried out by the facility to improve the safety of
patients who receive treatment.
Review and evaluate the quality of measures carried out by the facility to prevent and control
infections.
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.
At least once each calendar month (or quarter depending on the number of employees and
contractors 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 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.

Patient Safety and Quality Improvement Plan
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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.

Root Cause Analysis (RCA) Team Responsibilities

Root Cause interviews, analysis, investigation, and corrective action plan implementations.
Participates in the RCA meetings and discussions.

Communicate honestly and openly about only data and facts to the team members and their
supervisors/leaders.

Patient Safety Officer Responsibilities (based on NRS 439.870)

Serve on the 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 patient safety committee regarding any action taken in accordance with the
responsibilities above.

Participate as a consultant to the RCA teams

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 RCA process that incorporate the Patient Safety
and Quality Improvement elements

Infection Control Officer Responsibilities (based on NRS 439.873)

Serve on the 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 and severity of infections at the
facility.

Take such action as determines is 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.

Complete and submit the NSHN report to the state Registry and the CDC

(Additional responsibilities here if needed)

RCA Facilitator Responsibilities

Organize and coordinate the RCA as well as facilitate the RCA process

Patient Safety and Quality Improvement Plan
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Identify team members and alert their supervisors, as well as the staffing department to provide
coverage on their units or department

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.

Executive or Governing Body Staff Responsibilities

Provide vision and leadership to Patient Safety and Quality Improvement process, and develop and
foster a safe learning and improving culture.

Provides oversight to the healthcare quality improvement processes and teams.

Plan, discuss, and generate the organization patient safety goals and activities, in conjunction with
the patient safety action plans

(Please provide additional responsibilities here if needed)

The Patient Safety Committee will meet monthly to accomplish the following:

Report and discuss sentinel events which include:

o Number of sentinel events from previous calendar month (or quarter).
o Number of severe infections that occurred in the facility.

Corrective Action Plan for the sentinel events and infections

o Evaluate the corrective action plan.

Patient safety policies and checklists

o At least annually evaluate Patient Safety policies and checklists

o Revise the patient safety policies and checklists as needed.

o Monitor and document the effectiveness of the patient safety policy.

A RCA meeting will meet as needed to accomplish the following:

Define the healthcare issues or potential risks.

Conduct Root Cause Analysis

o Reviewing and analyzing the data.

o Reviewing the RCA process and quality improvement related activities and timelines.
o Brainstorming issues or the potential risks by using the fishbone diagrams.

o ldentify the contributing factors and conduct the Root Cause Analysis.

Conduct Corrective Action Plan

Identifying the Plan-Do-Study-Act (PDSA) topics.

Discussing corrective action process and activities.

Discussing and presenting possible changes in procedure to improve areas indicated.

O O O O

Identifying strengths and areas that need improvement.
o Developing strategies, solutions, and steps to take next.
Identify barriers and technical assistance needs for supporting the RCA efforts.

A meeting agenda and minutes noting follow-up tasks will be kept.

Patient Safety and Quality Improvement Plan
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Objectives and Goals of the Quality and Patient Safety Plan

Objective

Goals

Plan

Planned
Completion
Date

Responsible Party

To reduce
falls by 10%

Implement a
fall prevention
program

Monitor compliance to the
program through audits
Monitor and evaluate all
falls and revise if indicated

12/31/2021

Nursing

Reduce
seclusion and
or restraints
by 10 %

Increase the
training period
for De-
escalation
(CPI)

Monitor compliance
with training.

Audit charts for
proper
documentation of
the de-escalation
techniques used
prior to all seclusion
and restraints.
Monitor compliance
and training of De-
Escalation
Techniques as part
of the debriefing
procedure after each
incident.

Revise the seclusion
and restraint
policy/procedure as
needed

Implement mock
codes to evaluate
techniques

12/31/2021

Nursing

Monitor staff
hand hygiene

100%
compliance
monthly

Revise Hand hygiene policy
as needed and educate

staff.

Ongoing

Infection Control
Committee

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.”

Dini-Townsend Hospital will use the Root Cause Analysis process to determine the contributing

factors and the underlying reasons for the deficiencies or failures. The Plan-Do-Study (check)-Act

Patient Safety and Quality Improvement Plan
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(PDSA or PDCA) is the model, which was developed by the Institute of Health Care
Improvement, which we will use to test the changes.

Define a problem

Quality and Patient
Safety Plan

Test the Best
Solutions &
Implementation

Root Cause Analysis
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.

Root cause analysis and action plan framework table, which was introduced by the Joint Commission. It
contains 24 analysis questions. It guides the organization to the steps in a root cause analysis. Not all the

questions apply to all the events or cases. This table can be used individually or with the fishbone diagram.

5 Whys technique will be used in Rawson-Neal to explore the cause and effect relationship underlay a
problem. One can find the root causes by asking “why” no less than five times. This technique can be used
individually or as a part of the fishbone diagram.

Patient Safety and Quality Improvement Plan

Page |



DINI-TOWNSEND HOSPITAL Page |

Fishbone Diagram

Once the problems are identified, a Fishbone Diagram (Appendix C) will be used for analyzing the problems.
You can use the fishbone diagram individually to analyze the root causes, or use it with the root cause
analysis and action plan framework table.

A Fishbone Diagram, also called a Cause-and-Effect diagram, is a useful tool for a team to structurally
brainstorm by discovering possible underlying factors or root causes from different major categories for the
chosen problems. General categories used include: people, methods, materials, measurements, education,
procedures, process, location, environment, etc. RCA team members will brainstorm and ask multiple
times, “why did this happen?” for each cause until all ideas are exhausted. The highest priority root causes
will be chosen for PDSA topics. Once all the categories are established on the fishbone diagram, 5 Why’s
technique also can be used to drill down the problem and find the root causes.

Model for Improvement

The Model for Improvement is a collaborative and ongoing effort model to improve the product and
services quality and process. It provides multi-disciplinary quality 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?

Study Study process and results
Act Plan

Study Do Adjust, adopt, or abandon

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

Patient Safety and Quality Improvement Plan
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What is the objective of the test?

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

0O 0 0 0O

What do you predict will happen?

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

e 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.

o Did the results match your prediction?
o What did you learn?
o What do you need to do next?

e Act--If the result is successful or desirable, standardize the changes and then work on the
next prioritized 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.

PDSA worksheet will be used to map the potential change strategies and to establish a course of action.

The PDSA worksheet and the PDSA progress report are attached in Appendix D-1.

Data Collection and Reporting
Data should drive any quality and patient safety effort. (Facility name) is using (data_
system names) for tracking the sentinel events, healthcare infection data, and (any other
database) 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 Quality and Patient Safety
plan include the data from:

e AHRQ: Agency for Healthcare Research & Quality

e CDC: Centers for Disease Control and Prevention

e CMS: Centers for Medicare & Medicaid Services

e NQF: National Quality Forum

e NHSN: National Healthcare Safety Network

e TIC: The Joint Commission

Patient Safety and Quality Improvement Plan
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Ongoing Reporting and Review
Data points such as the following will be reviewed according to the schedule prescribed:

Monthly
1) Sentinel event monthly

report

2) Severity of infection
report

3) RCA assessment

Quarterly
1) Sentinel event quarterly report

2) Severity of infection report

3) Review and evaluate the
measure of improvement of
patient safety

4) Review and evaluate the
measurement to prevent and
control infections

‘ Annually
1) Quality and Patient Safety

Plan update

2) Checklists and Policies
reviewing and revising

Assessment of the Quality and Patient Safety Plan

Please see the Patient Safety Assessment Tool (PSAT) from the VA National Center for Patient Safety for

your reference.

Patient Safety and Quality Improvement Plan
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Patient Safety Checklists and Patient Safety Policies

By NRS 439.865, the patient safety plan must include the patient safety checklists and patient safety policies

for use by:

Providers of healthcare who provide treatment to patients at the facility;
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:

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.

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.

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.

The patient safety policies must include, without limitation:

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.

Patient Safety and Quality Improvement Plan
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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.

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:

e 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

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

The patient safety checklists are listed in Appendix E. (The following links provide some patient safety
checklists for your reference— a checklist example is shown in Appendix E.)

http://www.hpoe.org/Reports-HPOE/CkLists PatientSafety.pdf

http://www.who.int/patientsafety/implementation/checklists/en/

The patient safety policies are listed in Appendix F. (The following link provides you some patient safety
policies for your reference—a policy example is shown in Appendix F.)
https://www.mercyhospital.org.nz/about-us/mercy-hospital/policies/ruleFile/1

Patient Safety and Quality Improvement Plan
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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. 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.

Reference

e Root Cause Analysis Toolkit http://www.health.state.mn.us/patientsafety/toolkit/

e Quality and Service Improvement Tools
http://www.institute.nhs.uk/quality and service improvement tools/quality and service improv
ement tools/plan do study act.html

e (CQl 101 An Introduction to Continuous Quality Improvement:
https://www.coursehero.com/file/13827355/CQl-Overviewppt/
e Quality Improvement http://www.hrsa.gov/quality/toolbox/methodology/qualityimprovement/

e Root Cause Analysis http://www.patientsafety.va.gov/professionals/onthejob/rca.asp

e Patient Safety Systems Chapter, Sentinel Event Policy and RCA2
https://www.jointcommission.org/sentinel event.aspx

e Hospital Policies https://www.mercyhospital.org.nz/about-us/mercy-hospital/policies/ruleFile/1

e Checklists to Improve Patient Safety http://www.hpoe.org/Reports-HPOE/CkLists PatientSafety.pdf

e Patient Safety Checklists http://www.who.int/patientsafety/implementation/checklists/en/

e  Minutes of the Meeting of the Quality and Patient Safety Committee
http://www.cookcountyhhs.org/wp-content/uploads/2013/12/09-23-14-QPS-scan-Minutes.pdf

e Title 40 — Public Health and Safety https://www.leg.state.nv.us/NRS/NRS-439.html
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Appendix 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-Associated 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:

e Surgical site infections;

e Ventilator-associated pneumonia;

e Central line-related bloodstream infections;

e Urinary tract infections; and

e 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)
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https://www.leg.state.nv.us/Statutes/75th2009/Stats200906.html#Stats200906page553
https://www.leg.state.nv.us/nrs/NRS-439.html#NRS439Sec805
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“Medical facility” means:
e A hospital, as that term is defined in NRS 449.012 and 449.0151;
e An obstetric center, as that term is defined in NRS 449.0151 and 449.0155;
e Asurgical center for ambulatory patients, as that term is defined in NRS 449.0151 and 449.019; and

e An independent center for emergency medical care, as that term is defined in NRS
449.013 and 449.0151.
(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 within the 7-day period
before the onset of the UTI (Centers for Disease Control and Prevention, The National Healthcare
Safety Network (NHSN) Manual: Patient Safety Component Protocol; 2009. Available at
http://www.premierinc.com/safety/topics/guidelines/downloads/NHSN Manual PatientSafetyProt
ocol CURRENT b.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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ACTION PLAN:

a. Enhance retrospective chart review
process. Implement Trigger Tools.
b. Establish an automated surveillance
process. Complete an in-depth analysis

Conduct aproactive risk assessment in a of risk point utilizing the
high risk area. methods of FMEA.

1. Create Systems that
anticipate errors &
either prevent or catch
them before they <
cause harm.

Develop automated
surveillance reports in Cerner.

a. Implement new electronic Voluntary

Reporting System & participate in
Patient Safety Organization.

Implemented e- Create process for
MERS & PS50 reviewing & closing

2. Establish Structures ity AMSC. reports in e MERS.

for reporting and a b. Dewvelop a structure to educate
process for managing employees system-wide of the process i SR
reports in the event for reporting hazards, errors and S e
reporting system. adverse events. Create process for
c. Establish a process for providing communicating outcome of
feedback regarding reported events. reported _events.
i i s Educate Medical staff, Hospital Wide Owersight & the Quality
- P safe’
:’am:l:;p - CI.IHI.{: of @ lr:gred;:hdai?:';?;?;zﬁ:tof ble-t?ndpil:gn Committees on the objectives and goals of the patient safety plan.
'Et? ere provigaers N
feel safe and amw§m7 focus \mt:'_?pproprlate Include patient safety presentation in monthly MNew Employee
supported when they individual accountability. Orientation.
N b. Establish a recognition program that
report medical errors rewards safe practices. Develop ‘Great Catch’ awards
or near misses & volce C. |r‘I'I|J|"0\PE mra” percept'loni of 5afetv as program.
concerns about patient measured by the Culture of Safety Re-evaluate culture of safety
safetv. Survey. and dewelop action plan
a. DEUEIOP Patient Safety Dashboard that Present Patient Safety Dashboard monthly to Hospital Wide Owversight
includes national measures and e
benchmarks. Complete 2014 Leapfn
4. Establish Safety b. Facilitate the development of action Safety Survey S Establish & implement a plan to improve performance of each leap.
Priorities & Targets. plans associated with measures not = .
meeting benchmarks. Develop method to track & report
c. Assess and improve processes related to departmental progress and
hand-off, transition and communication compliance of RCA action plans.
5. Charter Safety a. Coordinate Improvement Efforts in e i
Programs through order to ensure that capital, people,

Establish workgroups focused on medication safety, reducing patient falls 8
hospital acquired pressure ulcers.

facilities & technologies are matched to
strategic priorities for safe practices.
projects. b. Reduce and eliminate wvariation in care.

teams, workgroups or

Revise or develop policies, procedures and protocols.

Reference: Patient Safety Plan and Its Applicable Goals. 2014. Cook County Health and Hospitals System.

Appendix C: Fishbone Diagram

Doctor and patient
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Appendix D-1: PDSA Worksheet

PDSA Worksheet
Topic:
Person Completing Worksheet: Date:
Telephone/ Email: Cycle:
Patient Safety Committee Members
CEOs/CFOs

Patient Safety Officer
Infection Control Officer
Other Medical Staff

Other team members

Aim: (Describe the overall SMART goal that your team wishes to achieve.)

Plan:

1. List the tasks needed to set up this test of change.

2. Predict what will happen when the test is carried out.

Patient Safety and Quality Improvement Plan
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3. List the steps to develop the test-who, what, and when.

Steps

By Whom By When Desired
Outcome

Do: (Describe what actually happened when you ran your test, including any problems and unexpected

findings.)

Study: (Describe what you learned and did you meet your measurement goal?)

Did you meet your measurement goal? Explain.

Act: (Describe what you concluded from this cycle.)

Based on what was learned, please indicate what action
will be considered.

O Adapt: modify changes and repeat PDSA Cycle
O Adopt: expanding changes throughout organization

O Abandon: change approach and repeat PDSA cycle

Patient Safety and Quality Improvement Plan

Summarize what was learned: success, failure,
unintended consequences, etc.

Describe what modifications to the plan will be
made for the next cycle based on what you
learned.
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Appendix D-2: PDSA Monthly / Quarterly Progress Report

Event:

Person Complete Report: Date:

Patient Safety Officer Contact
Information:

Monthly / Quarterly Report

Items Description

1. What is your goal?

2. Report on the PDSA cycle

3. What system and practices
are working well? Explain.

4. What areas for improvement
did the data identify?

5. What barriers or system
issues have been encountered
implementing action activities?

6. Action plans to address the
barriers or system issues

7. Lesson learned

8. Support needed

9. Additional discussion

Notes:

Patient Safety and Quality Improvement Plan
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Appendix E: Checklist Example: Injuries from Falls and Immobility

In Not will Notes
Process Change Place Done Adopt (Responsible &
P 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 1to 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 PharmD

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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Appendix F: Policy Example

[Reference: Hospital Policies. MERCY Hospital. https://www.mercyhospital.org.nz/about-us/mercy-
hospital/policies/ruleFile/1]

T MERCY HOSPITAL POLICY AND INFORMATION MANUAL
Date Issued: 07/01 08/14
PERSONAL PROTECTIVE EQUIPMENT POLICY Date Last Revised: 08/17
Page 1 of 2 Next Review Date: Policy Committee
Approved By:

Key Words: personal protective equipment, PPE, safety equipment,

Policy Applies to:
o All staff employed by Mercy Hospital,

e Credentialed Specialists, Allied Health Professionals, patients, visitors and contractors will be supported in
meeting policy requirements.

Related Standards:

e Infection and Prevention and Control Standards NZS 8134.3:2008
e Health and Safety in Employment Act 1992

e EQuIP5-1.5.1 and 1.5.2 Infection Control

e EQuIP5 - Standard 3.2 Criterion 3.2.1 Health and Safety

Rationale:
Mercy Hospital will provide suitable personal protective equipment (PPE) when the risk to health and safety cannot
be eliminated or adequately controlled by other means.

Definitions:
Personal protective equipment (PPE) means all equipment which is intended to be worn or held by a person to
protect them from risk to health and safety while at work.

Examples of PPE include protective footwear, gloves, hard hats/helmets, clothing affording protection from the
weather, visibility clothing, eye and face protection.

Objectives:

e To ensure appropriate PPE is identified to minimize hazards not able to be controlled by elimination or
isolation;

e To ensure fit for purpose PPE is provided at Mercy Hospital for use by staff;
e To ensure adequate training in the use of PPE is provided;
e To monitor the use of PPE and evaluate effectiveness.

Patient Safety and Quality Improvement Plan
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MERCY HOSPITAL POLICY AND INFORMATION MANUAL
Date Issued: 07/01 08/14
PERSONAL PROTECTIVE EQUIPMENT POLICY Date Last Revised: 08/17
Page 2 of 2 Next Review Date: Policy Committee
Approved By:

Implementation:

Risk Management
Department Managers, the Occupational Health/ Infection Prevention and Control Nurse (OH/IPC Nurse) and
Health and Safety/ Infection Control Representatives (HSIC reps) will in consultation with staff:

Ensure PPE requirements are identified when carrying out risk assessments of activities;

e Regularly review the risk assessment of activities if substances or work processes change;

e Identify the most suitable type of PPE that is required;

e Ensure PPE is available to those who need it;

e Inform staff of the risks involved in their work and why PPE is required;
e  Monitor compliance.

Process
Manager’s Responsibilities
Must ensure that:

e PPE requirements are considered when risks are assessed;
e Suitable PPE is provided and made accessible to employees;
e PPE is properly stored, maintained, cleaned repaired and replaced when necessary;

e Adequate information and training is provided to those who require PPE;
e PPEis properly used;
e Use of PPE is monitored and reviewed.

Employee’s Responsibilities All employees must
ensure that:

e They use PPE whenever it is required;

e Attend and comply with training, instruction and information;

e Check the condition of their PPE;

e Store, clean and maintain their PPE;

e Report losses, defects or other problems with PPE to their manager.

Evaluation:

e Staff health and safety orientation
e Environmental audits
e Incident reports

Patient Safety and Quality Improvement Plan
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Overview

Northern Nevada Medical Center 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. Northern
Nevada Medical Center operates as a Patient Safety Organization to further its
commitment in promoting patient safety and assuring that Northern Nevada Medical
Center remains at the forefront in the delivery of safe and effective clinical care. The
Member Patient Safety Evaluation System (PSES) is utilized by Northern Nevada
Medical Center 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 Northern Nevada Medical Center. 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 Northern Nevada Medical Center
policies. Northern Nevada Medical Center 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:

e Systematic and objective monitoring and evaluation of reports of injuries, accidents,
patient safety issues, safety hazards, and/or clinical services findings.

e |dentification and assessment of general areas of actual or potential risk in the
clinical aspects of the delivery of patient care and safety.

* 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.
e Aggregation of data/information collected for integration in information
management systems and use in managerial decisions and operations.

Il. Mission and Vision

Northern Nevada Medical Center’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:

o Collaboration of administrative leadership, medical staff, and other healthcare
providers to deliver integrated and comprehensive high quality healthcare.
J 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.

J Preservation of dignity and value for each patient, family member, employee,
and other healthcare providers.

J Accountability for every healthcare related decision and action based on the
level of risk-taking or egregious behavior identified.

J 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.
) Education of staff and physicians to assure coordination and integration of care

across disciplines and specialties.
Northern Nevada Medical Center 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



Northern Nevada Medical Center has a designated Risk Director/Manager responsible
for patient safety risk identification and reduction for their respective facilities. The
designated Risk 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


https://www.leg.state.nv.us/nrs/NRS-439.html#NRS439Sec865

Health Organization (WHO) and the Society for Healthcare Epidemiology of America
(SHEA); and

e Facility-specific infection control developed under the supervision of a Certified Infection
Preventionist.

C. Patient Safety
Northern Nevada Medical Center 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. Northern Nevada Medical Center 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 Riskonnect (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{member of the Executive or Governing Body}, CNO,
Physician, Risk Management and others designated as Patient Safety Officer, Quality
Designee, Infection Control Officer, , and Pharmacy). 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 (CFO) of the medical facility. A Patient Safety Committee established
pursuant to this section must meet at least once every calendar year.



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.

Duties and Responsibilities:

Northern Nevada Medical Center’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 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 health care. The personal identifiers
may include, without limitation, the name and date of birth of the patient.
Monitor and document the effectiveness of the hand hygiene protocol or policy.
Review policy to ensure compliance with the Patient Safety Checklists pursuant
to NRS 439.877.

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)(d).
e Receive reports from the Patient Safety Officer pursuant to NRS 439.870.

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

e 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.

e 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.

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
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Medication Safety Alerts are also formulated to apprise the facilities of a specific safety
issue that needs to be assessed to prevent reoccurrence.

Northern Nevada Medical Center 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
organizational function and details specific strategies for managing risk in these areas.

In addition to the delineated elements, the TERM program also includes an evaluation of
clinical practices that have or are likely to result in liability or patient harm. The TERM
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 lll. 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, TJC, etc.

Element VII. 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
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. Riskonnect (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 Northern Nevada Medical Center’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
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.

The Joint Commission’s root cause analysis framework and action plan table should be
used as a reference. 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.

° Assemble and encourage a supportive and proactive team.

J Assign investigative and implementation tasks to the team members.

J Conduct and be actively involved in the investigation, RCA and corrective action

plan implementation process.
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. Communicate the progress of the investigation, institutional barriers and
finalized action plan to executive leadership.
J Monitor goals and progress towards completion of the Corrective Action Plans.

H. Patient Safety Checklists
By NRS 439.865, the Patient Safety Plan must include the Patient Safety Checklists and Patient

Safety Policies, NRS 439.877, 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:

11
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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.

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)
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The Patient Safety and Quality Improvement 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
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.

e Facility specific risk Issues
e 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 2021
o Surgical and Procedural Safety
o Wrong Site Surgery (WSS)
= Goal: A 50% reduction in WSS events for 2021. Ultimately, the goal is zero
(0).
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= Monitor through Midas event reporting and the Patient Safety
Dashboard. Report monthly with oversight by CPSC.
o Retained Procedural items (RPIs)
= Goal: Prevent RPIs- a 50% reduction in RPIs with harm for 2021.
Ultimately, the goal for RPIs is 0.
= Monitor through Midas event reporting and the Patient Safety
Dashboard. Report monthly with oversight by CPSC.

o CLABSI Initiative
o Goal: CLABSI will be reduced to less than the national CMS mean Standardized
Infection Ratio (SIR: CLABSI 0.736) in 2021.
o Monitor through CDC's National Healthcare Safety Network (NHSN) and the
Patient Safety Dashboard. Report quarterly with oversight by CPSC.

o Safe Medication Use
o Reduce the preventable occurrences of Opioid Induced Respiratory Events
(OIRD) in 2021.
®  Goal: Decrease the number of preventable OIRD events by 10%.

= Goal: Each facility will track and trend naloxone administrations and will
identify a performance improvement project related to safe use of
opioids by March 1, 2021.
= Goal: 100% of Acute Care facilities will have a medication safety
committee that utilizes a standardized charter and agenda by June 1,
2021
o Monitor through MIDAS reports, Cerner ICD-10 codes and other intervention
data and the Patient Safety Dashboard. Report quarterly with oversight by CPSC.

o Reduce Falls and Falls with Injury

o Goal: 10 % reduction in the number of falls by end of 2021.
Goal: 10% reduction in the rate of falls by the end of 2021.
Goal: 10% reduction in the rate of falls with injury by the end of 2021.
Goal: A debrief will be completed within 72 hours for 100% of falls with injury.
Monitor through MIDAS event reporting and the Patient Safety Dashboard.
Report quarterly with oversight by CPSC.

@)
@)
@)
@)

o Decreasing Hospital Acquired Pressure Injuries
o Goal: 10% reduction of NPOA rate for all HAPI stages in the Acute Care Division
by the end of 2021.
o Monitor through Midas event reporting and the Patient Safety Dashboard.
Report quarterly with oversight by CPSC.

o Culture of Safety
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o Goal: reduce the number of GHI events (serious safety event rate) for the Acute
Care Division by the end of 2021. Ultimately, the goal is 0.

= Monitor through MIDAS event reporting and the Corporate Patient Safety
Dashboard. Report monthly with oversight by CPSC.

o Goal: 100% of 2021 Patient Safety Plan Priorities will be implemented within the
hospitals.

o Increase Hospital Midas Event Reporting
o Goal: 10% increase of events reported through Midas

o Goal: Each department will have goals and specific event types to focus on.
o Monitor through Midas event reporting and the Patient Safety Dashboard.

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
includes multiple indicators to demonstrate the facility’s performance as to patient
safety markers. These include event reporting statistics, overall harmful event rate,
fall rate including harmful event rate, medication event rate including harmful

medication events or adverse drug events, serious harm OB events, pressure injury
rates, infection variances, and procedural events.

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:
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e The culture supports the identification and reporting of “Near Miss” events

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.

VIII. 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.

Appendix A: Checklist Example: Injuries from Falls and Immobility
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Process Change

Place

Not
Done

will
Adopt

Notes

(Responsible &
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 1to 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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Policy Name: Patient Safety Plan

Department(s) Affected

PERSHING

GENERAL Facility Wide

HOSPITAL

Nursing Home

Approved by: CEO, Risk Manager, Safety Officer, Board of Director

This P&P complies with the following regulation(s): NRS 439.865, NRS 539.830, NRS 439.877, NRS 439.843

PERSHING GENERAL HOSPITAL & NURSING HOME, LOVELOCK, NV
PURPOSE:

1. The purpose of the Organizational Patient Safety Plan at Pershing General Hospital is to
improve patient safety and reduce risk to patients through an environment that encourages:

a. Recognition and acknowledgment of risks to patient safety and medical/health care errors;
b. The initiation of actions to reduce these risks;

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

d. A focus on processes and systems improvement;

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

f. Organizational learning about medical/health care errors with implemented plans of
corrections;

g. Support sharing knowledge to effect behavioral changes in itself and other healthcare
organizations.

2. 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 occurrence; 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.

3. Patient care and 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 Pershing General Hospital.

PATIENT SAFETY PROGRAM:

1. Scope of Activities:
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a. 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 Risk Manager for presentation
to the Safety/QA committee to prioritize organizational patient safety activity efforts. Types of
patient safety or medical/health care errors included the date analyses are:

1.

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
Any Transfusion 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 — is defined as an unexpected occurrence, involving facility acquired
infection, death or serious physical or psychological injury or the risk thereof,
including, without limitation, any process variation for which a recurrence would carry
a significant chance of a serious adverse outcome. The term includes loss of limb or
function (NRS 439.830). It is called a sentinel event because it signals the need for
immediate investigation and response.

The Mandatory reportable sentinel events include events that have resulted in an
unanticipated death or major permanent loss of function.

b. 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. These will
be an emphasis on important facility and patient care functions of:

1.

2.

Patient Rights including freedom from abuse/neglect;
Assessment of Patient;

Care of Patients to include special considerations;
Patient/Family and Lay Caregiver Education
Continuum of Care
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6. Management of Information

7. Management of Human Resources

8. Management of the Environment of Care

9. Surveillance, Prevention and Control of Infection
2. Methodology:

a. The Safety Committee Chairperson will have administrative responsibility for the program, or
the Safety Committee may assign this responsibility to another member of the committee
(such as the Director of Risk/Quality Management).

b. 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 of Risk/Quality Management, 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. Issues of great importance will also be
reported to CEO/Administration as they occur.

c. Through review of internal data reports and reports from external sources (including, but not
limited to sentinel event report information, occurrence reporting information from state and
federal sources and current literature), the Safety Committee will select at least one high-risk
safety process for proactive risk assessment annually. The proactive risk assessment will
include:

1. 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. ldentification of
the possible effects of the undesirable variation on patients, and how serious the
possible effect on the patient could be;

2. For the most critical effects, a root cause analysis to determine why the undesirable
variation leading to the effect may occur;

3. Process and/or underlying systems will be redesigned to minimize the risk of threat
undesirable variation or to protect patients from the effects of that undesirable
variation;

4. Redesigned process that are tested and implemented,

5. Identify and implement measures of the effectiveness of the redesigned process;

6. A strategy for maintaining the effectiveness of the redesigned process over time and
its implementation.
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d. Description of mechanisms to ensure that all components of the healthcare organization are
integrated into and participate in the organization wide program.

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

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

2. 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.

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

g. Preserve any information related to the error (including physical information). Examples of
preservation of physical information are: Removal and preservation of blood unit for a
suspected transfusion reaction; preservation of 1V 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 a Quality Review Report (QRR), and in the
medical record as appropriate to organizational policy and procedure.

h. Report the medical/health care error to the staff member’s immediate supervisor.
i. Submit the QRR to the Director of Risk/Quality Management per organizational policy.

j- Any individual in any department identifying a potential patient safety issue will immediately
notify his or her supervisor and document the findings on a QRR. The QRR will be submitted
to the Director of Risk/Quality Management per organizational policy.

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

1. No Harm Errors — (including “no harm” medication errors) — staff will document
appropriately in the medical record according to organizational policy, document the
circumstance regarding the no harm error on a QRR form, submit the form to the
Director of Risk/Quality management and notify their immediate supervisor.

2. 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 a QRR — submitting the report to the Director of Risk/Quality
Management per organizational policy.

a. Mediation Errors — the staff member identifying a medication error (no harm

and mild-moderate harm) will notify the Pharmacy Services Department of
the event and the immediate department director.
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3. 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 medial record and on a QRR — submitting the report to the
Director of Risk/Quality Management per organizational policy. Staff will also notify
the Pharmacy Services Department.

4. Transfusion 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 follow the
Blood/Blood Component Transfusion Reaction Policy and Procedure. Blood will be
saved for evaluation.

5. Hazardous Condition/Patient Safety Issue — as appropriate, and if possible, staff will
contain the hazardous condition or patient safety issue, and then identify the
hazardous condition or potential patient safety issue and will immediately notify his or
her supervisor and document the findings on a QRR. The QRR will be submitted to
the Director of Risk/Quality Management per organizational policy.

6. Sentinel Events — staff will perform any necessary clinical interventions to support
and protect the patient and notify the patient/residents next of kin, guardian etc. and
the physician staff responsible for the patient, carrying out any necessary physician
orders. Staff will then follow the organizational Sentinel Event Policy and Procedure.

7. Near Miss — staff will report the near miss event to his/her immediate supervisor,
describe the facts of the near miss on a QRR and submit the report to the Director of
Risk/Quality Management.

h. Established organizational policies (such as the Sentinel Event Policy) and/or the Safety
Committee will determine the organizational response to medical/health care errors and
occurrence. All sentinel events and near miss occurrence will have a root cause analysis
conducted and report to CEO, CNO and Department Manager. The determination of the
Safety Committee Members based on internal and external data analysis and prioritizing of
patient safety criticality, will be determine.

1. Further remedial action activities necessary for identified occurrences
2. Proactive occurrence reduction activates

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

i. 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
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members, with the Safety Committee and the individual staff member’s department
supervisor determining the appropriate course of action to prevent error recurrence.

1. Sentinel Events — staff members involved in a sentinel event occurrence will receive
support from the Safety Committee regarding the staff member’s 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 the Social Services Department,
Human Resources Department and/or his or her department supervisor.

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 submitted
through the Director of Risk/Quality Management for evidence of this information.

Staff will educate patients and lay caregivers their role in helping to facilitate the safe
delivery of care. The Safety Committee will request a report on a quarterly basis consisting
of random record review verifying compliance with this educational process.

The Patient Safety Program includes consideration, at least annually, of data, which
includes information regarding barriers to effective communication among caregivers. The
Safety Committee will also request on a quarterly basis, a report identifying the
effectiveness of the organization to provide accurate, timely, and complete verbal and
written communication among care givers and all other involved in the utilization of data.

. 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.

Patient safety reports from the Safety Committee will be submitted to the organizational
Quiality Improvement Committee, which exists as the oversight committee for all Safety
Committee. A monthly data report and recordings of meeting minutes will be forwarded to
the Quality Improvement Committee, with all information submitted held under the auspices
of the Quality Improvement Committee.

A report will be forwarded to the Governing Board annually on the occurrence of

medical/health care errors and actions taken to improve patient safety, both in response to
actual occurrences and proactively.

Page 6 of 7



The patient Safety Committee will be composed of (NRS439.875):

1. Patient Safety Officer

2. Infection Control Officer

3. At least three providers of healthcare who treat patients at the medical facility
including one member of the medical, nursing, and pharmaceutical staff.

4. One member of the executive or governing board of the medical facility

The patient Safety Committee will meet monthly.
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This plan was created and revised by Saint Mary’s Patient Safety committee/team. Implementation of
this plan is intended to optimize the healthcare quality and 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.

All documents, materials and/or information prepared or created for the purpose of compliance with state law and/or
peer review are confidential and deemed protected by the confidentiality provisions of any subsequent federal or
state statute providing protection for related activities. Patient Safety files and their entire contents will be clearly
marked —CONFIDENTIAL--and should not be copied or distributed without the advice of Legal Counsel.

Patient Safety Committee/Program
Patient Safety Plan
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Saint Mary’s Reginal Medical Center:
235 West Sixth Street
Reno, NV 89503
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Commitment to Patient Safety

Saint Mary’s Regional Medical Center is committed to providing quality healthcare to all patients. The
Patient Safety Plan serves as a framework to establish and maintain a safe patient care environment. It
expands the organization -wide support for risk management, performance improvement, information
management, education, human resources and patient’s rights by implementing patient safety standards,
measuring and monitoring their effectiveness, and creating a “culture of safety” as part of the overall
quality program.

Mission, Vision, and Values
In support of our mission, vision, and values, Saint Mary’s Patient Safety program promotes:

e (Collaboration of healthcare, leadership, medical staff, and other healthcare providers to deliver
integrated and comprehensive high-quality healthcare.

e 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.

e Preservation of dignity and value for each patient, family member, employee, and other healthcare
providers.

e Responsibility for every healthcare related decision and action.

e 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.

e Incorporation of evidence-based practice guidelines to deliver high quality healthcare.

e Education of staff and physicians to assure participation of healthcare providers.

Scope and Purpose

The scope of this Patient Safety Plan is organizational-wide/hospital-wide/agency-wide which
includes but is not limited to

e Patient safety

e Visitor safety

e Employee safety

A. Saint Mary’s recognizes that patients, staff and visitors have the right to a safe
environment. Therefore, the organization commits to undertaking a proactive
approach to the identification and mitigation of medical errors through the integration
into and participation of all components of the hospital into the hospital wide
program. This includes Performance Improvement, Risk, Infection Control and EOC
programs.

B. The Patient Safety Plan promotes the use of internal and external knowledge and
experience to identify, analyze, and prevent the occurrence of medical / healthcare
errors and identify areas of opportunity to maintain and improve patient safety.

C. Patient safety information will be analyzed from aggregated data reports. All types of

”n o«

events can be addressed including “no harm”, “near misses”, and “sentinel events”.

Patient Safety Plan
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These reports will be reported to appropriate hospital and Medical Staff committees
and to the Governing Board at regular intervals. The aggregate data will be used to

prioritize organization-wide patient safety efforts.

D. The organization also recognizes that despite our best efforts, errors can and will

occur. Therefore, it is the intent of the organization to respond quickly, effectively,

and appropriately when an error does occur.

E. The organization also recognizes that the patient has the right to be informed of the
results of treatment or procedures whenever those results differ significantly from

anticipated results.

Roles and Responsibilities

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 Plan is promoted and

executed successfully.

The Patient Safety Committee Organization

Governing Body

MEC

Qum

Patient Safety
Committee
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Director of Pharmacy
Bernd Schwalbe

CNO
Krystal Flaniken

Infection Prevention
Nicole Amistani

QUM Chair
Dr. Smith

PSO
Krystal
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Flaniken

Roles and Responsibilities

e Inaccordance with NRS 439.875, a patient safety committee must be comprised of:

e The infection control officer of the medical facility;

e The patient safety officer of the medical facility, if he or she is not designated as the infection
control officer;

e 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

e One member of the executive or governing body of the medical facility.

The roles and responsibilities are defined below

Patient Safety Committee Responsibilities (based on NRS 439.875 and NRS 439.877)
e Monitor and document the effectiveness of the patient identification policy.

e  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).

e Receive reports from the patient safety officer pursuant to NRS 439.870.
e Evaluate actions of the patient safety officer in connection with all reports of sentinel events
alleged to have occurred.
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.
e At least once each calendar month (or quarter depending on the number of employees and
contractors 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 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.

Patient Safety Officer Responsibilities (based on NRS 439.870)
e Serve on the patient safety committee.

e 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.
e 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.
Patient Safety Plan
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e Report to the patient safety committee regarding any action taken in accordance with the
responsibilities above.

e Selects at least one high-risk patient safety process for proactive risk assessment (FMEA) at least
every 12-18 months. Coordinates the process throughout this period.

e Presents Patient Safety reports to all departments.

e Develops, and recommends new policies and procedures for patient safety based on analysis of
data from events, and other relevant information.

e Works in conjunction with the EOC Chair to prioritize risks, review and analyze data and performs
risk analysis as needed to address the safety of the patient environment.

e Maintains the confidentiality and legal privilege, as appropriate, of all data and information.

e Facilitates patient safety orientation and in-service education programs.

Infection Control Officer Responsibilities (based on NRS 439.873)
e Serve on the patient safety committee.

e Monitor the occurrences of infections at the facility to determine the number and severity of
infections.

e Report to the patient safety committee concerning the number and severity of infections at the
facility.

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

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

Executive or Governing Body Staff Responsibilities

e Provide vision and leadership to Patient Safety process and develop and foster a safe learning and
improving culture.
e Provides oversight to the healthcare quality improvement processes and teams.

The Patient Safety Committee will meet monthly to accomplish the following:

e Report and discuss sentinel events which include:
o Number of sentinel events from previous calendar month (or quarter).
o Number of severe infections that occurred in the facility.

e Corrective Action Plan for the sentinel events and infections
o Evaluate the corrective action plan.

e Patient safety policies and checklists
o At least annually evaluate Patient Safety policies and checklists
o Revise the patient safety policies and checklists as needed.
o Monitor and document the effectiveness of the patient safety policy.

A meeting agenda and minutes noting follow-up tasks will be kept.

Patient Safety Plan
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Planned Responsible
Objective Goals Plan Completion
Party
Date

Improve Use PDSA tools | Saint Mary’s will implement a July 1, 2021 | AH
Medication to create a way | performance improvement team
Reconciliation to make with a bottoms-up approach to

medication problem solving led by bedside

reconciliation employees. We will collaborate

timely (within with physicians, nurses, and non-

24hrs) and clinical staff to address both clinical

accurate and non-clinical processes

(dosage, associated with medication

frequency, reconciliation. We will have a bias

rout) for home | toward action implementing small

medication tests of change utilizing the PDSA

information of | model.

every patient

admission by

June of 2021.
Reduce Use Saint Mary’s will implement a July 1, 2021 | CS
Mislabeled standardized mislabeled specimens
Specimens data committee to review data and

collection and | report progress towards zero

process events to QUM

review to

determine

causation

links
Improve Maintain Focus on patient care areas by May 30, EM
response rate respondents removing non-clinical 2020
of AHRQ Safety | of 80% departments from denominator
Attitude Survey

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.”

Saint Mary’s will use RCA process to determine the contributing factors and the underlying reasons
for the deficiencies or failures. The Plan-Do-Study (check)-Act (PDSA or PDCA) is the model, which
was developed by the Institute of Health Care Improvement, which we will use to test the
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changes.

Define a problem

Quality and Patient
Safety Plan

Test the Best
Solutions &
Implementation

Root Cause Analysis
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.

Root cause analysis and action plan framework table, which was introduced by the Joint Commission. It
contains 24 analysis questions. It guides the organization to the steps in a root cause analysis. Not all the

questions apply to all the events or cases. This table can be used individually or with the fishbone diagram.

5 Whys technique will be used in Saint Mary’s to explore the cause and effect relationship underlay a
problem. One can find the root causes by asking “why” no less than five times.

Patient Safety Plan
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Model for Improvement

The Model for Improvement is a collaborative and ongoing effort model to improve the product and
services quality and process. It provides multi-disciplinary quality 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?

Study Study process and results
Act Plan

Study | Do Adjust, adopt, or abandon

The cycle is defined as follows:

e Plan--collect data and establish appropriate goals. Identify the problem and the possible root causes
and answer the following questions.
o What s the objective of the test?
o What are the steps for the test - who, what, when?
o How will you measure the impact of the test?
o Whatis your plan to collect the data needed?
o What do you predict will happen?

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

Patient Safety Plan
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e 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.

o Did the results match your prediction?
o What did you learn?
o What do you need to do next?

e Act--If the result is successful or desirable, standardize the changes and then work on the
next prioritized 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.

PDSA worksheet will be used to map the potential change strategies and to establish a course of action.
The PDSA worksheet and the PDSA progress report are attached in Appendix D-1.

Data Collection and Reporting

To reduce the likelihood of patient incidents and negative outcomes, Saint Mary’s shall track
the frequency and type of medical errors and compile them in order to learn from and prevent
future negative occurrences.

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

a. AHRQ: Agency for Healthcare Research & Quality

CDC: Centers for Disease Control and Prevention

CMS: Centers for Medicare & Medicaid Services

NQF: National Quality Forum

NHSN: National Healthcare Safety Network

f. TJC: The Joint Commission
2. Internal data sources:
a. Risk incident reports with database compilation
b. Adverse Drug Events and Adverse Drug Reactions
c¢. Data from patient complaints
d. Risk Management and Safety findings
e
f
g

® o 0T

. Compliance findings

. Pl and special study findings

. Infectious Disease information

h. Employee surveys
3. Risk Assessment (Failure Mode and Effect Analysis)

An assessment that examines a process in detail including sequencing of events;
accesses actual and potential risk, failure, points of vulnerability; and through a
logical process, priorities areas for improvement based on the actual or potential
patient care impact (criticality).

Patient Safety Plan
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4. Data Analysis

Analysis of collected data will be undertaken to monitor and identify levels of
performance, trends or patterns that vary significantly from expected outcomes and
the need for possible change/improvement in systems or processes.

5. Process Improvement

When undesirable outcomes are identified, the hospital shall involve the personnel,
resources, disciplines, and department/services most directly involved with the
process to reduce future risk.

Ongoing Reporting and Review
Data points such as the following will be reviewed according to the schedule prescribed:

Monthly
1) Sentinel event monthly

report

2) Severity of infection
report

3) RCA assessment

‘ Quarterly

1) Sentinel event quarterly report
2) Severity of infection report

3) Review and evaluate the
measure of improvement of
patient safety

Annually
1) Quality and Patient Safety

Plan update

2) Checklists and Policies
reviewing and revising

Page |11

Assessment of the Patient Safety Plan

Please see the Patient Safety Assessment Tool (PSAT) from the VA National Center for Patient Safety for

your reference.

Patient Safety Checklists and Patient Safety Policies

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;

Patient Safety Plan
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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.

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.

The patient safety policies must include, without limitation:

o 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.

Patient Safety Plan



Saint Mary’s Regional Medical Center: Page |13

Based on NRS 439.865, the patient safety plan must also include an infection control program that carries
out the infection control policy. Saint Mary’s has a separate Infection Prevention Plan developed by our
certified Infection Preventionist. This document is available upon request.

The patient safety checklists are listed in Appendix E. (The following links provide some patient safety
checklists for your reference— a checklist example is shown in Appendix E.)

http://www.hpoe.org/Reports-HPOE/CkLists PatientSafety.pdf

http://www.who.int/patientsafety/implementation/checklists/en/

The patient safety policies are listed in Appendix F. (The following link provides you some patient safety
policies for your reference—a policy example is shown in Appendix F.)
https://www.mercyhospital.org.nz/about-us/mercy-hospital/policies/ruleFile/1

Patient Safety Plan


https://www.leg.state.nv.us/nrs/NRS-439.html#NRS439Sec865
http://www.hpoe.org/Reports-HPOE/CkLists_PatientSafety.pdf
http://www.who.int/patientsafety/implementation/checklists/en/
https://www.mercyhospital.org.nz/about-us/mercy-hospital/policies/ruleFile/1

Saint Mary’s Regional Medical Center: Page |14

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.

Approvals
Director Risk Management Date
Chief Nursing Officer / Administrator Date
Chief Executive Officer Date
Chairman, QUM Committee Date
Chief of Staff Date
Governing Board Date
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Reference

e Root Cause Analysis Toolkit http://www.health.state.mn.us/patientsafety/toolkit/

e Quality and Service Improvement Tools
http://www.institute.nhs.uk/quality and service improvement tools/quality and service improv
ement tools/plan do study act.html

e CQl 101 An Introduction to Continuous Quality Improvement:
https://www.coursehero.com/file/13827355/CQl-Overviewppt/
e Quality Improvement http://www.hrsa.gov/quality/toolbox/methodology/qualityimprovement/

e Root Cause Analysis http://www.patientsafety.va.gov/professionals/onthejob/rca.asp
e Patient Safety Systems Chapter, Sentinel Event Policy and RCA2
https://www.jointcommission.org/sentinel event.aspx

e Hospital Policies https://www.mercyhospital.org.nz/about-us/mercy-hospital/policies/ruleFile/1
e Checklists to Improve Patient Safety http://www.hpoe.org/Reports-HPOE/CkLists PatientSafety.pdf
e Patient Safety Checklists http://www.who.int/patientsafety/implementation/checklists/en/

e Minutes of the Meeting of the Quality and Patient Safety Committee
http://www.cookcountyhhs.org/wp-content/uploads/2013/12/09-23-14-QPS-scan-Minutes.pdf
e Title 40 — Public Health and Safety https://www.leg.state.nv.us/NRS/NRS-439.html
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Appendix 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-Associated 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:

e Surgical site infections;

e Ventilator-associated pneumonia;

e Central line-related bloodstream infections;

e Urinary tract infections; and

e 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:

e A hospital, as that term is defined in NRS 449.012 and 449.0151;
Patient Safety Plan
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https://www.leg.state.nv.us/nrs/NRS-449.html#NRS449Sec012
https://www.leg.state.nv.us/nrs/NRS-449.html#NRS449Sec0151
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e An obstetric center, as that term is defined in NRS 449.0151 and 449.0155;
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e Asurgical center for ambulatory patients, as that term is defined in NRS 449.0151 and 449.019; and

e An independent center for emergency medical care, as that term is defined
449.013 and 449.0151.
(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 2011 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 within the 7-day period

before the onset of the UTI (Centers for Disease Control and Prevention, The National Healthcare
Safety Network (NHSN) Manual: Patient Safety Component Protocol; 2009. Available at
http://www.premierinc.com/safety/topics/guidelines/downloads/NHSN Manual PatientSafetyProt
ocol CUR RENT b.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.

Patient Safety Plan
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Appendix B: Patient Safety Goals

Goal 1 - Improve the accuracy of patient identification.
NPSG.01.01.01
Use at least two patient identifiers when providing care, treatment, and services.
Goal 2 - Improve the effectiveness of communication among caregivers.
NPSG.02.03.01
Report critical results of tests and diagnostic procedures on a timely basis.
Goal 3 - Improve the safety of using medications.
NPSG.03.04.01
Label all medications, medication containers, and other solutions on and off the sterile field in perioperative and other procedural settings.
Note: Medication containers include syringes, medicine cups, and basins.
NPSG.03.05.01
Reduce the likelihood of patient harm associated with the use of anticoagulant therapy.

Note: This requirement does not apply to routine situation in which short-term prophylactic anticoagulation is used for preventing venous thromboembolism
(for example, related to procedures or hospitalizations)

NPSG.03.06.01
Maintain and communicate accurate patient medication information.
Goal 6 - Reduce the harm associated with clinical alarm systems.
NPSG.06.01.01
Improve the safety of clinical alarm systems.
Goal 7 - Reduce the risk of health care-associated infections.

NPSG.07.01.01

Patient Safety Plan
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Comply with either the current Centers for Disease Control and Prevention (CDC) hand hygiene guidelines or the current World Health Organization (WHO)
hand hygiene guidelines.

Goal 15 -The hospital identifies safety risks inherent in its patient population.
NPSG.15.01.01
Reduce the risk for suicide.

Note: Eps 2-7 apply to patients in psychiatric hospitals or patients being evaluated or treated for behavioral health conditions as their primary reason for care.
In addition, Eps 3-7 apply to all patients who express suicidal ideation during the course of care.

Universal Protocol
UP.01.01.01
Conduct a pre-procedure verification process.
UP.01.02.01
Mark the procedure site.
UP.01.03.01

A time-out is performed before the procedure.

Patient Safety Plan
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Appendix C: RCA

Medical Center:

Narrative:
Key Factors:

Timeline:
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Date / Time

Description of Event as relates to RCA

Concerns Noted

Employee(s)
involved

Patient Safety Plan
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Cause and Effect Diagram (or process flow chart):

Loss of Situational Communication Procedural Judgement/decision
Awareness factors

Uncontrolable Equipment Staffing/ Patient Related
Factors Factors Training Factors Factors

Patient Safety Plan
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Undesirable Outcome:

Search for Cause L. Human Described Human Error Causal .
. Description of Cause . i Take Action?
Causes: Identified Error and/or Variance from P/P Link

Patient Related

Situational
Awareness

Communication

Proficiency

Training

Leadership
Staffing

Mechanical
Failure
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Action Plan
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Concerns

Action Plan

Responsible
Party

Due
Date

Status

Participants:

Literature Review:
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Appendix D-1: PDSA Worksheet

PDSA Worksheet
Topic:
Person Completing Worksheet: Date:
Telephone/ Email: Cycle:
Patient Safety Committee Members
CNO/CO0

Patient Safety Officer
Infection Control Officer
Other Medical Staff

Other team members

Aim: (Describe the overall SMART goal that your team wishes to achieve.)

Plan:

1. List the tasks needed to set up this test of change.

2. Predict what will happen when the test is carried out.

Patient Safety Plan
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3. List the steps to develop the test-who, what, and when.

Steps

By Whom By When Desired
Outcome

Do: (Describe what actually happened when you ran your test, including any problems and unexpected

findings.)

Study: (Describe what you learned and did you meet your measurement goal?)

Did you meet your measurement goal? Explain.

Act: (Describe what you concluded from this cycle.)

Based on what was learned, please indicate what action
will be considered.

O Adapt: modify changes and repeat PDSA Cycle
O Adopt: expanding changes throughout organization

O Abandon: change approach and repeat PDSA cycle

Patient Safety Plan

Summarize what was learned: success, failure,
unintended consequences, etc.

Describe what modifications to the plan will be
made for the next cycle based on what you
learned.
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Appendix D-2: PDSA Monthly / Quarterly Progress Report
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Event:

Person Complete Report: Date:
Patient Safety Officer Contact
Information:
Monthly / Quarterly Report
Items Description

1. What is your goal?

2. Report on the PDSA cycle

3. What system and practices
are working well? Explain.

4. What areas for improvement
did the data identify?

5. What barriers or system
issues have been encountered
implementing action activities?

6. Action plans to address the
barriers or system issues

7. Lesson learned

8. Support needed

9. Additional discussion

Notes:

Patient Safety Plan
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Appendix E: Checklist Example: Code Neuro

Code Neuro - New Item
EDIT
D ER Copy ’/
Save  Cancel Paste Attach | Spelling
File =
Commit Clipboard Actions = Spelling
Last Known Well Time | | ~
Events prior to Code MNeuro Call
Total NIHSS Score |
Was head CT done
Were Labs ordered
Was Primary MD called -
Was Stroke Program Coordinator notifed
Name of recorder | ‘
Name of primary MD | ‘
Name of Primary RN | ‘
Name of Code Neuro Team RN | ‘
Supervisor | ‘
Was Patient transfered [V
Save Cancel
W

Reference: Checklists to Improve Patient Safety. June 2013. Health Research & Educational Trust.

Patient Safety Plan
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Appendix F: Policy Example

S o M ° Policy and
P d Perioperative Services
alnt ary S rocecure Labor & Delivery/OR

Regional Medical Center Cath Lab
¢ Interventional Radiology

Universal Protocol

POLICY: Universal Protocol (Procedure Verification, Correct Site Management and Time Out For Invasive
Procedures)

All patients undergoing a surgery or invasive procedure are to be considered at risk for the potential of a
wrong patient, procedure or wrong site surgery/invasive procedure. The process to prevent wrong patient,
wrong procedure and wrong site surgery or invasive procedure includes all required elements of the
Universal Protocol. To assure that the correct procedure (operative or invasive) is performed on the correct
patient and body part or site. Certain patients are considered at higher risk for error such as those
undergoing multiple procedures with one or more physicians, those undergoing emergency procedures, or
those patients that have unusual characteristics such as a physical deformity or massive obesity.

DEFINITIONS:

Procedure Verification: Includes verification of patient, procedure and site and as applicable, any implants,
diagnostic/radiology results, blood, devices and special equipment (as appropriate to the type of surgery or
procedure) AND is applicable to all departments performing surgical or invasive procedures, inclusive of
bedside procedures.

Invasive Procedure: Any procedure performed which involves a puncture or incision of the skin, or
insertion of an instrument or foreign material into the body, including but not limited to percutaneous
aspirations, biopsies, cardiac and vascular catheterization, central line placements, epidurals and
endoscopies. This policy does not apply to certain routine minor procedures such as peripheral IV line
placement, insertion of an NG tube or urinary catheter insertion.

Procedure Room: Any room where a surgical or invasive procedure may occur to include the patient’s
bedside.

Procedure Personnel: The RN or credentialed personnel who are participating in the invasive procedure

Patient Safety Plan
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PROCEDURE:

A. General Information

e Procedures NOT within the Scope of the Universal Protocol and this policy:
Venipuncture

Peripheral intravenous line placement

Insertion of nasogastric tube

Urinary catheter placement

ECT (electroconvulsive therapy)

Closed reduction

Radiation oncology

Lithotripsy (this does have laterality, but the stone is visualized during the procedure)
Dialysis (except insertion of the dialysis catheter)

O O O O O O O O O

o All other invasive procedures are within the scope of the Universal Protocol and this policy.

o Department staff and physicians participating in a surgical or invasive procedure will actively participate in the
Procedure Verification process (to include pre-procedure verification, site marking, and time out) as
described in this policy, to assure the correct patient, procedure and site (as applicable) is assessed prior to
any surgical or invasive procedure. Staff will document the verification steps in the medical record.

e Anytime there is a discrepancy in the Procedure Verification process, the person discovering the discrepancy
will re-verify all the previously completed steps against the surgery schedule, the history and physical, the
permit, the patient and notify the physician and department manager. The procedure will not begin until clear
verification of the patient, procedure and/or site is completed.

e Allactual and "near miss" wrong patient, wrong procedure or wrong site procedures will be reported promptly
to the Department Manager or designee and Risk Manager.

B. Pre-Procedure Verification

o Verification of the correct person using two identifiers (patient’s name & date of birth), correct site, and correct
procedure will occur with the patient/family/legal representative involved, awake and aware, if possible and
documented.

e Additionally, persons responsible for scheduling the procedure, completing preadmission testing/assessment and
admitting the patient will verify the procedure and site with the physician, physician’s office or physician order.

e Pre-procedure verification will occur at the following times:
o Atthe time the procedure is scheduled (to include implant information if applicable).
o Atthe time of preadmission testing & assessment
o Atthe time of admission or entry into the facility for a procedure, whether elective or emergent
o Before the patient leaves the pre-procedure area (i.e. Same Day Unit or Pre-op Holding) or enters the
procedure room

Patient Safety Plan
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o Anytime the responsibility for care of the patient is transferred to another member of the procedural care
team, (including the anesthesia providers), the above information will be communicated during the hand-
off

e Additionally, in the pre-procedure area, procedure verification will include the following for patients undergoing a
surgical or invasive procedure and be documented. All applicable items will be available in the procedure
room/area and matched to the patient:

o ldentification of the procedure scheduled and identified in physician documentation

o Presence of current, updated and complete History and Physical

o Consent accurate, complete and signed by patient/representative

o Provider assessment (MD, Nursing, PA, APN) and pre-anesthesia /procedural sedation assessment
completed and documented

Marking of the procedure site by the physician prior to the procedure (if applicable)

Verification of the correct patient position

o Availability and documentation of correct and labeled implants, diagnostic/radiology results, blood,
devices and special equipment, or special requirements

o O

e Scheduled procedures that involve anatomical sites that have laterality, surface (flexor, extensor), levels or
specific digits or lesions, the word(s) left or right or bilateral will be written out fully on the procedure/operating
room schedule and on all relevant documentation including the procedural consent or permit.

C. Site Marking
e Site marking is conducted for all procedures involving incision or percutaneous puncture or insertion.

e The marking takes into consideration anatomical laterality, the surface (flexor, extensor), the level (spine) or
specific digit or lesion to be treated.

e In cases where bilateral structures are removed (such as tonsils or ovaries) the site does not need to be marked.

o If one side is definite and the other is possible, only mark the definite site (example: right ovary, possible left
ovary, only mark the right side).

e The only exceptions to site marking are:

o Midline, single organ procedures

o When both bilateral structures are to be removed.

o Endoscopies without laterality

o Procedures when there is no pre-determined site of insertion, such as cardiac catheterization,
interventional radiology and amniocentesis.

o When the use of direct imaging (fluoro x-ray, ultrasound imaging, CT fluoro or MRI imaging) is utilized by
a physician present from the time the site is selected through the completion of the procedure. This
applies to all cases where the performing physician uses imaging to select and/or navigate and/or
complete the procedure.

e The site marking is completed for all procedures involving incision or percutaneous puncture or insertion by the
physician or proceduralist performing the procedure prior to the time the patient is moved in to the procedure
room/location. The patient/family/legal representative should be involved in the site marking process.
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The physician or proceduralist will identify the patient (using the two patient identifiers) and verify the procedure
and site with the patient/family/legal representative.

In collaboration with the patient or patient’s family member, the site will be marked with the initials of the
physician performing the procedure using an indelible marker prior to the patient being transferred to the
procedure/operating room unless the anatomical site is exempted per policy.

The site initialed will be made at or adjacent to the incision site, and must be visible after the patient is prepped
and draped and positioned in the final position.

If the procedure involves multiple sides/sites during the same operation, each side and site must be initialed.

Do not mark any non-operative site(s).

In limited circumstances, the licensed independent practitioner may delegate site marking to an individual who is
permitted by the organization to participate in the procedure, is familiar with the patient, will be present when the
procedure is performed, and is either qualified through a medical residency program or is a licensed individual
who performs duties requiring collaboration or supervisory agreements with the licensed independent practitioner
(i.e., PA, APN).

For spinal surgery, a two-stage marking process will occur as follows:
o The general level of the procedure (cervical, thoracic, lumbar, or sacral) will be initialed pre-procedure,
along with an indication of the right vs. left if applicable.
o Intra-operatively, the exact interspace will be precisely marked using the standard intraoperative x-ray.

The site will not be marked with the letter “X” or the word “No.”

A new marking pen will be used for each patient

If the patient refuses to be marked, procedural personnel will re-educate the patient regarding the importance of
site marking and document. If the patient still declines to be marked, the procedural personnel will notify the
physician, document what alternative means was utilized for marking. The patient’s refusal to be marked must be
resolved between the procedural physician and the patient prior to the invasive procedure.

If the consent was signed and the patient was marked accordingly, and then it was discovered that the site was
incorrect before the incision was made, the procedure can proceed at the discretion of the procedural physician.
The procedural personnel as per hospital policy will document an occurrence report.

Difficult to Mark Site:

Sites which are technically difficult or anatomically impossible to mark or minimal access procedures treating a
lateralized internal organ, will apply the alternative process below:

Examples: Arm in cast, ureters through a cystoscope, teeth, or premature infants.
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o After verifying with the patient/family/legal representative that the patient identification and procedural information
is correct, the procedural personnel will place a patient sticker and the procedural information on an orange band,
indicating the ‘side’ with ‘Left’ or ‘Right’.

e The orange band information will be verified and initialed by the physician, then placed on the patient’s ankle. If
the patient’s anatomy or procedural draping prevents visualization of the band during the time out process then
the band will be placed on the patient’s wrist.

e The orange band will be removed in the PACU or post-procedure recovery location.

e Teeth. The physician will initial on the dental radiographs or dental diagram each tooth involved in the
surgery/procedure. The dental radiograph or diagram will be used during the time-out before the procedure to
identify the site during the “time-out”.

o Premature Infants: The orange band will be applied as in no. 1 above.
E. Time Out

e The time out is the suspension of all other activities to permit all members of the surgical/ procedural team to
focus on active confirmation of the required time out elements. The circulating nurse or technologist will initiate
the time out, although any member of the team may do this. These elements include:

o Correct Patient: Patient identification using the two patient identifiers (patient name & date of birth.
o Correct Site: Verification/confirmation of procedure site and side as specified on the consent and
visualization of site marking that it is correct and agrees with consent

Correct Procedure: Accurate procedure and consent form per physician’s order.

Confirmation of antibiotic administration

Consensus with all team members that above information is correct

Documentation of the “time out/procedure verification” process

O O O O

e The procedure will not be initiated until all members agree with all elements included in the time out.

e The time out will be initiated by the procedural personnel after the patient has been prepped and draped and
immediately prior to the initiation of the procedure with all team members present in the room or at the bedside.

o Whenever there is more than one procedure performed by separate procedure teams, there will be a time-out
completed and documented by the separate procedure teams. The time out will precede each individual
procedure.

e If there is any discrepancy among the team members during the time-out, re-verification will occur with a review
of the surgical/department procedure schedule, history and physical, procedure consent, radiology films,
consultations and any other information available to validate the correct patient, procedure and site.

F. Management Following Discovery of Wrong Patient/ Wrong Site/ Wrong Procedure
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o If, after induction of anesthesia, during the course of a surgical/invasive procedure, or after a surgical/ invasive
procedure has been completed, it is determined that the procedure being performed or completed is the wrong
patient, wrong procedure or at the wrong site, the surgeon/physician and anesthesiologist will:

o Actin accord with the patient’s best interests and to promote the patient’s well-being.
o Record the event accurately in the medical record.

e Procedural personnel will immediately inform the department manager who will immediately notify the Risk
Manager per hospital policy.
G. Fire Risk Assessment
o Afire risk assessment shall be done prior to the start of all surgical procedures (Perioperative Areas)
o Performed before start of procedure
o All members of the team participating
o Communicated during the “Time Out”
o Documented in patient record
o Fire Risk Assessment Tool:
= A. Is an alcohol-based prep agent or other flammable solution being used preoperatively?
= B. Isthe surgical procedure being performed above the xiphoid process or in the oropharynx?
= C. Is open oxygen or nitrous oxide being administered?
= D. Is an electrosurgical unit, laser, or fiber-optic light being used?

= E. Are there other possible contributors (i.e. defibrillators, drills, saws, or burrs)?

H. Quality Improvement:

Compliance with the Universal Protocol Policy will be monitored by conducting documentation/observation
audits on a monthly basis.

DOCUMENTATION:
Surgical/Procedural Consent
Procedural/Surgical Nursing Record

Preprocedure Safety Checklist

REFERENCE/EVIDENCE BASED PRACTICE:

Prime HealthCare Policy: Universal Protocol: PeriOperative

AORN Position Statement: Preventing Wrong-Patient, Wrong-Site, Wrong-Procedure Events; August
2015
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AORN'’s Fire Safety Tool Kit
The Joint Commission, 2021 National Patient Safety Goals.

The Joint Commission FAQ’s 2009 Universal Protocol; November, 2008 Sentinel Event Alert-Wrong Site
Surgery

Physician Insurer’s Association of America (PIAA). Claims Data
American Academy of Orthopedic Surgeons: Report on Wrong-Site
Surgery Feb 1998

Bulletin of the American College of Surgeons, Vol. 87, No. 12, December 2002.
AUTHOR/POLICY COORDINATOR:

RE RN, MSN, Manger Perioperative Services
KF RN, MSN, CNO and Risk Management

APPROVAL.:

Committee Approvals Date
Surgical Services Executive Committee 12/13
Procedural Safety Team 12/13
Committee Approvals Date
Policy Committee 6/16
QUM 6/16
MEC 8/16
BOARD

Origination date: 09/01

Reviewed/Revised: 10/02, 12/02, 02/03, 06/03, 08/03, 10/03, 05/04, 04/05, 11/05, 08/06, 07/07, 05/08, 12/08, 02/09,
04/09, 04/10, 10/12, 12/13, 6/16, 2/21
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This plan was created and revised by the Dignity Health — St. Rose Dominican Patient Safety Officer with
review and input from the Patient Safety Committee. Implementation of this plan is intended to
optimize the healthcare quality and 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.

Patient Safety Committee/Program
St. Rose Dominican — Rose de Lima Campus
102 East Lake Mead Parkway
Henderson, NV 89052
702.616.5552
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Commitment to Patient Safety

Dignity Health St. Rose Dominican Hospital — Rose de Lima Campus 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 our mission, vision, and values, Dignity Health — St. Rose Dominican, Rose de Lima Campus’
Patient Safety/Risk Management program promotes:

e Honest, open collaboration and partnership of hospital leadership, medical staff, patients and their
families, the community and other healthcare providers to deliver compassionate, high-quality,
affordable healthcare.

e Promote justice and respect for those we serve.

e Preservation of dignity and value for each patient, family member, employee, and other healthcare
providers.

e Responsibility and accountability for every healthcare related decision and action.

e Afocus on excellence, teamwork and innovation through continuous learning, improvement in
system design, and the management of choices and changes, bringing the best possible outcomes
or performances to the facility.

e Incorporation of evidence-based practice guidelines to deliver high quality healthcare.

e Education of staff and physicians to assure participation of healthcare providers.

Scope and Purpose

The Patient Safety/Risk Management Program at St. Rose Dominican is an organization-wide/campus
specific strategy that includes not only facility staff and medical staff, but is inclusive of patients, family
and visitors. The Patient Safety/Risk Management Program at Rose de Lima Campus supports and
encourages the active participation of each person in order to be an effective program. When processes,
functions or services are designed or redesigned, information internal and external to the campus
and/or organization regarding potential risks to patient safety will be considered and where
appropriate, utilized to minimize the risk to patients affected by the new or redesigned process,
function or services.

The purpose of this plan is to establish system-wide guidelines and processes supporting a
comprehensive, effective, organization-wide Patient Safety/Risk Management Program Plan designed to
promote and improve patient safety at Dignity Health — St. Rose Dominican, Rose de Lima Campus, by
working to prevent medical/healthcare adverse events and reducing risk to patients and visitors.

Patient Safety / Risk Management Plan
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Undesirable facility specific and system patterns or trends in performance and sentinel events will be
intensively analyzed to determine where best to focus changes for improvement. Intensive analysis will
be initiated when:

e Levels of performance, patterns or trends vary significantly and undesirably from those expected
including significant near misses;

e Performance varies significantly and undesirable from that of other campuses/organizations;

e Performance varies significantly and undesirably from recognized standards; and/or

e Areportable event has occurred at that campus.

Minimally, data from the following areas will be gathered at each facility and presented at that facility
for analysis with action plans developed reflective of the findings:

e |nitial and on-going proactive risk assessments utilizing internal and external resources;
e Campus aggregate event reports reflective of all medical/healthcare events, with and without
adverse outcomes, including but not limited to:
0 Hospital acquired infections
0 Maedication events, to include delays in administration
0 Adverse drug events
0 Transfusion reactions
0 Patient falls
e Actual and near misses
e Hazardous conditions
e Restraint issues
e Medical record legibility issues
e Patient/family/staff opinions, needs, perceptions of risks to patients, and suggestions for
improving patient safety;
e |dentified data trends and analysis reports from sister facilities, Dignity Health Shared Learnings,
etc.
e Others as defined by various campus committees, Leadership and/or Quality Council and
Advisory Committee of the Board (QCAC).

Roles and Responsibilities

Per NRS 439.875, a medical facility shall establish a Patient Safety Committee (PSC). The PSC should
ensure that the Quality and Patient Safety Plan is promoted and executed successfully.

The Patient Safety Committee Organization

Roles and Responsibilities
e Inaccordance with NRS 439.875, a patient safety committee must be comprised of:
e The infection control officer of the medical facility;
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e The patient safety officer of the medical facility, if he or she is not designated as the infection
control officer;

e 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

e One member of the executive or governing body of the medical facility.

The roles and responsibilities are defined below.

Patient Safety Committee Responsibilities (based on NRS 439.875 and NRS 439.877)

The Patient Safety Committee convenes monthly in accordance with NRS 439.875. In collaboration with the
Patient Safety Officer, the committee represents the Rose de Lima Campus and includes multidisciplinary
team members which has oversight responsibility to ensure that the responsibilities and functions outlined
in this program are carried forward throughout the organization. The following are responsibilities
assigned:

e Serve as champions of the Patient Safety/Risk Management Program within the
facility/organization.

e Establish and evaluate data to identify patient safety performance indicators.

e Evaluate other sources of patient safety data utilizing internal and external resources including but
not limited to adopted patient safety checklists, risk assessments, sentinel event report/alert
information and event reporting information from a variety of available resources including the
event reporting system, APIC, CHPSO, etc.;

e Selection of a high-risk patient safety process for proactive risk assessment and improvement
annually;

e Collaborates with each facility’s Quality Council to identify, address and conduct follow-up on
patient safety related trends, analysis results, changes in processes, and policies.

e Annual review of the Patient Safety Program to ensure its appropriateness of focus and
effectiveness of efforts for each campus.

e Monitor and document the effectiveness of the patient identification policy.

e 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).

e Receive reports from the patient safety officer pursuant to NRS 439.870.

e Evaluate actions of the patient safety officer in connection with all reports of sentinel events
alleged to have occurred.

e Review and evaluate the quality of measures carried out by the facility to improve the safety of
patients who receive treatment.

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

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.
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e At least once each calendar month (or quarter depending on the number of employees and
contractors 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 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.

Root Cause Analysis (RCA) Team Responsibilities

e Root Cause interviews, analysis, investigation, and corrective action plan implementations.

e Participates in the RCA meetings and discussions.

e Communicate honestly and openly about only data and facts to the team members and their
supervisors/leaders.

e See Quality Department’s Performance Improvement Plan

Patient Safety Officer Responsibilities (based on NRS 439.870)

The Manager of Patient Safety/Risk Management Services has been designated the Patient Safety Officer
for the Rose de Lima Campus and as such, has the administrative responsibility for the program specific
responsibilities including:
e Serve on the patient safety committee.
e 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.
e 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.
e Report to the patient safety committee regarding any action taken in accordance with the
responsibilities above.
e Day to day responsibility for the Patient Safety/Risk Management Program at Rose de Lima
Campus.
e Maintenance of related data collected, trended and analyzed at each campus.
e Routine reporting to leadership and QCAC on campus specific trended data and actions taken to
improve the quality and safety of patient care.
e Working with QCAC to achieve the goals of the Patient Safety/Risk Management Program.

Infection Control Officer Responsibilities (based on NRS 439.873)

e Serve on the patient safety committee.
e Monitor the occurrences of infections at the facility to determine the number and severity of
infections.
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e Report to the patient safety committee concerning the number and severity of infections at the
facility.

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

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

RCA team leader Responsibilities

e Organize and coordinate the RCA process.

e Assemble and encourage a supportive and proactive team.

e Assign investigative and implementation tasks to the team members.

e Conduct and be actively involved in the investigation, RCA, and corrective action plan
implementation process.

e Communicate the progress of the investigation, institutional barriers, and finalized action plan to
executive leadership.

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

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

RCA Facilitator Responsibilities

e Identify RCA participants and coordinate a time, date and location of RCA meeting.

e Inform RCA participants of the sentinel event process.

e Explain confidential nature of RCA.

e Explain Just Culture and its application.

e Review event using medical record and any other pertinent materials in preparation for the RCA.

e Provide RCA members access to relevant best practice/research documents/statutes and other
literature to include hospital Policy and Procedure documents for reference.

e Conduct RCA in a manner consistent with Just Culture, using principles of human factors, systems
theory, etc.

Executive or Governing Body Staff Responsibilities

Provide vision and leadership to Patient Safety and Quality Improvement process, and develop and foster a
safe learning and improving culture.
e Provides oversight to the healthcare quality improvement processes and teams.
e Plan, discuss, and generate the organization patient safety goals and activities, in conjunction with
the patient safety action plans.
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Leadership

The Dignity Health St. Rose Dominican Board and campus Senior Leadership has overall responsibility for
the implementation of an integrated, organization-wide Patient Safety/Risk Management Program. These
responsibilities are campus specific and include the following:

e Foster an environment in which patients, their families and organization staff and leaders can
identify and manage actual and potential risks to patient safety through personal example and the
provision of resources to establish proactive mechanisms to reduce risk.

e Establish a culture in which communication flows freely regardless of authority gradient.

e Ensure that a define, on-going, proactive program for identifying risks to patient safety and
reducing medical/healthcare adverse events is fully implemented and includes responses to actual
and potential events;

e Ensure that patient safety issues are given a high priority and addressed when processes, functions
or services are designed or redesigned;

e Provide for mechanisms to measure, analyze and manage variation in the performance of defined
processes that affect patient safety;

e Allocate adequate resources, including personnel, time, information systems data associated with
reducing risk and improving patient safety, and

e Active participation in the California Hospital Patient Safety Organization (CHPSO).

Physicians

Physicians are responsible, as participants in the Patient Safety/Risk Management Program for reporting
events or near misses at each campus, and participating on focus teams to reduce identified patient safety
risks. Whenever patient care outcomes differ significantly from the anticipated outcomes, the primary care
provider and/or responsible licensed independent practitioner (LIP) or comparable designee shall clearly
explain these outcomes to the patient, and when appropriate, the family. (See Disclosure Policy)

Patients/Families/Visitors

Patients, families and patient representatives via written communication are encouraged to be active
participants in their care and as such are responsible for:

e Providing, to the best of their knowledge, accurate and complete information about present
complaints, past illnesses, hospitalizations, medications and other matters relating to the patient’s
health;

e Reporting their patient and outcome of treatment of that pain

e Reporting perceived risks in their care and unexpected changes in the patient’s condition to the
responsible practitioner, and

e Asking questions when they do not understand what they have been told about the patient’s care,
infection control, safety precautions and programs or what they are expected to do etc.

Patients and families/patient representatives/visitors will be provided with educational materials explaining
these expectations and their role in reducing risk exposure and improving patient safety at the time of
admission and throughout the patient stay utilizing various delivery methods including pamphlets, television
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and verbal communication. Some patients may also be included in the development process to obtain their
opinions, needs, perceptions of risks to patients and their suggestions for improving patient care.

Hospital Departments and Staff

Rose de Lima staff are key to promoting, identifying, and implementing activities to reduce risk and
improve patient safety. Some of the activities include:

e Active participation in the activities to improve patient safety and the quality of healthcare
delivered;

e Adherence to Infection prevention measures, the Joint Commission National Patient Safety Goals
and other patient safety initiatives;

e Participation in education activities and process implementations;

e As appropriate, the provision of accurate, timely and complete verbal and written communication
among caregivers, including test results relevant to the management of the patient’s condition, and
to all others involved in the utilization of data; and

e Participation in information needs assessment, staff surveys, and other processes that request
information regarding the Patient Safety/Risk Management Program.

e Reporting all events and process variances (harm or no harm) even if they do not reach the patient
(near miss).

The Patient Safety Committee

The Patient Safety Committee convenes monthly in accordance with NRS 439.875. In collaboration with the
Patient Safety Officer, the committee represents the Rose de Lima Campus and includes multidisciplinary
team members which have oversight responsibility to ensure that the responsibilities and functions
outlined in this program are carried forward throughout the organization. The following responsibilities are
assigned:

e Serve as champions of the Patient Safety/Risk Management Program within the
facility/organization.

e Establish and evaluate data to identify patient safety performance indicators;

e Evaluate other sources of patient safety data utilizing internal and external resources including, but
not limited to adopted patient safety checklists, risk assessments, sentinel event report/alert
information and event reporting information from a variety of available resources including the
event reporting system, APIC, CHPSO, etc.;

e Selection of a high-risk patient safety process for proactive risk assessment and improvement
annually;

e Collaborates with each facility’s Quality Council to identify, address and conduct follow up on
patient safety related trends, analysis results, changes in processes, policies and other areas to
make as a result of identified needs.

e Annual review of the Patient Safety Program to ensure its appropriateness of focus and
effectiveness of efforts for each campus.

e Report and discuss sentinel events which include:

0 Number of sentinel events from previous calendar month (or quarter).
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0 Number of severe infections that occurred in the facility.

e Corrective Action Plan for the sentinel events and infections

0 Evaluate the corrective action plan.

e Patient safety policies and checklists

0 At least annually evaluate Patient Safety policies and checklists

0 Revise the patient safety policies and checklists as needed.

0 Monitor and document the effectiveness of the patient safety policy.

A RCA meeting will meet as needed to accomplish the following:

e Define the healthcare issues or potential risks.

e Conduct Root Cause Analysis

0 Reviewing and analyzing the data.

Page |10

0 Reviewing the RCA process and quality improvement related activities and timelines.

0 Brainstorming issues or the potential risks by using the fishbone diagrams.

0 Identify the contributing factors and conduct the Root Cause Analysis.

e Conduct Corrective Action Plan

(0}
(0}
(0}
(0}

Identifying the Plan-Do-Study-Act (PDSA) topics.
Discussing corrective action process and activities.

Identifying strengths and areas that need improvement.

0 Developing strategies, solutions, and steps to take next.

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

A meeting agenda and minutes noting follow-up tasks will be kept.

Discussing and presenting possible changes in procedure to improve areas indicated.

Objectives and Goals of the Patient Safety/Risk Management Plan

Goal Plan Due Date
Risk Assessments 1. Patient Safety/Risk Management to perform monthly risk | Monthly PSC
assessments and report to PSC.
2. Infection Prevention to report to PSC findings of Risk
Assessments.
FMEA PSC to ensure one FMEA is conducted by Risk Management May 2021
in CY 2021.
Checklists PSC will receive all new and renewed checklists used that Monthly and
impact patient safety whether directly or indirectly. ongoing
National Patient Safety PSC will support the posting of NPSGs throughout the Department
Goals hospital for staff reference. leaders
Root Cause Analysis RCAs will be conducted by Risk and Quality Management as Ongoing
soon as possible/practical after an event per Dignity Health
policy
Quality/Patient Safety Quality/Patient Safety Services will review/update Manager March 31, 2020
staff orientation orientation.
Grievance Management | Grievances will be reviewed by the Grievance Committee to | Quarterly and
ensure compliance with CMS CoPs. ongoing.
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Goal Plan Due Date
Staff and physician Patient Safety education will occur in various forms (e.g. Ongoing
education Huddles, Department Meetings, Leadership Meetings, and

Posters) throughout the year.

Components and Methods

Proactive Risk Assessment Activities

The Patient Safety/Risk Management Department, in collaboration with the various facility committees
including Infection Prevention, Quality Council and leadership will conduct proactive risk assessments to
identify hazards/risks that may affect patient safety. Risk Assessment activities will include, but not be
limited to the following:

e Patient Safety Risk Assessment evaluating known high risk processes/procedures that have
associated risks,

e Review employee survey results to identify safety concerns,

e On-going risk assessments based on internal and external data, including sentinel event alerts,

e Focused risk assessments as determined by the Patient Safety Committee, Senior Leadership,
external/internal events, etc.

e Selection of patient safety process improvements and risk reduction activities utilizing the priorities
set criteria of Rose de Lima campus,

e Any information assessments conducted by St. Rose Dominican will include identification of
barriers to effective communication among caregivers.

e Patient Satisfaction surveys will include a question determining how the patient/family thinks the
individual facility can improve patient safety. Results from this question shall be analyzed and
responded to in a manner that supports risk reduction.

e Infection Prevention Surveillance Program.

e Additional staff surveys may be conducted to assess for staff opinions, needs, perceptions of risks
to patients and suggestions for improving patient safety, as well as the staff’s willingness to report
medical/healthcare events.

Event Reporting

Rose de Lima actively participates in the CHPSO and its Patient Safety Evaluation System for data collection,
monitoring, collaboration and evaluation activities. As provided under the CHPSO (42 Code of Federal
Regulations (CFR) Part 3 Section 3.20) the event report is considered a Patient Safety Work Product and as
such is privileged and shall not be (1) subject to subpoena; (2) subject to discovery; (3) subject to disclosure
and (4) admitted into evidence-provided such information is not subject to disclosure in certain criminal
proceedings as described in regulation. (See Event Reporting and Management Policy).

A. When an unplanned event/process variance occurs, the patient care provider will do the following:
a. Perform the necessary healthcare interventions to support the patient’s clinical condition.
b. Perform the necessary interventions to contain the risks to others.
c. Notify the patient’s attending physician.
d. Preserve any information related to the event including physical evidence. Preservation of the
information includes the documentation of facts regarding the event or complication of event on
the Event Report and in the patients’ medical record.
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e. Notify immediate supervisor of the event.

f.  Submit electronically an Event Report form or handwritten Event Report form to Risk
Management/Patient Safety Services.

B. Identification of potential unsafe condition that may affect patient safety:

a. Individual’s identifying such a condition will immediately report such to their supervisor, and
document in the Event Report.

b. Take the necessary actions to ensure that any potential risks to patient care and safety are
mitigated.

Event Monitoring/Risk Assessment Analysis, Action Planning and Intervention

A. Patient safety related event reporting data within the scope of the Patient Safety Program and risk
assessment results will be aggregated and presented routinely to various committees including but not
limited to Medical Executive Committee (MEC), Medication Safety, Quality Council and Environment of
Care for analysis and action. Based on analysis of this data and any actual or potential reviews, sentinel
events and other internal and external data including TJC Sentinel Event Alerts, Dignity Health Shared
Learnings, CHPSO trends, current literature, proactive action plan will be developed to include the
following:

a. Assessment of the intended and actual implementation of processes to identify the steps in where
there is, or may be, undesirable variation.

b. Identification of the possible effects of the undesirable variations on patients and how serious the
effect or outcome on the patient might be;

c. For critical effects/outcomes, a root cause analysis will be conducted to determine why the
variation leading to the effect may occur;

d. Redesign of the process and /or underlying systems to minimize the risk of that variation or to
protect patients from the effects of the variation;

e. Test and implement the redesign process;

f. Identification and collaboration with Quality Management Systems on implementation of measures

of the effectiveness of the redesigned process; and

Implementation of a strategy for maintaining the effectiveness of the process over time.

Events that do not require a Root Cause Analysis will have an incident review completed by

Quality/Risk Services Department as soon as practicable of becoming aware of the event. The

results will be forwarded to leadership for review.

= o

Response to Reported Adverse/Sentinel Events

Reporting of events is an essential component of a Patient Safety/Risk Management program. Through its
participation in the CHPSO; all related investigation of events will be securely conducted, collected and
documented as Patient Safety Work Product Privilege (PSWP Privilege) to maintain confidentiality as
defined in the Federal Regulation.

A. Rose de Lima shall respond to all reported potential and actual adverse/sentinel events. (See Sentinel
Event policy).

B. Minimally, all adverse events will be analyzed utilizing a team of individuals including Risk
Management/Patient Safety and Quality Departments, to conduct root cause analysis (RCA), incident
review and/or a failure mode effects analysis (FMEA), implementation in action plan to reduce further
risk to patients and establish measures of effectiveness.

a. The following events always elicit an intense analysis:
i. Confirmed transfusion reactions
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ii. Significant adverse drug reactions
iii. Significant medication events and hazardous conditions
iv. Manor discrepancies, or patterns of discrepancies, between preoperative and postoperative
(including pathologic) diagnoses, including those identified during the pathologic review of
specimens removed during surgical or invasive procedures; and
v. Significant adverse events associated with anesthesia use.
vi. Hospital acquired infections
vii. All events meeting the definition of Sentinel Events in the State of Nevada.
b. Aroot cause analysis is performed when a sentinel or State reportable event occurs.
¢. Anincident review is performed when a near miss or other event with significant areas for
improvement are identified.
C. Staffinvolved in an adverse/sentinel event shall be treated with respect and dignity.
a. A “JUST CULTURE” approach shall be taken in order to facilitate changes in systems and processes
to prevent further risk to patient safety, as well as promote future reporting by other staff.
b. Involved staff should be involved in the RCA process.
The Department Manager will provide ongoing support to the staff member(s) as needed.
d. Whenever necessary, Crisis Intervention or Employee Assistance Programs (EAP) will be offered as
support to the involved employee.

Education

A. Staff Education
a. General orientation and other education and training programs as needed will emphasize specific
job related aspects of patient safety and risk reduction strategies.
b. Specific Patient Safety/Risk Management Program training at orientation and annually thereafter
will include:
i. An overview of the Patient Safety Program
ii. Overview of TIC National Patient Safety Goals
iii. Staff’s role and responsibilities in the Patient Safety/Risk Management Program
iv. Event reporting criteria and process
v. Methods to support and foster an interdisciplinary and collaborative approach to the delivery
of patient care
vi. Examples of specific job related aspects of patient safety.
c. Staff participating at a higher level of the Patient Safety/Risk Management Program will receive
appropriate training necessary to understand and complete their assigned responsibilities.
B. Physician Education
a. An overview of the Patient Safety/Risk Management Program will be provided to physicians at time
of initial appointment and annually thereafter that describes the program, emphasizes their role
and responsibilities in the program and informs them of the event reporting mechanism.
b. Specific physicians may receive additional training to support their involvement at a higher level in
the Patient Safety/Risk Management Program.

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.”
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Rose de Lima Campus will use RCA process to determine the contributing factors and the underlying
reasons for the deficiencies or failures. The Plan-Do-Study (check)-Act (PDSA or PDCA) is the model,
developed by the Institute of Health Care Improvement, that we will use to test the changes.

Define a problem

Patient Safety / Risk
Management Plan

Test the Best
Solutions &
Implementation

Root Cause Analysis
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.

Root cause analysis and action plan framework table, which was introduced by the Joint Commission. It
contains 24 analysis questions. It guides the organization to the steps in a root cause analysis. Not all the
questions apply to all the events or cases. This table can be used individually or with the fishbone diagram.

5 Whys technique will be used in Rose de Lima Campus to explore the cause and effect relationship

underlay a problem. One can find the root causes by asking “why” no less than five times. This technique
can be used individually or as a part of the fishbone diagram.
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Fishbone Diagram

Once the problems are identified, a Fishbone Diagram will be used for analyzing the problems. You can use
the fishbone diagram individually to analyze the root causes, or use it with the root cause analysis and
action plan framework table.

A Fishbone Diagram, also called a Cause-and-Effect diagram, is a useful tool for a team to structurally
brainstorm by discovering possible underlying factors or root causes from different major categories for the
chosen problems. General categories used include: people, methods, materials, measurements, education,
procedures, process, location, environment, etc. RCA team members will brainstorm and ask multiple
times, “why did this happen?” for each cause until all ideas are exhausted. The highest priority root causes
will be chosen for PDSA topics. Once all the categories are established on the fishbone diagram, 5 Whys
technique also can be used to drill down the problem and find the root causes.

Model for Improvement
Please refer to the Dignity Health — St. Rose Dominican Performance Improvement Plan.

Data Collection and Reporting

Data should drive any quality and patient safety effort. Rose de Lima is using IVOS for tracking the
sentinel events, healthcare infection data, and Midas 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 Quality and Patient Safety plan include the data from:

e AHRQ: Agency for Healthcare Research & Quality

e CDC: Centers for Disease Control and Prevention

e CMS: Centers for Medicare & Medicaid Services

e NQF: National Quality Forum

e NHSN: National Healthcare Safety Network

e TIC: 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) Quality and Patient Safety Plan
report 2) Severity of infection report update

2) Severity of infection report |3) Review and evaluate the measure |5) checklists and Policies

3) RCA assessment of wpprovement of patient safety reviewing and revising
4) Review and evaluate the measure-

ment to prevent and control
infections
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Assessment of the Quality and Patient Safety Plan

Please see the Patient Safety Assessment Tool (PSAT) from the VA National Center for Patient Safety for
your reference.

Patient Safety Checklists and Patient Safety Policies

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.

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.

o 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 |nstructions 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.
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.

Patient Safety / Risk Management Plan
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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.

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:

e 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

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

http://www.hpoe.org/Reports-HPOE/CkLists PatientSafety.pdf

The following link provides you some patient safety policies for your reference
https://www.mercyhospital.org.nz/about-us/mercy-hospital/policies-and-guidelines

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.

Patient Safety Program Reporting and Review

All patient safety work product privilege (PSWP Privilege) submitted through the CHPSO will be collected in
the Patient Safety Evaluation System (PSES) for collection, management and analysis of information
pursuant to the Patient Safety and Quality Improvement Act of 2005 ( 42 U.S.C. 299 et seq.).

A. Patient safety/Risk Management related data and information reports will be provided routinely to
various committees as previously identified including but not limited to medical staff, Quality Council
and QCAC.

Patient Safety / Risk Management Plan
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B. A summary report of data, other internal and external information, as well as all actions taken by various
committees and/or specific patient safety related teams will be submitted to the QCAC and the MEC.

C. Annually, the Patient Safety/Risk Management Plan will be evaluated for effectiveness and the program
updated to reflect the results of risk assessments related to patients, families and staff. The review
shall include a summary of the occurrence of medical/healthcare events and actions taken to improve
patient safety, both in in response to actual occurrences and proactive efforts.

a. The review will be approved by QCAC.

b. Will be submitted to the Community Board for final review and approval.

References

e Root Cause Analysis Toolkit
https://www.health.state.mn.us/facilities/patientsafety/adverseevents/toolkit/

e Quality and Service Improvement Tools
https://improvement.nhs.uk/resources/pdsa.cycles/

e (CQl 101 An Introduction to Continuous Quality Improvement:
https://www.coursehero.com/file/13827355/CQl-Overviewppt/
e Quality Improvement http://www.hrsa.gov/quality/toolbox/

e Root Cause Analysis http://www.patientsafety.va.gov/professionals/onthejob/rca.asp

e Patient Safety Systems Chapter, Sentinel Event Policy and RCA2
https://www.jointcommission.org/sentinel event.aspx

e Hospital Policies https://www.mercyhospital.org.nz/about-us/mercy-hospital/policies-and-guidelines

e Checklists to Improve Patient Safety http://www.hpoe.org/Reports-HPOE/CkLists PatientSafety.pdf

e Minutes of the Meeting of the Quality and Patient Safety Committee
https://cookcountyhealth.org/wp-content/uploads/12-13-19-QPS-scan-Minutes.pdf
e Title 40 — Public Health and Safety https://www.leg.state.nv.us/NRS/NRS-439.html|
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SOUTH LYON MEDICAL CENTER
213 S. Whitacre St
Yerington, NV 89447

PATIENT SAFETY COMMITTEE

POLICY NO:

SUBJECT: Patient Safety Plan PAGE NO: 10f8

EFFECTIVE: 11/2002
REVISED:1/2021

CROSS: Medical Staff APPROVED:

POLICY: South Lyon Medical Center Patient Safety Plan

PROCEDURE:

1. The Medical Staff, with the approval of the Governing Board shall develop and implement a Patient
Safety Plan to encompass all facets of patient care at South Lyon Medical Center. This includes
Acute Care, Long Term Care and Rural Health Clinics.

2. The Medical Staff will appoint and submit to the Governing Board for approval the implementation
of a Patient Safety Committee which will comprise at a minimum: a physician, a nurse, pharmacist,
governing board member and risk manager. This committee shall:

S@ o a0 o

function under the authority of the Medical Staff

meet monthly

investigate, report and formulate corrective actions related to alleged sentinel events
review medical equipment/devices safety and maintenance inspections

review and recommend actions related to medication events

review and investigate patient care related incident reports

review, investigate and recommend corrective actions for near-miss events
additional tasks as assigned by the Medical Staff

3. The Administrator shall appoint a Patient Safety Officer whose responsibilities are outlined in the
position description.

4. The Patient Safety Plan shall include but not limited to the following items:

I. General:

Patient Safety involves a variety of clinical and administrative activities that health care
organizations undertake to identify, evaluate, and reduce the potential for harm to
beneficiaries and to improve the quality of health care. Effective medical/health care error
reduction requires an integral approach and a supportive environment, in which patients,
their families, organization staff and leaders can identify, manage and learn from actual and
potential risks.

A successful patient safety program facilitates non-punitive, interdisciplinary approach to
decrease unanticipated adverse health care outcomes. The organizational focus is on
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continued learning about risks and mitigation strategies and reengineering systems/processes
to reduce the chance of human error. South Lyon Medical Center (SLMC) fosters and
supports an organizational environment that recognizes and acknowledges potential risks to
patient safety and the occurrence of medical/health care errors. The patient safety program
encourages medical error reporting in order to identify system or process failures and to
enhance improvement strategies.

South Lyon Medical Center (SLMC) Patient Safety Program

The goal of the SLMC Patient Safety Program is to reduce the chance that the adverse
effects of human error will harm patients. By creating and promoting a culture in which
staff willingly report actual and near-miss patient safety related events without fear of
disciplinary action, SLMC is encouraging these events to be freely identified. Once events
have been identified, systems and processes can be analyzed and improved in order to
prevent future recurrence. Improved systems and processes result in a safer patient care
environment.

SLMC Patient Safety Program works in conjunction with the Civil Rights Coordinator and
helps to assure that SLMC is up to date with all ADA requirements.

SLMC Patient Safety Program focuses on system and process design rather that on the
individual involved in a given patient safety related mishap. This paradigm is very different
from that which prevails in the health care community at large. In the patient safety
conscious culture, when an error occurs the response is not to ask “who”, but rather “why”.
This new paradigm can exist in light of other organizational expectations associated with
risk management, claims management and review of potentially compensable events (PCE)
for which the facility may incur financial liability.

All patient safety related reports require that an investigation be conducted to determine the
cause(s) of the adverse event.

A patient safety event that causes no patient harm requires no standard of care
determination. However, any patient safety event that results in patient harm or potential
patient harm, by definition, is a PCE. The patient safety officer will be notified of all PCE’s
and these will be managed according to the established policies and procedures outlined in
the Patient Safety Committee. Given the results of the investigation of the event, a Standard
of Care determination will be required. Competency related information that arises through
patient safety investigations will not be released outside of the Patient Safety Program
except as noted in paragraph e below. The Patient Safety Program will consider
process/system issues, while the Standard of Care determination reviews the individual’s
performance.

Although not a specific focus of the Patient Safety Program, concerns about a specific
provider’s/professional’s competence may arise. Competence relates directly to an
individual and, as such, requires an evaluation of the provider’s/professional’s performance,
not an evaluation of the health care system. Competence will be addressed through the
organization’s competence assessment, credentialing and privileging process. No individual
competence related information will be released outside of the Patient Safety Program,
except as noted in paragraph f below. If the competence assessment processes are
determined to require review and improvement, such recommendations by the Patient
Safety Committee and Medical Staff may be appropriate.

The vast majority of errors are unintentional. No disciplinary action will be initiated against
the individual(s) involved in an unintentional error. However, certain events, such as noted
below, do warrant administrative, disciplinary or legal action. Should any of the following
be discovered in the course of a patient safety event investigation, the Administrator and
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Medical Staff will be immediately informed of the circumstance and action taken beyond
the scope of the Patient Safety Program:

1) Criminal activity (e.g. assault and battery, etc)

2) Intentional unsafe acts due to gross negligence or reckless behavior

3) Alleged patient abuse of any kind

4) Impairment due to medical and psychological conditions including alcohol or other
drug abuse.

[11.  South Lyon Medical Center Patient Safety Function.

a. Integration of all patient safety related issues and processes under the auspices of a single
committee/ functional team. This reduces duplication of effort and enhances program

efficiency.

b. Patient Safety Committee.

1)  Membership. Membership is outlined in NRS 439.875; 1) The infection control
officer, 2) The patient safety officer, 3) At least three providers of health care who
treat patients at the medical facility, including, without limitation, at least one
member of the medical, nursing and pharmaceutical staff of the medical facility.
And 4) One member of the executive or governing body of the medical facility.

2)  Chairperson. The chairperson shall be a nurse or physician.

3) Committee minutes/reports. The committee minutes/reports will summarize the
organizations patient safety activities to include, as a minimum:

a.

b.

Analysis of all clinical and non-clinical reported events, trends and lessons
learned.

Actions necessary for organizational process/systems improvements as
appropriate.

Proactive patient safety error reduction activities.

Progress related to risk assessments, prospective analysis and root cause
analysis action plan implementation and effectiveness, according to
established time-lines.

Patient Safety Committee minutes/reports will be forwarded to the Medical
Staff Committee and the Governing Board quarterly. Recommendations
associated to patient safety will be forwarded to the Medical Staff for
implementation as appropriate.

C. Management of Patient Safety Information.

a.

The focus of patient safety data collection and reporting is to improve
organizational systems and to provide the safest care possible. The
information and data amassed through reporting, investigation and
evaluation will be confidential and reported through the Medical Staff
Quality Assurance process.

Data trend analysis will include, but not be limited to, the following:

1) Sentinel Events or actual or alleged.

2) Medication errors and fall.

3) Equipment malfunctions.

4) Preventive/corrective interventions

Ad hoc committees may be assigned by the Medical Staff regarding
competency investigations related to a patient safety related event to insure
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that peer status is maintained throughout any investigation. All information
obtained will remain confidential under the auspices of Medical Staff
Quality Assurance.

IV. Patient Safety Event Management.

a.

Event identification. A patient safety event is any incident that occurred (actual
event) or almost occurred (near miss) that caused or had the potential to cause harm to
a patient. Identification and reporting of near misses and adverse events, including
those that result from practitioner/professional error, should be encouraged as an
expectation of everyday practice. The three types of patient safety events include near
miss, adverse events and sentinel events.

Near Miss. A near miss is an event or situation that could have resulted in harm to a
patient, but did not, either by chance or through timely intervention. The event was
identified and resolved before reaching the patient. Because near misses generally
occur more frequently than actual adverse events, proactive analyses of near misses
provide a tangible opportunity to improve the system without having to experience an
actual adverse event. Staff should be encouraged to report near miss events for the
purpose of analysis and identification of methods improvement.

Adverse Event. An adverse event is an occurrence associated with the provision of
health care or services that may or may not result in harm to the patient. Adverse
events may be due to acts of commission or omission. Incidents such as patient falls
or improper administration of medications are also considered adverse events even if
there is no harm or permanent effect to the patient.

Sentinel Event. A sentinel event is an unexpected occurrence involving death, serious
physical or psychological injury, or the risk thereof. Serious injury specifically
includes loss of limb or function. The phrase “or 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 proactive response on the part of the organization.

V.  Event Documentation and Reporting.

1.

Prevention of harm to patients is everyone’s responsibility and reporting all potential
and/or actual patient safety events is a performance expectation of all organizational
staff. Anyone with knowledge of a patient safety event not only may, but should,
report it.

a. Immediate actions.

1) Upon identification of a actual patient safety event, the staff member
will immediately perform necessary health care interventions to
protect and support the patient’s clinical condition. The patient’s
attending physician and other physicians, as appropriate, will be
contacted as soon as possible to report the incident and provide an
update on the patient’s current clinical status.

2) As appropriate to the event, the staff will initiate all physician
directed orders and take other necessary health care interventions to
contain the risk to others, and to preserve event-related materials that
may require further investigation. Examples of physical information
preservation include: removal and preservation of a blood unit for a
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3)

suspected transfusion reaction; preservation of 1V tubing, fluid bag,
and/or IV pump for a patient with a severe drug reaction from a IV
medication. Preservation of information also includes documenting
the facts regarding the event in the patient’s medical record according
to organizational policy and procedure.

If the patient safety event involves serious physical or psychological
injury, unexpected death, or qualifies as a sentinel event, the
appropriate department director will be notified immediately. If such
events occur after hours, the administrative on-call staff will be
notified immediately. Individuals notified will ensure proper
notification of senior management is accomplished in a timely
fashion.

b. Documentation and Internal Reporting.

1)

2)

3)

4)

5)

6)

Any individual in any department who identifies a potential (e.g.near-
miss) or actual patient safety event will immediately notify their
immediate supervisor and will initiate a Incident Report. This report
will contain concise, factual, objective and complete details about the
event.

Incident Reports or in the case of medication errors, a Adverse Drug
Event Report will be forwarded to the department director within 24
hours of the discovery of the event or the first duty day following a
weekend or holiday. The department director will review the report,
add any additional relevant information, and forward it to the Patient
Safety Officer, or designee, within 24 hours of receipt.

The Patient Safety Officer (PSO), or designee, will review all
incident reports and ADE reports. In addition, the PSO will
determine what specific actions are necessary to further evaluate the
event. If the event is a sentinel event, the PSO will immediately
notify the Administrator and Risk Manager and activate a Root Cause
Analysis Team from the Patient Safety Committee and others as
deemed appropriate to investigate the event.

If the patient safety event is an intentional unsafe act that results from
gross negligence or possible criminal activity, the event shall be
reported to the appropriate authorities for investigation.

Some events fall within the definition of both an adverse event and an
intentional unsafe act. For example, infant abduction would be both a
crime and a reportable Sentinel Event that require Root Cause
Analysis. In cases that appear to be both a adverse event and an
intentional unsafe act, primary authority and responsibility for
dealing with the event belongs to the Administrator and Risk
Manager. This is beyond the scope of the Patient Safety Program.
The PSO will coordinate a review of the systems and processes
implicated in the actual or potential unsafe act, to include conducting
a root cause analysis, if applicable, but will defer to a separate
investigation with respect to the culpability of any persons involved
in the event.

External reporting requirements. All incidents meeting the definition
of a Sentinel Event must be reported to the State Health Department
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VI.

VII.

and Bureau of Licensure. Reports must be completed within the
time frame as outlined in policy and procedure.

Patient Safety Event Analysis.

Event analysis assists in the discovery of the root causes and/or contributing factors
associated with the patient safety event. Tracking and trending of data allows the
Patient Safety Committee and Medical Staff to identify familiar trends or
circumstances so that system or process issues can be identified and improved.

a.

Aggregate review analyses. Aggregate review consists of examining data
elements for common trends or patterns within the group. The use of aggregated
review serves two purposes. It allows for wider applicability of the analyses (i.e.,
trends or patterns that were not noticeable in an individual case analysis become
more obvious as the number of cases increases). In addition, it more clearly
defines specific data elements in a recurring problem and encourages prudent use
of the time and expertise of the organization staff associated with evaluation and
corrective action.

Root Cause Analysis. A root cause analysis must be conducted and an action
plan completed for all actual sentinel events. The Patient Safety Committee will
formally designate a root cause analysis team to conduct a thorough and credible
root cause analysis on all sentinel events. A Root Cause Analysis (RCA) is the
process for identifying the basic and/or contributing casual factor(s) associated
with patient safety events. The review is interdisciplinary and includes those who
are closest to the process, but typically not those directly involved in the specific
event. Those directly involved may be consulted for event-related information if
appropriate. The RCA focuses on systems and processes, not individual
performance. It identifies changes that could be made in the systems and
processes to improve performance and to reduce the risk of adverse events, or the
recurrence of near misses, with the ultimate goal of reducing and/or eliminating
patient harm.

Root Cause Analysis Action Plan. Once the RCA has been completed, a detailed
action plan must be developed to enumerate the risk reduction strategies that the
organization intends to implement to prevent the recurrence of similar events.
The action plan should address responsibility for implementation, oversight, pilot
testing (if appropriate), timeliness, and the specific metrics to be employed in
evaluating the effectiveness of the actions taken.

The RCA action plan will be submitted to the Medical Staff for approval.
Follow-up review. All RCA action plans will be reviewed at a minimum of 6
months following implementation to address the effectiveness of the
improvements implemented by the organization. These findings will be reported
to the Medical Staff and Governing Board.

Patient Safety Event Communication.

Administration and all staff are reminded that all data compiled as part of the Patient
Safety Program are QA information and protected from disclosure and must be
marked as Quality Assurance Document.

a.

Staff involved in a patient safety event. Any staff member reporting and/or
directly involved in a patient safety event that caused patient harm will receive
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support and assistance from their supervisor to facilitate the staff member’s
professional and emotional needs related to the patient safety event. Management
efforts and activities will focus on improving the systems and processes that may
have contributed to the event rather than disciplining those involved.

b. Reporting a patient safety event. Staff members and supervisors who submit
patient safety event reports will receive timely feedback on the actions being
taken as a result of their report.

c. Patient/family affected by a patient safety event. In cases involving an
unanticipated outcome of care, a qualified health care provider will inform the
patient and/or his/her family member(s) within seven (7) days of discovery of the
event. This information is provided as a matter of policy and does not affect any
rights or obligations in legal or administrative proceedings. Under no
circumstances will QA-protected information be released or provided to the
patient/family member.

d. The Patient Safety Officer, or designee, is responsible to ensure that the provider
and patient/family member communication takes place. The designated primary
communicator will document in the patient’s medical record what was
communicated to the patient/family member, the patient/family member’s
response, and any other pertinent information. It shall be the responsibility of the
affected patient’s primary care physician or Chief of the Medical Staff or Vice
Chief of the Medical Staff to make the initial and subsequent notification.

e. In most cases, facts surrounding the patient safety event that affect the patient can
and should be disclosed to the patient/family member by the provider.

f.  Any specific questions relative to disclosure of information associated with
unanticipated adverse outcomes should be referred to the organization’s legal
representatives.

Patient safety Education and Training

a. All staff shall receive patient safety education and training during their initial new
employee orientation and on an annual and as-needed basis, regarding job-related
aspects of patient safety and staff specific roles and responsibilities to actively
support patient safety policy.

b. Community education. Patients and potential patients/family members shall be
educated concerning their role in helping to facilitate the safe delivery of care.
Methods include but are not limited to; public forums, newspaper articles,
addressing specific community groups and organizations.

c. Checklists have been developed and implemented in several different formats
that range from facility policies, department checklists and medical record
audits. These checklists and policies include but are not limited to; correct
patient identification and verification, foley catheter criteria, informing
patients of Healthcare Acquired Infections (HAI’s) or Facility Acquired
Infections (FAI’s), hospital inpatient information sheets related to HAI’s and
hand hygiene and respiratory etiquette and patient information regarding
discharge planning, medication reconciliation and request that providers
indicate the use or reason for each prescription that is issued.

a. On or before July 1 of each year a report will be submitted to the
Director of the Legislative Counsel Bureau which includes the
development, revision and usage of patient safety checklists and
policies.



Confidentiality of Medical Quality Assurance Information.

As with other medical QA documents, any information, records, reports, minutes, and
other documents directly associated with patient safety activities are protected under
10 USC 1102. In discussing medical information with family members, staff shall
also comply with other applicable restrictions on nonconsensual disclosures, including
those under the Privacy Act, 5 USC 552a. As a general rule under the Privacy Act,
information regarding a patient’s condition shall not be provided to others without the
patient’s consent.
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1 Southern Nevada Adult Mental Health Services

DPBH Mission Statement

It is the mission of the Division of Public and Behavioral Health to protect,
promote and improve the physical and behavioral health of the people of Nevada.

This plan was created and revised by the Rawson Neal Hospital at Southern Nevada Adult Mental Health
Services Patient Safety committee. Implementation of this plan is intended to optimize the healthcare
quality and patient safety outcomes, encourage recognition, reporting, and acknowledgment of risks to

patient, visitor, and employee safety, as well as reduce the occurrence of medical and healthcare errors
and preventable events.

Patient Safety Committee
Rawson Neal Psychiatric Hospital
Southern Nevada Adult Mental Heaﬁh Services
1650 Community College Dr.
Las Vegas, NV 89146
ME, RN Hospital Patient Safety Officer
SNAMHS Patient Safety Committee Chair
702-486-5387
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Commitment to Patient Safety

Rawson Neal Hospital at Southern Nevada Adult Mental Health Services is committed to a

comprehensive approach to improving healthcare quality and patient safety by aligning with our

Mission, Vision, and Values. The agency aims to create 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 our mission, vision, and values, Rawson Neal Hospital at SNAMHS Patient Safety and Quality

Improvement programs promote:

Collaboration of healthcare through collecting and sharing data with leadership, medical staff, our
governing board, 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 and 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 for every healthcare related decision and action.

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.

Education of staff and physicians to assure participation of healthcare providers.

Scope and Purpose

The scope of this Quality and Patient Safety Plan is organizational-wide/hospital-wide/agency-

wide which includes but is not limited to

Patient safety
Visitor safety
Employee safety

All SNAMHS staff are required to fully support and participate in this plan and devote their

expertise to the patient safety and healthcare quality improvement process.

This plan is action oriented and solution focused. The purpose of this plan is to address patient

safety related concerns and challenges and to revise programs to better serve patients and their

Patient Safety and Quality Improvement Plan



4 Southern Nevada Adult Mental Health Services

families. To achieve this, Rawson Neal Hospital at SNAMHS has developed this Patient Safety
plan.

The plan focuses on the process rather than the individual and recognizes both internal and
external customers. It facilitates the need for analyzing and improving processes. The core
principles of this plan include:
e All staff have the same goal and contribute their knowledge, vision, skills, and insight to improve
the process of the Patient Safety Plan.

e Decisions will be based on data and facts, and staff will be encouraged to learn from their
experiences.

e Customer based including patients, families, and visitors.
e Promote systems thinking.

e Employ well-trained and competent staff maintaining high healthcare quality.

Roles and Responsibilities

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 Plan is promoted and
executed successfully.

The Patient Safety Committee Organization

Governing Body
Behavioral Health
Commission

Administrator
SL, MBA, CPM

Patient Safety Officer,
Chair
ME, RN, BSN

Infection Control
Officer
JJ, MA, BSN

Patient Safety and Quality Improvement Plan
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TT, MS, Pharm.D. AB, RN, MSN, MBA LG, MD

Pharmacy Nursing Medical Director

Roles and Responsibilities

In accordance with_ NRS 439.875, a patient safety committee must be comprised of:

o Theinfection control officer of the medical facility;

o The patient safety officer of the medical facility, if he or she is not designated as the
infection control officer;

o Atleast 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

o One member of the executive or governing body of the medical facility.

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 patient safety officer pursuant to NRS 439.870.
Evaluate actions of the patient safety officer regarding 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.
Review and evaluate the quality of measures carried out by the facility to prevent and control
infections.
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.
At least once each calendar month (or quarter depending on the number of employees and
contractors 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 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.
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.

Patient Safety and Quality Improvement Plan
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The Patient Safety Committee will meet monthly to accomplish the following:

Report and discuss sentinel events which include:

o Number of sentinel events from the previous calendar month (or quarter).
o Number of severe infections that occurred in the facility.

Corrective Action Plan for the sentinel events and infections

o Evaluate the corrective action plan.

Patient safety policies and checklists

o At least annually evaluate Patient Safety policies and checklists

o Revise the patient safety policies and checklists as needed.

o Monitor and document the effectiveness of the patient safety policy.

Patient Safety Officer Responsibilities (based on NRS 439.870)

Serve on the 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 patient safety committee regarding any action taken in accordance with the
responsibilities above.

Participate as a consultant in Root Cause Analysis Committees

Communicate the progress of the investigation, institutional barriers, and finalized action plan to
executive leadership.

Monitor goals and progress towards completion of Corrective Action Plans.

Provide training, education and direction to create RCA process that incorporate the Patient Safety
and Quality Improvement elements

Infection Control Officer Responsibilities (based on NRS 439.873)

Serve on the 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 and severity of infections at the
facility.

Take such action as determines is 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.

Complete and submit the NSHN report to the state Registry and the CDC

Executive or Governing Body Staff Responsibilities

Provide vision and leadership to Patient Safety and Quality Improvement process and develop and
foster a safe learning and improving culture.

Patient Safety and Quality Improvement Plan
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Provides oversight to the healthcare quality improvement processes and teams.
Plan, discuss, and generate the organization patient safety goals and activities, in conjunction with
the patient safety action plans

Root Cause Analysis (RCA) Facilitator Responsibilities

Organize, coordinate and facilitate the RCA process.

Ensure the collection of all necessary materials, i.e. medical records, police reports, policies and
equipment

Identify committee members and alert their supervisors and the staffing department to ensure unit
coverage.

Assemble and encourage a supportive and proactive team. Assign committee members to conduct
any necessary interview and data collection

Conduct and be actively involved in the investigation and corrective action plan implementation
process.

Root Cause Analysis (RCA) Team Responsibilities

Conduct root cause interviews, analysis and investigation

Participate in the RCA meetings and discussions and corrective action plan implementation.
Communicate honestly and openly about data and facts to the team members and their supervisors
and leaders.

An RCA meeting will meet as needed to accomplish the following:

Identify systems and processes that may have led to the event

Analyze the data and identify contributing factors

Review the RCA process and quality improvement related activities and timelines
Recommend a Corrective Action Plan

o ldentify topics for Plan-Do-Study-Act (PDSA)

o Discuss possible changes in policies and procedure to improve areas indicated
o ldentify process strengths and areas that need improvement.

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

A meeting agenda and minutes noting follow-up tasks will be kept.

Patient Safety and Quality Improvement Plan
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Objectives and Goals of the Quality and Patient Safety Plan

Planned
Objective Goals Plan Completion | Responsible Party
Date
Incident 1)ldentify The Patient Safety Officer, Ongoing Patient Safety
Report safety incident | The Patient Safety Officer
tracking and | trends. Committee, and Hospital
review 2)Conduct Administration will track Patient Safety
tho.rough and monitor all safety Committee
re\i{ewtof ?atch incidents and identify any Hospital
!oa .|en satety trends that need to be OSp,I ? .
incident and Administration
addressed.
complete
follow up Incident report statistics Executive
activities. and follow up activities for Comrmttee of the
any trends identified are Medical Staff
reported monthly to the
P . y Executive
Executive Committee of the .
) ; Leadership
Medical Staff and Executive Committee
Leadership Committee
1)To have an 1)Review all safety
established incidents and identify those
process for the | that meet sentinel event .
- Patient Safety
management, | criteria. .
. - . Officer
investigation 2)Complete all reporting
. and rep?ort|ng reql.urements per Nevada RCA Committees
Sentinel of sentinel Revised Statutes and as
E . i
vent. even'fs . r.eqmr.ed by rt.egulatory and Ongoing Executive
Tracking and | 2)To identify licensing bodies. :
. - Committee of the
Review opportunities 3)Complete the RCA process .
. Medical Staff
for to determine the Root
improvement. | Cause of sentinel events .
. e Hospital
and identify, implement and . .
) . Administration
monitor action plans
developed to prevent future
incidents.
Risk 1)To identify 1) All patients admitted to Ongoing QAPI Department
Assessments | individual risk | the facility undergo suicide,

factors,

elopement, fall and

Patient Safety
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environmental
hazards and
vulnerabilities
in current day
to day
processes and
operations.

2) To develop
and implement
individualized
treatment
plans,
mitigation
plans and
control
measures to
decrease level
of risk and
maintain the
safety of
patients,
visitors and
employees

anger/aggression risk
assessments.

2) Environmental Risk
assessments are completed,
at a minimum, monthly by
the environmental rounds
committee

3) Trends identified through
incident reports and
seclusion and restraint
reports trigger the
completion of risk
assessments and follow up
inquiries to determine and
address their root cause.

Committee

Executive
Leadership

All SNAMHS
Employees

Performance
Improvement
Program

1)To monitor,
and assist the
Governing
body,
Leadership
and the
agency as
whole in
meeting its
client’s quality
care, safety,
treatment and
service
responsibilities
2)To
continuously
evaluate and
improve
patient care
outcomes and
services
provided to
individuals
served

1)Data collection, analysis
and reporting of pertinent
information for review by
Leadership
2)Performance
improvement project
activities designed to
improve the quality of
services

Ongoing

All SNAMHS staff are
involved in ongoing
performance
improvement efforts
and initiatives.
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Components and Methods

Pursuant to NRS 439.837 and NAC 439.917, 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.

Southern Nevada Adult Mental Health Services will use the RCA process to determine the contributing
factors and the underlying reasons for the deficiencies or failures. The Plan-Do-Study (check)-Act (PDSA or
PDCA) is the model, which was developed by the Institute of Health Care Improvement, which will be
used to test the changes


https://www.leg.state.nv.us/nrs/NRS-439.html#NRS439Sec837
https://www.leg.state.nv.us/nrs/NRS-439.html#NRS439Sec835
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Define a problem

Quality and Patient
Safety Plan

Test the Best
Solutions &
Implementation

Root Cause Analysis
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.

Root cause analysis and action plan framework table was introduced by the Joint Commission. It contains
24 analysis questions. It guides the organization to the steps in a root cause analysis. Not all the questions
apply to all the events or cases. This table can be used individually or with the fishbone diagram.

5 Whys technique will be used in Southern Nevada Adult Mental Health Services to explore the cause and
effect relationship underlay a problem. One can find the root causes by asking “why” no less than five
times. This technique can be used individually or as a part of the fishbone diagram.

Fishbone Diagram
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When problems are identified, a Fishbone Diagram (Appendix C) can be used for analyzing the problems.
You can use the fishbone diagram individually to analyze the root causes or use it with the root cause
analysis and action plan framework table.

A Fishbone Diagram, also called a Cause-and-Effect diagram, is a useful tool for a team to structurally
brainstorm by discovering possible underlying factors or root causes from different major categories for the
chosen problems. General categories used include: people, methods, materials, measurements, education,
procedures, process, location, environment, etc. RCA team members will brainstorm and ask multiple
times, “why did this happen?” for each cause until all ideas are exhausted. The highest priority root causes
will be chosen for PDSA topics. Once all the categories are established on the fishbone diagram, 5 Why’s
technique also can be used to drill down the problem and find the root causes.

Model for Improvement

The Model for Improvement is a collaborative and ongoing effort model to improve the product and
services quality and process. It provides multi-disciplinary quality 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.

Wha;:;gn?,ﬁimng ” Plan Develop plan based on the identified

root causes

~

How will we know that a
change is an improvement?

| What change can we make that

will result in improvement? Do Implement the change
Act Plan Study Study process and results
Study | Do
Adjust, adopt, or abandon
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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.
o What is the objective of the test?

What are the steps for the test - who, what, when?

o
o How will you measure the impact of the test?
o What is your plan to collect the data needed?
o

What do you predict will happen?

Do--make changes designed to correct or improve the situation. Use the following questions for the
guidance.

o What were the results of the test?

o Was the cycle carried out as designed or planned?

o What did you observe that was unplanned or expected?

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.

o Did the results match your prediction?

o What did you learn?

o What do you need to do next?

Act--If the result is successful or desirable, standardize the changes and then work on the
next prioritized 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.

PDSA worksheet will be used to map the potential change strategies and to establish a course of action.

The PDSA worksheet and the PDSA progress report are attached in Appendix D-1.

Data Collection and Reporting

Data should drive any quality and patient safety effort. Rawson Neal Hospital at SNAMHS
is using Avatar for tracking the sentinel events, healthcare infection data and seclusion and
restraint data.

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

e AHRQ: Agency for Healthcare Research & Quality
e CDC: Centers for Disease Control and Prevention
e CMS: Centers for Medicare & Medicaid Services
e NQF: National Quality Forum
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e NHSN: National Healthcare Safety Network
e TJC: 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)Yearly Quality and Patient
report Safety Plan update, due March 1,

2) Review and evaluate the
2) Severity of infection report| measurement to prevent and
control infections 2) Yearly Sentinel Event Report,
due March 1, 2021

2021

3) RCA Report

. . 3) Review and evaluate the plans of
4) Seclusion and Restraint

correction for RCAs within each 2) Yearly AB280 report (Checklists
events monthly report _ L

quarter and Policies reviewing and
5) Patient Safety Incidents revising) due July 1, 2021

4) Review and evaluate data trends

Report . . . .
in seclusion and restraint episodes

5) Review and evaluate data trends
in Patient Safety Incidents
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Assessment of the Quality and Patient Safety Plan

Please see the Patient Safety Assessment Tool (PSAT) from the VA National Center for Patient Safety for

your reference.

Patient Safety Checklists and Patient Safety Policies

By, the patient safety plan must include the patient safety checklists and patient safety policies for use by:

Providers of healthcare who provide treatment to patients at the facility;
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:

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.

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.

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.

The patient safety policies must include, without limitation:
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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.

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.

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.

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

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

The patient safety checklists are listed in Appendix E. (The following links provide some patient safety

checklists for your reference— a checklist example is shown in Appendix E.)

http://www.hpoe.org/Reports-HPOE/CkLists PatientSafety.pdf

http://www.who.int/patientsafety/implementation/checklists/en/

The patient safety policies are listed in Appendix F. (The following link provides you some patient safety

policies for your reference—a policy example is shown in Appendix F.)

https://www.mercyhospital.org.nz/about-us/mercy-hospital/policies/ruleFile/1



https://www.leg.state.nv.us/nrs/NRS-439.html#NRS439Sec865
http://www.hpoe.org/Reports-HPOE/CkLists_PatientSafety.pdf
http://www.who.int/patientsafety/implementation/checklists/en/
https://www.mercyhospital.org.nz/about-us/mercy-hospital/policies/ruleFile/1
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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. 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.

References

e Root Cause Analysis Toolkit http://www.health.state.mn.us/patientsafety/toolkit/

e Quality and Service Improvement Tools
http://www.institute.nhs.uk/quality and service improvement tools/quality and service improv

ement tools/plan do study act.html

e (CQl 101 An Introduction to Continuous Quality Improvement:
https://www.coursehero.com/file/13827355/CQl-Overviewppt/
e Quality Improvement http://www.hrsa.gov/quality/toolbox/methodology/qualityimprovement/

e Root Cause Analysis http://www.patientsafety.va.gov/professionals/onthejob/rca.asp

e Patient Safety Systems Chapter, Sentinel Event Policy and RCA2
https://www.jointcommission.org/sentinel event.aspx

e Hospital Policies https://www.mercyhospital.org.nz/about-us/mercy-hospital/policies/ruleFile/1
e Checklists to Improve Patient Safety http://www.hpoe.org/Reports-HPOE/CkLists PatientSafety.pdf
e Patient Safety Checklists http://www.who.int/patientsafety/implementation/checklists/en/

e  Minutes of the Meeting of the Quality and Patient Safety Committee
http://www.cookcountyhhs.org/wp-content/uploads/2013/12/09-23-14-QPS-scan-Minutes.pdf
e Title 40 — Public Health and Safety https://www.leg.state.nv.us/NRS/NRS-439.html



https://www.leg.state.nv.us/nrs/NRS-439.html#NRS439Sec865
https://www.leg.state.nv.us/nrs/NRS-439.html#NRS439Sec843
https://www.leg.state.nv.us/nrs/NRS-439.html#NRS439Sec865
http://www.health.state.mn.us/patientsafety/toolkit/
http://www.institute.nhs.uk/quality_and_service_improvement_tools/quality_and_service_improvement_tools/plan_do_study_act.html
http://www.institute.nhs.uk/quality_and_service_improvement_tools/quality_and_service_improvement_tools/plan_do_study_act.html
https://www.coursehero.com/file/13827355/CQI-Overviewppt/
http://www.hrsa.gov/quality/toolbox/methodology/qualityimprovement/
http://www.patientsafety.va.gov/professionals/onthejob/rca.asp
https://www.jointcommission.org/sentinel_event.aspx
https://www.mercyhospital.org.nz/about-us/mercy-hospital/policies/ruleFile/1
http://www.hpoe.org/Reports-HPOE/CkLists_PatientSafety.pdf
http://www.who.int/patientsafety/implementation/checklists/en/
http://www.cookcountyhhs.org/wp-content/uploads/2013/12/09-23-14-QPS-scan-Minutes.pdf
https://www.leg.state.nv.us/NRS/NRS-439.html
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Appendix 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


http://www.ahrq.gov/downloads/pub/advances2/vol1/advances-emanuel-berwick_110.pdf
https://www.leg.state.nv.us/nrs/NRS-439.html#NRS439Sec830
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(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-Associated 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:

e Surgical site infections;

e Ventilator-associated pneumonia;

e Central line-related bloodstream infections;

e Urinary tract infections; and

e 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:
e A hospital, as that term is defined in NRS 449.012 and 449.0151;
e An obstetric center, as that term is defined in NRS 449.0151 and 449.0155;
e Asurgical center for ambulatory patients, as that term is defined in NRS 449.0151 and 449.019; and
e An independent center for emergency medical care, as that term is defined in NRS
449.013 and 449.0151.
(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://leg.state.nv.us/Statutes/18thSS/Stats2002SS1801.html#Stats2002SS1801page13
http://leg.state.nv.us/Statutes/73rd/Stats200507.html#Stats200507page599
http://leg.state.nv.us/Statutes/77th2013/Stats201302.html#Stats201302page217
https://www.leg.state.nv.us/nrs/NRS-439.html#NRS439Sec802
https://www.leg.state.nv.us/nrs/NRS-439.html#NRS439Sec890
https://www.leg.state.nv.us/Statutes/73rd/Stats200507.html#Stats200507page599
https://www.leg.state.nv.us/Statutes/75th2009/Stats200906.html#Stats200906page553
https://www.leg.state.nv.us/nrs/NRS-439.html#NRS439Sec805
https://www.leg.state.nv.us/nrs/NRS-449.html#NRS449Sec012
https://www.leg.state.nv.us/nrs/NRS-449.html#NRS449Sec0151
https://www.leg.state.nv.us/nrs/NRS-449.html#NRS449Sec0151
https://www.leg.state.nv.us/nrs/NRS-449.html#NRS449Sec0155
https://www.leg.state.nv.us/nrs/NRS-449.html#NRS449Sec0151
https://www.leg.state.nv.us/nrs/NRS-449.html#NRS449Sec019
https://www.leg.state.nv.us/nrs/NRS-449.html#NRS449Sec013
https://www.leg.state.nv.us/nrs/NRS-449.html#NRS449Sec013
https://www.leg.state.nv.us/nrs/NRS-449.html#NRS449Sec0151
https://www.leg.state.nv.us/Statutes/18thSS/Stats2002SS1801.html#Stats2002SS1801page13
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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 occursin a
patient who had an associated indwelling urethral urinary catheter in place within the 7-day period
before the onset of the UTI (Centers for Disease Control and Prevention, The National Healthcare
Safety Network (NHSN) Manual: Patient Safety Component Protocol; 2009. Available at
http://www.premierinc.com/safety/topics/guidelines/downloads/NHSN Manual PatientSafetyProt
ocol CUR RENT b.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.


http://www.merriamwebster.com/dictionary/risk.%20Last%20Accessed%20August%202009
http://www.premierinc.com/safety/topics/guidelines/downloads/NHSN_Manual_PatientSafetyProtocol_CUR%20RENT_b.pdf
http://www.premierinc.com/safety/topics/guidelines/downloads/NHSN_Manual_PatientSafetyProtocol_CUR%20RENT_b.pdf
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Appendix B: Patient Safety Goals

ACTION PLAN:

1. Create Systems that a. Enhance retrospective chart review

anticipate errors & process. _ Implement Trigger Tools.
ith t tch b. Establish an automated surveillance
e er prevent or catc process. Complete an in-depth analysis —
them bhefore they c. Conduct aproactive risk assessment in a of risk point utilizing the DE' ';'i:zlf'[":"::m e i Cermes
cause narm. high risk area. methods of FMEA. . port =
B :{::l:r'::reé‘t mman:"t;::ﬂ:?:aw Implemented e- Create process for
Syste MERS & PSO reviewing & closing
2. Establish Structures Patient Safety Organization. with UHC. reports in e-MERS.
for reporting and a b. Dewvelop a structure to educate
process for managing employees system-wide of the process i S
reports in the event for reporting hazards, errors and md)
reporting system. adverse events. Create process for
c. Establish a process for providing communicating outcome of
feedback regarding reported events. reported events.
= - - Educate Medical staff, Hospital Wide Owersight & the Quality
- P safe
:;D‘V:I:lp a Cl.llll-f: of 3 tf:::‘ed;:hdai?:;?ir;op:zaaﬁ:tOf Mrndljil:gn Committees on the objectives and goals of the patient safety plan.
fety ere providers .
feel safe and amw:m? focus ‘:tt_:ffrapﬂate Include patient safety presentation in monthly MNew Employee
individual accountability. Orientation.
supported \.:\rl"len they b. Establish a recognition program that
report rne_dlcal ert0|:s rewards safe practices. Develop ‘Great Catch’ awards
or near misses & voice c.  Improve overall perceptions of safety as program.
concerns about patient measured by the Culture of Safety Re-evaluate culture of safety
safetv. Survey. and dewelop action plan
a. DEUEIOP Patient Safety Dashboard that Presen_t Patient Safety Dashboard monthly to Hospital Wide Owversight
includes national measures and L
benchmarks. Complete 2014 Leapfn
4. Establish s.ﬁw b. Facilitate the r.leveloprnent of action P —— pirog Establish & implement a plan to improve performance of each leap.
Priorities & Targets. plans associated with measures not : = .
meeting benchmarks. Develop method to track & report
c. Assess and improve processes related to departmental progress and
hand-off, transition and communication compliance of RCA action plans.
5. Charter = c Sfrie Impr ment Efforts in Establish Patient Safety Council.
P. th !h order to ensure that capital, people,
R facilities & technologies are matched to Establish workgroups focused on medication safety, reducing patient falls &
teams, workgroups or strategic priorities for safe practices. hospital acquired pressure ulcers.
projects. b. Reduce and eliminate variation in care.

Revise or develop policies, procedures and protocols.

Reference: Patient Safety Plan and Its Applicable Goals. 2014. Cook County Health and Hospitals System.
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Appendix C: Fishbone Diagram
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Appendix D-1: PDSA Worksheet

PDSA Worksheet
Topic:
Person Completing Worksheet: Date:
Telephone/ Email: Cycle:
Patient Safety Committee Members
CEOs/CFOs
Patient Safety Officer

Infection Control Officer
Other Medical Staff

Other team members

Aim: (Describe the overall SMART goal that your team wishes to achieve.)

Plan:

1. List the tasks needed to set up this test of change.

2. Predict what will happen when the test is carried out.
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3. List the steps to develop the test-who, what, and when.

Steps By Whom By When Desired
Outcome

Do: (Describe what actually happened when you ran your test, including any problems and unexpected
findings.)

Study: (Describe what you learned and did you meet your measurement goal?)

Did you meet your measurement goal? Explain. Summarize what was learned: success, failure,
unintended consequences, etc.

Act: (Describe what you concluded from this cycle.)

Based on what was learned, please indicate what action Describe what modifications to the plan will be
will be considered. made for the next cycle based on what you
learned.

O Adapt: modify changes and repeat PDSA Cycle
O Adopt: expanding changes throughout organization

O Abandon: change approach and repeat PDSA cycle
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Appendix D-2: PDSA Monthly / Quarterly Progress Report

Event:
Person Complete Report: Date:
Patient Safety Officer Contact
Information:
Monthly / Quarterly Report
Items Description

1. What is your goal?

2. Report on the PDSA cycle

3. What system and practices
are working well? Explain.

4. What areas for improvement
did the data identify?

5. What barriers or system
issues have been encountered
implementing action activities?

6. Action plans to address the
barriers or system issues

7. Lesson learned

8. Support needed

9. Additional discussion

Notes:
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Appendix E: Checklist Example: Injuries from Falls and Immobility

will Notes (Responsible

Process Change In Place | Not 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 PharmD

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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Appendix F: Policy Example

[Reference: Hospital Policies. MERCY Hospital. https://www.mercyhospital.org.nz/about-us/mercy-
hospital/policies/ruleFile/1]

MERCY HOSPITAL POLICY AND INFORMATION MANUAL
Date Issued: 07/01 08/14
PERSONAL PROTECTIVE EQUIPMENT POLICY Date Last Revised: 08/17
Page 1 of 2 Next Review Date: Policy Committee
Approved By:

Key Words: personal protective equipment, PPE, safety equipment,

Policy Applies to:

o All staff employed by Mercy Hospital;
e Credentialed Specialists, Allied Health Professionals, patients, visitors and contractors will be supported in
meeting policy requirements.

Related Standards:

e Infection and Prevention and Control Standards NZS 8134.3:2008
e Health and Safety in Employment Act 1992

e EQuIP5-1.5.1 and 1.5.2 Infection Control

e EQuIPS5 - Standard 3.2 Criterion 3.2.1 Health and Safety

Rationale:
Mercy Hospital will provide suitable personal protective equipment (PPE) when the risk to health and safety cannot
be eliminated or adequately controlled by other means.

Definitions:
Personal protective equipment (PPE) means all equipment which is intended to be worn or held by a person to
protect them from risk to health and safety while at work.

Examples of PPE include: protective footwear, gloves, hard hats/helmets, clothing affording protection from the
weather, visibility clothing, eye and face protection.

Objectives:
e To ensure appropriate PPE is identified to minimize hazards not able to be controlled by elimination or
isolation;

e To ensure fit for purpose PPE is provided at Mercy Hospital for use by staff;
e To ensure adequate training in the use of PPE is provided;
e To monitor the use of PPE and evaluate effectiveness.


https://www.mercyhospital.org.nz/about-us/mercy-hospital/policies/ruleFile/1
https://www.mercyhospital.org.nz/about-us/mercy-hospital/policies/ruleFile/1
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MERCY HOSPITAL POLICY AND INFORMATION MANUAL
Date Issued: 07/01 08/14
PERSONAL PROTECTIVE EQUIPMENT POLICY Date Last Revised: 08/17
Page 2 of 2 Next Review Date: Policy Committee
Approved By:

Implementation:

Risk Management
Department Managers, the Occupational Health/ Infection Prevention and Control Nurse (OH/IPC Nurse) and
Health and Safety/ Infection Control Representatives (HSIC reps) will in consultation with staff:

Ensure PPE requirements are identified when carrying out risk assessments of activities;

e Regularly review the risk assessment of activities if substances or work processes change;

e Identify the most suitable type of PPE that is required;

e Ensure PPE is available to those who need it;

e Inform staff of the risks involved in their work and why PPE is required;
e  Monitor compliance.

Process
Manager’s Responsibilities
Must ensure that:

e PPE requirements are considered when risks are assessed;
e Suitable PPE is provided and made accessible to employees;
e PPE is properly stored, maintained, cleaned repaired and replaced when necessary;

e Adequate information and training is provided to those who require PPE;
e PPEis properly used;
e Use of PPE is monitored and reviewed.

Employee’s Responsibilities All employees must
ensure that:

e They use PPE whenever it is required;

e Attend and comply with training, instruction and information;

e Check the condition of their PPE;

e Store, clean and maintain their PPE;

e Report losses, defects or other problems with PPE to their manager.

Evaluation:
e Staff health and safety orientation
e Environmental audits
e Incident reports
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Overview

Summerlin Hospital Medical Center 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. Summerlin
Hospital Medical Center operates as a Patient Safety Organization to further its
commitment in promoting patient safety and assuring that Summerlin Hospital Medical
Center remains at the forefront in the delivery of safe and effective clinical care. The
Member Patient Safety Evaluation System (PSES) is utilized by Summerlin Hospital
Medical Center 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 Summerlin Hospital Medical Center. 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 Summerlin Hospital Medical Center
policies. Summerlin Hospital Medical Center 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:

e Systematic and objective monitoring and evaluation of reports of injuries, accidents,
patient safety issues, safety hazards, and/or clinical services findings.

e I|dentification and assessment of general areas of actual or potential risk in the
clinical aspects of the delivery of patient care and safety.

* 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.



e Aggregation of data/information collected for integration in information
management systems and use in managerial decisions and operations.

Il. Mission and Vision

Summerlin Hospital Medical Center’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:

o Collaboration of administrative leadership, medical staff, and other healthcare
providers to deliver integrated and comprehensive high quality healthcare.
J 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.

J Preservation of dignity and value for each patient, family member, employee,
and other healthcare providers.

J 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.
) Education of staff and physicians to assure coordination and integration of care

across disciplines and specialties.
Summerlin Hospital Medical Center 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



Summerlin Hospital Medical Center has a designated Risk Director/Manager responsible
for patient safety risk identification and reduction for their respective facilities. The
designated Risk 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


https://www.leg.state.nv.us/nrs/NRS-439.html#NRS439Sec865

Health Organization (WHO) and the Society for Healthcare Epidemiology of America
(SHEA); and

e Facility-specific infection control developed under the supervision of a Certified Infection
Preventionist.

C. Patient Safety

Summerlin Hospital Medical Center 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 Summerlin Hospital Medical Center 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 Riskonnect (STARS) and Midas) to maintain and manage
PSWP.

1. 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.

2. Membership:

In accordance with NRS 439.875, the committee core membership consists of the
following Key Members: (CEO{member of the Executive or Governing Body}, CNO,
Physician, Risk Management and others designated as Patient Safety Officer, Quality
Designee, Infection Control Officer, , and Pharmacy). 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 (CFO) of the medical facility. A Patient Safety Committee established
pursuant to this section must meet at least once every calendar year.

3. 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.

4. Duties and Responsibilities:

Summerlin Hospital Medical Center’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.

J 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.”

J 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.

J 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:

e Monitor and document the effectiveness of the patient identification 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 health care. The personal identifiers
may include, without limitation, the name and date of birth of the patient.

e Monitor and document the effectiveness of the hand hygiene protocol or policy.

e Review policy to ensure compliance with the Patient Safety Checklists pursuant
to NRS 439.877.




e 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)(d).

e Receive reports from the Patient Safety Officer pursuant to NRS 439.870.

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

e 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.

e 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.

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.

D. 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


https://www.leg.state.nv.us/nrs/NRS-439.html#NRS439Sec877
https://www.leg.state.nv.us/nrs/NRS-439.html#NRS439Sec870
https://www.leg.state.nv.us/nrs/NRS-439.html#NRS439Sec877
https://www.leg.state.nv.us/nrs/NRS-439.html#NRS439Sec877

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.

Summerlin Hospital Medical Center 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.

E. 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
organizational function and details specific strategies for managing risk in these areas.

In addition to the delineated elements, the TERM program also includes an evaluation of
clinical practices that have or are likely to result in liability or patient harm. The TERM
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 lll. 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 programes, including the EPA, TJC, etc.

Element VII. 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
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.

F. 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.

G. Riskonnect (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 Summerlin Hospital Medical Center
RM to the Governing Board of all claims activities.

H. 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
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.

I. 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.

The Joint Commission’s root cause analysis framework and action plan table should be
used as a reference. 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.

° Assemble and encourage a supportive and proactive team.

J Assign investigative and implementation tasks to the team members.

J Conduct and be actively involved in the investigation, RCA and corrective action

plan implementation process.
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. Communicate the progress of the investigation, institutional barriers and
finalized action plan to executive leadership.
J Monitor goals and progress towards completion of the Corrective Action Plans.

J. Patient Safety Checklists

By NRS 439.865, the Patient Safety Plan must include the Patient Safety Checklists and Patient
Safety Policies, NRS 439.877, 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:

11


https://www.leg.state.nv.us/nrs/NRS-439.html#NRS439Sec865

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.

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.)

K. Patient Safety Policies

The Patient Safety Policies must include, without limitation:

o 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.

L. MEMBER PATIENT SAFETY EVALUATION SYSTEM (PSES)

The Patient Safety and Quality Improvement 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
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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
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.

M. 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.

e Facility specific risk Issues
e Safety Watch newsletters
e  MIDAS Focus advisories

e C(Clinical Risk Alerts

e Medication Safety Alerts

IV. Acute Care Division Patient Safety Priorities, Goals and Objectives for 2021

o Surgical and Procedural Safety

o Wrong Site Surgery (WSS)

= Goal: A 50% reduction in WSS events for 2021. Ultimately, the goal is zero
(0).

= Monitor through Midas event reporting and the Patient Safety
Dashboard. Report monthly with oversight by CPSC.
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o Retained Procedural items (RPIs)

o OBHRU

Goal: Prevent RPIs- a 50% reduction in RPIs with harm for 2021.
Ultimately, the goal for RPIs is 0.

Monitor through Midas event reporting and the Patient Safety
Dashboard. Report monthly with oversight by CPSC.

o Reduction/Elimination of serious harm by reducing the response time to
excessive obstetrical bleeding initiative. As evidenced by:

Goal: Quantification of blood loss will occur at 95% of all deliveries as
evidenced by facility results in a Healthy Intent / Analytics dashboard.
Goal: A debrief will be completed on 100% of hemorrhages >1500ml.
Monitor through Healthy Intent/ Analytics dashboard, Midas/ENS/Claims
data, facility education reports, and the Patient Safety Dashboard. Report
monthly with oversight by CPSC.

o Reduction / elimination of serious harm by increasing the intervention rate for
uterine tachysystole and fetal heart rate category Il algorithm compliance.

Goal: To be developed in 2Q 2021.

o CLABSI Initiative

o Goal: CLABSI will be reduced to less than the national CMS mean Standardized
Infection Ratio (SIR: CLABSI 0.736) in 2021.

o Monitor through CDC's National Healthcare Safety Network (NHSN) and the
Patient Safety Dashboard. Report quarterly with oversight by CPSC.

o Safe Medication Use

o Reduce the preventable occurrences of Opioid Induced Respiratory Events
(OIRD) in 2021.

Goal: Decrease the number of preventable OIRD events by 10%.

Goal: Each facility will track and trend naloxone administrations and will
identify a performance improvement project related to safe use of
opioids by March 1, 2021.

Goal: 100% of Acute Care facilities will have a medication safety
committee that utilizes a standardized charter and agenda by June 1,
2021

o Monitor through MIDAS reports, Cerner ICD-10 codes and other intervention
data and the Patient Safety Dashboard. Report quarterly with oversight by CPSC.
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o Reduce Falls and Falls with Injury

Goal: 10 % reduction in the number of falls by end of 2021.

Goal: 10% reduction in the rate of falls by the end of 2021.

Goal: 10% reduction in the rate of falls with injury by the end of 2021.

Goal: A debrief will be completed within 72 hours for 100% of falls with injury.
Monitor through MIDAS event reporting and the Patient Safety Dashboard.
Report quarterly with oversight by CPSC.

O O O O O

o Decreasing Hospital Acquired Pressure Injuries

o Goal: 10% reduction of NPOA rate for all HAPI stages in the Acute Care Division
by the end of 2021.

o Monitor through Midas event reporting and the Patient Safety Dashboard.
Report quarterly with oversight by CPSC.

o Culture of Safety

o Goal: reduce the number of GHI events (serious safety event rate) for the Acute
Care Division by the end of 2021. Ultimately, the goal is O.
= Monitor through MIDAS event reporting and the Corporate Patient Safety
Dashboard. Report monthly with oversight by CPSC.
o Goal: 100% of 2021 Patient Safety Plan Priorities will be implemented within the
hospitals.

o Workplace Violence
o Goal: 10% reduction in Workplace Violence events by the end of 2021.

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.
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C. Dashboards

The Risk Management/Patient Safety Dashboard and the Environment of Care
includes multiple indicators to demonstrate the facility’s performance as to patient
safety markers. These include event reporting statistics, overall harmful event rate,
fall rate including harmful event rate, medication event rate including harmful
medication events or adverse drug events, serious harm OB events, pressure injury
rates, infection variances, and procedural events.

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

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.
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VIII. 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.

Appendix A: Checklist Example: Injuries from Falls and Immobility

In Not Wil Notes
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 1to 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

17
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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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This plan was created and revised by the Kindred Hospital Las Vegas Sahara Campus Patient Safety
committee/team. Implementation of this plan is intended to optimize the healthcare quality and
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.

Patient Safety Committee/Program
Kindred Hospital Las Vegas Sahara Campus
5110 West Sahara Avenue
Las Vegas, Nevada 89146

TA
Director of Quality Management
702-790-0827

HS
Chief Executive Officer
702-790-0855

ES
Chief Clinical Officer
702-790-0801
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Kindred Hospital Las Vegas Sahara Campus

Commitment to Patient Safety

Kindred Hospital Las Vegas Sahara Campus 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 our mission, vision, and values, Kindred Hospital Las Vegas Sahara Campus Patient Safety and
Quality Improvement program promotes:

e (Collaboration of healthcare, leadership, medical staff, and other healthcare providers to deliver
integrated and comprehensive high quality healthcare.

e 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.

e Preservation of dignity and value for each patient, family member, employee, and other healthcare
providers.

e Responsibility for every healthcare related decision and action.

e 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.

e Incorporation of evidence-based practice guidelines to deliver high quality healthcare.

e Education of staff and physicians to assure participation of healthcare providers.

Scope and Purpose

The scope of this Quality and Patient Safety Plan is organizational-wide/hospital-wide/agency-
wide which includes but is not limited to

e Patient safety

e Visitor safety

e Employee safety

All staff in Kindred Hospital Las Vegas Sahara Campus are required to fully support and participate
in this plan, and devote their expertise to the patient safety and healthcare quality improvement
process.

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, Kindred Hospital Las Vegas Sahara Campus 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
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core principles of this plan include:

e All staff have the same goal and contribute their knowledge, vision, skill, and insight to improve the
process of the Patient Safety Plan.

e Decisions will be based on data and facts, and staff will be encouraged to learn from the
experiences.

e Customer based including patients, families, and visitors.

e Promote systems thinking.

e Employ well-trained and competent staff maintaining high healthcare quality.

Roles and Responsibilities

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 Plan is promoted and
executed successfully.

The Patient Safety Committee Organization

Patient Safety Committee Organization
Sahara Campus

Governing Board

Quality Council

Patient Safety &
Reliability

Patient Safety

Return to Acute
Infection Contrel - Performance
Committee Improvement
Committee

Roles and Responsibilities
e Inaccordance with NRS 439.875, a patient safety committee must be comprised of:

Kindred Hospital Las Vegas Sahara Safety Plan Page 4


https://www.leg.state.nv.us/nrs/NRS-439.html#NRS439Sec875
https://www.leg.state.nv.us/nrs/NRS-439.html#NRS439Sec875

Kindred Hospital Las Vegas Sahara Campus

The infection control officer of the medical facility;

The patient safety officer of the medical facility, if he or she is not designated as the infection
control officer;

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

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 of the medical facility;

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 (CFO) of the medical facility.

The roles and responsibilities are defined below (Please modify them as needed.)

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 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.
Review and evaluate the quality of measures carried out by the facility to improve the safety of
patients who receive treatment.
Review and evaluate the quality of measures carried out by the facility to prevent and control
infections.
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.
At least once each calendar month (or quarter depending on the number of employees and
contractors 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 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.
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Kindred Hospital Las Vegas Sahara Campus

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.

Root Cause Analysis (RCA) Team Responsibilities

Root Cause interviews, analysis, investigation, and corrective action plan implementations.
Participates in the RCA meetings and discussions.

Communicate honestly and openly about only data and facts to the team members and their
supervisors/leaders.

Patient Safety Officer Responsibilities (based on NRS 439.870)

Serve on the 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 patient safety committee regarding any action taken in accordance with the
responsibilities above.

Infection Control Officer Responsibilities (based on NRS 439.873)

Serve on the 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 and severity of infections at the
facility.

Take such action as determines is 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.

RCA Team Leader 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.
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e Provide training, education and direction to create RCA process that incorporate the Patient Safety
and Quality Improvement elements.

RCA Facilitator Responsibilities
e Provide vision and leadership to the Root Cause Analysis process
e  Work with the Director of Quality Management to assure process changes are implemented

e Guide the staff in the process of discovery and mitigation of future process failures

Executive or Governing Body Staff Responsibilities
e Provide vision and leadership to Patient Safety and Quality Improvement process, and develop and

foster a safe learning and improving culture.

e Provides oversight to the healthcare quality improvement processes and teams.

e Plan, discuss, and generate the organization patient safety goals and activities, in conjunction with
the patient safety action plans

e Provide fiduciary responsibilities

The Patient Safety Committee will meet monthly to accomplish the following:
e Report and discuss sentinel events which include:
o Number of sentinel events from previous calendar month.
o Number of severe infections that occurred in the facility.
e Corrective Action Plan for the sentinel events and infections
o Evaluate the corrective action plan.
e Patient safety policies and checklists
o Atleast annually evaluate Patient Safety policies and checklists
o Revise the patient safety policies and checklists as needed.
o Monitor and document the effectiveness of the patient safety policy.
A RCA meeting will meet as needed to accomplish the following:
e Define the healthcare issues or potential risks.
e Conduct Root Cause Analysis
o Reviewing and analyzing the data.
o Reviewing the RCA process and quality improvement related activities and timelines.
o Brainstorming issues or the potential risks by using the fishbone diagrams.
o Identify the contributing factors and conduct the Root Cause Analysis.
e Conduct Corrective Action Plan
Identifying the Plan-Do-Study-Act (PDSA) topics.
Discussing corrective action process and activities.
Discussing and presenting possible changes in procedure to improve areas indicated.
Identifying strengths and areas that need improvement.

O O O O

Developing strategies, solutions, and steps to take next.
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e |dentify barriers and technical assistance needs for supporting the RCA efforts.

A meeting agenda and minutes noting follow-up tasks will be kept.

Objectives and Goals of the Quality and Patient Safety Plan

Planned
jecti | P R ible P
Objective Goals an Completion Date esponsible Party

1) Dedicated licensed
personnel assigned
for weekly dressing
changes with
compliance to
identifications. (e.g.
Initial and date)

2) Educate and enforce
appropriate use of
blood culture
collection process by
end of second

GOAL: quarter to reduce
Reduce contamination rate.
CLABSI by Educate staff on
CLAB§| 10% blood collection from 12/31/21 ICP/CCO
Reduction peripheral and
2020 .
CLABSI Rate central line sites.

1.05

3) Re-educate and
reinforce to staff the
importance of
patient bathing with
CHG.

4) Central line
maintenance audits
will be conducted
daily by nurse
manager and
Infection
Preventionist
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CAUTI
Prevention

GOAL:
Reduce
CAUTI by
10%
2020 CAUTI
Rate 1.22

1)

2)

3)

4)

Educate and enforce
staff compliance to
the Urinary Catheter
protocol approved by
MEC/GB policy

Patients admitted
with a urinary
catheter in place will
be assessed upon
admission by a
Registered Nurse for
removal following
the indwelling
urinary catheter
discontinuation
protocol.

Urinary catheter
maintenance audits
will be conducted
daily by nurse
manager/ICP

Enforce use of
appropriate urine
collection kits

12/31/21

ICP/CCO

NOWPU
Prevention

Reduce
NOWPU by
10%
2020 Rate —
2.99%

1)

2)

3)

4)

Wound assessment
by admitting nurse
and verified by the
Wound Nurse with
wound
measurement
within 48 hours.
Weekly re-
assessment by the
wound team
Braden Scale,
Repositioning,
Assessment and
Wound Education
to Patient Family
Score

Place patient on
the appropriate

12/31/21

Wound Care
Coordinator/ Chief
Clinical Officer
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bed surface as well
as treatment plan
5) Repositioning Q
2hours
6) RCA done for each
event
1) Vaccine Education at
time of hire to include
required vaccines,
influenza, and other
mandated vaccines i.e
CovID
2) Provide CDC, state health
Improve flu
. department, and other
vaccine by .
regulatory education to
5% 2013- staff and patients/families
Employee 2020 Employe.e He:fllt.h
Health season = | 3) Monitor use of face 12/31/21 Nurse/ Ch.lef Clinical
96% 2020- | masks, PPE, and hand Officer
2021 hygiene by all personnel
S€ason = | ip patient care areas (TST
98% audits)
4) Provide staff and
patients/families with Just
in-Time education for
pandemic and
other situations requiring
vaccines i.e. COVID-19
vaccinations
1) Antibiotic
Stewardship
Reduce Meetings Qmonth
andmicrobial || STEOEC | e Director
Stewardship 35% of MD rounding 12/31/21 Ph?\;m;.cy/llg!?/CCO/lD
total drug 3) Staff, physician and edical Director
cost Leadership
Education on
antimicrobials
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Fall
Reduction

Reduce falls
by 10%

1)

2)

3)

4)

Fall risk assessment
completed for each
patient upon
admission, every 7
days and with any
change of condition
or change in
medication that
increase tendency
for falls.

Continue with Fall
Reduction rounding
Staff education
regarding Fall
Prevention on hire
and annually
thereafter

Post-fall
assessment
completed and a
re-assessment of
the Fall screening
and
complete/update
Nursing Care Plan
after each event

12/31/21

DQM/CCO

Unplanned
Return to
Acute Care
within 30
days
Performance
Improvement
Team
(Market and
Medical
Staff)

2020-2021
Decrease
current RTA
rate of 13.99
to meet est.
goal of 6.59.

1)

2.)

RTA Performance
Improvement Team
formed with
physician
participation

All RTA’s are
reviewed by clinical
and medical staff

12/31/21

DM
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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.”

Kindred Hospital Las Vegas Sahara Campus will use RCA process to determine the contributing
factors and the underlying reasons for the deficiencies or failures. The Plan-Do-Study (check)-Act
(PDSA or PDCA) is the model, which was developed by the Institute of Health Care
Improvement, which we will use to test the changes.

Define a problem

Quality and Patient
Safety Plan

Test the Best

Solutions &

Implementation

Kindred Hospital Las Vegas Sahara Safety Plan Page 12



https://www.leg.state.nv.us/nrs/NRS-439.html#NRS439Sec837
https://www.leg.state.nv.us/nrs/NRS-439.html#NRS439Sec835
https://www.leg.state.nv.us/nrs/NRS-439.html#NRS439Sec835

Kindred Hospital Las Vegas Sahara Campus

Root Cause Analysis
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.

Root cause analysis and action plan framework table, which was introduced by the Joint Commission. It
contains 24 analysis questions. It guides the organization to the steps in a root cause analysis. Not all the
questions apply to all the events or cases. This table can be used individually or with the fishbone diagram.

5 Whys technique will be used in Kindred Hospital Las Vegas Sahara Campus to explore the cause and effect
relationship underlay a problem. One can find the root causes by asking “why” no less than five times. This
technique can be used individually or as a part of the fishbone diagram.

Fishbone Diagram

Once the problems are identified, a Fishbone Diagram (Appendix C) will be used for analyzing the problems.
You can use the fishbone diagram individually to analyze the root causes, or use it with the root cause
analysis and action plan framework table.

A Fishbone Diagram, also called a Cause-and-Effect diagram, is a useful tool for a team to structurally
brainstorm by discovering possible underlying factors or root causes from different major categories for the
chosen problems. General categories used include: people, methods, materials, measurements, education,
procedures, process, location, environment, etc. RCA team members will brainstorm and ask multiple
times, “why did this happen?” for each cause until all ideas are exhausted. The highest priority root causes
will be chosen for PDSA topics. Once all the categories are established on the fishbone diagram, 5 Why’s
technique also can be used to drill down the problem and find the root causes.

Model for Improvement

The Model for Improvement is a collaborative and ongoing effort model to improve the product and
services quality and process. It provides multi-disciplinary quality 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.
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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?

Study Study process and results
Act Plan

Study Do Adjust, adopt, or abandon

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.

o What is the objective of the test?

o What are the steps for the test - who, what, when?

o How will you measure the impact of the test?

o What is your plan to collect the data needed?

o What do you predict will happen?

Do--make changes designed to correct or improve the situation. Use the following questions for the
guidance.

o What were the results of the test?

o Was the cycle carried out as designed or planned?

o What did you observe that was unplanned or expected?

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.

o Did the results match your prediction?

o What did you learn?

o What do you need to do next?

Act--If the result is successful or desirable, standardize the changes and then work on the
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next prioritized 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.

PDSA worksheet will be used to map the potential change strategies and to establish a course of action.
The PDSA worksheet and the PDSA progress report are attached in Appendix D-1.

Data Collection and Reporting

Data should drive any quality and patient safety effort. Kindred Hospital Las Vegas Sahara
Campus is using the Kindred Event Reporting System for tracking the incident and sentinel
events, NHSN for reporting healthcare infection data, WeblZ for reporting vaccinations, and
Business Warehouse and Meditech 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 Quality and Patient Safety
plan include the data from:

e AHRQ: Agency for Healthcare Research & Quality

e CDC: Centers for Disease Control and Prevention
e CMS: Centers for Medicare & Medicaid Services
e NQF: National Quality Forum

e NHSN: National Healthcare Safety Network

e TIC: The Joint Commission
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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) Quality and Patient Safety
report . . . Plan update
2) Severity of infection report
2) Severity of infection . 2) Checklists and Policies
3) Review and evaluate the L .
report reviewing and revising

measure of improvement of
3) RCA assessment patient safety

4) Review and evaluate the
measurement to prevent and
control infections

Assessment of the Quality and Patient Safety Plan

Please see the Patient Safety Assessment Tool (PSAT) from the VA National Center for Patient Safety for
your reference.

Patient Safety Checklists and Patient Safety Policies

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.
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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.

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.

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.

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:

e 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
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for Disease Control and Prevention (CDC), the World Health Organization (WHO) and the Society
for Healthcare Epidemiology of America (SHEA); and

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

The patient safety checklists are listed in Appendix E. (The following links provide some patient safety
checklists for your reference— a checklist example is shown in Appendix E.)

http://www.hpoe.org/Reports-HPOE/CkLists PatientSafety.pdf

http://www.who.int/patientsafety/implementation/checklists/en/

The patient safety policies are listed in Appendix F. (The following link provides you some patient safety
policies for your reference—a policy example is shown in Appendix F.)
https://www.mercyhospital.org.nz/about-us/mercy-hospital/policies/ruleFile/1

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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Reference

e Root Cause Analysis Toolkit http://www.health.state.mn.us/patientsafety/toolkit/

e Quality and Service Improvement Tools
http://www.institute.nhs.uk/quality and service improvement tools/quality and service improv
ement tools/plan do study act.html

e CQl 101 An Introduction to Continuous Quality Improvement:
https://www.coursehero.com/file/13827355/CQl-Overviewppt/
e Quality Improvement http://www.hrsa.gov/quality/toolbox/methodology/qualityimprovement/

e Root Cause Analysis http://www.patientsafety.va.gov/professionals/onthejob/rca.asp
e Patient Safety Systems Chapter, Sentinel Event Policy and RCA2
https://www.jointcommission.org/sentinel event.aspx

e Hospital Policies https://www.mercyhospital.org.nz/about-us/mercy-hospital/policies/ruleFile/1
e Checklists to Improve Patient Safety http://www.hpoe.org/Reports-HPOE/CkLists PatientSafety.pdf
e Patient Safety Checklists http://www.who.int/patientsafety/implementation/checklists/en/

e Minutes of the Meeting of the Quality and Patient Safety Committee
http://www.cookcountyhhs.org/wp-content/uploads/2013/12/09-23-14-QPS-scan-Minutes.pdf
e Title 40 — Public Health and Safety https://www.leg.state.nv.us/NRS/NRS-439.html
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Appendix 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-Associated 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:

e Surgical site infections;

e Ventilator-associated pneumonia;

e Central line-related bloodstream infections;

e Urinary tract infections; and

e 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)

Kindred Hospital Las Vegas Sahara Safety Plan Page 20


http://www.ahrq.gov/downloads/pub/advances2/vol1/advances-emanuel-berwick_110.pdf
https://www.leg.state.nv.us/nrs/NRS-439.html#NRS439Sec830
http://leg.state.nv.us/Statutes/18thSS/Stats2002SS1801.html#Stats2002SS1801page13
http://leg.state.nv.us/Statutes/73rd/Stats200507.html#Stats200507page599
http://leg.state.nv.us/Statutes/77th2013/Stats201302.html#Stats201302page217
https://www.leg.state.nv.us/nrs/NRS-439.html#NRS439Sec802
https://www.leg.state.nv.us/nrs/NRS-439.html#NRS439Sec890
https://www.leg.state.nv.us/Statutes/73rd/Stats200507.html#Stats200507page599
https://www.leg.state.nv.us/Statutes/75th2009/Stats200906.html#Stats200906page553

Kindred Hospital Las Vegas Sahara Campus

Medical Facility (NRS 439.805)
“Medical facility” means:
e A hospital, as that term is defined in NRS 449.012 and 449.0151;
e An obstetric center, as that term is defined in NRS 449.0151 and 449.0155;
e Asurgical center for ambulatory patients, as that term is defined in NRS 449.0151 and 449.019; and

e An independent center for emergency medical care, as that term is defined in NRS
449.013 and 449.0151.
(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 occursin a

patient who had an associated indwelling urethral urinary catheter in place within the 7-day period
before the onset of the UTI (Centers for Disease Control and Prevention, The National Healthcare
Safety Network (NHSN) Manual: Patient Safety Component Protocol; 2009. Available at
http://www.premierinc.com/safety/topics/guidelines/downloads/NHSN Manual PatientSafetyProt
ocol CURRENT b.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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Appendix B: Patient Safety Goals

ACTION PLAN:

1. Create Systems that a. Enhance retrospective chart review )
anticipate errors & process. _ Implement Trigger Tools.
ith t tch b. Establish an automated surveillance
elther prevent or catc process. Complete an in-depth analysis
them before they ; i f risk poi ilizing th Develop automated
h c. Conduct aproactive risk assessment in a of risk point utilizing the corveliiance reports in Cernes.
cause narm. hi.gh risk area. methods of FMEA. . port =
B L::l:r'::reé‘t m:ictpm;:z:?:aw Implemented e- Create process for
Syste MERS & PS50 reviewing & closing
sl e Patient Safety Organization. with UHC. reports in e MERS.
for reporting and a b. Dewvelop a structure to educate
process for managing employees system-wide of the process i SR
reports in the event for reporting hazards, errors and —e i)
reporting system. adverse events. Create process for
c. Establish a process for providing communicating outcome of
feedback regarding reported events. reported _events.
= - - Educate Medical staff, Hospital Wide Owersight & the Quality
3. Develop a Culture of a. Provide education on patient safety plan . o .
sa where = iders that emphasizes importance of blending Committees on the objectives and goals of the patient safery plan.
feel safe and a systems focus with appropriate Include patient safety presentation in monthly MNew Employee
supported when they individual accountability. Orientation.
N b. Establish a recognition program that
report medical errors rewards safe practices. Develop ‘Great Catch’ awards
or near misses & voice c. Improve overall perceptions of safety as k-l
concerns about patient measured by the Culture of Safety Re-evaluate culture of safety
safetv. Survey. and dewelop action plan
= Present Patient Safety Dashboard monthly to Hospital Wide Owversight
a. Dewelop Patient Safety Dashboard that |
includes national measures and EENTMN e e
ben_chmarl:s. Complete 2014 Leapfrog . . . . .
4. Establish s.ﬁw b. Facilitate the clevelopment of action P —— Establish & implement a plan to improwe performance of each leap.
Priorities & Targets. plans associated with measures not
meeting benchmarks. Develop method to track & report
c. Assess and improve processes related to departmental progress and
hand-off, transition and communication compliance of RCA action plans.
5. Charter = c Sfrie Impr ment Efforts in Establish Patient Safety Council.
P. th !h order to ensure that capital, people,
R facilities & technologies are matched to Estal_;lish worllc.groups focused on medication safety, reducing patient falls &
tea]rns;:sworkgroups or strategic priorities for safe practices. hospital acquired pressure wlcers.
projects. b. Reduce and eliminate wvariation in care.

Revise or develop policies, procedures and protocols.

Reference: Patient Safety Plan and Its Applicable Goals. 2014. Cook County Health and Hospitals System.
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Appendix C: Fishbone Diagram
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Appendix D-1: PDSA Worksheet

PDSA Worksheet
Topic:
Person Completing Worksheet: Date:
Telephone/ Email: Cycle:
Patient Safety Committee Members
CEOs/CFOs

Patient Safety Officer
Infection Control Officer
Other Medical Staff

Other team members

Aim: (Describe the overall SMART goal that your team wishes to achieve.)

Plan:

1. List the tasks needed to set up this test of change.

2. Predict what will happen when the test is carried out.
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3. List the steps to develop the test-who, what, and when.

Steps

By Whom By When Desired
Outcome

Do: (Describe what actually happened when you ran your test, including any problems and unexpected

findings.)

Stucly: (Describe what you learned and did you meet your measurement goal?)

Did you meet your measurement goal? Explain.

Act: (Describe what you concluded from this cycle.)

Based on what was learned, please indicate what action
will be considered.

O Adapt: modify changes and repeat PDSA Cycle
O Adopt: expanding changes throughout organization

O Abandon: change approach and repeat PDSA cycle

Summarize what was learned: success, failure,
unintended consequences, etc.

Describe what modifications to the plan will be
made for the next cycle based on what you
learned.
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Appendix D-2: PDSA Monthly / Quarterly Progress Report

Event:

Person Complete Report: Date:
Patient Safety Officer Contact
Information:
Monthly / Quarterly Report
Items Description

1. What is your goal?

2. Report on the PDSA cycle

3. What system and practices
are working well? Explain.

4. What areas for improvement
did the data identify?

5. What barriers or system
issues have been encountered
implementing action activities?

6. Action plans to address the
barriers or system issues

7. Lesson learned

8. Support needed

9. Additional discussion

Notes:
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Appendix E: Checklist Example: Injuries from Falls and Immobility

Process Change

In
Place

Not
Done

Will
Adopt

Notes
(Responsible &
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 PharmD

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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Appendix F: Policy Example

[Reference: Hospital Policies. MERCY Hospital. https://www.mercyhospital.org.nz/about-us/mercy-
hospital/policies/ruleFile/1]

T MERCY HOSPITAL POLICY AND INFORMATION MANUAL
Date Issued: 07/01 08/14
PERSONAL PROTECTIVE EQUIPMENT POLICY Date Last Revised: 08/17
Page 1 of 2 Next Review Date: Policy Committee
Approved By:

Key Words: personal protective equipment, PPE, safety equipment,

Policy Applies to:
e All staff employed by Mercy Hospital;

e Credentialed Specialists, Allied Health Professionals, patients, visitors and contractors will be supported in
meeting policy requirements.

Related Standards:

e Infection and Prevention and Control Standards NZS 8134.3:2008
e Health and Safety in Employment Act 1992

e EQuIP5-1.5.1 and 1.5.2 Infection Control

e EQuIPS5 - Standard 3.2 Criterion 3.2.1 Health and Safety

Rationale:
Mercy Hospital will provide suitable personal protective equipment (PPE) when the risk to health and safety cannot
be eliminated or adequately controlled by other means.

Definitions:
Personal protective equipment (PPE) means all equipment which is intended to be worn or held by a person to
protect them from risk to health and safety while at work.

Examples of PPE include: protective footwear, gloves, hard hats/helmets, clothing affording protection from the
weather, visibility clothing, eye and face protection.

Objectives:
e To ensure appropriate PPE is identified to minimize hazards not able to be controlled by elimination or
isolation;
e To ensure fit for purpose PPE is provided at Mercy Hospital for use by staff;

e To ensure adequate training in the use of PPE is provided;
e To monitor the use of PPE and evaluate effectiveness.
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MERCY HOSPITAL POLICY AND INFORMATION MANUAL
Date Issued: 07/01 08/14
PERSONAL PROTECTIVE EQUIPMENT POLICY Date Last Revised: 08/17
Page 2 of 2 Next Review Date: Policy Committee
Approved By:

Implementation:

Risk Management
Department Managers, the Occupational Health/ Infection Prevention and Control Nurse (OH/IPC Nurse) and
Health and Safety/ Infection Control Representatives (HSIC reps) will in consultation with staff:

Ensure PPE requirements are identified when carrying out risk assessments of activities;

e Regularly review the risk assessment of activities if substances or work processes change;

e Identify the most suitable type of PPE that is required;

e Ensure PPE is available to those who need it;

e Inform staff of the risks involved in their work and why PPE is required;
e  Monitor compliance.

Process
Manager’s Responsibilities
Must ensure that:

e PPE requirements are considered when risks are assessed;
e Suitable PPE is provided and made accessible to employees;
e PPE is properly stored, maintained, cleaned repaired and replaced when necessary;

e Adequate information and training is provided to those who require PPE;
e PPEis properly used;
e Use of PPE is monitored and reviewed.

Employee’s Responsibilities All employees must
ensure that:

e They use PPE whenever it is required;

e Attend and comply with training, instruction and information;

e Check the condition of their PPE;

e Store, clean and maintain their PPE;

e Report losses, defects or other problems with PPE to their manager.

Evaluation:
e Staff health and safety orientation
e Environmental audits
e Incident reports
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UNIVERSITY MEDICAL CENTER
PATIENT SAFETY PLAN 2021

I. PURPOSE

University Medical Center of Southern Nevada (UMCSN) 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.

This is achieved through:

e Collaboration of healthcare, leadership, medical staff, and other healthcare providers to
deliver integrated and comprehensive high quality healthcare.

e Honest and open communication that fosters trusting and cooperative relationships among
healthcare providers, staff members, and patients and their families, to ensure accountability
for the patient safety priorities.

e Preservation of dignity and value for each patient, family member, employee, and other
healthcare providers.

e Responsibility for every healthcare related decision and action.

e A focus on continuous learning and improving, system design, and the management of
choices and changes, bringing the best possible outcomes and performances to the facility.

e Incorporation of evidence-based practice guidelines to deliver high quality healthcare.

e Education of staff and physicians to assure participation of healthcare providers.

Il. SCOPE OF ACTIVITIES

The scope of this Patient Safety Plan is organizational-wide which includes but is not
limited to:

e Patient safety

e Visitor safety

e Employee safety

All staff in University Medical Center of Southern Nevada is able to fully support and
participate in this plan, and devote their expertise to the patient safety and healthcare
quality improvement process.

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, UMC has
developed this Patient Safety Plan.
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PATIENT SAFETY PLAN 2021

The plan focuses on the process and systems rather than the individual, and recognizes
both internal and external customers, as well as facilitates the need for analyzing and
improving processes. The core principles of this plan include:

e All staff are encouraged to contribute their knowledge, vision, skill, and insight to
improve the process of the Patient Safety Plan.

e Decisions will be based on data and facts, and staff will be encouraged to learn from the
experiences.

e Customer based including patients, families, and visitors.

e Promote systems thinking.

e Employ well-trained and competent staff maintaining high healthcare quality.

e Failure Mode Effect Analysis (FMEA)

e Culture of Safety Survey

I11.  ROLES AND RESPONSIBILITIES

In accordance with NRS 439.875, UMC has established a Patient Safety
Committee (PSC). The PSC is responsible to oversee UMC’s Patient Safety
Program. As directed by the Board of Governors, the Patient Safety Committee
will act as the hospital’s Grievance Committee.

Patient Safety Committee Organization

Governing Body

Medical Executive Committee

Patient Safety Quality and Patient
Committee Safety Committee

Infection Control Committee
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Roles and Responsibilities

In accordance with_NRS 439.875, a patient safety committee must be comprised of:

The infection control officer of the medical facility

The patient safety officer 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

One member of the executive or governing body of the medical facility.

Patient Safety Committee Responsibilities (NRS 439.875 and NRS 439.877):

The Patient Safety Committee will meet at least monthly.

Receive reports from the patient safety officer pursuant to NRS 439.870.

Review and evaluate the quality of measures carried out by the facility to improve the
safety of patients who receive treatment, including the effectiveness of patient
identification policy.

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

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.

At least once each calendar quarter, 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
previous calendar quarter;

(2) The number and severity of infections that occurred at the facility during the
preceding calendar quarter; and

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

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.

The Patient Safety Committee shall be responsible for generating, evaluating and
reviewing proactive risk assessments for the use of such documents and records in its
proceedings. All risk assessments and associated documentation and records shall be
subject to the applicable privileges under NRS 49.265 and NRS 439.875 provided that it
is generated or produced during the Patient Safety Committee’s review process.
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Patient Safety Officer Responsibilities ( NRS 439.870)
At UMC the Patient Safety Director is designated as the Patient Safety Officer. The Patient
Safety Officer shall perform all duties and responsibilities required under Nevada law, including,
without limitation:
e Serve on the Patient Safety Committee;
e Supervise the reporting of all sentinel events alleged to have occurred at UMCSN,
including without limitation, performing the duties required pursuant to NRS 439.835 ;
e Investigating the occurrence of sentinel events and implementing developed action plans;
e Report to the Patient Safety Committee on actions taken to ensure patient safety.

IV. COMPONENTS AND METHODS

Reporting of patient safety events:

All medical, nursing and support clinical staff should report any event, situation or circumstance
that is significant or potentially significant to patient safety. These events will be reviewed and
investigated as needed

This is accomplished by:

e Completing an event report in accordance with UMCSN policy

e Area manager/designee review and completion of the manager’s section of the
event report

e Quality review by the Center for Quality and Patient Safety

e Review of significant/potentially significant events by the Patient Safety
Officer

e Unit review of actual or potential patient safety events with action plans
reported through the Patient Safety Committee

Mandatory Reporting of Sentinel Events:

Pursuant to NRS 439.835:

e A person who is employed by UMC shall, within 24 hours after becoming aware of a sentinel
event, notify the Patient Safety Officer of the event.

e Within 13 days after receiving notification, the patient safety officer shall report the event to
the Nevada Division of Public and Behavioral Health (DPBH).

o If the Patient Safety Officer personally discovers or becomes aware of a sentinel event, in the
absence of notification by another employee, the patient safety officer shall report the event to
DPBH within 14 days of discovering or becoming aware of the sentinel event.

Disclosure of event to patient/family:
Notification of patients who have been involved in a sentinel event will occur no later than 7 days
after discovering or becoming aware of an event that occurred at the facility. Serious events should
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be disclosed by the attending physician who has responsibility for overall care of the patient. If
that is not possible, the Risk Manager or designee will disclose the event to the patient.

Pursuant to NRS 439.837, UMC, upon reporting a sentinel event will conduct an investigation
concerning the causes and/or contributing factors of the sentinel event and implement a plan to
remedy the causes and/or contributing factors of the sentinel event.

Data Collection and Risk Assessment

Data should drive any quality and patient safety effort. UMC utilizes both
internal and external sources for data collection.

Internal sources include but are not exclusive:

Patient Safety Reporting system

Patient and Family complaints or grievances
Risk Management findings
Morbidity/Mortality reviews

Infection Control information

Compliance findings

Operative/procedural data

Staff verbal reporting

External sources include but are not exclusive:

V.

AHRQ: Agency for Healthcare Research & Quality
CDC: Centers for Disease Control and Prevention

CMS: Centers for Medicare & Medicaid Services

NQF: National Quality Forum

NHSN: National Healthcare Safety Network

TJC: The Joint Commission

DPBH: Nevada Division of Public and Behavioral Health

Patient Safety Checklists and Patient Safety Policies:

Patient Safety Checklists must follow protocols, are utilized to improve the health outcomes of
patients at UMCSN and include, without limitation:

e Checklists related to specific types of treatment, which include documentation that the
treatment provided was properly ordered by the provider of healthcare.

e Checklists to ensuring

e that the patient’s room and overall environment is sanitary.
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e Checklist for patient discharge that must include: proper instructions concerning
prescription medications, aftercare instructions, and any individualized patient
instructions.

Patient Safety Policies include, without limitation:
e Appropriate identification of patient prior to providing treatment requiring at least two
personal patient identifiers
e Nationally recognized standard precaution protocols, including protocols relating to
hand hygiene
e Compliance with the patient safety checklists and patient safety policies

Pursuant to NRS 439.865, Patient Safety Checklists and Policies, is an extension of the Patient
Safety Plan.

V1.  Annual Patient Safety Plan and Evaluation:

The Patient Safety Officer reviews and updates the Patient Safety Plan annually. The Patient Safety
Committee reviews the Patient Safety Plan annually and submits it to the Governing Board.

The Patient Safety Officer prepares a written annual evaluation of the patient safety program. The
annual report assesses patient safety events and actions taken to improve patient safety. The report
will be submitted through the performance improvement structure and to the Governing Board.

At a minimum, the written report includes the following:

e All system and process failures

The number and types of sentinel events

Whether patients and family were notified of events

All actions taken to improve safety

All actions taken in response to analyses related to the adequacy of staffing

VII.  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.

In compliance with 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 will be submitted to the Division of Public and
Behavioral Health.
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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/vol1l/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.”

Near miss: An event or a situation that did not produce patient harm because it did not reach the
patient, either due to chance or to capture before reaching the patient; or it if it did reach the
patient, due to robustness of the patient or to timely intervention (AHRQ)

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.)
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Overview

Valley Hospital Medical Center 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. Valley
Hospital Medical Center operates as a Patient Safety Organization to further its
commitment in promoting patient safety and assuring that Valley Hospital Medical
Center remains at the forefront in the delivery of safe and effective clinical care. The
Member Patient Safety Evaluation System (PSES) is utilized by Valley Hospital Medical
Center 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 Valley Hospital Medical Center. 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 Valley Hospital Medical Center
policies. Valley Hospital Medical Center 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:

e Systematic and objective monitoring and evaluation of reports of injuries, accidents,
patient safety issues, safety hazards, and/or clinical services findings.

e I|dentification and assessment of general areas of actual or potential risk in the
clinical aspects of the delivery of patient care and safety.

* 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.



e Aggregation of data/information collected for integration in information
management systems and use in managerial decisions and operations.

Il. Mission and Vision

Valley Hospital Medical Center’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:

o Collaboration of administrative leadership, medical staff, and other healthcare
providers to deliver integrated and comprehensive high quality healthcare.
J 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.

J Preservation of dignity and value for each patient, family member, employee,
and other healthcare providers.

J Accountability for every healthcare related decision and action based on the
level of risk-taking or egregious behavior identified.

J 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.
) Education of staff and physicians to assure coordination and integration of care

across disciplines and specialties.
Valley Hospital Medical Center 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.

Ill. ROLES AND RESPONSIBILITES
A. Risk Management/Patient Safety Officer

Valley Hospital Medical Center has a designated Risk Director/Manager responsible for
patient safety risk identification and reduction for their respective facilities. The



designated Risk 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
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e Facility-specific infection control developed under the supervision of a Certified Infection
Preventionist.

C. Patient Safety
Valley Hospital Medical Center 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. Valley Hospital Medical Center 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 Riskonnect (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{member of the Executive or Governing Body}, CNO,
Physician, Risk Management and others designated as Patient Safety Officer, Quality
Designee, Infection Control Officer, , and Pharmacy). 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 (CFO) of the medical facility. A Patient Safety Committee established
pursuant to this section must meet at least once every calendar year.

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.

Duties and Responsibilities:

Valley Hospital Medical Center’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 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 health care. The personal identifiers
may include, without limitation, the name and date of birth of the patient.
Monitor and document the effectiveness of the hand hygiene protocol or policy.
Review policy to ensure compliance with the Patient Safety Checklists pursuant
to NRS 439.877.

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)(d).

Receive reports from the Patient Safety Officer pursuant to NRS 439.870.
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e Evaluate actions of the Patient Safety Officer in connection with all reports of
sentinel events alleged to have occurred.

e 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.

e 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.

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.

Valley Hospital Medical Center is required to address the Safety Watch newsletters,
Clinical Risk Alerts and Medication Safety Alerts via their Patient Safety Committee and


https://www.leg.state.nv.us/nrs/NRS-439.html#NRS439Sec877
https://www.leg.state.nv.us/nrs/NRS-439.html#NRS439Sec877

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
organizational function and details specific strategies for managing risk in these areas.

In addition to the delineated elements, the TERM program also includes an evaluation of
clinical practices that have or are likely to result in liability or patient harm. The TERM
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 lll. 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, TJC, etc.

Element VII. 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
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. Riskonnect (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 Valley Hospital Medical Center’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
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.

The Joint Commission’s root cause analysis framework and action plan table should be
used as a reference. 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.

° Assemble and encourage a supportive and proactive team.

J Assign investigative and implementation tasks to the team members.

J Conduct and be actively involved in the investigation, RCA and corrective action
plan implementation process.

J Communicate the progress of the investigation, institutional barriers and
finalized action plan to executive leadership.

J Monitor goals and progress towards completion of the Corrective Action Plans.
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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, NRS 439.877, 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.
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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 Improvement 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
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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
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.

e Facility specific risk Issues
e 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 2021
o Surgical and Procedural Safety
o Wrong Site Surgery (WSS)
= Goal: A 50% reduction in WSS events for 2021. Ultimately, the goal is zero
(0).
= Monitor through Midas event reporting and the Patient Safety
Dashboard. Report monthly with oversight by CPSC.
o Retained Procedural items (RPIs)
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= Goal: Prevent RPIs- a 50% reduction in RPIs with harm for 2021.
Ultimately, the goal for RPIs is 0.

= Monitor through Midas event reporting and the Patient Safety
Dashboard. Report monthly with oversight by CPSC.

o OBHRU

o Reduction/Elimination of serious harm by reducing the response time to
excessive obstetrical bleeding initiative. As evidenced by:
= Goal: Quantification of blood loss will occur at 95% of all deliveries as
evidenced by facility results in a Healthy Intent / Analytics dashboard.
= Goal: A debrief will be completed on 100% of hemorrhages >1500ml.
=  Monitor through Healthy Intent/ Analytics dashboard, Midas/ENS/Claims
data, facility education reports, and the Patient Safety Dashboard. Report
monthly with oversight by CPSC.
o Reduction / elimination of serious harm by increasing the intervention rate for
uterine tachysystole and fetal heart rate category Il algorithm compliance.
=  @Goal: To be developed in 2Q 2021.

o CLABSI Initiative
o Goal: CLABSI will be reduced to less than the national CMS mean Standardized
Infection Ratio (SIR: CLABSI 0.736) in 2021.
o Monitor through CDC's National Healthcare Safety Network (NHSN) and the
Patient Safety Dashboard. Report quarterly with oversight by CPSC.

o Safe Medication Use
o Reduce the preventable occurrences of Opioid Induced Respiratory Events
(OIRD) in 2021.
®  Goal: Decrease the number of preventable OIRD events by 10%.
= @Goal: Each facility will track and trend naloxone administrations and will
identify a performance improvement project related to safe use of
opioids by March 1, 2021.
=  Goal: 100% of Acute Care facilities will have a medication safety
committee that utilizes a standardized charter and agenda by June 1,
2021
o Monitor through MIDAS reports, Cerner ICD-10 codes and other intervention
data and the Patient Safety Dashboard. Report quarterly with oversight by CPSC.

o Reduce Falls and Falls with Injury
o Goal: 10 % reduction in the number of falls by end of 2021.
o Goal: 10% reduction in the rate of falls by the end of 2021.
o Goal: 10% reduction in the rate of falls with injury by the end of 2021.
o Goal: A debrief will be completed within 72 hours for 100% of falls with injury.
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o Monitor through MIDAS event reporting and the Patient Safety Dashboard.
Report quarterly with oversight by CPSC.

o Decreasing Hospital Acquired Pressure Injuries
o Goal: 10% reduction of NPOA rate for all HAPI stages in the Acute Care Division
by the end of 2021.
o Monitor through Midas event reporting and the Patient Safety Dashboard.
Report quarterly with oversight by CPSC.

o Culture of Safety
o Goal: reduce the number of GHI events (serious safety event rate) for the Acute
Care Division by the end of 2021. Ultimately, the goal is O.
= Monitor through MIDAS event reporting and the Corporate Patient Safety
Dashboard. Report monthly with oversight by CPSC.
o Goal: 100% of 2021 Patient Safety Plan Priorities will be implemented within the
hospitals.

Valley Hospital Medical Center’s 2021 Goals
o Reduce Falls and Falls with Injury
= 10% Reduction in number of inpatient falls.
= 10% Reduction in the rate of inpatient falls.
= 10% Reduction in falls with harm with a goal of 0.
= Reduce G,H,l events for 2021 with a goal of 0.

o Reduce Occurrences of Pressure Ulcers
= 15% Reduction of all stages of pressure ulcers.

o Medication Safety
= 10% Reduction in occurrences with no more than 5 for the year

o Infection Prevention
=  Goal of reduction in CLABSIs to maintain a SIR rate below 0.783.

o Surgical Safety
= Reduce Wrong Site Surgery by 50% with a goal of 0.
= Reduce Retained Procedural Items by 50% with a goal of 0.

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
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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
includes multiple indicators to demonstrate the facility’s performance as to patient
safety markers. These include event reporting statistics, overall harmful event rate,
fall rate including harmful event rate, medication event rate including harmful
medication events or adverse drug events, serious harm OB events, pressure injury
rates, infection variances, and procedural events.

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

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.
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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.

VIII. 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.

Appendix A: Checklist Example: Injuries from Falls and Immobility

In Not Wil Notes
Process Change Place Done Adopt (Responsible &
P 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
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Round every 1to 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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WILLIAM BEE RIRIE CRITICAL ACCESS HOSPITAL/RURAL HEALTH CLINIC
ELY, NV

ADMINISTRATION POLICY & PROCEDURES

Department: Risk Management Program/Manual: Patient Safety
Policy Subject: Patient Safety Plan Section Number: P
Effective Date: 11-5-2007 Revision Date: 12-3-2013, 2-11-2015, 02-2019

Review Date: 11-2020

[.  INTRODUCTION

The Patient Safety Program supports and promotes the mission, vision and values of William
Bee Ririe Hospital and Rural Health Clinic through organizational prioritization of patient,
visitor and employee safety.

The patient safety program is implemented through the Enterprise Safety Committee and is
supported by leadership’s promotion of a safety culture that:
e Encourages recognition, reporting, and acknowledgment of risks to patient/visitor
and employee safety and medical/healthcare errors
e |nitiates/monitors actions to reduce risks/errors
e Internally report’s findings and actions taken
e Promotes a blame-free culture facilitating the reporting and follow-up on safety
concerns, errors and adverse events
e Educates staff and physicians to assure participation in the program

II. PURPOSE

The Patient Safety Program is designed to enhance patient care delivery and prevent
adverse outcomes of care by utilizing a systematic, coordinated and continuous approach to
the improvement of patient safety. This approach focuses on actual and potential
occurrences; ongoing proactive risk management; and integration of patient safety priorities
in the development and revision of processes, functions and services.

[ll. MISSION, VISION AND VALUES

In support of the mission, vision and values of this organization the Patient Safety Program
promotes;
e Collaboration among staff members, physicians and other providers to deliver
comprehensive, integrated and quality health care.
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V. OBJECTIVES

A focus on comprehensive, integrated quality service
Open and honest communication to foster trust relationships among staff members,
physicians, other providers and patients.

The objectives of the Patient Safety Program are to:

Encourage organizational learning about adverse or potential adverse events
Incorporate recognition of patient safety as an integral job responsibility

Provide patient safety education

Involve patients in decisions about health care and promote open communication
Collect and analyze data, evaluate care processes for opportunities to reduce risk
and initiate proactive measures

Report internally any findings and actions taken to reduce risk

Support sharing of knowledge to effect change

Supplying support systems to health care workers who are involved in sentinel
events.

Have a sufficient number and mix of individuals to support safe, quality care,
treatment, and services.

V. RESPONSIBILITES/DUTIES

It is William Bee Ririe Hospital and Rural Health Clinic’s responsibility to designate an officer

or employee of the facility to serve as the patient safety officer of the medical facility.

The duties of the designated patient safety officer are:

To serve as the patient safety officer of WBRH and RHC

Serve on the Enterprise Safety Committee

Supervise the reporting of all incident reports and/or sentinel events alleged

entered in CCD Health Systems (Electronic QRR) to have occurred at the WBRH and

RHC, including, without limitation, performing required pursuant to NRS 439.835

Duties pursuant to 439.835 are

a) A person who is employed by WBRH and RHC shall, within 24 hours after
becoming aware of a sentinel event that occurred at WBRH and RHC, notify the
patient safety officer of the sentinel event.

b) The patient safety officer shall, within 13 days after receiving notification, report
the date, the time and a brief description of the sentinel event to The Health
Division and facility representative if that person is different from the patient
safety officer.
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c) If the patient safety officer of WBRH and RHC personally discovers or becomes
aware, in the absence of notification by another employee, of a sentinel event
that occurred at WBRH and RHC, the patient safety officer shall, within 14 days
after discovering or becoming aware of the sentinel event report the date, time
and brief description event to those listed in b) above.

e Take such action as he or she determine to be necessary to ensure the safety of
patients as a result of an investigation of any sentinel event alleged to have
occurred at WBRH and RHC

e Report to the Enterprise safety committee regarding any action taken in accordance
to the above paragraph.

The Enterprise Safety Committee shall meet monthly.

The Patient Safety Plan and any changes thereafter shall be presented to the governing
board of WBRH and RHC for approval.

The Patient Safety Plan must include, without limitation, the patient safety checklists and
patient safety policies most recently adopted in regards to the patient safety plan.

After the WBRH and RHC’s patient safety plan is approved, WBRH and RHC shall notify all
providers of health care who provide treatment to patients at WBRH and RHC of the
existence of the plan and of the requirements of the plan. WBRH and RHC shall require
compliance with the patient safety plan.

The Enterprise safety Committee shall

e Receive reports from the Patient Safety Officer

e Evaluate actions of the patient safety officer in connection with all reports of
sentinel events alleged to have occurred at the facility

e Review and evaluate the quality of measures carried out by WBRH and RHC to
improve the safety of patients who receive treatment at WBRH and RHC

e Make recommendations to the governing body of WBRH and RHC to reduce the
number and severity of sentinel events that occur at WBRH and RHC.

The Enterprise Safety Committee provides a multidisciplinary forum for the collection and
analysis of risk to patient safety and the dissemination of information on identified risk for
the purpose of improving patient care. It shall review reports on occurrences including near
misses to sentinel events. It shall identify those individuals or groups best situated to
perform a root cause analysis and develop and implement an action plan for identified
issues. It shall review, analyze and disseminate the information it receives, as appropriate,
to the designated individuals and/or committees. Is shall provide recommendations
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concerning identified risks, approve plans for corrective actions and evaluate the

implantation of corrective actions taken.

Membership may include representatives from administration, providers, clinical and

support staff. Membership shall have at least 3 providers of healthcare who treat patients
at WBRH and RHC, including without limitation, at least 1 member of the medical, 1
member of nursing and 1 pharmaceutical staff, member and 1 member of the governing

body.

VI. SCOPE

The types of occurrences to be addressed include, but are not limited to, sentinel events,

near misses, and actual events related to:

a)
b)
c)
d)
e)
f)
8)

h)

i)

Patient safety

Adverse drug events (medication errors and adverse drug reactions)

Health acquired infections

Patient Falls

Other patient incidents/unexpected clinical/medical events

Unsafe conditions

Visitor safety

Visitor incidents

Employee safety

Blood/body fluid exposures
Occupational diseases
Communicable disease exposures
Musculoskeletal injuries
Immunization programs

Other employee incidents

Environmental safety

Product recalls

Drug recalls

Product/equipment malfunction
Construction

Infection Control Risk Assessment
Water Quality

Air Quality

Disaster Planning

Security incidents

Workplace violence
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Data from external sources, including but not limited to:

VII.

Centers for Disease Control and Prevention (CDC)
Joint Commission

Institute for Healthcare Improvement (IHI)

Institute for Safe Mediation Practices (ISMP)
Occupational Safety and Health Administration (OSHA)
Nevada State Health Division

Published literature

DEFINITIONS

Serious Reportable (Sentinel) Event is defined by NRS 439.830 and means an event included
in Appendix A of “Serious Reportable Events in Healthcare”. The seven (7) Serious
Reportable Events along with their subsets are as follows:

Specifications of the Serious Reportable Events in Healthcare

1. Surgical or Invasive Procedure Events
A. Surgery or other invasive procedure performed on the wrong site
B. Surgery or other invasive procedure performed on the wrong patient
C. Wrong surgical or other invasive procedure performed on a patient
D. Unintended retention of a foreign object in a patient after surgery or other invasive
procedure
E. Intraoperative or immediately post-operative/post-procedure death in an ASA Class 1 Patient

2. Product or Device Events
A. Patient death or serious injury associated with the use of contaminated drugs, devices or
biologics provided by the healthcare setting
B. 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
C. Patient death or serious injury associated with intravascular air embolism that occurs while
being cared for in a healthcare setting

3. Patient Protection Events
A. Discharge or release of a patient/resident of any age, who is unable to make decisions, to
other than an authorized person.
B. Patient Death or serious injury associated with patient elopement (disappearance).
C. Patient suicide, attempted suicide, or self-harm that results in serious injury, while being
cared for in a healthcare setting.

4. Care Management Events
A. 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).
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B. Patient death or serious injury associated with unsafe administration of blood products
C. Maternal death or serious injury associated with labor or delivery in a low-risk pregnancy
while being cared for in a healthcare setting.
D. Death or serious injury of a neonate associated with labor or delivery in a low-risk pregnancy.
E. Patient death or serious injury associated with a fall while being cared for in a healthcare
setting.
F. Any Stage 3, Stage 4, and unstageable pressure ulcers acquired after admission/presentation
to a healthcare setting.
G. Artificial insemination with the wrong donor sperm or wrong egg.
H. Patient death or serious injury resulting from the irretrievable loss of an irreplaceable
biological specimen.
I. Patient death or serious injury resulting from failure to follow up or communicate laboratory,
pathology, or radiology test results.

5. Environmental Events
A. Patient or staff death or serious injury associated with an electric shock in the course of a
patient care process in a healthcare setting.
B. Any incident in which systems designated for oxygen or other gas to be delivered to a patient
contains no gas, the wrong gas, or is contaminated by toxic substances.
C. 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.
D. 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
A. Death or serious injury of a patient or staff associated with the introduction of a metallic
object into the MRl area

7. Potential Criminal Events
A. Any instance of care ordered by or provided by someone impersonating a physician, nurse,
pharmacist, or other licensed healthcare provider.
B. Abduction of a patient/resident of any age.
C. Sexual abuse/assault on a patient or staff within or on the grounds of a healthcare setting.
D. Death or serious injury of a patient or staff member from a physical assault (i.e., battery) that
occurs within or on the grounds of a healthcare setting.

VIII.STRUCTURE
The authority for the Patient Safety Plan rests with the CEO, CNO, Quality Improvement
Coordinator, Patient Safety Officer, and Chief of Medical Staff and has delegate the

authority to implement and maintain activities described in this plan to the Enterprise safety
committee.
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IX. QUALITY REVIEW INFORMATION

To the extent possible, and in the manner consistent with the protection of confidentiality
of quality assurance and patient safety data, pertinent information will be shared between
the Quality Improvement Program and the Enterprise Safety Program.

In an attempt to protect quality review information from discovery, all quality review
documents must be labeled as a Quality Review document. Documents should be in a
formal format, handled by a limited number of individuals and secured in the Quality or Risk
Managers Office accessible only to designated individuals. Nevada Revised Statute that
protects quality documents is NRS49.265.

X. EDUCATION

Annual Staff and physician/provider education includes but is not limited to the following
topics:

e  Fire Drills

e Emergency and Disaster Drills

o  Workplace violence

e Customer Service

e Creating, implementing, achieving, and maintaining a culture of Enterprise safety

e Risk management and error prevention

e Teamwork

XI. SAFETY IMPROVEMENT ACTIVITIES

Specify Measures Selected for an annual focus; (Examples are listed below)
e Patient satisfaction surveys
e Medical Record review; legible documentation, clear, complete, signed
e Complaints and resolution; to improve care and satisfaction (trends)
e Confidentiality; insure patient and employee information is secure
e Appointments/scheduling process; accessibility to physician
e Informed Consent Policy and Procedure
e Medication management and reconciliation i.e. current allergy information
e Telephone response time to callers
e Occurrence review

Give consideration to measures that facilitate safe practices; (Examples are listed below)
e Involve patients in their health care; consider literacy issues and cultural values, partner with
patients in developing and planning their care plan.
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Use a team approach to safety; hold focused safety meetings

Endorse open, effective communication; identify shared values and attitudes among all
members. Interview and/or survey staff for attitudes, perceptions and communication barriers.
Encourage error reporting to include near miss events. Institute a non-punitive reporting that is
confidential and timely.

Ensure employee and patient information or event reports shared with staff for educational
purposes do not identify individuals.

Facilitate communication skills learning (teamwork)

Examine physical premises to identify and correct potential hazardous conditions.

Orient physicians and new employees to risk management and patient safety concepts

Conduct patient safety rounds

Provide education and training on high risk processes.

Xll. METHODOLOGY

A. Structure
e Proactive risk prevention strategies
e Identification of High Risk Areas
e General Incidences (Patient Injuries)
e Potential or actual adverse events (medication errors)
B. Method — Establish a process for;
e |dentification, Selection, Prioritization
e Data Collection and Analyses
e Development of Actions
e Implementation
e Reporting
e Follow-up
C. Process Improvement — Establish teams/individual staff members to implement
processes and to monitor for effectiveness.
Utilize applicable tools to facilitate improvement; for example
e PDCA: Plan, Do Check Act with focus on process improvement
e FMEA: Failure Mode Effect Analysis a systematic process for identifying
potential process failures before they occur with the intent to eliminate or
minimize risk.
e RCA: Root Cause Analysis is a retrospective approach to error analysis that
identifies what and how the event occurred and why it happened. The focus in
on the process and systems not individuals.
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Xlll.PROGRAM EVALUATION

The Patient Safety Officer will submit monthly a report the Enterprise Safety Committee,
Medical Staff and the Board of Directors

1. Definition of the scope of occurrence including sentinel events, near misses and serious
occurrences that occurred at WBRH and RHC during the preceding month including;
e Employee injuries
e Potential lawsuits
e Resolutions
e Recommendations to the decrease of the number and severity of Sentinel
Events

Yearly the Patient Safety Officer will submit to the Enterprise Safety Committee,

Medical Staff and the Governing Board the following;
a. Detail of activities that demonstrate the enterprise safety program has a proactive

component by identifying the high-risk process selected.

b. Results of the high-risk or error-prone processes selected for ongoing measurement and
analysis.

c. A description of how the function of process design that incorporates patient safety has
been carried out using specific examples of process design or redesign that include
patient safety principles.

d. The results of how input is solicited and participation from patients and families in
improving patient safety is obtained.

e. The results of the program that assesses and improves staff willingness to report errors.

f. A description of the examples of ongoing education and training programs that are
maintaining and improving staff competence and supporting an interdisciplinary
approach to patient care.

Yearly the Enterprise Safety Committee shall;
1. Monitor and document the effectiveness of the patient identification policy.

2. Review the patient safety checklists and patient safety policies adopted and consider
any additional patient safety checklists and patient safety policies that may be
appropriate for adoption for use at the medical facility.

3. Revise a patient safety checklist and patient safety policy adopted as necessary to
ensure that the checklist or policy reflects the most current standards in patient safety
protocols.

4. On or before July 1 of each year, submit a report to the Director of the Legislative
Counsel Bureau for transmittal to the Legislative Committee on Health Care. This
report must contain;
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Information regarding the development, revision and usage of the patient safety
checklists and patient safety policies and a summary of the annual review
conducted.

XIV.NO CRIMAL PENALTY OR CIVIL LIABILITY
No person is subject to any criminal penalty or civil liability for libel, slander or any similar

cause of action in tort if the person, without malice;

Reports sentinel event to a governmental entity with jurisdiction or another
appropriate authority.

Notifies a governmental entity with jurisdiction or another appropriate
authority of a sentinel event.

Transmits information regarding a sentinel event to a governmental entity with
jurisdiction or another appropriate authority

Compiles, prepares or disseminates information regarding a sentinel event to a
governmental entity with jurisdiction or another appropriate authority; or

Performs any other act authorized pursuant to NRS 439.800 to 439.890.

NRS439.860 ANY REPORT, DOCUMENT AND ANY OTHER INFORMATION COMPILED OR
DISSEMINATED PURSUANT TO THE PROVISIONS OF NRS 439.800 TO 439.890, INCLUSIVE AND
SECTION | OF AB 280 IS NOT ADMISSIBLE AS EVIDENCE IN ANY ADMINISTRATIVE OR LEGAL
PROCEEDING CONDUCTED IN THE STATE OF NEVADA.
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AFFINITY SURGERY

CENTTER

Las Vegas, Nevada

Excerpts from Policy and Procedure Manual



Section Title: Facilities And Environment Section: 8

Subject : Safety Management Program Policy: 8.3

POLICY

The purpose of this plan is to establish, support, and maintain a safety program that is based on
monitoring and evaluation of organizational experience, applicable federal and state laws and
regulations, and accepted practice within the healthcare industry.

Goal

The safety management plan goal is to provide a physical environment free of hazards and to manage
staff activities to reduce the risk of human injuries that could affect employees, patients, visitors, and/or
guests. To prepare facility’s personnel to be able to demonstrate/conduct the evacuation of a patient.
Objectives

This plan is based on the following objectives:

1. Maintaining and supervising all grounds, buildings, and equipment, including special activity areas
used by patients.

2. Ensuring that emergency service areas are clearly identified and easily accessible.

3. Establishing a risk-assessment program that proactively evaluates the impact on patient and public
safety of the buildings, grounds, equipment, occupants, and internal physical systems.

4. Providing a safety officer, appointed by the administration, who is qualified by experience or
education; responsible for developing, implementing, and monitoring the organization’s safety
program; and intervening whenever conditions exist that either pose an immediate threat to life or
health or pose a threat of damage to equipment or buildings.

5. Reporting and investigating all incidents that involve property damage, occupational illness, and
patient, employee, or visitor injury.

6. Requiring organization safety policies and procedures that are distributed, practiced, and enforced.

7. Reviewing the organizational safety policies and procedures as frequently as necessary, but no less
than annually.

8. Promoting an ongoing hazard surveillance program, including response to product safety recalls.

9. Using safety-related information in the orientation of new employees and continuing education of
employees.

10. Requiring an annual plan and evaluation of the objectives, scope, performance, and effectiveness of
the documented safety management plan.



Policy elements
1. Safety management policy statement

2. Each employee is required to comply with safety and health standards and with the policies and
procedures that apply to their job responsibilities in an effort to maintain a safe environment. Any
violation of policy may result in disciplinary action.

3. Anesthesia personnel should review and be familiar with the facility’s written emergency protocol for
cardio-pulmonary emergencies and other internal and external disasters.

4. Maintenance and supervision of grounds and equipment

The Quality/Risk Management Committee will develop written policies and procedures to enhance safety
within the facility and on the grounds. Monitor equipment and utility preventive maintenance and
inspection procedures, and monitor the education and training of users to protect against failure or user
error.

Equipment Safety Checklist includes but not limited to:
- Back-up emergency power system (UPS)

- Defibrillator

- Electrocautery or Bovie unit

- Laser

- Magnehelic Gauge

- Meds Refrigerator temperature

- Nurse annunciator system

- Operating or procedure table

- Oxygen / Nitrous gas cylinders, regulators, gauges
- Pulse oximeters

- Suction system or aspiration units

—  Surgeon’s headlights

- Surgery light or procedure lights in operating room(s)
— Vital signs monitores

An environment tour will be made of the buildings and grounds of the facility to ensure maintenance,
supervision, and safe use of these buildings and grounds by patients, staff, and visitors. Patient areas will
be assessed a minimum of twice yearly, non-patient areas a minimum of annually. All buildings shall
comply with the appropriate provisions of the National Fire Protection Association’s Life Safety Code®,
2000. Consideration will be given to parking lots/structures and the security and safety needs of these
facilities, recreational areas, and special terrain problems. Plans and policies will be developed and
implemented to cover security, safety, and the functional needs of patients, visitors, and employees.

Risk assessment

The safety management program, which pro