Patient Safety Systems (PS)

Quality and Safety in Health Care

The qualityof careandthe safetyof patientsandresidentarecorevalue®f The Joint
CommissioraccreditatioprocessThis isacommitmeniThe JointCommissiorhas
madeto patientsresidentfamilieshealthcarepractitionersstaff,andhealthcare
organizatiomeaders.

The ultimatepurposeof The JointCommissioisaccreditatioprocesgto enhance
qualityof careandsafetyfor patientsandresidents€Eachaccreditatiomequirementthe
surveyprocesshe SentineEventPolicy,andotherJointCommissiorpoliciesand
initiativesaredesignetb helporganizationseducevariationyeduceisk,andimprove
quality.Nursingcarecentershouldhaveanintegratedpproacho safetysothat safe
carecanbeprovidedor everypatientor residentn everycaresettingandservice.

Nursingcarecenterarecomplexenvironmentthat depencdn strongleadershifo
supportanintegrateghatientandresidensafetysystenthat includeghe following:

» Safetyculture

» Validatednethodgo improveprocessemdsystems

»  Standardizedaydor interdisciplinarfeamgso communicat@ndcollaborate

> Safelyntegratedechnologies

In anintegrateghatientandresidensafetysystemstaffandleadersvork togetheto
eliminatecomplacencyromotecollectivenindfulnessyeateacthotherwith respect
andcompassiomndlearnfrom patientor residensafetyeventsincludingclosecalls
andothersystenfailureshat havenot yetledto patientor residenharm.Sidebad
definegsheseandotherkeyterms.
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Sidebar 1. Key Terms

»  patient safety event” An event, incident, or condition that could have resulted
or did result in harm to a patient.

» adverse event A patient safety event that resulted in harm to a patient. Adverse
events should prompt notification of organization leaders, investigation, and
corrective actions. An adverse event may or may not result from an error.

» sentinel event’ A sentinel eventis a patient safety event (not primarily related
to the natural course of the patient’s illness or underlying condition) that reaches
a patient and results in death, severe harm (regardless of duration of harm), or
permanent harm (regardless of severity of harm). Sentinel events are a
subcategory of adverse events.

» close call A patient safety event that did not cause harm but posed a risk of
harm. Also called near miss or good catch.

» hazardous condition A circumstance (other than a patient’s own disease
process or condition) that increases the probability of an adverse event. Also
called unsafe condition.

Qualtyandsatetsn healtareareneypIpHEp RIS FDIIYYG 1 22 277.4 2

Instituteof Medicinejsthe

“In thetermpatient safety event, theword“ patient encompassessth patientsaandresidents
nursingcarecenters.

'Foralist of specifigatientsafetyeventshat arealsoconsideredentinekventssee the“ Sentinel
EventPolicy (SE)chapteiin E-ditior® or the Comprehensive Accreditation Manual.

Shading indicates a change effective July 1, 2024, unless otherwise noted in the What's New.

PS -2 CAMNCC Update 1, July 2024



Patient Safety Systems

patientor residensafetyeventsnaynot becompleteleliminatedthe goalis always
zercharm(thatis,reducincgharmto patientsandresidents)lointCommission
accreditedrganizationshouldbecontinuallyfocusedn eliminatingsystemfailures
andhumanerrorghat maycausdarmto patientsresidentdamiliesandstaff.

Goals of This Chapter

This“PatientSafetySystenis(PS)chapteprovidesealthcareorganizationwith a
proactiveapproachio maintainingor redesigning patient-andresident-centeragistem
thataimsto improvequalityof careandpatientandresidensafetyanapproachhat
alignswith the JointCommissiots missiorandits standards.

The JointCommissiompartnersvith accreditedrganization® improvethe ability of
healthcaresystemt protectpatientsandresidentsThe first obligationof healthcares
to “dono harm’! Thereforethis chapteifocusesn the followingthreeguiding
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Throughoutthis chapterywewill do thefollowing:

»  Discus$iow nursingcarecentergandevelopnto learningorganizations

» |ldentifytheroleleaderbaveto establislasafetycultureandensurestaff
accountability

»  Explainhow nursingcarecentergancontinuallyevaluat¢he statusandprogressf
their patientandresidensafetysystems

» Describdnow nursingcarecenterganworkto prevenor respondo patientor
residensafetyeventsvith proactiveiskassessments

»  Highlightthecriticalcomponenbdf patientactivatiorandengagemein apatient
andresidensafetysystem

»  Provideaframeworko guidenursingcarecenteleaderastheyworkto improve
patientandresidensafetyin their facilities

Becoming aLearning Organization

The needor sustainablinprovemenin patientandresidensafetyandthe quality of
carehasnevebeengreaterOneof thefundamentastepgo achievingindsustaining
thisimprovemenisto becomelearningorganizationA learning organization isone
in whichpeopldearncontinuouslytherebyenhancingheir capabilitieto createand
innovate.Learningorganizationspholdfive principles:

1. Teamlearning

2. Sharedisionsandgoals

3. A sharednentaimodel(thatis,similarwaysof thinking)

4. Individualcommitmento lifelonglearning

5. Systemthinking

In alearningorganizatiorpatientor residensafetyeventareseerasopportunitiefor
learningandimprovement.Thereforeleaderg learningorganizationadopta
transparenfonpunitiveapproacho reportingsothatthe organizatioranreport to
learn andcancollectivelyearnfrom patientor residensafetyeventsln orderto
becomealearningorganizatioranursingcarecentemusthaveafair andjustsafety
culture,astrongreportingsystemandacommitmento put that datato work by
drivingimprovementEachof theseequirethe supportandencouragemenf health
careorganizatioisleaders.

Leadersstaff,patientsandresidents alearningorganizatiomealizehatevery patient
or residensafetyeventfrom closecallso eventshatdatauuTj ET hing
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practicapreventioror mitigationcountermeasurasailabléor apatientsafetyevent
without first doinganeventanalysisAn eventanalysisill identify systems-level
vulnerabilitieandweaknessaadthe possibleemediabr correctivactionghat canbe
implementedWhenpatientor residensafetyevent@arecontinuouslyeportedexperts
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Safety Culture

A strongsafetycultureisanessentiaomponenbf asuccessfyatientandresident
safetysystenandisacrucialstartingpoint for nursingcarecenterstrivingto become
learningorganizationsn astrongsafetyculture the healthcareorganizatiomasan
unrelentingcommitmento safetyandto do no harm.Amongthe mostcritical
responsibilitiesf nursingcarecentedeaderssto establislandmaintaina strongsafety
culturewithin theirorganizationThe JointCommissiois standardaddressafety
culturein Standard.D.03.01.01, whichrequiredeaderto createandmaintainaculture
of safetyandqualitythroughoutthe organization.

Thesafety culture of anursingcarecentelisthe productof individualandgroupbeliefs,
valuesattitudesperceptions;ompetencieandpatternf behaviothat determinehe
organizatiotls commitmento the qualityandsafetyof its patientsandresidents.
Nursingcarecentershat havearobustsafetyculturearecharacterizeay communi-
cationdoundedon mutualf 24.66 0 Tali5fety
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Intimidatinganddisrespectfillehaviorslisruptthe cultureof safetyandprevent

collaborationcommunicationandteamworkwhichisrequiredfor safeandhighly

reliablepatientandresidentare? Disrespeds not limitedto outburstsof angethat

humiliateamembeof the healthcareeamjt canmanifestn manyforms,including

thefollowings#

»  Inappropriatevords(profanejnsulting intimidating,demeanindyumiliating,or
abusivdéanguage)

»  Shamingtherdor negativ@utcomes

»  Unjustifiednegativeomment®r complaint@boutanothemprovidetscare

» Refusato complywith knownandgenerallpacceptegracticestandardsyhich
mayprevenibtherprovidersrom deliveringjualitycare

»  Not workingcollaborativelgr cooperativelwith othermembersf theinterdisci-
plinaryteam

»  Creatingrigid or inflexiblebarriergo requestfor assistanag cooperation

»  Not returningpagesr callspromptly

Thesdssuearestill occurringn healthcareorganizationsationwide Of 1,047
respondent® a2021surveyby the Institutefor SafeMedicationPractice§ SMP),79%
reportedoersonallgxperiencingdisrespectfidehaviorsluringthe previousyearn
addition,60%reportedvitnessinglisrespectfulehaviors Therespondentsicluded
nursesphysiciangharmacistgndquality/riskmanagememtersonnel

Approximatehhalf (51%)f the respondentsadaskedtolleague® helpinterpreta
medicatiororderor validatedts safetyto avoidinteractingwvith aparticulamprescribe¥
Moreover2™osaidtheywereawareof amedicatiorerrorduringthe previousyearin
whichbehaviothat undermines cultureof safetywasa contributingfactor.Nearly
200eventsveredescribednanyof whichinvolvedhigh-alertmedicationge.g.,
neuromusculdslockingagentsanticoagulanti@sulin,chemotherapygndledto
significantelaysn careand/oradversevents

Of therespondentaho indicatedhat theirorganizationsadclearlydefinedan
effectiveprocesfor handlingdisagreemenisth the safetyof anorder only 41%said
thatthe proces$or handlingdisagreemergdiowsthemto bypassatypicalchainof
commandif necessaBMWhilethesalataarespecifidto medicatiorsafetytheirlessons
arebroadlyapplicableBehaviorthat undermineacultureof safetyhaveanadverse
effecton the qualityandsafetyof patientsandresidents.
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A Fair and Just Safety Culture

A fairandjustsafetycultureis neededor staffto trustthattheycanreportpatientor
residensafetyeventsvithout beingtreatedounitively?® In orderto accomplisihis,
nursingcarecentershouldprovideandencouragthe useof a standardizedeporting
proces$or staffto reportpatientor residensafetyeventsThisisalsobuilt into the
JointCommissioisstandardat Standard.D.03.09.01, EP 3, whichrequiredeaderso
provideandencouragthe useof system#or blame-freeeportingof asystenor process
failureor theresultof proactiveiskassessmen®eportingenableboth proactiveand
reactiveiskreduction Proactiveiskreductionsolveproblemsbeforepatientsor
residentareharmedandreactiveiskreductionattemptgo preventherecurrencef
problemghat havealreadygausegatientor residenharm:t

A fair andjustculturetakesnto accounthatindividualsarehuman fallible,and
capablef mistakesandthattheyworkin systemthat areoftenflawedIn the most
basidermsafair andjustcultureholdsindividualsaccountabléor theiractionsut
doesot punishindividualdor issueattributedto flawedsystemer processes?
Standard.D.04.01.05, EP4, requireghat staffareheldaccountabléor their
responsibilities.

It isimportantto notethatfor someactiongor whichanindividualisaccountableghe
individualshouldbeheldculpableandsomelisciplinarnactionmaythenbenecessary.
(See Sidebar for adiscussionf toolsthat canhelpleadergeterminefair

continued on next page
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Sidebar 2. (continued)

Numerous sources (see references below) are available to assist an organization in
creating a formal decision process to determine what events should be considered
blameworthy and require individual discipline in addition to systems-level corrective
actions. The use of a formal process reinforces the culture of safety and
demonstrates the organization’s commitment to transparency and fairness.

Reaching a determination of staff accountability requires an initial investigation into
the patient or resident safety event to identify contributing factors. The use of the
Incident Decision Tree (adapted by the United Kingdom’s National Patient Safety
Agency from James Reason’s culpability matrix) or another formal decision process
can help make determinations of culpability more transparent and fair.®
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Sidebar 2. (continued)
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Data Use and Reporting Systems

An effectivecultureof safetyis evidencebly arobustreportingsystemanduseof
measuremeid improve Whennursingcarecentergdoptatransparentionpunitive
approacho reportsof patientor residensafetyevent®or otherconcernsghe
organizatiomegingeportingto learr—andto learncollectivelyjrom adversevents,
closecallsandhazardousonditionsWhilethis sectiorfocusesn datafrom reported
patientor residensafetyeventsit isbut onetypeof dataamongmanythat shouldbe
collectecandusedo driveimprovement.

Whenthereis continuousreportingfor adverseventsglosecallsandhazardous
conditionsthe nursingcarecentercananalyzeventsgchangehe processr systento
improvesafetyanddisseminatine changesr lessonkearnedo therestof the
organizatiof:?

A numberof standardeelateto thereportingof safetyinformation,including
Performancemprovemen({Pl) StandardP1.01.01.01, whichrequire®organizationto
collectdatato monitor their performanceandStandard.D.03.02.01, whichrequires
organization® usedataandinformationto guidedecisionandto understandariation
in the performancef processesipportingsafetyandquality.

Nursingcarecenterganengagéontline staffin internalreportingin anumberof

waysjncludingthefollowing:

»  Createanonpunitiveapproacho patientor residensafetyeventreporting

» Educatestaffon andencouragthemto identify patientor residensafetyevents
thatshouldbereported

»  Providetimelyfeedbackegardin@ctiongakenon reportedpatientor resident
safetyevents
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Analyzingdatawith toolssuchasrun chartsstatisticaprocessontrol (SPC)chartsand
capabilitychartshelpsanorganizationleterminavhathasoccurredn asystenand
providegluesasto whythe systemmespondedsit did > Tablel describeandcompares
examplesf thesdools.

Table 1. Defining and Comparing Analytical Tools

Tool
Run Chart

Statistical Process
Control (SPC)
Chart

Capability Chart

What It Is

A chart that plots points on a
graph to show levels of per-
formance over time. A run chart
is used to answer questions
about whether performance is
static or changing and, if it is
changing, whether the change
is for better or for worse.

A visual representation that
tracks progress over time that
include an upper and lower con-
trol limit based on previous
data. Action is taken when a
point goes beyond a control
limit or points form a pattern or
trend.

An analytical tool that uses
upper and lower parameters for

»

»

»

»

When to Use It

When the organization needs to
identify variation within a system
When the organization needs a
simple and straightforward analysis of
a system

As a precursor to an SPC chart

When the organization needs to
identify variation within a system and
find indicators of why the variation
occurred

When the organization needs a more
detailed and in-depth analysis of a
system
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A Proactive Approach to Preventing Harm

Proactiveiskreductionpreventhiarmbeforet reachethe patientor residentBy
engagingn proactiveiskreductionanursingcarecentercancorrectprocesproblems
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Nursingcarecenterganadoptanumberof strategie® supportandimprovepatientor
residentctivationjncludingpromotingculturechangeadoptingtransitionatare
modelsandleveragingealthinformationtechnologygapabilities.

A numberof JointCommissiorstandardaddrespatientandresidentightsand

provideanexcellenstartingpoint for nursingcarecenterseekingo improvepatientor

residenactivationThesestandardeequirethat nursingcarecenterslo the following:

» Respectprotect,andpromotethe patientsor residerisrights(Standardr1.01.01.
01)

» Respecthe patientsor residerisright to receivénformationin amannethe
patientor residentinderstandéStandardR1.01.01.03)

» Respecthe patientsor residerisright to participateén decisionabouttheir care,
treatmentandservicetStandardR1.01.02.01)

» Honor the patientsor residerisright to giveor withhold informedconsent
(StandardR1.01.03.01)

» Addresgatientor residentiecisionaboutcaretreatmentandservicegeceiveat
theendof life (StandardR1.01.05.01)

»  Inform the patientor residenabouttheirresponsibilitieslatedo their care,
treatmentandservice€StandardR1.02.01.01)

Beyond Accreditation®@thr ——= ea— —= wm——m -
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Standards Interpretation Group: An internalJointCommissiordepartmenthat
helpsorganizationsith their questiongboutJointCommissiorstandardg=irst,
organizationsansedf otherorganizationsavehadsimilarquestion®y accessing
the StandardsAQsat https://www.jointcommission.org/standards/standard-fags/.
If ananswecannotbefoundin the FAQs,organizationsansubmitquestions
aboutstandard® the StandardkterpretatiorGroup by clickingon alink to
completenonlinesubmissioform.

National Patient Safety Goals: The JointCommissiomathersnformationabout
emergingatientandresidensafetyssuefrom widelyrecognizedxpertand
stakeholdets createhe NationalPatientSafetyGoal® (NPSG) whichare
tailoredfor eachaccreditatioprogramThesegoaldocuson significanproblems
in healthcaresafetyandspecifiactiondo preventhem.Foralist of the current
NPSG goto the NPSGchapteiin E-ditionor the Comprehensive Accreditation
Manual or http://www.jointcommission.org/standards_information/npsgs.
Sentinel Event Alert: The JointCommissiots periodicalertswith timelyinfor-
mationaboutsimilar frequentlyreportedsentinekventsincludingroot causes,
applicabldointCommissiomequirementgndsuggesteakctiongo preventa
particularsentinebvent(Forarchivesf previouslypublishedentinel Event Alerts,
goto https//www.jointcommission.orgésources/sentinel-event/sentinel-event-
alert-newslettery/

Quick Safety: Quick Safetysaperiodicnewslettethat outlinesanincident,topic,
or trendin healthcarethat couldcompromis@atientsafety(Formore
information,visithttps://www.jointcommission.org/resources/news-and-multime-
dia/newsletters/newsletters/quick-safety/.)

Joint Commission Resources: A JointCommissioraffiliatethat produce$®ooksand
periodicaldholdsconferenceprovidesonsultingservicegnddevelopsoftware
productdor accreditatiomndsurveyeadinesg$Formoreinformation,visithttp://
WWW.jcrinc.com.)

Webinars and podcasts: The JointCommissiorandits affiliate JointCommission
Resourcesfferfreeandfee-basedebinarandpodcasten variousaccreditation
andsafetytopics.

Speak Up™ program: The JointCommissiols campaigro educatgatientsand
residentabouthealthcaregprocessemdpotentialsafetyssueandencouragthem
to speakip whenevetheyhavequestionsr concernsbouttheir safetyFormore
informationandpatienteducationmesourcegjoto http://www.jointcommission.
org/speakup.
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» Joint Commission web portals: ThroughThe JointCommissionwebsitgat http://
www.jointcommission.org/toc.asgaganizationsanaccessebportalswith a
repositonof resourcesn thefollowingtopics:

j ZeroHarm

i  Emergenciylanagement

i HealthCareWorkforceSafetyandWell-Being

i InfectionPreventiorandControl

i SuicidePrevention

i Workplacé/iolencePrevention
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