Page 9 of 9

OSF ST. JOSEPH MEDICAL CENTER

BLOOMINGTON, ILLINOIS

PATIENT SAFETY PLAN

PURPOSE

In the long and proud tradition derived from the values of the Sisters of the Third Order of Saint Francis and focused on the dignity of persons we serve, the OSF St. Joseph Medical Center Patient Safety Plan is designed to improve patient safety, reduce risk and respect the dignity of those we serve by assuring a safe environment.  Recognizing that effective medical/health care error reduction requires an integrated and coordinated approach, the following plan relates specifically to a systematic hospital-wide program to minimize physical injury, accidents and undue psychological stress during hospitalization.  The organization-wide safety program will include all activities contributing to the maintenance and improvement of patient safety.

Leadership assumes a role in establishing a culture of safety that minimizes hazards and patient harm by focusing on processes of care. The leaders of the organization are responsible for fostering an environment through their personal example; emphasizing patient safety as an organizational priority; providing education to medical and hospital staff regarding the commitment to reduction of medical errors; supporting proactive reduction in medical/health care errors; and integrating patient safety priorities into the new design and redesign of all relevant organization processes, functions and services.

MISSION

The Mission of the OSF St. Joseph Medical Center is to serve persons with the Greatest Care and Love in a community that celebrates the Gift of Life.

VISION

In the tradition of The Sisters of the Third Order of St. Francis, recognizing that life is a gift from God to be enjoyed to its fullest, we serve as an instrument for good in a patient-focused integrated health care system.

Vision is evidence of intention and commitment.  While Mission describes our calling, what it is we are about, or how we participate in the health care ministry; our Vision Statement describes what we want to become.  It contains our strategy to fulfill our Mission.  This is based on the following five basic concepts:

RESPECT FOR LIFE – In the Spirit of Christ and St. Francis of Assisi, we provide compassionate care to the poor, sick injured, aged and dying regardless of ability to pay.

LIFE IS A GIFT FROM GOD – We believe that life is a continuum from conception to death and requires that we provide a continuum of care.  We believe man exercises stewardship, not ownership, over his life.

AN INSTRUMENT FOR GOOD – We recognize that we act “on behalf of,” that we are not acting by ourselves, but are extending what God has granted.  Our efforts are to improve the physical, emotional, social and spiritual well being of patients.  

PATIENT-FOCUSED – Our Mission is to provide compassionate care to patients, both those who come to us and those to whom we reach out.  Decisions are based on what is good for the patient and are not self-serving.

INTEGRATED HEALTH CARE SYSTEM – Services we provide address the continuum of life and are provided through common efforts, recognizing differing roles and responsibilities. Common decision criteria are employed throughout the System, with a common Mission and Vision.

The Vision of OSF St. Joseph Medical Center is to focus on patient health outcomes with changes, improvements and continuous monitoring of activities to ensure that the organization’s mission is consistently supported, assessed, reviewed and revised as necessary over time.  To carry on our Mission and to follow through with our Vision, it is necessary we work together as a team.  OSF St. Joseph Medical Center’s visibility in, and service to, its region will be maintained through the participation from members of the Medical Staff, Governing Body, Employees, and Leadership Team in selected programs and functions.

VALUES

From the mission and vision flow the following values, which permeate all our endeavors:

· Personal worth and dignity of every person we serve regardless of race, color, religion and ability to pay,

· Caring response to the physical, emotional and spiritual needs of the people we serve,

· Decision-making based on Catholic ethical principles and Catholic social teachings in every activity of the system,

· Collaboration with each other, with physicians and other providers to deliver comprehensive, integrated and quality health care,

· Concern for physical, spiritual, emotional and economical well being of employees, 

· Quality work environments which focus on comprehensive, integrated quality service and opportunities for employee growth,

· Open and honest communication to foster trust relationships among ourselves and those we serve,

· Responsible stewardship of the financial, human and technological resources of the system,

· Leadership in the health fields and in the communities we serve.

OBJECTIVES

The objectives of the Patient Safety Plan are to:

· Encourage organizational learning about medical/health care errors

· Incorporate recognition of patient safety as an integral job responsibility

· Provide education of patient safety into job specific competencies

· Encourage recognition and reporting of medical/health care errors and risks to patient safety without judgment or placement of blame

· Involve patients in decisions about their health care and promote open communication about medical errors/consequences which occur
· Collect and analyze data, evaluate care processes for opportunities to reduce risk and initiate actions 

· Report internally what has been found and the actions taken with a focus on processes and systems to reduce risk

· Support sharing of knowledge to effect behavioral changes in itself and within OSF Healthcare System by sharing of information through the OSF Corporate Division of Strategic Effectiveness  

ORGANIZATION AND FUNCTIONS

The Patient Safety Team is a standing interdisciplinary group that manages the organization’s Patient Safety Program through a systematic, coordinated, continuous approach.  The Team will meet monthly to assure the maintenance and improvement of Patient Safety in establishment of plans, processes and mechanisms involved in the provision of the patient care.

A. The scope of the Patient Safety Team includes medical/healthcare errors involving the patient population of all ages, visitors, hospital/medical staff, students and volunteers. Aggregate data* from internal (IS data collection, incident reports, questionnaires, ORYX reports, Core Measure reports) and external resources (Sentinel Event Alerts, evidence based medicine, etc.) will be used for review and analysis in prioritization of improvement efforts, implementation of action steps and follow-up monitoring for effectiveness.  The severity categories of medical/health care errors include:

· No Harm Error – an unintended act, either of omission or commission, or an act that does not achieve its intended outcome

· Mild to Moderate Adverse Outcome – any set of circumstances that do not achieve the desired outcome and result in an mild to moderate physical or psychological adverse patient outcome

· Hazardous Conditions – any set of circumstances, exclusive of disease or condition for which the patient is being treated, which significantly increases the likelihood of a serious adverse outcome

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

· Sentinel Event – an unexpected occurrence involving death or serious physical or psychological injury or the risk thereof.  Serious injury specifically includes the 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

*The Patient Safety Team will only evaluate aggregate data/processes and NOT specific clinical details related to individual occurrences.  Clinical details will be reviewed/addressed through the established Medical Staff Peer Review Process.

B. The Patient Safety Team will be chaired by the designated Patient Safety Officer.  

1. The Patient Safety Officer will be the Director of Quality Resource Management/Risk Manager.  

2. The responsibilities of the Patient Safety Officer include compliance with patient safety standards and initiatives, evaluation of work performance as it relates to patient safety, reinforcement of the expectations of the Patient Safety Plan, and acceptance of accountability for measurably improving safety and reducing errors.  These duties may include listening to employee and patient concerns, interviews with staff to determine what is being done to safeguard against occurrences, and immediate response to reports concerning workplace conditions.

3. Team membership includes services involved in providing patient care, i.e., Pharmacy, Laboratory, Surgical Services, Risk Management, Infection Control, Medical Imaging, Rehab, and Nursing.  The medical staff representative on the team will be the Medical Staff Secretary. 

4. Discussion with the patient/family/caregivers regarding adverse outcomes:

a. Events impacting the patient’s clinical condition – The Patient Safety Officer will notify the care-giving physician about informing the patient/family/caregivers in a timely fashion (within 48-72 hours).  Should the care-giving physician refuse or decline communication with the patient/family/caregivers, the Department Chairperson will be notified by the Patient Safety Officer.  The patient/family/caregivers will NOT be contacted without the permission and/or notification of the care-giving physician involved.  The care-giving physician will determine the appropriateness of documentation of the occurrence in the medical record and will communicate this to the Patient Safety Officer.

b. Events NOT impacting the patient clinical condition, but causing a delay or inconvenience – The Patient Safety Officer will communicate with the Nursing Manager the need for communication with the patient/family/caregiver in the interest of patient satisfaction.

C. The mechanism to insure all components of the organization are integrated into the program is through a collaborative effort of multiple disciplines. This is accomplished by:

· Reporting of potential or actual occurrences through the Incident Occurrence Reporting Policy (Organizational Policy #6-004) by any employee in every department.

· Communication between the Patient Safety Officer and the Operational Safety Leader to assure a comprehensive knowledge of not only clinical, but also environmental factors involved in providing an overall safe environment.

· Reporting of patient safety and operational safety measurements/activity to the performance improvement oversight group, Quality Management Council. 

D. The mechanism for identification and reporting a Sentinel Event/other medical error will be as indicated in Organizational Policies #6-023 (Sentinel Event Policy, implemented 4/98)/6-004 (Incident Occurrence Reporting Policy, implemented 1998), respectively.  Any root cause analysis of hospital processes conducted on either Sentinel Events or near misses will be submitted for review/recommendations to the Patient Safety Team, Quality Management Council and the Medical Executive Committee.

E. As this organization supports the concept that errors occur due to a breakdown in systems and processes, staff involved in an event with an adverse outcome will be supported by:
· A non-punitive approach and without fear of reprisal, as evidenced by the amnesty policy.  
· Voluntary participation into the root cause analysis for educational purposes and prevention of further occurrences.  
· Resources such as Pastoral Care, Social Services, or EAP should the need exist to counsel the staff  

· Annual staff surveys about their willingness to report medical errors

F.       As a member of an integrated healthcare system and in cooperation with system initiatives, the following Patient Safety Measures will be the focus of Patient Safety activities:

1. Adverse Drug Events

2. Nosocomial Infections

3. Decubitus Ulcers

4. Blood Reactions

5. Slips and Falls

6. Restraint Use

7. Serious Event Reports

8. DVT/PE

Standardized defined measurements for each of the above is determined through the OSF Healthcare System Division of Strategic Effectiveness.  Targets for improvement will be determined by the individual facility.  This aggregate data will be reported to the Patient Safety Team at monthly intervals.

G.   A proactive component of the program includes an annual selection of a high risk or error prone process for concentrated activity, ongoing measurement and periodic analysis. The selected process and approach to be taken will be communicated in a letter to the OSF Healthcare Quality Council.  

The selection may be based on information published by JCAHO Sentinel Event Alerts, and/or other sources of information including risk management, performance improvement, quality assurance, infection control, research, patient/family suggestions/expectations or process outcomes.

1. The process will be assessed to determine the steps where there is or may be undesirable variation (failure modes).  Information from internal or external sources will be used to minimize risk to patients affected by the new or redesigned process.

2. For each failure mode, possible effects on patients, as well as the seriousness of the effect, will be identified.

3. The process will be redesigned to minimize the risk of failure modes.

4. The redesigned process will be tested and implemented.

5. Measures to determine effectiveness of the redesigned process will be identified and implemented.  Strategies to maintain success over time will be identified. 


H.  Implementation of new processes, or redesign of current processes, will incorporate patient safety principles and an emphasis on the important hospital and patient care functions of:



Patient Rights

Patient/Family Education
Improving Organizational Performance



Patient Assessment
Continuum of Care

Management of Information



Care of the Patient
Leadership


Management of Human Resources



Infection Control
Management of the Environment of Care


I.  The procedures for immediate response to medical/health care error are as follows: 

1. Staff will immediately report the event to the supervisor (either the nursing manager or the house supervisor if the event occurs during off-hours).  

2. The supervisor will immediately communicate the event to the Patient Safety Officer to initiate investigation and follow-up actions.  Should this occur during off-hours, the administrator-on-call should be notified and a voice mail message left on the Patient Safety Officer’s voice mail.  

3. Staff will complete the Incident/Occurrence Report to preserve information. 

4. Staff will obtain required orders to support the patient’s clinical condition.    

5. The Operation Safety Leader will be notified of any situations of potential risk to others.

6. The Patient Safety Officer will follow usual protocols to investigate the error and coordinate the factual information/investigation for presentation, review and action by the Patient Safety Team and/or the Sentinel Event Committee, as applicable. 

J.  Solicitation of input and participation from patients and families in improving patient safety will be accomplished by:

1. Conversations with patients and families during nursing manager or administrative rounds

2. Comments from Patient Satisfaction surveys

K. Procedures used in communicating with families the organization’s role and commitment to meet the patient’s right to have unexpected outcomes or adverse events explained to them in an appropriate, timely fashion include:

1. Patient’s rights statements 

2. Patient responsibilities—A list of patient responsibilities will be included in the admission information booklet.  These responsibilities include the patient providing correct information about perceived risks and changes in their condition, asking questions, following instructions, accepting consequences, following facility rules, etc.

3. Annual assessment for information barriers to effective communication among caregivers.


L. Methods to assure ongoing inservices, education and training programs for maintenance and improvement of staff competence and support to an interdisciplinary approach to patient care is accomplished by:

1. Providing information and reporting mechanisms to new staff in the orientation training

2. Providing ongoing education, including reporting mechanisms, through information presented in JOY DAYS 

3. Obtaining a confidential assessment of staff’s willingness to report medical errors at least annually 

4. Testing staff knowledge regarding patient safety in competency testing

5. Evaluating staff knowledge levels and participation of patient safety principles in annual performance appraisals

M. Internal reporting – To provide a comprehensive view of both the clinical and operational safety activity of the organization:

· The minutes/reports of the Patient Safety Team, as well as minutes/reports from the Operational Safety Committee will be submitted through the Director of QRM to the Quality Management Council. 

· These monthly reports will include ongoing activities including data collection presented in statistical process control charts, analysis, actions taken and monitoring for the effectiveness of actions.  

· Following review by Quality Management Council, the reports will be forwarded to the Medical Executive Committee and to the OSF HealthCare System Board of Directors.   

N. External Reporting

1. A high risk or error prone process will be selected annually for concentrated activity, ongoing measurement and periodic analysis.  The selected topic and approach will be communicated to the OSF Healthcare Quality Council through a letter.

2. Other patient safety measures will be incorporated into the OSF Health Care Missions Alive Scorecard.  

3. External reporting will be completed in accordance with all state, federal, and regulatory body rules, regulations and requirements.

O. The Patient Safety Officer will submit an Annual Report to the OSF Healthcare System Board of Directors and will include:

1. Definition of the scope of occurrences including sentinel events, near misses and serious occurrences

2. Detail of activities that demonstrate the patient safety program has a proactive component by identifying the high-risk process selected

3. Results of the high-risk or error-prone processes selected for ongoing measurement and analysis.  (This will be communicated in the facility annual patient safety report due at the May, Board of Directors meeting.)

4. 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.

5. The results of how input is solicited and participation from patients and families in improving patient safety is obtained.  

6. The results of the program that assesses and improves staff willingness to report medical/health care errors 

7. A description of the procedures used and examples of communication occurring with families about adverse events or unanticipated outcomes of care.

8. A description of the examples of ongoing in-service, and other education and training programs that are maintaining and improving staff competence and supporting an interdisciplinary approach to patient care.

CONFIDENTIALITY

All information related to organizational patient safety performance improvement activities performed by the medical staff or medical center personnel in accordance with this plan are confidential and are protected by the Medical Studies Act, Illinois Revised Statutes, Chapter 110, 8-2101-2105.

Confidential information may include, but is not limited to, Patient Safety Team minutes, any associated medical staff committee minutes, organizational performance improvement reports, electronic data gathering and reporting, untoward incident reporting and clinical profiling.

Some information may be disseminated as required by agencies as federal review agencies, regulatory bodies, the National Practitioners Data Bank, or any individual or agency that proves a “need to know” as approved by the Medical Executive Committee, Medical Center Administration and/or the OSF HealthCare Board of Directors.

EVALUATION/APPROVAL

The Patient Safety Plan will be evaluated at least every three years or as changes occur, and revised as necessary at the direction of the Quality Management Council.  Annual evaluation of the plan’s effectiveness will be documented in a report to the Medical Executive Committee, Quality Management Council, Chief Executive Officer and ultimately to the OSF Healthcare Board of Directors.

This Plan is issued in accordance with the Corporate Patient Safety Management Profile.

Harold Nord, M.D., President
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