Patient Safety Systems (PS)

Quality and Safety in Health Care

The qualityof careandthe safetyof patientsarecorevalue®f The JointCommission
accreditatioprocessThisisacommitmentThe JointCommissiomhasmadeo
patientsfamilieshealthcarepractitionersstaff,andhealthcareorganizatioteaders.

Theultimatepurposenf The JointCommissioisaccreditatioprocessto enhance
qualityof careandpatientsafetyEachaccreditationequirementhe surveyprocess,
the SentineEventPolicy,andotherJointCommissiompoliciesandinitiativesare
designetb helporganizationseducevariationreduceisk,andimprovequality.
Organizationshouldhaveanintegratedpproacho patientsafetysothat safepatient
carecanbeprovidedor everypatientin everycaresettingandservice.

Organizationarecomplexenvironmentthat dependn strongleadershifo supportan
integrategatientsafetysystenthatincludeghefollowing:

> Safetyculture

» Validatednethoddo improveprocessemdsystems

»  Standardizedaydor interdisciplinaryeamgo communicatendcollaborate

» Safelyntegratedechnologies

In anintegrateghatientsafetysystemstaffandleadersvork togetheto eliminate
complacencyromotecollectivanmindfulnesgreateaclotherwith respecand
compassiomgndlearnfrom patientsafetyeventsincludingclosecallsandothersystem
failureghat havenot yetledto patientharm.Sidebaf definegsheseandotherkey
terms.

v

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.
continued on next page
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Sidebar 1. (continued)

» 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.

Qualityandsafetyin healthcareareinextricablyinked.Quality, asdefinedby the
Instituteof Medicinejsthedegre¢o whichhealthservicefor individualsand
populationsncreasthe likelihoodof desiredhealthoutcomesndareconsistenvith
currentprofessiondnowledgelt isachievewvhenprocessesdresultsmeetor exceed
theneedsinddesiresf the peopldt serve®. Thoseneedanddesiretcludesafety.

The componentsf aqualitymanagemersystenshouldincludethe following:
»  Ensuringeliableprocesses

» Decreasingariationanddefectgwaste)

» Focusingn achievingpositivemeasurableutcomes

» Usingevidencéo ensurehataservicés satisfactory

Patientsafetyemergeasa centralimof quality.Patient safety, asdefinedby the World
HealthOrganizationisthe preventiorof errorsandadverseffectgo patientghatare
associatedith healthcare Safetys whatpatientsfamiliesstaff,andthe publicexpect
from JointCommissionaccreditedrganization$Vhile patientsafetyeventsnaynot
becompleteleliminatedthe goalisalwayzeroharm(thatis,reducingharmto
patients)JointCommissioraccreditedrganizationshouldbe continuallyfocusedn
eliminatingsystemfailuresandhumanerrorghat maycauséarmto patientsfamilies,
andstaff.

"Foralist of specifigpatientsafetyeventshat arealsoconsideredentinekventssee the* Sentinel
EventPolicy (SE)chapteiin E-ditior® or the Comprehensive Accreditation Manual.
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Goals of This Chapter

This“PatientSafetySystenis(PS)chapteprovideorganizatioteadersvith aproactive
approacho designingr maintainingapatient-centeresystenthataimsto improve
qualityof careandpatientsafetyanapproachhat alignswith the JointCommissiots
missiorandits standards.

The JointCommissiompartnersvith accreditedrganization® improvethe ability of
healthcaresystemt protectpatientsThefirst obligationof healthcaresto “do no
harm” Thereforethischaptefocusesn thefollowingthreeguidingprinciples:

1. AligningexistinglointCommissiorstandardsith dailyworkto engagpatientsand
staffthroughoutthe healthcaresystematalltimeson reducingharm.

2. Assistindnealthcareorganizationte becomdearningorganizationisy advancing
knowledgeskillsandcompetencef staffandpatientdy recommendinmethods
thatwill improvequalityandsafetyprocesses.

3. Encouragingndrecommendingroactivegualityandpatientsafetynethodghat
will increasaccountabilitytrust,andknowledgevhilereducingheimpactof fear
andblame.

It informsandeducatesrganizationabouttheimportanceandstructureof an
integrategatientsafetysystenandhelpsstaffunderstandherelationshigpetween
JointCommissioraccreditatiomndpatientsafetylt offersapproachesndmethods
thatmaybeadaptedy anyorganizatiothataimsto increaséhereliabilityand
transparencgf its complexsystemwhileremovingheriskof patientharm.

The PS chapter refers to specific Joint Commission standards, describing how existing
requirements can be applied to achieve improved patient safety. It does not contain
any new requirements. Standardsitedin this chaptemareformattedwith the standard
numberin boldfaceype(for examplée,Standardr1.01.01.01") andareaccompanieby
languagéhat summarizethe standardiForthefull textof astandardndits element(s)
of performancé€EP),pleaseeferenc&-ditionor the Comprehensive Accreditation
Manual.

Throughoutthis chapteryewill do thefollowing:

» Discusfiow organizationsandevelopnto learningorganizations

» ldentifytheroleleaderbaveto establisksafetycultureandensurestaff
accountability

»  Explainhow organizationsancontinuallyevaluatéhe statusandprogressf their
patientsafetysystems
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informationregardingmprovementbasean reportecconcernsrThis helpsfostertrust
thatencouragedsrtherreporting (See the“ SentineEventPolicy [SE]chaptefor more
aboutcomprehensivgystematianalyses.)

The Role of Leaders in Patient Safety

Organizatiomeadergrovidethe foundationfor an
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»  Not workingcollaborativelgr cooperativelwith othermembersf theinterdisci-
plinaryteam

»  Creatingrigid or inflexiblebarriergo requestfor assistana# cooperation

»  Not respondingo requestfor assistana® information,not returningpagesr
callspromptly

Thesdssuearestill occurringn organizationsationwideln a2021surveyby the
Institutefor SafeMedicationPractice SMP),7%%60f 1,04 7respondentseported
personallgxperiencindisrespectfilehaviorsluringthe previousyearIn addition,
60%reportedvitnessinglisrespectfulehaviors Therespondentisicludednurses,
physiciangharmacistgndquality/riskmanagememtersonnel

Approximatehhalf (51%)f therespondentsadaskedolleague® helpinterpreta
medicatiororderor validatets safetyto avoidinteractingvith aparticulamprescriber
Moreover2™osaidtheywereawareof amedicatiorerrorduringthe previoug/eatin
whichbehaviothat undermines cultureof safetywasa contributingfactor.Nearly
200eventsveredescribednanyof whichinvolvedhigh-alermedicationge.g.,
neuromusculdslockingagentsanticoagulant&sulin,chemotherapygndledto
significantelaysn careand/oradversevents

Of therespondent&ho indicatedhat theirorganizationsadclearlydefinedan
effectivgprocesor handlingdisagreementsth the safetyof anorder only 41%said
thatthe procesfor handlingdisagreemenaowsthemto bypasstypicalchainof
commandif necessaBMWhilethesadataarespecifito medicatiorsafetytheirlessons
arebroadlyapplicableBehaviorthat undermineacultureof safetyhaveanadverse
effecton qualityandpatientsafety.

A Fair and Just Safety Culture

A fair andjustsafetycultureis neededor staffto trustthattheycanreportpatient
safetyeventsvithout beingtreatedounitively?® In orderto accomplistthis,
organizationshouldprovideandencouragthe useof astandardizedgeportingprocess
for staffto reportpatientsafetyeventsThisisalsobuilt into the JointCommissiots
standardat Standard.D.03.09.01, EP6, whichrequireseaderso provideand
encouragthe useof systemfor blame-freeeportingof asystenor
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human fallible,andcapabl®f mistakesandthat theyworkin systemthat areoften
flawedIn the mostbasidermsafair andjustcultureholdsindividualsaccountabléor
theiractiondut doesot punishindividualdor issuesttributedto flawedsystemer
processes?*Standard.D.04.01.05, EP4, requireshat staffareheldaccountabléor
theirresponsibilities.

It isimportantto notethatfor someactiongor whichanindividualisaccountableghe
individualshouldbeheldculpableandsomelisciplinarnactionmaythenbenecessary.
(See Sidebar, below for adiscussionf toolsthat canhelpleadersleterminefair and
justresponsto apatientsafetyevent. However staffshouldnevetbepunishedr
ostracizetbr reporting the eventclosecall,hazardousondition,or concern.

Sidebar 2. Assessing Staff Accountability

The aim of a safety culture is not a “blame-free” culture but one that balances
organization learning with individual accountability. To achieve this, it is essential
that leaders assess errors and patterns of behavior in a consistent manner, with the
goal of eliminating behaviors that undermine a culture of safety. There has to exist
within the organization a clear, equitable, and transparent process for recognizing
and separating the blameless errors that fallible humans make daily from the unsafe
or reckless acts that are blameworthy.*-1°

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 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 safetys evidencetly arobustreportingsystenanduseof
measuremeid improve Whenorganizationadoptatransparentyonpunitive
approacho reportsof patientsafetyevent®r otherconcernshe organizatiotegins
reportingto learn—andto learncollectivelyrom adverseventsclosecallsand
hazardousonditionsWhilethis sectiorfocusesn datafrom reportedpatientsafety
eventsit isbut onetypeof dataamongmanythat shouldbecollectecandusedo drive
improvement.
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Whenthereis continuousreportingfor adverseventsglosecallsandhazardous
conditionsthe organizatiowananalyz¢he eventsgchangéhe processr systento
improvesafetyanddisseminatide changes
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"Humanerrorsaretypicallyskillshasedgecisiorbasedor knowledgdasedwhereasiolationscould
beeitherroutineor exceptiongintentionalor negligent)Routine violations tendto include
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A patient-centerepproacho carecanhelporganizationassesmdenhanceatient
activationAchievinghisrequireseadershipngagemein the effortto establish
patient-centerechreasatop priority throughoutthe organizationThisincludes
adoptinghefollowingprinciples?

»

»

»

»

»

»

»

Patientsafetyguidesall decisiormaking.

Patientandfamiliesarepartnersat evenjevelof care.
Patientandfamily-centeredareis verifiablerewardedandcelebrated.
Thelicensegbractitioneresponsibléor the patientscarepr thelicensed
practitioneisdesignedelisclose® the patientandfamilyanyunanticipated
outcome®f carefreatmentandservices.
TransparentommunicatiomwhenharmoccursAlthoughJointCommission
standarddo not requireapologyevidencsuggesthat patientdbenefit—andare
lesdikelyto pursuditigation—whenphysiciandiscloséarm,expressympathy,
andapologizé.

Staffinglevelaresufficientandstaffhasthe necessatgolsandskills.

The organizatiomasafocuson measuremergarningandimprovement.
Staffmustbefully engageth patient-andfamily-centeredareasdemonstratety
their skills knowledgeandcompetence compassionatmmmunication.

Organizationsanadoptanumberof strategie® supportandimprovepatient
activationjncludingpromotingculturechangeadoptingransitionataremodelsand
leveraginpealthinformationtechnologyapabilitie®.

A numberof JointCommissiorstandardaddrespatientrightsandprovidean
excellenstartingpoint for organizationseekingo improvepatientactivationThese
standardeequirethat organizationdo the following:

»

»

»

»

»

Respeciprotect,andpromotepatientrights(StandardR1.01.01.01)

Respecthe patientsrightto receivénformationin amannetthe patient
understandgStandardr1.01.01.03)

Respecthe patientsrightto participaten decisionabouttheircarefreatment,
andservice&StandardR1.01.02.01)

Honor the patientsrightto giveor withholdinformedconsen{Standardr1.01.03.
01)

Addresgpatientdecisionaboutcarefreatmentandserviceseceiveat the endof
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Beyond Accreditation: The Joint
Commission Is Your Patient Safety Partner

To assisbrganizationsn their journeytowardcreatindhighlyreliablepatientsafety

systemd, he JointCommissiomprovidesnanyresourcescludingthe following:

»  Office of Quality and Patient Safety: An internalJointCommissiordepartment
that offersorganizationguidancendsupportwhenanorganizatioexperiences
sentinekventor whenasafetyevenisreportedhat mayrequireanalysisr
improvementork. The Office of QualityandPatientSafetyassesstse
thoroughnesandcredibilityof anorganizatiois comprehensiv@/stematianalysis
aswellastheactionplanto helpthe organizatiopreventhe hazardouer unsafe
conditiongrom occurringagain(See the* SentineEventPolicy [SE]chapterfor
moreinformation.)

»  Standards Interpretation Group: An internalJointCommissiordepartmenthat
helpsorganizationwith theirquestionsiboutJointCommissiorstandardsirst,
organizationsansee
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Joint Commission Resources: A JointCommissiomot-for-profitaffiliatethat
producedooksandperiodicalsholdsconferenceprovidesonsultingservicesnd
developsoftwareroductsor accreditatiomandsurveyeadinesgk-ormore
information,visithttp://www.jcrinc.com.)

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

Speak Up™ program: The JointCommissiols campaigno educatgatientsabout
healthcaregprocessemdpotentialsafetyssueandencouragthemto speakip
whenevetheyhaveguestion®r concerngabouttheir safetyFor moreinformation
andpatienteducatiorresourcegioto http://www.jointcommission.org/speakup.
Joint Commission patient safety web portals: ThroughThe JointCommission
websitdat http://www.jointcommission.org/toc.aspsjganizationsanaccess
webportalswith arepositonof resourcesn the followingtopics:

i ZeroHarm

i  Emergencianagement

i HealthCareWorkforceSafetyandWell-Being

i InfectionPreventiorandControl

i SuicidePrevention

i Workplacé/iolencePrevention
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