Patient Safety Systems (PS)

Quality and Safety in Health Care

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

Theultimatepurposenf The JointCommissioisaccreditatioprocessto enhance
qualityof careandpatientsafetyEachaccreditationequirementhe surveyprocess,
the SentineEventPolicy,andotherJointCommissiompoliciesandinitiativesare
designetb helppracticeseducevariationreduceisk,andimprovequality.Practices
shouldhaveanintegratedpproacho patientsafetysothat safgatientcarecanbe
providedfor everypatientin everycaresettingandservice.

Practicearecomplexenvironmentthat dependn strongleadershifo supportan
integrategatientsafetysystenthatincludeghefollowing:

> Safetyculture

> Validatednethodgo improveprocessemdsystems

»  Standardizegtaydor interdisciplinaryeamgo communicatendcollaborate
» Safelyntegratedechnologies

v

v

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

Sidebar 1. Key Terms

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

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

CAMOBS Update 1, July 2024 PS -1



definedby the
023.a3 0 j11.09 0 Td (ensu:

Comprehensive Accreditation Manual for Office-Based Surgery Practices

Sidebar 1. (continued)

» 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 event is a patient safety event (not primarily related
to the natural course of the patient’s illness or underlying condition) that reaches
a patient and results in 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 whichhealthservice®r individualsand
populationsncreasthelikelihoodof desiredhealthoutcomesndareconsistentvith
currentprofessiondnowledgelt isachievesvhenprocessemdresultaneetor exceed
theneedsinddesiresf the peopldt serve®. Thoseneedanddesirescludesafety.

The componentsf aqualitymanagemersystenshouldincludethe following:
»  Ensuringeliableprocesses

» Decreasingariationanddefectgwaste)

» Focusingn achievingositivemeasurableutcomes

» Usingevidenc#o ensurdhataservicés

"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“PatientSafetySystenisPS)chapteprovidespracticdeadersvith aproactive
approactho maintainingor redesigning patient-centeresy/stenthat aimsto improve
qualityof careandpatientsafetyanapproachhat alignswith the JointCommissiots
missiorandits standards.

The JointCommissiompartnersvith accreditegracticeso improvetheir ability to
protectpatientsThefirst obligationof healthcaresto “do no harm” Thereforethis
chaptefocusesn thefollowingthreeguidingprinciples:

1. AligningexistinglointCommissiorstandardsith dailyworkto engagpatientsand
staffthroughoutthe practicesystematalltimesonreducingharm.

2. Assistindnealthcarepracticeso becoméearningprganizationsy advancing
knowledgeskillsandcompetencef staffandpatientdy recommendinmethods
thatwill improvequalityandsafetyprocesses.

3. Encouragingndrecommendingroactivegualityandpatientsafetynethodghat
will increasaccountabilitytrust,andknowledgevhilereducingheimpactof fear
andblame.

It informsandeducatepracticesbouttheimportanceandstructureof anintegrated
patientsafetysystenandhelpsstaffunderstandherelationshigpetweerdoint
Commissioraccreditatioandpatientsafetylt offersapproacheandmethodghat may
beadaptedy anyorganizatiothat aimsto increaséhereliabilityandtransparencgf
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 thischapterareformattedwith 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:

» Discus$iow practicesandevelopnto learningpractices

» ldentifytheroleleaderbaveto establisksafetycultureandensurestaff
accountability

»  Explainhow practicesancontinuallyevaluaté¢he statusandprogressf their
patientsafetysystems

Shading indicates a change effective July 1, 2024, unless otherwise noted in the What's New.
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» Describdow practicesanworkto prevenor respondo patientsafetyeventsvith

proactiveiskassessments
»  Highlightthecriticalcomponenbdf patientactivatiorandengagemein apatient

safetysystem
»  Provideaframeworko guidepracticdeaderastheywork to improvepatient

safetyin theirpractices

Becoming aLearning Practice

The needor sustainablienprovemenin patientsafetyandthe qualityof carehasnever
beengreaterOneof the fundamentastepgo achievingndsustaininghis
improvemenisto becomelearningoracticeA learning practice is

Shading indicates a change effective July 1, 2024, unless otherwise noted in the What's New.
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culturearecharacterizdaly communicationfoundedon mutualtrust, by shared

perceptionsf theimportancef safetyandby confidenceén the efficacyof preventive

measuresPracticewill havevaryindevelof safetyculture,but all shouldbeworking
towardasafetyculturethat hasthe followingqualities:

»  Staffandleaderthatvaluetransparencyccountabilityandmutualrespect.

»  Safetyaseveryonsfirst priority 3

» Behaviorthatundermineacultureof safetyarenot acceptabl@andthusare
reportedo practicdeadershipy staff,patientsandfamilieor the purposeof
fosteringiskreductiorp.:2:

»  Collectivemindfulnesss presentwhereirstaffrealizeéhat systemalwayfavethe
potentialto fail andstaffarefocusedn finding hazardousonditionsor closecalls
atearlystagebeforea patientmaybeharmed: Staffdo not viewclosecallsas
evidencéhatthe systenprevente@dnerrorbut ratherasevidencéhat the system
needso befurtherimprovedo preventanydefects:

»  Staffwhodo not denyor coverup errorsbut ratherwantto reporterrorsto learn
from mistakeandimprove

Shading indicates a change effective July 1, 2024, unless otherwise noted in the What's New.
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Figure 1. The Trust-Report-Improve Cycle. In the trust-report-improve cycle, trust promotes reporting,
which leads to improvement, which in turn fosters trust.

Leaderandstaffneedo addresmtimidatingor unprofessiondehaviorsvithin the
practicesoasnot to inhibit othersfrom reportingsafetyconcerng.Leadershould
both educatetaffandhold themaccountabléor professiondiehaviorThisincludes
theadoptionandpromotionof acodeof conductthat definesacceptablbehavioas
wellasbehavior¢hat undermineacultureof safetyThe JointCommissiots Standard
LD.03.01.01, EP4, requireghatleadergevelosuchacode.

Intimidatinganddisrespectfudehaviorglisruptthe cultureof safetyandprevent
collaborationgommunicationandteamworkyhichis requiredor safeandhighly
reliablepatientcare? Disrespeds not limitedto outburstsof angethat humiliatea
membepof the healthcareeamjt canmanifestn man4 0 Td (f)Tj 11.nf.2 Fd.pathich) Tjs2
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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 practicesationwideln a2021surveyby the Institute
for SafdMedicationPractice SMP),79%of 1,04 7respondenteportedoersonally
experiencindisrespectfllehaviorguringthe previous/earln addition,60%reported
witnessinglisrespectfulehavior® Therespondentsicludednursesphysicians,
pharmacistandTj 53.gliors.

Shading indicates a change effective July 1, 2024, unless otherwise noted in the What's New.
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capablef mistakesandthattheyworkin systemthat areoftenflawedIn the most
basidermsafair andjustcultureholdsindividualsaccountabléor theiractionsut
doesot punishindividualdor issueattributedto flawedsystemer processes?

It isimportantto notethatfor someactiondor whichanindividualisaccountablehe
individualshouldbeheldculpableandsomedisciplinanactionmaythenbenecessary.
(See Sidebag, below for adiscussionf toolsthat canhelpleadersleterminefair and
justresponsto apatientsafetyevent. However staffshouldnevebepunishedr
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 eliminatin%gghaviors that undermine a culture of safety. There has to exist
within the practice 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.*-°

Numerous sources (see references below) are available to assist a practice in
creating a formal dreThere

continued on next page
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Sidebar 2. (continued)

3. Marx D. How building a ‘just culture’ helps an organization learn from errors. OR
Manager. 2003 May;19(5):1, 14-15, 20.

4. Reason J, Hobbs A. Managing Maintenance Error. Farnham, Surrey, United
Kingdom: Ashgate Publishing, 2003.

5. Vincent C. Patient Safety, 2nd ed. Hoboken, NJ: Wiley-Blackwell, 2010.

6. National Patient Safety Agency. Incident Decision Tree. Accessed Jan 10,
2024. https://
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A numberof standardeelateto thereportingof safetyinformation,including
Performancemprovemen({Pl) StandardP1.01.01.01, whichrequirepracticeso
collectdatato monitortheir performanceandStandard.D.03.02.01, whichrequires
practice$o usedataandinformationto guidedecisionandto understandariationin
the performancef processesipportingsafetyandquality.

Practicesanengagé&ontline staffin internalreportingin anumberof waysjncluding

thefollowing:

» Createanonpunitiveapproacho patientsafetyeventreporting

» Educatestaffon andencouragthemto identify patientsafetyeventshat shouldbe
reported

»  Provideimelyfeedbackegardin@ctiongakenon reportedpatientsafetyevents

Effective Use of Data

Collecting Data

Whenpracticesollectdataor measurstaffcompliancevith evidence-basedre
processeas patientoutcomestheycanmanagandimprovethoseprocesses
outcomesnd,ultimatelyjmprovepatientsafetyThe effectivaiseof dataenables
practiceso identify problemsprioritizeissuegjevelosolutionsandtrackperformance
to determinesuccessObjectivadatacanbeusedo supportdecisionaswellasto
influencepeopleto changeheirbehaviorandto complywith evidence-basedre
guidelineg

The JointCommissiomequireoffice-basepracticeso collectandusedatarelatedo

certainpatientcareoutcomesndpatientharmeventsSomekeyJoint Commission

standardeelatedo datacollectionranduserequirepractice$o do thefollowing:

»  Collectinformationto monitor conditionsn the environmen{Standard
EC.04.01.01)

»  ldentifyrisksfor acquiringandtransmittingnfectiong StandardC.01.03.01)

» Usedataandinformationto guidedecisionandto understandariationin the
performancef processesupportingsafetyandquality (Standard.D.03.02.01)

» Haveapracticewiddantegrateghatientsafetyprogram(Standard.D.03.09.01)

» Evaluateheeffectivenesd theirmedicatioomanagememstystenf{Standard
MM.08.01.01)

» Collectdatato monitortheir performancéStandardPl1.01.01.01)

» Improveperformancen anongoingbasigStandardPl.03.01.01)

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

Effectivedataanalysisanenablgracticeo “diagnoseproblemswithin its system
similarto thewayonewould diagnose patientsillnesbasewdn symptomshealth
history,andotherfactorsTurning datainto informationis acriticalcompetencygf a
learningpracticeandof effectivananagemertf changeWhentheright dataare
collectecdandappropriat@nalytidechniqueareappliedjt enablethe practiceo
monitor the performancef asystemgetectvariation andidentify opportunitieso
improve This canhelpthe practicenot only understandhe currentperformancef
practicesystembut alsocanhelpit predictits performancegoingforward?

Analyzingdatawith toolssuchasrun chartsstatisticaprocessontrol (SPC)chartsand
capabilitychartshelpsapracticedeterminevhathasoccurredn asystenandprovides
cluesasto whythe systemespondedsit did* Tablel, following,describeand
comparesxamplesf theseools.

Shading indicates a change effective July 1, 2024, unless otherwise noted in the What's New.
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Defining and Comparing Analytical Tools

Tool
Run Chart

Statistical Process
Control (SPC)
Chart

Capability Chart

Using Data to Drive Improvement

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
acceptable performance of
tasks or processes to determine
whether a given change in the
process is capable of reducing
variation in performance.

»

»

»

When to Use It

When the practice needs to identify
variation within a system

When the practice needs a simple
and straightforward analysis of a sys-
tem

As a precursor to an SPC chart

When the practice needs to identify
variation within a system and find
indicators of why the variation oc-
curred

When the practice needs a more
detailed and in-depth analysis of a
system

When the practice needs to deter-
mine whether a process will function
as expected, according to require-
ments or specifications

After datahasbeerturnedinto information leadershiphouldensurghefollowing (per

therequirementshownys?

»  Informationis presented aclearmanner(Standard.D.03.04.01)

»  Informationis shareavith the appropriatgroupshroughoutthe practicgfrom
thefront lineto theleader[s]jStandardsD.03.04.01, LD.03.09.01)

»  Opportunitiesfor improvemenandactiongo betakenarecommunicated
(StandardsD.03.05.01, LD.03.07.01)

»  Improvementarecelebratedr recognized
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A Proactive Approach to Preventing Harm
Proactiveiskreductionpreventfiarmbeforet reachethe patient.By engaginin
proactiveiskreductionapracticecancorreciprocesproblemso reducehelikelinood
of experiencingdverseventsAdditionalbenefitof aproactiveapproacho patient
safetyincludeincreaselikelihoodof the following:

»  ldentificationof actionableommoncauses

»  Avoidancef unintendecconsequences

»  ldentificationof commonalitieacrosslepartments/services/units

»  |dentificationof systensolutions

In aproactivaiskassessmethie practiceevaluateaprocesso seenowit could
potentiallyfail, to understandhe consequences$ suchafailure,andto identify partsof
theprocesthatneedmprovementA proactiveiskassessmentreasaesnderstanding
within the practiceaboutthe complexitiesf procesdesigrandmanagementand
whatcouldhappernf the procesfails.

The JointCommissioraddressggoactivaiskassessmettisStandard.D.03.09.01, EP
8, whichrecommendssingthe resultof proactiveiskassessmemntsimprovesafety.
Practices/orkingto becoméearningpracticesreencouragetb exceethis
requiremenby constantlyvorkingto proactivelydentifyrisk.

Whenconductingaproactiveiskassessmeptacticeshouldprioritizehigh-risk high-
frequencyareasiAreaf riskareidentifiedfrom internalsourcesuchasongoing
monitoringof the environmentresultof previougproactiveiskassessmerasid
resultof datacollectionactivitiesRiskassessmeioblsshouldbeaccessdtbm
credibleexternasourcesuchasnationallyrecognizedskassessmetablsandpeer
reviewliterature.

Hazardougor unsafeSntc®8&6rm BT /F5 10.5 Tf 100 Tz 0 0 0 rg 23.8 199.5 Td (review)T]
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in changingircumstancésA proactiveapproachio suchconditionsshouldincludean
analysisf the systemandprocesses whichthe hazardousonditionisfound, with a
focuson the climatethat precedethe hazardousondition.

A proactiveapproacho hazardousonditionsshouldincludeananalysisf therelated

systemandprocessemicludingthefollowingaspects:

»  Preconditions. Examplemcludehazardouéor unsaferonditionsn the environ-
mentof carg(suchasnoiseglutter,wetfloors,andsoforth), inadequatstaffing
levelginabilityto effectivelynonitor,observeandprovidecarefreatmentpr
servicew patients).

»  Supervisory influences. Examplescludeinadequatsupervisiorynsafeoper-
ationsfailureto addresaknown problem authorizatiorof activitieghat are
knownto behazardous.

»  Qrganization influences. Examplescludeinadequatstaffing,organization
culture lackof strategiciskassessment.

Tools for Conducting a Proactive Risk Assessment

A numberof toolsareavailabléo helppracticesonducta proactivaiskassessment.
Oneof thebestknownof thesedoolsisthe FailureModesandEffectsAnalysifFMEA).
An FMEAisusedo prospectivelgxamindow failurescouldoccurduringhigh-risk
processesd,ultimately howto preventhem.The FMEA asks Whatif?' to explore
whatcouldhappernif afailureoccursat particularstepsn aprocess.

Othertoolsto consideunsingfor aproactivaiskassessmeintludethe following:

» Institutefor SafeMedicationPracticeMedicationSafetySelfAssessment
Availabldor varioushealthcaresettingstheseaoolsaredesignetb helpreduce
medicatiorerrorsVisit https://www.ismp.org/selfassessments/defaulbasmre
information.

» ContingencyiagramThe contingencyliagranusedrainstormingo generata
listof problemghatcouldarisdrom  a

" Humanerrorsaretypicallyskillsbasedgecisiorbasedpr knowledgdasedwhereasiolationscould
beeitherroutineor exceptiongliintentionalor negligent)Routine violations tendto includehabitual
“bendingof therules, oftenenabledby managemena routineviolationmaybreakestablishediles
or policiesandyetbeacommonpracticevithin anorganizationAn exceptional violation isawillful
behaviooutsidehe normthatis not condonedy managemengngageih by otherspor partof the
individualsusuabehaviorSource: Diller T, etal. The humanfactorsanalysislassificatiosystem
(HFACS)appliedo healthcareAm J Med Qual. 2014May-Jun;29(3)184190.
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» Potentiaproblemanalysi§PPA)isasystematimethodfor determiningvhat
couldgowrongin aplanunderdevelopmentatingproblemcauseaccordindo
theirlikelihoodof occurrencandthe severityf their consequenceédisit https://
digital.ahrqg.gov/health-it-tools-and-resources/evaluation-resources/workflow-assess-
ment-health-it-toolkit/all-workflow-tools/potential-problem-an&tysisoreinfor-
mation.

» Procesdecisiorprogranmchart(PDPC)provides systematimean®f finding
errorswith aplanwhileit isbeingcreatedAfter potentialissuesarefound,
preventiveneasurearedevelopedillowingthe problemgo eitherbeavoidecr a
contingencylanto bein placeshouldthe erroroccur.Visit https://digital.ahrq.
gov/health-it-tools-and-resources/evaluation-resources/workflow-assessment-health
it-toolkit/all-workflow-tools/process-decision-program-firartoreinformation.

SidebaB listsstrategief®r conductinganeffectiveproactivaiskassessmen matter
thestrategghosen.

Sidebar 3. Strategies for an Effective Risk

Assessment

Regardless of the method chosen for conducting a proactive risk assessment, it
should address the following points:

»  Promote a blame-free reporting culture and provide a reporting system to
support it.

»  Describe the chosen process (for example, through the use of a flowchart).

» Ildentify ways in which the process could break down or fail to perform its
desired function, which are often referred to as “failure modes.”

»  Identify the pdesiBeGas wicfidet) 2:97006ip1ta)TTj FT2BT TE\ADisH) T{LZBO0TRA000TE g4 Jos (@tem Y5
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»  Sentinel Event Alert: The JointCommissiots periodicalertswith timelyinfor-
mationaboutsimilar frequentlyreportedsentinekventsincludingroot causes,
applicabldointCommissiomequirementgndsuggestedictiongo prevenia
particularsentinekvent(Forarchivesf previoushpublishecbentinel Event Alerts,
goto https//www.jointcommission.orgéng/
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