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Medical Center Health System

Medical Center Hospital System is committed to improving the quality and safety of patient care by:
* Detecting and evaluating errors, near misses, or unsafe conditions that could jeopardize patient safety or cause harm.

» Actively addressing safety concerns and promoting a culture of trust and accountability, MCHS aims to deliver the
safest care possible to every patient, consistently.

Why is reporting patient safety events essential?

Reporting is vital for identifying and analyzing errors to determine root causes and patterns, which supports process
improvements, risk reduction, and prevention of patient harm. All staff members are encouraged to report any errors
,ear misses and unsafe conditions.

MCHS has a platform called the Patient Safety Event Reporting System. This tool helps you select the event type and
guides you through the reporting process.

From the MCH home screen, click the Patient Safety Event shortcut to open a page with several icons. Choose the icon
that matches the event and submit your report.

You can also file a “Patient Safety Event” report anonymously through any of the following options:

https://medicalcenter.performancehealth.app/solutions/incident-reporting

MCHS Intranet Page - “Report a Patient Safety Event”

Desktop shortcut icon  |juamee.

Power Chart shortcut - “Report Patient Safety Event”


https://medicalcenter.performancehealth.app/solutions/incident-reporting
https://medicalcenter.performancehealth.app/solutions/incident-reporting
https://medicalcenter.performancehealth.app/solutions/incident-reporting
https://medicalcenter.performancehealth.app/solutions/incident-reporting
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Patient Safety
Event - Citri...

Medication Event

Employee Injury/Safety

Mother & Baby

Pressure Injury

ﬁ(
Security Concerns and/or Lost
Items

Incident Reporting

Click here to begin incident reporting.

0
Unanticipated Event Patient Complaint, Grievance, &
Kudos Reporting

Patient Injury Form Fall (Patient Fall Form only)

Good Catch Surgery

—

Infection Control Patient Safety Indicator (PSI)
PSO/Patient Safety Officer USE
Only

% *

Workplace Violence For Use of Risk Manager-Log of
Patient Property

S

Diagnostics

@

Environment Issues

@)

Anesthesia

Medical Device/Supply Issue or
Failure Form

Visitor or Vendor Injury Form



* Reportable Events:
* All Falls- nursing
* AllAMA’s- nursing
*  Employee or other Staff Injuries - needlesticks, sharps injury, falls
Patient Safety * Diagnosis or treatment errors
Event - Citri. _ * **Medication errors, adverse drug events
e **All new, new staged 3 and 4, and all unstageable pressure ulcers acquired after
admission/presentation

* Surgical site infections
* Equipment patient injuries

Examples of reportable events: * Patient injury associated with the use of contaminated drugs

* Lost Specimens- include blood
Adverse Event — a patient safety event that resulted in harm to a i . . . i
* Diagnostic events leading to delay of care (lab, Radiology, Respiratory)

patient.

* ID/Documentation/Consents (wrong MRN, incorrect consent)
: . * Infection Control Issues
Mo-harm event- a patient safety event that reaches the patient but

does not cause harm. Mear miss event [or *good catch™) —a patient * Environment
safety event that did not touch the patient.

* Deviation from policy/protocol (education/training)

* Lost Items such as glasses, dentures, hearing aides (see policy MCH-4031) use yellow

Hazardous condition {or unsafe condition}- a circumstance, other that patient belonging bags/label bag with patient sticker)
the patient’s own disease process or condition, that increases the .
probability of an adverse event. *  Workplace Violence

* Patient Complaints/Grievances (Patient Advocate reviews) report charge nurse

& sentinel event is 2 patient safety event {not primarily related to the *  Other reportable events

natural course of the patient’s illness or underlying condition) that
reaches a patient and results in any of the following:




Patient Safety Reporting

What to Report in a Patient Safety Report

€ Any occurrence not consistent with routine patient care

AN\ Any event outside normal operations

@ Any incident that causes patient harm or has the potential to cause harm

(includes near misses and good catches)

b= Patient Complaints and Grievances

If a patient or family member reports a complaint:

- Try to resolve the issue at the bedside when possible.

- If the complaint involves other staff, report it promptly to the charge nurse.

- A patient advocate is available Monday—Friday to assist patients and help resolve

complaints or grievances.
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Immediate Response to Patient Safety Events

Patient and Safety First
Stabilize the patient. The first priority is to attend to the patient’'s immediate safety
and well-being. Take immediate action to mitigate further harm.

Secure evidence.

Involve the House Supervisor and Charge Nurse should assist when events:

¥ Inwvolwves medical equipment or devices

> Removwve it from serwvice immediately, label it, and sequester it for
investigation.

» House Supervisor and /or Charge NMurse can assist to also secure all related
records, including monitoring strips, equipment logs, and paper

documentation.

% Prowvide emotional support.

>  Offer compassionate and unhurried support to the patient, family, and staff

involved, recognizing that all parties may be traumatized.

2z
Ié Fact-Finding and Communication: Seek Facts, Mot Fault

@As a team, we must embrace a 'just culture.” Focus on what happened, not who

to blame. The goal is to learn from the event to prevent errors, not to punish
individuals.




@ Gather facts quickly.

# The Charge nurse should obtain information from staff as soon as possible while memories are fresh.
» Reassure staff the process is confidential and non-punitive.

D Use standardized reporting.

Enter the event in the MCHS Patient Safety Reporting System promptly, providing objective facts and avoiding subjective assumptions or
opinions.

¥ You can enter the report or call Risk Management and/or charge nurse to assist in entering the report.
£: Ccommunicate effectively with the patient and /or surrogate.

# Once they are psychologically and physically ready, disclose what is known in a transparent and honest manner:
- Explain what happened in plain language
# Express honesty, empathy, and transparency; avoid premature blame or language that implies legal liability or fault.
# A full investigation must be completed by Risk Management and Leadership.
# Share known facts that are accurate and verified without speculation
- Explain ongoing care for the patient-
- You can state that you will speak with management for next steps in reviewing the event.

ﬁ Engage with the family.

¥ If the patient cannot communicate, inform the designated family member or healthcare proxy and keep them updated.




When Patients or Families Mention Legal Action

Stay Calm and Professional- Maintain a respectful, non-defensive tone.
Avoid showing frustration, anxiety, or dismissiveness.

Remember: anger or defensiveness may escalate the situation.

Listen and Acknowledge- Allow the patient/family to express their concerns fully.
Show empathy: “l understand this is very upsetting for you.

”Do not argue, debate, or make promises you cannot keep.

Avoid Speculation or Blame

Do not assign fault or speculate on causes.

Stick to facts about the patient’s condition and current care.

Do not admit liability or make legal statements.

Communicate Transparently, Within Your Role

Focus on the patient’s clinical care and immediate needs.

Provide clear, honest, and jargon-free updates on what is being done.

If appropriate, reassure them that their concerns will be taken seriously.

Escalate Appropriately- Notify your attending physician and the charge nurse
immediately.

Inform the hospital risk management or patient advocacy office.

Document the conversation factually in the medical record (without personal
Support the Patient and Family

Offer to connect them with a patient advocate who can help address grievances.

Continue to provide compassionate bedside care regardless of the complaint.




Functions and Responsibilities of MICHS Risk NManagement
&2 Risk Identification and Assessment

= Flonitor, analyze, and ewvaluate potential risks across hospital operations
= [dentify trends from patient safety reports, incident reports, complaimnts, and claims
= Conduct proactive risk assessments (e.2., failure mode and effects analysis, hazard vulnerability analysis)

|:i' Incident Inwvestigation and Reporting

= Review and investigate adverse events, near misses, and patient complaints that involve liability claims
= Ensure accurate, timelhy documentation in the hospital’s risk or zafety reporting system

= Presgrve evidence, interview involved staff, and coordinate fact-finding

Patient Safety and Quality lmprowvenment

= Collaborate with climical teams to develop interventions that reduce harm
= Support root cause analyses and ensure corrective action plans ars implemented
= Promote a just culture' that encourages reportimg and learming rather than blame

* Regulatory and Legal Compliance

= Ensure compliance with accreditation standards (e_g., DMW and CRAS])] and healthcare regulations
= Wark with l=egal teams on cClaims management, liability issues, and malpractice prewvention
= Flaintain confidentiality and echical handling of sensitive safety and legal data

E3 Education and Training

= Educate staff on risk managemeaent policies, patient safety proceduras, and reporting systems
= Prowvide guidance on disclosure and communication

2 Communication and Coordination

St as a liaizon between cinical staf, administration, legal counsel, and patients and patient families
Communicate transparently with patients and families when adverse events oCour

Collaborate with leadership to kesp the hospital board updated on risk issues
Coordinate with patient adwvocates to resolve grievances and prevent escalation /

N L —




Definitions: Levels of Harm
Harm-

Impairment of the
physical, emotional, or
psychological function or
structure of the body
and/or pain resulting
therefrom.

Monitoring-

To observe or record
relevant physiological

or psychological signs.
Intervention-

May include change

in therapy or active
medical/surgical

treatment.

Intervention-

Necessary to O Mo Bvor
Sustain Life

Includes cardiovascular O Error, No Ham
and respiratory support ‘ P
(e.g., CPR, defibrillation,

intubation, etc. . Error, Death

Summary: Levels of Patient Harm with Multiple Examples

+ /\ No Harm / Near Miss - Event occurred but no harm to patient
Examples:
» Wrong medication prepared but intercepted before administration
= Patient almost given wrong wristband but corrected in time
= Allergy to medication not documented but caught before given

« ¥ Mild Harm - Minimal, short-term impact, no lasting effects
Examples:
« [V infiltration causing small bruise, no treatment needed
= Minor skin tear during dressing change
« Mild allergic reaction treated with antihistamine|

« [¥] Severe Harm - Permanent harm or major loss of function
Examples:
« Wrong-site surgery leading to permanent disability
s Stroke after medication error, resulting in long-term impairment
« Retained surgical instrument requiring reoperation

« Death — Adverse event directly causes patient’s death
Examples:
« Fatal medication overdose
« Transfusion of incompatible blood type
« Missed diagnosis of sepsis leading to multi-organ failure
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