April 5, 2004


J-Mail Alert – Patient Safety!!!
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When the Joint Commission visits NBGH this Fall, we know that Patient Safety is a topic that will be high on their list of priorities.  NBGH has a Patient Safety Team that is charged with the overall coordination of activities within the hospital.  Team membership includes participants from medicine (both in-hospital and community), nursing, pharmacy, laboratory, engineering, performance improvement, education and development, and perioperative services.  NBGH has established policies and practices that support a safe environment for care delivery.  We have adopted the National Patient Safety Goals, and have encouraged our patients to partner with us via the “Please Ask…” campaign.  Additionally, there are many functions within the organization that support safety, including:

· Policies, procedures and protocols to prevent errors, such as surgical site marking and safe medication ordering practices.

· Reviewing JCAHO Sentinel Event Alerts, some of which have included:

· Avoiding Delays in Treatment

· Bed-Rail Entrapment

· Nosocomial Infection Prevention

· Conducting a Root Cause Analysis following sentinel events or near misses

· Conducting proactive risk assessments (FMEA) of high-risk processes.  

· Ongoing committees that review quality of care issues, such as Pharmacy and Therapeutics, and Blood Bank/Pathology

· Performance Improvement Teams, such as:

· Medication Safety

· Restraint Reduction

· Moderate Sedation

· Physician Peer Review practices

To refresh your memory, here are some terms and definitions you should know:

· Sentinel Event:
A serious event that causes or could cause death or severe injury.

· Sentinel Event Alert: An “alert” published by JCAHO that advises health care institutions about the most frequently reported “sentinel events” nationwide.  These alerts contain valuable information about the “root causes” (see below) of sentinel events.  NBGH reviews these alerts to decide if there are opportunities for improvement and changes here at NBGH. 

· Root Cause Analysis:  Also known as “RCA,” this is a meeting that occurs following a sentinel event.  People with knowledge of the event, as well as people with various areas of expertise, come together to evaluate the event and keep asking questions to get to the bottom (root cause) of what led to the event.  A Root Cause Analysis is not about blaming a PERSON for an error, but finding out how a system can be changed and made safer!

· FMEA:  The term FMEA (pronounced FEMA) stands for “Failure Mode and Effects Analysis” and is a method for evaluating a process for its risks and developing systems to remove those risks ahead of time.  It is a process borrowed from the aerospace and engineering fields.  FMEA projects conducted at NBGH have included missing medication and moderate sedation practices.  The FMEA for 2004 will be conducted on assuring proper patient identification on all medication orders.

Think about those things going on in your department related to patient safety, and what you can tell the JCAHO Survey Team about how you contribute to creating a safer environment for our patients and visitors!
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