Premier Safety Institute


Checklist for Patient Safety and JCAHO standards

JCAHO states that the Patient Safety Standards do not require the creation of new structures or offices within an organization. However, JCAHO standards do require the integration of all patient safety activities within the organization. Although no standard requires a separate Patient Safety Plan, most facilities have chosen to develop such a plan to provide structure to patient safety activities. Facilities may choose to incorporate all components of the Patient Safety Standards requirements into existing plans, policies, and documents.

Most facilities prefer to develop a specific Patient Safety Program or Plan. This helps the organization assess current activities and their role and relationship to safety initiatives. In many cases this will include requirements of the new JCAHO Patient Safety Standards and other related standards already in place (eg, sentinel event reporting).  Some elements fit existing policies, procedures, and plans (eg, organizational performance improvement plans or safety management plans required by the Environment of Care standards). 

The following table should assist the organization in such an assessment as well as in identification of new components to be addressed. Most of these items are addressed in the generic safety plan accompanying this document. The Environment of Care standards are not addressed here, because there are no major changes at this time. The major issue is evidence of communication among those charged with implementing patient safety and other environmental safety management plans and associated data.

Patient Safety Program/Plan  
Done
Pending



Designated individual or individuals (team) 

To coordinate and oversee the patient safety program      



 Scope of program

Definition of the scope of the program activities   



Safety culture 

Statements that focus of program is to improve patient safety processes, not take punitive measures against staff who commit errors 



Program components

Description of how organization has integrated safety-related elements into organization-wide effort, including  participation from appropriate departments and services  







Adverse Events (medical errors) Plan provides for:



Procedures for immediate response to medical/health care errors     

Response procedures are in place for:



Care of the affected patient(s)



Containment of risk to others



Preservation of factual information for subsequent analysis



Definition of the systems in place for internal and external reporting of information relating to medical/healthcare errors



Definition of mechanisms in place for responding to unexpected clinical events including sentinel events (SE) (eg, root cause analysis [(RCA]) or other mechanisms for conducting proactive risk-reduction activities



Description of procedures for support of staff who have been involved in an SE







Annual report to governing body:

Summary of healthcare error occurrences and actions taken to improve patient safety Report includes:



Response to actual occurrences and outcomes



Proactive patient safety improvement activities and outcomes







SE policy and procedures :



      Definition of a sentinel event and a “near miss”



      Definition includes events listed by JCAHO as sentinel events



      Definition is approved by organizational leaders, medical staff



      Definition is communicated throughout the organization



      Reporting of SEs within the organization and to external agencies   



      Process for conducting RCA that focuses on process and system factors



      Policy addresses required documentation for a risk-reduction strategy and action plan, including measuring effectiveness of action plan; system improvements to reduce risk







Performance improvement



Proactive risk assessment of one high-risk process on annual basis

Proactive risk assessment process must show:



Selection process for proactive risk assessment and include information from JCAHO SE Alerts (see www.JCAHO.org  listing most frequently occurring types of sentinel events and patient safety risk factors)



Assessment of the intended and actual implementation of the process to identify the steps in the process where there is, or may be, undesirable variation



Identification of the possible effects on patients and the seriousness of the possible effects for each identified variation 



RCA conducted for most critical variations that could or do occur with selected process 



Redesign of the process and/or underlying system(s) to minimize the risk of the variation (failure mode) or to protect patients from the effects of the variation



Testing and implementation of the redesigned process



Identification and implementation of measures of the effectiveness of the redesigned process



Implementation of strategy for maintaining effectiveness of redesigned process over time 



New processes, functions, or services designed or redesigned 

Must consider potential risks to patient safety 



Inclusion of information related to patient safety and unanticipated adverse events (AE) affecting patients in process planning for performance improvement priorities. The data include:



Processes that affect a large percentage of patients



Processes that place patients at risk if not performed well, if performed when not indicated, or if not performed when indicated



Processes that have been or are likely to be problem-prone



Evidence of participation of the organization’s leaders/directors in the program to measure, assess, and improve performance and patient safety effectively and on a continuous basis



Evidence of coordination/ integration of patient care and patient safety as an interdisciplinary approach



Measurement and analysis



Actual processes identified as error-prone or high-risk regarding patient safety

Critical steps in at least one actual high-risk process are measured and analyzed on an ongoing basis 



Corrective actions for significant variation identified in error-prone or high-risk processes



Resource allocation



Allocation of adequate resources for measuring, assessing, and improving patient safety



Assignment of adequate personnel (number and competence) to participate in activities to improve patient safety 



Allocation of adequate time for personnel to participate in activities to improve patient safety 



Provision of information systems and data management process for improvement of patient safety 



Leadership assessment of the adequacy of allocation of resources

Human, information, physical, and financial resources to support safety improvement



Leadership measurement and assessment 

Measure effectiveness of individuals’ contributions to improving patient safety by: 



Objectives: Setting measurable objectives for improving patient safety

Data collection: Gathering information to assess effectiveness in improving patient safety 

Criteria: Using pre-established objective process criteria to assess their effectiveness 

Conclusions: Drawing conclusions from data; implementing improvement in activities  

Evaluation: Evaluating performance in supporting sustained improvement







Opinions, needs, and perceptions of risks to patients
 Suggestions for improving patient safety from patients, families, staff are assessed 



Information about staff willingness to report medical/healthcare errors

 Information is collected and assessed



Information about barriers to effective communication 

Efforts are made to reduce barriers and improve communication among caregivers



Information analysis of major adverse events or medical errors

Evidence that intensive analysis is carried out if the following occur:



Confirmed transfusion reactions

Significant adverse drug reactions 

Significant medication errors and hazardous conditions 

Major discrepancies or patterns of discrepancies between preoperative and postoperative diagnosis 

Significant adverse events associated with anesthesia use



Knowledge-based systems



Processes for ensuring accurate, timely, and complete verbal and written communication among caregivers and others involved with the utilization of data



Knowledge-based information systems, resources, and services support information related to reducing risk to patients



Knowledge-based information consists of current authoritative print and nonprint information resources that include successful practices



Patient and family 



Disclosure mechanism to inform patients and, when appropriate, their families about significant unanticipated outcomes

Mechanism (policy or plan component) should include:



Definition of significant unanticipated outcomes 

Responsibility of licensed independent practitioner (LIP) to inform patient/family or designee 

Determination of level of licensure approved by facility and medical staff as LIPs designee



Patient education includes education regarding:



The patient’s role in helping to facilitate the safe delivery of care 

The patient’s/family’s responsibility for reporting perceived risk to their care



Communication and transfer of information

Evidence that throughout all phases of care (entry, assessment, diagnosis, care planning, treatment, and transfer/discharge), communication and transfer of information among healthcare professionals provides for a seamless, safe, and effective process



Orientation process 

For staff and volunteers includes specific job-related aspects of patient safety



Ongoing education and training: 

Improve staff competence 

Support an interdisciplinary approach to patient care 

Provide reinforcement of the need and ways to report medical/healthcare errors



Approval of safety program by medical staff, administration, and governing body 

Whether facility develops and functions according to a specific Patient Safety Program Plan, utilizes various policies and procedures to outline program components, or incorporates patient safety components into an existing plan, the patient safety process that outlines your Patient Safety Program must be approved by the medical staff, the organization’s administration, and the governing body.
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