GME Orientation Table of Contents

Core competencies 3
ACGME work hours 10
Resident supervision 18
Medical Professionalism 22
Social Media Policy 28
Sleep Deprivation 32
Stress and Burn Out 45
Resignation 49
Patient Safety Program 50
Joint Commission Patient Safety Goals 63
SBAR/ TeamSTEPPS 73
Universal Protocol 87
Joint Commission FAQ’s 107
Rapid Response Team/Assets 113
Restraints 120
Wound Care guidance 127

Laboratory information 128



Table of Contents cont'd

Pharmacy information 133
Anesthesia Pain Service/Management 143
Research and IRB 155
Disclosure of Information 167
Social Work information 182
Medical Record Documentation 193
Medical Boards /LIMDU evaluations 204
Health Readiness and Individual Readiness 218
Licensure information 228
Hazing Policy 235
Code White Drill 237
Walter Reed Bethesda Map 239
Military Ranks 240

Find your PC IP address 242



CORE COMPETENCIES

* Residents will be regularly evaluated on the following six
competencies, eventually achieving the expected level of
a new practitioner. Adapted from the website of the
Accreditation Council for Graduate Medical Education
2010.

« “Achievement of satisfactory performance levels for all
six competencies will be necessary for successful
completion of the program”.



Core Competencies

« 1. Competency in Patient Care

— Will be evaluated using a combination of direct observation of
the resident during patient care - both as a primary physician (i.e.
at public hospitals) and as an assisting physician (i.e. at private
hospitals)

 the clinical outcomes of the patients under the resident's care

» the resident's patient presentations to faculty and/or senior residents
« direct observation during bedside rounds

« direct observation during morning report presentations.

— Surgical skill is an important aspect of patient care, and this is
already evaluated as part of the regular quarterly evaluations. In
addition, evaluations and reports from the responsible faculty
members for each rotation will be reviewed and compiled.

— Residents are expected to increasingly function as independent
practitioners, and demonstrate increasing responsibility, skill,
and maturity in caring for their patients.




Core Competencies

« 2.Competency in Medical Knowledge

— Will be evaluated using a combination of their annual
examination scores, direct observation during patient care, and
the results of direct questioning during clinical care and teaching
experiences (such as case presentations or discussions at
teaching conferences).

— The resident's knowledge base will be directly evaluated during
their patient presentations to faculty and to senior residents
during routine clinical care as well as during morning report
presentations.

— Evaluation of competency in the cognate sciences (i.e.
epidemiological and social-behavioral sciences) will be primarily
evaluated during directed discussion in such forums as journal
clubs, teaching and research conferences, or in patient-specific
discussions as appropriate.




Core Competencies

« 3. Competency in Practice-Based Learning and
Improvement

— Will be assessed by direct observation of improvement in the
resident's clinical care as patient experience, knowledge and
feedback grow, and through observation of improvements in
surgical technique with repeated performance of procedures.

— In addition, the use of evidence-based medicine, evaluation of
available evidence, and use of best-available evidence is
stressed at the morning report meeting and during routine
clinical care, and the resident's performance in this area can be
directly evaluated in that setting.




Core Competencies

« 4. Competency in Interpersonal and Communication
Skills

— Will be assessed using direct observation of the resident during
communications with other residents, with attending physicians,
with physicians from other services, with non-physician clinical
staff, with non-physician non-clinical staff, and with patients and
their families.

— These competencies in communication with physicians and non-
physicians are already addressed on the existing evaluation
form. Reporting back through the resident's mentor or advisor
will serve as another mechanism for assessing competency in
Interpersonal and communication skills.




Core Competencies

« 5. Competency in Professionalism

— Will be assessed by direct observation of the resident's
responsibility in carrying out their professional duties - including
continuity of care, responsiveness to changes in clinical
situations, overall responsiveness and availability, and self-
sacrifice, and the following of ethical principles in their dealings
with patients, their families, and other physicians and health care
workers.

— The resident's sensitivity to different patient populations will be
evaluated by direct observation and comparison of the
professionalism and responsibility demonstrated when caring for
patients of different ethnic and economic backgrounds that are
treated in the different hospitals they rotate through.




Core Competencies

« 6. Competency in Systems-Based Practice

— Will be assessed by direct observation of the resident's use of
the entire health care system in caring for their patients, as well
as their teamwork within the system.

— This will be addressed using both the regular evaluations, as
well as through direct observation at the morning report meeting

and during clinical care, as well as during discussions at clinical
care conferences.




ACGME WORK HOURS
REGULATION

Effective July 1, 2011

* Duty hours must be limited to 80 hours per week,

averaged over a four-week period, inclusive of all in-
house call activities and all moonlighting.

* For further up to date reference, see

— http://www.acgme.org/acWebsite/nome/home.asp



Mandatory Time Free of Duty

* Residents/fellows must be scheduled for a minimum of 1
day free of duty every week. This is averaged over a 4-
week period, inclusive of call. At home call cannot be
assigned on these “free” days.

« Moonlighting cannot interfere with achieving
goals/objectives of the program, and hours count against
the 80 hour week.

 PGY-1residents are NOT allowed to moonlight



Maximum Duty Period Length

PGY-1 residents must not exceed 16 hours in duration of
duty period.

PGY-2 residents and above may be scheduled up to a
maximum of 24 hours of continuous duty in the hospital.
Strategic napping after 16 hours of continuous duty and
between 2200 and 0800 is strongly suggested.

Residents must not be assigned additional clinical duties
after 24 hours of continuous in-house duty.

Effective transitions of patient care must occur, and
residents may remain on site to do this. This must not
exceed an additional 4 hours.



Minimum Time Between Duty

PGY-1 residents must have 8 hours, and should have 10
hours, free of duty between scheduled duty periods.

Intermediate level residents, as defined by Review
Committee, same as PGY-1 but must have 14 hours
free after a 24 hour in-house.

“Chief” residents must be prepared to enter the
unsupervised practice of medicine over irregular or
extended periods.

Must still adhere to 80 hour/1 day off in 7 standard, but...

There may be times when patient care may affect the 8
hours minimum off between duties

These circumstances must be monitored by the program
director.



In-House Night Float

 Residents must not be scheduled for more than 6
consecutive nights of night float.

« The maximum number of consecutive night float weeks,
and number of months of night float may be further
specified by the Review Committee



Call Frequency

PGY-2 residents and above must be scheduled for In-
house call no more than every 3 night, averaged over a
4 week period

At-home call counts towards the 80 hour time limit, but
not the every 3" night limit.

Must maintain the 1 day in 7 duty free time

Must not be so taxing as to preclude rest or reasonable
personal time.



Work Hours

If you noted any issues with duty hours, who would you
tell about the problem?

— Program director
— Residency/fellowship staff
— GME office

If feel that you can’t talk to anyone on your service, who
would go to with a problem?

— Any staff mentor, or one you feel close to
— GME office

— Chaplain or family support
Continued......



Work Hours

If the measures in the previous slide fail to resolve your issue(s),
there are a couple of more options:

First, you may contact NCC Executive Director, CAPT Jerri Curtis,
MC, USN directly

The next alternate mechanism is to contact the NCC Trainee
Ombudsman, a neutral third party skilled in assisting trainees with
resolving issues or problems and recommending appropriate
resources. This individual is not in the military chain of command or
associated with any particular training program. To set up an
appointment the NCC Trainee Ombudsman can be reached at (301)
319-0709 Monday through Friday, 0700 - 1530.

The third option is to utilize our new electronic reporting system
called the NCC Trainee Helpline which allows reporting via
computer or telephone.

For more details, cut and paste the following link :
http://www.usuhs.edu/gme/reportingviolations.html




Resident Supervision

ACGME rules require all housestaff to have staff supervision of
some sort while they are on-duty (seeing patients)

This does not mean the staff is with every resident or intern at all
times when they are seeing patients

Each program/fellowship has business rules outlining how their
trainees are to be supervised, depending on their year group and
stage of training (see ACGME website for requirements)

Please make sure you know who your responsible staff is each time
you are seeing patients

If asked “Who is your supervising staff?”, be sure you can answer
correctly by name, and where they are located

It should work both ways, the staff should be in contact with you as
well. Let your program director know if there’s an issue




Resident Supervision

« ACGME has proposed an extensive revision of the 2003
standards in resident supervision for 2011

« 2003: “The program must ensure that qualified faculty
provide appropriate supervision of residents in patient
care activities.”

« 2011 has proposed adding:

— Residents and attendings should inform patients of their role in
the patient’s care

— Faculty functioning as supervising physicians should delegate
portions of that care to resident physicians

— Senior residents or fellows should serve in a supervisory role of
junior residents



Resident Supervision- cont'd

The privilege of progressive responsibility in patient care delegated
to each resident must be assigned by the program director and
faculty

The resident is responsible for knowing the limits of his/her scope of
authority

Programs must set guidelines for circumstances and events where
residents must communicate with appropriate supervising
physicians

Faculty supervision assignments should be of sufficient duration to
assess the knowledge and skills of the resident and delegate the
appropriate level of patient care authority and responsibility.

In particular, during the PGY 1 year, residents must have
supervision level 1 or 2a (see below)



Resident Supervision- cont'd

« Three Levels of Supervision- In the development and
description of systems to oversee resident supervision
and graded authority and responsibility, each program
must use the following classification of supervision.

— Direct Supervision —The supervising physician is physically
present with the resident and patient (level 1)

— Indirect Supervision: (level 2)

 Direct supervision immediately available — The supervising physician is
physically within the confines of the site of patient care, and immediately
available to provide Direct Supervision (a)

 Direct supervision available — The supervising physician is not physically
present within the confines of the site of patient care, is immediately
available via phone, and is available to provide Direct Supervision(b)

— Oversight-The supervising physician is available to provide
review of procedures/encounters with feedback provided after
care is delivered(level 3).



Advancing Education In
MEDICAL
PROFESSIONALISM

An Educational Resource
from the

ACGME
7 N\ Outcome Project



Professionalism

Residents must demonstrate a commitment to carrying out
professional responsibilities, adherence to ethical principles, and
sensitivity to a diverse patient population.

Residents are expected to:

-demonstrate respect, compassion, and integrity; a responsiveness
to the needs of patients and society that supersedes self -interest;
accountability to patients, society, and the profession; and a
commitment to excellence and on-going professional development.

-demonstrate a commitment to ethical principles pertaining to
provision or withholding of clinical care, confidentiality of patient
iInformation, informed consent, and business practices.

- demonstrate sensitivity and responsiveness to patients’ culture,
age, gender, and disabilities (ACGME, 1999)



Professionalism

Professionalism is based on the principles of primacy of patient
welfare, patient autonomy, and social justice. It involves the
following professional responsibilities:

— competence,

— honesty,

— patient confidentiality,

— appropriate relations with patients,

— improving quality of care,

— improving access to care,

— just distribution of finite resources,

— commitment to scientific knowledge,

Maintaining trust by managing conflicts of interest, commitment to
professional responsibilities

(ABIMF, ACP-ASIM, & EFIM, 2002).



Professionalism

How does professionalism affect the patient-physician relationship?

Professionalism is related to patient satisfaction. Patients are more likely to
be satisfied with physicians who behave professionally.1,2

Patients are more likely to follow through with treatment recommendations
when they trust their physician (trust is a component of professionalism).1,2

Patients say they are more likely to stay with physicians they perceive as
behaving professionally and are likely to recommend these physicians to
others.1

Most patient complaints about physicians involve physicians’ unprofessional
behavior.3

Patients are more likely to bring legal action against physicians they
perceive as behaving unprofessionally than other physicians.3

Evidence suggests a relationship between physician excellence and
professionalism.4



Professionalism

Reqgarding resident professionalism, what should | look for?

Consider important expectations for the medical profession and
your specialty. For example, is the resident thorough and careful in
completing patient care tasks? Does the resident know the limits of
his or her abilities and ask for help when appropriate? Is the resident
willing to help or fill-in for others? Is the resident respectful in his or

her interactions with colleagues and other health care
professionals?



Professionalism
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Social Media Policy

The US Government recently allowed users on
government computers access to a variety of social
networking sites, such as Facebook, Twitter, etc.

The intent Is to recognize the current trends in
communication, especially amongst more junior
members.

It is a reflection of the times and how business is
conducted in the world today.

These social media sites may be used for
communicating official news or business, but there are
rules and requirements.

The following are some guidelines for postings culled
from a variety of medical/DoD policies



Social Media Guidelines

These are NOT meant to be inclusive, for reference |
have included links to the formal messages.

Remember to always observe OPSEC!
Remember to always observe HIPAA!
“Friending” your patients is discouraged.

Use your personal e-mail for unofficial business.

Make sure you distinguish personal and official
communications on-line, a disclaimer if need be.

If you are on-line for personal communications, try to use
the “first person” when writing or blogging.

Avoid copyright or trademark infringements as best you
can



Social Media Guidelines

Admit your mistakes professionally, and politely correct
errors on-line. Don’t get into arguments or prolong
disagreements.

You are still a military officer, remember your
professional and military bearing and duties at all times,
even if it's a totally personal on-line communication.

Protect you and your family! There are many ways to link
your postings and you to the military, and you can be
sure there are predators or unfriendlies that may find
you.

Remember that many official agencies are screening the
iInternet(FBI,CIA, Homeland Security) for improprieties,
and anything on-line may come back to haunt you.



Soclal Media Guidelines

The following are some links to the official US Navy and
DoD guidance.

You may find these social sites “turned off” periodically
to preserve bandwidth.

Information Technology departments have the ability to
track use of these sites when on the government
network.

DoD Memorandum (Army uses for now too)
— http://lwww.defense.gov/INEWS/DTM%2009-026.pdf
US Navy guidance

— http://www.governmentcontractslawblog.com/uploads/file/Navy%o
20Command%20Social%20Media%20Handbook.pdf



http://www.defense.gov/NEWS/DTM 09-026.pdf
http://www.defense.gov/NEWS/DTM 09-026.pdf
http://www.defense.gov/NEWS/DTM 09-026.pdf
http://www.governmentcontractslawblog.com/uploads/file/Navy Command Social Media Handbook.pdf
http://www.governmentcontractslawblog.com/uploads/file/Navy Command Social Media Handbook.pdf
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Learning Objectives

1. List factors that put you at risk for sleepiness and
fatigue.

2. Describe the impact of sleep loss on residents’
personal and professional lives.

3. Recognize signs of sleepiness and fatigue Iin
yourself and others.

4. Challenge common misconceptions among
physicians about sleep and sleep loss.

5. Adapt alertness management tools and strategies
for yourself and your program.

© American Academy of Sleep Medicine
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The problem of sleepiness and fatigue in
residency Is underestimated.

* Physicians know relatively little about sleep
needs and sleep physiology.

* There is no “drug test” for sleepiness.

 Most programs do not recognize and address
the problem of resident sleepiness.

* The culture of medicine says:

- “Sleep is “optional” (and you’re a wimp if
you need it)”

» “Less sleep = more dedicated doc”

© American Academy of Sleep Medicine
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Myth: “It's the really boring
"-‘__ ; noon conferences that put me to
b sleep.”

\ ,3 Fact: Environmental factors
(passive learning situation, room
\ temperature, low light level, etc)
may unmask but DO NOT
CAUSE SLEEPINESS.

© American Academy of Sleep Medicine
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Sleep Needed vs Sleep Obtained

* Myth: “I'm one of those people who only need 5 hours
of sleep, so none of this applies to me.”

 Fact: Individuals may vary somewhat in their
tolerance to the effects of sleep loss, but are not
able to accurately judge this themselves.

* Fact: Human beings need 8 hours of sleep to
perform at an optimal level.

- Fact: Getting less than 8 hours of sleep starts to
create a “sleep debt” which must be paid off.

© American Academy of Sleep Medicine
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The Circadian Clock Impacts You

* It IS easler to stay up
later than to try to fall
asleep earlier.

* It IS easler to adapt to
shifts in forward
(clockwise) direction
(day — evening—night).

* Night owls may find it
easier to adapt to night
shifts.

© American Academy of Sleep Medicine



Surgery: 20% more errors and
14% more time required to
perform simulated laparoscopy

post-call (two studies) Taffinder et
al, 1998; Grantcharov et al, 2001

Internal Medicine: efficiency
and accuracy of ECG
Interpretation impaired in

sleep-deprived INterns Lingenfelser
etal, 1994

Pediatrics: time required to
place an intra-arterial line
Increased significantly in
sleep-deprived storer et al, 1989

© American Academy of Sleep Medicine
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Sleep Loss and Fatigue:
Safety Issues

« 58% of emergency medicine residents reported
near-crashes driving.

-- 80% post night-shift

-- Increased with number of night shifts/month
Steele et al 1999

* 50% greater risk of blood-borne pathogen
exposure incidents (needle stick, laceration, etc)

In residents between 10pm and 6am. Parks 2000

© American Academy of Sleep Medicine
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American Academy of Sleep Medicine

-Myth: “If | can just get through the
night (on call), I'm fine in the
morning.”

\‘ Fact: A decline in performance
2\ starts after about 15-16 hours
s of continued wakefulness.

) -Fact: The period of lowest
alertness after being up all
night is between 6am and
11am (e.g., morning rounds).

© American Academy of Sleep Medicine
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Drive Smart: Drive Safe

AVOID driving if drowsy.

If you are really sleepy, get a ride home, take a
taxi, or use public transportation.

Take a 20 minute nap and/or drink a cup of coffee
before going home post-call.

Stop driving If you notice the warning signs of
sleepiness.

Pull off the road at a safe place, take a short nap.

© American Academy of Sleep Medicine
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Adapting To Night Shifts

Myth: “l get used to night shifts right away; no
problem.”

Fact: It takes at least a week for circadian
rhythms and sleep patterns to adjust.

Fact: Adjustment often includes physical and
mental symptoms (think jet lag).

« Fact: Direction of shift rotation affects
adaptation (forward/clockwise easier to
adapt).

© American Academy of Sleep Medicine
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In Summary...

Fatigue Is an impairment like alcohol or drugs.

Drowsiness, sleepiness, and fatigue cannot be
eliminated in residency, but can be managed.

Recognition of sleepiness and fatigue and use
of alerthess management strategies are simple
ways to help combat sleepiness in residency.

When sleepiness interferes with your
performance or health, talk to your supervisors
and program director.

© American Academy of Sleep Medicine
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“Patients have a right to expect a healthy,
alert, responsible, and responsive
physician.”

January 1994 statement by American College of Surgeons
Re-approved and re-issued June 2002

© American Academy of Sleep Medicine



STRESS AND BURN-OUT
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Self-Check

© Mind Tools Corporati@d03- this may be used and copied freely only by registered users of the Mind Tools Stress Management Course

Instructions: For each question, put an 'X' in the column that most applies. Put one X' only in each row.
When you have answered all questions, you will be scored automatically (see the bottom of the page).

Question Not At | Rarely| Some | Often Very
All fimes Often

1 (Do you feel run down and drained of physical or emotional energy?
2 Do you find that you are prone to negative thinking about your job?

3 Do youfind thatyou are harderand less sympathetievith peoplethan
perhaps they deserve?

4 Doyoufindyourselfgettingeasilyirritatedoy smallproblemsor by your
co-workers and team?

5 Do you feel misunderstood or unappreciated by your co-workers?
6 Do you feel that you have no-one to talk to?

7 Do you feel that you are achieving less than you should?

8 Do you feel under an unpleasant level of pressure to succeed?

9 Do you feel that you are not getting what you want out of your job?|

10 |Do you feel that you are in the wrong organizatioror the wrong
profession?

11 |Are you becoming frustrated with parts of your job?

12 |Do you feel that organizationapoliticsor bureaucracyrustrateyour
ability to do a good job?

13 |Doyoufeelthatthereis moreworkto do thanyou practicalhhavethe
ability to do?

14 |Doyoufeelthatyoudo nothavetimeto do manyof the thingsthatare
important to doing a good quality job?

15 |Doyoufindthatyoudo nothavetimeto planas muchas youwouldike
to?




Scoring:

O No valid interpretation: You have entered too few or too many Xs!
Working:
Weighted|
Answer Number | Weight Total
Not at all: 0 0 0
Rarely 0 1 0
Sometimes 0 2 0
Often 0 3 0
Very Often 0 4 0
0 0

>=

-1 |No sign of burnout here!

5 |Little sign of burnout here, unless some factors are particularly severe

18 |Be careful - you may be at risk of burnout, particularly if several scores are high

35 JYou are at severe risk of burnout - do something about this urgently

45 |You are at very severe risk of burnout - do something about this urgently




Stress and Burn-out

 If you score more than 33 on the self-assessment and
think you might be getting burned out, what would you
do?

« What would you do if you thought one of your colleagues
was getting burned out?

 If you didn’t think you could talk to anyone in your chain
of command about a problem, what would you do?



Resignation

What do you do if you feel you made the wrong decision about your
program?

— Talk to your mentor/faculty advisor
— Talk to another trusted staff member in your program
— Come talk with the GME staff
Other resources include
— Chaplain office or counseling center
— Mental health referral or Social Work

You have lots of options to discuss and consider before you make
another decision!

If resigning or changing programs is your final choice, the staff at
GME can help you with the process.



WRNMMCB Patient Safety Program

Supports the WRNMMCB mission to provide world class healthcare by creating and
sustaining a culture of patient safety

Activities are guided by the Department of Defense Quality Assurance Instruction and are
protected by 10 USC 1102

Supports patient event and medication error reporting of near misses and actual events

Reviews and utilizes patient safety event and medication error data to influence
processes and systems improvements

Monitors compliance with the Joint Commission’s National Patient Safety Goals

Performs prospective and retrospective clinical reviews

Serves as liaison with the Joint Commission and Bureau of Medicine and Surgery on
Patient Safety issues

*NEW?* Intranet Patient Safety Reporting (PSR) system access on the Intranet Homepage
It is NOT punitive or to assign blame! PSR can be anonymous.

PS Office is located in the Tower, Bldg 1, South Wing 2" Deck Room #2437;
Suzie Farley, Patient Safety Manager, 301-295-6236



Patient Safety and Medication Error Reporting

«  Why report?

|dentify real and potential risks

|dentify the broken processes and/systems

Develop & implement strategies to reduce or eliminate risk
Integrated throughout all levels of the organization
Trending events and respond proactively

Standardize processes across command

Protect patients from preventable medical errors

« What to report?

Sentinel event reporting is mandatory for unexpected occurrences involving death or
serious physical or psychological injury, or risk thereof

Hospital policy event reporting for actual events

Near misses an event that could have resulted in harm to the patient, but did not, either
by chance or through timely intervention. Near misses are important because for every
sentinel event, it is estimated there are 100 near misses

« How do | Report?

There is a Patient Safety link on the Intranet homepage that will guide you through
reporting patient safety issues.



WRNMMC Patient Safety Program

DoD Patient Safety Reporting (PSR) system

Patient Safety Committee - Command collateral

Patient Safety Advisor (PSA) Program — Service level reps
National Patient Safety Goals — Mandatory TJC Goals

Patient Safety “Hot Topics” -Interns



Event

Hospital Instructionk

Communication AG\

Ward SOP /

(Reason, 1990)



Melting the Iceberg

Institute of Medicine Report

1 Sentinel event Root cause analysis

10 Adverse events Quality assessments

100 Near misses Opportunity to improve

1000 Unsafe conditions Proactive risk assessments,

National Patient Safety Goals,
Universal Protocol for Wrong
Site/Person/Procedure
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MURSE (EDUCATIONM), YH-0610-02

VACANCY ANNOUMNCEMENT: MURSING ASSISTANT (PSYCHIATRIC), YI-0621-01
VACANCY ANNOUMCEMENT: NURSE (CLINICAL /PERIOPERATIVE), YH-0610-02
VACANCY ANNOUMNCEMENT: MURSE (EDUCATION), YH-0610-02

WVACANCY ANNOUMCEMENT: SUPV IT SPEC (SYSADMIM), G5-2210-14
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VACANCY ANNOUNCEMENT: MEDICAL SUPPORT ASSISTAMT, G5-0679-05

VACAMCY AMMOUMCEMENT: MEDICAL SUPPORT ASSISTAMT (OA), GS-0673-05
WVACANCY AMMNOUMNCEMENT: SECURITY ASSISTANT (0A), GS-0088-07

VACANCY ANNOUMCEMENT: FOOD PROGRAM MANAGER (EXECUTIVE CHEF), GS-0301-12
VACAMCY AMMOUMCEMENT: ADMINISTRATIVE SUPPORT ASSISTANT {OA), G5-0303-07
VACANCY AMMOUMCEMENT: PROGRAM SUPPORT ASSISTANT, G5-0303-08
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Patient Safety Reporting System

‘&.m
@ Lesson 2 — Navigating the PSR Form

port

This section asks you to detail When, Where and What happened.

* Event date i
(mm/dd/yyyy)

* Event time
(24 hour local time)

Discovery date ?
(mm/dd/yyyy)

* Service Affiliation
the event occurred

* Service Region lu
* Parent MTF

— _u
Depa rtment/Division/Directorate _ [—]

* Clinic/Service

|
* Location Type | IIx]
|

Patient Status

Topic menu o

>

Al

When?
Where?
What?

* Event description

i
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What to report in the PSR system

Delay in diagnosis
Medication errors
Patient ID errors

Unanticipated surgical
Intervention required

Increased length of stay
or level of care

Operative/other

« Equipment failures
« Falls

« Lessening of function
(sensory, motor,
physiologic, intellectual)

 Disfigurement
« Hospital acquired

procedure infections
related « Unanticipated outcomes
Policy not followed * Near misses

Documentation errors * If in doubt, report



Events to Report

Sentinel events immediate reporting

«  Major permanent loss of function (sensory, motor, physiologic, intellectual)

* Unexpected death

« Suicide of patient in a around-the-clock care setting or within 72 hours of discharge

* Unanticipated death of a full term infant

* Abduction of any individual receiving care, treatment or services

» Discharge of an infant to the wrong family

* Rape

«  Hemolytic transfusion reaction of major blood group incompatibilities

«  Surgery on the wrong patient or wrong body part

« Unintended retention of a foreign object after surgery or other procedure(sponges, catheter tips,etc)
» Prolonged fluoroscopy, >25% above planned doses of radiation therapy or radiation therapy to wrong site
«  Severe neonatal hyperbilirubinemia

Hospital policy event reporting

«  Medication errors

* Delay in diagnosis

« Patient identification errors

* Unanticipated surgical intervention required
* Increased length of stay or level of care

»  Operative/other procedure related

*  Policy not followed

« Documentation errors

*  Equipment failures

« Falls

« Lessening of function (sensory, motor, physiologic, intellectual)
+ Disfigurement

* Hospital acquired infections

« Unanticipated outcomes of care



Sentinel Event (Immediate Reporting)

Unanticipated death

Major permanent loss of function (sensory, motor, physiologic,
intellectual)

Surgery/nonsurgical invasive procedure on the wrong
patient/site/procedure

Hemolytic transfusion reaction (ABO, Rh, other blood groups)
Unanticipated death of a full-term infant

Infant discharged to the wrong family

Abduction of any patient receiving care, treatment, and services
Suicide inpatient or within 72 hours of discharge

Rape

Unintended retention of a foreign object in a patient after surgery/ other
procedure

Severe neonatal hyperbilirubinemia (> 30 mg/dl)

Prolonged fluoroscopy, delivery of radiotherapy to the wrong body part or
>25% above the planned dose



Be Involved: Patient Safety is Everyone's
Responsibility

Patient Safety Committee

Command-level collateral
Responsibilities
— ldentify system/process issues

— Determination of sentinel
events

— Determine further review

— Recommends actions for
Improvement

Membership

— Voting members:

» 7 Quality Assurance
Physician Advisors
(QAPA)

* 1 Quality Assurance
Nursing Advisor

 ED, GME, LAB, CMS,
QM, Anesthesia

Patient Safety Advisor

 Service level collateral — RNs,
SW, Physicians
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