	Patient Safety Plan  


	Last Revision: 
	April 2019

	
	Last Reviewed:
	April 2019

	
	Applies to the following THA Group of companies: 
	· Island Health Care
· Island Hospice
· Independent Life at Home
· RightHealth®
· Palliation Choices


	
	Included in the following THA Manual:
	Administrative Policy & Procedure -
Environmental Safety and Equipment Management


POLICY

Pledge to Patients:
Our commitment is to provide the optimum care for services at home while effectively reducing medical/health system errors and hazardous care delivery conditions.  We do this through the creation of an integrated approach to identify & manage actual or potential risks to patient safety.  Through collaboration between service and care providers, patients, and their families or care givers our partnership supports a focus on improving safety and the quality of care.

Purpose

1. To create a culture that embraces patient safety through shared accountability within a blameless framework.
2. To ensure that care and services are provided in an environment that promotes patient and employee safety.
3. To provide a framework that will reduce the risk of errors and promote safe practice in the delivery of health care in the home.
4. To provide a framework that will facilitate ongoing surveillance; continually improve processes, functions, and services; and evaluate employee and facility safety.
Scope of Program

The safety program includes, but is not limited to, all direct and indirect patient care activities and services and employee activities and facilities including home visits, telephonic visits, care calls, tele-health, equipment management, recording of information and clinical documentation, intra and inter -agency communication processes and office utilities and structures such as electricity, alarm systems, stairs and furniture.

Oversight 

Senior Management has oversight of the Safety Program.
Serious Adverse Events are reported to Performance Excellence. Performance Excellence, in turn, informs the CEO, and members of Senior Management of the issue (whether actual or potential, within 24 hours of identification.) 
Serious Adverse Events

1. All unexpected events or occurrences resulting in death or serious physical or psychological injury are thoroughly investigated and analyzed by staff having direct contact or involvement in the event, as well as by Senior Management. 

2. Serious events include unanticipated death of a patient or permanent loss of function not related to a natural course of the patient’s illness.
3. In an effort to identify inadequate or ineffective processes and/or performance, a root cause analysis is completed in a timely manner when a serious adverse event occurs.  An action plan is developed appropriate to the findings of the analysis. (See Serious Adverse Event policy and procedure).

Risk Assessments 

1. A home safety assessment is completed for all patients at the start of care to identify potential safety risks in the home.  Recommendations are made at the start of care regarding the need for grab bars, transfer boards, wheelchair access, equipment repair, telephone access etc.
2. An assessment for fall risk is completed for all patients at the start of care, at recertification and resumption of care. 

3. A disaster and evacuation triage assessment is completed for all patients at the start of care in order to identify their level of mobility and to develop a plan for safety in the event of a disaster.

Patient and Employee Education To Promote Safety

1. Safety information is reviewed with patients on an ongoing basis throughout the course of care. Written safety information is provided to patients in the Start of Care packet that is left in the home.

2. Medications and their possible side effects are reviewed with patients during each face to- face visit and during telephonic visits.  Patients and caregivers are educated about how to take their medications during every face-to-face visit during the medication review process.

3. Verbal and written instructions are given to the patient and caregiver about safely evacuating from the home in the event of a disaster.  These instructions include the type of foods to take, means of hydration, instructions for filling medication prescriptions for an appropriate timeframe, clothing to wear and take, bedding and first aid supplies and pet management.  Patient safety plans for disasters include a planned means of transport or identification as needing transport arrangements to be made by IHC, IH or ILAH.  Special needs patients are provided information about how to obtain entry into designated special needs shelters.

4. Patients are educated about the use of telemonitors, as applicable,  and are requested to transmit vital signs daily in order for their care to be provided safely and effectively.

5. Patients are educated about Oxygen safety in the home.  This includes no smoking, tubing changes and cleaning, avoidance of extra length tubing to insure adequate oxygenation and prevent falls as well as maintenance of appropriate settings.

6. Patients are educated to lock their doors and allow only known and trusted individuals into their homes.  Patients are instructed to admit only IHC, ILAH and IH staff who is wearing appropriate identification badge.

7. Patients and their family are encouraged to take an active role in the patient’s care as a patient safety strategy.  A mechanism is in place to identify and communicate to the patient and family the process for reporting their concerns about safety.

8. Employees are educated about safe practices in potentially unsafe environments as well as in-office safety practices, such as:

· Driving, parking and walking in unfamiliar neighborhoods 

· Safe practices when entering elevators and homes 

· Using the office alarm systems and locking all doors and windows when remaining in the facility after hours and when exiting.
· Using universal precautions and proper infection control when performing patient care and the importance of good hand hygiene.
Communication Processes to Prevent Error

1. Verbal and telephone orders and reports of critical lab test results are written and read back in order to verify the complete order or test result and to prevent misunderstandings and miscommunication of information.
2. A list of approved abbreviations, as well as a list of abbreviations that must not be used, is provided to all clinicians to prevent any misinterpretation of the documentation.  Periodic chart reviews are performed to assess compliance with policy.
3. Patient identifiers are used when administering medication or taking blood samples or other specimen for clinical testing or providing treatments or procedures to ensure that care is provided to the correct patient.  The patient identifiers are (a.) (a) the patient verbally states their name to the clinician (b) the patient verbally states their DOB to the clinician (c) the clinician verifies the patient’s Social Security number 
Coordination of Disaster Plan Activation

1. Safety plans for disasters and/or evacuation in case of fire, weather or other emergency are developed for all patients at admission.  A triage number is assigned to each patient to identify those who will need more assistance and those who will not be able to evacuate unassisted in the case of a hurricane or other disaster requiring evacuation.

2. Patients who live alone and/or have multiple medical, psychological and/or social needs and have no available means of support are determined to be unsafe in the home setting.  Every effort is made to identify safe shelter and ongoing care for these individuals.

· Attempts are made to identify an emergency contact to assist with the care of the patient.

· The physician is notified of the unsafe situation and requested to assist with admitting the patient to a facility if possible.

· A Medical Social Worker is requested to assist with evaluation of community and health care resources.

· Attempts are made to provide private caregivers if the patient is able to pay for these services.

· A contract may be developed with the patient for services so that the patient’s immediate needs can be met while arrangements are made for long term placement and/or care as may be appropriate.

3. When an emergency/disaster occurs the organization’s disaster plan is initiated.  The disaster plan includes coordination with county and state emergency management services.   Planning for patient specific needs is done according to the triage level of the patient.  A process for ongoing communication includes a variety of venues, such as emails, texts, conference calls, emergency call-in line social media, etc., among staff is in place.
Infection Surveillance

1. Infections are monitored on an ongoing basis.  Infection surveillance is done using the electronic medical record documentation reports and a computerized log is used for employee/volunteer surveillance. The information is aggregated and analyzed to identify possible areas for further investigation.  Action plans are developed in response to identified problems.

2. The organization has a written procedure for managing an influx of infectious diseases. (See Infection Control Plan Policy)

Environmental Safety

1. A home safety assessment is done at admission and when environmental changes occur such as the patient moves to a different location or family or caregiver situation changes.

2. Patients are instructed to be aware of the need to be observant in their physical environment for suspicious persons or any unknown person who may trespass without permission.  It is recommended that emergency contact telephone numbers are posted in the home for immediate availability.

3. Patients are instructed to keep their doors locked at all times and to not give keys to anyone but immediate family or other known and trusted persons.

Equipment Safety

1. Staff are instructed to check oxygen equipment settings to verify that the patient is receiving the prescribed amount of oxygen.

2. Cleaning of equipment is reviewed with the patient and/or caregiver as appropriate.

3. Alarms on equipment (Oxygen equipment and parenteral and enteral infusion pumps) are checked to ensure that they are in working order and are audible in all rooms of the home.

Medication Safety

1. The organization’s medication management processes consist of those functions necessary to facilitate the patient’s safe use of medications in the home.  These functions include assessment, teaching administration, monitoring, labeling, and communicating medication information to the next provider of service.  Patient-specific information is readily accessible to clinical staff involved in medication management.

2. Processes are in place to insure appropriate staff has access to necessary medication information.

3. A current medication profile is kept on every patient and processes are in place to insure timely updates of this profile.

4. Drug interaction information is reviewed at admission and whenever medications are changed.  Any real or potential drug interactions are communicated to the physician in order to obtain new orders for follow up or change of medication regimen.

5. High Risk/High-Alert Medications are defined (See Management of Medications list) and staff are educated about associated risks involved with the use of these medications.

6. Look-Alike/Sound-Alike Drugs are identified, and clinical and clerical staff are educated about these drugs and how to prevent potential error 

Abuse, Neglect and Exploitation

1. All clinical staff are trained to recognize signs of abuse/neglect and exploitation.

2. A process is in place to report suspected abuse or neglect cases (See Abuse and Neglect Exploitation Policy).  
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