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III.

Minutes of the Meeting of the Quality and Patient Safety Committee of the Board of Directors of the
Cook County Health and Hospitals System held Thursday, February 20, 2020 at the hour of 10:30
A.M. at 1950 W. Polk Street, in Conference Room 5301, Chicago, Illinois.

Attendance/Call to Order

Chair Gugenheim called the meeting to order.

Present: Chair Ada Mary Gugenheim and Directors Mary Driscoll, RN, MPH and Heather M.
Prendergast, MD, MS, MPH (3)
Director Mike Koetting

Absent: Director Layla P. Suleiman Gonzalez, PhD, JD (1)

Additional attendees and/or presenters were:

Debra D. Carey — Interim Chief Executive Officer Jeff McCutchan —General Counsel
Claudia Fegan, MD — Chief Medical Ofticer Deborah Santana — Secretary to the Board
Anita Giuntoli — Director of Patient Safety Arnold Turner, MD — Provident Hospital of Cook
Marlon Kirby, MD — Provident Hospital of Cook County

County Pierre Wakim, MD — Provident Hospital of Cook
Trevor Lewis, MD — John H. Stroger, Jr. Hospital County

of Cook County

Public Speakers

Chair Gugenheim asked the Secretary to call upon the registered public speakers.

The Secretary responded that there were none present.

Report from Chief Quality Officer

A. Regulatory and Accreditation Updates

Dr. Claudia Fegan, Chief Medical Officer, noted that Provident Hospital is in the window for a survey
visit from representatives from The Joint Commission; the window for Stroger Hospital starts in
February. Staff continue preparation activities for those surveys.

B. Metrics (Attachment #1)
Dr. Fegan provided an overview of the metrics. The Committee reviewed and discussed the information.

With regard to the metrics on patient satisfaction, Director Koetting inquired whether patient feedback is
received through qualitative focus groups. Dr. Fegan replied in the negative; however, she stated that the
administration receives a lot of patient feedback from the Press Ganey surveys. Director Driscoll noted
that many health centers have advisory boards that act as a sounding board; she suggested that the
Committee hold a future discussion on perhaps creating a patient advisory board.
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III. Report from Chief Quality Officer

B. Metrics (continued)

Dr. Fegan stated that the administration created the Highly Reliable Organization (HRO) group for the
purpose of looking at where improvement is needed in order to be a highly reliable organization. The
HRO has various dyads that are focused on matters that are very important and relate to the organization’s
Star Rating and Leapfrog Score. Dr. Fegan stated that she would like to start reporting on those measures
in this body. She plans to talk further about it with Chair Gugenheim and then in the future expects to
present a different dashboard focusing on this work. It was noted later in the meeting that input from
Patricia Merryweather, Non-Director Member of this Committee, will be sought on the development of
the revised dashboard.

IV. Action Items

A. Approve appointments and reappointments of Stroger Hospital Department Chair(s) and Division
Chair(s)

There were none presented for consideration.

B. Approve Quality Plan for Provident Hospital of Cook County (Attachment #2)

Dr. Arnold Turner, Medical Director of Provident Hospital, and Dr. Pierre Wakim, Chair of the
Emergency Department of Provident Hospital, provided an overview of the presentation on the proposed
Quality Plan for Provident Hospital, which included information on the following subjects:

Introduction

Guiding Principles

Performance Safety Plan Priorities and Goals

Methodology

Strategic plan goals/objectives

Sources and criteria used to identify and prioritize quality initiatives in the organization
Committee Members

The proposed Provident Hospital of Cook County Quality and Patient Safety Plan is included in
Attachment #2. During the discussion of the information, Chair Gugenheim stated that Ms. Merryweather
was unable to attend the meeting but provided some helpful comments and insight via email message;
those comments are included in Attachment #3.

Director Driscoll, seconded by Director Prendergast, moved to approve the
proposed Quality Plan for Provident Hospital of Cook County. THE
MOTION CARRIED UNANIMOUSLY.
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IV. Action Items (continued)

C. Executive Medical Staff (EMS) Committees of Provident Hospital of Cook County and John H.
Stroger, Jr. Hospital of Cook County

i. Receive reports from EMS Presidents
ii. Approve Medical Staff Appointments/Reappointments/Changes (Attachment #4)

Dr. Trevor Lewis, President of the EMS of John H. Stroger, Jr. Hospital of Cook County, presented
his report. He stated that, at the recent EMS Meeting, the majority of their time was spent in closed
session, but they did receive a report from General Surgery from Dr. Richard Keen, Chair of the
Department of Surgery.

Director Prendergast, seconded by Director Driscoll, moved to approve the
Medical Staff Appointments/Re-appointments/Changes for John H. Stroger,
Jr. Hospital of Cook County. THE MOTION CARRIED UNANIMOUSLY.

Dr. Marlon Kirby, who is the newly-elected President of the EMS of Provident Hospital of Cook
County, presented his report. He stated that, at their recent meeting, Board Chair M. Hill Hammock
was present and spoke to staff about plans for Provident Hospital.

Director Prendergast, seconded by Director Driscoll, moved to approve the

Medical Staff Appointments/Re-appointments/Changes for Provident Hospital
of Cook County. THE MOTION CARRIED UNANIMOUSLY.

D. Minutes of the Quality and Patient Safety Committee Meeting, January 23, 2020

Director Prendergast, seconded by Director Driscoll, moved to accept the
Minutes of the Quality and Patient Safety Committee Meeting of January 23,
2020. THE MOTION CARRIED UNANIMOUSLY.

E. Any items listed under Sections IV and V

V. Closed Meeting Items

A. Medical Staff Appointments/Re-appointments/Changes

B. Claims, Litigation and Quality and Patient Safety Matters

C. Matters protected under the federal Patient Safety and Quality Improvement Act of 2005 and
the Health Insurance Portability and Accountability Act of 1996

D. Quality and Patient Safety Report

Director Driscoll, seconded by Director Prendergast, moved to recess the
open meeting and convene into a closed meeting, pursuant to the following
exceptions to the Illinois Open Meetings Act: 5 ILCS 120/2(c)(1),
regarding “the appointment, employment, compensation, discipline,
performance, or dismissal of specific employees of the public body or legal
counsel for the public body, including hearing testimony on a complaint
lodged against an employee of the public body or against legal counsel for
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Adjourn

the public body to determine its validity,” 5 ILCS 120/2(c)(11), regarding
“litigation, when an action against, affecting or on behalf of the particular
body has been filed and is pending before a court or administrative
tribunal, or when the public body finds that an action is probable or
imminent, in which case the basis for the finding shall be recorded and
entered into the minutes of the closed meeting,” 5 ILCS 120/2(c)(12),
regarding “the establishment of reserves or settlement of claims as
provided in the Local Governmental and Governmental Employees Tort
Immunity Act, if otherwise the disposition of a claim or potential claim
might be prejudiced, or the review or discussion of claims, loss or risk
management information, records, data, advice or communications from or
with respect to any insurer of the public body or any intergovernmental risk
management association or self insurance pool of which the public body is
a member,” and 5 ILCS 120/2(c)(17), regarding ‘“the recruitment,
credentialing, discipline or formal peer review of physicians or other health
care professionals, or for the discussion of matters protected under the
federal Patient Safety and Quality Improvement Act of 2005, and the
regulations promulgated thereunder, including 42 C.F.R. Part 3 (73 FR
70732), or the federal Health Insurance Portability and Accountability Act
of 1996, and the regulations promulgated thereunder, including 45 C.F.R.
Parts 160, 162, and 164, by a hospital, or other institution providing
medical care, that is operated by the public body.”

On the motion to recess the open meeting and convene into a closed meeting,

a roll call was taken, the votes of yeas and nays being as follows:

Yeas:  Chair Gugenheim and Directors Driscoll and Prendergast (3)
Nays: None (0)

Absent: Director Suleiman Gonzalez (1)

THE MOTION CARRIED UNANIMOUSLY and the Committee convened

into a closed meeting.

Chair Gugenheim declared that the closed meeting was adjourned. The

Committee reconvened into the open meeting.

As the agenda was exhausted, Chair Gugenheim declared the meeting

ADJOURNED.

Page 4
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Respectfully submitted,

Quality and Patient Safety Committee of the
Board of Directors of the

Cook County Health and Hospitals System

XXX XXX XXX XX XXX XX XXXXX
Ada Mary Gugenheim, Chair

Attest:

),:9,9,9.9.9.9,9,9.9,9.9.9,9.9.9.9,9.0.9,9,9,¢
Deborah Santana, Secretary

Requests/follow-up:

Follow-up: A suggestion was made that the Committee hold a future discussion on perhaps creating a
patient advisory board. Page 1
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HEDIS — Diabetes Management: HbAic < 8%
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30 Day Readmission Rate
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Hospital Acquired Conditions
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ACHN - Overall Clinic Assessment
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Stroger — Willingness to Recommend the Hospital
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Measure Name easure Definition Source |

Adults ages 18-75 with diabetes (type 1 or type 2) where HbA1c is in control (<8.0%).
Qualifying patients:
- Age 18-75 years as of December 31 of current year AND two diabetic Outpatient/ED visits in the current year or previous year

Diabetes Management HbA1c <8% OR EES?S’
-One diabetic Inpatient visit in the current year or previous year
OR
-Prescribed insulin or hypoglycemic or antihyperglycemics in the current year or previous year
Numerator: Patients who received VTE prophylaxis or have documentation why no VTE prophylaxis was given:
Core Measure-Venous The day of or the day after hospital admission CMS
hromboembolism (VTE) Prevention The day of or the day after surgery end date for surgeries that start the day of or the day after hospital admission
Denominator: All patients
Readmission Rate The readmission measures are estimates of unplanned readmission to an acute care hospital in the 30 days after discharge from a CMS

hospitalization. Patients may have had an unplanned readmission for any reason.

A pressure injury is localized damage to the skin and underlying soft tissue usually over a bony prominence or related to a medical or

15 ORI DL I B S T TR G LW B other device. Full thickness pressure injuries involve the epidermis and dermis, but also extend into deeper tissues (fat, fascia, muscle, CMS, AHRQ
bone, tendon, etc.)

Falls with Injury A patient fall is an unplanned descent to the floor (or extension of the floor, e.g., trash can or other equipment) with injury to the patient. TJC, NDNQI
1 GY el DA b=l MR ilve (o) ol 8.\ 04 N B Catheter-associated urinary tract infections NHSN
Hospital Acquired Infections - CDI Clostridium difficile intestinal infections NHSN
15 O OTEI LT BT e 1) RN O W2V ) Bl Central line-associated bloodstream infections NHSN

15 O VOTEI LI BT e a o) LY 0 LEV- Methicillin-resistant Staphylococcus Aureus blood infections NHSN

G N eRT AT (aitackin e ae MK I The percentage of responses in the highest possible category for a question, section, or survey (e.g. percentage of ‘Very Good,” or ‘Always’
responses).

A percentile rank tells you where your score falls in relationship to other scores. Percentile rank for any given metric in any peer group is
Press Ganey Patient Satisfaction determined by ordering all facilities’ scores from highest to lowest, then each score receives a percentile rank by determining the
Percentile Rank proportion of the database that falls below that score. For example, if your percentile rank is 30, you are scoring the same as or better
than 30% of the organizations you are compared to.

Includes two questions:

1. How well the staff worked together to care for you. Press Ganey
2.  Likelihood of your recommending our practice to others.

Press Ganey

Press Ganey

ACHN Patient Satisfaction-Overall

Hospital Patient Satisfaction-
illingness to Recommend Hospital

COOK COUNTY

HEALTH

The likelihood that a patient will recommend a hospital to family members and friends. Press Ganey
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« Present an overview of the clinical
quality and patient safety plan

« Provide focus areas of the quality
plan

* The ultimate goal is to meet the Cook
County Health’s Mission and Vision

EMERGENCY *

COOK COUNTY
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2020 Patient Safety and Quality Plan of Care

Mission
To deliver integrated health services with dignity and respect regardless of a patient’s ability to pay; foster partnerships with other

health providers and communities to enhance the health of the public; advocate for policies which promote and protect the physical,
mental, and social well-being of the people of Cook County.

Vision

In support of its public mission, CCH will be recognized locally, regionally, and nationally — and by patients and employees — as
progressively evolving model for an accessible, integrated, patient-centered and fiscally-responsible health care system focused on
assvuring high-quality care and improving the health of the residents of Cook County.

COOK COUNTY

HEALTH s



Setting the Stage: Thought Leaders on Quality & Safety

Dr. Berwick—The Moral Era Derek Feely—6 Patient Safety Resolutions
1. Back down on: « Focus on what goes right as well as learning from
» Stop excessive measurement what goes wrong
« Abandon complex incentives
« Decrease focus on finance « Move to greater proactivity
» Avoid professional prerogative at the expense of
the whole « Create systems for learning from learning
2, Lean in on
. Recommit to improvement science * Be humble—build trust and transparency
« Embrace Transparency
. Protect Civility » Co-produce safety with patients and families
» Listen. Really listen
. Reject Greed * Recognize that safety is more than the absence of
physical harm; it is also the pursuit of dignity and
equity.

COOK COUNTY

H E A Ilf1TrH The Moral Era. https://www.youtube.com/watch?v=HsSoHLHufv4

Feely,D. (Friday, February 17, 2017). Six resolutions to reboot patient safety. Available at: www.ihi.org/communities/blogs/
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Americans’ Views on Patient Safety and Personal Experiences
with Medical Error

Majority of interactions with the health system are positive

Most believe safety has stayed the same or improved

21% report experiencing a medical error in their own care

Not all errors result in harm; when harm occurs it often has a long-term or permanent impact.
Diagnostic errors are the most common error types

Disrespect identified as common

>50% of errors occurred in ambulatory settings

Most believe there is shared responsibility in preventing medical error

. Healthcare talks about ‘systems’, the public and frontline providers think about ‘humans’

0 Professionals don’t see how institutional culture and power asymmetries not only hetween doctors and patients

but also across care teams, can undermine safety.

COOK COUNTY Results of a poll presented to the IHI/NPSF Lucian Leape Institute by NORC at the University of Chicago, 2017.
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ECRI Names Top 10 Patient Safety Concerns for 2019

Diagnostic stewardship and test result management through EHRs.
Antimicrobial stewardship in physician practices and aging services.
Physician burnout and patient safety.

Mobile health patient safety concerns.

Behavioral health discomfort.

Detecting changes in a patient’s condition

Maintaining and developing new skills.

Detecting sepsis early in treatment.

Infections from peripherally inserted IV lines.

Standardizing safety efforts in large health systems.

COOK COUNTY

HEALTH




QUALITY AND PATIENT SAFETY PLAN OF CARE

Purpose

The purpose of the Quality & Patient Safety Plan supports the systematic organization-wide approach to plan, design, measure, assess
and improve organizational performance.

Initiatives are designed to:

[] Attain optimal patient outcomes and patient and family experience
[] Support an engaged workforce and safe workspace

[] Enhance appropriate vtilization

[] Minimize risks and hazards of care

[] Develop and share best practices

COOK COUNTY

''HEALTH



[ (] [ [ I
Guiding Principles
[1 Provide safe and quality clinical services and demonstrate superior patient outcomes

[] Assess performance with objective and relevant measures

[1 Achieve quality improvement goals in a systematic manner through collaboration with our providers, staff, patients, families,
clinical programs and services and our community by means of education, goal-oriented change processes, evaluation and feedback

[] Establish a culture that prevents inadvertent harm to patients as a result of our care. This culture focuses on safety where we
openly report mistakes and take action to make improvements in our processes

[ Identify and focus on functions that are important to our customers and implement changes which will increase satisfaction

[] Optimize the allocation of resources to ensure the delivery of safe and quality care

[ Enhance the national and international art and science of healthcare quality by embracing the principles of a “learning
organization” and presenting key learnings and original research through professional meetings, journals, and forums

COOK COUNTY

HEALTH



PERFORMANCE SAFETY PLAN PRIORITIES & GOALS

The approach to performance improvement is continvously assessed and revised to meet the goal of ensuring that patient outcomes
are continvally improved and safe patient care is provided.

The criteria used to prioritize opportunities for improvement include, but are not limited to:

[ Patient Safety

[ Strategic plan goals/objectives
[] Mission/vision

[] Quality outcomes

[ Patient care operations

[ Efficiency of care

[] Customer satisfaction

COOK COUNTY
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Methodology

Quality & Patient Safety plan will measure and monitor quality outcomes and implement appropriate changes using the following
the guidelines:

[1 Use data to identify and quantify areas of improvement opportunities (Ql) and areas that we are maintaining or improving
(QA)

[] Use reporting structure to perform ongoing risk assessment
[] Analysis and comparison may include:

e Performance compared internally over time (patterns/trends)

o Performance compared with similar processes in other organizations
e Performance compared to up-to-date external sources (henchmarking)
o Statistical process established for expected variation

[ Identify gaps using one of more of the IOM criteria (see guiding principles)

L1 Implement quality improvement cycles (PDCA) with all appropriate stakeholders

COOK COUNTY

''HEALTH
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Strategic plan goals/objectives

[] Mission/vision

[] Quality outcomes

[ Patient care operations
[ Efficiency of care

[] Customer satisfaction

COOK COUNTY
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The following sources and criteria will be used to identify and prioritize
quality initiatives in the organization:

I:l Event Reports

] Sentinel Events

1 High volume/problem prone/high cost

1 Low volume/high risk-problem prone/high cost

L1 Alerts and Recalls notifications

] Serious adverse events

(] Escalation of patient safety issues

(] Published evidence-based practice

O Initiatives consistent with mission values, strategic plan and directions
1 Mortality data

[ Those consistent with mission values and strategic direction

[ Availability of resources

] Provident transparency

(1 Clinical program and Services initiatives e.g. Press-Ganey, TJC, LeapFrog.
(] Patient engagement and experience

[ Hospital Acquired Conditions
COOK COUNTY

HEALTH




COMMITTEE MEMBERS

Pierre Wakim, DO, Emergency Medicine
Arnold Turner, MD, Medical Director

Tanya Seaton, Operating Officer

Gennadiy Voronov, MD, Anesthesiology
Steven Bonomo, MD, Surgery

Suja Mathew, MD, Internal Medicine
Valerie Hansbrough, MD, Gynecology

Mark Pisanechi, MD, Radiology

Mark Loafman, MD, Family Medicine
Nadeem Ahmad, MD, Internal Medicine
Marin Sekosan, MD, Pathology

Joyce Miller, MD, Psychiatry

Hugo Solari, MD, Psychiatry

Leslie Frain, RN, Director of Quality Improvement
Nkiru Okolo, RN, 8-West Nursing

Chineze Nkemeh, RN, Emerg. Med Nrsg
Beverly Alexander, RN, Peri-Operative Nrsg
Rosario Onorato, RN, Infection Conirol
Doris Kelley, RN, Quality Clinical Excellence
o E:'TE“S’BK COUNTY

HEALTH
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PROVIDENT HOSPITAL OF COOK COUNTY QUALITY AND PATIENT SAFETY PLAN OF CARE

PROVIDENT HOSPITAL
OF COOK COUNTY
QUALITY AND PATIENT
SAFETY PLAN




2020 Patient Safety and Quality Plan of Care

Mission
To deliver integrated health services with dignity and respe

patient's ability to pay; foster partnerships with other he
communities to enhance the health of the public; advocate

ot regardless of a
Ith providers and
for policies which

promote and protect the physical, mental, and social well-being of the people of

Cook County.

Vision
In support of its public mission, CCH will be recognized loca
nationally — and by patients and employees — as progressively

lly, regionally, and
evolving model for

an accessible, integrated, patient-centered and fiscally-responsible health care

system focused on assuring high-quality care and improving
residents of Cook County.

EXECUTIVE SUMMARY

the health of the

The Quality and Patient Safety Plan provides a framework upon which an

integrated and comprehensive program to monitor, assess and
and safety of patient care is delivered. This plan supports
mission to provide clinical excellence at a reasonable cost
improve patient outcomes.

The plan uses an approach to improving clinical and service q

mprove the quality
the organizational
and continuously

Lality that includes

three key processes: measurement, analysis and improvement. For the first

process, patient care and service processes and outcomes are
the use of quality indicators and data collection techniques. S

measured through
cond, analysis of

collected data is used to determine levels of performance and quantify variation in
processes and outcomes. Third, where there is an identified opportunity for
improvement, the decision to act will depend upon a prioritization process that

considers factors referenced in the guiding principles. When

improvement is prioritized for action, the Plan-Do-Check-Act

proven methodologies are employed to drive change.

an opportunity for
(PDCA) or other

The quality and patient safety infrastructure supports a commitment to safe,

quality, evidence-based medicine, and continuous learning in
the highest level of care to the communities we serve. Th

n effort to provide
committees and

councils within the structure are multidisciplinary and include rebresentatives from
impacted entities such as providers, staff, and outpatient care area representatives

where appropriate. Ultimate accountability is with the Boa
has direct oversight of the quality and safety of care delivergd.
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PROVIDENT HOSPITAL OF COOK COUNTY QUALITY AND PATIENT SAFETY PLAN OF CARE

QUALITY AND PATIENT SAFETY PLAN OF CARE
Purpose

The purpose of the Quality & Patient Safety Plan supports the systematic
organization-wide approach to plan, design, measure, assess and improve
organizational performance.

Initiatives are designed to:

"1 Attain optimal patient outcomes and patient and family experience
1 Support an engaged workforce and safe workspace

"1 Enhance appropriate utilization

1 Minimize risks and hazards of care

"1 Develop and share best practices

The Plan is intended to provide a framework of guiding principles for all participants
in the provision of care. This structure will set proper expectation and encourage
all to participate proactively in the improvement process and in sustaining a safety-
oriented culture. The Quality & Patient Safety Plan facilitates the identification of
key functions of the organization; the assessment of the quality, safety and
appropriateness of these functions; and the generation of measurable
improvements.

SCOPE AND ACTIVITIES

This plan applies to all inpatient services and sites of care. The Performance
Improvement and Patient Safety Program includes an ongoing assessment, using
internal and external knowledge and experience, to prevent error occurrence and
maintain and improve healthcare safety and quality. It is recognized that patients,
staff, visitors and other customers have the right to expect the best possible clinical
outcomes, a safe environment and an error free care experience. Therefore, the
organization commits to continuous designing, monitoring performance, analyzing
data, improving and sustaining performance while undertaking a proactive
approach to the identification and mitigation of medical errors. The organization
responds quickly, effectively, and appropriately when errors occur. We recognize
that the patient has the right to be informed of the results of treatments or
procedures including whenever those results differ significantly from anticipated
outcome.
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Additional program specifics include:

1) All departments within the organization (patient care and non-patient care
departments) are responsible for on-going performance improvement and quality
assurance activities. These efforts are monitored through the organizational
leadership structure and key indicators are reported to the Quality and Patient
Safety Committee (QPS) and the Board of Directors.

2) All departments within the organization (patient care and non-patient care
departments) are responsible to report healthcare safety occurrence and potential
incidence. The electronic event reporting system is available on all computers, to
report unexpected events and near misses. Summary data from the event
reporting system will be aggregated and presented periodically to QPS and the
Board of Directors, who will determine further safety (risk reduction) activities as
appropriate.

3) Upon identification of a medical/health care actual or potential care adverse
event, the care delivery team will:

1 Perform in accordance to the event management policy.

An effective Patient Safety Program cannot exist without optimal reporting of
medical/health care errors and occurrences. Therefore, the plan adopts a just
approach in its management of errors and occurrences. All personnel are required
to report suspected and identified medical/health care errors, and should do so
without the fear of reprisal in relationship to their employment. This organization
supports the concept that errors occur due to a breakdown in systems and
processes, and will focus on improving systems and processes. Emphasis will be
placed on remedial actions and individual development to assist staff members
rather than punish them.

4) Through review of internal and external data sources (including, but not limited
to reports from evidence based medicine centers, The Joint Commission (TJC)
and current literature), the QPS Committees will select at least one high-risk safety
process to undergo Failure Mode and Effects Analysis (FMEA).

5) The Performance Improvement and Patient Safety Program includes an
assessment of staff (including medical staff) opinions, as appropriate, regarding
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perceptions of risks to patients and the culture of the healthcare environment to
facilitate safe practices, and suggestions for improving patient safety and clinical
outcomes by promoting the culture of safety surveys.

6) The Performance Improvement and Patient Safety Program includes an
ongoing assessment of patient satisfaction through the use of a comprehensive
survey tool.

7) Patients, and when appropriate, their families are informed about the outcomes
of care, including unanticipated aftereffect, or when the results differ significantly
from the anticipated outcomes, following guidelines outlined in this plan.

8) Staff will educate patients and their families about their role in helping to facilitate
the safe delivery of care. Patient and family safety education interventions are
documented in the patient’s medical record.

9) Staff will receive education and training during their initial orientation and on an
ongoing basis regarding job-related aspects of patient safety, including the need
to report and reduce medical/health care errors and the methods that go about
when reporting. In addition, staff will be educated and trained on the provision of
an interdisciplinary and collaborative approach to patient care.

10) Medical/health care errors and occurrences, including sentinel events, will be
reported in accordance with all national and regulatory body rules, laws and
requirements.

11) Leaders will provide feedback to staff when they have identified a safety issue
or occurrence.

Guiding Principles

"1 Provide safe and quality clinical services and demonstrate superior patient
outcomes

1 Assess performance with objective and relevant measures
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1 Achieve quality improvement goals in a systematic manner through collaboration
with our providers, staff, patients, families, clinical programs and services and our
community by means of education, goal-oriented change processes, evaluation
and feedback

"1 Establish a culture that prevents inadvertent harm to patients as a result of our
care. This culture focuses on safety where we openly report mistakes and take
action to make improvements in our processes

1 Identify and focus on functions that are important to our customers and
implement changes which will increase satisfaction

1 Optimize the allocation of resources to ensure the delivery of safe and quality
care

"1 Enhance the national and international art and science of healthcare quality by
embracing the principles of a “learning organization” and presenting key learnings
and original research through professional meetings, journals, and forums

"1 Utilize Institute of Medicine (IOM) criteria that are as follows:

e The efficacy of the procedure or treatment in relation to the patient’s
condition. (ls it best practice?)

o The appropriateness of a specific test, procedure, treatment, or service to
meet the patient’s needs. (Is it relevant to the patient’s needs? Did it meet
criteria?)

e The availability of a needed test, procedure, treatment, or service to the
patient who needs it.

e The timeliness with which a needed test, procedure, treatment, or service
is provided to the patient.

e The effectiveness with which tests, procedures, treatments, and services
are provided. (Did it produce the desired outcome?)

e The continuity of the service provided to the patient with respect to other
services, practitioners, and providers.

e The safety of the patient and others to whom the services are provided.
(Will it reduce risk for the patient and others, including the healthcare
provider?)

e The efficiency with which services are provided. (Is there a balance
between resources used and outcome achieved?)

e The respect and care with which services are provided. (Is the patient
involved in his/her own care decisions?)
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OBJECTIVES

The Quality Improvement and Patient Safety Plan is a description of the
organizational, multidisciplinary, and systematic performance improvement
function designed to support the Mission, Values, and Philosophy of the Provident
Hospital of Cook County. The intent of the Quality Improvement and Patient Safety
Plan is to identify the health system’s approach to improving and sustaining its
performance through the prioritization, design, implementation, monitoring, and
analysis of performance improvement initiatives. Moreover, the Quality
Improvement and Safety Plan is an ongoing program that demonstrates
measurable improvement in indicators for which there is evidence that they will
improve patient outcomes, and identify and reduce medical errors. The Quality
Improvement and Patient Safety Plan, with total support of Leadership, will utilize
internal and external reference databases in an ongoing effort to design, assess,
measure, and improve the delivery of care process and outcomes. In accordance
with TJC Standards, and the vision of the Cook County Health, the following
expectations regarding healthcare delivery have been established:

1) Avoiding injuries to patients from the care that is intended to help them by:
a) Recognizing and acknowledging risks and unanticipated adverse events;
b) Investigating factors that contribute to unanticipated adverse events;

c) Focusing on processes and systems with minimization of individual blame or
retribution for involvement in a medical/healthcare error;

2) Providing services based on scientific knowledge to all who could benefit and
refraining from providing services to those not likely to benefit by:

a) Reviewing reported risks to identify underlying causes and system changes
needed to reduce the likelihood of recurrence;

b) Initiating actions to reduce these risks and minimize unanticipated adverse
events;

c) Internally reporting risk reduction initiatives and their effectiveness;

d) Analyzing selected healthcare services before an adverse event occurs to
identify system redesign that will reduce the likelihood of error;

e) Integrating Quality Improvement and Patient Safety priorities into the new
design and redesign of all relevant organization processes, functions and services;

f) Researching ways to improve patient safety and quality of care;
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g) Conducting systematic planning, analysis and monitoring of performance to
improve and sustain advances of processes and outcomes of patient care through
interdisciplinary teamwork;

3) Providing care that is respectful of and responsive to individual patient
preferences, needs and values and ensuring that patient values guide all clinical
decisions by:

a) Assuring public transparency of information;
b) Meeting and exceeding people’s needs and expectations;

c) Incorporating the patient’'s and care-team’s perspectives in developing care
delivery processes;

4) Reducing wait times and delays for both those who receive and provide care
by:

a) Monitoring performance improvement priorities continuously.

5) Avoiding waste of equipment, supplies, ideas and energy by:

a) Implementing evidence based care utilizing standardized order sets, protocols
and clinical pathways;

b) Utilizing the high reliability principles and PDCA when developing and evaluating
processes;

c) Assuring the application of Process Improvement priorities to
medical/healthcare errors and organization learning;

d) Assuring organizational learning regarding medical/health care errors and the
application of performance improvement principles for resolution;

6) Providing care that does not vary in quality because of personal characteristics
such as gender, ethnicity, geographic location and socioeconomic status by:

a) Assuring the highest standard of care is delivered to each patient every time
regardless of personal characteristics
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PERFORMANCE SAFETY PLAN PRIORITIES & GOALS

The approach to performance improvement is continuously assessed and revised
to meet the goal of ensuring that patient outcomes are continually improved and
safe patient care is provided. Examples of information utilized to achieve this goal
include: variance related data such as medication errors and falls; infection
prevention surveillance; sentinel event alerts; and The Joint Commission Quality
Measures data, as well as, patient satisfaction reports. The criteria used to
prioritize opportunities for improvement include, but are not limited to:

1 Patient Safety

"1 Strategic plan goals/objectives
1 Mission/vision

1 Quality outcomes

] Patient care operations

"1 Efficiency of care

[1 Customer satisfaction

Provident Hospital of Cook County recognizes that to be effective in improving
patient safety there must be an integrated and coordinated approach to reducing
errors. While taking into consideration high risk, high volume, high cost and
problem prone processes this plan establishes the following Quality
Improvement/Patient Safety goals:

1. Achieve a Patient Safety conscious environment integrated throughout the
facility.

2. Improve the reporting of medical errors by establishing a policy focusing on
corrective actions through staff education rather than punitive or disciplinary
actions for those who report their own errors.

3. Maximize confidential electronic Event Reporting process that includes
documentation of follow-up and reporting processes.

4. Expand the implementation of evidence-based practices.
5. Monitor system-wide indicators for established areas of focus.
6. Reduce the number of medication errors.

7. Monitor patient safety indicators related to each facilities specific to “Scope of
Service.”
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8. Conduct proactive risk assessment utilizing the Failure Mode, Effects Analysis
Methodology.

9. Monitor and improve areas identified through Patient Satisfaction Surveys.

Performance improvement priorities and activities may be reprioritized based on
significant organizational performance findings or changes in regulatory
requirements, patient population, environment of care, and expectations and
needs of patients, staff, or the community. Priorities may be reset by the
multidisciplinary Quality Improvement and Patient Safety committee in
consultation with Senior Management and Medical Staff leadership.

SCOPE

The plan integrates all clinical services and facilities impacting patient care
including contracted services. Facilities develop annual goals to address and
support improvement of the care, treatment, service and safety outcomes that align
with the organizations mission. These goals become the essence of the
organization-wide Quality & Patient Safety improvement activities.

GUIDELINES FOR IMPROVEMENT PROJECTS
Methodology

Quality & Patient Safety plan will measure and monitor quality outcomes and
implement appropriate changes using the following the guidelines:

1 Use data to identify and quantify areas of improvement opportunities (Ql) and
areas that we are maintaining or improving (QA)

"1 Use reporting structure to perform ongoing risk assessment
1 Analysis and comparison may include:

e Performance compared internally over time (patterns/trends)

e Performance compared with similar processes in other organizations

e Performance compared to up-to-date external sources (benchmarking)
e Statistical process established for expected variation

"1 Identify gaps using one of more of the IOM criteria (see guiding principles)

I Implement quality improvement cycles (PDCA) with all appropriate stakeholders:
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The organization may also employ tools for process improvement and/or redesign,
cause-mapping as well as incorporating the concepts of statistical process control, Six
Sigma, and Lean systems thinking to reduce system variation, delays, and complexity
that is detrimental to patient care and safety.

PLAN:

In order to plan and develop effective processes, functions or services, the following
key elements, when relevant and available, are considered:

1. The process design is based on the organization’s mission, vision and
organizational strategic KPI’s.

2. Consideration is given to the needs and expectations of patients, staff, and others,
as well as, the direct effect or criticality of the design on patient care.

3. Research of current literature and practice guidelines are reviewed for successful
or best practice(s).

4. Development is consistent with sound business practices.

5. Baseline performance expectations are utilized to guide measurement and
assessment activities.

Performance monitoring and evaluation standards are department, division, service
line and/or population focused. Certain processes are measured on an ongoing basis
both in response to occurrences and proactively. Selected processes which are high
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volume, high risk, high cost and problem prone are measured, analyzed and improved
on an ongoing basis.

Performance Improvement projects that are designed or redesigned to monitor
expected performance within the hospital are developed to measure, assess, improve
and maintain process improvements. Performance levels may be established through
comparison performance with other “like” facilities to identify variations or “failure
modes.” Comparative data is used from the multiple sources e.g. Cerner, CDC, NHSN,
TJC, AHRQ or current/past department performance. Each activity monitored has an
established performance level or threshold to measure expected performance. A
strategy for maintaining the effectiveness of the redesigned process over time is also
implemented.

DO:

Data collection is the basis of all Performance Improvement activities and provides a
means of measuring performance through which informed decisions can be made.

1. Program data is collected for a comprehensive set of performance measures based
on the priorities and frequency established by the leaders of the organization in order
to:

a. Establish a baseline when a process is implemented or redesigned.

b. Describe process performance or stability.

c. Describe the dimensions of performance or stability.

d. Describe the dimensions of performance relevant to functions, processes and
outcomes.

e. ldentify areas for improvement including the effect on patients.

f. Determine whether changes in a process have met objectives

g. Implement a strategy for maintaining the effectiveness of the redesigned process
over time.

2. Data is collected as a part of continuing measurement, in addition to data collected
for priority issues.

Check:

Program activities involve the assessment process, which includes the necessary
disciplines of departments to draw conclusions about the need for more intensive
measurement. A systematic process is used to assess collected data in order to
determine whether specifications for newly designed processes were met and the
level of performance and stability of important existing processes are observed.
Priorities for possible improvements or redesign of existing processes, actions taken
to improve the performance improvement processes and whether changes in the
processes resulted in improvement are also assessed.

Ongoing data collection and PI activities are regularly reported as follows:

e Hospital Quality Improvement and patient safety committee

e Executive Medical Staff
e Board of Directors
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When data analysis identifies a problem or trend, a corrective action plan will be
developed and implemented. These actions may include:

1. System Changes — Changes in communication channels, changes in
organizational structure, adjustments in staffing and changes in equipment or chart
forms.

2. Knowledge Enhancement — In-service education, continuing education and
circulating informational material.

3. Intensive Reviews/Focus Studies — When a medical/health care system error-
related occurrence is identified; proactive risk assessment activities are implemented
including intensive review and/or a focused study. A data collection tool is developed
to address processes, functions, and services that can be designed or redesigned to
prevent trends that may have contributed to the problem. Once all charts are reviewed,
a summary report is compiled to document and communicate conclusions.

4. Root Cause Analysis — WWhen a medical/health care error is classified as a Sentinel
Event, the recommended Root Cause Analysis format by TJC is used to detect the
underlying causes of the variation. Upon approval by the Chief Quality Officer, the
outlined action plan is implemented.

5. Causal Analysis — When a medical/health care error is established as a near miss,
a causal analysis is completed to determine the underlying causes of the potential
variation, the outlined action plan is implemented.

6. Failure Mode Effects Analysis — In accordance with TJC published information
regarding the most frequently occurring types of sentinel events and patient safety risk
factors, at least one high-risk process is selected annually for proactive risk
assessment.

7. Behavior Changes — Informal or formal counseling, consulting, changes in
assignments, and disciplinary action.

8. Policy Revisions — Policies are developed or revised for significant organizational
issues that are interdepartmental or mandated to be system-wide by accreditation
agencies or state regulation. Any potential policy revisions are presented to the QPS
Committee to identify the appropriate entity for development, and ensure that input is
obtained and incorporated into a final policy statement. Once completed, QPS will
submit the policy to the Quality subcommittee for approval, who will then forward it to
the Board of Directors for final approval.

9. Multidisciplinary Process Teams — Teams are formed as needed and oversight
is provided by the CQO to investigate and make recommendations when organization-
wide performance becomes unacceptable or when a process has been identified to
be proactively redesigned. The process team presents the recommendations to QPS
for approval.

10. Operational Changes — Any activity that may need to be performed differently in
order to expedite a process or improve overall patient care will be examined and
changed if appropriate.

The assessment process includes the wuse of statistical process control
techniques/tools as appropriate. When assessment of data indicates a variation in
performance or potential risk to patient safety, more intensive measurements and
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analysis will be conducted, and in addition, the department/service or team will
reassess its performance measure.

When a performance measurement does not reach the predetermined optimal
threshold, or if it is attained but further evaluation indicates that performance is not
acceptable, the Performance Improvement process should continue. If the level of
performance shows no improvement for the time frame established by the identified
department/service or team plan, an intensive evaluation should be conducted with
input from the CQO regarding the need for continued measurement and additional
corrective action.

When any process remains stable or minimal variation is demonstrated in overall
performance after two quarters of data collection, the performance measure should
be re-evaluated to determine the need to continue measurement, and if re-
prioritization of performance measurements should occur.

ACT:

When opportunities for improving performance are identified, a systematic approach
is used to redesign the involved process, or to design a new process. The leadership
will establish hospital-wide priorities and provide adequate resources to be effective.
1. When a department or service identifies an opportunity for improvement, the
department/service will determine if other disciplines or departments will have an
impact on the design/redesign of the process. If other disciplines or departments are
involved, the opportunity for improvement will be referred to an appointed team.

2. The assigned team/department will establish priorities for improvement based on
the guidelines established in this plan. When necessary, the CQO will assist the team
or department/service in establishing priorities.

The Quality Improvement and Patient Safety Plan will be reviewed, evaluated, and
revised as necessary to incorporate the most current TJC standards. A summary of
evaluation results will be presented to the Hospital Quality Improvement and Patient
Safety Committee. The annual review will assess, at least, the objectives, scope,
organization effectiveness and appropriateness of the program. The plan will be
modified as needed based on the results of the annual evaluation. Individual
committees and departments will review, evaluate and revise their performance
improvement activities and plans as part of an annual system-wide review.

QUALITY IMPROVEMENT AND PATIENT SAFETY PLAN PRIORITIES & GOALS

The approach to quality improvement will be continuously assessed and revised to
meet the goal of ensuring that patient outcomes are continually improved and safe
patient care is provided. Examples of information utilized to achieve this goal include:
variance related data such as medication errors and falls; infection prevention
surveillance; sentinel event alerts; TJC Core Measures data, as well as, patient
satisfaction reports. The criteria used to prioritize opportunities for improvement
include, but are not limited to:

1 Patient Safety

(1 Strategic plan goals/objectives

14| Page



PROVIDENT HOSPITAL OF COOK COUNTY QUALITY AND PATIENT SAFETY PLAN OF CARE

1 Mission/vision

1 Quality outcomes

1 Patient care operations
(1 Efficiency of care

[J Customer satisfaction

The following sources and criteria will be used to identify and prioritize quality
initiatives in the organization:

"] Event Reports

1 Sentinel Events

1 High volume/problem prone/high cost

1 Low volume/high risk-problem prone/high cost

1 Alerts and Recalls notifications

1 Serious adverse events

1 Escalation of patient safety issues

" Published evidence-based practice

"1 Initiatives consistent with mission values, strategic plan and directions
1 Mortality data

"1 Those consistent with mission values and strategic direction

1 Availability of resources

"1 Stroger transparency

"1 Clinical program and Services initiatives e.g. Press-Ganey, TJC, LeapFrog.
"1 Patient engagement and experience

1 Hospital Acquired Conditions

At a minimum, the organization collects and analyzes data on the measures listed
below:

"1 Medication safety and management

1 Utilization of blood and blood products
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1 Utilization of restraints and seclusion

1 Operative and other procedures

1 Resuscitation and its outcomes

1 Organizational key performance measures

1 Utilization management/transition planning

1 Patient flow and access

1 Management of information including medical records
"1 Staff perceptions of the Culture of Safety

"1 Patient perceptions of care, treatment, and services
1 Autopsy results

"1 Infection prevention surveillance and reporting

1 Staffing effectiveness

1 Regulatory quality control reports and survey findings

Data Sources include but are not limited to the following:

"1 Administrative data (financial, credentialing, human resource, etc.)
1 Internal and external survey data

1 Risk Management Event System

1 Adverse Drug Event Reports

1 Alert and Recall management system

1 Clinical data (EMR, Enterprise Data Warehouse, etc.)

Effective Use of Data
Collecting Data

When hospitals collect data or measure staff compliance with evidence-based care
processes or patient outcomes, they can manage and improve those processes or
outcomes and, ultimately, improve patient safety. The effective use of data enables
hospitals to identify problems, prioritize issues, develop solutions, and track to
determine success. Objective data can be used to support decisions, influence
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people to change their behaviors, and comply with evidence-based care
guidelines.

Analyzing Data

Effective data analysis can enable a hospital to “diagnose” problems within its
system similar to the way one would diagnose a patient’s illness based on
symptoms, health history, and other factors. Turning data into information is a
critical competency of a learning organization and of effective management of
change. When the right data are collected and appropriate analytic techniques are
applied, it enables the hospital to monitor the performance of a system, detect
variation, and identify opportunities to improve. This can help the hospital not only
understand the current performance of hospital systems but can also help it predict
its performance going forward.

Analyzing data with tools such as run charts, statistical process control (SPC)
charts, and capability charts help a hospital determine what has occurred in a
system and provide clues as to why the system responded as it did.

Source: CAMH Update 2, January 2016

1. OVERVIEW OF SENTINEL EVENTS

a. When a patient experiences a sentinel event (SE), an unanticipated outcome or
adverse event, near miss, or unsafe condition, the following will collaborate to
identify, analyze, and appropriately report these events: QA, risk management,
and patient safety (under the umbrella of the Chief Quality Officer Group) and
subject matter specialists. This integrated, collaborative relationship fosters
organizational efforts to reduce risks to patients and improve the quality of care
through fundamental principles and practices incorporated into healthcare
delivery. Though QA, risk management, and patient safety personnel collaborate
to reduce healthcare risk, each has distinct functions and activities as described
here.

The Joint Commission Sentinel Event Definitions

A sentinel event is an unanticipated occurrence involving death or serious
physical or psychological injury. Serious physical injury specifically includes loss
of limb or function. Such events are called sentinel because they signal the need
for immediate investigation and response. Each hospital establishes an
operational definition of a sentinel event that includes at least

a. an unanticipated death, including, but not limited to,
e death that is unrelated to the natural course of the patient’s illness or
underlying condition (for example, death from a postoperative
infection or a hospital-acquired pulmonary embolism);
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e death of a full-term infant; and
e suicide;

b) major permanent loss of function unrelated to the patient’s natural course of
illness or underlying condition;

c) wrong-site, wrong-procedure, wrong-patient surgery;

d) transmission of a chronic or fatal disease or iliness as a result of infusing blood
or blood products or transplanting contaminated organs or tissues;

e) infant abduction or an infant sent home with the wrong parents; and

f) rape, workplace violence such as assault (leading to death or permanent loss of
function); or homicide (willful killing) of a patient, staff member, practitioner,
medical student, trainee, visitor, or vendor while on hospital property.

The hospital’s definition of a sentinel event includes a) through f) above and may
include other events as required by laws or regulations or viewed by the hospital
as appropriate to add to its list of sentinel events. All events that meet the definition
of sentinel event must be assessed by performing a credible root cause analysis.

Accurate details of the event are essential to a credible root cause analysis thus
the root cause analysis needs to be performed as soon after the event as possible.
The analysis and action plan is completed within 45 days of the event or becoming
aware of the event.

The goal of performing a root cause analysis is for the hospital to better understand
the origins of the event. When the root cause analysis reveals that systems
improvements or other actions can prevent or reduce the risk of such sentinel
events from recurring, the hospital redesigns the processes and takes whatever
other actions are appropriate to do so. It is important to note that the terms sentinel
event and medical error are not synonymous. Not all errors result in a sentinel
event, nor does a sentinel event occur only as a result of an error. Identifying an
incident as a sentinel event is not an indicator of legal liability.

The management of adverse events, near misses, or unsafe conditions, is a
component of the CQO. The program encompasses identification and mitigation
of risk to patients, family members, visitors, and staff as well as the oversight and
review of the effectiveness of organizational risk reduction strategies.

2. IDENTIFICATION OF ADVERSE EVENT, NEAR MISS, OR UNSAFE
CONDITION
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a. Processes must be in place to identify all adverse events. Immediate action must
be taken to make sure those patients, staff, and visitors are protected from
additional injury and to minimize the effects of the event. All adverse events, near
misses, or unsafe conditions, must be entered in the patient safety reporting
system (EMERS).

REPORTS AND INTERVENTION TECHNIQUES FOR MONITORING
PROBLEM-PRONE AREAS

a. Patient Safety Reports

(1) Patient Safety Reports will be submitted to the Chief Quality Officer. The data,
information, and format will be in accordance with CQO guidance.

(2) In order to facilitate timely and accurate reports and analysis, information
submitted to the CQO will include identification of the reporting facility. All personal
patient and individual provider information will be redacted before being sent to the
Chief Quality Officer.

b. EMERS:

(1) EMERS is a standardized, automated reporting system which allows all users
across each facility the ability to report, aggregate, and analyze adverse events.

(2) All adverse events, near misses, or unsafe conditions must be reported to the
EMERS.

c. Proactive Risk Assessment (PRA)

(1) Requirement to Complete a PRA. Productive Risk Assessment is a process for
the analysis and improvement of any at-risk system process. All facilities will
complete a PRA on a high-risk process in accordance with requirements
established by their accrediting organization and individual organizational
guidance. PRAs may be conducted at any time and are appropriate for all
processes

(2) PRA Submission

(a) All facilities must submit each PRA to the regulatory affairs and accreditation
director staff within 30 days of completion. The regulatory affairs and accreditation
director staff must forward all completed PRAs to the QPS Committee within 45
calendar days of receipt from the facility. The reporting facility will be fully identified
and included on the PRA. Any requests for additional or clarifying information
required from the facility by the QPS committee will be coordinated through the
regulatory affairs and accreditation director staff.
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(b) PRA materials produced are not intended for public release and must be
maintained as confidential records

Tools for Conducting a Proactive Risk Assessment

A number of tools are available to help conduct a proactive risk

assessment. One of the best known of these tools is the Failure Modes and Effects
Analysis (FMEA). An FMEA is used to prospectively examine how failures could
occur during high-risk processes and, ultimately, how to prevent them. The FMEA
asks “What if?” to explore what could happen if a failure occurs at particular steps
in a process.

Hospitals have other tools they can consider using in their proactive risk
assessment.

Some examples include the following:

¢ Institute for Safe Medication Practices Medication Safety Risk Assessment:
This tool is designed to help reduce medication errors. Visit
https://www.ismp.org/ self-assessments/default.asp for more information.

e Contingency diagram: The contingency diagram uses brainstorming to
generate a list of problems that could arise from a process. Visit
http://healthit.ahrg.gov/health-it-tools-and-resources/workflow-
assessment-health-it-toolkit/all-workflowtools/contingency-diagram for
more information.

e Potential problem analysis (PPA) is a systematic method for determining
what could go wrong in a plan under development. The problem causes are
rated according to their likelihood of occurrence and the severity of their
consequences.

e Process decision program chart (PDPC) provides a systematic means of
finding errors with a plan while it is being created. After potential issues are
found, preventive measures are developed allowing the problems to either
be avoided or contingency plan to be in place should the error occur.

d. Root Cause Analysis

(1) An RCA is used to identify the basic or causal factors that underlie variation in
performance, including the occurrence or possible occurrence of an SE. RCA
focuses on systems and processes, not individual performance.

(2) Patient Safety RCA data are used internally for improving healthcare systems
and processes that impact quality and patient safety. At all levels of the
organization, information obtained through a Patient Safety RCA, to the greatest
extent possible, will not be used in adverse administrative, privileging, or other
personnel actions, including disciplinary action. In cases where possible
disciplinary action could result, the QPS committee will conduct two separate and
independent investigations.
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(3) An RCA must be completed by the facility on all SEs, including TJC reviewable
SEs, within 45 calendar days of the facility becoming aware (i.e. discovery) of the
SE. Extensions for reviewable RCA completion will not ordinarily exceed 90
calendar days. RCAs conducted on non-reviewable SEs or other less serious
events should be completed as soon as practicable or as dictated by the respective
facility CEO.

(4) RCA Submission

(a) Electronic or hard copies of RCAs from SEs should reach the CQO not later
than 45 days after discovery of the event. The data provided must not contain any
identifying information related to the patient(s) or the individual healthcare
provider(s). The reporting facility identification will be included on the RCA. These
copies must be maintained as confidential CQO records.

(b) Copies of additional updates or changes to the RCA (such as those required
by TJC, CQO or the Board of Directors) will be forwarded through the CMO to
CQO within 30 days of completion. Any requests for additional or clarifying
information required from the facility by CQO will be coordinated through the CMO.

e. Notification
(1) Provident Hospital of Cook County adopts TJC’s list of reviewable SEs.

(2) All adverse events, including near misses and unsafe conditions will be
reported within the EMERS. CMO will be notified within 24 hours of the facility
learning of a TJC reviewable SE or other SE involving serious harm to a patient.
The CMO will report such SEs. The report will include the event type or category,
facility identification, date of event discovery, brief summary of the event, date the
RCA was chartered, the CMO point of contact and any unique identifiers or codes
for the report.

f. Intentional Unsafe Acts

(1) The investigation and consideration of corrective actions on intentional unsafe
acts are not within the primary authority or responsibility of the CQO. If in the
course of the activities of the EMERS information about intentional unsafe acts is
revealed, the original report must be referred to CEQ for criminal investigation and
action as appropriate. Primary authority to investigate and consider corrective
actions on the matter must be outside of the CQO.

(2) Some events meet the definitions of both “adverse events” and “intentional
unsafe acts.” When an event appears to be both an “adverse event” and an
“‘intentional unsafe act,” primary authority and responsibility is outside the CQO.
The CQO must proceed with a review, including an RCA, if applicable, of the
systems and processes of the facility implicated in the actual or potential intentional
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unsafe act, but will defer to the separate investigation and consideration on any
matter of responsibility of any person involved in the act.

COMMUNICATION WITH PATIENTS AND FAMILIES/PATIENT’S RIGHT TO BE
HEARD

1. GENERAL. This section describes a patient’s right to be heard in any QPS
program review of care provided by a facility.

2. PATIENT’S OPPORTUNITY. Any patient who believes he or she suffered a
personal injury due to a perceived failure of a facility to provide quality medical
care must have the right to submit his or her concerns as part of a QA review of
the care provided.

3. PROCEDURES

a. The CEO or designee will ensure that the patient has notice of this opportunity
and must advise the patient whether the opportunity must be through personal
presentation or written presentation.

b. The opportunity provided in accordance with this section may be provided in
association with the healthcare resolutions program in accordance with Provident
Hospitals of Cook County policy. However, the opportunity must be provided
without regard to whether the healthcare resolutions program is involved and
without regard to whether the patient has filed a claim for compensation or retained
legal counsel.

c. A patient is entitled to the assistance of legal counsel of the patient’s choosing
not at government expense.

d. In the case of a patient’s death or incapacitation, or if the patient is a child, the
opportunity to submit concerns must be available to the next of kin or other close
family member.

e. In any case in which a patient (or legal representative) submits concerns in
accordance with this enclosure, those concerns must be considered as part of a
QA review of the care provided. However, the results of any QA review are
protected in accordance with policy.

f. Patients and families are encouraged to express safety concerns by speaking
directly with front-line clinicians, department managers or patient relations
representatives.
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COMMUNICATION WITH MEDICAL STAFF

"1 Medical Staff receive an orientation when they join the medical staff. The
orientation includes how to use the Event Reporting System to report patient safety
issues. It also describes how medical staff performance is monitored as outlined
in the Medical Staff Bylaws.

1 Medical Staff receive information about safety and quality through medical staff
leadership, department meetings, and organization management on a regular
basis.

COMMUNICATION WITH STAFF INCLUDING VOLUNTEERS

1 Staff receive information about safety during initial orientation and on a regular
basis.

"1 Staff are encouraged to resolve concerns directly with their supervisor. If
concerns are not adequately addressed, the Chain of Command should be
followed. Staff are also encouraged to report concerns.

[] Staff are informed how to contact The Joint Commission.

"1 Communication and education on improvement philosophy, strategies and tools
in multiple venues throughout the organization may include but is not limited to:

New employee orientation

Formal management education in terminology, strategies and tools

Team education on a “just-in-time” basis

Regularly scheduled computer-based training on improvement initiatives
impacting their clinical accountability

e. Departmental in-service programs tailored to meet the needs of a specific

group

oo oo

COMMUNICATION WITH CONTRACTED SERVICES AND STUDENTS

1 Provident Hospital of Cook County provides communication and education on
safety in initial orientation of the organization.

"1 Business owners coordinate with the contracted services to manage
organizational expectations and priorities.

1 Provident Hospital of Cook County monitors expectations and provides feedback
on a regular basis.
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COMMITTEE MEMBERS

Pierre Wakim, DO, Emergency Medicine
Arnold Turner, MD, Medical Director

Tanya Seaton, Operating Officer

Gennadiy Voronov, MD, Anesthesiology
Steven Bonomo, MD, Surgery

Suja Mathew, MD, Internal Medicine

Valerie Hansbrough, MD, Gynecology

Mark Pisanechi, MD, Radiology

Mark Loafman, MD, Family Medicine
Nadeem Ahmad, MD, Internal Medicine
Marin Sekosan, MD, Pathology

Joyce Miller, MD, Psychiatry

Hugo Solari, MD Psychiatry

Leslie Frain, RN, Director of Quality Improvement
Nkiru Okolo, RN. 8-West Nursing

Chineze Nkemeh, RN, Emerg. Med Nrsg
Beverly Alexander, RN, Peri-Operative Nrsg
Rosario Onorato, RN Infection Control

Doris Kelley, RN, Quality Clinical Excellence
Gary Kersting, Laboratory

Angela Espinosa, Health, Information & Records
Lezah Brown-Ellington, EOC/Life Safety
Joseph Price, Senior Director, Radiology
Kary Raines, Environmental Services
Chuck Bloom, Plant Operations

John Sedivy, Manager of Clinical Imaging

Sonya Watkins, System Director Regulatory Affairs and Accreditation

24| Page



PROVIDENT HOSPITAL OF COOK COUNTY QUALITY AND PATIENT SAFETY PLAN OF CARE

Carolyn Ballard, Clinic Manager

Suzy Harrington/Tuesday Rooney Rehab. Services
Beronica Woodson, Patient Access

Victor Pelaez, MD, Cardiology

Maria Castillo, Behavioral Health

Anita Giuntoli, Director Patient Safety

Tony Leung, RPh, Pharmacy

David Greenbaum, Food & Nutrition

SUMMARY

The Quality and Patient Safety Plan provides the framework to implement quality
performance improvement and safety activities at Provident Hospital of Cook
County. These activities improve patient outcomes and reduce harm in a
comprehensive, methodical and systematic manner. Quality & Patient Safety is a
system-wide priority and compliments the mission to deliver clinical excellence.
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ATTACHMENT #3



Santana, Debbie

From:

Sent: Thursday, February 13, 2020 9:02 PM

To: Santana, Debbie; Gugenheim, Ada Mary

Subject: Re: Agenda and materials for CCH Quality and Patient Safety Committee Mtg., Thurs.

2/20/20 at 10:30 AM.

Good evening Ada Mary and Debbie

| am sorry, | will not be at the meeting on Feb 20th as | will be in India working (volunteering) on several health projects
and public health programs.

In reviewing the Provident paper and power point, a few points of reflection:

- This is really a framework for Provident staff (similar to one presented by Dr. Das a couple of years ago).

- It was unclear if Provident did a Culture of Safety Survey - and if the results are integrated or they have not done at
Culture of Safety Survey yet

- The Provident report highlights the need for public reporting by Provident, but it is unclear what that means or entails

On another note, it would be helpful to review the Stroger information in light of having a 1 Star on the CMS Hospital
Compare report. | understand that the Hospital Compare Report includes data for past years, but given performance has
stagnated on many measures, it might be a good time to delve into the CMS Hospital Compare public report.

There is a QAPI worksheet from CMS that is expected to be completed each year by hospitals that identifies the areas of
focus for the coming year. Perhaps we can find out what improvement projects are targeted for Provident and

Stroger. The QAPI is suppose to be shared with the Board.

I know with all of the changes in leadership in the quality area that it is challenging...but we still need to move ahead.
Thank you.

Pat

Patricia Merryweather
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COOK COUNTY

HEALTH

Leadership Board of Directors
Toni Preckwinkle M. Hill Hammock
President Chair of the Board

Cook County Board of Commissioners

Debra D. Carey Mary B. Richardson-Lowry
Interim CEQ Vice Chair of the Board
Cock County Health

Deb Santana ‘
Secretary to the Board
Cook County Health

February 13, 2020

Hon. Dr. Dennis Deer, LCPC, CCFC
Mary Driscolt, RN, MPH

Ada Mary Gugenheim

Mike Koetting

David Ernesto Munar

Heather M. Prendergast, MD, MS, MPH
Robert G. Reiter, Jr.

Layla P. Suleiman Gonzalez, PhD, JD
Sidney A. Thomas, MSW

Dear Members of the Quality and Patient Safety Committee of the CCH Board:

Please be advised that the Executive Medical Staff Committee of John H. Stroger Jr.,
Hospital of Cook County, electronically approved the attached list of medical staff action

items 02/11/2020, for your consideration.

Thank you kindly.

Respectfully Submitted,

Trévor Lewis, MD
President, EMS

Cook County Health - 1950 West Polk Street < Chicago, IL 60612 - (312) 864-6000 - cookcountyhealth.org
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2 i COOK COUNTY
<+ |HEALTH
Bogrd of fxee ers
Teni Preckwinkls M. Hill Hammoek
President Chalr of the Board
Cook County Banrd of Commissicners
Debrs D. Carey Mery B. Richardson-Lawry
Interim CEQ Vice Chair of the Board
Cook County Health
Deborah Santana
CCH Secretary to the Board
1950 W. Polk Sireet, Room 9106
Chicago, IL 60612
February 7, 2020

Hen. Dr, Dennis Deer, LCPC, CCEC
Mary Diseotl, RIN, MPH

Ada Mary Gugenheim

Mike Koatting

David Erneato Murer

Dear Members of the Quality and Patient Safety Committes:

Heather M, Prendergass, MD, MS, MPH
Rabast G, Reiter, Jr.

Laylas P. Suleiman Gonsaler, PhD, JO
Sidney A. Thornss, MSW

Please be advised that at the Provident Hospital Medical Executive Committee Meeting held on February 7,
2020 the Medical Executive Commitice recommended the actions on the enclosed list. It is being presented

to you for your consideration,

Respectfuily,

Y

lf =
N C .
/Vwﬂ\/ £ 717 /’\L g /V@
Marion Kirby, MD 2
Provident Hospital of Cook County

President, Medical Staff

Chair, Medical Executive Committee

Cookk County Health - 1950 West Polk Stract Chicago, IL 60612 (312) 864-6000 cockesuntybaalth.org
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