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Patient Safety Plan

Purpose

To improve the health and safety of residents and to reduce preventable patient safety events.

Policy

It is the policy of this facility to develop, implement, and comply with a patient safety plan for the purpose of improving the health and safety of residents and reduce preventable patient safety events per SB 158 and AB 3161. 

Procedure

As part of the facility Patient Safety Plan, a Patient Safety Committee shall be established and shall include but is not limited to the following health care professionals: Administrator, Director of Nursing, Infection Preventionist, DSD, Medical Director, Pharmacist, frontline staff, and other HC professionals, as appropriate.
Committee shall meet at least quarterly, and function as a subcommittee of the facility’s Quality Assurance/QAPI Committee to complete the following:

a) Review any reports of patient safety events including, but not limited to, those defined in this policy.

b) Review quality assurance audits conducted through QAPI that could identify potential patient safety events.
c) If the patient or client voluntarily provides identifying characteristics: Analyze, trend, address, and monitor patient safety events for possible discrimination based on: age, race, ethnicity, gender identity, sexual orientation, preferred language spoken, disability status, payor, and sex. 
d) Analyze the root cause and make necessary recommendations to QAPI committee to eliminate future patient safety events and any racism and discrimination, including, but not limited to, ongoing training recommendations for facility personnel and health care practitioners.  

e) Monitor implementation of corrective actions.
Committee shall review and revise the patient safety plan at least annually and as needed to incorporate advancements in patient safety practices and racism and discrimination prevention.
The facility maintains a comprehensive training program designed to facilitate the knowledge, skills, and competencies necessary to promote resident safety and prevent adverse events. The facility maintains an annual training plan that is reviewed and updated annually to support a culture of safety and integrate objectives with the facility’s Quality Assurance and Performance Improvement (QAPI) Program & Patient Safety Plan.

All staff and health care practitioners will be oriented to their role in the facility Patient Safety Plan, including, but not limited to, patient safety event definitions, and reporting requirements, within 60 days of hire, annually, and as deemed necessary by the Patient Safety Committee. As part of the orientation, staff will be encouraged to adopt a culture of safety and encourage safety reporting and encouraged to report suspected instances of racism and discrimination.
The facility maintains a reporting system that encourages the reporting of safety events and reporting suspected instances of racism and discrimination. The reporting system allows anyone involved—including healthcare practitioners, facility employees, residents, and visitors—to report a patient safety event and suspected instances of racism and discrimination, with the option to report anonymously.

The facility actively promotes a culture of safety, meaning shared values, beliefs, and attitudes that prioritize patient safety. A culture of safety is demonstrated by establishing an environment in which employees can report safety concerns, near misses, and incidents without fear of blame or retaliation, with the confidence that such information will be used for learning and improvement.

Staff are encouraged to report any safety events and suspected instances of racism or discrimination. No staff member or contractor will be subject to disciplinary action for making a report in good faith. The facility has established (customize to be facility specific) (examples: a toll-free Compliance Hotline for anonymous reporting.)
Upon license renewal beginning on January 1, 2026, and every two years thereafter, the patient safety plans will be submitted to CDPH for review. 

Definitions

Per SB 158 patient safety events are defined as:

1. Health care associated infections as defined by the CDC.  

2. All adverse events or potential adverse events described in H&S Code 1279.1 that are     

     determined to be preventable, and relevant to long-term care.

Adverse Events, related to long-term care, are defined as falling into one of the following five categories:


A.  Product or device events


C.  Patient Protection Events


D.  Care Management Events

E. Environmental Events

F. Criminal Events

 A “Product or Device”, event includes

1.  Patient death or serious disability associated with the use of a contaminated 

     drug, device, or biologic provided by the facility when the contamination is the    

      result of generally detectable contaminants. 

2.  Patient death or serious disability associated with the use or function of a 

     device in patient care (i.e. catheter, drain, infusion pump, ventilator) in which      

     the device is used/functions other than as intended. 

3.  Patient death or serious disability associated with intravascular air embolism,    

     excluding deaths associated with neurosurgical procedures. 

A ”Patient Protection”, event includes

1.  Patient death or serious disability associated with patient disappearance for 

     more than 4 hours, excluding events involving adults who have competency or 

     decision making capacity

2.  A patient suicide or attempted suicide resulting in serious disability while 

     being cared for at the facility, excluding deaths resulting from self inflicted    

     injuries that were the reason for the admission to the facility.

A  “Care Management”, event includes


1.  Medication error resulting in patient death or serious disability

2.  Hypoglycemia resulting in a patient death or serious disability

3.  A Stage 3 or 4 ulcer, acquired after admission, excluding progression from a 

    stage 2 if detected on admission.

An “Environmental” event, includes:

1.  Electric shock resulting in a patient death or serious disability, excluding 

      planned treatment

2.  Any incidence in which a line designated for oxygen or other gas contains the              

     wrong gas or is contaminated by a toxic substance.

3.  A burn incurred by any source while in the facility resulting in a patient death            

      or serious disability.


4.  A patient death associated with a fall while being cared for in the facility


5.  A patient death or serious disability associated with the use of bedrails. 

A “Criminal” event, includes:

1.  Any instance of care ordered by or provided by someone impersonating a  

     physician, nurse, pharmacist, or other licensed health care provider.


2.  The abduction of a patient of any age.


3.  The sexual assault on a patient within or on grounds of a health facility.

4.  The death or significant injury of a patient or staff member resulting from a 

     physical assault that occurs within or on the grounds of a facility. 
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