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This instruction implements Air Force Policy Directive 44-1, Medical Operations.  It describes 

the Medical Treatment Facility (MTF) patient safety processes and programs.  It assigns 

responsibilities and establishes procedures to comply with, implement, and sustain applicable 

Department of Defense (DoD) Patient Safety Program (PSP) standards and the Joint Commission 

National Patient Safety Goals.  It assigns responsibilities and establishes procedures for the 

continuous study and adaptation of the 59 Medical Wing’s (MDW) functions and processes to 

increase the probability of achieving and sustaining patient safety practices and targeted 

outcomes to decrease or prevent patient safety events or minimize the harm from events that do 

occur.  It is prepared as internal communication for the purpose of patient safety risk 

identification, assessment, control to improve performance, and facilitate management decisions.  

This instruction delineates individual responsibilities and applies to all personnel assigned to the 

59 MDW.  This instruction applies to all personnel assigned, attached, or on contract to the 59 

MDW except the 359 Medical Group (MDG), the 959th MDG, the Air National Guard or Air 

Force Reserve.  While the 359 MDG works in concert with the 59 MDW Patient Safety Office, 

they are exempt from this guidance due to their MTF structure.  Please refer to 359 MDG’s 

Operating Instruction 44-130, Patient Safety for details.  This publication requires the collection 

and or maintenance of information protected by the Privacy Act of 1974 authorized by 10 U.S.C. 

55, Medical and Dental Care, and E.O. 9397 (SSN).  The applicable SORN F044 AF SG D, and 

Automated Medical/Dental Record System is available at: 

http://dpclo.defense.gov/privacy/SORNs/SORNs.htm.  Refer recommended changes and 

questions about this publication to the Office of Primary Responsibility (OPR) using the AF 

Form 847, Recommendation for Change of Publication.  Requests for waivers must be submitted 

to the OPR listed above for consideration and approval.  Ensure that all records created as a 

http://www.e-publishing.af.mil/
http://dpclo.defense.gov/privacy/SORNs/SORNs.htm
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result of processes prescribed in this publication are maintained in accordance with (IAW) Air 

Force Manual 33-363, Management of Records, and disposed of IAW Air Force Records 

Information Management System Records Disposition Schedule. 
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1. Overview.

1.1.  Patient safety involves a variety of clinical and non-clinical activities that health care

organizations leaders undertake to identify, evaluate and reduce the potential harm to

beneficiaries and to improve the quality of health care.  Effective medical/health care error

reduction requires an integrated approach and supportive environment in which patients, their

families, organizational staff and leaders can identify, manage, and learn from actual and

potential risks.

1.2.  Establishes procedures to execute a dedicated program for avoiding patient harm and

improving patient safety within all 59 MDW facilities.  Manages a system for reporting good

catches, and actual patient safety events in order to identify system or process failures and to

enhance improvement strategies.

1.3.  The 59 MDW promotes a non-punitive, interdisciplinary approach to decrease

unanticipated adverse health care outcomes.  The 59 MDW fosters and supports an

organizational environment that recognizes and acknowledges potential risks to patient safety

and the occurrence of medical/health care errors.

2. Goals.

2.1.  For leadership to instill patient safety as a core value in all aspects of healthcare

delivery.

2.2.  For staff to embrace patient safety as an uncompromising core value with all they do.
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2.3.  To maximize the use of technology to enhance patient safety. 

2.4.  To develop and maintain a culture which fosters communication without fear of 

retribution. 

3. Scope of Focus.

3.1.  The Patient Safety Focus.  The PSP focuses on system and process design rather than on

the individuals involved in a given patient safety related event.  In the patient safety

conscious culture, when an error occurs, the response is not to ask “who,” but rather “why.”

This instruction provides guidance for the execution of a program dedicated to avoiding

patient harm and improving patient safety.

3.2.  Interface with Risk Management (RM) staff.  Any patient safety event that results in

harm may be considered a potentially compensable event (PCE).  The Patient Safety staff

will be informed of all PCEs and these will be managed by RM according to the guidance in

AFI 44-119, Medical Quality Operations.  Similarly, the Patient Safety staff will notify RM

staff of any events that may be PCEs.

3.3.  Referral to the Commander.  The vast majority of errors are unintentional.  However,

certain events, as noted below, warrant administrative, disciplinary, or legal action.  Should

any of the following be discovered in the course of a patient safety event evaluation, the 59

MDW Commander will be informed immediately:

3.3.1.  Criminal activity, e.g.: rape, assault and battery, homicide, etc. 

3.3.2.  Intentional unsafe acts due to gross negligence or reckless behavior. 

3.3.3.  Alleged patient abuse. 

3.3.4.  Impairment due to medical and/or psychological conditions including alcohol or 

other drug abuse. 

4. Responsibilities.

4.1.  The 59 MDW Commander will:

4.1.1.  Be responsible for the implementation of this instruction. 

4.1.2.  Support and promote the TeamSTEPPS program throughout the organization. 

4.1.3.  Designate an individual as the Patient Safety Manager (PSM) to direct the MTF 

PSP and ensure program activities receive support from the 59 MDW staff. 

4.1.4.  Promote an organizational culture emphasizing cooperation and communication, 

encourage the reporting of patient safety events, focus on error prevention rather than 

punishment, and improvement of systems and processes to overcome preventable errors. 

4.1.5.  Allocate the necessary resources to sustain a comprehensive and integrated PSP. 

4.1.6.  Promote strategies to encourage and facilitate staff identification and reporting of 

good catches and actual patient safety events. 

4.1.7.  Ensure all assigned staff are educated on the PSP components, roles and 

responsibilities, effective communication, and coordination and teamwork techniques. 
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4.1.8.  Facilitate the education of patients and their families regarding their roles and 

responsibilities as partners in the health care process. 

4.1.9.  Charter a Root Cause Analysis (RCA) team when indicated. 

4.2.  The 59 MDW Chief of the Medical Staff will: 

4.2.1.  Ensure the 59 MDW PSP activities are implemented and monitor for effectiveness 

according to AFI 44-119, Chapter 2 and this instruction. 

4.2.2.  Support and promote the TeamSTEPPS program throughout the organization. 

4.2.3.  Support an organizational culture emphasizing cooperation and communication; 

encourage the reporting of patient safety events; focus on error prevention rather than 

punishment; implementation and sustainment of the National Patient Safety Goals 

(NPSG); and improvement of systems and processes to overcome preventable errors. 

4.2.4.  Support strategies to encourage and facilitate staff identification and reporting of 

good catches and actual events. 

4.2.5.  Facilitate orientation and ongoing education of all staff regarding their roles and 

responsibilities. 

4.2.6.  Designate in collaboration with the Group SGHs, a champion for each NPSG. 

4.2.7.  Ensure members of the clinical and non-clinical staff recognize that they are 

responsible for ensuring events are appropriately identified, reported and responded to 

within timelines defined by AFI 44-119, Chapter 2. 

4.2.8.  Confer with the PSM, RM, and clinical department chief directly involved in a 

serious event to determine if an event meets the criteria of an adverse incident and if so, 

ensure the event is reported to the 59 MDW Commander or Vice Commander, Air Force 

Medical Operations Agency (AFMOA), and Accreditation Association for Ambulatory 

Health Care (AAAHC) as applicable. 

4.2.9.  Assign an Office of Primary Responsibility for each Surgeon General Notice to 

Airmen (NOTAM) to assess current compliance and recommend any corrective actions 

to the Executive Committee of the Medical Staff. 

4.3.  Chief of a Department, Service, Clinic and Management/Supervisory Staff will: 

4.3.1.  Ensure the 59 MDW PSP and TeamSTEPPS activities are implemented, 

monitored and evaluated for effectiveness and actively participate in these processes. 

4.3.2.  Support an organizational culture emphasizing cooperation and communication, 

encourages reporting of good catches and actual events, focuses on error prevention 

rather than punishment, and improvement of systems and processes to overcome 

preventable errors. 

4.3.3.  The Department Chairman of those most closely related to an adverse incident will 

select members for appointment to conduct  RCA.  The interdisciplinary team will consist 

of subject matter experts and management personnel from the department(s) involved.  

The RCA team should include officers, enlisted, civilian, and contractors as appropriate. 

4.3.4.  Ensure the use of the approved patient identification process (see Attachment 4). 
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4.4.  Patient Safety Program Manager, Patient Safety Data Analyst and Patient Safety 

Program Assistant will: 

4.4.1.  Manage, facilitate the implementation and sustainment of the PSP. 

4.4.2.  Facilitate education for all 59 MDW assigned personnel regarding their roles and 

responsibilities in the PSP, to include reporting of all patient safety events. 

4.4.3.  Coordinate the implementation of the NPSG with the assistance of appointed 

champions. 

4.4.4.  Implement a process to manage all patient safety event reports in the electronic 

Patient Safety Reporting (PSR) system. 

4.4.5.  Evaluate each patient safety event report utilizing the DoD PSR Harm Scale and 

determine the appropriate level of review or analysis required. 

4.4.5.1.  DoD PSR Harm Scale (see Attachment 2). 

4.4.6.  Coordinate with PSR representatives to ensure timely feedback of events requiring 

investigation. 

4.4.7.  After initial assessment of an adverse incident, confer with the 59 MDW Chief of 

the Medical Staff, RM staff, and clinical department chief directly involved to determine 

if an event meets the criteria of an sentinel event and if so, ensures the event is reported 

to AFMOA and the AAAHC as applicable. 

4.4.7.1.  Adverse incident, adverse drug event and sentinel event: 

4.4.7.1.1.  Adverse incident is an event such as actual breaches in medical care, 

administrative procedures or other breaches events resulting in an outcome that is 

not associated with the standards of care or acceptable risks associated with the 

provision of care and service for a patient. 

4.4.7.1.2.  An adverse drug event is an injury resulting from a medical 

intervention related to a medication, including harm from an adverse drug 

reaction or a medication error. 

4.4.7.1.3.  A sentinel event is an unexpected occurrence involving death or serious 

physical or psychological injury, or the risk thereof.  Serious injury specifically 

includes loss of limb or function. 

4.4.8.  Ensure effective communication of NOTAM actively working with the Risk 

Manager. 

4.4.9.  Manage the investigation of all adverse incidents, to include completion of a RCA 

and development of a corrective action plan resulting in sustainable changes.  Oversee the 

implementation and monitoring of corrective actions/improvements identified in the 

RCA.  Four months following the completion of a RCA, a follow–up report addressing 

the effectiveness of the improvements will be forwarded to AFMOA/SGHQ. 

4.4.10.  Review, aggregate, and analyze reports of all good catches, actual events and 

adverse incidents to reduce the frequency and severity of patient harm. 
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4.4.11.  Promote an environment of Patient Centered Care emphasizing the importance of 

educating our beneficiary population regarding their role in the identification of patient 

safety related issues, and their role as a member of their healthcare team. 

4.4.12.  Ensure effective feedback to all 59 MDW personnel on risk mitigation efforts, 

lessons learned and process/system improvements that have been or will be initiated. 

4.4.13.  Ensure a sufficient number of TeamSTEPPS instructors are available to conduct 

initial TeamSTEPPS orientation training.  Each duty section will identify the 

TeamSTEPPS tools and techniques needing additional emphasis; document the results of 

their re-dosing efforts. 

4.4.13.1.  Application of TeamSTEPPS (see Attachment 3). 

4.5.  Squadron commanders will appoint a primary and alternate Patient Safety Coordinator 

for clinical and non-clinical areas as appropriate.  The appointment letter will contain the 

representative’s rank, name, office symbol, date appointed, and duty phone.  The 

appointment letter will be sent to the Patient Safety Office. 

4.6.  Patient Safety Coordinators will: 

4.6.1.  Ensure compliance with 59 MDW PSP activities, to include NPSG 

implementation, monitoring, evaluation for effectiveness and actively participating in the 

process by submitting monthly NPSG audits. 

4.6.2.  Support an organizational culture that encourages reporting of good catches and 

actual events, focuses on error prevention rather than blame, the improvement of systems 

and processes to overcome preventable errors. 

4.6.3.  Facilitate patient safety duty section orientation and ongoing education of all 

assigned staff regarding their roles and responsibilities in the PSP. 

4.6.4.  Ensure at least one Patient Safety bulletin board is established in each clinical 

area.  The board will be located in a common area used by both patients and staff. 

4.6.4.1.  The board will include as a minimum the current Ambulatory Care National 

Patient Safety Goals and visual aids from the list below as appropriate for the area: 

4.6.4.1.1.  59MDW VA 44-105, It’s OK to Ask. 

4.6.4.1.2.  59MDW VA 44-107, Do Not Use Abbreviations. 

4.6.4.1.3.  59MDW VA 44-110, Look Alike Sound Alike Medication List. 

4.6.4.1.4.  59MDW VA 44-114, Two-Patient Identifiers. 

4.6.4.1.5.  59MDW VA 44-117, High-Alert Medication (HAM) List. 

4.6.4.1.6.  59MDW VA 44-118, Patient Safety Program Office. 

4.7.  All Wilford Hall Ambulatory Surgical Center (WHASC) personnel are encouraged to: 

4.7.1.  Voluntarily report all good catches and actual events using the electronic PSR 

system. 



59MDWI44-130  16 JULY 2013   7  

4.7.2.  If an actual event occurs, initiate immediate steps to ensure patient, visitor, and 

staff safety.  Secure any supplies/equipment in order to prevent and/or mitigate future 

harm. 

4.7.3.  Actively participate in creating a safe environment for themselves, peers, patients, 

visitors, and families by meeting organizational and professional standards, following 

identified ‘best/safe practices’, and proactively intercepting unsafe conditions or 

situations. 

4.7.4.  Report adverse incidents to the Patient Safety staff at 292-6161/0220/6283 

promptly during normal duty hours (0730-1630) or at the beginning of the next duty day 

if an event occurs overnight, on a weekend, or holiday. 

4.7.5.  Participate in educational programs provided by the Patient Safety staff designed 

to reinforce each member’s understanding and recognition of types of events (good 

catches, actual events and adverse incidents) and the reporting process. 

5.  Administrative Details. 

5.1.  Patient Safety Education and Training. 

5.1.1.  59 MDW staff.  All assigned personnel will receive Patient Safety education and 

training during their initial orientation and on an annual basis through SWANK.  Patient 

Safety topics should include, but are not limited to: 

5.1.2.  National Patient Safety Goals. 

5.1.3.  The importance and location of all Surgeon General NOTAM. 

5.1.4.  Roles and responsibilities in reporting patient safety events. 

5.2.  NPSG Champions. 

5.2.1.  Manage and track progress for 59 MDW’s implementation and compliance with 

assigned NSPG. 

5.3.  SBAR is WHASC’s official standardized hand-off communication technique.  This 

mnemonic tool is not intended to be memorized, but is intended to be used as a memory 

jogger when hand-offs are taking place to ensure staff are mentally considering all important 

aspects of hand-off communications.  Hand-offs are two-way interactive communications 

allowing the opportunity to ask and respond to questions/comments between the giver and 

receiver of patient information as the patient’s care moves from one caregiver to another.  

Ask “what else do you need to know, any clarification?” 

5.3.1.  What SBAR stands for: 

5.3.1.1.  S-Situation: Examples: Identify yourself and your role/job.  Include patient‘s 

name, identifiers, age, sex, and location.  Current status/circumstances, code status, 

identify uncertainties, differential diagnosis, recent status changes, and response to 

treatment. 

5.3.1.2.  B-Background: Examples: Co-morbidities, previous episodes, current 

medications, family history, socioeconomic factors.  If reporting to a provider, you 

may briefly state patient‘s admission diagnosis, date of admission, pertinent medical 

history, and synopsis of treatment to date. 
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5.3.1.3.  A-Assessment: Examples: Chief complaints, vital signs/symptoms, 

diagnosis, critical lab values/reports, allergies, alerts (falls, isolation, etc).  If 

reporting to a provider, you may state patient‘s most recent vital signs, changes from 

prior assessment such as oxygen needs, mental status, neurological changes, pain, 

monitor changes,  Gastrointestinal/Genitourinary, and mobility status. 

5.3.1.4.  R- Recommendation: Examples: What actions were taken or are required 

(the Plan). State why action is needed, level of urgency, explicit timing, and 

prioritization of actions.  State who is responsible for action. Include patient and 

family appropriately.  Alternate plan?  If reporting to a provider, you may briefly 

state;  Do you think we should do?  Are any tests needed?  How often do you want 

vital signs?  When do you want us to call again? 

5.3.2.  All healthcare members responsible for accepting or transferring care of a patient 

(either permanently or temporarily) must communicate all SBAR patient information 

when handing off the patient.  The depth of detail of all the components of SBAR 

depends on the patient’s conditions and the type of transfer. 

5.3.3.  Hand-offs require a process for verification of the received information, including 

repeat-back or read-back, as appropriate. 

5.4.  Falls Prevention.  All patients have a risk for falling due to environmental and personal 

factors.  Staff must assess and periodically reassess patients for the risk of falling, as 

appropriate. 

5.4.1.  Areas identified as having patients at high risk for falls include Same Day Surgery 

(SDS), conscious sedation areas, Urgent Care Clinic, Internal Medicine, and Physical 

Therapy.  The above areas will determine risks associated with patient population served, 

and assess for risk for falls.  The criteria listed below may not warrant a patient be 

identified as a falls risk.  Therefore, clinicians (doctors, nurses, technicians) and front 

desk staff in these areas as well as in all outpatient clinic areas must use their judgment to 

identify patients at risk for falls. 

5.4.2.  From the areas identified as high risk for falls, the clinicians must assess and 

periodically reassess these patients for the risk of falling as appropriate and take 

appropriate action. 

5.4.3.  As a minimum, use the following criteria for screening adult patients at risk for 

falls: 

5.4.3.1.  Age (>65 higher risk). 

5.4.3.2.  Functional or mobility issues, physical status (unsteady gait, history of limb 

amputation, use of walker, cane, crutches, prosthetics). 

5.4.3.3.  Visual/hearing deficits. 

5.4.3.4.  Medications (hypnotics, sedatives, analgesics, and psychotropics). 

5.4.3.5.  History of falls. 

5.4.4.  Assist those persons identified at risk for falls during the screening process and if 

there is a change in their status assist as needed throughout their outpatient visit. 
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5.4.5.  Ensure hallways and floors remain dry and clear of any obstacles, especially those 

that may slide or roll.  Clearly identify any hazardous areas or obstacles over which the 

patient may trip.  Examples include trashcans, laundry containers, computer terminal 

stands and cords, patient bags, and any personal belongings. 

5.4.6.  Both the patient and family will be educated on the potential for falls and provided 

information on interventions to eliminate and/or decrease falls potential. 

5.4.7.  In SDS: Place a yellow falls identification bracelet where it is visible to staff 

members. 

5.4.8.  If a fall occurs in an outpatient area (within clinic or waiting area) the clinic staff 

will: 

5.4.8.1.  The first staff member on the scene should ensure the safety of the person 

who fell. 

5.4.8.2.  Call 911 if the patient needs immediate medical attention. 

5.4.8.3.  Escort and/or encourage patient to go to the primary care manager or Urgent 

Care Clinic for evaluation and treatment. 

5.4.8.4.  If equipment is involved, remove the equipment from the area, tag the 

equipment with the identified potential problem, and have medical maintenance 

check the equipment in accordance with AFI 41-201, Managing Clinical Engineering 

Programs and manufacture’s literature.  The equipment will not be used on any other 

patient until inspected and cleared by Medical Maintenance. 

5.5.  Event reporting. 

5.5.1.  Upon identification of an actual event, the staff member will immediately attend to 

the patient’s or visitor’s medical and safety needs. 

5.5.2.  The staff member or the supervisor of the staff member who identified the event 

will notify the patient's physician(s) as soon as possible to report the event and to report 

on the patient's clinical condition. 

5.5.3.  The staff member or the supervisor of the staff member who identified the event is 

responsible for preserving related materials that may require further investigation. 

5.5.4.  A PSR will be submitted for all medication and non-medication incidents to 

include good catches and actual events. A PSR icon appears on all desktops to report an 

event.  Any staff member can initiate a PSR.  The PSR will be completed by the staff 

member who identified the event or by their supervisor whenever possible.  A common 

access card is required to report in the PSR, anyone who witnesses a patient safety event 

can report in the PSR system. 

5.5.5.  Provide a clear and factual, yet concise description of the event and avoid 

opinions.  For good catches, document what the potential event was and how it was 

averted. 

5.5.6.  The name of the individual completing the report is not required but is 

encouraged.  A name provides a point of contact if more information is required or to 

provide feedback. 
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5.5.7.  Address a factual statement about the event in the patient's medical record and/or 

explain what happened to the patient.  For example:  Patient found on floor.  Patient 

checked for injuries.  No complaint of head, back, hip or extremity pain; patient assisted 

back to bed and physician notified. 

5.5.8.  The department/specialty clinic that discovers any adverse incidents related to 

disease, disability, or death of a patient due to a device implant needs to immediately 

notify Patient Safety and Risk Management. 

5.5.9.  The Patient Safety Office staff will analyze the report, determine additional 

actions as appropriate, track and trend events and act as the central repository for all 

reports generated within the facility and its outlying areas of responsibility. 

5.5.10.  Adverse Drug Reactions.  Procedures are in place for reporting these incidents to 

pharmacy services and the Pharmacy and Therapeutic Committee see 59 MDWI 44-115, 

Pharmacy and Medication Management. 

5.5.11.  Blood Product Reaction. Complete section IV of 59 MDW Form 3232, Blood 

Component Crossmatch/Transfusion Record in accordance with 59 MDWI 44-107, Blood 

Products and Cellular Components. 

5.5.12.  Do not use the PSR for the following events: 

5.5.12.1.  Staff injuries.  Refer to 59 MDWI 91-203, Medical Wing Safety Program, 

for further information. 

5.5.12.2.  Sharps injuries and biological agent splashes should be reported via a Blood 

Borne Pathogen report IAW 59 MDWI 48-105, Medical Employee Health and 

Exposure Control Program. 

5.6.  Events requiring expedited reporting.  In addition to potential adverse incident reporting 

in paragraph 4.2.8. above, events related to the Translogic tube system and pager 

malfunctions should be reported to the Patient Safety Office at 292-6161/0220/6283, as soon 

as possible but no later than 24 hours after an event related to these subjects.  For delays 

related to critical test values, or diagnostic imaging report notifications refer to 59 MDWI 44-

155, Critical Test and Critical Value Management. 

5.7.  Good catch reporting. 

5.7.1.  Definition:  Any process variation or error or other circumstance that could have 

resulted in harm to a patient but through chance or timely intervention did not reach the 

patient or did not harm the patient. 

5.7.2.  Good catches occur more frequently than actual events.  They provide an 

opportunity to improve the systems without having to experience an actual event.  

Examples of good catches include: 

5.7.2.1.  A procedure is almost done on the wrong patient but was “caught” before the 

procedure actually started. 

5.7.2.2.  A patient who is allergic to penicillin is ordered a prescription for the 

medication.  The pharmacy staff identifies the allergy before it is dispensed and the 

patient does not receive the medication. 
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5.7.2.3.  Good catch falls.  Patient was falling but did not hit ground or other object 

because staff member (s) intervened. 

5.7.3.  Good catches will be reported in the PSR in the same manner as an actual event. 

 

NICOLA A. CHOATE, Colonel, USAF, MC, 

Chief of the Medical Staff, 59 Medical Wing 
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Abbreviations and Acronyms 

AAAHC—Accreditation Association for Ambulatory Health Care 

AFI—Air Force Instruction 

AFMOA—Air Force Medical Operations Agency 

DoD—Department of Defense 

IAW—In Accordance With 

MDW—Medical Wing 

MTF—Medical Treatment Facility 

NOTAM—Notice to Airmen 

NPSG—National Patient Safety Goals 

OPR—Office of Primary Responsibility 

PCE—Potentially Compensable Event 

PSM—Patient Safety Manager 

PSP—Patient Safety Program 

PSR—Patient Safety Reporting 

RCA—Root Cause Analysis 

RM—Risk Manager 

SDS—Same Day Surgery 

TeamSTEPPS—Team Strategies and Tools to Enhance Performance and Patient Safety 

TSWG—TeamSTEPPS Working Group 

WHASC—Wilford Hall Ambulatory Surgical Center 

Terms 

Action Plan—The end-product of a RCA that identifies the risk reduction strategies the facility 

intends to implement to prevent the recurrence of similar adverse incidents in the future. 

Actual Event—A potentially preventable medical occurrence, situation or circumstance that 

occurred either with or without harm to a patient or visitor.  Actual events may be due to acts of 

commission or omission.  Incidents such as patient falls or improper administration of 

medication are considered actual events even if there is no harm or permanent effect on the 

patient. 

Adverse Drug Event—An injury resulting from a medical intervention related to a medication, 

including harm from an adverse drug reaction or a medication error. 

Adverse Incident—Events such as actual breaches in medical care, administrative procedures or 

other events resulting in an outcome that is not associated with the standard of care or acceptable 

risks associated with the provision of care and service for a patient.  Circumstances or events that 

could have resulted in an adverse event. 
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Aggregate—To combine standardized data and information. 

Aggregate Review—The process of analyzing recurring events, injuries, or good catches for 

trends and patterns.  This information is utilized by the organization for process improvement 

interventions. 

Contributing Factors—Additional reasons, not necessarily the most basic reasons, for an event 

to be less than ideal, as planned, or as expected.  Contributing factors may apply to individuals, 

systems operations, or the entire organization. 

Data—Material, facts or clinical observations that have not been interpreted. 

Evaluation—Analysis of collected, compiled and organized data pertaining to important aspects 

of care.  Data are compared with predetermined, clinically valid criteria; variations from criteria 

are determined to be acceptable or unacceptable; and problems or opportunities to improve care 

are identified. 

Harm—Personal injury of a physical, emotional or psychological nature as a result of an event. 

Intentional Unsafe Act—Any alleged or suspected act or omission of a provider, staff member, 

contractor, trainee, or volunteer pertaining to a patient involving a criminal act; a purposefully 

unsafe act; patient abuse; or an event caused or affected by drug or alcohol abuse.  Intentional 

unsafe acts are matters for law enforcement, disciplinary system, or administrative investigation 

and fall out of the purview of the patient safety program.  If an intentional unsafe act is revealed, 

this report shall be referred to applicable command authorities via the established chain of 

command. 

Good Catch—Any process variation, error or other circumstance that could have resulted in 

harm to a patient but through chance or timely intervention did not reach the patient.  These 

events are also known as “close call” or “good catch”. 

Medication Error—A preventable event that may cause or lead to inappropriate medication use 

or patient harm while the medication is in the control of the health care professional, patient or 

consumer.  Such events may be related to professional practice, health care products, procedures 

and systems, including prescribing; order communication; product labeling, packaging, and 

nomenclature; compounding; dispensing; distribution; administration; education; monitoring and 

use. 

Patient—Individual at the facility for treatment, either as an outpatient, or for radiology, 

pharmacy or laboratory activities.  Includes period of time from arrival to departure, including 

time in parking area and waiting time anywhere in the facility, such as in the dining facility. 

Risk Assessment—A method used to proactively evaluate the probability of a patient safety 

event in order to minimize the risk of the event actually occurring. 

Root Cause—The most basic reason that a situation did not turn out ideally, as planned or as 

expected. 

Root Cause Analysis—A process for identifying the basic or contributing causal factor(s) 

associated with an adverse incident or good catch.  The review is interdisciplinary and includes 

those who are closest to the process.  It focuses on systems and processes, not individual 

performance.  The analysis asks “what” and “why” until all aspects of the process are reviewed 

and all contributing factors have been determined.  It identifies changes that could be made in 
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systems and processes to improve performance and reduce the risk of adverse incidents or 

recurrence of good catches. 

Sentinel Event—An unexpected occurrence during a health care encounter involving patient 

death or serious physical or psychological injury or illness, including loss of limb or function, 

not related to the natural course of the patient's illness or underlying condition.  Any process 

variation for which a recurrence carries a significant chance of a serious adverse outcome. 

TeamSTEPPS— An evidence-based teamwork system designed to improve the quality, safety, 

and efficiency of patient care in an effort to optimize clinical outcomes by improving 

communication and other teamwork skills among healthcare professional. 

Visitor—Any individual who is not an employee, patient, or volunteer of the facility is a visitor.  

Family members and vendors are considered visitors. 
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Attachment 2 

PATIENT SAFETY EVENT CLASSIFICATION AND HARM SCALE 

A2.1.  Patient Safety Event Classification and Harm Scale. 
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Attachment 3 

APPLICATION OF TEAM STRATEGIES AND TOOLS TO ENHANCE 

PERFORMANCE AND PATIENT SAFETY (TEAMSTEPPS) 

A3.1.  Overview. 

A3.1.1.  TeamSTEPPS is an activity which ensures and promotes a culture of patient safety.  

Teamwork involves the coordination, cooperation, and synchronization of activities 

necessary to support patients’ needs.  All staff members play a role in collectively caring for 

the patient and the patients’ needs.  All staff members will have roles and responsibilities in 

making the healthcare environment safe, including members of teams without direct patient 

contact. 

A3.1.2.  Teamwork establishes procedures to execute the DoD TeamSTEPPS program by 

providing guidelines for evaluating, identifying, implementing, and sustaining TeamSTEPPS 

for all 59 MDW members. 

A3.1.3.  Members will receive TeamSTEPPS initial training at their respective facilities (i.e. 

WHASC, San Antonio Military Medical Center, and the 359th Medical Group). 

A3.2.  Responsibilities. 

A3.2.1.  The MDW/CC will: 

A3.2.1.1.  Identify and appoint an organizational champion as chair of the TeamSTEPPS 

Working Group (TSWG). 

A3.2.1.2.  Support and promote TeamSTEPPS concepts throughout the facility. 

A3.2.1.3.  Allocate the necessary resources to sustain a comprehensive TeamSTEPPS 

program. 

A3.2.2.  The Group Commanders will: 

A3.2.2.1.  Be responsible for providing instructors to teach the TeamSTEPPS orientation 

training on a rotating basis. 

559th—June & December 

CSPG—February & August 

DG—March & September 

MDOG—January, April, July, & October 

MDSG—May & November 

A3.2.2.2.  Support and promote TeamSTEPPS concepts throughout the group. 

A3.2.2.3.  Maintain oversight for compliance of TeamSTEPPS initiatives implemented 

within the group. 

A3.2.2.4.  Conduct quarterly Patient Safety Leadership Rounds submitting the completed 

trifold or alternate form to the Patient Safety Staff. 

A3.2.3.  The squadron commanders/flight commanders will: 

A3.2.3.1.  Identify and appoint representatives to be TeamSTEPPS instructors. 
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A3.2.3.2.  Support and promote TeamSTEPPS initiatives implemented within the 

squadron/flight and maintain oversight for compliance of the program. 

A3.2.3.3.  Ensure all assigned staff is trained upon initial orientation and receive annual 

“re-dosing.” 

A3.2.3.4.  Conduct monthly Patient Safety Leadership Rounds submitting the completed 

trifold or alternate form to the Patient Safety Staff. 

A3.2.4.  The TSWG will: 

A3.2.4.1.  Give guidance, oversight, support and sustainment to the 59 MDW 

TeamSTEPPS program. 

A3.2.4.2.  Monitor overall effectiveness of the TeamSTEPPS program, evaluate and 

recommend changes as necessary. 

A3.2.5.  The Patient Safety Staff will: 

A3.2.5.1.  Be the office of primary responsibility for reporting TeamSTEPPS activities to 

the 59 MDW and AFMOA when indicated. 

A3.2.5.2.  Monitor TeamSTEPPS training compliance for staff assigned to the 59 MDW. 

A3.2.5.3.  Ensure a sufficient number of TeamSTEPPS instructors are available to 

conduct initial TeamSTEPPS orientation training. 

A3.2.5.4.  Will organize instructors, unit based champions and arrange TSWG meetings 

as needed. 

A3.2.5.5.  Assess and evaluate data which leads to program improvement. 

A3.2.5.6.  Monitor and evaluate TeamSTEPPS sustainment efforts. 

A3.2.6.  The TeamSTEPPS Instructors will: 

A3.2.6.1.  Attend the Train-the-Trainer Course after the position is appointed 

A3.2.6.2.  Ensure implementation of the TeamSTEPPS concepts and tools in the duty 

sections or areas of responsibility. 

A3.2.6.3.  Proactively train staff on the primary concepts of TeamSTEPPS. 

A3.2.6.4.  Actively participates in the initial training of staff newly assigned to the 59 

MDW by teaching at least four TeamSTEPPS modules annually to maintain currency. 

A3.2.6.5.  Other duties as outlined in this instruction. 

A3.2.6.6.  Notification of a change in a squadron’s TeamSTEPPS Train-the-Trainer must 

be sent to the Patient Safety Office in writing fifteen days prior to the TeamSTEPPS 

Trainer transition.  It is required for the current trainer to orient the new instructor to the 

TeamSTEPPS Train-the-Trainer responsibilities for their duty section before leaving the 

position. 

A3.3.  TeamSTEPPS Training and Sustainment (Applies to all personnel): 

A3.3.1.  All members will complete the TeamSTEPPS Fundamentals or Essentials Training 

Course within 90 days after arrival to the facility. 
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A3.3.2.  New members who have certificates of completion or training records reflecting 

they have completed the training will exempt from taking the course. 

A3.3.3.  Upon completion of training, all staff members will receive the TeamSTEPPS 

Pocket Guide, SBAR badge, and a TeamSTEPPS badge. 

A3.3.4.  Personnel will embed TeamSTEPPS tools and evaluations during all training to 

measure understanding and compliance. 

A3.3.5.  Initial TeamSTEPPS training is documented in the Medical Readiness Decision 

Support System.  Annual re-dosing will be documented in the staff member’s Continuity 

Assessment Folder or training records, AF Form 1098, Special Task Certification and 

Recurring Training. 
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Attachment 4 

PATIENT IDENTIFICATION 

A4.1.  Overview. 

A4.1.1.  Use at least two approved patient identifiers when providing care, treatment, or 

services. The intent for this goal is two-fold: first, to reliably identify the individual as the 

person for whom the service or treatment is intended; second, to match the service or 

treatment to that individual. 

A4.2.  Responsibilities. 

A4.2.1.  Senior Leadership will: 

A4.2.1.1.  Promote a culture that emphasizes the use of the described patient 

identification process in caring for all patients. 

A4.2.1.2.  Ensure all personnel are educated on the policies and procedures delineated in 

this instruction. 

A4.2.2.  Department chairmen and squadron/flight commanders will ensure the use of the 

patient identification process identified in this instruction. 

A4.2.3.  All staff including providers, nursing, and ancillary/allied staff will utilize each 

patient’s full name and date of birth as the two standard identifiers associated with NPSGs. 

A4.3.  Patient Identification Process. 

A4.3.1.  General. 

A4.3.1.1.  All staff are responsible for verifying the patient’s identity by using the 

appropriate two patient identifiers which are the patient’s full name (including suffix, Jr, 

Sr, III, etc) and date of birth prior to conducting tests, initiating treatments and 

procedures, administering or dispensing medications, or obtaining laboratory specimens. 

A4.3.1.2.  WHASC staff will actively involve the patient and as needed the patient’s 

family in the identification and matching process, asking for example, “Please tell me 

your full name and date of birth”.  When active patient involvement is not possible or the 

patient’s reliability is in question (i.e. children), the individual collecting the specimen, 

administering the medication, or treatment is responsible for identity verification. 

A4.3.1.3.  When verifying the patient’s identity, staff should never state the name and 

date of birth and ask the patient to confirm it.  Confused patients or individuals in a 

behavioral health care setting might agree even when it is not their name.  WHASC 

personnel will always ask the patient to state his or her full name and date of birth. 

A4.3.2.  Specific. 

A4.3.2.1.  Outpatients.  Use the patient’s full name (including suffix, Jr, Sr, III, etc) and 

date of birth.  Compare the identification information to the patient’s hardcopy medical 

document or electronic record in either Composite Health Care System or Armed Forces 

Health Longitudinal Technology Application  and the patient’s identification statement 

prior to any clinical specimen collection, medication administration/dispensing, 

treatment/procedure, or orders for treatment. 
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A4.3.2.1.1.  For dental treatment/procedure, use the patient’s full name (including 

suffix, Jr, Sr, III, etc) and date of birth. Compare the identification information to the 

patient’s hardcopy dental record and electronic records in MiPACS and CDA. 

A4.3.2.2.  Ambulatory Procedure Visit.  Use the patient’s full name (including suffix, Jr, 

Sr, III, etc) and date of birth.  Upon arrival to the /same day surgery unit/ambulatory 

procedure area, the nursing staff is responsible for verifying the patient’s identification 

band accuracy by actively involving the patient or family member in this process.  The 

identification band must be placed on the patient as soon as possible after properly 

identifying the patient. Note: In the event of death, the patient’s identification band will 

remain on the patient’s body. Refer to 59 MDWI 44-112, Death Procedures. 

A4.3.2.3.  Laboratory Specimens.  WHASC staff members in all settings will label 

containers used for blood and other specimens in the presence of the patient and comply 

with the guidance in A4.3.1. above.  Pre-labeling is not acceptable under this 

requirement. 

A4.4.  Communication Issues. 

A4.4.1.  If a patient is unable to communicate for him/herself, as he/she is too young, 

confused, unconscious, or English is not his/her first language, employ actions as 

appropriate. 

A4.4.1.1.  If language is the problem and the individual accompanying the patient or staff 

members are not capable of interpreting medical information in that language, contact 

Worldwide Interpreters at 1-800-945-7889 for assistance. 

A4.4.2.  Checking in Patients:  When a patient presents for a medical/dental appointment, 

laboratory procedure, radiologic procedure, or Urgent Care Clinic visit, reception desk 

personnel will verify the patient’s identity as stated in paragraph A4.3.1.1. above. 

A4.4.2.1.  In the event there are two patients with similar/same names and dates of birth, 

staff may use additional identifying data such as the patient’s social security number. 

A4.4.2.2.  If patient identification cannot be verified using the two patient identifiers, the 

patient’s care, unless emergent in nature, must not proceed until such a time that the 

patient’s identification can be properly verified.  In the event identification still cannot be 

verified, the receptionist at the front desk will contact Member Services to assist with 

patient identification. 

A4.5.  Patient Education. 

A4.5.1.  Clinic staff will educate patients to expect healthcare workers to ask them to state 

their full names and date of birth in each steps of care and confirm them with the provider’s 

order or medical document prior to any clinical specimen collection, medication 

administration, or treatment/procedure. 

A4.6.  Staff Education. 

A4.6.1.  The Patient Safety Office Staff will address patient identification as part of 

newcomer’s orientation.  A copy of 59MDW Visual Aid 44-114, Two-Patient Identifiers will 

be posted in all clinical areas to serve as a day-to-day reminder of this patient safety 

initiative. 




