Safety Intelligence (SI)
Safety Intelligence is an electronic event reporting database maintained by Vizient®, in conjunction with University
Hospital, for reporting, tracking, and trending patient safety events.

Enter an Sl event whenever an unexpected occurrence or variation in care occurs
that places, has placed or may place a patient in harm.

HOW TO ENTER A SAFETY INTELLIGENCE (SI) EVENT

Mandatory fields are noted as *

Harm Score: Click on Dfor a list of harm scores

Tips

e Clinical links is located on each computer in

all patient care areas.

Harm Score
* Harm scors
Nature of injury

e You are encouraged to note your role

Misc Info
Who was notifiad?

(Reporter Role). However, you may enter an

Sl anonymously if preferred.

e The system will automatically log out after 15

minutes. There is no Save function. To receive feedback, include your name & email
e Use SBAR to describe the event: situation, * Reporter role
background, assessment, recommendation. iestneme
* First name |:
e Enter a factual account of what happened, e S—_ —
avoid accusations. Your e-mal address |

Ensure this is completed if you would like to receive acknowledgement of report
submission

e Describe any factor you feel may have poproved Email Extensions.
@uhnj.org )

contributed to the event. @njms.rutgers.edu

@rutgers.edu

Would you like to receive feedback about this event?
An email address must be provided above.

e Focus on patient safety, always keeping the
patient in mind. <

eeee—

Questions? Call Patient Safety at 2-9317 or 2-1530.



The guide below is a summary of actions required during adverse events. This does not negate the
need for those involved in the process to be aware of and follow the detail of the Adverse Event

policy.

PROCESS FOR THE REPORTING AND MANAGEMENT OF AN ADVERSE EVENT (AE)

IMCIDENT OCCURS

Address the immediate health needs of those affected by the event
Create a Safety Intelligence (S1) report. (See “How to Enter a Safety Event”)
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Grade the incident (Death/Severe Harm/Moderate Harm/Low Harm/No Harm/MNear Miss)
Consider the level of required communication with the patient and family members

Moderate Harm

|

| |

Low No
Harm Harm

Mo Harm
Mear Miss
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L] Report immediately ta 2 Manager,
ADD and executive staff.

L] Create 5 report viz online system.

¢ Manzger/A0D initiates the initial
imvestigation immediztaly.

®  Safety Analyst revisws to ensure
approprigte actions are in
progress. Considers focused review
ondfor Root Couse Analysis [RCA)

®  Team identifies and develops
strategies for improvement based
am learning.

Report immediately to 2 Manager,
senior staff member.

Create 5l report viz online system.
Manager/ADD initiates the
inwestigation withim 24 hours.
Safety Analyst reviews to ensure

Spproprigte actions are in progress.

Coordinates initial debriaf meeting,
chaired by Moroger or Patient
Safety lead.

Team identifies and develops
strategies for improvement based
an learning.

® Create 3| report viz online system.

* Manager/ Supervisor reviews and
investigates the 51 within & business
days.

* Manager/ Supervisor and Safety Analyst
review inwestigation findings.

* Team identifies and develops strategies
for improvement based on leaming.

Y

r

Issues reported tof monitored via:
®* UJH Board

® Patient Safety Steering Committes

® Unit Gowernance Committee

® UH Quality and Performance
Improvement teams

®* Required regulatory agencies

Issues reported tof monitored via:

UH Boards
Patient Safety Steering Committee
Unit Gowvermance

UH Quality and Performance
Improvemsnt teams

Issues reported to f monitored via:
UH Boards

UH Patient Safety Committze

Unit Governance

UH Quality and Performance
Improvemsnt Teams

If you would like to receive follow up on the 5l report you created, you may select this option when
entering the Sl online. Feedback will be provided to you at the conclusion of the event investigation.

Questions? Call Patient Safety at 2-9317 or 2-1530.




