Commonwealth of Massachusetts

Board of Registration in Medicine

Quality and Patient Safety (QPS) Division


 

Safety and Quality Review Form


	Initial Report?:
	 FORMDROPDOWN 

	    Date of this report:
	     

	      Follow-up Report?:
	 FORMDROPDOWN 

	Date of initial report :

(if applicable)
	     



	Name of Facility:
	     

	Report prepared by:
	     

	Title:
	     

	Telephone number:
	     

	Email Address:
	     

	Signature:
	



	Date of Incident:
	     

	Incident Location:
	 FORMDROPDOWN 


	If “other,” please indicate location: 
	     



	Date of  Admission: 
	     

	Admitting Diagnosis: 
	     

	Date of Birth:
	     

	Sex:
	 FORMDROPDOWN 


	Race:  
	 FORMDROPDOWN 
    

	Hispanic Indicator: 
	 FORMDROPDOWN 


	Ethnicity (please check all that apply): 
	

	 FORMCHECKBOX 
 Cuban

 FORMCHECKBOX 
 Asian Indian

 FORMCHECKBOX 
 Honduran

 FORMCHECKBOX 
 Dominican

 FORMCHECKBOX 
 Brazilian

 FORMCHECKBOX 
 Japanese

 FORMCHECKBOX 
 Mexican/Mexican American/ Chicano

 FORMCHECKBOX 
 Cambodian

 FORMCHECKBOX 
 Korean

 FORMCHECKBOX 
 Puerto Rican

 FORMCHECKBOX 
 Cape Verdean

 FORMCHECKBOX 
 Laotian

 FORMCHECKBOX 
 Salvadoran

 FORMCHECKBOX 
 Caribbean Island

 FORMCHECKBOX 
 Middle Eastern

 FORMCHECKBOX 
 Central American (not specified)

 FORMCHECKBOX 
 Chinese

 FORMCHECKBOX 
 Portuguese

 FORMCHECKBOX 
 South American (not specified)

 FORMCHECKBOX 
 Columbian

 FORMCHECKBOX 
 Russian

 FORMCHECKBOX 
 African

 FORMCHECKBOX 
 European

 FORMCHECKBOX 
 Eastern European

 FORMCHECKBOX 
 African American

 FORMCHECKBOX 
 Filipino

 FORMCHECKBOX 
 Vietnamese

 FORMCHECKBOX 
 American

 FORMCHECKBOX 
 Guatemalan

 FORMCHECKBOX 
 Other Ethnicity

 FORMCHECKBOX 
 Asian

 FORMCHECKBOX 
 Haitain

 FORMCHECKBOX 
 Unknown/Not Specified





A. CREDENTIALED HEALTH CARE PROVIDER(S) INVOLVED

(Names are not required. Please list additional providers as an attachment.  Note there are multiple drop-down menus with different options in each.)

	
	Provider 1
	Provider 2
	Provider 3
	Provider 4

	Specialty:
	 FORMDROPDOWN 

 FORMDROPDOWN 

 FORMDROPDOWN 

	 FORMDROPDOWN 

 FORMDROPDOWN 

 FORMDROPDOWN 

	 FORMDROPDOWN 

 FORMDROPDOWN 

 FORMDROPDOWN 

	 FORMDROPDOWN 

 FORMDROPDOWN 

 FORMDROPDOWN 


	Relationship to Patient:
	 FORMDROPDOWN 

 FORMDROPDOWN 

	 FORMDROPDOWN 

 FORMDROPDOWN 

	 FORMDROPDOWN 

 FORMDROPDOWN 

	 FORMDROPDOWN 

 FORMDROPDOWN 



B. NON-CREDENTIALED HEALTH CARE PROVIDER(S) INVOLVED

(Names are not required. Relationship codes are in Table II.)
	
	Provider 1
	Provider 2
	Provider 3
	Provider 4

	Relationship to Patient:
	 FORMDROPDOWN 

 FORMDROPDOWN 

	 FORMDROPDOWN 

 FORMDROPDOWN 

	 FORMDROPDOWN 

 FORMDROPDOWN 

	 FORMDROPDOWN 

 FORMDROPDOWN 




A. Indicate one of the four types of Major Incidents (See 243 CMR 3.08).
	 FORMCHECKBOX 

	Type 1:
	Maternal death related to delivery

	 FORMCHECKBOX 

	Type 2:
	Death in the course of, or resulting from, elective ambulatory procedure

	 FORMCHECKBOX 

	Type 3:
	An invasive diagnostic procedure or surgical intervention performed on the wrong organ, extremity, or body part

	 FORMCHECKBOX 

	Type 4:
	Death or major or permanent impairment of bodily function that was not ordinarily expected as a result of the patient’s condition or presentation


A. For either Type 3 or Type 4 Major Incident, indicate one of the following:

	 FORMCHECKBOX 

	Major Impairment/Temporary
	 FORMCHECKBOX 

	Major Impairment/Permanent

	 FORMCHECKBOX 

	Death

	 FORMCHECKBOX 

	Other (please explain):
	             


B. Is the incident also a “National Quality Forum Serious Reportable Event?”  FORMDROPDOWN 

If yes, select the type of NQF Serious Reportable Event.
 FORMCHECKBOX 
 1. Surgical Event



 FORMCHECKBOX 
 4. Care Management Event

      FORMDROPDOWN 





            FORMDROPDOWN 

 FORMCHECKBOX 
 2. Product or Device Event


 FORMCHECKBOX 
 5. Environmental Event

      FORMDROPDOWN 






 FORMDROPDOWN 

 FORMCHECKBOX 
 3. Patient Protection Event


 FORMCHECKBOX 
 6. Radiologic Events


 FORMDROPDOWN 





 FORMDROPDOWN 








 FORMCHECKBOX 
 7. Potential Criminal Events

    






  FORMDROPDOWN 








A. Provide the basis code(s) that best describe(s) the event reported.  Basis codes are found in Tables III and IV. Choose as many as apply, but no more than 10.
	1
	     
	3
	     
	5
	     
	7
	     
	9
	     

	2
	     
	4
	     
	6
	     
	8
	     
	10
	     


B. Summary of the Event

In the space below, please provide a one paragraph brief summary of the incident 

      
C. Detailed Narrative of the Event

Please attach a detailed description of the incident.

 



A. Complete either 1 or 2:

	1: Open Internal Review - Date Scheduled to Be Completed:      


	2: Closed Internal Review  - Date completed:        


B. Committees or individuals that reviewed the event: 
(Names of individuals are not required, only titles.) 

	     



C. Results of Internal Review:

Select all that apply:

	 FORMCHECKBOX 

	A. Communication
	 FORMCHECKBOX 

	F. Resident/Attending Communication

	 FORMCHECKBOX 

	B. Communication at Transfer of Care
	 FORMCHECKBOX 

	G. Credentialed Provider Skill/Judgment

	 FORMCHECKBOX 

	C. Delays in Diagnosis or Treatment
	 FORMCHECKBOX 

	H. Non-credentialed Provider Skill/Judgment

	 FORMCHECKBOX 

	D. Medication Related
	 FORMCHECKBOX 

	I. Equipment Related

	 FORMCHECKBOX 

	E. Credentialing/Privileging
	 FORMCHECKBOX 

	J. Other


D. Description of Results of Internal Review

Please attach a full description of the results of the internal review, including those identified in C, above. For those events for which a Root Cause Analysis was performed, please attach a copy of the RCA or include a description of the RCA findings.


A. Safety and Quality Improvement Measures or Corrective Actions Taken:

Select all that apply:

	 FORMCHECKBOX 

	A. Implement New Guideline or Policy
	 FORMCHECKBOX 

	F. Health Care Provider Action (credentialed)

	 FORMCHECKBOX 

	B. Enhanced Surveillance/Monitoring of Guideline/Policy
	 FORMCHECKBOX 

	G. Health Care Provider Action (non-credentialed)

	 FORMCHECKBOX 

	C. Staff Education
	 FORMCHECKBOX 

	H. Equipment Related Improvements

	 FORMCHECKBOX 

	D. Resident/Attending Related Actions
	 FORMCHECKBOX 

	I. Other

	 FORMCHECKBOX 

	E. Changes to Credentialing/Privileging Requirements
	 FORMCHECKBOX 

	No Safety or Quality Improvement Actions Taken


B. Description of Quality Improvement Measures or Corrective Actions:

Please attach a full description of the measures or actions taken, including those identified in A, above. The description should include the plan for implementation and monitoring of any recommended improvements or changes to systems or processes.

C. Consideration of the “Strength” of Improvement Measures or Corrective Actions

For the actions described, please consider the “strength” of each action and indicate below whether you consider the action to be a “stronger, intermediate or weaker action.” This section is intended to encourage health care facilities to evaluate their actions, with the goal of identifying solutions that have the highest likelihood of success. Guidance for making this determination is provided in the instructions.

	“Type” of Action
	“Strength” of Action

	     
	 FORMCHECKBOX 
Stronger   FORMCHECKBOX 
 Intermediate   FORMCHECKBOX 
Weaker

	     
	 FORMCHECKBOX 
Stronger   FORMCHECKBOX 
 Intermediate   FORMCHECKBOX 
Weaker

	     
	 FORMCHECKBOX 
Stronger   FORMCHECKBOX 
 Intermediate   FORMCHECKBOX 
Weaker

	     
	 FORMCHECKBOX 
Stronger   FORMCHECKBOX 
 Intermediate   FORMCHECKBOX 
Weaker



Describe in the space below or submit the information in an attachment.

	     




	 FORMCHECKBOX 
 Section VII.C. Detailed Description of the Event

 FORMCHECKBOX 
 Section VIII.C. Results of Internal Review

 FORMCHECKBOX 
 Section  IX. Safety and Quality Improvement Measures

 FORMCHECKBOX 
 Section  X. Credentialed Health Care Provider Data and Findings

 FORMCHECKBOX 
 Other:       
 FORMCHECKBOX 
 Other:       
 FORMCHECKBOX 
 Other:       



Please make any comments or ask any questions in the space provided below:

	     



Please submit completed form to: 
Massachusetts Board of Registration in Medicine

Quality and Patient Safety Division

200 Harvard Mill Square, Suite 330

Wakefield, MA 01880
I. REPORT IDENTIFICATION





II. REPORTING HEALTHCARE FACILITY











III. DATE AND LOCATION OF EVENT





IV. PATIENT(S) INVOLVED IN EVENT





V. FACILITY STAFF INVOLVED IN EVENT





VI. TYPE OF EVENT





VII. NATURE OF INCIDENT




















VIII. INTERNAL REVIEW





IX. SAFETY AND QUALITY IMPROVEMENT MEASURES





X. CREDENTIALED HEALTH CARE PROVIDER DATA AND FINDINGS





XI. ATTACHMENTS (please indicate all attachments)
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