
Barton Health System 2026 Patient Safety Plan 
Section: Quality & Patient Safety, Regulatory, Plans 

Approved Date: Patient Safety Committee: 
6/3/2026 Published Date:  

Review Date:  

Approved by: Kandra Yee, M.D., Chief Medical Officer, Patient Safety Committee, Medical 
Executive Committee, BHS Board of Directors 

 
Introduction: The Barton Health System 2026 Patient Safety Plan was formulated with due 
consideration of the key elements of Patient Safety Science and Patient Safety Culture. Among the major 
areas of improvement in the organization in 2025 was an environment of psychological safety, and the 
pervasiveness of silos. Implementing a robust culture of safety entails ensuring all levels of the 
organization adhere to behavior expectations including but not limited to principles of trust, respect, and 
inclusion in a Just Culture environment. These principles are supported by Board engagement and 
enhanced by strong leadership development. Barton Health System adheres to the Agency of Healthcare 
Research and Quality’s (AHRQ) definition of a culture of safety where “healthcare professionals are held 
accountable for unprofessional conduct, yet not punished for human mistakes; errors are identified and 
mitigated before harm occurs; and systems are in place to enable staff to learn from errors and near-
misses and prevent recurrence”. As the vision of Barton Health System is to be the community leader 
known for compassion and chosen for quality, this Patient Safety Plan aims to support this vision and 
strengthen the foundation for which this vision can be realized. Barton Health System’s Patient Safety 
Plan endeavors to ensure Zero Preventable Harm to patients, families, and the workforce.  
 
 

 
 



I. STRUCTURE 
A. Scope 

a. The 2026 Barton Health System Patient Safety Plan (“Plan”) encompasses the structure, 
systems, and processes to prevent, mitigate, identify, and address harm and potential harm 
to patients and visitors receiving care in all Barton Health System locations, care settings, 
departments, and buildings. This includes all hospital and outpatient clinic/ambulatory care 
settings. Location or department-specific processes in the Plan may be delineated in the 
Appendices. 

b. The Plan involves all Barton Health System (BHS) employees, contract workers, medical 
staff, and leaders.  

c. The Plan is reviewed, revised, and evaluated annually. 
d. The Plan outlines the organization’s key tenets of patient safety culture: Reporting Culture, 

Speak Up Culture, and Just Culture.  
e. The Plan includes: 

i. Establishing and maintaining a culture of safety throughout the organization 
ii. Recognizing and reducing risks and hazardous conditions that could result in 

healthcare harm 
iii. Supporting a strong internal, non-punitive, reporting mechanism 
iv. Facilitating the rapid redesign of unsafe care processes and systems in response to 

actual or potential harm events 
v. Supporting ongoing proactive efforts through designing and implementing safer 

systems in alignment with evidence-based practices 
vi. Using the Just Culture model for achieving desirable safety outcomes through 

management of behavioral choices 
vii. Promoting communication and coordination among individuals and departments to 

minimize the risk to patients, staff, providers, and visitors 
viii. Supporting knowledge sharing to positively influence behavior change and 

organizational improvement of efforts to improve safety 
ix. Supporting those impacted after healthcare harm is experienced through a robust 

support system for both patients, families and visitors as well as staff, providers, and 
leaders (e.g., Second Victim, Care for the Caregiver, CANDOR, etc…) 

x. Establishing a data collection system to monitor performance of new or revised 
processes 

f. In accordance with California Assembly Bill (AB) 3161, the Plan outlines: 
i. The BHS Patient Safety Committee 

ii. A reporting system for patient safety events 
iii. Processes for patient safety event analysis 
iv. Processes that support a robust reporting culture and culture of safety 
v. Ongoing patient safety training for leaders, staff, and providers 

vi. Reporting mechanisms including for anonymous reporting and reporting instances of 
racism and discrimination 

vii. Data analysis which include patient safety events related to possible discrimination 
viii. Efforts at monitoring sociodemographic disparities in patient safety events and 

addressing these issues 
g. The Plan is submitted to the California Department of Public Health in accordance with AB 

3161 prior to every relicensing date. 
B. Oversight 

a. The Plan’s oversight is through the BHS Board of Directors (“Board”).  



i. The Board prioritizes safety as a core value by allocating time during meetings for 
patient safety discussion and review.  

ii. The Board holds hospital leadership accountable for patient safety as evidenced by 
the review, discussion, and follow up of any action items related to the Plan at Board 
meetings.  

iii. Patient safety metrics approved by the Board influence leadership performance 
reviews and compensation.  

iv. The Board ensures that BHS has adequate resources to support patient safety.  
b. Executive oversight of the Plan is through the Chief Medical Officer. 
c. The Director of Quality & Patient Safety is charged with implementation, monitoring, reporting, 

and coordinating revision of the Plan as necessary. The Director of Quality & Patient Safety 
may delegate this responsibility to the Patient Safety Officer. Other responsibilities include: 

i. Serving as the organization’s patient safety champion 
ii. Evaluating data to identify safety performance indicators 

iii. Evaluating other sources of data utilizing internal and external information including 
but not limited to risk assessments, serious safety event alert information, and event 
reporting 

iv. Selection of at least one high-risk patient safety process for proactive risk assessment 
such as Failure Modes and Effects Analysis (FMEA) at least every 18 months 

v. Annual review of the Plan to ensure appropriateness of focus and effectiveness of 
efforts 

vi. With the consultation of the Chief Medical Officer, intervening in any event to ensure 
patients, staff, physicians, visitors, and the organization are safe 

d. Barton Health System department leaders and medical staff are responsible for: 
i. Timely completion of a robust investigation on all patient safety events 

ii. Responding to and appropriately intervening on all patient safety events 
iii. Participating in improvement efforts on all patient safety events 
iv. Reporting the status of patient safety events and any corrective action/improvement 

efforts to the Patient Safety Committee 
v. Disseminating information and learnings from patient safety events to their 

department staff and medical group partners 
e. The Plan is reviewed and approved at the medical staff level through the Patient Safety 

Committee and Medical Executive Committees with a dotted reporting line to the Quality 
Council.  

 



 
 
 

C. Patient Safety Committee 
a. The Patient Safety Committee (PSC) is a medical-staff led interdisciplinary committee tasked 

with implementation oversight of the Plan with members including but not limited to 
physicians, nurses/nurse leaders, a pharmacist, and administrators from multi departments 
such as Emergency, Inpatient, Respiratory, and Quality & Patient Safety. Further details about 
the PSC are in the Barton Memorial Hospital (BMH) Medical Staff Bylaws.  

b. The PSC is supported by the Quality & Patient Safety department.  
c. The PSC reports its findings, activities, and data to the Medical Executive Committee as per 

the BMH Bylaws with a dotted line reporting to the Quality Council. 
d. The Lake Tahoe Surgery Center (LTSC) Patient Safety, Quality, and Infection Control 

Committee reports to the Quality Council but has a dotted line reporting relationship to the 
Patient Safety Committee and may be asked to report on events on an ad hoc basis. 

D. Medication Safety Committee 
a. The Medication Safety Committee (MSC) is an interdisciplinary hospital subcommittee of the 

Patient Safety Committee tasked with reviewing, analyzing, and addressing medication safety 
events.  

b. The MSC is led by the Director of Pharmacy or his/her designee and a member of the medical 
staff.  

c. Further details about the MSC can be found in the Medication Error Reporting Plan (MERP). 
The MERP can be found in the Appendix of the Quality & Patient Safety Program Description. 

E. Patient Safety Roundtable Team 
a. The Patient Safety Roundtable Team (PSRT) is tasked with discussing, analyzing, and 

resolving patient safety events that may span multiple departments and/or where learnings 
can be disseminated to more than one department. 

b. Patient Safety Events that are high risk and/or widespread are selected for discussion.  
c. The PSRT is composed of leaders from the organization and is led by the Patient Safety staff. 
d. The PSRT reports to the Patient Safety Committee. 

F. Patient Family Advisory Council 
a. The Patient Family Advisory Council (PFAC) was formed to ensure that a select group of 

patients and their family members can lend input to quality and patient safety activities.  
b. The PFAC helps improve BHS healthcare delivery by offering patient/family perspective of the 

care, processes, and outcomes. This ensures optimal patient and family-centered care as 
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well as strengthens community involvement. 
c. The Director of Quality & Patient Safety reports quality and patient safety activities to the 

PFAC.  
d. A PFAC member attends the Quality Council and the PSC. In 2026, membership of a PFAC 

member is being explored at the Board-level.  

 
 

II. PROCESS 
A. Reporting Culture, Speak Up Culture, Just Culture 

a. The Patient Safety Evaluation System (PSES) 
i. BHS utilizes an electronic PSES to collect, manage, analyze, and report Patient Safety 

Work Product (PSWP) to a Patient Safety Organization (PSO). BHS currently uses the 
RLDatix platform as the PSES. 

ii. The PSES enables BHS to monitor, track, and trend data related to patient safety 
events. The data helps identify and address disparities in safety outcomes based on 
patient characteristics per HSC 1279.6 (b)(3). The data and analysis is reported to the 
Patient Safety Committee for action and follow-up.  

iii. Data analysis from the PSES include events related to possible racism and 
discrimination and their impact on health and safety. Any suspected instance of 
racism and discrimination is being encouraged to be reported and these events are 
taken seriously and addressed appropriately. 

b. All staff/employees, medical staff, leaders, and contract workers have access to the PSES to 
report patient safety events and near misses. There is a provision to report anonymously.  

c. All new staff/employees, medical staff, leaders, and contract workers are given orientation to 
BHS patient safety processes including reporting via the PSES. This patient safety 
competency is reinforced annually and regular assessments of this competency is conducted 
by the Quality & Patient Safety department.   

d. To ensure a strong reporting culture, a speak up culture is implemented under a Just Culture 
environment: 

i. All staff, leaders, and providers are educated on the importance of psychological 
safety. 

ii. Leaders are encouraged to commend staff who self-report errors. 
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iii. Near-misses are awarded periodically to strengthen patient safety practices and 
promote reporting. 

iv. BHS implements a non-punitive approach to reporting safety events. 
v. Mistakes, errors, and human factors-related patient safety events undergo the Just 

Culture algorithm. BHS does not punish Human Error and instead consoles 
individuals, while rooting out systems issues and process or policy / protocol 
opportunities.  

B. Culture of Safety Survey 
a. BHS conducts a culture of safety survey every two years.  
b. The survey results are shared with the Board, executives, and unit/department leaders for 

action/improvement.  
c. Action plans related to the survey are monitored at the Patient Safety Committee. 
d. In 2025, this was completed via the Hospital Survey On Patient Safety (HSOPS). 

C. Confidentiality 
a. PSWP processes, documents, and discussions are protected and kept confidential.  
b. All PSWP material are kept within the PSES. Should there be any need for a document or 

communication outside the PSES (e.g., encrypted email, encrypted files, etc…) they are 
clearly labeled “PSWP: Privileged and Confidential”.  

 
III. OUTCOME 
A. Events Investigation & Analysis - Serious Safety Events / Sentinel Events 

a. Serious Safety Events (SSE) are defined as any preventable or potentially preventable event 
that is scored a G through I in the BHS implementation of the National Coordinating Council 
for Medication Error Reporting and Prevention (NCC MERP) scale, or with moderate to severe 
harm, or California Department of Public Health reportable adverse events or potential 
adverse events as defined by California Health & Safety Code 1279.1. Sentinel Events (SE) 
are defined by The Joint Commission and a list of such events is in Appendix E and published 
online. BHS adopts principles from the American Society for Healthcare Risk Management 
Safety Event Classification (Appendix I). 

b. Senior Leadership and the Board are notified within 3 business days of any confirmed SSE/SE 
or other event resulting in significant morbidity, mortality, or other harm.  

c. The Quality & Patient Safety department conducts event analysis of safety events and 
coordinates the follow up, improvement, and resolution of any action items.  

d. A Situation Management Team (SMT) is assembled for any SSE/SE to determine immediate 
next steps for the patient/family, staff/providers, and organization/leaders.  

e. A Root Cause Analysis is conducted on any SSE/SE to determine systems or process 
improvement steps. Any staff or provider issues are addressed via the performance 
management process or peer review process, as applicable. The Just Culture algorithm is 
applied for these cases.  

f. An Apparent Cause Analysis is conducted on low-risk events and focuses on rapid 
improvement.  

g. Events are reported to appropriate agencies and organizations per regulatory requirements.  
B. Information Management 

a. Patient safety metrics are monitored and reported through organizational forums such as task 
groups, committee meetings, and performance improvement projects.  

b. Metrics may be used to benchmark against national databases for improvement. 
c. Metrics may be presented and discussed at unit/department-level staff meetings, huddles, 

and other frontline staff forums.  



d. Metrics may include but are not limited to PSES event data, infections, SSE counts/rates, 
AHRQ patient safety indicators, RCA data, peer review data, improvement data, mortality 
data, readmission data, and other patient safety-related metrics.  

e. In accordance with AB 3161 metrics include sociodemographic factors to identify disparities. 
This information is monitored and used to address racism and discrimination on patient 
health and safety at BHS. Among the sociodemographic factors analyzed to identify 
disparities include age, race, ethnicity, gender identity, sexual orientation, preferred language, 
disability status, payor, and sex. Any events related to racism and discrimination is met with 
zero tolerance. These events are reported, taken seriously and addressed by Human 
Resources, Employee Health and Safety, Administration/Senior Leadership, and the Medical 
Staff. Cases are investigated and if applicable, is required to use the Just Culture algorithm for 
any performance management issues. 

C. Patient Safety Science 
a. Systems-thinking 

i. The Patient Safety program implements, through its structure and processes, a 
systems-thinking approach to improvement. BHS adheres to patient safety principles 
where the organization must make it difficult for staff to do the wrong thing and make it 
easy for them to do the right thing. 
Investigations of events will always look at 
and rule out possible factors related to 
policies, procedures, workflows, or 
organizational structures. Systems-thinking 
is a core principle in root cause analysis 
investigations at BHS.  

ii. BHS adheres to principles of hard stops, 
checklists, standardization, TeamSTEPPs, 
and data-driven decision making. These 
principles are embedded in orientation and 
throughout new staff onboarding and annual 
training. 

iii. BHS implements principles from the Agency 
for Healthcare Research and Quality (AHRQ) 
Comprehensive Unit-based Safety Program 
(CUSP). BHS identifies healthcare defects 
and evaluates certain incidents based on the 
three principles of safe design which include standardization, independent checks, 
and learning from defects. Sensemaking tools such as Failure Modes and Effects 
Analysis, Root Cause Analysis, Common Systems Analysis, and Apparent Cause 
Analysis are some of the tools currently in use by BHS. 

b. Human Factors 
i. Human Factors assessment is embedded in BHS serious safety event investigations. 

These include but are not limited to fatigue, stress, distractions, pressure, 
complacency, awareness, norms, communication, training, education, team 
dynamics, attitude, and culture.  

ii. BHS adheres to The Just Culture principles. Leaders are trained in The Just Culture 
process and algorithm. The Just Culture process is supported by the Executive Team, 
the Human Resources department, and the Education department apart from the 
Quality & Patient Safety department.  
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iii. BHS believes that human error does not merit punishment but instead an examination 
of how systems can help prevent human error.  

iv. BHS encourages self-reporting of, and the learning from errors and near misses. 
Leaders are encouraged to thank and recognize staff who self-report errors. 

v. BHS awards good catches to increase reporting culture and help permeate a shared 
mental model of patient safety.  

c. Disclosure and Apology 
i. BHS abides by ethical and empathetic disclosure to patients and family regarding 

preventable medical errors.  
ii. Principles derived from the Agency for Healthcare Research and Quality’s 

Communication and Optimal Resolution (CANDOR) process are implemented. 
Leaders and key medical staff are imbued with these principles through training and 
education.  

d. Care for the Caregiver / Second Victim Support 
i. BHS implements a program to support healthcare workers affected by adverse patient 

harm events.  
ii. Specially trained personnel including but not limited to staff and/or leaders from 

Quality & Patient Safety, clinical managers/directors, physicians, human resources, 
and employee assistance program staff may provide peer support to affected staff, 
physicians, and/or leaders.  

e. Culture of Safety 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



At the heart of Barton Health System’s Culture of Safety, are the principles of trust, 
respect, and inclusion where respect being one of Barton’s core values, illustrates how 
serious BHS deems these principles in both hiring its staff, its leaders, and selecting 
members of the medical staff and the Board. Safety is another of Barton’s core values, 
and the pillars below that help drive this core value are embedded in this Patient Safety 
Plan: 
i. Communication – BHS endorses best-practice communication principles including 

but not limited to: 
1. TeamSTEPPs tools such as read-back/repeat-back, SBAR, CUSS, brief and 

debrief, and huddles.  
2. BHS also implements a rounding process where leaders round on patients, 

round on units/departments, and round on their intra-department staff.  
3. The Quality & Patient Safety department conducts regulatory and patient 

safety rounds throughout the organization.  
4. Units/departments ensure robust communication within their teams via 

huddles, staff meetings, and huddle boards.  
5. BHS adheres to reporting of safety performance data according to regulatory 

requirements. 
ii. Teamwork  

1. BHS fosters an environment of team-based problem-solving. Performance 
Improvement practices enable a robust, complete, and expert-driven 
approach to solutions. Subject matter experts are routine members of task 
groups and committees.  

2. Most, if not all, major committees and subcommittees enlist members of key 
health care leaders in pharmacy, laboratory, radiology, other ancillary 
departments and non-clinical departments such as facilities, HR, admitting, 
and education. This ensures that supportive ideas, expertise, and experience 
complement the contributions of the clinical areas such as nursing, the 
medical staff, and the executive leadership.  

3. BHS aims to break down barriers and eliminate silos.  
iii. Leadership – the BHS culture of safety would not thrive without the support of its 

Board of Directors, Executive Leadership, the Medical Staff leadership, the middle 
management, and all other leaders in all levels of the organization. Throughout all 
these levels of leadership, a culture of safety is imbued, as evidenced by: 

1. The Board of Directors meeting agenda containing at least 20% of Quality & 
Patient Safety topics; 

2. Executive Leadership meeting agenda including reporting of quality & patient 
safety topics; 

3. Medical Staff Committees including but not limited to the Quality Council, 
Patient Safety Committee, and Infection Prevention Committee discussing 
quality & patient safety topics;  

4. Other committees, task groups, and meetings at the unit/department level 
including Quality & Patient Safety topics; 

5. Periodicals, newsletters, and routine messaging between departments and 
leaders such as the CEO and CMO email periodical containing Quality & 
Patient Safety topics; 

6. Development of leaders include participation in patient safety projects, 
exposure to performance improvement task groups, and serving as subject 



matter experts in quality & patient safety activities.  
iv. Organizational Behaviors 

1. Trust, respect, and inclusion are expected behaviors in the organization. The 
principles that embody these values are included in the employee handbook 
and orientation as well as annual training and thus all members of the 
organization are aware of these expected behaviors.  

2. Leaders in the organization are expected to model these behaviors, and the 
organization investigates reported lapses of these behaviors.  

3. The CEO develops trust and respect with all members of the organization, 
from the Board of Directors to the Executive Team, to the Medical Staff, the 
middle management, and frontline staff. 

f. Continuous Improvement  
i. BHS adheres to continuous improvement principles and utilizes methods such as 

Plan-Do-Study-Act.  
ii. BHS is a data-driven and patient-centric organization in its decision-making. BHS 

routinely derives data for analysis, presents the information to key stakeholders, and 
utilizes a team-based approach to performance improvement. A small test of change 
may be implemented, wherein learnings can be derived, and a final solution may be 
spread across other areas.  
 

 
 
 

g. Patient & Family Engagement 
i. BHS utilizes the Patients & Family Advisory Council in gaining perspective related to 

possible patient-centric solutions.  
ii. The patients and family are always included as applicable, for input regarding 

procedures, treatment, and other care decisions. Patients and/or family can call a 
Rapid Response should the need arise. 

iii. BHS is involved in the community it serves and routinely seeks community input on 
organization activities. 

iv. BHS routinely monitors social media and engages the public where constructive ideas 
may lend input to organizational endeavors. 

v. BHS utilizes feedback from complaints and grievances in improvement efforts. 
 

D. A Learning Organization 
a. The Plan promotes open sharing and learning from experiences without fear of repercussions, 



professional sanctions, or harm to one’s professional reputation. 
b. Case reviews and discussion at the Patient Safety Committee, Medication Safety Committee, 

Quality Council, Infection Control Committee, or other subcommittees and task groups may 
produce learning opportunities for the organization.  

c. The Medical Staff committees and meetings may include agenda items related to patient 
safety for learning and information dissemination.  

d. The Executive Team and Leadership Meetings may include agenda items related to patient 
safety for learning and information dissemination. 

e. BHS is a member of a Patient Safety Organization and participation in this collaborative 
ensures continued learning of best practices and innovation.   

f. Dissemination of learnings from patient safety events may also occur at staff meetings, unit 
huddles, one-on-one conversations, and other forums. 

g. A Patient Safety Newsletter is produced and serves as a vehicle for periodic updates and 
information related to patient safety topics from patient safety events, news, and external 
periodicals.  

h. Department/Unit leadership also produce periodic department/unit-level newsletters to 
update staff on patient safety topics.  

i. Department/Unit Boards may also post relevant patient safety data, topics, and information. 
These boards are updated regularly.  
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