
What’s new?

 Policy Statement Change: 

Our focus on “Patient Safety” has changed to “Just Culture”, and we have added learners to 

the employees included.  

 New Definitions:  

Clinical Debrief (aka "Hot Debrief"): Following a critical incident, a meeting to summarize the 

case, determine what went well and opportunities for improvement, and to highlight where 

actions are required, including whether further debriefing is required by the team.  

Critical Incident: An unintended event, resulting in death or serious disability, injury or harm, 

and does not result from patient’s underlying medical condition or from a known risk inherent in 

providing treatment. 

Incident Triage Team (ITT): A group of leadership who will meet within 48-72 hours of a critical 

incident to determine if a Quality of Care (QOC) Review is required, and if so, what type of 

review. 

QOC Reviews: We further define these as: Departmental Reviews led by Department 

Leadership; Morbidity & Mortality (M&M) Reviews led by Professional Staff; or Critical Incident 

and Process Reviews for systemic issues facilitated by Quality and Risk Management. 

 Procedural Updates: 

Procedure 5.1: Updated to include reference to ITT.

Procedure 5.2 & 5.3:  Clarification provided regarding when Quality of Care Information 

Protection Act (QCIPA)-protected reviews are undertaken. 

Procedure 6.2: Insertion of Clinical Debriefing process. Upon the discovery of harm (any level), 

the healthcare team should meet as soon as possible to discuss. This may just be a 

conversation with the Department Manager, or for more serious events/critical incidents, a 

clinical debriefing (aka “hot debrief”) should occur. Members of this debrief team may include 

involved Staff, Professional Staff, Managers or MRP, or after hours, Unit Lead supported by 

Administrative Coordinator as needed.  

UPDATE: QM-80 
Quality of Care Reviews 

QM-80 provides an overview of the Quality of Care Review process, starting 
from when management and QRM receive an incident report regarding a 

patient safety event.



Procedure 6.3: Updated requirements of incident review report, classification of the incident, 

and when to contact the QRM Director. 

Procedure 6.4: Insertion of process for consultation with ITT and determining necessity of 

QOC Review.  

Procedure 6.8: Clarification added to whom the organization can disclose information 

pertaining to reviews. Although all discussions during the review remain confidential, the 

Quality of Care Committee may disclose information pertaining to reviews in accordance with 

the QCIPA 2016.

Procedure 7: References updated; information on debriefing included. 

Appendix A: Incident Review Process Flowchart. 

Appendix B: Clinical Debriefing Guide (S.T.O.P.).  

Process Reminders 

 Reporting for all incidents will follow the processes outlined in policy QM-60 Incident 
Learning System (ILS): Reporting, Investigation and Trending of Incidents and Near 
Misses. 

 QOC Reviews are completed following an incident (or near miss with potential for patient 

harm) to identify opportunities for improving quality and patient safety. The purpose of a review 

is to identify and address systemic issues, not to focus on individual performance.  

 Anyone within the organization can request a QOC Review by notifying the Director of QRM. 

The decision of whether a review will be covered under QCIPA is determined by the ITT, with 

final decision by the Quality of Care Committee or the Chair as designate. Applicable leaders 

should report all reviews, QCIPA or non-QCIPA protected, to QRM.

 All reviews should include: 

o the responsible Manager(s); 

o the Chief of Service (if applicable); 

o involved staff, professional staff and learners; 

o other representatives as appropriate. 

If you have any questions, please contact:
 TBRHSC.QualityandRiskManagement@tbh.net 
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