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Medical Error Reporting
Policy Statement
	The hospital admits that out of 10 clinical accidents 8 of them are due to failure of systems. Thus, the main goal of the hospital will be to familiarize and track errors as a way to establish continuous improvement of the system. Most of the medical errors can be defined as those that resulted in, those that occurred or those that could have resulted in harm to the respective patients (Martinez et al., 2014). The errors include the actual medication of the potential errors, reactions from various drugs or any other medical error.
Purpose
	The hospital recognizes that for it to succeed it just creates a safe and conducive environment for all the patients. The caregivers must be in a position to enjoy a safe environment to take care of their young ones, learn and report any medical error. Every affiliate will come up with a learning environment, promote openness and encourage error reporting (Martinez et al., 2014). This will ensure that the reporting process does not result in any punitive actions but will aim at enhancing service delivery and quality of the services being offered to the patients. Those who will be voluntarily participating will thus be insured from any punitive actions.
Scope
	Medication in any hospital comes with medical errors throughout the world. However, with increasing medical errors reported, there is a gap to come up with ways to reduce ad report the same to the relevant persons (Hajibabaee et al., 2014). Once the matter has been reported the relevant person will give recommendations on how to solve the errors and prevent the same from happening in the future. All these will be done to ensure patients receive quality services and practitioners are very keen when administering medication. Depending on the error caused, the procedure given below will determine how the error will be corrected and patient satisfaction is taken into consideration.
Authority
	To develop an effective medical error reporting system authority is needed. The persons who caused the error or witnessed the error should feel free to report the error to the managers or the supervisors. Equipping also the practitioners with authority to report any medical error which occurred either voluntarily or involuntarily will help the managerial staff to deal with the errors in an appropriate manner that will not harm the hospital (Hajibabaee et al., 2014). Taking into consideration that this is starting hospital, every person coming across an error should be in a position to report it immediately. This will ensure that the reporting systems are much more efficient.
Responsibility
	The person who will report the medical error may be the practitioner, patient or any other person who witnessed the same. However, it will be the main responsibility of the practitioners in the hospital to report the errors. Also, some of the hospital associates such as nurses, techs, medical equipment vendors, assistants, physicians and pharmacists may report an error (Jember et al., 2018). Allowing the above-named persons to report the error is due to the high consideration of the hospital reputation which is a key determinant to its success. Been a new free-standing hospital, the services offered must be high quality and any error that occurs must be reported and resolved as soon as possible. After the error has been reported, it will be the responsibility of the manager, supervisor or the relevant committee to investigate the matter and come up with appropriate solutions.
Procedure
	When a potential or actual error is discovered or occurs, the manager or the supervisor will be notified through the following methods; written reports, verbal reports or medical error hotline 234-4321. After reporting the supervisor or the manager will undertake a fact-finding which may be conducted at the department director level or the manager level (Jember et al., 2018). However, if the error is very seriousness there will need to report it to the sentinel event task force of the risk manager. This will help to resolve the error as quickly as possible before it results in more harm to the patients or even the workers. 
	Again, the supervisor, manager or director will do an evaluation and determine whether the error needs discipline. Depending on the circumstance, the practitioners will receive disciplinary actions. Some of the circumstances that will call for disciplinary actions include breach of confidentiality, drug diversion, malicious or illegal behavior, chemical dependence and any other egregious behavior such as intentional cover-ups (Jember et al., 2018). Taking disciplinary action against such errors will ensure that the involved practitioners do not repeat the same errors.
	On the other hand, the policy will not protect any individual who continuously fails to engage in detection, reporting and offering remedies in error prevention. Besides, it will be mandatory for all medical errors to be collated/aggregated and forwarded back to the patient safety committee to undertake several actions. One of the patient safety committees will track and trend the errors. Secondly, the committee will recommend or assist with implementation of changes (Jember et al., 2018). Thirdly, the patient safety committee will provide any relevant feedback to the staff pertaining to medical errors. Lastly, there will be the recommended rewards. 
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