PATIENT SAFETY

GLOSSARY ***
Section I: Useful Abbreviations

AFIP 

Armed Forces Institute of Pathology

AHRQ

Agency for Healthcare Research and Quality

AMEDD
Army Medical Department

AR 

Army regulation
CDA

Corporate Dental Application (DENCOM clinic management program)
CDR 

Commander

CQI 

Continuous quality improvement

DCA 

Deputy Commander for Administration

DCCS 

Deputy Commander for Clinical Services

DCN

Deputy Commander for Nursing

DENCOM 
US Army Dental Command

DENTAC 
Dental activity

DEVAA

Digital Enterprise Viewing and Acquisition Application 

(DENCOM radiographic program)
DMSR 

Dental Monthly Summary Report 

DOD

Department of Defense

DODD 

Department of Defense Directive

DODI 

Department of Defense Instruction

DPDB 

Division of Practitioner Data Banks

DTF 

Dental treatment facility

FMEA 

Failure modes and effects analysis
HCTCP

Healthcare Team Coordination Program (DOD)
HIPDB 

Healthcare Integrity and Protection Data Bank
HIPAA

Health Information Portability and Accountability Act
IHI 

Institute for Healthcare Improvement
ISMP

Institute for Safe Medication Practices
JAG

Judge Advocate General

JC 

Joint Commission 
JCAHO 
Joint Commission for Accreditation of Healthcare Organizations 
MEDCOM 
US Army Medical Command

MEDCOMPSC 
US Army Medical Command Patient Safety Center
MERP

Medication Error Reporting and Prevention
MHS 

Military healthcare system

MQA 

Medical quality assurance

MSHPSP 
Military healthcare system patient safety program

MTF 

Military treatment facility
NCC MERP
National Coordinating Council for Medication Error Reporting and Prevention
NPDB 

National Provider Data Bank
NPSF 

National Patient Safety Foundation
NPSG 

National Patient Safety Goal
OASD(HA)
Office of Assistant Secretary of Defense for Health Affairs

OCJA

Office of the Center Judge Advocate

OSJA 

Office of the Staff Judge Advocate

OTAD 

Other than active duty

OTSG 

Office of the Surgeon General

PCE 

Potentially compensable event
PI

Process improvement

PIP

Process improvement plan
PS 

Patient Safety

PSC 

Patient Safety Center

PSM 

Patient Safety Manager

PSO 

Patient Safety Officer

PS FMT 
Patient Safety Functional Management Team

PSP

Patient Safety Program

PST 

Patient safety team

QA 

Quality assurance

QI 

Quality improvement

QM 

Quality management

QMO 

Quality Management Office
RCA 

Root cause analysis

RCAT 

Root cause analysis team

RM 

Risk management

RMC 

Regional Medical Command

SAC 

Safety assessment code

SE 

Sentinel event

SOC 

Standard of care
TB MED 250
Technical Bulletin on dental record administration, recording and appointment control

TeamSTEPPS
Team Strategies and Tools to Enhance Performance and Patient Safety

TSG 

The Surgeon General

USADENCOM
US Army Dental Command
USAMEDCOM 
US Army Medical Command

USC 

United States Code
USUHS

Uniformed Services University of the Health Sciences

VA 

Veteran’s Administration

Section II: Useful Terms

Action plan

End product of an RCA (root cause analysis) which identifies the specific risk reduction strategies the organization intends to implement to prevent recurrence of similar adverse events in the future
Actual event

Situation or circumstance involving a patient which did occur, whether there was harm to the patient or not
Adverse event

Occurrence or condition associated with providing health care or services which did or did not result in harm to the patient/beneficiary; adverse events may be due to acts of commission or omission; incidents like patient falls or improper medication administration are also considered adverse events, even if there is no harm or permanent effect on the patient
Aggregate 
Combining standardized data and information collected over time
Aggregate review

Analyze recurring incidents, events or near misses (close calls) for trends and/or patterns; information utilized by the organization for process improvement interventions
Close call

Event or situation which could have resulted in harm to a patient, but did not, either by chance or through timely intervention; event was identified and resolved before reaching the patient; additional terms for the same thing “near

miss” and “good catch”; close calls generally occur more frequently than actual adverse events; proactive analysis of close calls provides tangible opportunity to improve the system without having to experience an actual adverse event; leaders should emphasize the value of close calls and encourage and acknowledge staff for reporting these opportunities for improvement
Contributing factor(s)
Additional reason(s), not necessarily the most basic reason(s), for an event to be less than ideal, as planned, or as expected; contributing factor(s) may apply to individuals, systems operations or an entire organization
Data

Material facts or clinical observations, not yet analyzed or interpreted
Evaluation

Analysis of collected, compiled, and organized data pertaining to important aspects of dental care; data compared with predetermined, clinically valid criteria; variations from criteria are determined to be acceptable or unacceptable; problems or opportunities to improve care are identified
Gross negligence

See “Reckless conduct” explanation
Intentional unsafe act

Any alleged or suspected deliberate act or omission by a provider, staff member, contractor, trainee, or volunteer pertaining to a patient that involves a criminal act, a purposefully unsafe act, patient abuse or an event caused or affected by drug or alcohol abuse; trigger to notify/coordinate with law enforcement, military or

civil service disciplinary systems or an administrative investigation, and are not within the definition of an adverse event
NCC MERP Index

Risk assessment tool which considers severity of an adverse or near miss event together with the probability of the event’s recurrence; the letter value (A-I) assigned to the event determines the type of action which should be taken to address the event (i.e. RCA, intense analysis, or no action)
Near miss

See “close call” explanation 
Never event
Event deemed by policy that should never happen and requires a Root Cause Analysis

ORYX

JC initiative, integrates outcomes and other performance measurement data into facility accreditation processes
Patient safety event

Incident or error that occurred (actual event) or almost occurred (close call/near miss), that caused or had the potential for causing harm to a patient
Quality improvement

An approach to the continuous study and improvement of the processes of providing health care services to meet the needs of individuals and others; synonyms include continuous quality improvement, continuous improvement, organization-wide PI, and total quality management
Rape

Sexual intercourse by a person, executed by force and without consent of the victim; may be committed on a victim of any age; any penetration, however slight, is sufficient to complete the offense; “Any person subject to this chapter who commits an act of sexual intercourse by force or without consent, is guilty of rape.” (Article 120, UCMJ)

Reckless conduct

Conscious disregard of risk, also referred to as gross negligence; reckless conduct differs from “negligent conduct” in intent; negligence is the failure to recognize a risk that should have been recognized while reckless conduct is a conscious disregard of a known risk; NOTE: Legal definitions may vary slightly
Risk assessment

Method used to proactively evaluate the probability of a patient safety event in order to minimize the risk of the event actually occurring
Risk management

Clinical and administrative activities which organizations undertake to identify, evaluate, and reduce the risk of injury to patients, staff and visitors, and the risk of financial loss to the organization; involves identification of risk potential, prevention of risk exposure, and the management of real or potential adverse incidents and medical malpractice claims
Root cause

The most basic reason that a situation did not turn out ideally, as planned or as expected
Root cause analysis (RCA)
Process for identifying the basic or contributing causal factor(s) associated with an adverse event or close call;  review is interdisciplinary and includes a team of people closest to the process; focuses on systems and processes, not individual performance; process asks “what” and “why” until all aspects of the process are reviewed, and all contributing factors have been determined; identifies changes that could be made in systems and processes to improve performance and reduce risk of similar adverse events or recurrence of close calls in the future
Root cause analysis team (RCAT)

Team of people closest to the process identified by the MTF/DTF commander to develop the RCA and Action Plan; RCAT should include leaders of performance improvement/QM, RM, patient care services, dental staff, department head or supervisor of the area in which the event occurred, administrative staff, Staff Judge Advocate representative, and others as necessary depending on the event; RCAT members will be trained and knowledgeable in sentinel events and the RCA process
Safety assessment code (SAC) matrix

Risk assessment tool which considers severity of an adverse or near miss event together with the probability of the event’s recurrence; the score (SAC) assigned to the event determines the type of action which should be taken to address the event (i.e. RCA, intense analysis, or no action)
Sentinel event

Unexpected occurrence involving death or serious physical or psychological injury or the risk thereof, that is not related to the natural course of the patient’s illnesses or underlying condition; serious injury specifically includes loss of life, limb or function of a body part, i.e. a tooth; the phrase, “or the risk thereof,” includes any process variation for which a recurrence would carry a significant chance of a serious adverse outcome; such serious events are called “sentinel” because they signal the need for immediate investigation and proactive response by the organization
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