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Abstract
Pediatric healthcare systems have successfully decreased patient harm and improved patient safety by adopting standardized defini-

tions, processes, and infrastructure for serious safety events (SSEs). We have adopted those patient safety concepts and used that

infrastructure to identify and create action plans to mitigate events in which patient experience is severely compromised. We define

those events as serious experience events (SEEs). The purpose of this research brief is to describe SEE definitions, infrastructure used

to evaluate potential SEEs, and creation of action plans as well as share our preliminary experiences with the approach.
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Introduction
Children’s hospitals across the United States have collabo-
rated to use definitions and algorithms defined by
Healthcare Performance Improvement (HPI)(1) to create
shared understanding and approaches to serious safety
events (SSEs). HPI defines an SSE as an event in which
there is a deviation from standards of care that results in
significant patient harm or death (1–4). Identifying SSEs
and using rigorous improvement methodology to find and
fix proximate and root causes contributing to the errors
has led both individual children’s hospitals as well as child-
ren’s hospitals collectively to systematically reduce patient
harm by reducing the rate of SSEs (2–11). The same
approach to systematically identify and address errors is
now also being used to improve healthcare worker safety
(12).

We are unaware of such an approach being used for
patient experience. At our organization, we have adopted
this patient safety approach and the associated infrastructure
to also evaluate events in which patient experience is
extremely compromised. We propose that such events are
categorized as serious experience events (SEEs). The
purpose of this research brief is to define SEEs, describe an
infrastructure used to evaluate potential SEEs, and create
action plans for their remediation. This brief will also share
our preliminary experiences with the approach.

Methods
Retrospective review of the information discussed in this
brief was culled from our institutional quality assurance pro-
cesses. The project was evaluated using the criteria estab-
lished by our Center for Improvement and the Internal
Review Board. This project met the criteria for a quality
improvement project, was not considered human subjects
research, and therefore, did not require our Institutional
Review Board’s approval. Because this was not considered
human subjects research, informed consent for the discussion
of the de-identified information was not required.
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We carried out this project at a pediatric health system that
includes quaternary services in pediatrics and obstetrics with
397 licensed inpatient beds, 11,600 annual patient discharges;
primary and subspecialty pediatric ambulatory services; and is
associated with a large research university. The study was con-
ducted during our fiscal year 2021 (from September 2020 to
August 2021).

SSE Process and Infrastructure
The organization already has a robust quality, safety, and
service incident reporting system internally configured and
based on a commercially available product (RLDatix,
Toronto, ON, Canada). There is a robust use of that system
with over 8000 incident reports filed within our health
system annually. Incident reports can be filed by anyone in
the organization including physicians, staff, and patients
and families. Information is typically entered into the
system directly by frontline staff. In addition if information
comes to the attention of the quality, safety, and service
teams through mechanisms other than an incident report,
including patient and family complaints or grievances, an
incident report is created by the quality, safety, or service
teams.

All quality and safety-related incident reports are
reviewed by patient safety advisors and are routed to the
appropriate operational department leaders for evaluation,
action plan creation, and closure. For incidents that might
meet the criteria for an SSE or which demonstrate significant
system issues, interviews and record reviews are conducted
by the patient safety advisors, and their findings are
brought to a weekly event review meeting(4). Attendees of
the weekly event review meeting include the Chief Quality
Officer, Chief Operating Officer, Chief Medical Officer,
Chief Nursing Executive, other essential nursing and physi-
cian leaders, and patient safety and experience leaders. For
each event discussed, 2 independent tasks are under-
taken: (1) Categorization of the event based on HPI tax-
onomy as an SSE, precursor event, or other. (2)
Determination of what type of analysis and actions need
to be put in place(1). Types of actions include a full
root cause analysis and action plan formation, a more
abbreviated process review using lean methodology, a
common cause analysis (for multiple similar events), or
referral to professional practice evaluation committees.
Our root cause analysis process uses a two-meeting
model adapted from HPI recommendations (1). The
teams assembled for the root cause analysis involves
frontline employees and leaders from the areas and ser-
vices involved in the event, organizational leaders, and
patient family representation. Action plans arising from
such investigations are then reviewed at our monthly
Executive Value Committee meeting, attended by our
hospital Chief Executive Officer and other clinical and
administrative leaders, on a recurring basis until those
plans are completed and closed.

SEEs
We applied the concepts and infrastructure used for patient
safety events to patient experience events. Incidents involving
patient and family experiences, including complaints and griev-
ances, are also entered through the incident reporting system.
Patient experience-related events are documented by patient
experience navigators and routed to the appropriate leaders.
All incidents which are defined as grievances and rising to
the level that may be considered a SEE are also reviewed
weekly by our Grievance Committee to determine the best
approach and appropriate investigation and communication.
The Grievance Committee is attended by Risk, Patient
Safety, Patient Experience, and Regulatory Compliance.

Modeled after the HPI definitions for SSEs(1–10), we
have created a definition for SEEs. We define an SEE as an
event in which there is a deviation from our standard prac-
tices or an identified system issue related to our current stan-
dard practices that have caused significant compromise of the
patient and/or family experience. Significant compromise is
defined subjectively as an event that would be seen as egre-
gious by reasonable public standards and that is also likely to
leave a lasting life-long impression on the family.

Any event that is considered a potential SEE is investi-
gated and presented at the weekly SSE/SEE Event Review
meeting by a member of the patient experience team. As
with potential SSEs, the 2 tasks to be determined are
whether the event meets the definition of an SEE and what
potential actions need to be taken. Potential actions consid-
ered are the same as those considered for SSEs. Also, as
for SSEs, SEEs action plans are reviewed at our Executive
Value Committee meeting on a recurring basis until those
plans are completed and closed.

Results
Over our first year, we have had 2 cases brought for review
and determined to be SEEs. Those 2 cases are described here.

Case 1
The patient was a newborn with a very long stay admission
with the need for intensive care. During the hospital admis-
sion, there were over 55 incident reports filed in relation to
the care of this patient and family. Thirty six of those incident
reports were related to clinical or operational issues or errors.
Many of the issues were determined to be accurate and
actionable but none were associated with harm to the
degree that they met the criteria for an SSE. Nine of the inci-
dent reports were related to parent behavior issues that
resulted in consultation of both security as well as our
Strengthening Alliances with Families Team (SAFTeam)
which is a team of psychologists and social workers who
support both the family and staff during difficult interactions.
In addition to the incident reports, the family of the patient
had filed 11 complaints and grievances related to how they
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had been treated, that they had not been listened to, the
quality of their child’s medical care, and claimed incidents
of discrimination.

This series of events was identified as a potential SEE and
brought to event review. Our investigation revealed that
interactions between the clinical staff and the patient’s
family which had resulted in security needing to be consulted
on multiple occasions had resulted in care team members
spending less time in the patient’s room, wanting to avoid
contentious interactions with the patient’s family, and that
this resulted in an increased frequency of errors as well as
compromised communication between the care team and
the family. We determined that the series of events consti-
tuted an SEE. Our system had failed to provide the extra
support needed to optimize this patient’s care and the experi-
ence of the family, as is our expected standard. The series of
events was likely to leave a lifelong impression on this
patient and their family.

A root cause analysis of the SEE series of events was per-
formed, including a team of operational staff and leaders
involved in the care and patient experience staff. Gaps
were identified in our system response to family’s needs
and perhaps exacerbating their experience. Our organiza-
tions’ ability to accommodate and de-escalate situations
requiring extra support (situations leading to high informa-
tion seeking, high anxiety, low trust, hostile, or aggressive
behavior) needed improvement. Identified actions items to
improve our system approach for families in situations
requiring extra support included (1) Creating a process to
identify cases in which there are multiple incident reports,
complaints, or grievances coming from or involving the
same patient and family. (2). Designing standards for com-
munication from staff to families in situations requiring
extra support as well as a defined escalation and support
process (including the Patient Experience team, Diversity
Equity and Inclusion Committee, SAFTeam, Nursing
Leadership, and Workplace Violence Committee) to both
the family and frontline staff. (3) Roll out of unconscious
bias training to all institutional leaders and all staff. (4)
Additional training for leaders in navigating and optimizing
complex and potential discriminatory situations.

Case 2
Two patients with the same last name, similar first names
(first 3 letters the same), and similar dates of birth (several
days different, same month and year) were inadvertently con-
sidered the same patient and their encounters were mixed
together under the same medical record number. This was
identified by the parents of the patient and reported to the
health system. The encounters were separated and the two
patients appropriately give two separate medical record
numbers and the issue was believed to be solved.

Approximately a year later, the parents were meeting with
healthcare team members and expected an email as a result of
that meeting but never received the email. Upon

investigation, it was identified that when the 2 different
patient’s medical records were separated, the email address
of the parent of the other child was inadvertently left as
contact information in the newly created medical record for
the child in question. As a result, the information had inadver-
tently been emailed to the wrong parents. As in this case,
there was a deviation from our standard practices, system
issues identified, significant compromise of the family experi-
ence, and failure to meet public expectations—the case was
determined to be an SEE. The parents of the patient had lost
trust in the health system. As there was no harm to the
patient, the event did not meet the definitions of an SSE.

Approximately a year prior to this event, members from
our Performance Improvement team, Information Services,
and Clinical Operations had undergone an improvement ini-
tiative to decrease the number of events in which there were
duplicate or overlay events with medical records. A duplicate
is when 1 patient has two separate medical record numbers
and 2 different electronic medical records. An overlay is
when 2 different patients are being charted under one
medical record—as was the issue in this case. That improve-
ment initiative focused on redefining our naming convention
policies and procedures and creating training. This initiative
did result in a dramatic decrease in the number of medical
record number duplicates and overlays when compared to
the historic baseline.

As a result of this SEE, the team was reconvened and a
root cause analysis was performed. It was determined the
original overlay situation occurred as an outdated search
methodology was employed at a clinic visit (using the first
3 letters of the first and last name) and the difference in
date of birth was not recognized. The issue related to the per-
sistence of the incurred email address remaining in the
patient’s account had resulted from a lack of clarity for
certain aspects of the overlay correction process. The action
plan included the following items: changes in patient search
increasing the weight of the email field; implementation of a
trigger alert when adjusting demographic fields requiring a
second confirmation of newly imputed data; a stop alert
added prior to changing patient information requiring a
second search and correct patient confirmation; and mandatory
retraining on the updated policy changes for all pertinent staff.

Discussion
We believe that the use of the same framework and infra-
structure that has positioned pediatric healthcare systems to
improve patient safety can be used to contribute to organiza-
tions improving the patient experience by systematically
identifying, prioritizing, and creating corrective action
plans for the root causes of SEEs. When an event is classified
as an SSE, it may bring additional attention and visibility to
drive the action plan to fruition. We have found this approach
has helped our organization prioritize our most egregious
experience events, analyze the contributing factors and iden-
tify systemic root causes, and create corrective action plans to
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decrease the likelihood of future events in which patient
experience is severely compromised. Using the same infra-
structure as is used for patient safety, including incident
reporting software programs, processes, and review meetings
have enabled the institution to concentrate on these SEEs
with minimal additional resources.

In conclusion, using a standard system to identify and
address the root causes of SEEs, modeled after extant
systems used for SSEs, shows promise as a useful tool for
patient experience improvement.

Limitations
There are several limitations to this project. First, we are still
in our preliminary experience in using this process, only
having been doing it for just over 1 year. During that first
year, we identified and analyzed only two SEEs. We do not
know whether this is the optimal number of SEEs identified
but one might wonder if the number should not be greater.
Perhaps more effort and emphasis on identifying possible
SEEs should occur and such efforts may even accelerate
the adoption of the SSE concept and maximize the impact
on the improvement of the patient and family experience at
our institution.

Our other challenge has been with creating an objective
standard definition for SEEs. Patient experiences are more
subjective than issues related to lapses in patient safety.
However, our committee members have found less debate
at our Event Review meetings in regards to SEE as
opposed to SSE determination. In fact, for the 2 cases catego-
rized as SEEs, the decisions as to whether they met the def-
inition of an SEE were unanimous among the Event Review
Committee members. In addition, the standards for care and
practice are much more defined for clinical care than it is for
experience and service interactions, not only within a health
system but across health systems.

The introduction of creating an SEE definition and using the
patient safety infrastructure to identify root causes and create
action plans is just one part of our strategy to improve patient
experience. Our institutional-level measure of success in
improving patient experience is improvement on our top box
(5/5) percentile regarding “likelihood to recommend” prac-
tice(13). Continued improvement or not in this measure will
be an indication as to whether our strategy and execution are
working. However, one limitation will be that it will be difficult
to tell the degree to which of our many actions, including SEE
introduction, are contributing to the improvement.
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