Surgical Suites Program Patient Safety Report Follow-up Process Map (January 2016)
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 Process mapping revealed that 1) primary responsibility for report
follow up has resided with the Quality & Safety Leader (QSL), and
1) multiple barriers affecting timely report follow up exist currently
(e.g. only 26% of PSLS actions assigned to Clinical Leaders were Dr. K. Afshar, Dr. S. Whyte, Ms. Trish Page, Ms. Lisa Lupien, Ms. Lorinda Pickup, Ms. Jana Kaiser, Ms. Sara Hanney,
completed by the Clinical Leader ). Ms. Vanja Bodor, Ms. Krystal Kersch, Ms. Tricia McBain, Ms. Lisa Strosher
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