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Good afternoon Chairman Baker, Chairman Myers and members of the House Health 

Committee. Thank you for extending an invitation to provide you with written testimony on H8 

1992, legislation to provide for violence prevention committees in health care settings. HB 1992 

is principally concerned with hedthcare workplace violence as it impacts healthcare facility 

employees, though there are aspects of the bill that are directed toward patient safety concerns as 

well. To the extent that the legislation is concerned with patient safety, there may be some 

overlap between it and the existing patient safety regulations enforced by the Department of 

Health. 

The Department of Health's (DOH) Quality Assurance area is responsible for overseeing 

and enforcing compliance with federal and state regulatory requirements that apply to hedthcare 

facilities, including hospitals, nursing homes, ambulatory surgical facilities and a wide range of 

other licensed m e d i d  facilities in the Commonwealth. Included among the requirements is the 

Patient's Bill of Rights (28 PA Code § 103.2 1, et. seq.) which is designed to promote the well- 

being of patients. 

The Patient's Bill of Rights mandates, among other things, that the patient has the right 

to respectful care, good management techniques designed to avoid the personal discomfort of the 

patients, respect for patient privacy and information of patient rights. These existing regulations 

include the obligation to maintain a safe environment for patients, including violence directed at 

patients from other patients or from facility staff or guests. Needless or careless exposure of 

patients to violence in the facility will result in deficiency citations. 

DOH's Quality Assurance staff, dwing any survey or other relevant investigation, 

currently reviews facility policies, procedures and protocols related to maintenance of a safe 

environment for patients. We do not review personnel policies related to staff safety, which is 

outside of our purview. If a facility fails to comply with its own policies, procedures and 

protocols, a deficiency citation is issued which requires remedial action by the facility to correct 

the non-compliance. The DOH's Quality Assurance area does not mandate the content of any of 

these policies, procedures or protocols, but we do inspect for compliance by the facility. 



Patient safety is also addressed in the Medical Care Availability and Reduction of Error 

(MCARE) Act (40 P.S. $1301.101, et. seq.). The MCARE Act requires facilities to develop and 

implement a patient safety plan, designate a patient safety officer and create a patient safety 

committee designed to improve the health and safety of patients. The Act also contains specific 

requirements for the duties of the patient safety officer and the composition of the patient safety 

committee. Again, during any survey or other investigation, DOH'S Quality Assurance staff will 

review the job description of the patient safety officer to assure compliance with MCARE 

requirements and will also review the composition of the patient safety committee as well as 

minutes of committee meetings. Failure of any facility to comply with the requirements of the 

MCARE Act will result in a deficiency citation. 

Any instance of facility violence in which a patient is involved @atient on workerlguest 

or workerlguest on patient) also must be reported to DOH by the facility as a 'serious event' 

under the MCAW Act, using the Patient Safety Authority (PSA) reporting system. (See, 40 P.S. 

8 1303.308) Serious events also require that the facility provide written notification to the patient 

or family member of the patient. These reported events are reviewed by Quality Assurance staff 

and may instigate an investigation of the facility (depending on seriousness of the event and past 

history of the facility). As explained previously, investigation may lead to deficiency citations 

for violation of either the MCARE Act of the Patient's Bill of Rights Act (or both). 

HB 1992, if it becomes law, will add another item of compliance for review by Quality 

Assurance survey staff. It will also add an additional committee for facilities to staff and 

manage. The DOH review is not a significant administrative task, though failure of the facility 

to comply (in whole or in part) will result in deficiency citations against the non-compliant 

facility. 

I appreciate the opporhnity to provide you with this overview of how the Department of 

health ensures resident and patient safety in health care facilities. If you have any questions 

please feel free to contact the Department of Health. 




