Int. No. 1051

By Council Members Arroyo, Ferreras, Cabrera, Comrie, James, Koo, Koppell, Lander, Mendez, Palma, Rose, Vann and Van Bramer

..Title

A Local Law to amend the New York city charter, in relation to procedures for conducting a root cause analysis by the office of the chief medical examiner.

..Body

Be it enacted by the Council as follows:
Section 1.  Section 557 of chapter 22 of the New York city charter is amended by adding a new subdivision (h) to read as follows:

(h) (1) For the purpose of this subdivision, the following terms shall have the following meanings: 

(A) “Designated root cause analysis officer” shall mean an employee of the office of the chief medical examiner who shall be responsible for receiving a report, complaint or such other communication from employees that a significant event has occurred within the office of chief medical examiner.

(B) “Root cause analysis”  shall mean a process for investigating the causal factors of a significant event that shall focus primarily on systems and processes, not on individual performance or human error, and shall identify corrective action, including strategies to prevent the reoccurrence of a significant event or potential improvements in systems or processes that will decrease the likelihood of such a significant event in the future.

(C) “Root cause analysis committee”  shall mean a committee composed of representatives of certain divisions of the office of chief medical examiner which assembles in response to a significant event in order to conduct a root cause analysis.  

(D) “Root cause analysis committee report”  shall mean a report issued by the root cause analysis committee that shall include the findings of the root cause analysis committee, including, but not limited to, the identification of causes of the significant event to which the committee is responding and a plan for corrective action.  

(E) “Root cause analysis guidelines”  shall mean the collection of documents developed by the office of chief medical examiner which provide protocols, bylaws or such other guidance documents relating to (i) guidelines for determining whether a significant event has occurred, consistent with  this subdivision; (ii) procedures for discovering and/or reporting a significant event; (iii) protocol for creating a root cause analysis committee upon the discovery of a significant event or conclusion that a significant event has transpired; (iv) guidelines for selecting individuals who shall serve as members of a root cause analysis committee in response to a significant event; (v) policies which set forth the roles and responsibilities of members of root cause analysis committees; (vi) guidelines for when and how frequently a root cause analysis committee shall meet once a committee has been assembled in response to a significant event; (vii) guidelines for producing a root cause analysis committee report in a timely manner; (viii) procedures and criteria for identifying causal factors of a significant event; and (ix) guidelines for identifying corrective action to be taken as a result of the root cause analysis.

(F) “Significant event” shall mean any unexpected occurrence involving a failure, lapse, error, act or situation which implicates the reliability, integrity, accuracy or competency of the office of chief medical examiner, its services or functions, laboratories, departments, divisions or its workers.  Such occurrence shall include, but not be limited to, any (i) acts by an employee involving intentional fabrication or falsehood with regard to his or her work product, analysis or test results;  (ii) incident involving a lab employee who has engaged in a demonstrated pattern of significant errors and which may have affected the reported results of laboratory analysis or which may have resulted in or risked resulting in an erroneous identification, false identification, false negative, or false positive; (iii) incident involving a lab employee who has engaged in a demonstrated pattern of failing to follow lab protocol; or (iv) incident involving a lab employee who, in the course of testimony, has significantly misrepresented or misstated a material fact, has significantly misstated his or her experience, training, education or qualifications, or has made a significant scientific error.

(2) Within forty-eight hours of the discovery by the office of chief medical examiner of a significant event or conclusion that a significant event has transpired, the office of chief medical examiner shall assemble a root cause analysis committee for the purpose of conducting a root cause analysis and producing a root cause analysis committee report.  Representatives serving on such committee must include at least seven members in total, of which (i) at least two are individuals who are knowledgeable in the subject area relating to the significant event, of which at least one shall be a lab worker or other personnel who performs scientific or technical services, and at least one other who shall be a non-lab worker or individual who does not perform scientific or technical services; (ii) at least one is an individual who serves in a senior managerial capacity within the office of chief medical examiner, such as a director or deputy commissioner; (iii) at least two are individuals from divisions, departments or laboratories of the office of chief medical examiner which are not implicated by the significant event; and (iv) at least one is an external consultant who shall be an employee of the health and hospitals corporation of the city of New York with expertise in the area of quality assurance and quality control and/or root cause analysis.

 (3) Within thirty days of the discovery by the office of chief medical examiner of a significant event or conclusion that a significant event has transpired, the office of chief medical examiner shall report the occurrence of such significant event to the mayor and council of the city of New York.   The root cause analysis committee shall submit its completed report no later than ninety days following the creation of such committee, provided, however, that should such report not be completed within ninety days, the committee shall report to the chief medical examiner and the mayor and council of the city of New York on the progress of the committee’s findings and root cause analysis report, provide an explanation as to why such report is not yet completed, and provide an explanation of when such committee anticipates the conclusion of its report.  Within seven days of submission of a root cause analysis report to the chief medical examiner or his or her deputy, the chief medical examiner shall provide a copy of such report to the mayor and council of the city of New York, post such report on the website of the office of chief medical examiner, and send a copy of the root cause analysis report to (i) the New York state commission on forensic science and any entity responsible for the accreditation of the DNA laboratory of the office of the chief medical examiner, provided that the significant event that is the subject of such report is relevant to the DNA testing function or the DNA laboratory of the office of chief medical examiner, and (ii) the district attorneys of the counties of the city of New York, the Legal Aid Society of the city of New York, all public defender offices currently under contract with the city of New York, and representatives of the panel of 18b assigned counsel of the city of New York, provided that the findings and/or conclusions contained in such report may be reasonably found to have an impact on a criminal investigation, whether ongoing or completed.

 (4) The office of chief medical examiner shall appoint an employee of the office of chief medical examiner who shall serve as the designated root cause analysis officer.

 (5) The office of chief medical examiner shall post a copy of all root cause analysis guidelines documents on the website of the office of chief medical examiner.

(6) The root cause analysis report shall not include the names of either employees of the office of chief medical examiner or the names of individuals who are the subject of the work of the office of chief medical examiner, including, but not limited to, individuals who are the subject of autopsies, investigations or other functions or services performed by the office of chief medical examiner.

Section 2.  This local law shall take effect immediately. 
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