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Session Objectives

Describe the rationale and focus areas to

advance total systems safety.

Assess your organization’s current state
using the Safer Together Self-Assessment

Tool to identify priorities for improvement.

Incorporate considerations, tactics, and
resources into your organization’s safety

strategy.




Implementing Improvements
Actively assessing
Planning to use

Aware, curious

First time hearing about it




What's keeping you up at night about safety?




What gives you the most hope for safety?




Current State




Harm: Physical Safety and More
~ Traditional concept of harm ﬁ A broader definition of harm

Emotional &
psychological harm

Financial harm

Socio-behavioral
harm™

FPhysical harm

Physical harm

*e.0., harms that lead to distrust, poor evaluations of care,
and unwillingness to return to the health care facility

Gandhi, TK, Feeley D, Schumers, D. Zero Harm in Health Care. NEJM Catalyst Innovations in Care Delivery;:https://doi.org/10.1056/CAT.19.1137
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Health Care Safety during the Pandemic and Beyond

— Building a System That Ensures Resilience
Lee A. Fleisher, M.D., Michelle Schreiber, M.D., Denise Cardo, M.D., and Arjun Srinivasan, M.D.

“The health care sector owes it to both patients and its own workforce to
respond now to the pandemic-induced falloff in safety by redesigning our current
processes and developing new approaches that will permit the delivery of safe
and equitable care across the health care continuum during both normal and
extraordinary times. We cannot afford to wait until the pandemic ends.”

https://www.nejm.org/doi/full/10.1056/NEJMp2118285 H




Energy balance under stress

FIGURE 1a.

FIGURE 1b.
ENERGY BALANCE UNDER SHORT-TERM STRESS ENERGY BALANCE UNDER LONG-TERM STRESS
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High Reliability Organizing: Pathway to Organizational Resilience (pressganey.com)



https://info.pressganey.com/press-ganey-blog-healthcare-experience-insights/pathway-to-organizational-resilience

Energy reserve and high reliability

FIGURE 1c.

HIGH RELIABILITY ORGANIZING -
THE MUSCLE FOR MANAGING DURING TURBULENT TIMES
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High Reliability Organizing: Pathway to Organizational Resilience (pressganey.com)



https://info.pressganey.com/press-ganey-blog-healthcare-experience-insights/pathway-to-organizational-resilience

Variation

 Strategic: Often occurs at the board and executive levels

« Result: Too many or misaligned priorities

« Operational: Occurs in the systems and structures

e Result: Workarounds & normalization of deviance

 Clinical: The attention getter for Q|
» Result: Lack of rigor or engagement, haste, and failure to address systems

considerations limits progress and sustainability

Where does your organization spend most of its time?




Avoiding Drift into Harm

« Workarounds: Reflection that something is
broken in the system of care

« Common response: Blame & punish, ignore
« What if we ask:

« How often?

« Why?

*  What could go wrong

« What can we do/should we do to
intervene before harm occurs?

https://www.ihi.org/resources/Pages/Publications/avoiding-drift-into-harm-safety-practices-to-address-workarounds.aspx



Total Systems Safety

Safety foundations are reliably and uniformly applied throughout the organization or

health system, where:

« Leadership consistently prioritizes safety culture and the wellbeing and safety of the

health care workforce
« Complete development of the science, measurement, and tools of patient safety

« Moving from competition to coordination and collaboration on safety across the

organization and health care

« Partnering with patients and families at all points along the journey

Pronovost et al. 2015. http://dpnfts5nbrdps.cloudfront.net/app/media/1430 H
www.ihi.org/freefromharm



http://dpnfts5nbrdps.cloudfront.net/app/media/1430
https://www.ihi.org/resources/Pages/Publications/Free-from-Harm-Accelerating-Patient-Safety-Improvement.aspx

Why a National Action Plan?

@ Preventable harm remains unacceptably frequent and is a
public health issue

y Focus on fixing humans, less often on foundation; project-
N focused work often excludes systems considerations

«ee  Variation across stakeholders & approaches; duplicates efforts
° diffuses accountability, limits collective learning

o Optimizing safety requires greater coordination of the many
o stakeholders

i
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A COVID-19 pandemic, setbacks in safety, and newer challenges




Safer Together

Clarion Call to Leaders:

Recommit to advance patient and

workforce safety by deploying the
National Action Plan

6. Advance health equity so that everyone has the safest care, and no one is disadvantaged
due to demographic characteristics or social determinants.

Health inequities are systemic, avoidable, and unjust. NSC member organizations commit to ensuring
safe care by supporting data collection and stratification, building awareness, and taking active steps to
eliminate inequities in health care for all patients, families, and the workforce.

Safer Together

A National Action Plan to
Advance Patient Safety
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www.ihi.org/SafetyActionPlan



http://www.ihi.org/SafetyActionPlan

Safer Together in Action

Achvanoe Patient Safety

o 1. REVIEW the 17 recommendations and tactics to advance patient

safety in Safer Together: A National Action Plan for Patient Safety.

R 2. IDENTIFY a senior sponsor and core team charged with
mmrﬁ B deploying the Self-Assessment Tool to ASSESS your current
""""" . state in each of the 4 foundational areas.

Resoure Glde 3. ESTABLISH and ENACT strategies, tactics, and

== measurement and improvement plans by leveraging the
. Implementation Resource Guide.



http://www.ihi.org/Engage/Initiatives/National-Steering-Committee-Patient-Safety/Pages/National-Action-Plan-to-Advance-Patient-Safety.aspx
http://www.ihi.org/Engage/Initiatives/National-Steering-Committee-Patient-Safety/Pages/National-Action-Plan-to-Advance-Patient-Safety.aspx
http://www.ihi.org/Engage/Initiatives/National-Steering-Committee-Patient-Safety/Pages/National-Action-Plan-to-Advance-Patient-Safety.aspx

The Foundational Areas




Culture,
Leadership,
Governance

Core value:
safety for all

Cultures of
Safety

Patient &

Family
Engagement

W
f,vi

centered

Codesign &
coproduction

Care design,
delivery, and
operations

Workforce
Safety, Well-
being

Safety and
fortification

Unified, total
systems-
based
perspective

Learning
System

Networked &
continuous

Within/across
organizations

Local, regional,
national




Culture, Leadership and Governance

the influence of leadership and governance to commit to safety as a core value of

Leverage the organization and drive the creation of a strong organizational culture.

Ensure safety is a demonstrated core value

Assess and
commit

WITe I\ EI(-Jll information about safety to promote transparency

resources to advance safety

Implement competency-based governance and leadership




Culture, Leadership, and Governance

meeating agendas.

agendas.

dedicated to review and discussion of
safety.

review and discussion of safety. There
is follow-up on action plans.

SCORE: 1 SCORE: 2 SCORE: 3 SCORE: 4 ROW
SCORE

Safety Goals | Safety goals are Safety goals are clearly arficulated in | Safety goals are clearly articulated in | Safety goals are clearly articulated in
developed. Some goals | sfrategic and operational plans. Each | siralegic and operalional plans for all | strategic and operational plans for all
are accompanied by an | goal is accompanied by an action care seffings. Each goal is settings of care. Each goal has a
gction plan and plan and associated metrics. accompanied by an action plan and dedicated senior sponsor and is
associated metrics. associated metrics. accompanied by an action plan and

associaled melrics.

Job Job descriptions for Job descriptions for senior leaders Job descriptions for senior leaders Job descriptions for senior leaders and

Descriptions senior leaders reference | specify explicit responsibility for and trustees specify explicit trustees specify explicit responsibility for
responsibility for guality | quality and safety. respaonsibility for quality and safety. quality and safety. Performance reviews
and safety. for senior leaders include safely and

culture mefrics.

Annual Annual reviews of some | Annual reviews for all senior leaders Annual reviews for all senior leaders Annual reviews for all senior leaders

Reviews leaders include a focus incomorafe review of onganization- and trustees incorporate review of and trustees incorporate review of
an safety. wide safety and culture meirics, organization-wide safety and culture | organization-wide safety and culture

metrics, safefy competency metrics, including equity and diversity,

assessments, and development plans | safely compelency assessments, and

for education and training in safety development plans for education and

and improvement methods. training in safety and improvement
methods. Senior leaders andfor trustees
are sponsors for patient safety
improvement initiafives.

Just Culture The arganization has a The organization has a written policy | The arganization has a written policy | The organization has a written policy

and written palicy establishing just culture and establishing just culture and establishing just culture and

Transparency | establishing just culture | transparency practices that has been | transparency practices, This policy is | transparency practices. This policy is
and transparency adopled in some but not all areas of | adopted by all areas of the understood by all clinicians and staff
practices, the arganization. arganization and training /s provided and includes an audit and reporting

to all clinicians and staff. program fo ensure equal deployment
across all areas and levels of the
organization.

Harm Events | Harm events and All harm events and reported near All harm events and reported near All harm events and reported near
reported near misses misses are reviewed and evaluated in | misses are reviewed and evaluated in | misses are reviewed and evaluated in a
are reviewad & timely manner. The CEQ is notified | a timely manner. The CEO and Board | timely manner. The CEO and Board
periodically, but not within 24 hours of a serious adverse Chair are notified within 24 hours of a | Chair are notified within 24 hours of a
consistently. avent. serious adverse event. serious adverse event. Fatienf and

family communication is completed in
accordance with best practices.

Meeting Safety is not on all Safety is a topic included on all At least 20% of all leadership and At least 20% of all leadership and board

Agendas leadership and board leadership and board meeting board meeting agendas are meeting agendas are dedicated to




Culture, Leadership & Governance

Safety Culture
Surveys

SCORE: 1

No or some
units/departments
conduct patient safety
culture surveys.

SCORE: 2

An organization-wide patient safety
culture survey occurs af least every 2
years using a validated survey tool.

SCORE: 3

An organization-wide patient safety
culture survey occurs at least every 2
years using a validated survey tool.
Survey data is tracked and trended
with the ability to drill down to the
unit’department level. Action plans
are put in place on an inconsistent
basis.

SCORE: 4

An organization-wide patient safety
culture survey occurs at least every 2
years using a validated survey tool.
Survey data is tracked and trended with
the ability to drill down to the
unit'department level. Action plans are
put in place as a result of the data and
progress is monitored and evaluated for
improvement. Data and aclions are
shared at all organization levels.

TOTAL SCORE:

Culture, Leadership, and
Governance




Patient and Family Engagement

. to the goal of fully engaging patients, families, and care partners in all aspects of
Commit care at all levels.
. competencies for all health care professionals forthe engagement of patients,
Establish families, and care partners
Engage patients, families, and care partners in the co-production of care
Include patients, families, and care partners in leadership, governance, and safety and

improvement efforts

Ensure equitable engagement for all patients, families, and care partners

Promote a culture of trust and respect for patients, families, and care partners



Learning Systems

_ to continuous learning within organizations by creating and strengthening internal processes
Commit that promote transparency and reliability and through sharing as part of an integrated learning
system and networks.

Facilitate both intra- and inter-organizational learning
Accelerate the development of the best possible safety learning networks
Inclité?/teelc?gd systems to facilitate interprofessional education and training on safety

Deve|0p shared goals for safety across the continuum of care

EXpedite industry-wide coordination, collaboration, and cooperation on safety




Workforce Safety

to workforce physical, psychological, and emotional safety and wellness,

Commit and full and equitable support of workers.

Implement a systems approach to workforce safety

accountability for physical and psychological safety and a healthy work
environment that fosters the joy of the health care workforce

Assume

Develop,
(XYoll[(ol=-1a[s M priority programs that equitably foster workforce safety
execute on




The Action Plan in Action




ECRI Experience: Advancing Safety Through a
Learning System Approach

ECRI and the ISMP PSO

« Leverage NAP with select Patient Safety LeamningSystem for Satety
Organizations (PSOs)
: . & |
« Complete assessment electronically to determine & <
: : : Y e
state of maturity; comprehensive report provided < & et %
for Safety Providers m

« Debrief and provide guidance on implementation

ECRI and the Patient Safety
ISMP PSO Events

priorities and strategies to improve total systems

approach; reassess in one year

i . Pp
« Collaborating across the PSO the community to QETICE

disseminate best practices and solutions




Feedback From Pilot

« Allow team members to review and consider responses in advance to avoid Group
Think

« Create a sense of safety during discussion for everyone to feel open to sharing their

ideas/thoughts

« Helpful exercise for new and tenured leaders to understand the current state and

opportunities for implementing changes

« “Enlightening to hear other’s perspectives on the state of our patient safety”

- “Powerful opportunity to have a conversation about safety that we have never had
before”




Advancing Patient Safety Assessment

* Goal - Complete the assessment with 12 ministry markets by March 2023;
4 completed as of 12/2022

* Who:
* (C-Suite
* Quality and Safety
« Risk Management
« Associate Health
* Physical Safety
« Patient/Family Experience

& Ascension




Logistics

Elicit hopes and fears about current state of safety

« Establish group rules; check egos at the door

« Establish shared purpose — “All Teach, All Learn”

« Assess using probing questions and constructively challenge
« Establish consensus priorities

» Close the loop - hopes and fears

Next steps — local action

& Ascension




Opportunities for Improvement: CLG

Total Current State Recommended Actions

Score Description

7-11 Just Beginning + (Create an action plan for and use improvement science methods to begin improvement in lowest scoring area(s).

s  Add patient safety improvement to the responsibilities of all leaders.

* Create an explicit plan for the entire organization to practice transparency in sharing data and communications.

+« Add a patient story to start each board and executive meeting, with examples of what has gone well and what can be improved.

12-17 | Making Progress | «  Assign each senior leader responsibility to lead specific patient safety improvement initiatives, meeting with the team regularly and supporting all
efforts.

* Develop a plan to ensure that all senior leaders are trained and understand the principles of patient safety.
* Create a written just culture policy that clearly applies to all levels and staff in the organization.

» Escalate all serious events to the senior level and chairman of the board within 24 hours of occurrence.

+ Dedicate a portion of every meeting agenda to the discussion of patient safety issues.

18-23 | Significant *  Senior leaders, with support and advice from staff, set the goals and strategic plan for the organization.

Impact * Incorporate patient safety goals into the strategic plan. Each goal should have a clear aim, interventions to be tested, and associated measures
to assess progress toward aims.

+ Assess all leaders, at all levels of the organization, for progress in fostering a culture of safety and work toward patient and workforce safety
goals, with the purpose of reflection and recalibration as needed.

* Develop a clear aim and action plan to address all safety issues and defects discussed during meetings.

24-28 | Exemplary +« Move from proactive to generative in the approach to patient safety, clarifying that safety is not a project but a way of working.
Performance « Ensure all leaders and staff at every level of the organization feel clear ownership for patient safety.

+ Implement an adverse event review process that begins with and focuses on a review of systems.

+  Clearly identify the role of the board and senior executives in reviewing and overseeing patient outcomes.

* Communicate with staff about their individual roles in improving patient safety, including working as a team to improve the system and ensuring
reliable processes that support evidence-based care.




What's one take away or next step for you?




Questions, Discussion, Reflections

pmcgaffigan@ihi.org; @PMcGaffigan_IHI



mailto:pmcgaffigan@ihi.org

Appendix




NCS Member Organizations

« America’s Essential Hospitals (AEH)

« American Association of Retired Persons (AARP) Public Policy Institute
« American Board of Medical Specialties (ABMS)

« American College of Healthcare Executives (ACHE)

« American College of Physicians (ACP)

« American Hospital Association (AHA) / American Organization for Nursing
Leadership (AONL)

« American Nurses Association (ANA) / Nursing Alliance for Quality Care (NAQC)
« American Society of Health-System Pharmacists (ASHP)

 Agency for Healthcare Research and Quality (AHRQ)

* Centers for Disease Control and Prevention (CDC)

« Centers for Medicare and Medicaid Services (CMS)

« Children's Hospitals' Solutions for Patient Safety (SPS)

* DNV GL Healthcare

ECRI

Food and Drug Administration (FDA)

Healthcare Information and Management Systems Society (HIMSS)
Institute for Healthcare Improvement (IHI) and IHI Lucian Leape Institute
Institute for Safe Medication Practices (ISMP)

The Joint Commission

Mass General Brigham

* Mothers Against Medical Error

National Association for Healthcare Quality (NAHQ)
Occupational Safety and Health Administration (OSHA)
Project Patient Care

Society to Improve Diagnosis in Medicine (SIDM)

VA National Center for Patient Safety/Veterans Health Administration "



National Action Plan References

National Steering Committee for Patient Safety. Safer Together: A National Action Plan to Advance Patient

Safety. Boston, Massachusetts: Institute for Healthcare Improvement; 2020.

National Steering Committee for Patient Safety. Implementation Resource Guide: A National Action Plan to

Advance Patient Safety. Boston, Massachusetts: Institute for Healthcare Improvement; 2020.

National Steering Committee for Patient Safety. Self-Assessment Tool: A National Action Plan to Advance

Patient Safety. Boston, Massachusetts: Institute for Healthcare Improvement; 2020.

Available at www.ihi.org/SafetyActionPlan



http://www.ihi.org/SafetyActionPlan

Additional References

Gandhi T. Achieving Zero Inequity: Lessons Learned from Patient Safety. NEJM
Catalyst. May 27, 2021.

Strategies to Improve Patient Safety: Final Report to Congress Required by the Patient

Safety and Quality Improvement Act of 2005. Rockville, MD: Agency for Healthcare
Research and Quality; December 2021. AHRQ Publication No. 22-0009.



https://catalyst.nejm.org/doi/full/10.1056/CAT.21.0078
https://pso.ahrq.gov/sites/default/files/wysiwyg/strategies-improve-patient-safety-final.pdf
https://pso.ahrq.gov/sites/default/files/wysiwyg/strategies-improve-patient-safety-final.pdf

Patient and Family Engagement

SCORE: 1 SCORE: 2 SCORE: 3 SCORE: 4 ROW
SCORE
Patient and The organization does The organization has a Patient and The organization has an actively The organization has an actively
Family not have a Patient and Family Advisory Council. The engaged Patient and Family engaged Patient and Family Advisory
Advisory Family Advisory Council | organization does not have a Advisory Council. Senior leaders Council. Senior leaders ensure the
Council (PFAC) | or the role of the PFAC | mechanism to measure the impact of | ensure the PFAC informs an PFAC informs an organization- or
is very limited. this work. organization- or system-wide system-wide strategy and measurement
strategy and measurement plan for plan for patient engagement that
patient engagement. includes patient and community
representation on all boards and
committees, event review processes,
and improvement initiatives.
Co-Design Care | Some clinicians fully Some clinicians involve patients in All clinicians are trained to involve All clinicians fully involve patients in their
with Patients involve patients in their | their care, including use of “What patients in their care, including use care, including use of “What matters to

care.

matters to you?" questions,
checklists, and shared decision-
making tools. Some clinicians
complete huddles and shift changes
at the bedside.

of “What matters to you?" questions,
checklists, and shared decision-
making tools. The organization
recommends completing all huddles
and shift changes at the bedside.

you?" questions, checklists, and shared
decision-making tools. Al huddles and
shift changes are completed at the
bedside.

Training and

The organization does

There is limited safety and patient-

The organization provides safety and

The organization provides safety and

Resources not provide safety and provider communication training. patient-provider communication patient-provider communication training
patient-provider Resources are available to all training and resources to all patients, | and resources to all patients, clinicians,
communication training patients, clinicians, and staff These clinicians, and staff. These and staff. These educational materials
and resources to educational materials are available in | educational materials are available in | are available in the preferred language
patients, clinicians, and | some of the preferred languages of the preferred language of each and appropnate literacy level for each
staff. patients. patient. patient.

Patient Portals | Patients do not have Patients have access to their Patients have access to their Patients have timely and full access to

timely and full access to
medical records and
visit notes.

medical records through an online
portal. There is not an organizational
program to ensure that all patients
know about and are able to access
their records.

medical records through an online
portal. There is an organization-wide
program fo raise awareness about
patient ability to access their medical
records and advisors are available to
assist patients as needed.

medical records and visit nofes through
a user-friendly online portal. There is an
organization-wide program to raise
awareness about patient ability to
access their medical records and
advisors are available to assist patients
as needed. The organization monitors
patient activity on this platform to
understand use and usability, and
fosters increasing use by all patients.




Patient & Family Engagement

Equity

SCORE: 1

The organization does
not segment and review
adverse event data and
patient experience
feedback by
characteristics such as
race, ethnicity, sexual
orientation, gender, age,
disability, and income.

SCORE: 2

The organization understands the
need to segment and address
adverse event data and patient
experience by different patient
segments and has begun to identify
the data necessary for this review.

SCORE: 3

The organization segments and
reviews all adverse event data and
patient experience feedback by
characteristics such as race,
ethnicity, sexual orientation, gender,
age, disability, and income. Senior
leaders regularly review identified
gaps, and action plans to address
heailth inequities are developed and
executed.

SCORE: 4

The organization segments and reviews
all adverse event data and patient
experience feedback by characteristics
such as race, ethnicity, sexual
orientation, gender, age, disability, and
income. Senior leaders regularly review
identified gaps, and action plans to
address health inequities are developed
and executed. All leaders, clinicians,
and staff receive training in health equity
and unconscious bias.

ROW
SCORE

Communication
and Resolution
for Adverse
Events

The organization does
not have a
communication and
resolution program
(CRP) to respond to
adverse events.

The organization has made a
commitment to a communication and
resolution program (CRP) to respond
to adverse events, but has not made
it organizational policy.

The organization has a
communication and resolution
program (CRP) to respond to
adverse events. All staff are frained
in appropriate response to adverse
events.

The organization has a communication
and resolution program (CRP) and a
staff training plan in place to respond to
adverse events. Support programs are
available for patients and families,
clinicians, and staff who are impacted by
these events. The program is regularly
reviewed by senior leaders and the
board.

Escalation
Pathways for
Safety Events

There is no mechanism
for patients and families
to report safety events
outside of the complaint
system.

Fatients have the ability to report
safety events into a patient safety
database, though the system may be
variable across the organization.

Patients have the ability to report
safety events into a patient safety
database, and there is a structured
system for patients and families to
escalate concemns about their care
through the use of a rapid response
team or other structured response
mechanism.

Patients have the ability to report safety
events into a patient safety database,
and there is a structured system for
patients and families to escalate
concerns about their care through the
use of a rapid response team or other
structured response mechanism. The
organization regularly reviews and
responds to safety events that have
been raised by patients and families.

TOTAL SCORE:
Patient and Family Engagement




SCORE: 1 SCORE: 2 SCORE: 3 SCORE: 4 ROW
SCORE

Harm Events Harm events and The organization follows up on The organization has clear processes | The organization has clear processes in

reported near misses serious harm events, but lessons in place in some areas to evaluate place to evaluate and learn from near

are reviewed learned are not shared with the entire | and learn from near misses and misses and safety events across the

periodically, but not organization. safefy events, including voluntary and | organization, including voluntary and

consistently. Voluntary anonymous reporting systems anonymous reporting systems available

and anonymous available to all staff and defined to all staff, defined event review

reporting is sporadic. event review processes. processes, and audit systems.
Patient There is no process to Less than one guarter of the areas of | The organization includes patient and | The organization includes patient and
Engagement | engage patients and the organization engage patients and | family representatives in af least half | family representatives in all learning

families and/for their
involverment in learning
systems is discouraged.

families in learning systems and
feedback processes.

of all learning systems and feedback
processes.

systems and feedback processes.

Event Review

Organizational leaders
are not involved in event

Clinical leaders are involved in event
investigations. Information is shared

Clinical leaders are involved in event
investigations. Information is shared

Clinical leaders are involved in event
investigations. Information is shared in

investigations. in the involved department/service in the involved department/service the involved department/service and
Information is not only. and learnings are communicated to learnings are regularly communicated to
shared and staff. There are some examples of all staff. All team members can share
transparency is improvement spurred by reported examples of improvements spurred by
discouraged. events. reported events.
Education There is no clearly Select staff members in select The organization's documented The organization's documented human
and defined strategy for departments receive basic patient human resources sfrategy includes a | resources strategy includes a defined
Competencies | patient safety safety education as a part of their defined patient safefy curriculum and | patient safety curriculum and
competencies or role within the organization. competencies for clinical roles and competencies for all roles, regular
education within the evaluations to assess these evaluations to assess these
organization. competencies. Action plans for competencies, and action plans for
continuing education are limited to continuing education of all leaders,
leaders and clinicians. clinicians, and staff.
Learning The organization does Although the organization is a The organization has started actively | The organization actively parficipates in
Networks not participate in member of a leaming network, participating in a system-wide and/or | a system-wide and/or external learmning
learning networks. participation is limited. external learning network that shares | network that shares data and
data and established best practices. established best practices. The
The organization has developed a organization infegrates this leaming in
plan to integrate this learning. an ongoing way.
Safety Goals The organization's goals | The organization's goals include The organization has specific patient | The organization adopts bold national

are vague and do not
specify patient safety.

specific patient safety goals, but
targets are not bold. There is no
formal process to collect best
practices, but rather a reliance on
staff willingness to report back from
meetings and other outside sources.

safefy goals, shares learning, and
incorporates evolving evidence-
based best practices with the aim of
eliminating specific types of harm and
improving safety.

goals, shares learning, and incorporates
evolving evidence-based best practices
with the aim of eliminating specific types
of harm and improving safety.

TOTAL SCORE:
Learning System




Workforce Safety

Job
Descriptions

SCORE: 1

Job descriptions and
performance
expectations for leaders
do not reflect
accountability for
workforce safety.

SCORE: 2

Job descriptions and performance
expectations for some leaders reflect
accountability for workforce safety.

SCORE: 3

Job descriptions and performance
expectations for all leaders reflect
accountability for workforce safety.

SCORE: 4

Job descriptions and performance
expectations for all leaders reflect
accountability for workforce safety. In
addition, the organization has appointed
designated leaders to champion and
drive improvement in workforce safefy.

Safety
Strategy

The organization does
not yet have an explicit
workforce safety

strategy.

The organization has an explicit
workforce safety strategy, but it is not
aligned with the mission and patient
safety strategy.

The organization has an explicit
workforce safety strategy that is
aligned with the mission and patient
safety strategy.

The organization has an explicit
workforce safety strategy that is aligned
with the mission and patient safety
strategy. This strategy includes a multi-
year work plan, metrics, and a well-
understood reporting protocol.

Occupational
Safety

The organization does
not consult with
occupational safety
experts and does not
have a system to
capture and control job
hazards by position.

The organization periodically consults
with occupational safety experts and
is working to ensure the development
of a system to capture and control job
hazards by position.

The organization regularly consults
with occupational safety experts to
ensure the development of a system
to capture and control job hazards by
position.

The organization employs and fully
integrates occupational safety experts to
ensure the development and use of a
system to capture and control job
hazards by position.

employees and staff, physical and
psychological harm, and captures
(control) job hazards by position.

Budgeting Organizational and Organizational and department Organizational and department Organizational and department budgets
department budgets are | budgets reflect adequate resources budgets reflect adequate resources reflect adequate resources for staff
not designed to address | for staff safety, including equipment, for staff safety, including equipment, safety, including equipment, systems,
resources for staff systems, and personnel. systems, and personnel. These and personnel. These budgets are
safety, including budgets are reviewed by senior reviewed and championed by senior
equipment, systems, leaders. leaders.
and personnel.
Safety The organization does The organization has a workforce The organization has a workforce The organization has an infegrated
Reporting not have a workforce safety reporting system to identify safety reporting system that allows patient and workforce safefy system that
System safety reporting system. | physical harm. for anonymous reporting by allows for reporting of physical and

psychological events of harm and
anonymous reporting by all
employees/staff and patients and
families. The system includes
stratification of sociodemographic data,
evaluation of and plans to identify
inequities, and monitoring and
evaluation to foster meaningful action to
address inequities.




Workforce Safety

Priority Safety
Programs

SCORE: 1

The organization tracks
several or all of the
following priority
programs:
slips/trips/falls
prevention, safe patient
handling, exposures,
sharps injuries, and
violence prevention.

SCORE: 2

The organization tracks the following
priority programs: slips/trips/falls
prevention, safe patient handling,
exposures, sharps injuries, and
violence prevention. The organization
has developed an action plan to
respond when an injury occurs.

SCORE: 3

Action plans for workforce safety
include metrics and are developed for
some departments. The organization
tracks the following priority programs:
slips/trips/falls prevention, safe
patient handling, exposures, sharps
injuries, violence prevention, and
psychological safety.

SCORE: 4

Action plans for workforce safety include
metrics and are developed and
implemented for all departments. Ata
minimum, these plans include the
following priority programs:
slips/trips/falls prevention, safe patient
handling, exposures, sharps injuries,
violence prevention, and psychological
safety.

Safety Events

Workforce safety is
discussed only when
there is a serious safety
event.

The organization engages in
intermittent communication with staff
about workforce safety hazards,
incident rates, safety stories, and
actions taken to improve workforce
safety.

The organization engages in frequent
communication with staff about
workforce safety hazards, incident
rates, safety stories, and actions
taken to improve workforce safety.

The organization is fully transparent
about and engages in regular
communication with staff about
workforce safety hazards, incident rates,
safety stories, and actions taken to
improve workforce safety.

TOTAL SCORE:
Workforce Safety




Opportunities for Improvement: PFE

Total

Current State

Score Description

Recommended Actions

7-1 Just Beginning + Establish a Patient and Family Advisory Council (PFAC), learning from others how to optimize engagement with this council to understand what
matters to patients.
+ Teach all care delivery staff and others in the organization the importance of engaging with patients in developing their treatment plans.
+ Investigate data available to assess equity in care delivery.
12-17 | Making Progress | « Demonstrate the importance of engaging patients and families through leadership behaviors.
* Include discussions between patients and leaders during walkarounds.
+« Develop measures that provide information on the success and impact of engaging the PFAC in improvement activities.
+ Provide information for patients at the appropriate literacy level.
+ |dentify how to use existing data to explore inequities and add new segments as needed to ensure all patients are considered.
+ Include patients and human factors experts when designing a portal for patients to access their medical information.
18-23 | Significant #« Teach clinicians how to ensure transparency when offering treatment choices to patients and work to understand what matters to all patients.
Impact « Ensure digital literacy and access so that patients can access their medical information through a portal.
*« Take actions specifically focused toward the goal of ensuring equitable care and treatment for all patients and staff.
+« Segment staff data when examining equity for patients and the workforce.
« Commit to and build the appropriate infrastructure to support a communication and resolution program to respond to adverse events.
24-28 | Exemplary « Counsel leaders and staff to model patient-centered thinking by asking the guestion, “What will this mean for the patient?” prior to making any
Performance changes or decisions.

+« Ensure the organization's PFAC is consulted in any improvement efforts and in policy developments.
+ Create and implement a plan to ensure that all patients have access to their medical records and can navigate the patient portal for personal

information, clinical notes, and communication with the care team.

+ Fully implement a communication and resolution program, offering support for patients, families, and clinicians involved in an adverse event.




Opportunities for Improvement: WFS

Total Current State Recommended Actions
Score Description

7-11 Just Beginning «  Adopt the explicit aims to embrace workforce safety as a core value and eliminate harm to the workforce. Develop plans and allocate budgets
and human resources for workforce safety.

« |dentify where any workforce safety data currently resides, and who collects and reports on key OSHA metrics. |dentify occupational health
leaders and establish a plan for conducting a gap analysis of the current state.

« Conduct a business case/ROI for workforce safety in alignment with leadership, occupational health, human resources, finance, and safety/risk
leaders.

« Assess whether current reporting systems have the capability for reporting workforce injury and illness.
«  Benchmark workforce safety strategies, practices, and systems.
» Establish a plan to conduct workforce safety surveys.

12-17 | Making Progress | «  Assign accountability for creation and monitering of workforce safety dashboards for presentation to leaders and trustees and include in job
descriptions. Integrate workforce safety dashboards into leadership and board meetings.

»  Conduct workforce and workplace safety surveys and communicate data and actions across the organization.

« Develop a plan to capture and stratify workforce safety data by position and sociodemographic factors. Identify and implement a workforce
safety reporting system that has the capability to collect stratified data.

« Implement organization-wide training on policies and processes for reporting physical and psychological harm events.
* |Incorporate appropriate responsibilities for workforce safety in all job descriptions.

18-23 | Significant * Assess all candidates for hiring, contracting, and promotions for evidence of workforce safety commitment and practices.
Impact =  Ensure that all leaders, managers, and staff are aware of workplace safety statistics and related actions taken to address and reduce harm.
« Align patient and workforce safety with harm reduction goals and strategies.

« Ensure that organizational and local-level workforce safety initiatives consistently monitor for and address inequities related to physical and
psychological harm.

= Engage community services as part of de-escalation and workplace viclence strategies.

24-28 | Exemplary « Ensure plans for workforce safety are embedded in all succession strategies and related requirements prioritize workforce safety.
Performance e Share experiences in organized learning networks to enable scale-up of successful practices across other organizations.

*  Speak and publish on pathways to mature a culture of workforce safety and workforce safety systems and practices.

« Articulate the business case for workforce safety to external audiences. H
* |dentify, monitor, and address workforce harms from inequities.




Opportunities for Improvement: LS

Total Current State Recommended Actions

Score Description

6=10 Just Beginning « Intentionally work to develop trust and psychological safety to improve reporting of safety issues.

« Design investigations into adverse events to include clinical leaders and others to ensure a larger system view.

« Learn from other health systems how patient safety has been incorporated into their strategic plans.

« Emphasize that patients must be engaged in investigation of all adverse events. Use simulation to learn how to best engage patients.

11-15 | Making Progress | »  Ask leaders to share data and decision-making processes as a step toward building transparency and a culture of safety.

¢ Investigate both adverse events and near misses to leamn about a systems approach to understanding and addressing contributing factors.

« Provide all staff with basic training in patient safety, taking advantage of existing curricula.

» Set bold targets focused on being the best, rather than just better than benchmark.

» Join networks of like-minded organizations (e.g., patient safety organizations, like-sized hospitals, groups of hospitals with similar specialties) to
share lessons leamed and learn from others.

= Collect data and review with experts in data management, analyzing trends and variation.

= Develop a culture of transparency by sharing results of investigations and changes to be tested in a way that does not violate patient privacy or
jeopardize discovery protections.

16-20 | Significant ¢ Lead with humility, asking those who do the work to help address defects and improve patient safety.
Impact « Continue to expand the role of patients and families in improvement efforts.
¢« Provide all leaders with the opportunity to gain the data analysis skills needed to determine opportunities for improvement.

¢« Dedicate a quality board for each clinical area around which staff and leaders meet to discuss progress and defects that must be addressed.

21=24 | Exemplary « \fiew and share adverse events and near misses as leaming opportunities, ensuring all improvement decisions are driven by data.
Performance »  Audit use of data to ensure it is employed appropriately for improvement and accountability.

* Use tools such as RCA? and FMEA to understand system-level issues.

¢« Plan for staff development to include training and awareness of safety issues and the methods to address identified defects.

« Assign individuals to monitor for changes in science/evidence and processes that will impact the organization.
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