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Session Objectives

LIST AT LEAST 3 OF THE 17 UNDERSTAND THE LINK BETWEEN IDENTIFY 3 RESOURCES FOR
RECOMMENDATIONS TO ADVANCE THE NATIONAL ACTION PLAN AND IMPLEMENTING THE
PATIENT SAFETY NEW CMS PATIENT SAFETY RECOMMENDED ACTION PLAN TO
STRUCTURE STANDARDS IMPROVE PATIENT SAFETY AT YOUR

HOSPITAL



The Complexity of Healthcare Systems

People: Thisincludes

healthcare professionals with

diverse knowledge, skills, and
responsibilities. Each person,
from nurses to pharmacists, is
essential to the system’s

functionality.

Tools and Technologies: The

equipment and technology used

in healthcare—infusion pumps,

MRI machines, and electronic E
health records—must be user- =
friendly and effective to support

patient care.

Physical Environment: The
spaces where care is
delivered—such as patient
rooms, operating theaters, and
laboratories—must be designed
for efficiency and safety.

Tasks and Processes: The
millions of daily tasks
performed, from administering
medication to cleaning patient
rooms, are the backbone of
healthcare operations.

Organization: This includes the
mission, vision, policies, and
management structure of
healthcare facilities, which
directly influence how care is
provided.




Acknowledging Numerous
Risks in Healthcare

Technology

Legal &
Compliance

* As long as healthcare involves
humans, there will be mistakes.

Financial

* However, error-likely situations are
predictable, manageable, and
preventable if we focus on why
mistakes happen and apply lessons
learned to prevent them from
happening again

Human Capital

Operational

Strategic/Extemal

Clinical/Patient Safety

Figure 5: Sample Risk List

» Natural Disaster
# Failure to Plan
* Failure to ActTimely

# |nability to Manage a Crisis

* No Backup Systems or Appropriate
Duplicate systems

* Multiple Vendors

= Social Networking
= Information Breach
= Bar Coding

= Hybrid EMR

¢ |T Infrastructure & Security
* Paucity of IT Professionals
* Failure to Act in aTimely Manner

* Incompatible Programs

+ Conflicts of Interest
= Fraud, Theft and Embezzlement

= Governance, Compliance and
Oversight

* ACO

» HIPAA Privacy & Security
* Health Reform

* Employment Practices

= Credit/Collections

* Financial Performance

» Billing Accuracy/Compliance

= Payer Mix/Reimbursements

* Pension/Retirement Obligations
« Philanthropy/Fundraising /Capital

Campaign
* Failure to Meet Margin
* Uncompensated Care
» Access to Capital
* Contract Management
* Revenue Enhancement

» Hiring & Retention

= Organizational Structure, Alignment
& Direction

= Succession Planning
= Unionization
eTurnover

* Recruitment

* Aging Workforce

* Disruptive Behavior

* Flex Staffing

* Workers' Compensation
» Physician Shortage

= Business Management Discipline/
Cost Management

* Equipment Maintenance

* Facility Maintenance
*Timely Access to Care

= Competition

= Affiliation, Mergers & Acquisitions
=\ariability in Patient-Related Volume
* Research Grant/Funding Availability
= Diminished Market

* Regulatory Change /Healthcare
Reform

* Conflict of Interest

» Decreased Capital Spending

* Hospital/ Physician Relationship

» Availability of Public Data (HAIVHAC)

= New Models for Care Delivery
= Failure to Refer

= Failure to Diagnosis

= Clinical Continuity

» Insufficient Discharge Planning
* Inconsistent Clinical Competency

* Failure to Identify & Follow Evidence
Based Medicine




Patient Safety Today

Between 2010 - 2019 rates of
adverse events for heart failure,

m pneumonia, and major surgical

procedures significantly
decreased (JAMA, 2022)

Performance on a range of other
key safety metrics from 2019 -
2021 also showed significant
worsening (CMS, 2024)

Since 2020, and the COVID-19
pandemic, healthcare-acquired

infections, falls, and pressure
ulcers increased (AHRQ, 2023)

When a patient is admitted to
hospital, harm occurs 24% of the
time; more than 40% determined
to be preventable (HHS, 2018)



“Now more than ever, we must all work together to
create the safest health care possible. Health care
organizations are in different places on their
respective paths, but we all have further to go and
more to learn and share”

National Steering Committee for Patient Safety




Safer Together

* |HI published in 2020
17 recommendations, 4 foundational areas

Culture, Patient and
Leadership, and Family
Governance Engagement

Workforce
Safety

* Serves as the foundation for the CMS Patient
Safety Structural Measures — October 1, 2024

Safer Together

A National Action Plan to
Advance Patient Safety

The Institute for Healthcare Improvement convened
the National Steering Committee for Patient Safety
as a collaboration among 27 national organizations
committed to advancing patient safety.

Institute for
Healtheare
Improvement

How to Cite This Document: National Steering Committes for Patient
Boston, Massachusetts: Institate for Healtheare Improvement; 2020. (Aval



25 Statements Across Five Domains

Informed by Safer Together: The National Action Plan to Advance Patient Safety:
1. Leadership commitment to eliminating preventable harm

2. Strategic planning and organizational policy

3. Culture of safety and learning health system

4. Accountability and transparency

5. Patient and Family Engagement

CMS Patient
Safety Structural
Measures

Attestation Timelines:
* Attestation reflects activities completed January - December 2025
) * Attestation is due May 2026
Attestation-based measures that * Hospitals will not be penalized for low scores, but Medicare payments will be
assess whether hospitals reduced starting on Oct. 1, 2027, for hospitals that do not submit their data
demonstrate having a structure and

culture that prioritizes patient safety Because the measure looks at structure and policy (hot outcomes),
compliance is entirely under the organization’s control.

JOALEILY
r %G\{TE!IREl CULTUREm CARE| CAR: The measure applies to hospitals that participate in CMS’s Hospital Inpatient Quality
: | Reporting Program and the PPS-Exempt Cancer Hospital Quality Reporting Program.

Children’s hospitals, inpatient psychiatric hospitals, long-term care hospitals, and
rehabilitation hospitals are excluded.

AL S5
CARE\I | j A | CMS will publicly report each hospital’s overall score (0-5) annually on its consumer-

: friendly Care Compare website and its Provider Data Catalog.
EMERGENCY

| MANAGEME mzsmnsz



https://www.qualityreportingcenter.com/globalassets/2024/06/iqr/2.-hospital-iqr-fy-2026-program-guide_vfinal508_c.pdf
https://www.qualityreportingcenter.com/globalassets/2024/06/iqr/2.-hospital-iqr-fy-2026-program-guide_vfinal508_c.pdf
https://www.cms.gov/medicare/quality/initiatives/hospital-quality-initiative/pps-exempt-cancer-hospital-quality-reporting-pchqr-program
https://www.medicare.gov/care-compare/?providerType=Hospital
https://data.cms.gov/provider-data/

Culture, Leadership, & Governance

National Action Plan to Advance Patient Safety Domain Recommendations

meme 1. Ensure safety is demonstrated as a core value

2. Assess capabilities and commit resources to

advance safety

3. Widely share information about safety to promote

transparency

4. Implement competency-based governance &
leadership

https://www.ihi.org/national-action-plan-advance-patient-safety



https://www.ihi.org/national-action-plan-advance-patient-safety

Culture, Leadership, & Governance
Example Tactics, Implementation Resource Guide

Implement Just Culture

Allocate time in
leadership meetings
and board meetings to
address quality and
safety

Ensure policies,
procedures, and
performance
evaluations support a
culture of safety

Share patient and family
experiences with staff,
leaders, and board
members

Commit to sharing key
safety information
internally & externally

Ensure physical and
psychological safety of
the workforce

Align leaders’
performance reviews
and compensation with
safety goals

Assess board members
and senior leader
competencies in safety,
equity, and data
literacy.

Dedicate the necessary
resources to develop
quality and safety data
analytics

Prioritize safety in
strategic, financial, and
operational plans

Require board member
competency in safety
and completion of a
minimal annual
assessment

Allocate resources to
translate data into
practice improvements

Participate in learning
networks to encourage
internal and shared
learning

https://www.ihi.org/national-action-plan-advance-patient-safet


https://www.ihi.org/national-action-plan-advance-patient-safety

Patient & Family Engagement

National Action Plan to Advance Patient Safety Domain Recommendations

5. Establish competencies for all health care professionals for the
engagement of patients, families, and care partners.

6. Engage patients, families, and care partners in the co-production of
care.

7. Include patients, families, and care partners in leadership, governance,
and safety and improvement efforts.

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

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

https://www.ihi.org/national-action-plan-advance-patient-safety



https://www.ihi.org/national-action-plan-advance-patient-safety

Patient & Family Engagement

Example Tactics, Implementation Resource Guide

Create competencies for
health care professionals for
the engagement of all
patients, families, and care
partners

Recognize patients, families,
and care partners as full
partners on the health care
team

Ensure that patient/family
educational materials use
plain language and are
designed and validated for
varying literacy levels and
languages

Ensure that patient and
family perspectives and
experience data are
systematically included in
board discussions and
planning work

Apply practices of equity and
trauma-informed care that
are contextually appropriate
for the unique needs of
patients and families

Launch a public education

campaign to advise the public

about what they can do to
improve safety and reduce
the risk of harm in their care

Engage patients and families
on health care organization
governing boards, Patient and
Family Advisory Councils,
and quality and safety
committees

Transparently provide
information related to the
organization’s safety and
quality performance with

patients and families during
the informed consent
process

Seek to understand and
address patient priorities by
asking, “What matters to
you?”

Analyze safety data to identify
and address gaps related to
the social determinants of
health

https://www.ihi.org/national-action-



https://www.ihi.org/national-action-plan-advance-patient-safety

Workforce Safety

National Action Plan to Advance Patient Safety Domain Recommendations

|: 10. Implement a systems approach to workforce safety. :|

11. Assume accountability for physical and

psychological safety and a healthy work environment
| that fosters the joy of the health care workforce. |

12. Develop, resource, and execute on priority
programs that equitably foster workforce safety




Workforce Safety

Example Tactics, Implementation Resource Guide

Educate leaders and
governance bodies about the
impact of workforce harm

Adopt healthy work
environment standards to
promote physical and

psychological safety as well
as joy in work

Develop a workforce safety
strategy that aligns with the
organizational mission,
patient safety goals,
responsiveness to workforce
safety data, and resource
allocation

Ensure that communication
and accountability about the
workforce safety plan,
process and outcomes
measures, is transparent
across the entire organization

Promote worksite wellness
behaviors through
established programs.

Systematically assess the
hazard risks of all job tasks
(ergonomic, chemical,
infectious pathogens,
assaults, slippery surfaces)

Role model and practice
safety with huddles, rewards
and recognition, storytelling,

and rounding.

Establish processes for
reporting and assessing
workforce safety hazards and
the overall impact on staff
retention, satisfaction, and
engagement

Establish systems to identify,
assess, and mitigate
hazards, including modified
shift schedules, fatigue
management, staffing levels,
and human factors.

Support workplace safety
through zero tolerance
expectations and clear
shared values (e.g., joy,

respect, trust

s://www.ihi.org/national-action-


https://www.ihi.org/national-action-plan-advance-patient-safety

Learning System

National Action Plan to Advance Patient Safety Domain Recommendations

[ 13. Facilitate both intra- and inter-organizational learning. :|
14. Accelerate the development of the best possible safety
‘ learning networks. \

15. Initiate and develop systems to facilitate interprofessional

education and training on safety.

16. Develop shared goals for safety across the continuum of

‘ care. \
17. Expedite industry-wide coordination, collaboration, and

‘ cooperation on safety \




Ensure the elimination of risk

and harm and sustained
levels of safety over time are
ultimate strategic goals of
the learning system

Use a systematic and
systems-based approach to
process improvement

Learning System

Example Tactics, Implementation Resource Guide

Develop and implement
processes to systematically
learn from safety events,

including input from patients,

families, and health care
professionals

Solicit feedback from
patients, families, including
people in higher risk
communities and
underserved populations,
about what works and what
needs improvement

Evaluate competencies for
patient safety

Integrate lessons learned
into the process of setting
goals and priorities for
interventions to improve
patient safety

Work to align incentives (e.g.,
payment, regulatory,
recognition) to enable
participation in learning
networks

Seek out and include patient,
family, care partner, and
community perspectives to
inform and guide all
activities.

Develop systems to engage
all staff in continuous
learning and use of data

Create standards for safety
education for all types of
health care professionals

and for relevant job
descriptions

s://www.ihi.org/national-action-



https://www.ihi.org/national-action-plan-advance-patient-safety

Domain 1:
Leadership
Commitment to
Eliminating
Preventable Harm

Our hospital senior governing board prioritizes safety as a core value, holds hospital
leadership accountable for patient safety, and includes patient safety metrics to
inform annual leadership performance reviews and compensation.

Our hospital leaders, including C-suite executives, place patient safety as a core
institutional value. One or more C-suite leaders oversee a system-wide assessment
on safety and the execution of patient safety initiatives and operations, with specific
improvement plans and metrics. These plans and metrics are widely shared across
the hospital and governing board.

Our hospital governing board, in collaboration with leadership, ensures adequate
resources to support patient safety (such as equipment, training, systems,

personnel, and technology).




Domain 2:
Strategic Planning
& Organizational
Policy

Our hospital has a strategic plan that publicly shares its commitment to patient
safety as a core value and outlines specific safety goals and associated metrics,
including the goal of “zero preventable harm.”

N\

Our hospital safety goals include the use of metrics to identify and address disparities
in safety outcomes based on the patient characteristics determined by the hospital to
be most important to health care outcomes for the specific populations served

N\

Our hospital has implemented written policies and protocols to cultivate a just culture
that balances no-blame and appropriate accountability and reflects the distinction
between human error, at-risk behavior, and reckless behavior.

 Our hospital requires implementation of a patient safety curriculum and
competencies for all clinical and non-clinical hospital staff, including C-suite
executives and individuals on the governing board, regular assessments of these
competencies for all roles, and action plans for advancing safety skills and behaviors.




Our hospital conducts a hospital-wide culture of safety survey using a
validated instrument annually, or every two years with pulse surveys on
target units during non-survey years. Results are shared with the governing
board and hospital staff, and used to inform unit-based interventions to
reduce harm

N\

|

Domaln 3' Our hospital has a dedicated team that conducts event analysis of serious

safety events using an evidence-based approach, such as the National
CUltu re Of Safety Patient Safety Foundation’s Root Cause Analysis and Action (RCA2).
& Learning

N\




Our hospital implements a minimum of 4 of the following high

reliability practices:

N
e Tiered and escalating (e.g., unit, department, facility, system) safety huddles at least 5 days a
week, with one day being a weekend, that include key clinical and non-clinical (e.g., lab,
housekeeping, security) units and leaders, with a method in place for follow-up on issues
identified.

e Hospital leaders participate in monthly rounding for safety on all units, with C-suite executives
rounding at least quarterly, with a method in place for follow-up on issues identified

¢ A data infrastructure to measure safety, based on patient safety evidence (e.g., systematic
reviews, national guidelines) and data from the electronic medical record that enables

" identification and tracking of serious safety events and precursor events. These data are shared

Do m a | n 3: with C-suite executives at least monthly, and the governing board at every regularly scheduled

meeting.

Cu ltu re Of Safety ¢ Technologies, including a computerized physician order entry system and a barcode medication
administration system, that promote safety and standardization of care using evidence-based
& Learnin sl
g’ * The use of a defined improvement method (or hybrid of proven methods), such as Lean, Six

Sigma, Plan-Do-Study-Act, and/or high reliability frameworks.

Contl n ued e Team communication and collaboration training of all staff.

* The use of human factors engineering principles in selection and design of devices, equipment,
and processes




Our hospital has a confidential safety reporting system that allows staff to report patient safety
events, near misses, precursor events, unsafe conditions, and other concerns, and prompts a
feedback loop to those who report.

N\

Our hospital voluntarily works with a Patient Safety Organization listed by the Agency for

Healthcare Research and Quality (AHRQ) to carry out patient safety activities as described in 42 CFR

3.20, such as, but not limited to, the collection and analysis of patient safety work product,

dissemination of information such as best practices, encouraging a culture of safety, or activities
\related to the operation of a patient safety evaluation system.

Patient safety metrics are tracked and reported to all clinical and non-clinical staff and made
public in hospital units (e.g., displayed on units so that staff, patients, families, and visitors can

Domain 4: o)
Accountability &
Transparency

[ Our hospital has a defined, evidence-based communication and resolution program reliably
implemented after harm events, such as AHRQ’s Communication and Optimal Resolution
(CANDOR) toolkit, that contains the following elements:

N\

*Harm eventidentification

*Open and ongoing communication with patients and families about the harm event
eEvent investigation, prevention, and learning

eCare-for-the-caregiver

eFinancial and non-financial reconciliation

ePatient-family engagement and on-going support

.



Our hospital has a Patient and Family Advisory Council that ensures patient, family, caregiver, and
community input to safety-related activities, including representation at board meetings,
consultation on safety goal-setting and metrics, and participation in safety improvement initiatives.

N\

Our hospital’s Patient and Family Advisory Council includes patients and caregivers of patients who
are diverse and representative of the patient population.

N\

o
([
DO m a I n 5 ° ' Patients have comprehensive access to and are encouraged to view their own medical records and
clinician notes via patient portals and other options, and the hospital provides support to help

Patient & Fa 11 i ly patients interpret information that is culturally- and linguistically-appropriate as well as submit

comments for potential correction to their record.

Engagement A

~ as patient submission of safety events, safety signals from patient complaints or other patient
safety experience data, patient reports of discrimination).




This all sounds easy, right?

* This is all a bit overwhelming
* There is still time, 8 months in fact!
* There are loads of resources available to help



Next Steps to Consider

Conduct a A Review Progress
One
Gap ! Resources Over
: Domain at .
Analysis a Time As a Team Perfection




STATUS PROJECT + TASK Olathe Paola Liberty COMMENTS
Establish ownership per facility KC, GB, OMC, MMC

Review project task list and ppt resource

1. Leadership Commitment to Eliminating Preventable Harm - The senior leadership and governing board at hospitals set the tone for commitment to patient safety. They must be
accountable for patient safety outcomes and ensure that patient safety is the highest priority for the hospital. while the hospital leadership and the governing board may convene a
board committee dedicated to patient safety, the most senior governing board must oversee all safety activities and hold the organizational leadership accountable for outcomes.
Patient safety should be central to all strategic, financial, and operational decisions.

(A) Our hospital senior governing board prioritizes safety
as a core value, holds hospital leadership accountable for
patient safety, and includes patient safety metrics to inform
annual leadership performance reviews and compensation.

Documentation: example of
Yes Yes Yes Yes Incentive Program requirements
for 5 star performance

Ongoing

(B) Our hospital leaders, including C-suite executives,
place patient safety as a core institutional value. One or
more C-suite leaders oversee a system-wide assessment on
safety (examples provided in the Attestation Guide), and Yes Yes Yes Yes Zero harm scorecard, meeting
the execution of patient safety initiatives and operations, minutes, emails weekly, etc.
with specific improvement plans and metrics. These plans
and metrics are widely shared across the hospital and
governing board.

In Progress

team, PSRT, annual training,

(C) Our hospital governing board, in collaboration with safety pillar training, NEO, Just

leadership, ensures adequate resources to support patient

In Progress . . Yes Yes Yes Yes culture training, IT Safety
safety (such as equipment, training, systems, personnel, e o
initiatives and prioritization
and technology).
process
(D) Reporting on patient and workforce safety events and
initiatives (such as safety outcomes, improvement work,
risk assessments, event cause analysis, infection outbreak Meeting minutes from board
In Progress ’ oIS, . Yes Yes Yes Yes £

culture of safety, or other patient safety topics) accounts for meetings from each hospital board
at least 20% of the regular board agenda and discussion
time for senior governing board meetings.




Additional
CMS PSSM
Resources

Attestation Guide for the Patient Safety Structural Measure in
CMS Quality Reporting

I. Preface

The purpose of the Patient Safety Structural Measure is to drive action and improvement in
patient safety across key domains. The development of the measure is anchored in best practices
and evidence for improving patient safety and reducing harm using a total systems framework
that views patient safety events as a result of system failure rather than individual error.'*?

The Patient Safety Structural Measure consists of five domains, each with statements to which
the hospital must respond. Affirmative attestation to all statements within a domain will be
required for the hospital to receive a point for that domain; partial credit will not be awarded. At
one point per domain, hospitals affirmatively attesting to all statements will receive the
maximum five points. Hospitals participating in the Hospital Inpatient Quality Reporting (IQR)
Program and the Prospective Payment System (PPS)-Exempt Cancer Hospital Quality Reporting
(PCHQR) Program would complete attestation during the CMS-specified time period.

This Attestation Guide for the Patient Safety Structural Measure provides information and
examples for illustrative purposes to support hospital response to the statements included in the
measure. Guidance is provided on select measure domains and statements, as needed: a glossary
of key terms and concepts is also provided. For each “Statement-specific guidance™ provided
below within each domain, the statement is identified as it appears in the Patient Safety
Structural Measure specifications, identified by the domain number and statement letter as it
appears in the measure specifications; the guidance for that statement immediately follows. [As
guidance is provided for select, but not all, measure statements, the statements identified in this
guide will not appear sequentially (e.g., Statement A, then Statement B, then Statement C. etc.).
Statements for which guidance was not deemed necessary have not been included. ]

II. Domain-Specific Guidance
Domain 1: Leadership Commitment to Eliminating Preventable Harm
Overarching guidance:

& There are varying governance structures at hospitals. For this measure:

o Hospital leadership is identified as the “senior governing board™ and C-suite
“leaders” or “executives.” Hospital leadership works directly with, and may
inchude, medical staff responsible for quality delivery of care within the hospital.

o Senior governing board is intended to be the body with fiduciary responsibility for
the hospital, in charge of resource management, with ultimate authority. The
senior governing board may or may not oversee other, subordinate hospital boards
and committees. While hospital quality and/or safety committees and
subcommittees have an important role in improving patient safety, for this

https://qualitynet.cms.gov/inpatient/igr/measures#tab2

Quick Start Guide:
Patient Safety Structural Measure

As part of the FY2025 final rule, CMS is requiring hospitals participating in the Hospital Inpatient Quality
Reporting (IQR) program to report on the Patient Safety Structural Measure (PSSM).

Why? Structural measures provide a way for hospitals to address a topic for which no outcome measure
exists. CMS expects that by attesting to these measures, hospitals will develop evidence-based programs
and processes to support improvements in high impact areas.

What? The Patient Safety Structural Measure is an attestation-based measure that assesses whether
hospitals have a structure and culture that prioritizes safety as demonstrated by the following five domains:
(1) leadership commitment to eliminating preventable harm; (2) strategic planning and organizational
policy; (3) culture of safety and learning health system; (4) accountability and transparency; and (5)
patient and family engagement. Hospitals will attest to whether they engage in specific evidence-based
best practices in each domain. Each domain is worth one paint, for a total of five (5) points. The hospital
must meet the required number of elements within a domain to receive a point. CMS will not give partial
credit within the domain.

How? The attestation-based Patient Safety Structural measure will be reported through the National
Healthcare Safety Network (NHSM) platform. NHSN will be releasing additional details at a later date.
This Quick Start Guide outlines the five domains and provides resources to assist hospitals as they
evaluate activities and processes against each domain.

Domain 1: Leadership Commitment to Eliminating Preventable Harm

The senior leadership and governing board at hospitals sets the tone for commitment to patient
safety. They must be accountable for patient safety outcomes and ensure that patient safety is the
highest priority for the hospital. While the hospital leadership and the governing board may convene
a board committee dedicated to patient safety, the most senior governing board must oversee all
safety activities and hold the organizational leadership accountable for outcomes. Patient safety
should be central to all strategic, financial, and operational decisions.

Attestation Statements

A. Our hospital senior governing board prioritizes safety as a core value, holds hospital leadership
accountable for patient safety, and includes patient safety metrics to inform annual leadership
performance reviews and compensation.

B. Ourhospital leaders, including C-suite executives, place patient safety as a core institutional value.
One or more C-suite leaders oversee a system-wide assessment on safety and the execution
of patient safety initiatives and operations, with specific improvement plans and metrics. These
plans and metrics are widely shared across the hospital and governing board.

C. Our hospital governing board, in collaboration with leadership, ensures adequate resources to
support patient safety (such as equipment, training, systems, personnel, and technology).

D. Reporting on patient safety and workforce safety events and initiatives (such as safety outcomes,
improvement work, risk assessments, event cause analysis, infection outbreak, culture of safety,
or other patient safety topics) accounts for at least 20% of the regular board agenda and
discussion time for senior governing board meetings.

E. C-suite executives and individuals on the governing board are notified within 3 business days of
any confirmed serious safety events resulting in significant morbidity, mortality, or ather harm.

https://hgin.org/wp-content/uploads/2024/07/Quick-Start-Guide-
Patient-Safety-Structural-Measure.pdf



https://hqin.org/wp-content/uploads/2024/07/Quick-Start-Guide-Patient-Safety-Structural-Measure.pdf
https://hqin.org/wp-content/uploads/2024/07/Quick-Start-Guide-Patient-Safety-Structural-Measure.pdf
https://qualitynet.cms.gov/inpatient/iqr/measures#tab2

Additional Resources

() :
Consumers Advancing About Us | Consumer & Health Care Professional | Resources | CAl
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RESOURCES

Sentinel Event Alert

A complimentary publication of The Joint Commission

Developing a reporting culture: Learning from close calls and hazardous conditions

Issue 60, Dec. 11, 2018

3

While a pharmacy technician was preparing a pediatric nutritional solution, a two- Published for Joint Commission
liter sterile water bag she was using ran out. She obtained another bag that she ml'” W"m:: Resmn e
. . . presumed also was sterile water but was instead a similar looking bag containing professionals, Sentinel Event
Resta rtl ng a nd Energlzlng P FACS- Ea Sy to Travasol, a highly concentrated amino acid that should not be used on pediatric Alart\dentifies speciic types of and
patients. She proceeded to prepare the nutritional solution with the Travasol. As sentinel and adverse events
. i i i and high risk conditions, -
I m pI e m e nt H OW'TO |_|St ;r;zl:ﬁ;?;:;?rlﬂgm;:;s being delivered to multiple locations, she realized that mxmm DISCIOSUTE
recommands staps to reduce
“For a few seconds, | couldn't move, | felt panicked,” she remembered. “| went to sk and prevent future
my pharmacist right away and | told her | made a mistake, a big mistake.” The occurrences.
Recruitmg |nterna| Partners for Your PFAC deliveries were stopped, and all the bags were retrieved prior to reaching any Aecredied ahould
patients. Later, using an objective accountability assessment tool to determine onmhor' Information In &
how the error occurred, hospital leaders determined that the error was a system Santinel Event Alert whan
error and not a blameworthy act. The system error was fixed, and rather than deslgning or redesigning
being punished, the pharmacy technician was consoled and thanked for and consider
N : - N u 8 Implementing relevant
reporting her mistake and saving the lives of patients. “| didn’t care what contained In the
happened to me; | cared about what would happen to the patients,” she said.1 alert or reasonable afternatives.

Recruiting Patients For Your PFAC

Establishing trust Is essential to Improving reporting

- The pharmacy technician trusted that her organization would fairly assess the mmm'g::;
See List Here causes of the close call and make just decisions without undue punitive action. me'amm"
Her story is an excellent illustration of the need to thoroughly evaluate all adverse cradited to The Joint

events, particularly close calls (also called near misses or no-harm events) and Commission. To recelve by

hazardous conditians, and to use lessons learned from them as opportunities for emall, or to view past lssues,

Visit www Jolntcommission.org.

Meeting Facilitation How-To List

Building and Using an Agenda How-To List

Meeting Remotely How-To List

See List Here

https://www.patientsafety.org/resources/

quality and safety improvement.

Leaders* can help create the personal responsibility demonstrated by the
pharmacy technician by establishing trust and clear performance expectations
among within a safe envil in which there is no
fear of negative consequences for reporting mistakes.? When staff report close
calls and hazardous conditions, leaders can act by addressing concerns,
resulting in improvement and safety.

Every year, The Joint Commission receives reports from health care staff of
unsafe conditions in their organizations. The majority of these reports indicate
that leadership had not been responsive to these and to other early warnings,
even though their response may have prevented harm events from occurring.
Typically, the most serious of these reports lead to an on-site evaluation by The
Joint Commission.

*The Joint Cammission accreditation manual glossary defines a leader as “an individual who sets
develops plans, procedures to assess and improve the quality of the
organization’s governance, management, and clinical and suppert functions and processes. At a
minimum, leaders include members of the governing body and medical staft, the chief executive officer
and ather senior managers, the nurse executive, clinical leaders, and staff members in leadership
positions within the organization.”

' The Joint Commission

https://www.ahrg.gov/patient-

safety/settings/hospital/candor/modules.html

https://www.jointcommission.org/-/media/tjc/documents/resources/patient-
safety-topics/sentinel-event/sea_60_reporting_culture_final.pdf
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Additional Resources
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Building a Culture of Transparency in Health Care
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Sentinel
Event

Pubilished for Joink
‘Commitssion -accrodited
onganizations and inberesbed
hswalith care professionals,
Sevfime! Event Alet bdentifies
Specific types of sontingl and
adverse events and high risk
conditions, describes their
COMMon undortying causes,
and recommends. steps o
meduce risk and prevent fubure
DOCUNTENOiS.

Acoredied organizations
should consider information in
& Sentnal Event Alert whan
dessigning of redesigning
processes and consbder
implemending relevant
suggestions containad in the
alart or roascnabilo anarnatives.

Pleasa roube this Issus to
appropeiate sttt within your
arganization. Seatined Evant
Aleri may be reproduced it
cradiied to The Jodnt
‘Commission. To mceive by
wmadl, or io view past issues,
wislt www jodmicomenisslonoong.

W The Joini Commission

& esmplimentary publication of The Jeint Commission
Isswa 5T, Mareh 1, 2017 Revised: June 18, 2021 (in red)

The essential role of leadership in developing a safety cullure

In arry health care coganization, leadership’s first priorily is o be accounlable
for effective care whilke prolecling the salely of patienls, employess, and
wisgilors. Compelent and thoughtlul leaders® conbribule lo improvements in
safely and organizational cullure.'* They understand thal systemic Raws exisl
and each sbap in a care process has ihe poleniial for Failune simply because
husreans make miskakes. ™ James Reasan compared hass Raws — Elen
hazards and weaknessas — o holes in Swiss cheesa, These lalent hazards
and weaknesses musl be dentified and solulions Tound 1o prévent ermors. from
reaching the palient and causing harm.® Examples of lalenl hazards and
weaknesses include poor design, lack of suparvision, and manufaciuring o
rainbenance defesls.

The Joint Commisson’s Sentinel Evenl Dalabase reveals thal keadership's
Failise bo creale an effective salely cultune s & contribuling Tacior o mamy
types of adverse everls — Irofm wiang sile surgery 1o delays in irealment.”

Inadequale leadership can conlribile 10 adverse evenls in various ways,
including bul not limiled (o these axamples:
s Inzsulicient suppod of palien salely evenl reparing®
= Lack of leedback of response o stall and olhers wha report safely
wulmerabiliies®
= Allowing mtimidaion of stafl wha repan events®
= [Relusing lo consistently priodilize and implemenl salety
recormmendalions
= Mol addnessing sl burnou ™'

In essence, a leader who is commilled o priodlizing and making palient safety
wisible through every day aclions & a crilical part of crealing a inie cullure of
safely.” Leaders must commil bo creating and maintaining a cullure of safely;
this commibmer is ust &3 crilical a5 the lime and resources devolad Lo
revenue and inancial stabdity, syslem integration, and productivity.
Maintaining a salely cullure requires aders to consistently and visibly
suppart and promale everyday safely measures 1> Culture 55 a product of what
& done on a consistent daily basis. Hospilal leam members measune an
arganizaion’s commilment 1o culiune by whal leaders do, rather than what
Ty say should be done.

" Tt Jodrit Comimiiscaion aocred lion mand al giessery defnas o leader as: “an indvidial who
S0 SPOCIIlONS, SEWHID pRINS, nd IMpIeMGeNE PROceIUNES 10 355000 G MDD th ou ality
of iheorganization’s Qovermance, man ent, and clinical and suppon funclions and proce sees .
A1 3 TS, BT inchacl Mo of tha Qosaiming hody and medial Stalf, thi chie
wxecuiive officer and other senior managers, ihe nurse execuiive. clinical leaders, and sial
mambirs in Radership poailions within fe organizason”

https://www.jointcommission.org/-

/media/tjc/newsletters/sea-57-safety-culture-and-

leadership-final3.pdf
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Content provided by:

Lucian Leape Institute, an initiative of the
Institute for Healtheare Improvement, guiding the
global patient safety community.
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Basic Quality
Overview

Key Questions

What is quality in health care?
What are the benefits of
quality?

What are the costs of poor
quality?

Who oversees the elements of
quality in our organization?

Suggested Educational
Concepts

Brief overview of guality in health care

STEEEP dimensions of quality
presented through a patient lens

IHI Triple Aim

Benefits of quality

“Cost” of poor quality: Financial,
patients, staff

Quality strategy, quality management
Overview of risk-fvalue-based care

Structures for quality reporting,
assessment, and improvement

Structure for CEO/leadership
evaluation

Keep Me Safe
Safe

What is safety?

What is a culture of safety?
What are surveys of patient
safety culture?

What is *harm"?

What are the types of harm?
How do you decide if an
adverse outcome is
preventable harm?

How do we learn about harm
in a timely manner?

What is our response to harm
(i.e., what actions do we take
when harm occurs)?

What are the financial and
reputational costs of harm?
How do we reduce, learn from,
and prevent harm?

How do we track harm in our
system and in the industry?

Preventable harm vs. adverse outcome
Just Culture and culture of safety
Science of error prevention and high
reliability

Classification of the types of harm
Knowing about harm: Incident
reporting, claims, grievances
Response to harm: Root cause
analysisfadverse event review, patient
apology and disclosure, legal, learning
systems

Costs of harm: Claims/lawsuits,
penalties, ratings, reputational, human
emotional impact

Harm terminology: HAC, S5, falls,
ADE, employee safety, etc.
Regulatory oversight of safety

Provide Me with
the Right Care

Effective

How do we ensure thal our
health system properly
diagnoses and cares for
patients to tha best evidence-
based standards in meadicine?

How does leadership oversee
whether approaches lo care
wary within our system?

How do we identify the areas
whera care is not o our
standards?

How do we identify the areas
whera care is meeting or
excaading our standands?
How do we altract and retain
talent to care for patients?

Evidence-based medicine

DOverview of staff and physician
recruitment, credentials/privileges,
fraining, retantion (burnout, turnover,
wvialanca)

Dwverview of standard of care concept
and issues/processes that lead to
warialion

Trends in care utilization and clinical
oulcomes

Key care oulcomes to be evaluated
through an equity lens: race, ethnicity,
gender, language, and socioaconomic
status

Treat Ma with
Respect

Equitable and
Patient centered

How do we evaluale patients’
satisfaction and feadback?
What is “equilable care™ and
how do we avaluale it?

Do some patient groups have
worsa autcomes? Why?
What is our staff diversity and
haw may it impact patient
cara?

How do we ensure that
patients are partners in thair
care?

How do we reduce cost of
care?

How do we track medical debt
for patient groups?

Patient satisfaction and patient
grievances (e.g., HCAHPS#)
Fatient-centared care

Care affordability, debt burden
Social determinants of health

Pricing and affordability of care
bundles

Total costs of care for conditions
Medical debt concerns/trends
Walue-based payment modeals

Help Me
Navigate My
Care

Timely and
Efficient

Whalt do care navigation and
care access mean?

What issues result from
waiting for care or
disconnecied care (care that is
mat timely or efficient)?

Which populations have more
complex care neads? What do
we do to help them navigate
care?

What is the rode of a portable
medical record and health IT in
supporting care navigation?

Care access, efficiency, and drivers of
care navigation

Define “continuum of care™

Focus on key areas that are
“roadblocks” in care navigation and
their drivers

Define electronic health record, health
IT, and the systems to support and
sacure patient information and patient
ACCASS

https://www.ihi.org/resources/white-papers/framework-effective-board-governance-health-system-quality#downloads
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Additional Resources

2017 UPDATE

and SO ial Service
Workers
Healthy
Productive
People
OSHA

and Hoalth

www.osha.gov

FOSTERING A CULTURE THAT FULLY INTEGRATES PATIENT AND
WORKFORCE SAFETY CHANGE PACKAGE

https://www.osha.gov/sites/default/
files/publications/osha3148.pdf

https://patientcarelink.org/wp-
content/uploads/2018/03/2017-
safety _culture_change_ package.pdf

IHI Framework for Improving Joy in Work | Institute for Healthcare Improvement
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4. Patient Safety
Culture Surveys

Institute for
Healthcare
Improvement

Self-Assessment Tool

Safer Together: A National Action Plan to Advance Patient Safety

2024 Update

The National Steering Committee for Patient Safety, convened
and co-chaired by the Institute for Healthcare Improvement,
released Safer Together: A National Action Plan to Advance
Patient Safety in 2020.

In 2024, the companion Self-Assessment Tool was updated to
incorporate and reinforce key practices for total system safety.

ihi.org

Unsure 0

Do not

or not
aware
of

1 - Beginning
Must meet all Score 1 criteria

[ Some Surveys: Some
departments or units
conduct patient safety
culture surveys, but surveys
are not conducted
consistently across the
'organization on a routine
schedule of, at a minimum,
every two years.

2 - Making Progress
Must meet all Score 2 eriteria

3 - Significant Impact
Must meet all Score 2and 3
criteria

O Organization-Wide: An O Action Plans: Action plans
organization-wide patient based on patient safety
safety culture survey survey results are
occurs at least every 2 consistently developed
years using a validated with input from staff, and
survey instrument, with progress is monitored and
pulse surveys d d luated by bk
during interim years. leaders, both at the

organization and

[ Results Shared: Results department levels.

from patient safety surveys
are reported to senior and
department leaders and
the governing body.
Leaders review survey
results with department
teams to discuss
opportunities for
recognition and/or
improvement.

Resources Available at
National Action Plan to Advance Patient Safety (NAP) | Institute

4 - Exemplary

Must meet all Score 2,3, and 4

criteria

O Trends and Stratification:
Patient safety culture
survey results are
consistently tracked and
trended over survey
periods, with stratification
of results by department,
job type/role, and length of
service to identify and
share best practices and
opportunities for
improvement.

ROW Optional
SCORE Comment

for Healthcare Improvement

Implementation

Resource Guide

A National Action Plan to
Advance Patient Safety

The Institute for Healthcare Improvement convened
the National Steering Committee for Patient Safety
as a collaboration among 27 national organizations
committed to advancing patient safety.

Institute for
Healthcare
Improvement

How to Cite This Document: National Steering Committee for Patient Safety. Implementation Resource Guide: A National Action Plan to
Advance Patient Safety. Boston, Massachusetts: Institute for Health Imp : 2020. (Available at www ihi.org/SafetvAction Plan)
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