CMS 2024

1
Q u a‘ rty Creating an Optimal

Environment for Quality
O n fe re n ( :e Healthcare for Individuals,
O Families, and Communities

Resilient and Ready Together

7\

Chartering the Course to Zero Harm




CMS 2024

1
Q u a‘ rty Creating an Optimal

Environment for Quality
O n fe re n ( :e Healthcare for Individuals,
C Families, and Communities

Resilient and Ready Together

7\

Wl F W W e -

Tejal Gandhi, MD, MPH, CPPS
Chief Safety and Transformation Officer

Press Ganey Associates LLC @ s
CEMTERS FOR MEDMCARE & MEDICAID SERVICES



Patient Safety

(44

Patient safety is a public health issue.
Despite progress, preventable harm remains unacceptably
frequent.

Significant mortality and morbidity quality of life implications
adversely affects patients in every care setting.

Gandhi TK et al. NEJM Catalyst 2020
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We See Harm Beyond Physical Safety (1)

TRADITIONAL
CONCEPT OF HARM

v

A BROADER DEFINITION OF HARM

EMOTIONAL AND

FINANCIAL HARM PSYCHOLOGICAL S PATIENTS
HARM

— WORKFORCE

PHYSICAL HARM SOC'O'ﬁi';:nV'ORAL PHYSICAL HARM — CONTINUUM

The Traditional Conception of Harm and Compared to a Broader Definition of Harm
Dr Tejal Gandhi, NEJM Catalyst
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Safety Current State (1)

Safety Culture

Press Ganey trends
showed worsening
nationally but starting to
recover

Safety culture is a leading
indicator of outcomes

Patient Safety
Outcomes

. NDNQI data showed
worsening of CLABSI,
falls, pressure injuries
now with some recovery
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Patient Employee
Experience Experience

Consumer Member
Experience Experience
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ANALYZE

Workforce Safety

Workplace violence increasing

Reduced engagement and
resilience

Staffing challenges

Safety and Equity

Inequities in harms for
patients and workforce
more visible

Renewed focus on equity
nationally



Safety Current State (2)

Safety Culture

Press Ganey trends
showed worsening
nationally but starting to
recover

Safety culture is a leading
indicator of outcomes

Patient Safety
Outcomes

NDNQI data showed
worsening of CLABSI,
falls, pressure injuries
now with some recovery

10V

cATHER

Patient Employee
Experience Experience

Consumer Member
Experience Experience

VisyaLiZ®

ANALYZE

Workforce Safety

Workplace violence increasing

Reduced engagement and
resilience starting to rebound

Staffing challenges

Safety and Equity

Inequities in harms for
patients and workforce
more visible

Renewed focus on equity
nationally



Safety Culture is starting to see upward trends

* After declines in safety culture and its sub-components during the pandemic, we are starting to see organizations rebound, and in some cases return to pre-
pandemic levels

* Resources & Teamwork remain the lowest sub-component. Prevention & Reporting is starting to surpass pre-pandemic performance
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Safety Current State (3)

cATHER

Safety Culture

Press Ganey trends
showed worsening
nationally but starting to

Workforce Safety

* Workplace violence increasing

* Reduced engagement and
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Patient Employee resilience starting to rebound
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NDNQJ Safety Outcome Trends

Central line associated blood stream infections

(CLABSI) rates by acuity over time
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Patient experience rebounds to near pre-pandemic levels

Top box scores for Likelihood to Recommend
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Satety Current State (4)

cATHER
Safety Culture Workforce Safety
* Press C_Saney t_rends show Workplace violence increasing
worsening nationally but
starting to recover Reduced engagement and
Patient Employee resilience starting to rebound
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Year
Trends
Analysis

Overall rate is increasing

2023 has significantly higher
annual rates compared to 2018,
2019 and 2020

3.00

2.50

2.00

1.50

1.00

0.50

0.00

Assaults on Nursing Personnel per 100 Nurse FTEs Annualized

Rates
2018 2019 2020 2021 2022 2023
-GM(S}E’DEﬁl |"|:y
uali
z“‘ Conference

Resilient and Ready Together



Engagement stabilizing after years of decline

Mean Score
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Safety Current State (5)

cATHER

Safety Culture

* Press Ganey trends show
worsening nationally but
starting to recovery

Workforce Safety

* Workplace violence increasing

* Reduced engagement and
Patient Employee resilience

* Safety culture is a leading Experience T TR

indicator of outcomes

* Staffing challenges
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Inequities Cause Harm

There is no such
thing as high-
quality, safe care
that is inequitable.

Sivashanker K and Gandhi TK. NEJM 2020




Vince Lombardi, the venerated head coach of
the NFL’s Green Bay Packers in the 1960s,
famously told his players:

Perfection is not attainable.

But if we chase perfection, we can
catch excellence.

This is exactly what’s occurring in ambitious,
forward-looking health systems today. By
chasing zero, they are achieving excellence.



National Steering Committee Vision

Working together to ensure that

health care is safe, reliable, and free
from harm.
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National Action Plan for Safety

Safer Together

A National Action Plan to
Advance Patient Safety
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National Action Plan Foundational Areas

|

G

Culture, Leadership & Governance 1 XI Patient & Family (Person) Engagement
Equity

@

Workforce Safety

Learning Systems
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Culture, Leadership, and Governance

Leverage the influence of leadership and
governance to commit to safety as a core
value of the organization and drive the
creation of a strong organizational culture.

Culture, Leadership, Governance

Aim: Health care organization governing boards
and CEOs across the care continuum establish
and sustain a strong culture of safety in a way
that is equitable and engaging of patients,
families, care partners, and the health care
workforce.
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Safety Culture

/ Change vs. 2023 benchmark \

Safety Culture Overall +.02

Resources & Teamwork

Prevention & Reporting +.03
Pride & Reputation +.01

"l

Organizations have made significant improvements in safety culture,
with the largest improvements in resources & teamwork.

While staffing continues to be a struggle for most organizations,
perceptions of staffing has significantly increased since the 2023
benchmark. Teamwork between groups is also starting to improve.

Prevention & Reporting items have all increased, with many items
related to psychological safety as the items with the most improvement,
indicating many organizations have put effort into this area over the
past year.

Small improvements were made for most of the Pride & Reputation

items, with only one item declining for that group of items around the
delivery of safe, error-free care.

Data based on 1-year lookback benchmark
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Change vs. 2023 benchmark

Can report mistakes without fear
Mistake reporting nonpunitive
Mistakes lead to positive changes
Emp/mgr. work toward safe workplace
Emp speak up re: poor patient care
My team discusses error prevention
Can raise workplace safety concerns

Org improving patient safety

Sr. mgmt. promotes patient safety
Recommend org for care

Org. provides high-quality care

Org. delivers safe, error-free care -.01

Adequate unit staffing

Reasonable amount of job stress

Effective communication between units
Comm. between phys/nurses/med personnel
Collaboration between departments
Effective physician-nurse teamwork

Teamwork within unit

+.02

+.02
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Connections

. Safety Culture is strongly correlated
with engagement

Perceptions of Diversity and
Engagement are strongly related

Perceptions of Diversity are
strongly related to Safety Culture
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Perception of Safety is Strongly Related to Engagement
Safety Culture — Overall

* When employees report high
perceptions of safety, their
average Engagement score is
4.51

All Employees 51.5% had a high score

(n=993,165) on Safety Culture —
Overall

 However, when employees do
not report optimal perceptions
of safety, their Engagement
mean score decreases to 3.44

48.5% had a low score on
Safety Culture — Overall

Engagement

Data from 2023 EV Projects measuring both Safety
Culture and Engagement (complete modules). N =

192 projects, n = 993,165 employees. CMS 2074
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Safety Culture - Segmented

Safety Culture-Prevention & Reporting
Mistakes lead to positive changes

Org is improving patient safety

Mistake reporting is non-punitive

My team discusses error prevention
Emp/Mgr work toward safe workplace
Emp speak up re: poor patient care

Can report mistakes without fear

Can raise workplace safety concerns

Ethnicity
vs. Non-Hispanic
or Latino

Hispanic
or Latino

=

12.236)
-0.01
0.01
0.00
0.00
0.00
0.00
-0.01
-0.03
-0.03

American
Indian
or Alaska
Mative jn
= BE5

0.01
0.01
0.01
-0.02
0.04
0.03
0.00
0.00
-0.03

Race
vs. White or Caucasian

Black ar

African

American
Asian (n n=
=8,035) 16,007)
0.05 -0.04
0.07 -0.04
D.05 -0.03
[e0s T o0e
D.02 -0.03
-0.01 -0.06
0.01 -0.06

Native

Hawaiian

or other

Pacific Two or
Islander more races
n= Other (n (n=
83) =4 789) 3081)
o0 w05 o0
-0.02 -0.03 -0.05
-0.05 -0.04 -0.04

-0.04 -0.06

-0.06

On average, employees who identify as Hispanic or Lati
score 0.03 points lower on “Can raise workplace safety

concerns” vs. employees who identify as Non-Hispanic or
Latino in the same system and job category.

Sex
vs. Male

Female
1 1%:'59)
-0.05
-0.02
-0.03
-0.02
-0.05
-0.05
-0.06
-0.06

Bold indicates statistically significant difference from comparison group.

Model controls for project. Prefer not to Answer responses excluded.

For a 50 percentile facility:

(2021 Nat'| Healthcare Avg )

+0.05 = increase of 9-13 percentile ranks
- 0.05 = decrease of 8-10 percentile ranks
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Safety Culture Transformation

Adopt a goal of Zero Harm and message on safety.
Measure and make harm visible.

Foster a fair and just culture.

Practice daily check-ins for safety (e.g. huddles)

Zero Harm: Fundamentals for Safety Culture Transformation,
Press Ganey 2018
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Workforce Safety

Workforce Safety

Aim: Health care organizations across the care
continuum implement strategies to measurably
and equitably improve safety for health care

professionals and all staff in their organizations.

Commit to workforce physical,
psychological, and emotional safety
and wellness, and full and equitable

support of workers.
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We See Harm Beyond Physical Safety (2)

TRADITIONAL
CONCEPT OF HARM

v

A BROADER DEFINITION OF HARM

EMOTIONAL AND
FINANCIAL HARM PSYCHOLOGICAL
HARM

PHYSICAL HARM SOCIO-BEHAVIORAL
HARM

PHYSICAL HARM

The Traditional Conception of Harm and Compared to a Broader Definition of Harm
Dr Tejal Gandhi, NEJM Catalyst

PATIENTS

WORKFORCE

CONTINUUM
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Workplace violence prevention tactics

: Preventing Workplace Violence:
Road Map for Healthcare Facilities

December 2015
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Workplace violence

Joint Commission

January 1, 2022, new and revised workplace violence prevention standards apply to
all Joint Commission-accredited hospitals and critical access hospitals

leadership oversight
policies and procedures
reporting systems

data collection and analysis
post-incident strategies

Provide a
framework to guide
hospitals in

developing
effective workplace

VSIS CVEITEE « training, and education to decrease
SEEE el workplace violence
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Improving Engagement and Resilience

Organization

Leader

Rounding, Listening
Workflow, Operational Efficiency
Job Do-ability

Psychological Safety
Development & Training
Coaching & Mentoring
Build community

Pro-active peer support outreach
De-stigmatize MH support & make it easy to
access

Financial support where needed
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Gaining ground in resilience

3-year frending
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Work makes a difference

Work is meaningful

Care for all patients equally

See patient as an individual person

Able to free mind when away from work

Rarely lose sleep over work

Disconnect from comm's during free time

Enjoy personal time w/out focus on work

+.03

+.03

+.08
+.07
+.06

+.05
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Pyramid of Harm

Pyramid of Harm
Patient & Employee
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Patient and Family Engagement

Commit to the goal of fully engaging
patients, families, and care partners in
all aspects of care at all levels.

Patient and Family Engagement
Aim: Health care organizations institute sirategies

to improve safety, as defined by patients,
families, care partners, and the workforce, in all

settings across the care continuum.

CMS 2024

/ Quality
NConference

Resilient and Ready Togethe



Partner With Patients and
Families for the Safest Care

“Nothing about me without me”
“What Matters to You”

Patients and families need to be actively
engaged at all levels of health care

Patient involvement needs to be authentic

g
g o -

Studies link patient engagement with

« Patient satisfaction

« Safer care

« Improved work experience for caregivers

Better health outcomes "
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The Four Levels
of Engagement

ORGANIZATIONAL
DESIGN & GOVERNANCE

levels of engagement

COMMUNITY

HEALTH

EDUCATION OF THE PUBLIC AND PROFESSIONALS

The framework/declaration was originally developed for the World Innovation Summit for Health
(WISH) 2013, an initiative of Qatar Foundation. See WISH Patient Engagement Report (available at
www.wish-gatar.org/reports/2013-reports).
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http://www.wish-qatar.org/reports/2013-reports

Listening Everywhere for Safety

PFACs/ Patient
Px Survey . / B (e
Questions/NLP oCus groups - erceptions
Rounding of Safety
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Patients who feel unsafe are 2.5-3x less likely to recommend

Inpatient Acute

Group LTR

LTR - All Patients
(n = 195,442)

65.8% top box
response to
safety question

31.5% non-top
box response to
safety question

Quartile

Medical Practice

Group LTR

LTR - All Patients
(n = 14,019,683)

82.4% top box
response to
safety question 94.3

[99th]

17.6% non-top
box response to
safety question

.31 (@ .i o
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e T —_—_—_—_—___y
ORIGINAL RESEARCH

How do hospital inpatients
conceptualise patient safety? A
qualitative interview study using
constructivist grounded theory

Emily Barrow,' Rachael A Lear,"*? Abigail Morbi,? Susannah Long, '
Ara Darzi,"? Erik Mayer ©,"* Stephanie Archer © "*%°

BMJ Quality & Safety Published Online First: 05
October 2022. doi: 10.1136/bmjqgs-2022-014695

This study aimed to understand how hospital inpatients
across three different specialties conceptualise patient
safety and develop a conceptual model that reflects their
perspectives.

This study adds to the growing body of evidence that
suggests patients predominantly conceptualise patient
safety in the context of what makes them ‘feel safe’,
which is distinct from clinical and academic definitions of
safety.
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Type Of Action Definition and Examples

Performed Actions Actions performed by patients themselves (e.g. reporting safety concerns)

Received Actions Actions performed by others, but received by patients (e.g. receiving medication or
treatment from hospital staff)

Shared Actions Actions undertaken by patients and others (e.g. monitoring and checking care)

Observed Actions Actions that are directly observed by patients (e.g. cleaning/staff undertaking clinical
tasks)

Interaction The model acknowledges that the quality of interaction between patients and others
(hospital staff, and friends, family or carers) is important in shaping patients’ feelings of
safety.

CMS 2024
BMJ Quality & Safety Published Online First: 05 Quah‘[y
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What Patients Say About Safety Should Drive
Improvements in Safety

* With artificial intelligence (Al), we are now able to see trends and gain insights from
large volumes of patients’ comments, where patients describe their experiences with all

i”t

aspects of their care, including safety.

* Qualitative study themes:
* Comfort with safety of their care
* Cleanliness

* Courtesy and respect

CMS 2024
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President's Council of Advisors on Science
and Technology to the President

Recommendation 3B: Improve Data and Transparency to Reduce Disparities

* CMS should incentivize healthcare facilities to collect
self-reported patient race/ethnicity information as part
of their safety improvement efforts.

 AHRQ should encourage patient safety organizations
(PSOs) to collect, analyze, and disseminate information
on racial and ethnic disparities in patient safety.

e AHRQto lead the development and validation of new
questions focused on racial/ethnic bias and patient
safety in the Hospital Consumer Assessment of
Healthcare Providers and Systems (HCAHPS) Survey,
allowing CMS to require collection of patient
perceptions of racial/ethnic bias and patient safety
through existing surveys.

The Joint Commission Journal on Cuality and Patent Safety 2023; 000:1-2

COMMENTARY

Now s the Time to Routinely Ask Patients About Safety

Tl K Gandhi, MD, MPH, CPPS

ngaging with patients and Families in their care has long

been advanced as 3 foundstional strategy for achisving

patient safery. One essential compenent of engagement is
2 better undessianding of pasient perceptions of safety. Pa-
sients and families are reliable observers of medical ermor,
and patient reparts of safery concerns often identify isues
hat are not documented in the chart and of which clini-
cians and organizations may not even be aware. Cam-
man themes from patient reports of safeey concerns re-
te sication issucs, saffing, afcare,
and provides behavioral issses, which can lead 1o physi-
cal harm, emotional harm, o both. Asking patients about
safety broadens the approach to safety issue identification
heyond safery event reporting and can
are important tn pasients but averloaked by dlinical report-
ing systems.” This additional lens i essential because safety
separiing does not provide a truly comprehensive picture
due to known underreporting and bias.*

Despite these benefits, directly and mutindy asking pa-
tients about patient safety issues has not been 3 standard
part of how health systems engage. Why? Paternalism is
ane reason—the belief that we in health care undesstand
saficty besser and know what the isues are. Another bar-
tier has been fear abaut our ability to appropriately re-
sgoad to what patients idenifis and potential liigasion
risks. Ansther common concern s that patienss may not
understand what we mean by “safery.” Often sfery can be
confised with security—because these concepts are some-
times combined in a single question, though their meanings
differ substanially. Another barsier is fear of unintended
consequences—we dont want to ask about sfery isues be-
cans of worry we might make patients afraid. However, the
COVID-19 pandermic has changed the narmtive. Patients
have had 1 live daily with pandemic-related safeey fears
and fears of gevting sick in health care environments. We
should not underestimate patienss” ability to identify sfety
concerns, and we nieed to value and st on the information.
The benedits of asking abour these fsmes to help identify
solustions far outweigh the relatively low risk of wormening
pasient fears.

What are the best ways to ask patients about safety -
suest Haalth systems have crested patient and family advi-

capeure concerns that

1553 72500% sae front matter
£ 2073 Tho Jaint Commision. Fubitshod by Elsavior inc. AN Aghts resonved.
IftpecAol oy 1010161 jojq 2023 01,008

sary councils (PEAC) that often dissuss safety problems or
serategies for improvemnent with patients. PEACS, however,
have a relatively small number of panticipants and often are
challenged to inchide patients of diverse backgrounds. Pa-
tient comphints are another source of potential mfery is-
sues, and organizations should ensure thar compliines are
seviewed with that lens in mind. Howeves, complaints also
tend to come from a very small subset of patients.

Asking all patients about their experiences with safety
s essential o really understanding patients” pesceptions of
safery concerns and then addressing them. One approach
that has been explored i cresting pasient reporting sys-
toms where patients can repart concems about safety, bt
numbers of reports have been low:* A more impactful ap-
proach would be to leverage patient experience survey.
Required patient expesience surveys {for example, Hospi-
tal Consumes Assessmment of Healtheare Providers and Sys-
tems [HCAHPS]) ask questions relared to specific ismues
shat could affect sfecy, such as explanatians from clinical
s ication shout medications, or
tion sbout discharge planning. However, these surveys cur-
rently do not routinely ask sbout sfery explicidy.

When questions about safety are included in pasient c-
pesience surveys, often a5 custom questions, valuable in-
formation can be obtzined not only about safety bur alio

abaut sther related dimensions of quality. For example, 2
nationally used medical practice patient experience survey
asks “how well the staff procected your safety (by washing
hands, wearing 1D, ete.)” and asks about patients’ *likeli-
hood to recommend [LTR] the practice.” Analysis of mor:
than 12 million survey responses found that patient percep-
tion of safie care had 2 strang assaciation with LTR. There-

fore, effores to improve boch sfety and patient experience
sz also include a robust understanding of sfery percep-
tions of patients. There & bo an untapped opporunity to
analyze free-text comments in patient experience sirveys or
anline consmimer reviews using artificial intelligence to ider-
+ify safeey-relased themes and better understand the context
af why patients fod unsafe.

Therefore, the current patien: experience murvey ap-
proach should be modified to routinely include broader
questions about patients’ perceptions of sfety, s well @
questions related to specific mfety imues such a5 medica-
tion errors, fall concerns, infection, or misdiagnosis. These

kinds of questions could be incorporated into HCAHPS
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Engaging Patients in the Use of Real-Time Electronic Clinical
Data to Improve the Safety and Reliability of Their Own Care

B Nefmeek, 88, P00 FT K

Clpectines: Thare b oo evidkarss Uad puorilisg padcols wil
mrze bocles e bbb infoematee s boaed el ko e e liriad oiden:
Pigandieg (ke s Wect ol prov g real L podsnd sofry relited infumis
Hen o he th mriaemes Tee oo of des sheily wos m ek the s
i Betweas wie ofon ekl mec sy dahlsousd (Safity Advber)
el huzkli ocbarreee

Plethogs; The St Advbor wis ipoenieied o 0 32ull meadine usis
abone: hegrin iw thee Driked Sdes. Shedy et oo, wae asko moe:
Lhe Sulety Alvison wlooh pomides ek Lioe podzl bty relod afr-
rranenibrmigh 2 Vet ragsd pomal T he prmary micoene wee rhe 2 e
b efweer e epoloaior asage pnd besih oni s iresdn sk rae
arsl meeality mie] per 3 b fnmd acps g o e scondary aclecme
s 2 gt o i of Fatlan funbo oo Mesane (PO soones witkuse
Temuliez Cne herabed o piviv-rme prbapercs wem nehired e e s
wimde Ak Apgrooiaedzls D000 ol wees weoseed e oppliaticn duicg e
Fred 4 dove of awelbent 1A% ol car nly seaamed iLon | oday,
slkereas 3R wsad boroone an 3 dos, etk whe csed e cpeloation
marm bl brver Ty macmisdon tiks 1 = D00 compesd with the
Jonwr-amgs gonp The FAM s Sor wsers of Sty Advisar (71.8)
e hizher b the Torpg herr perl e (8K 1 TRERT
Comluskens: Ve Gans a1 sk betwem b 1es of Saky B
ardl bt o Difeerres in 140 o habwerr proape s daek-
calls sgnilicon. o boe e e nsd oo coumol kol b o] ke svolane
it rerperd O porknT oricsme g s g -nc ke pepaanon
Ky Wnnla: il safay, [ion] mperenes, ekl ey

Aekverne pueris

i e e A0 RE ARG

Irorm b " ol frmen s Feepaizd; P bears odad ‘i:hu Ispan,

Bhigcach e by [Uanarely wl Ulak Schiad of Mudia,

EPemers Feabhaore, Rosmon, Mossaohissns: Pescal by

Ciomsepnedasce Krrelan Seinece, BN PRTL Divicae of €imsal insmal
Padzie: ard Prirary s, lrpkan sral Wasrer < kel sl | e
Modwal Sdwml, 1420 Tromoel 5L 14 S0l Boacn, WA U212 R

ek baxbraahivesdy el vda

Thbswork rvadyed fored ng rroea Thes Boben Snd b on Pramadorion
(Rdr SRR srad Ve Llleen fonpn s on,

Lz ez smads arkivnz, wivck redaes pebenl sy mmiaing
wrelane. He ﬂ.mw-mlanULhu-rLU- whidin
il anudedor S leabli IT @ s Hevaxios weily (nan
ksl wakrh, whikch ke e o bl porere wihiroak dissos
e raswrvs e sprne b Ol wivehomokae srimasna s eappo s Ill‘.1|
i e me kg e s s | e o s o RIS
whiciigkos s dkdu azd proabad i pllad wamen of . :}r =¥ =
Camunied aicasb e baaerkwod 5 Bigdear asd Woaan's Fu
ard Farmesw [lgalrkd 3m inoawcenrd i el retarreal pon i e
1 Howr vrhwem dies oes ro coetber o neese

Varvrizgiare Al v rhors e conrivsien ity srd pesningii b mee
voawepbay drapn, asd poabed ol e soels don pyabidor, eedres, ol
dapriniog Jll'u dinliagg vty el ovoing de-ararouw i

Bazbaimund Egikd vodzas ar: amabdde (o dia ik, Does TRL vidboas
AppRaAris tha Foned e aacare pwewerd m e UL aed W1 sewions
af ik smiie e the trem s Weh o s R sy oo

Vigrphl o K sl Kower eakh, ne &1 ngks neamil

i Putieed Sl ko 0L Maelee B0, kdamh 2021

vt Moalion, P40, WS e Satfes 0
e P, W5 e Gifaan, 0T PO Snearr

Shinean Shateslel, ME* Dovid Bares, MO W80

¥ Pawicio dpkes, RN PSS
s AP SF Susenne Wi BA WY
sid Dt Clasens, MT) 5]

o gehit Ih. weaens feve chocaalus, 'p:lln.nl sifiry beis b in Ih
Jomedn

15 IDCRELSINE, TFiCs, INIETVERTIAN I AU Sanen
il loawanar, serions safisty prokloms and rike <fill

e preli
mersist ™ This = o in pacd vt callenges in cenecting :ul .--r':e

ewnin sl el selic y prolibems during eeedlsdalin
Preinialy. we have explorsd one aveue e comhat tis peabisn
weilh fhe i Featiom o7 eladroric hizilh neoe? (FEHRY it ™

l!lur e wirk i pocend sal k
! ileat =
s e achievec. " Because this was o poowider Veeh based
il shocw cgpen 0 apdoring paresifitis of ime

:v-p-.11_t mooemed anc I11?|:.' rrﬂ.:ll."r--.l_.l fuety r|| Jl]l-m:'
acha md;mmnnmemm:dursﬂ:wm:m

Frovicas sidizs ligse daaig: Al
1 ke o puatianl

-
ot an s acuvatio and heakoeodoosd
Cuphermmee, anuiber prezsble benedit is
'_'c poieniial 1o mansfons the patizm pheacan relaensap and
=lp Lp_ﬂl ol Fecpme s welisge e Gasie o i monape-

TerL” S s, pabzniphvacon closenshis has bezn she
W Ampneve pabionl satisd thasr akility o commoechend
Zoenr bealth issues, increase adheeenc: wih medical freziments,
s bz reend] Il cone cies ™ oz inzns wimpnna:
i ellone B opo SconEe P o ask o Quednng
bt their iz, Hoseeer, palionls Gu nad alwagss mmembe s
twnts Ehew e st b e, en sy e nod ko which Questnie
an gkt |
©ualiny devyzloped anappheation for paniens w0 that alloss pe
et b i e apmeireiat s s oask e hesdih eane pae

vider hetizre their wisit i impeeee s prohkzm
In I'Iliu-In'_-.u::«.l..'l\.l:i-l'ulmu wenal y etk

I iy Addvisor than includes
A el A Ted of o macline:
so netions T pdwerse vois pnd questins m s che
tam, Thls sy was coedhesipnid with pationts andd
ot careprvers” We evaluamd the fzaskilioy and accepiabilin
el wlaring skl pesionl ssBly inlianedio will pa i el
e panmzrs 0 he Pednent ersimnmen dor 2 A-manch inlzreel-
cwon penil, We bppadsessed that Sroagh the use of Safely Achi-
s, fuvsndhing, potnts wath red i folentadesy el infoniaien

s Rovaantly, thas Apangy fnr Hislfaane Risasns: anl

B o e Gl v sem 1

Johin Eamith
DOorn; 144960

High Flisk

Moderale Risk

| Cov Hids

My Safety Advisor

Overall Risk Score

s
e

AL B
e

Cantast info

Murea Manager: ?
Jill Jenes -

{=al =
1d 3d 1wk 1mc all
My Safety : 2 More L8
il Cruestions you should ask Things you can do [ %, ] T
Today | = J
. _ . Talk e gaur dockar 2nd ALFC T P2 SLRE sal urdsemng
01 hawe tasted Wity digi this Rappent iy thils hapasnes ard e taks shoald be teated |, aid Fow it
poslbieR fnr A Wiaat ran | dn ts areeent this Froan ‘:':'n b Aaitled: TE S tane 2 1edl a
barbzriz nopos AFapEnIng sgaIr e B2 i gl e dsraard e sadiree of thls inhectios 244 Wic "1I-. uL
LA nte s B r Sraoted an L
Wt il o o L srevent 1hs N o
fram hAppsning Agalag Ity leme the hosplbs welth @ arinasy cashezer [y plaze maie
surzvou have dxmailed instruciens tor how b3 core fos it
[ Westercay | - — - - ]
wiky did this happar s watk yeu - hards anc rails betars aadng anc aber usirg
5 pes th= -esracm
\ﬁ'—'."'_r _m":fl !“‘ i WAL can | Lo praeent iz
W‘-"'“*’_E Ld Iain hzppening apain? B osp SUME ez e wheo troats vou intae hosaial ldacsors, Aradline Plus
b‘"‘""‘f“* i bed O nureer, therapicks, ske.! eack sheir hard before ane aker an
il Whal will wou do Lo pravent Lhis  suming vou e |1, F1T
Tarm heppering apain
Ak e make sars 2 dodhes ane vasked wath soep end
fdare o of your gueshon aluazk ¥
Fara... [t

Higher activation, no increase in fear

. Quall
Confgr{ence

Resilient and Ready Together

42



Learning Systems

Commit to continuous learning within
organizations by creating and strengthening
internal processes that promote parency

Learning System an integrated learning system ano

Aim: Health care organizations and other
stakeholders across the care continuum
implement reliable learning systems. These
learning systems actively engage with local,
regional, state, or national learning systems to
develop a national learning network of existing
and future learning systems.
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FEBRUARY 17, 2022

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.”
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Resilience

An ability to recover
rom or adjust easily to
misfortune or change.
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Energy Balance Under Short-Term Stress
Total Energy = Energy Expended (“Kinetic Energy”) + Energy Reserve (“Potential Energy”)

In Control Out of Control In Control
NORMAL OPERATIONS CRISIS NORMAL OPERATIONS

Energy
Expended >>>

“Kinetic Energy”

s B

Energy
Reserve

“Potential Energy”
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Energy Balance Under Long-Term Stress
Total Energy = Energy Expended (“Kinetic Energy”) + Energy Reserve (“Potential Energy”)

Energy
Expended

“Kinetic Energy”

Energy

Reserve
“Potential Energy”

In Control Out of Control Out-of-Control
NORMAL OPERATIONS CRISIS CHRONIC

)

~a e

A
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Reliability

The capability to perform

to the highest standard,

consistently and without
failure over time.
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Reliability + Resilience Connection
Reliability:

* The pathway to Resilience

* The muscle for managing when in crisis and
when in knowledge-based situations

* A battle-ready starting point

« A moderator of the negative impact that crisis
and prolonged stress has on organizational
performance in safety, quality, experience,
engagement
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RELIABLY IMPLEMENT

Systems Solutions To Reduce Harm

Experience
of Care

CAREGIVER
EXPERIENCE

HIGH RELIABILITY
e Foundation for Exceptional Patient ¢
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High Reliability Can Improve All Types of Performance

performed as intended
consistently over time

Safety Focus +

Safety

performed as
Best Practice + intended consistently = Quality
over time

performed as
Patient Centered + intended consistently =
over time

Experience
of Care

performed as
People Centered + intended consistently Engagement
over time

High Reliability

performed as
Resource Focus + intended consistently = Efficiency

over time CMS 2024
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HRO Transformation Driver Diagram

Turning HRO Principles into Practices for Leaders, Staff and Physicians

Psychological Safety
Edmondson

Power Distance & Authority Gradients
Hofstede

Preoccupation with failure
Weick & Sutcliffe

Sensitivity to operations
Weick & Sutcliffe

Reluctance to simplify interpretation
Weick & Sutcliffe

Commitment to resilience
Weick & Sutcliffe

Deference to expertise
Weick & Sutcliffe

Safety equal to production
Westrum & Hudson

Leaders face-up to bad news
Rickover

Manage visibility of risk
Amalberti

=SS

gu—

Mutual respect

Teaming

Collegiality

Attention
Universal

Skills

Communication >
Thinking

Fair & Just Culture

HRO

Tiered Huddles
A 4

Pl & Daily — HRO Leader
Management Skills

A

Rounding Practices

Daily Problem CMS 202
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Reliably Embed Equity into Safety Infrastructure

Stratifying data enables health care institutions to identify, study, and address
previously hidden inequities and identify systems solutions

Data can be stratified by patient race, ethnic group, language, sex, gender identity, disability
status, and other key social determinants of health

Ensure accurate and reliable capture of this information and then integration

Apply equity lens to foundational safety areas

Culture, Leadership, and Governance (Safety culture, Workforce Safety)
Learning System (Safety reporting, Cause Analysis)

Patient and Family Engagement (PFACs, co-design)
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Using Standard Tactics Broadly and Reliably

BEST PRACTICE

CARE (HOURLY) ROUNDING
HUDDLES
EXECUTIVE & LEADER ROUNDING

PATIENT & FAMILY ADVISORY COUNCIL

QUALITY &

SAFETY

PATIENT
CENTEREDNESS &
EXPERIENCE OF CARE

WORKFORCE
ENGAGEMENT
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“Habitual Excellence”

100%

Habit
Formation

0%

A

High Reliability Behaviors and Practices

Safety
Quality
Experience
Engagement
Efficiency

. Harm Rate

/

Time

> CMS 2024

/ Quality
NConference

Resilient and Ready Together



In Conclusion

We need to transform our organizations to an integrated approach to quality, safety,
patient centeredness to drive patient experience.

We must lead with safety and engagement
High reliability can be the chassis
In safety, much has improved but we have a long way to go.

Need to make substantial, measurable, system-wide strides in improving patient
safety

Patients must be at the center of all we do

We must accelerate efforts to create a world where patients and those who care for
them are free from harm, which will ensure that we then can deliver the best

experience of care possible. CMS 2024
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