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Patient Safety

“
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

PHYSICAL HARM

A BROADER DEFINITION OF HARM

FINANCIAL HARM
EMOTIONAL AND 
PSYCHOLOGICAL 

HARM

SOCIO-BEHAVIORAL 
HARM PHYSICAL HARM

PATIENTS

WORKFORCE

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

Member 
Experience

Employee 
Experience

Consumer 
Experience

Patient 
Experience

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
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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

Member 
Experience

Employee 
Experience

Consumer 
Experience

Patient 
Experience

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
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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)

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

Member 
Experience

Employee 
Experience

Consumer 
Experience

Patient 
Experience

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
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NDNQI Safety Outcome Trends
Central line associated blood stream infections 
(CLABSI) rates by acuity over time

% Hospital-Acquired Pressure Injury (HAPI)
by acuity over time

Total fall rates by acuity over time

Ventilator-Associated Events (VAE)  rates 
by acuity over time
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Safety Current State (4)

Safety Culture
• Press Ganey trends show 

worsening nationally but 
starting to recover

• Safety culture is a leading 
indicator of outcomes

Patient Safety 
Outcomes
• NDNQI data shows 

worsening of CLABSI, 
falls, pressure injuries 
with some recovery

Member 
Experience

Employee 
Experience

Consumer 
Experience

Patient 
Experience

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
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11

Year 
Trends 
Analysis

Overall rate is increasing

2023 has significantly higher 
annual rates compared to 2018, 
2019 and 2020 
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Engagement stabilizing after years of decline
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Safety Current State (5)

Safety Culture
• Press Ganey trends show 

worsening nationally but 
starting to recovery

• Safety culture is a leading 
indicator of outcomes

Patient Safety 
Outcomes
• NDNQI data shows 

worsening of CLABSI, 
falls, pressure injuries 
with some recovery

Member 
Experience

Employee 
Experience

Consumer 
Experience

Patient 
Experience

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
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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
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Goal of Zero Harm

”

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.

”
15



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
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National Action Plan Foundational Areas

Culture, Leadership & Governance

Learning Systems

Equity

Patient & Family (Person) Engagement

Workforce Safety
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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.
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Safety Culture
Change vs. 2023 benchmark

+.01

+.03

+.06

+.02

Pride & Reputation

Prevention & Reporting

Resources & Teamwork

Safety Culture Overall

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.
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Effective physician-nurse teamwork

Collaboration between departments

Comm. between phys/nurses/med personnel
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Reasonable amount of job stress

Adequate unit staffing

Data based on 1-year lookback benchmark



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

Engagement

Safety Culture
Diversity, Equity, 

& Inclusion
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Perception of Safety is Strongly Related to Engagement 
Safety Culture – Overall 

All Employees
(n = 993,165)

Engagement

4.51 
97th 

51.5% had a high score 
on Safety Culture – 

Overall 

48.5% had a low score on 
Safety Culture – Overall 

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

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

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

192 projects, n = 993,165 employees.

3.99

3.44
2nd 

22



Safety Culture - Segmented

On average, employees who identify as Hispanic or Latino 
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. 

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

For a 50th percentile facility: 
+ 0.05 = increase of 9-13 percentile ranks 
 - 0.05 = decrease of 8-10 percentile ranks

(2021 Nat’l Healthcare Avg )



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

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

A BROADER DEFINITION OF HARM

PHYSICAL HARM

FINANCIAL HARM
EMOTIONAL AND 
PSYCHOLOGICAL 

HARM

SOCIO-BEHAVIORAL 
HARM PHYSICAL HARM

PATIENTS

WORKFORCE

CONTINUUM

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



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
• training, and education to decrease 

workplace violence

Provide a 
framework to guide 

hospitals in 
developing 

effective workplace 
violence prevention 
systems, including:
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Improving Engagement and Resilience

Organization

Leader

Team

Self

• 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



Gaining ground in resilience 

3-year trending
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Pyramid of Harm

Slide courtesy of Dr. Steve Muething, Cincinnati Children’s
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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.
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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
• 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

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-qatar.org/reports/2013-reports).

34
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Listening Everywhere for Safety

Px Survey 
Questions/NLP

PFACs/
Focus groups/

Rounding

Complaints/
Patient 

reported 
events

Patient 
Perceptions 

of Safety
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Patients who feel unsafe are 2.5-3x less likely to recommend
Inpatient Acute

83.6
[43rd ]

LTR - All Patients
(n = 195,442)

68.87
[50th]

65.8% top box 
response to 

safety question

31.5% non-top 
box response to 
safety question

Group LTR

Medical Practice

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

94.3
[99th]

33.5
[1st]

82.4% top box 
response to 

safety question

17.6% non-top 
box response to 
safety question

84.9
[92nd]

34.0
[1st]

Group LTR

Quartile  1 2
 3 4



      

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.

BMJ Quality & Safety Published Online First: 05 
October 2022. doi: 10.1136/bmjqs-2022-014695 37



  

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.

BMJ Quality & Safety Published Online First: 05 
October 2022. doi: 10.1136/bmjqs-2022-014695
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What Patients Say About Safety Should Drive
Improvements in Safety

• With artificial intelligence (AI), we are now able to see trends and gain insights from 
large volumes of patients’ comments, where patients describe their experiences with all 
aspects of their care, including safety.

• Qualitative study themes:
• Comfort with safety of their care

• Cleanliness

• Courtesy and respect
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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.

• AHRQ to 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.
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Higher activation, no increase in fear
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Learning Systems

Commit to continuous learning within 
organizations by creating and strengthening 

internal processes that promote transparency 
and reliability, and through sharing as part of 
an integrated learning system and networks. 
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“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.”



Resilience

An ability to recover 
from 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
NORMAL OPERATIONS

Out of Control
CRISIS

In Control
NORMAL OPERATIONS

Energy 
Expended
“Kinetic Energy”

Energy
Reserve

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

Out-of-Control
CHRONIC 

Out of Control
CRISIS

In Control
NORMAL OPERATIONS

Energy 
Expended
“Kinetic Energy”

Energy
Reserve

“Potential Energy”
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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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Systems Solutions To Reduce Harm

50

R E L I A B LY  I M P L E M E N T



High Reliability Can Improve All Types of Performance

Best Practice +
performed as 

intended consistently 
over time

= Quality

Patient Centered +
performed as 

intended consistently 
over time

= Experience 
of Care

Safety Focus + performed as intended 
consistently over time = Safety

Resource Focus +
performed as 

intended consistently 
over time

= Efficiency

People Centered       +
performed as 

intended consistently 
ove  timer

= Engagement

High Reliability

51



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

Mutual respect

Teaming

Collegiality

Attention

Communication

Thinking

Fair & Just Culture

Tiered Huddles

PI & Daily 
Management

Rounding Practices

Daily Problem
Solving

Universal 
Skills

HRO Leader
Skills

HRO
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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 QUALITY &
SAFETY

PATIENT 
CENTEREDNESS & 

EXPERIENCE OF CARE

WORKFORCE 
ENGAGEMENT

CARE (HOURLY) ROUNDING X X

HUDDLES X X X

EXECUTIVE & LEADER ROUNDING X X X

PATIENT & FAMILY ADVISORY COUNCIL X X



“Habitual Excellence”

100%

Habit 
Formation

0%
Time

Safety
Quality
Experience
Engagement
Efficiency

Harm Rate

High Reliability Behaviors and Practices



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.
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