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0 Nlgasurament of Pzaiisnt Saifziy in DA

/. Statewide survey of PSOs for structural and
process measures

/A Domains of measurement to serve as framework
for Pennsylvania Patient Safety Authority
(Authority) 2008 Annual Report

/A Incentive for facilities to participate: consulting
report that provides feedback on facility
responses compared with statewide responses
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U Plrgose of Szifeiy Praciicas Suryay

Measure the level of adoption of selected patient safety
practices in PA healthcare institutions, chosen by:

A CMSi Non-payment events

A TJC1i 2009 NPSGs

/A NQF - Serious Reportable Events

/A AHRQ/NQF - 30 Safe Practices

A The Aut Advisoiy Publications

The majority of the safety practices relevant to hospitals,
ambulatory surgery, birthing centers, and abortion facilities
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L Pt Safaiy Praciics Survay Timaline

/A Jan 6: Solicitation sent to PSOs and CEOs
A Jan 12: Survey distributed

/A Jan 30: Deadline extended to Feb 6

/. Feb-Mar: Analysis

A Apr: Statewide results published in the
Aut hori tyos 2008 Annual R ¢

/. Second quarter 2009: Participating facilities
report distribution scheduled
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Boosiscl Pariicioziijor)

ABoard membersd instituti ol
/. Other organizations (e.g., HCIF, HAP, PASHRM)
/A Outreach by patient safety liaison (PSL)

/A Calls to large health systems
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1 Kay Donzlins

Global measures of safety
| Leadership
| Medication Safety
| Safe Surgery
I Infection Prevention
| Device Safety
I Others
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0 Linitziions

A Facilities self-selected; not a random sample
/A Variation in interpretation of questions

A Variability between policies & procedures versus
practice

A Not all facility types proportionately represented

A Overall response rate 38%
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L Facility Pariicioziion

# Respondents 118

Recipients 237 279 516
Participation rate  49% 29% 38%
% of Respondents % of Active Facilities
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0 Rasooncline Facilitiss = By Fyos, Raciorn

//I Northwest (5) Northcentral (3) Northeast (1)
P -

Ene
1Tty )J i Feam

Cramadiond

Southwest (6) Southcentral (4) Southeast (2)

North|South| North | South
East | East |Central |Central | West | West
Number of responding facilities | 38 | 67 19 24 12 | 40 | 200
% of active facilities 53% | 31%

Region Total
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0 Leziclarshio Dozl

A New Joint Commi ssion Standar

and maintain a culture of safety and quality
t hroughout thle organizati onbo

/. Example elements of performance:
| Leaders evaluate the culture of safety and quality

I Leaders prioritize and implement changes
identified by evaluation

| Leaders provide education on safety and quality

| Leaders provide literature and advisories on
safety and make available to all individuals in

facility

ST, 1Source The Joint Commission. Behaviors that Undermine a Culture of Safety. Applicable Joint Commission Standards

Standard LD.03.01.01, Rationale for LD.03.01.01.
http://www.jointcommission. org/NewsRoom/PressKlts/BehaV|ors+that+Underm|ne+a+CuIture+of+Safety/app_1EIj.itm g
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Commonwealth of Pennsylvania

HOME

PATIENT SAFETY AUTHORITY
PA-PSRS

PATIENT SAFETY ADVISORIES
NEWS AND INFORMATION
EDUCATIONAL TOOLS

AUTHORITY EVENTS

ADDRESS:

Patient Safety Authority
539 Forum Building
Harrisburg, PA 17120

Phone: 717-346-0469
Fax: 717-346-1090

Analyzing, Educating and Collaborating

for Patient Safety

serch | Advanced sean

Pennsylvania Patient Safety Advisory

Produced by ECRI Institute and ISMP under contract to the Pennsylvania Patient Safety Authority

Leadership Series: Executive Patient Safety
Walkrounds

Pa Patient Saf Advis 2008 Jun;5(2):37-8.

John J. Kelly, MD, FACP, Chief of Staff

Maureen Ann Frye, MSN, CS, CRNP, Director,
Center for Patient Safety and Health Care Quality
Abington Memorial Hospital

As we near the ninth anniversary of the Institute of Medicine’s watershed report on medical harm
in the U.S. healthcare system, To Err is Human: Building a Safer Health System, boards of
trustees and administrators at many institutions remain uncertain and/or uncomfortable with
their role in the patient safety arena. The Commonwealth of Pennsylvania encouraged closer
trustee engagement under Act 13 by allowing trustee membership on the Act 13-mandated
patient safety committee to be formed within each hospital. While this was a positive step, board
members often remain distanced from the bedside in this traditional structure where much of
the content may remain “reporting” of staff activities. More recently, the Institute for Healthcare
Improvement's 5 Million Lives Campaign has included as one of its “planks™ to “Get Boards on

Board™' and strongly encouraged the meaningful, active participation of the board in goal-
setting, resource allocation, public transparency, and accountability of medical staff and
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Measure SEPA PA
Hospitals Hospitals
(23) (118)
Board of Trustee participation in patient safety Yes 30% VYes 32%
walkarounds in past year No 70% No 68%
Patient Safety Officer involvement in meetings Yes 74% Yes 69%
of the Board of Trustees in past year No 26% No 31%

Adoption of nJust Cul t Yes 78% Yes 86%
No 22% No 14%

Adoption of formal reward/recognition program  Yes 61% Yes 54%
to acknowledge staff who identify error-prone No 39% No 46%
situations

*Yes = partial to full implementation
*No = not implemented

Throughout, SEPA Hospitals refers to
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*@ respondents in the 5-county area - ‘@
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