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Qutcomes

Composite Measure
Patient Safety Culture Composite % Positive Response
(2023)

Vs AHRQ

Vs 2019

1. Teamwork Within Units 75% 7% O 0%
2. Supervisor/Manager Expectations & Actions Promoting Patient Safety — 68% -12% @ -1%
3. Organizational Learning - Continuous Improvement — 77% 6% -5%
4. Management Support for Patient Safety — 69% 0% -4%
5. Overall Perceptions of Patient Safety — 55% -11% © -3%
6. Feedback & Communication about Error — 63% 6% © 7% @
7. Communication Openness — 44% -22% © 0%
8. Frequency of Events Reported — 60% 8% O 6% O
9. Teamwork Across Units 61% 0% -2%
27% © 7% @
11. Handoffs & Transition 44% -4% -6% L 2
-26% © -3%
13. Health IT System Training 59% -5% 1%
14. Health IT System Support and Communication 51% 1% -5%
32% -10% & 6% O

Scores from each hospital weighted equally
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Impact & Learnings
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Patient Chart Review ’

atient Feechack/Survey 3 Strategies for
Patient Feedback/Survey
Audits & Inspections = ANALYSIS --9 Improvement
Serious Reportable PDCA / PDSA
Events/Root Couse EMEA
Anaolysis
RCA
Review by MOA/
NQA ond other )
committees '%ﬂunr SPRQ‘
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prescription and
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of drugs
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Adverse Events
a.g tronsfusion
reactions, noso comial
infe ctions, falls,
medication emors,
pressum ulc ers

Serious
Reportoble
Events

e.g. surgicol
mishaps, ADEs




A different perspective on how we are doing...
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Questions for the audience

 ADVANCING QUALITY AND SAFETY TOGETHER:

What are your thoughts...

Simplifying processes is a leadership responsibility to enable employees to do the right thing.
Maintain a high level of situational awareness, in hope to reduce errors.

Navigating Differences — generational, cultural, historical

Above all, communication is key — the intent and purpose
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