


O -p OREGON
PATIENT
S C SAFETY
COMMISSION
The Oregon Patient Safety Commission is a semi-independent state agency that supports healthcare

facilities and providers in improving patient safety. We encourage broad information sharing, ongoing
education, and open conversations to cultivate a more trusted healthcare system.

Learn more: oregonpatientsafety.org

Our Mission

To reduce the risk of serious adverse events occurring in Oregon’s healthcare system and encourage a
culture of patient safety.

BUILDING A CULTURE OF SAFER CARE—TOGETHER.


https://oregonpatientsafety.org/
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Since 2003, the Oregon Patient Safety Commission (OPSC) has been operating the Patient Safety Reporting
Program (PSRP) to promote shared learning and enhance quality and safety across Oregon’s healthcare
system. And, while healthcare has been in a constant state of change since PSRP was created, the program
and its statute have remained largely unchanged. We have an opportunity to adapt and respond to new
knowledge and insights to ensure PSRP can continue to support the rapidly changing healthcare
environment and provide meaningful shared learning in service to OPSC’s mission—to reduce the risk of
serious adverse events occurring in Oregon’s healthcare system and encourage a culture of patient safety.

Last year, we started work on a quality improvement process that included an analysis of PSRP to help
shape recommendations to strengthen the program. This analysis takes a closer look at the following areas:

* Advances in patient safety science. We found a notable shift in focus from the specifics of what
organizations are learning from individual adverse events to the systems and infrastructure
organizations have in place to learn from these events. A key aspect of our analysis was
understanding the unique, yet interdependent, roles of state and organization-level reporting
programs in making progress in patient safety. We also dug deeper to understand the essential role
of a state reporting program, like PSRP.

Essential Role of a State Reporting Program 0

» Supportive. It builds on organization-level efforts with minimal duplication.

» Shares learning. It shares information to inform organization-level safety and quality
improvement work.

» Collaborative. It facilitates work on problems that can’t be solved in isolation.

» Provides accountability. It provides meaningful public accountability.

» Advances equity. It encourages practices and improvement efforts that advance equity.

*  Current patient safety priorities and practice in Oregon’s healthcare system. Understanding the
perspectives of healthcare organizations is essential to shaping the future of Oregon’s program. We
talked with organizations whose members are eligible for the reporting program, and they
identified staffing as the top priority. We also heard that many patient safety priorities are
upstream from adverse event reporting. Other priorities varied across the different types of
organizations that we talked with. One of the central lessons we took from this process was that
patient safety must be collaborative to be successful. Our conversations with individual healthcare
organizations are ongoing, as they work to find time to talk with us amid staffing constraints.

In this report, we share our analysis of how patient safety reporting program knowledge and practice have
advanced and offer recommendations to ensure that PSRP can keep pace with an ever-evolving healthcare
delivery system. We also discuss the qualities that make a state reporting program effective, as well as
what is needed within organizations for learning and improvement to thrive at a state-level.

Our work to shape the future of the program is ongoing. We are convinced that the foundation of PSRP is
strong, and the ability to evolve is central to a sustainable and effective program that can continue to help
make care safer for all Oregonians.



Oregon’s Patient Safety Reporting Program (PSRP) has a strong foundation that is rooted in the Oregon
Patient Safety Commission’s (OPSC’s) mission—to encourage a culture of safety and help make care safer
for all Oregonians. However, healthcare has been in a constant state of change since 2003 when PSRP was
created, and PSRP’s original statute has remained largely unchanged. To ensure PSRP can continue to
support the rapidly changing healthcare environment, OPSC’s Board of Directors committed to embark on a
phased analysis process to inform programmatic changes.
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It Is Imperative to Integrate Equity into PSRP as We Plan for the
Future

To serve all Oregonians, OPSC must integrate equity into everything we do,*” including any revision to
the PSRP statute. Patient safety is undeniably linked to health inequity—the differences in health
outcomes that are systematic, avoidable, and unjust.’™ Inequitable care is not safe care. In the past
year, professional organizations across the country have issued policy statements recognizing
systemic racism as a public health issue that the healthcare system must address explicitly and
urgently.*® Local and state governments have followed suit.”® Structural racism and systemic
discrimination based on factors such as race, sex, language, and socioeconomic class are codified in
the policies and practices of the U.S. healthcare system.®®

When an organization’s culture of safety (an organization's shared perceptions, beliefs, values, and
attitudes that combine to create a commitment to safety and an effort to minimize harm?’) does not
address health equity head on, it can deepen the systemic biases and injustices that are already
present. A 2020 study published in the Journal of Patient Safety™ identified race differences for
serious harm events by both type of event and hospital setting for events reported in a voluntary
reporting system. Yet, there is limited understanding about how to connect what we know about
health inequities to solutions that result in concrete changes.®’ In Oregon, even basic data on race
and ethnicity are either not collected during facilities’ event investigations or are simply not included
in event reports submitted to PSRP (Figure 1 and Figure 2, page 22). We must take steps to
understand the root causes of inequity in patient safety so that we can implement targeted strategies
to make safety in healthcare more just.

While revising PSRP’s statute cannot change the inequities inherent in Oregon’s healthcare system, it
would improve the program’s ability to serve its intended goal—to help healthcare organizations
build the culture of safety necessary to make our care delivery system safer for every Oregonian. We
will explicitly look at how proposed revisions can advance health equity, including but not limited to
revisions that codify health equity as an essential part of PSRP data collection and analysis.



PSRP Continuous Quality Improvement Process

Analyze Advances in Patient Saftey Knowledge and Practice Compared to

PSRP
We will

conduct an analysis process looking at the following key areas to understand how our knowledge,

insights, and practices related to patient safety may have changed since PSRP was created, and compare
them to the current PSRP statute for alignment:

Our mission: OPSC’s mission provides a clear and focused goal for PSRP. A strong connection
between our mission and our mandates will help ensure the program continues to serve
Oregonians.

Advances in patient safety science: Recent patient safety science focuses on the systems and
infrastructure organizations have in place to learn from adverse events or identified risks, rather
than specific solutions to individual problems. This is a shift from the previous focus on what
organizations learn to now looking at how they learn.

Current patient safety priorities and practice in Oregon’s healthcare system: Since PSRP was
designed, the healthcare system has been constantly changing. We are uniquely positioned to
support collaboration and learning across Oregon through PSRP; but the best way to do that may
have changed. Understanding the patient safety priorities and practices of healthcare organizations
will be essential to shaping what future support looks like.

Apply What We Learn to Strengthen PSRP

We will

use what we learn from the analysis process to inform potential revisions to PSRP to keep pace with

patient safety science and the healthcare system that has, and will continue to, evolve. Specifically, we will

look at:

Where we have flexibility in how we operationalize the program that could be revised without
statutory change. This process could highlight opportunities to make program improvements in the
short term.

Where we have opportunities to strengthen PSRP by updating the statute, making the program
more relevant for a healthcare system that will continue to evolve.

The Phase | analysis process will help shape our long-term strategy for PSRP. We expect to:

Move forward with the statutory change process for opportunities identified during our Phase |
analysis process. We will work with the OPSC Board of Directors (See Appendix Ill) and members of
the healthcare community to thoughtfully consider any change to PSRP.

Develop plans for and operationalize any statutory changes. Just as OPSC did in the initial roll out of
PSRP, we will collaborate with representatives of relevant healthcare segments on any changes to
the program.



Through our work, we have learned many important lessons about patient safety, the vital role of culture,
and what approaches might lead to widespread progress in patient safety. We believe some of these
lessons are crucial to our work going forward and we have used them to guide our analysis process:

@ Culture of safety requires health equity. To serve all Oregonians, we must integrate equity into
everything we do. Throughout our analysis process, we will explicitly look at how our decisions can
advance health equity and take special care to make sure they do not perpetuate systemic
inequities.

@ We must be able to adapt and innovate. To effectively support an industry that is constantly
evolving, often in unpredictable ways, we must continuously incorporate new knowledge and
insights to meet changing needs. Being responsive to the events of the past few years is our only
option.

f;%\ This work cannot happen in isolation; it must be done together. We will look for opportunities to
2=2  focus on how we can support collaboration and learning across the healthcare system so that we
can make progress together.

w

Our mission—to reduce the risk of serious adverse events occurring in Oregon’s healthcare
system and encourage a culture of patient safety—remains vital. Supporting patient safety culture
development is essential to making our healthcare system safer. We will ensure our mission drives
our continuous quality improvement process for PSRP, as it drives everything we do.

OPSC is uniquely positioned to share information and best practices to help Oregon’s healthcare system
move forward together. We believe that to support healthcare organizations in this shifting landscape, we
have an obligation to learn and make deliberate and purposeful change. Embarking on a continuous quality
improvement process for PSRP will ensure that the program can adapt to the changing needs of the
healthcare delivery system and continue to fulfill our mission, to be a lever for culture change in Oregon.

For our analysis, we looked at current patient safety science through a literature review process. In parallel,
we also sought to understand the needs and priorities of the healthcare system though an interview
process, talking with organizations eligible for the program, or entities whose members are eligible for the
program.



PSRP is Oregon’s state-level reporting program. A state-level reporting program is an information collection
and dissemination tool to help support progress towards defined patient safety goals across the healthcare
system. Much of the learning and value that comes from a reporting program happens outside of the
program. A state adverse event reporting program relies on contributions from, and work on the ground in,
healthcare organizations to fulfill its intended purpose so that all organizations across the state’s healthcare
system can move forward together.

With this in mind, we first focused our literature review on understanding the unique goals and role of a
state reporting program compared to organization-level programs. We used what we learned to delve
deeper into the specific qualities that make a good state reporting program. In total, we reviewed 56
articles seeking to better understand expert recommendations for a state-level adverse event reporting
program.

The Interdependent Goals of State and
Organization-Level Reporting Programs

It is clear through our literature review, that it was not possible to isolate what we were learning about
state-level reporting programs. The goals of state and organization-level reporting programs are
interdependent, each playing an essential role in the larger patient safety ecosystem. An organization-level
program gathers information about and investigates specific adverse events, while a state program gathers
information about what the organization-level program learned. In so doing, the state program can
facilitate collaboration and provide public accountability. System-wide learning and improvement occurs
when state and organization-level reporting programs fulfill their unique, and mutually reliant roles.

Twenty-three of the articles that we reviewed identified one or more goals of a reporting program. Seven
distinct goals of adverse event reporting programs emerged that we grouped into three overarching
categories. Some goals applied to state reporting programs, some applied to organization-level reporting
programs, and some applied to both (Table 1, page 5).



Table 1. Reporting Program Goals Supported by State and Organization-Level Programs
Can Program Achieve Goal?
Yes Notonitsown @ No

Goal State-Level Organization-Level

Reporting programs are tools to collect information about the events and investigation findings. Identifying adverse
events, hazards, or rare events is an appropriate goal for an organization-level reporting program, but not for a
state reporting program. Information gathering is appropriate for both.

Identifying Adverse Events, Hazards, or Rare Events Y

Information Gathering

Learning and Improvement

Learning and improvement require participation of large, interconnected systems and cannot be achieved by a
reporting program alone. Learning and improvement are achieved when the output of a reporting program is
implemented. Although monitoring occurrence over time is identified in the literature as a reporting program goal,
neither state nor organization-level programs are appropriate tools to achieve this.

Learning from Adverse Events
Improving Safety and/or Quality

Monitoring Occurrence Over Time o ®

Accountability and Culture Development

Accountability and culture development reflect the environment created by our work and in which we do that
work. Culture of safety is necessary for any successful reporting program, but it is also built and strengthened by a
reporting program. Public accountability can only be achieved with and unbiased third party, as in a state program.

Providing Public Accountability o
Supporting Culture of Safety

Essential Role of a State Program Patient Safety Ecosystem

In the patient safety ecosystem, state and
organization-level programs are interdependent,
each playing an essential role to advance progress
toward mutual goals. A state reporting program:

Adverse Event/Hazard Accountability
Identification and Culture
|
v Development
1
* Is Supportive: Builds on organization-level

efforts with minimal duplication. )

* Shares Learning: Shares information to )

. R Analysis

inform organization-level safety and

quality improvement work. Reporting
e Is Collaborative: Facilitates work on Program

problems that can’t be solved in isolation.

* Provides Accountability: Provides
meaningful public accountability.

* Advances Equity: Encourage practices and Learning Improvement
improvement efforts that advance equity.




Qualities of a State Reporting Program

We used what we learned about the goals and essential role of a state reporting program as a lens to
evaluate the literature related to qualities of an effective state reporting program. The qualities reflected
two distinct aspects of a state reporting program, the structure and the purpose and values, and were
further grouped into seven categories based on similarity (Table 2). The structure of a reporting program
enables it to fulfill its intended purpose and value.

Table 2. Qualities of an Effective State Reporting Program, by Category

Quality Category Individual Qualities
Structure
Non-Regulatory * Confidential and non-punitive

* Operated by an independent agency
*  Monitored for success

Fit for Purpose * Reporting structure aligns with the intended purpose
* Adequately resourced to fulfill purpose
* Limits duplication to the extent possible
* Provides standardized definitions and minimum datasets, that can:
— Reduce organization burden
- Offer shared definitions for shared learning
- Set minimum standards for accountability

Agile * Adaptable
* Limited and flexible scope

Purpose and Value

Supports a Culture of Safety Provides common cultural standards and norms, the high tide that

raises all boats

Collaborative * Facilitates collaboration among multiple providers or organizations
* Focused on action and quality rather than rote reporting and quantity

Uses Data Purposefully Provides analysis

* Uses data appropriately

Produces Meaningful Output Results in learning from adverse event reports

* Broadly disseminates learning based on audience needs
* Clearly communicates value of reporting

In this section, we offer summaries of the current scientific thinking about each individual quality of a good
state reporting program. Not surprisingly, during this process qualities also emerged that were not the
gualities of an effective state reporting program; rather, they were prerequisites at the organization-level
to have an effective state program. This further solidifies our understanding of the interdependence
between state and organization-level reporting programs.



Organization-Level Prerequisites for an Effective State Program

* Is Part of a Comprehensive Patient Safety Approach with a Goal of Learning and Improvement.'1°

A reporting program is a tool that, on its own, cannot improve patient safety. A comprehensive
patient safety approach includes systems to support an adverse event investigation and analysis
process, implementing changes, monitoring the effects of those changes over time, and reporting
out on the findings.

* Supports a Culture of Safety. Culture of safety is an organization's shared perceptions, beliefs,
values, and attitudes that combine to create a commitment to safety and an effort to minimize
harm.! Culture of safety is both necessary for a successful reporting program but also built and
strengthened by a reporting program.

* |s Resourced. Healthcare providers and staff must be trained on what to report and how to report,
and given protected time in which to do s0.27*'®% There is no “one size fits all” model for how to
accomplish this. State programs are impacted by how organizations prioritize and resource internal
reporting programs because it impacts what the organization is able to contribute to the state
program.

* Is Participative.*1>1220 Healthcare providers and staff should be involved at all stages of the
comprehensive patient safety approach. People are more likely to learn from a process in which they
participate. Lack of participation and openly shared learning can send a message that the
organization is hiding something, or nothing is being done. This can breed an environment of blame
and shame that is antithetical to culture of safety.

* Involves Patients and Families. There is increasing evidence that patient and family involvement
benefits patient safety work. The type and level of involvement is dependent on the situation. The
concept of the patient and family as an important source of information and a member of their own
healthcare team is also important for state reporting programs.>2

The structural elements of a state reporting program that drive how the program operates and enable it to
fulfill a specific purpose and contribute value.

Non-Regulatory

Confidentiality is necessary but not sufficient to encourage reporting.1™*67.1014.18.2022-25 A non-punitive
approach at the state level is essential. A punitive approach can incentivize organizations to “game” the

system to avoid punishment.?6?’

An independent agency that is free from industry interests and does not play a regulatory role can:

*  “Foster credibility among the public.”*??

* Develop expertise in the causes and prevention of safety risks that individual organizations may not
be able to develop on their own.2%30
e Set state-level priorities for everyone to work towards together.?

However, depending on the cultures of the organization and the independent agency, it can also introduce
an invasive, confrontational feeling, which can have a negative impact on patient safety work.>° This



highlights the need for a culture of safety at all levels of the healthcare system, as well as the
interconnected nature of each of the qualities present in an effective state reporting program.

Reporting systems should be monitored for success.? This requires defining what success looks like,
developing a standard evaluation model, and applying it on a regular basis.

Fit for Purpose

Voluntary reporting is most appropriate for learning systems; mandatory reporting is most appropriate for
regulatory systems.® For mandatory reporting to be viable, the governing agency must be able to evaluate
compliance.®3! Compliance evaluation typically comes with consequences for noncompliance, therefore
evaluating for compliance can be perceived as punitive. There are times when mandatory reporting is
appropriate and necessary, like healthcare-associated infections and device failures.’® Understanding the
goals of the state program will help determine whether or not voluntary or mandatory is likely to be a
successful approach.

Resources include budget, trained and dedicated staff, time for existing staff to participate, technology, as
well as other infrastructure. State programs must clearly define their purpose and have adequate financial
resources for staffing, data security, etc. to achieve that purpose. If a state program intends to collect
adverse event reports, their resources must account for adequate staff to read, triage, and analyze every
submitted report. It must also account for staff to turn the analysis into recommendations and disseminate
those to healthcare organizations.®*

Organizations often have multiple reporting requirements they must meet, which can mean entering the
same information into multiple systems. Ideally, a state program would be able to accept automated,
electronic submission of adverse event reports. However, that would require shared definitions and
datasets across a variety of different types of organizations, which would limit the kinds of changes that
could be made at the organizational level. More importantly, state systems serve a different purpose than
organization-level programs, and that purpose drives their data needs. The goal of accepting adverse event
reports must be clearly stated. If the goal is public accountability, what elements must be present to
achieve that goal? Are those elements the same as in an internal investigation report? Is the variation
among internal reports a kind of barometer of the systems they have in place to do patient safety
Work?1,3,4,22

The variation among different organizations’ definitions and datasets can hinder collaboration and shared
learning. A state program can offer standardized definitions and minimum datasets. This standardization
can:

¢ Reduce organization burden. Organizations that are just beginning to build their internal reporting
programs can choose to adopt a state program’s reporting tool rather than developing their own. A
state program has an opportunity to bolster an organization’s internal support by providing
standardized patient safety education and training. The organization can then focus on providing
training for use of their specific internal reporting systems.



* Offer shared definitions for shared learning. Consistent classification of adverse events allows for
state-level analysis.>*'%19 Standardized definitions allow everyone to speak the same language. The
primary source of learning from adverse events is in the qualitative event descriptions, their
contributing factors, and solutions. A standard set of report elements can help guarantee the
descriptions in submitted reports contain all the necessary information to allow for state-level
analysis and shared learning.

¢ Set minimum standards for accountability. Another potential role for a state program is to define
the minimum standard for healthcare organizations incident reporting systems, investigation
content, and staffing to attempt to guarantee that adequate resources are provided at the
organization level.

A reporting program collects information it can analyze to understand adverse events and, ideally, prevent
future events. A reporting program should make sure the information it’s collecting clearly aligns with its
purpose.®* It should avoid collecting information it cannot or will not use. Reporting systems should be easy
to use and reporters should be trained on how to use them.'™2° There is a careful balance to be struck
between making a system easy to use and getting the right information in an analyzable format.

Agile

To keep pace with the rapidly evolving healthcare delivery system, a reporting program must be able to
adapt to changing needs, priorities, and innovation. Additionally, organizations have their own quality
improvement priorities, so a state program must be able to adapt to organizational contexts without
causing undue strain on their or the organization’s resources.?

Limited and flexible scope

The internal reporting systems employed by organizations to collect initial adverse event reports from
providers and staff generate a large volume of reports that can easily swamp a state reporting system.
Limiting the scope of what can be reported can be an important tool to manage volume.*”1%1° This can be
done by reducing what’s reportable to a limited set of event types or a certain level of harm or by focusing
on specific elements of the event analysis process, like action planning to prevent future recurrence or
tracking success over time. State programs can work with organizations to identify priority areas to work on
collaboratively across the continuum of care.'® Topics can change as needed to reflect healthcare’s ever-
changing priorities.*!° Limiting the scope of data collection for a state program does not have to limit the
scope for organizations. It focuses organizational efforts as they relate to the state program and increases
the likelihood that the state program will be able to develop meaningful output.



The intended goals and role of the state reporting program and the value that it brings to the larger
healthcare system.

Supports a Culture of Safety

For any patient safety effort to be successful, organizations must cultivate a culture of safety. Without a
culture of safety, patient safety improvement efforts, though well-intentioned, are ineffective and
unsustainable.323% While participation in a state reporting program can reinforce and strengthen an
organization’s culture of safety, a state program, on its own, cannot create a culture of safety in an
organization. A culture of safety must be driven by an organization’s internal culture.

A state program can provide an organization with a mechanism by which the organization can improve
their culture of safety. A state program gives organizations an opportunity to demonstrate their
commitment to transparency and accountability, which is an important part of creating the psychological
safety necessary for staff to feel comfortable speaking up. If a state program is punitive and apportions
blame, it can hinder the development of culture of safety in organizations.

A state program can also provide a common pool of standards and norms to give organizations a shared,
objective goal to aim for.*®

Collaborative

Collaboration can occur at the event level or more broadly. Because adverse events often occur over long
periods of time and in multiple contexts, but investigations tend to be localized, a state program can
provide confidentiality protection to participating organizations so they can work together. An additional
difficulty at the organization level is provider discomfort with reporting an error made by someone else.
Reporting to a neutral third party that provides some guidance for how to handle this sort of situation may
be the beginning of a solution.3*’

The most important value in using state programs for collaboration may be found in standardizing policy
and procedure across organizations, which has a better chance of eliminating unsafe practices.?%22313839

Reporting is a means to an end, and it’s the end that matters. The end goal of collecting information is
learning and change.>*1%2° However, state programs cannot make change inside organizations; they must
do that themselves. A state program must consider how it supports taking action and evaluates its own
processes to make sure it doesn’t devolve into a rote reporting exercise for facilities. Additionally, learning
cannot happen with incomplete information. A focus on rote reporting often becomes a focus on ever-
increasing reporting volume, which is not synonymous with learning.>*%1° Collecting a large quantity of
adverse event reports with incomplete information that do not result in action or change will not support
the end goals of learning and change. However, collecting a handful of reports with complete information
that results in action or change can support a program’s learning and change goals to prevent patient harm.



Uses Data Purposefully

At the organization level, each report is reviewed and triaged for investigation and analysis. A state
program should collect reports of an organization’s complete investigation and analysis, and it should focus
on rare or novel events,>*° or on events related to a state or national patient safety priority. Qualitative
analysis should be the main mode of study rather than quantitative statistics.? Because state programs rely
on organization level programs for high quality data, they should offer a standardized methodology for
investigation and/or reporting, training courses on investigation and analysis, and direct feedback when
necessary.?

State and national reporting rates should not be used to compare healthcare organizations or to monitor
organizational safety performance. Rather, the lessons learned from organizations in-depth investigation
and analysis of events should be disseminated.* This necessitates collecting those lessons and the results of
implementation.

Produces Meaningful Output

Aggregating reports from healthcare organizations and aggregating learning from healthcare organizations
are not one and the same, because not all investigations result in learning. Weaknesses in any part of the
complex adverse event identification and investigation processes, as well as the action planning and
implementation processes, can inhibit or prevent organizational learning. These processes are also subject
to the subjective preferences of the individuals tasked with doing the work. These opportunities for failure
and subjectivity by all eligible organizations can make it difficult to aggregate and share learning at the state
level.#®134 Understanding the context in which an improvement plan successfully leads to organizational
change is critical to successfully disseminate lessons learned at a state level.

Lack of feedback is arguably the most significant barrier to reporting program participation.>>5121518-

20,25,31,35,37,4042-55 State programs should disseminate what they learn as widely as possible. That includes
both what they learn about adverse events, their causes, and prevention as well as information about
investigation and prevention strategies.? State programs should use a variety of channels to disseminate
information.

State programs must devise feedback that is appropriate for their purpose, with input from organization-
level stakeholders.2® If the state program’s purpose is to improve the culture of safety and share lessons
learned from investigations, then feedback should be targeted at best practices and storytelling, not
frequency charts.” State programs have an opportunity to help demystify what to do with the lessons
learned from incident reports by giving feedback with clear recommendations.’

When reporting programs fail to clearly communicate their value, they disincentivize
participation.2>#1320.2542 A participation drops, so does the program’s ability to learn and improve. The best
way to communicate the value of reporting to both organizations as well as individual healthcare workers is
to make good on the promise of a reporting program: to learn from what is submitted and disseminate that
information far and wide.



In the 2020 report Safer Together: A National Action Plan to Advance Patient Safety, the National Steering
Committee for Patient Safety (NSC) describes the critical need for a coordinated effort from all stakeholders
across the healthcare continuum. In the report, NSC acknowledges a lack of progress in patient safety
despite the many evidence-based practices for harm reduction identified by individual organizations,
because they are seldom shared beyond the organization or effectively implemented across multiple
organizations. NSC concludes, “It has become clear that reducing preventable harm is a complex endeavor
that requires a concerted, persistent, coordinated effort by all stakeholders, and a total systems approach
to safety.”>6(11)

At OPSC, we are uniquely positioned to support learning and coordination across the healthcare system,
free from industry interests. We can offer insight into the efficacy of organizations’ processes and systems
for learning from patient harm events to make care safer. Individual healthcare organizations have the
internal expertise to best investigate and understand the vast breadth of clinical and technical issues that
comprise patient safety work.

As a part of our analysis process to strengthen PSRP, we interviewed representatives of Oregon’s
healthcare organizations to understand their patient safety priorities, using Safer Together: A National
Action Plan to Advance Patient Safety as a framing device. Understanding the current needs of the
healthcare system will be essential to shaping what the future looks like for PSRP.

We identified ten professional organizations as important partners in this process and interviewed 8 of
them between December 2021 and April 2022. Interviews were scheduled for 30 minutes and consisted of
9 questions about their members’ patient safety priorities.

Professional Organization Interview Summary

Patient safety priorities related to health equity. We heard that health equity is a priority, in general, for
Oregon healthcare facilities. There was broad consensus that health equity is important, but it was largely
seen as a separate priority, not connected to patient safety. Specific health equity priorities included access
to care (including pharmacies and dialysis centers) for rural Oregonians as well as access for specific groups
(like older Oregonians), and workforce diversity.

Patient safety priorities related to culture of safety, leadership, and governance. Interviewees recognized
the importance of culture of safety and leadership. The definition of governance seemed less clear, with
some organizations interpreting it as “government.” Specific priorities related to culture of safety and
leadership were creating psychological safety for staff, patients and families to be able to speak up, as well
as effective communication, checklist use, adequate staffing to enable system changes, and risk training
and education. Interviewees also talked about needing more alighment between leadership and regulators
as well as needing more support from regulators (for example, on administrative rule interpretation).

Patient safety priorities related to patient and family engagement. Interviewees agreed that patient and
family engagement is an important part of patient safety. They identified the value of patient advisory
councils and open communication with patients and families as priorities. We also heard about how the
COVID-19 pandemic has made it more difficult to engage in meaningful relationships with families and keep



everyone safe. Some organizations mentioned the need to work with patients and families specifically on
grievances or in the wake of an adverse event.

Patient safety priorities related to workforce safety. Organizations primarily identified staffing and
burnout as their main priorities related to workforce safety.

Patient safety priorities related to organizational and system learning. The definition of “organizational
and system learning” seemed to be unclear to many of the organizations we interviewed. Most talked
instead about training and education priorities. That said, there were two organizations that spoke about
the need for system-wide implementation of streamlined, standardized tools and resources, as well as the
need to evaluate how COVID-19 has impacted various existing systems in healthcare facilities (e.g., systems
related to transfers).

Other patient safety priorities. Interviewees identified a wide range of priorities, from legislative projects
(e.g., payment reform) to very specific quality improvement project topics (e.g., sepsis or falls).
Organizations also identified the need for coordination among different care settings and sometimes even
different areas of government that might not typically be involved in healthcare conversations (e.g.,
agencies responsible for clean water or the power grid).

Support needs. Most of the organizations we spoke to identified some very specific needs of the facilities
they represent. These included things like help with staffing, patient support (e.g., transportation or
translation), event investigation and analysis support, help reducing administrative burden, communication
training, and support on specific quality improvement topics (e.g., sepsis, falls, or COVID-19 response and
management). There was some overlap in the specific needs identified across different care settings,
illustrating the importance of bringing everyone together to collaborate.

Barriers to patient safety work. The biggest barriers to patient safety work interviewees identified were
staffing and administrative or regulatory burden. The administrative or regulatory burden is magnified by
the staffing challenges facing the healthcare system.

Discussion

Several overarching themes emerged from these interviews.

Staffing is the top priority. Staffing and workforce came up in every interview. Interviewees talked
about some of the reasons for understaffing (e.g., not enough providers, thin profit margins, and
inadequate incentives to keep providers in rural areas), as well as how understaffing impacts the
workforce itself (e.g., long hours and burnout). They also acknowledged that understaffing reduces
the capacity of facilities to make system changes or do quality improvement work because patient
care comes first.

Many patient safety priorities are upstream from adverse event reporting. Interviewees talked
about how workforce limitations and reduced access to care impact patient safety. When
pharmacies, dialysis facilities, ambulatory surgery centers, hospitals, clinics and other types of
healthcare facilities close in rural communities, it can result in patients going without care until
they’re sick enough to require an emergency department visit or hospital admission.

Support needs and other priorities are varied in their scope and specificity. Interviewees
articulated a variety of different needs that ranged from specific training topics to a more general



reduction in administrative burden. Some of the types of support they identified are things that
OPSC can do or has done in the past; others are outside our purview.

Definition variation. Although terms like “patient engagement” and “learning systems” are
commonly used patient safety terms, we learned that they can be understood fairly differently by
different organizations.

From these themes, OPSC takes the following lessons:

&

Patient safety must be collaborative to be successful. Staffing is a critical priority for all areas of
healthcare right now. The sources of the staffing crisis vary by care setting and provider type. For
some, there were not enough students in the pipeline to fill growing needs. For others, there were
not enough good paying jobs to employ all of the students currently in the pipeline. Although it has
significant impacts on patient safety, staffing decisions are typically not within the patient safety
sphere of influence. Similarly, when patients delay care due to lack of access in their home
community, it can be difficult to recognize lack of access as the cause of an adverse event. It can
also be difficult to know who is responsible for bringing attention to it. Increased collaboration is
needed to work on these multifaceted problems.

Role clarity. There was some lack of clarity about OPSC's role. Because patient safety is so vast and
far-reaching, it’s critical for OPSC to clarify its role and to work collaboratively with other
organizations. This highlights the need for a coordinated and collaborative effort across healthcare
settings to support patient safety work in Oregon’s healthcare system.

Building a shared vocabulary. The more OPSC brings people from across the healthcare continuum
together, the more we'll build a shared vocabulary. Using plain language will be an important tool
for clarity.



In comparing what we learned through our Phase | analysis process to the current PSRP statute, it is clear
that there are opportunities to strengthen the program. The PSRP statute limits the ability of the program
to evolve along with Oregon’s healthcare system in response to new patient safety knowledge and practice.
This is primarily driven by overly specific or outdated language and aspects of PSRP that do not support
current patient safety science and/or practice. Revising the PSRP statute would allow OPSC to adapt and
respond as necessary. Select revisions would aim to:

* Broaden and revise overly specific or outdated language.
* Revise elements of PSRP to support current patient safety knowledge and practice.
* Codify health equity as an essential part of PSRP data collection and analysis.

With the ability to adapt to a changing healthcare environment along with the healthcare organizations
that use the program, PSRP would be able to continue to fulfill its intended purpose—to help make
healthcare safer for all Oregonians. We will work with our board of directors and seek input from members
of the healthcare community and the public as we continue to make progress on our continuous quality
improvement process.
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Appendix |. Adverse Events in Oregon

Demographics

Figure 1. Patient Race, 2021 Figure 2. Patient Ethnicity, 2021
@ Hispanic M Not Hispanic = Unknown

White I 1%

Unknown P 53% 3%
Other I 2%

Native Hawaiian or Pacific Islander | 0%

Black or African American I 2%
Asian I 2% 57%

American Indian or Alaskan Native | 1%

0% 20% 40% 60%
Figure 3. Patient Age Groups, 2021 Figure 4. Patient Gender, 2021

P — M Female M Male
(]

70-79 I 20%
60-69 I 25%
50-59 [ 11%
40-49 I 11%
30-39 [ 12%
20-29 I 5%

Under20 I 5%

0% 10%  20%  30%

Participation and Engagement

Four healthcare segments—ASCs, hospitals, nursing facilities, and pharmacies—are eligible to participate in
the Patient Safety Reporting Program (PSRP). All eligible hospitals are enrolled in PSRP, while some ASCs,
nursing facilities and pharmacies have not yet enrolled. Not all enrolled facilities submit reports every year.

Table 3. Percent of Eligible Facilities Enrolled and Percent of Enrolled Facilities that Submitted, by
Segment, 2021

% of Number of % of
Eligible Enrolled Enrolled
That Are That That
Segment Enrolled Eligible Enrolled Submitted  Submitted
ASC 67 93 72% 11 16%
Hospital 59 59 100% 30 51%
Nursing Facility 106 130 82% 1 1%
Pharmacy 113 696 16% 1 1%
Grand Total 345 978 35% 43 12%
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Oregon facilities submitted 255 adverse event reports in 2021 (Table 4).

Table 4. Total Submissions by Segment, 2021

Segment Number
ASC 44
Hospital 205
Nursing Facility 2
Pharmacy 4
Total 255

Event Type

In 2021, Oregon healthcare organizations voluntarily contributed 256 adverse event reports to PSRP for
learning: 44 reports were from ASCs, 205 were from hospitals, 2 were from nursing facilities, and 4 were
from pharmacies. Table 5 provides a list of the types of adverse events that Oregon healthcare facilities

contributed to PSRP.

Table 5. Event Types by Segment, 2021

Nursing
ASC Hospital Facility Pharmacy Total
Event Type Number Percent Number Percent Number Percent Number Percent Number Percent
Fall 6 9% 24 11% 44  17%
Surgical or other invasive procedure 33 52% 15 7% 36 16%
Care delay 24 11% 29 11%
Medication or other substance 5 8% 18 8% 13 100% 28 11%
Device or supply 1 2% 19 9% 27  11%
Healthcare-associated infection (HAI) 11 17% 23 10% 20 8%
Retained object 18 8% 19 7%
Other 4 6% 12 5% 9 4%
Maternal 12 5% 8 3%
Pressure injury 27  12% 7 3%
Suicide or attempted suicide 8 1% 6 2%
Perinatal 5 2% 6 2%
Failure to follow up test results 5 2% 5 2%
Anesthesia 2 3% 1 0% 4 2%
Irretrievable loss of irreplaceable 1 2% 1 0% 3 1%
specimen

Elopement 1 0% 3 1%
Aspiration 4 2% 3 1%
Radiologic 2 1% 2 1%
Blood or blood product 1 0% 2 1%
Burn 1 0.4%
Total Reports 44 205 2 4 255

Event types that are unavailable to a particular segment are denoted with gray cells.



Harm Level

OPSC has adapted the National Coordinating Council for Medication Error Reporting and Prevention’s (NCC
MERP) Medication Error Index (2001) to classify adverse events reported to PSRP according to the severity
of the outcome. PSRP participants are required to report serious adverse events. Participants are also
encouraged to report less serious harm events, no harm events, and near misses, because all events,
regardless of harm, are prime opportunities to learn and improve systems of care. As expected from the
program’s emphasis on serious adverse events, almost half of the reports submitted to PSRP in 2021 (48%)
resulted in serious harm or death (Figure 5).

Figure 5. Harm Categories for All Segments, 2021
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Contributing Factors

Contributing factors shed light on the circumstances or conditions that increased the likelihood of an event.
By identifying system-level factors, such as communication and patient management factors, organizations
have a solid starting point to uncover deeper system-level causes (or root causes) that can be addressed to
prevent the event from recurring. PSRP reporters selected 54 individual contributing factors across seven
categories (Figure 6).

Figure 6. Contributing Factor Categories, 2021
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Quality

Event reports submitted to PSRP provide a window into an organization’s event review and analysis
process. OPSC reviews reports based on a set of quality components, which serve as indicators of a strong
event review and analysis process that can prevent future events. The two most frequently missing quality
components were:

1. One or more system-level action plans designed to minimize risk
2. One or more root causes

Figure 7. Percent of Reports Receiving Each Quality Component, 2021
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During the COVID-19 pandemic, healthcare facility resources have been strained and staffing has been a
significant problem.”! Adverse event investigations and analysis require a significant investment in time and
resources in order to be successful.”3%%870 They can take months to complete, with final analysis of root
causes and action planning occurring at the end of the process.

Just over a third of submitted reports (37%) included all six elements necessary for acceptable quality. Less
than 20% of ASC reports and no Pharmacy reports were acceptable quality (Table 6).

Table 6. Acceptable Quality by Segment (2021)

Segment Number Percent

ASC (n=46) 6 14%
Hospital (n=205) 86 42%
Nursing Facility (n=2) 2 100%
Pharmacy (n=4) 0 0%

All Segments (n=255) 157 62%



A selection of resources we are looking at to inform our Patient Safety Reporting Program analysis.

Fn; Safer Together: A National Action Plan to Advance Patient Safety
Institute for Healthcare Improvement (IHI), 2020 | National Steering Committee for Patient Safety

Key takeaways: Safer Together addresses a key issue hindering patient safety progress over the
past 20 years: everyone is approaching patient safety independently and learning is siloed within
organizations. Effective implementation of evidence-based best practices at a national level
requires a shared framework. Safer Together is a national action plan to give everyone the same
framework for patient safety improvement. It focuses on infrastructure and culture, and it
includes a self-assessment tool for organizations and an implementation resource guide. This
national action plan focuses on the systems and infrastructure organizations have in place rather
than specific solutions to individual problems. OPSC is uniquely positioned to support
collaboration and learning across Oregon, so that we can make progress as a state.
‘= Advancing Racial Equity in America
National Academies of Sciences, Engineering and Medicine, 2021 | Molly Galvin and Sara Frueh

5)

Key takeaways: This statement from the National Academies of Sciences, Engineering and
Medicine articulates the urgency with which we must act to address racial inequity. Advancing
Racial Equity in America describes the problems created by systemic racism in the domains of
healthcare, criminal justice and the fields of science, engineering, and medicine, as well as the
work the National Academies are doing to inform meaningful change. The Academies recognize
that these are complex, structural problems that require coordinated efforts across multiple
domains. OPSC’s mission to encourage a culture of safety is not achievable if our efforts do not
explicitly acknowledge and address systemic racism.

F.;. Health Care Equity: From Fragmentation to Transformation
NEJM Catalyst, 2020 | Karthik Sivashanker, Tam Duong, Andrew Resnick, Sunil Eappen

Key takeaways: The authors provide a four-tier framework for evaluating and improving quality
measurement to support the advancement of health equity. Healthcare organizations cannot
provide high quality care if they do not first provide equitable care. Safer Together outlines a
coordinated, system-focused plan to advance patient safety that incorporates equity as a core
principle and cross-cutting theme for all of its recommendations. Health Care Equity outlines the
practical application of that principle which OPSC can use in support of our mission. The first tier
of the framework is access, which “refers to whether patients can even gain entry to the health
care system.” As OPSC gathers information to inform the future of the reporting program, we will
pay special attention to providing equitable access to participate in our process.


https://www.nationalacademies.org/news/2021/01/informing-the-new-administration-advancing-racial-equity-in-america

Fn;* Safety Analysis over Time: Seven Major Changes to Adverse Event Investigation
Implementation Science, 2017 | Vincent, Charles A., Jane Carthey, Carl Macrae, and Rene Amalberti

Key takeaways: The authors reassess adverse event investigation methods used in healthcare
and find that they are no longer meeting our needs. They make seven recommendations aimed
at improving the efficacy of investigations. Some of their recommendations, like working
together across organizational boundaries, could be facilitated by organizations like OPSC.

Fn;' Patient Safety Incident Reporting: A Qualitative Study of Thoughts and Perceptions of Experts 15
Years after ‘To Err Is Human’
BMJ Quality & Safety, 2016 |Imogen Mitchell, Anne Schuster, Katherine Smith, Peter Pronovost, and
Albert W. Wu

Key takeaways: The authors interviewed 11 patient safety experts to understand what had
changed about our understanding of incident reporting since the publication of To Err is Human.
The experts identified five key challenges to explain why incident reporting doesn't seem to be
associated with safer care. All five challenges (and their associated recommendations) are about
the systems facilities have in place to do the work that results from incident reporting rather
than the content of the reports themselves. Currently, OPSC’s evaluation of PSRP adverse event
reports focuses on the report content without information to understand the systems that
facilities have in place to analyze incident reports and implement proposed solutions.

F.;. Learning from Incidents in Healthcare: The Journey, Not the Arrival, Matters
BMJ Quality & Safety, 2017 | lan Leistikow, Sandra Mulder, Jan Vesseur, and Paul Robben

Key takeaways: Based on evolving patient safety science, the Netherlands Healthcare
Inspectorate changed how they evaluate adverse event reports submitted to their national
reporting program. They stopped evaluating the specific events and their associated solutions
("what hospitals learn") and focused instead on facilities' learning processes ("how hospitals
learn"). The article concludes that, while more research is needed, “shifting the goal of incident
reporting systems from solving specific safety issues to improving the process of learning seems a
promising strategy." Currently, OPSC’s evaluation of PSRP adverse event reports focuses on the
report content without information to understand the systems that facilities have in place to
analyze incident reports and implement proposed solutions.



The Oregon Patient Safety Commission (OPSC) Board of Directors is made up of 17 members, reflecting the
diversity of facilities, providers, insurers, purchasers, and consumers that are involved in patient safety. The
board serves as the governing body for OPSC to further OPSC’s mission.

Amanda Bemetz BSN, RN-BC, PCCN-K Linda Kirschbaum
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Position: Physician Position: Health Insurer
Bob Dannenhoffer MD Jessica Morris
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Position: Physician Position: Healthcare Consumer
Lisa Bui MBA Dana Selover MD, MPH
Oregon Health Authority Oregon Health Authority
Position: Public Purchaser Position: Public Health Officer
Mary Engrav MD, FACEP Vacant
Care Oregon Position: Faculty Member
Position: Health Insurer

Vacant
Heather Hurst MSN, RN, CCRN-SCRN-CNRN Position: Healthcare Consumer
Kaiser Permanente

Vacant

Position: Labor Representative Position: Hospital Administrator

Leah Mitchell MSN, BS, RN
Salem Health
Position: Hospital Administrator

Vacant
Position: Private Purchaser

Vacant

Kristi Ketchum RN, MBA, HACP, CPHQ Position: Pharmacist
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