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2014 Patlent Safety RepOI’t January 2015

As previously noted in the Patient Safety Culture Report, underreporting is associated with fear of
punishment. And underreporting is strongly associated with increased risk to patients. Specifically,
when patient safety survey results were compared to various measures of institution performance to see
if there was any correlation between health care services culture and patient care outcomes, initial
findings suggested a meaningful inverse relationship between institution readmission rates and the
proportion of an institution’s health care staff who perceive less punitive responses to errors.’

This means that if more staff thinks mistakes will not be held against them, that institution 1s likely to
have fewer potentially preventable 30-day readmissions. In fact, local patient safety culture is a stronger
predictor of readmission rates than the clinical complexity of an institution’s patients.® These findings
reinforce how attitudes about adverse event transparency can help reduce avoidable patient harm.

What You Can Do to Reduce Your Patient’s Risk for Morbidity and Mortality

This report has highlighted major patient and system factors that increase the risk of harm, as evidenced
by reviews of deaths, hospitalizations and health care incidents, and many of these factors are
amendable to interventions that reduce the risk. Recommendations noted below address some of the
major vulnerability factors described in this report and are generally organized by the domains in the
Statewide Performance Improvement Plan and Dashboard.

Population and Care Management

Who are your patients at higher risk of hospitalization or death compared to other patients? How
consistent has their care team been and how frequently are they evaluated by care team members? Is
their care discussed during team huddles and how many of these patients do you have on your panel?
As discussed in this report, a relatively small subset of patients disproportionately carry the burden of
risk, including those who are elderly, High Risk 1, prescribed 10 or more medications, or have been
hospitalized in the past year, as well as those with advanced conditions such as end-stage liver disease.

» Use the Master Registry to identify patients with the high risk characteristics described in this
report (all relevant patient factors are reported). You can filter the Master Registry by patient
panels. Check the Master Registry at least weekly to identify new arrivals to a specific patient
panel or to the institution as a whole, especially patients who meet the risk factors described in
this report. Click here to access the Master Registry.

» Consider placing a medical hold prior to transferring patients with high risk characteristics or
conditions. The gaps in medication delivery, specialty services or diagnostic services, and
regular care team management that can occur during patient transfers could be devastating

2a) proportion of institution survey respondents reporting a non-punitive response to errors and b) institution readmission rate: =-.57, r’'=0.33, p<.001

3a) proportion of institution patients with a high clinical risk classification and b) institution readmission rate: r=.56, r’=0.31, p<.001 (note that there is no
meaningful relationship between the proportion of high risk patients and the proportion of survey respondents reporting a non-punitive response to errors:
=31, /=0.09, p=089)
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http://sqlreportsqm/Reports/Pages/Report.aspx?ItemPath=%2fQM%2fRegistries%2frg_Master
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http://cchcsnet/cphcs/hc/medical/primarycare/QI/Patient%20Safety/SiteAssets/Reports/Medical%20Holds%2020141007.pdf
http://intranet/Pro/dhcs/mentalhealth/Pages/mhsuicideprev.aspx
http://sqlreportsqm/Reports/Pages/Report.aspx?ItemPath=/QM/Registries/rg_ESLD&rs:Command=Render&Institution
http://sqlreportsqm/Reports/Pages/Report.aspx?ItemPath=%2fQM%2fRegistries%2frg_MentalHealth
http://cchcsnet/cphcs/hc/medical/primarycare/QI/Pages/Scheduling-Process-Improvement-Initiative-.aspx
http://cchcsnet/cphcs/hc/medical/primarycare/QI/Patient%20Safety/SiteAssets/Reports/Dental%20Best%20Practices.pdf
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http://cchcsnet/cphcs/hc/medical/primarycare/QI/Pages/Polypharmacy-Resources.aspx
http://cchcsnet/cphcs/hc/medical/primarycare/QI/Executive%20Reports/QMC%20Executive%20Report%20-%20Timely%20Health%20Information%20Management.pdf
http://cchcsnet/cphcs/hc/medical/primarycare/QI/Patient%20Safety/SitePages/Training.aspx
http://cchcsnet/cphcs/hc/medical/primarycare/QI/Patient%20Safety/SitePages/Training.aspx
http://cchcsnet/cphcs/hc/medical/primarycare/QI/Patient%20Safety/SitePages/Patient%20Safety%20Survey.aspx
http://teamsite/team/Ops/AO/DAI/assocdiroffice/CDCR%20Drug%20Interdiction%20Program/default.aspx
http://teamsite/team/Ops/AO/DAI/assocdiroffice/CDCR%20Drug%20Interdiction%20Program/default.aspx
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