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OBJECTIVES

« Understand the implications of the current inflexion point of
human-machine teaming in clinical operating systems.

» Describe the proactive and reactive approaches to the
integration of systems engineering into continual redesign of
complex sociotechnical environments within healthcare.

« Understand the overarching framework within which human
factors engineering can be optimally applied to healthcare
environments.
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Brief Background...
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Core Concept #1

Healthcare is
Sociotechnical Work

PRASMA



Let's Start With a Story...
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What is the impact of the SYSTEM?

There was nothing wrong
with these pilots

Can HoSpifals Learn About Safety From Airlines?
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at is the impact of the SYSTEM?
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Transformation Approach must Evolve
with Healthcare...
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We have been focusing primarily on
improving people...

Promoting a Culture of Safety as a Patient Safety Strategy

A Systematic Review

Sallie J. Weaver, PhD, Lisa H. Lubomksi, PhD, Renee F. Wilson, MS, Elizabeth R. Pfoh, MPH, Kathryn A. Martinez,
PhD, MPH, and Sydney M. Dy, MD, MSc

Abstract Go to:

Developing a culture of safety is a core element of many efforts to improve patient safety and care quality.
This systematic review identifies and assesses interventions used to promote safety culture or climate in
acute care settings. The authors searched MEDLINE, CINAHL, PsycINFO, Cochrane, and EMBASE to
identify relevant English-language studies published from January 2000 to October 2012. They selected
studies that targeted health care workers practicing in inpatient settings and included data about change in
patient safety culture or climate after a targeted intervention. Two raters independently screened 3679
abstracts (which yielded 33 eligible studies in 35 articles), extracted study data, and rated study quality and
strength of evidence. Eight studies included executive walk rounds or interdisciplinary rounds; 8 evaluated
multicomponent, unit-based interventions; and 20 included team training or communication initiatives.

Twenty-nine studies reported some improvement in safety culture or patient outcomes, but measured
outcomes were highly heterogeneous. Strength of evidence was low, and most studies were pre—post
evaluations of low to moderate quality. Within these limits, evidence suggests that interventions can
improve perceptions of safety culture and potentially reduce patient harm.

Nonantimuscarinic treatment for overactive W)
bladder: a systematic review

Codric K. Olivera, MD, MS; Kate Meriwether, MD); Sherif El-Nashar, MD, PhD; Cars L. Grimes, MD;

Ohi Chinng Geace Chen, MD; Francisco Orcjucia, MD; Daniclic Antosh, MD; Jon Gleason, MD;

Shunsha Kim-Fine, MD; Thomas Wheeler, MD, MSPH; Brook McFadden, MD; Ethan M. Ball, MD, MPI1;
Miles Murphy, MD, MSPH; Systematic Review Group for the Sockety of Gynecological Surgeoas

The purpose of e Study was B determing he oficacy and saflety of nonaNBmUSCIInK: Boaiments Kr overactive badder Moding,
Cochrane, and ofher databases fnceplion o Apel 2. 2014) were used. We inchuded any shudy design in which here were 2 amms and an
2> 100, 2 least 1 of P2 wems was & nonantimuscarinic thenapy o sy comparaive Yial, regardiess of sumber, I af least 2 anms were
conantimuscanon Porapies o overactive bladcor. Eloven reviowsrs doubilo- scrooned cltations and exracted elgtie studes kr siudy
population, intervontion, ouloome, effects on outcome categories, and quaity. The body of evidence for Categories of Inlerventons were

Qo srepmand by oo Mincer oo S e ot e s Shocts o oxzoe o

PRAISMAHEALTH.




Culture vs System

In Simple Systems, Outcomes
Flow From Culture.
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In Complex Adaptive Systems,
Outcomes Flow From Systems.

Culture Also Flows from
Systems.
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Core Concept #1

Implication

We should adopt a systems-based approach
to transformation and culture.
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Core Concept #2

Healthcare has adopted
a fragmented approach
to improvement
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POPULATION

QUALITY SAFETY EXPERIENCE EQUITY HEALTH

PRAISMAHEALTH.



QUALITY SAFETY

EXPERIENCE EQUITY

POPULATION
HEALTH
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Core Concept #2

Implication

We should integrate our management of the
Primary Domains of Clinical Outcomes
(PDCO): Quality, Safety, Experience, Equity,
Cost, and Population Health.
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Core Concept #3

Create an awesome
experience for your
team.
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feversafe. OS HOME  FEATURES CONTACTUS  RESOURCES SCHEDULE A DEMO
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P H I L A D E L P H I A

SAX BYS

YOUR SAFETY TOOL FOR
MANAGING COVID-19.

Open and run your small business safely with EverSafe™ OS. Sign up for a
monthly subscription to access tools and resources brought to you by
industry leaders in cafatv and haalth

SEE THE FEATURES

WE
MAKE

SAFETY e m e £ 'A;
SIMPLE. fevenscte ARTER S
A e ROMORROVE RISING ROLI_"

gourmet café

Qe

ATHENIAN GRILL

Di BRUNOBROS.

i CONVENIENT TRUSTED BISTRO | MARKET | CATERING
2. CULINARY PIONEERS SINCE 1539 g
=~ Our tool fits seamlessly into your current We provide operational and Advice from the industry lkeaders in
v business model and can help streamine communication tools in a clear, user- COVIDA19 safety at Aramark and
your operations and communication in as friendly format, making it easier than ciinical experts at Jefferson Health can
few as three days. over to keep yourself and team on track help tum a reactionary plan into a
and well Informed. smart, confident plan.
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Pulse Program
FY23 Playbook
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HEALTH.

()
\

The Pulse
Program will
enable every
team member
to participate
in meaningful
improvement
of the care
that we
provide and
the systemns
that we utilize
every day.

Pulse Program overview

Introduction and purpose

The Pulsz Program serves as a dynamic leaming
team. The Pulse Frogram inbegrates quality, safiety
walus and population health mprosement inko o
care. Havang a dynamic, highly visible system to =)
mprovement is critical to acheving our purpose.

This program will engage team members and the|

mezaningful improsement of the care we provide Quality, Safety & Experience

day. It will also enable all l=vels of cinical and ops | 4
mprove how we are doing within their ansss of t

H
i

Here's what you should look for and gain from t
= Understanding of the: current prionties and maj
- Safety Management System
- Expenence Manag=ment Program
- Clinical Advarce=ment Program
« Understanding of and access to the programs af
« Undesstanding of wheo is doing what
= Understanding of how the Pulse Program will =
30, 2023)
« Understanding of how t=am miembsers can get

|88

i

'We have many bast-in-clscs tools and resourcas

because these vanous tools and resources are hol

e Re

Pulse Insights

Spotlight

Clinical Councils

difficult fior leaders and team members io view and analyze data insights and know
where to find resources for improvernent. The Pulse Program pulls all thess tools
and resources together into a single systern, making it easier for l=aders and t=am
members to understand how we are doing and to scosss improvement resowrces
thet suppoet care delfvery and senvices

Wiy? Wie Want to bring it all together:

Additional information on the Pulse Program can be found here

HEALTH.
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Core Concept #3

Implication

Build a branded and usable total learning
system.

PRASMA
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Pulse Program: Building our Total Learning System _\1\9_

Jonathan L. Gleason, MD
EVP | Chief Clinical Officer

20
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Improving the Patient Experience...

FYTD
System-Level :
. Weight Rolling 12-month Trend
Metrics g Performance Entry stretch ing r
TopBox | Rank | TopBox | Rank 2 a
Acute Care Composite as5% 73.0% 37 46 <73.05%  73.05% | 73.1% 73.8% 74.6%
Medical Group-

’ 45% 89.2% 62 71 <89.29% | 89.29% 89.3% 89.8% 90.4%
Ambulatory Composite
Post-Acute Composite 10% 88.0% 78 64 <88.05%  88.05% 88.1% 88.5% 89.0%

Likelihood to Recommend

+1.3
Top Box

05

-1.16
Top Box
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Improving Safety and Quality...

mﬂzsm” Expected (O/E) 0.82 0.69 10% 12.00 T
Sepsis Mortality Observed/Expected (O/E) e
(excludes hospice) 1.00 0.85 10% 12.00 -
Readmission Rate o
(30 day all-cause, unplanned, all-payer, same facility) s87% e 10% 1066 AN
Excess Days (EDAC) . 7.89 -5.47 5% 4.88 T
PSI-90 Composite 0.77 0.64 10% 10,73 . .
ﬁ:eat Catddlml;vfnt Counts 275 300 15% 12.00 ™ _

e ™ e N

Previous 12 Months Order Set Utilization Rolling 3 and 12 Month Mortality Index

Q]

80% @®Rolling 12-Month Mortality Index ®Rolling 3-Month Mortality Index

1.4
60%
40%
20% )
0%
P ‘.-@‘ R 0
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o o 2P % o™
L ”dL 1“ S
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System + Culture = Improvement

Pulse Program

FY23 Playbook Q2 g ? I S “ A

HEALTH:

I JUST CULTURE
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Total Systems Approach...
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Pulse Program
FY23 Playbook
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The Pulse
Program will
enable every
team member
to participate
in meaningful
improvement
of the care
that we
provide and
the systerns
that we utilize
every day.

Pulse Program overview

Introduction and purpose

The Puls= Program serves as a dynamic lzaming ard improvernent syst=m for our
team. The Pulse Program integrates quality, safety, & ience, health disparities,
walwe and population health smprovement inko one syst that =nhancss patisnk
care. Having a dynamic, highly visbl= systemn to support our culture of learning and
mprovement is critical to achiesing cur purpose.

This program will engage teasm members and the community to partcipate in
mezaningful improvement of the cane we provide and the systems we use aveny
day. It will alzo mnable all l=vels of chnical and cperational leaders to monitor and
mprove how we are doing within their areas of the organization

Here's whst you should look for and gain from this Pulse Program playbook:
« Undesstanding of the current prionties and major work acmoss Prisma Health
- Safety Management System
- Expe=nence Management Program
- Clirical Advarc=ment Program
« Urderstanding of and access to the programs and tock usad for improwement
« Undesstanding of who is doing what
« Undesstanding of how the Pulse Program will evolve in FYZS [Oct. 1, 2022-5ept.
30, 2027)
« Understanding of how team miembsers can get imolbeed

‘W hawe many best-in-cless focls and resources that have helped us improve. But
because these vamous tools and resounces are housed in different locations, it s
difficult fior leaders and team memibers o view and analyze data insighis and know
where to find resources for improvernent. The Pulse Program pulls all thess tools
and resources kogether into a single systern, making it easier for leaders and t=am
members o understand how we ane doing and to acosss improvement resowces
that support care delery and senvices

WITy? We Want t0 bring it all together:

Additional information on the Pulse Program can be fownd here
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Pulse Technology Stack

Pulse Insights

The place to go to understand how we're doing on P U IS e Da Sh
the things that matter most Prioritized, actionable insights inside of workflow
O NN T Epic

Pulse Power

The place to go to report and to give feedback

@skonnect YECRI
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Safety

Ambulatory Care

Nursing

&

Patient Access

# Home

Pulse Insights

Quality, Safety & Experience

20Q

Experience Hospital Care

NS
Post-Acute Care Enterprise

3

Health Equity Infection Prevention

@
- 4
Hesh
&

Sepsis COVID-19 Insights

0

Executive Dashboard

&

Behavioral Health

NS

Surgery

&

Imaging

&

Oncology

&

Critical Care

Clinical Councils

Children's

(@O‘D)

Heart & Vascular

Musculoskeletal

@

Perioperative

%

Women's

™ Feedback @ Dark

Emergency Medicine

@

Hospitalist Medicine

&

Neuroscience

&

Primary Care

&

Supportive Care
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Sepsis

Facility: all v
. Order Set . 30-Day
el Utilization AiEs EErEt Readmission
S
I _ U . N _ N\ e \
Mortality Order Set Utilization Lives Saved 30-Day Readmission %
0 . 8 4 FY 2023 Detail
Rolling 3-Month Mortality Index 0 Baseline: 1.04 (O/E) 0
7 7 /0 Target: 1.00 (Q/E) 0
Top Decile:  0.85 (Q/E} L]
. i - . {0/E = Observed Deaths over Expected Deaths) - ~ 2
0 . 9 1 Previous Month Order Set Utilization Achieving top decile estimates 200 lives saved Rolllgga}ji-lgv;gir;h F:aoteDay
Rolling 12-Month Mortality Index
L )L )L )L )
4 N ( A

Previous 12 Months Order Set Utilization Rolling 3 and 12 Month Mortality Index

®Rolling 12-Month Mortality Index ®Rolling 3-Month Mortality Index
1.4

‘--




Safety Management System

The Pulse Safety Management System is a dynamic learning system that enables all team members to participate
in our daily activities to identify and mitigate risks, to improve our safety, and to support people that have been
involved in safety events. This learning and improvement system enables our Culture of Safety.

Escalating Tiered Huddle Program
Structured daily management
system that escalates from the
unit to the executive suite.

Comprehensive Root Cause
Analysis

Structured serious safety event
response program.

Pulse Power _
Learning System for people to Prisma Peer Support Program
report potentially unsafe Health Proactive peer-support

conditions and events. Culture program for people that have
of Safety

been involved in a serious
safety event.

Just Culture Program
Structured program to ensure

that our culture is facilitating
learning and improvement.

Patient Advocacy Program
Proactive patient and family
support program for people that
have been involved in a serious
safety event.

)
7

PrismaHealthPulseProgram@prisma PRISMMAHEALTH.



Escalating Tiered Huddle 3’

N/

Prisma Health Tiered Huddles Process

Department Huddle:
Lead
Toam Maembers attenc, including unit Providor Leadors

Tierl

Ambulatory Huddle: Post-Acute Huddle:
Executive Leadership leads Executive Leadership leads
Directors, POMs and Directors, Managers and Physician
Physician Leaders attend Leaders attend

Acute Huddle:
Facility Leadership — CEOsS/CNOs Lead
Directors, Managers, CPEs attend

UORE[eIST WRlqoid

Problem Solving

W AheoiHesmsyimdeompd Y
" X DRrshep . L
S TR

- k5P

Tier 4
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Pulse Power %

Learning System for people to report potentially unsafe conditions, safety events, and to tell us how we
can improve our systems.

Learning System

. Event Reports

Good Catches

. Series Safety Events

Number of
Events

ancuIT SLOVE MORTICY

Great Catch!

Time

PRISMMAHEALTH.
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Threshold Investigation

+ What happened?
+ What normally happens?

+ What does procedure require?
(if applicable)

« Why did it happen?

« How was the organization
managing the risk?

DUTY TO AVOID CAUSING
UNJUSTIFIABLE RISK
OR HARM

Di

Just Culture

ACTIONS
sl wystem
farseny

sttt

with tes meibe:

rovres

with system
e s

i -
R

i

with twam mambar

ACTIONS
with system

Crrmvase
Pty

PIT—
O e
Pt

ACTIONS.

with aystem
e e

‘with team member

REPETITIVE
AT-RISK
BEHAVIOR

15 there
continuing at-fisk
Eehavior arcund a
single

13 there
continuing at-risk

P I—

kehavior across 3
variety of fasks?
DEFINITIONS
e
fpre vty bera tittee by vt et foble 1
caucsang b
it hesptl s ittty

o o
bansadys a0 ol

SOCALBENERT. o Yigvs ceres banstt 13
aneryoribeogaeiion

atiech T sccha bt atiehed 1o
e Sabenss

David Marx, The Just Culture

Use a Just Culture
algorithm to
respond fairly and
consistently to
behaviors

Shift from

focus on severity of
events and
outcomes to
choices and risk

PRAISMAHEALTH.



Experience Management Program @

Experience Coaching
Program

Focused, structured team
member, leader and physician
direct observation coaching.

Experience Learning 9 Q .
Collaboratives Q Pulse Rounding

Focused application of the Standardized patient and team
Prisma Health Improvement member facing rounding
Methodology to improve Patient practices to capture insights and
Experience. improve.
Patient Advocacy Patient Voice
Resolution of patient concerns Patient Family Advisory Councils
and proactive rounding to and Online Patient Advisory
mltlgate_ complaints and Community partner to co-create
grievances. our delivery of care and services.

PrismaHealthPulseProgram @pri PRISMMAHEALTH.



Experience Learning Collaboratives

OP Testing/Lab

+14 PR

Emergency

Experience
Learning Collaboratives . s 5 i “ || +17 PR

Focused application of the Prisma
Health Improvement Methodology to
improve Patient Experience. Medical Group

Completed and/or in progress 130+

+11 PR

- - PRAISMAHEALTH.




Direct Observation Coaching

Richland Medical Murray —

Direct Observation Coaching
Physician QQQ
Direct Observation Coaching

Question-Key | Percentile
Driver DELLEG Y]
Improvement

GMH Oncology

Recommend  +18 Direct Observation Coaching
Providers
office

Knew what +27
to do if had
questions

PRAI SMAHEALTH.




Pulse Rounding

Learning System for leaders to capture real time care gaps, identify and resolve service recovery
opportunities, recognize team members and improve patient and team member engagement.

Rounding activity and opportunity areas

Patients with an Percent of Patients
Facility Nur;l;ﬁ;gf Paélrn‘ants Per;gz;giﬂ%l:nts Opportunity Area | with an Opportunity
Identified Area Identified

Eg%‘gﬁrLEOLUMBIA 59.4% 107 39.3%
BAPTIST EASLEY HOSPITAL 139 60 43.2% 20 33.3%
EI‘?}F;EI?"I'TA EARKRIDGE 209 123 58.9% 10 8.1%
aROI;Zj%r;JT\RIIZLE MEMORIAL 1695 893 52.7% 355 39.8%
MEMORIAL HOSPITAL 129 3 26.6% 33 52%
S MEMORIAL 278 206 74.1% 81 39.3%
E%TSEP\#%)D MEMORIAL 265 81 30.6% 4 49%
RICHLAND HOSPITAL 1,162 665 57.2% 207 31.1%
TUOMEY HOSPITAL 305 190 62.3% 32 16.8%
Totals 4,879 2,680 54.9% 904 33.7%

PRISMMAHEALTH.
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Clinical Advancement Program

The Clinical Advancement Program enables clinical experts to collaborate with
patients to move the needle on quality, safety, experience, equity, cost, and
population health across South Carolina.

Clinical Specialty Councils

Behavioral Health Heart & Vascular Nursing Primary Care
Children’s Musculoskeletal Oncology Supportive Care 6@
Critical Care Neuroscience Perioperative Women's
Quality Officer
_ | B [ [ U [ [ [ B
Midlands Upstate Population Nursing Community inVie Digital Patient/ Process Patient Quality
physicians physicians Health Health  Health Health  Family improvement/ experience and
Network member Project safety
management

PRISMTMAHEALTH.



Foundational Elements

Prisma Health Improvement Methodology (ADTP)

ASSESS

Defining the problem,
understanding current
state and the voice

of the customer, and
establishing a baseline to
measure

PREVENT

Providing the means to

measure and control the
new process on a regular
basis and sustain the gain

A = ASSESS

T =TREAT
P = PREVENT

Using data and root
cause analysis to
identify the problem
and opportunities for
improvement

TREAT

Generating, selecting,
designing, testing
and implementing
improvements

" — ‘
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What about the Culture
and TEAM???

PRASMA



OPERATING SYSTEM + LEADERSHIP = RESULTS

TIME

CULTURE

PRAISMTM AHEALTH.






QUESTION
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