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Who we are and what we do

» Background and History
» Mission, Vision, Values
» Members:

Patients and Professional : Government
T o P r Provider :
Families Associations ayers GVICErs Agencies

« Engaged « WSHA e Premera Blue e Acute Care *«CMS
Individuals « WSMA Cross Hospitals « Department of
« WSPA « Clinic Systems Health
* Medicaid MCO’s




WhO We Al‘e: http://www.wapatientsafety.org/our-members

Amerigroup

Centers for Medicare and Medicaid Services
Cellnetix

Community Health Plan of Washington
Confluence Health

The Everett Clinic

EvergreenHealth

Fairfax Hospital

First Choice Health

Franciscan Health System

Group Health Cooperative

Minor & James Medical

MultiCare Health System

Northwest Kidney Centers

Othello Community Hospital

Pacific Medical Centers/U.S. Family Health Plan
Pathology Associates Medical Laboratories
eacehealth Washington

hysicians Insurance

he Polyclinic

Premera Blue Cross
Providence Health & Services
Pullman Regional Hospital
Qualis Health

Seattle Cancer Care Alliance
Seattle Children’s
Snoqualmie Valley Hospital and Clinics
Swedish Health Services

UW Medicine

Veterans Association, Puget Sound Health
System

Virginia Mason Hospital & Medical Center
Washington Health Care Association
Washington State Department of Healt
Washington State Health Care Authorit
Washington State Hospital Association
Washington State Medical Associatio
Washington State Nurses Associati
Washington State Pharmacy Asso
Whidbey General Hospital



http://www.wapatientsafety.org/our-members

How we work: Setting Priorities

WPSC Steering
Committee

Patient
Safety
Priority 1

Patient
Safety
Priority 2

Patient
Safety
Priority 3
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How we work: Taking Action

WPSC Steering
Committee

Patient
Safety
Priority 1

Patient
Safety
Priority 2

Patient
Safety
Priority 3
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WPSC Years in Review




Terminology:

Activity
one

Activity
two

Activity
one

Activity
Two




Years in Review: Goals of 2012- 2015

1. Measurably increase or
improve patient engagement
in and understanding of
his/her care.

« Compile resources for
patients preparing for
health care visits.

2. Promote effective e Promote use of TeamSTEPPS
communication between & specific tools in its tool
providers within an kit; provide forum for
organization. sharing experiences.

» Share with stakeholders
cross-cutting, cross-
organization lessons from
root cause analyses (RCAs).

3. Promote effective
communication with and
between other stakeholders.




Years in Review: Notable Activities for

2012-2015

Educational <
Activities

Resources <

Workgroups <

/‘

hY4

hY4

e Webinars
e Presentations

e Patient and Family Engagement
« Website Redesign

e My Medicine List Campaign
» Medication Safety Week
e Second Victim
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“ Best conference ever- great
speakers!”

SNy

4l

“Great poster viewing- made some
great connections to enhance my

work.” “One of the best! This has been a

stimulating day from keynote to
breakout to posters.”




WPSC- A Glance Ahead




2015 Strategic Planning Session- Preparation

Broad Representation

‘Stakeholder
and Member
“Sensing
~ Surveys”
Collate all
activities,
2012- 2015




2015 Strategic Planning Session- Process

WPSC Values:

Organizational

Goals  Patient-cente

Tactics for

Goals

« System-oriente
sustainable

Prioritization

* Evidence-based

* |Inclusive

WPSC 2016-2019 Organizational « Resource-se
Goals and Tactics




Organizational Goals: 2016- 2019

Goal:

The WPSC will
work to reduce
disparities in
safe care
delivery
_throughout
Washington
State

Tactic 1: Improve the WPSC Steering Committee’s understa
healthcare disparities.

Tactic 2: Establish and disseminate best practices for all
stakeholders.

Tactic 3: Reduce use of low value/ unsafe care for non-majority
patients.

@WPSC
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Organizational Goals: 2016- 2019

Goal: Tactic 1: Create a robust digital media strategy.

WPSC will be the
hub for patient
safety practices
across the health
care spectrum
within

"~ Washington
State.

Tactic 2: Address gaps in resources around behavioral health

Tactic 3: Leverage WPSC activities with partner organizations to
increase effectiveness as a patient safety hub
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Organizational Goals: 2016- 2019

Goal: Tactic 1: Disseminate evidence-based methods that improv
The WPSC will communication and teamwork.

promote
behaviors and
structures that
achieve safe
culture across .
" the spectrum of Tactic 2: Promote Just Culture tools and methods.

care.
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Other 2016 Activities: “Champion” blogs

» Bright Spots

» Medication Safety and Pharmacy tech champion
blogs
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2016 Activities: Targeted Sponsorship

Monthly educational webinars

Be safe. Know what medicines

you are taking.

Keep a list of all:
* prescriptions
* over the counter drugs
e vitamins, herbs, supplements, minerals

Show this list to your doctor, nurse, dentist
& pharmacist every time you see them.

\ For more information about medicines & how to make a list, visit:

MyMedicineList.org
ST 2016 Conference
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2016 Activities: Webinars

> February: “Engaging Your Patients: Create a Culture of Service Excellence
Edward Leigh, founder and Director of the Center for Healthcare Communication

» March: “is patient Safety the New Tort Reform? The Impact of

Transparency on Patients, Families, Staff & Culture. Martin J. Hatlie, JD,
CEO, Project Patient Care.
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2016 Activities: 14t Annual Patient Safety
Conference

Date: May 4th, 2

Location: Lynwoo
Center

Registration: Open N
Bird Rates Available.

proposals**
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2016 Activities: 14th Annual Patient
Safety Conference

>
healthwise Shared Decision Making

for every health decision®

Workshop
QwALIS Gold Level Sponsor! Host of
HEALTH. “Awards of Excellence”

@WPSC
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Keep an eye out...

Membership

Website
Redesign { « Member Value

E- News .etter « Effective Resource Sharing

HealthPact/ { e Closure of Unanticipated Events

StUdent { e Preparing the Next Generation

CRP
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External Landscape: State of Patient Safety
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EIGHT RECOMMENDATIONS FOR ACHIEVING TOTAL SYSTEMS SAFETY

From the report of an expert panel convened by the National Patient Safety Foundation:
Free from Harm Accelerating Patient Safety Improvement

R

1. ENSURE THAT
LEADERS ESTABLISH
AND SUSTAIN A
SAFETY CULTURE

Fifteen Years After To Err Is Human

e ol

=

2. CREATE CENTRALIZED
AND COORDINATED
OVERSIGHT OF

PATIENT SAFETY

71 !
3. CREATE A COMMON SET
OF SAFETY METRICS THAT

REFLECT MEANINGFUL
OUTCOMES

ultuse Tt enabies and pocers,

Tha portance of cultuse change neads
10 bee brcaghe to the Kceefront, rthes than
kg & batksaat 10 other salety SN,

i

4. INCREASE FUNDING
FOR RESEARCH

IN PATIENT SAFETY
AND IMPLEMENTATION
SCIENCE

Fo make substaetil advances

hoards and the best ways 10 prewent themn.

&

7.PARTNER WITH
PATIENTS AND
FAMILIES FOR THE
SAFEST CARE

Patsents aad favees teed 10 be atively
ngaged 3t 3l levels of haalth case.

AL RS COe, PABRNE 40GIGEMEN 15 Aot
the Free Alow of Informanion 1o and froe
thit patient

Optmnaation of pasent safety effons
peares the iavolesant, coordination,
and oversght of naticeal governing bodkes
and other salety ceganizations.

5. ADDRESS
SAFETY ACROSS
THE ENTIRE CARE
CONTINUUM

Patients deserve safle Cae In and 20053
every wtting. Mealth Care Oranzations
need better tools, processes, and stiuctums
10 deliver Care safiely aad 1 evaliuate the
saffety of Care In varkous settings.

e

8. ENSURE THAT
TECHNOLOGY IS

SAFE AND OPTIMIZED
TO IMPROVE

PATIENT SAFETY

$reand. oo 2b
u

IMprovement. 5o advance salety, we seed
10 establish andand mwtocs 30 eoss the Cane
CONDIvIN a0nd Credte wirys 30 ddentify and
aeasune risks and hazZinds peoactivdy

S8

~ -

6.SUPPORT THE HEALTH
CARE WORKFORCE

Workforce safety, mocake, and wellness ase

SUPPOt 10 FUl B thelr highest potentinl
»
heakers.

SHNPSE

Rt anal Patew Later, Foavdran”
© 2005 NaSenal Pasent Safuty Founcason

st evogh

»
FENEITE Grark Bom AN
PPN OF I M IACOMIA Of T PaTent

wfety mpiicn AN hadac et
o RO Srcten o b

Optinaing the safety benefits and
mdnnaing the unintended conoequences
of health IT s artical.

conture. The viows 3od
A 6 Dhise OF IV AN S 00

External

Landscape;
National Patient
Safety Foundation

Source: National Patient Safety Foundation. Full

report available at

http://www.npsf.org/?page=freefromharm
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External Landscape;

Ensure that leaders establish and's
culture.

Create centralized and Coordinated o
patient safety.

Create a common set of safety metrics t
meaningful outcomes.

Increase funding for research in patient saf
implementation science.

Address safety across the care continuum.
Support the healthcare workforce.

Partner with patients and families for
care.

Ensure that technology is safe
improve patient safety.
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Recap & Next Steps

Past Activities
Strategic Planning Session
New Goals and Activities
2014 & 2015 Conference
New Sponsorship and Participation Opportunities
National Patient Safety Foundation Report

@WPSC
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Questions?

Contact: Kveit@qualityhealth.org

@®@WPSC
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