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Correlation: Patient Safety Culture Survey
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FIGURE 1. Scatter plot of PSI composite versus HSOPS composite
average (N = 179).


Presenter Notes
Presentation Notes
Recent research supports the concept that safety culture creates the foundation, the context in which we conduct patient safety interventions. In data from 179 hospitals, Mardon and colleagues found that higher HSOPS scores (as measured by the HSOPS composite average on the x axis), were correlated with a lower composite measure of 8 patient safety indicators on the y axis. This finding validates patient safety culture as one indicator of patient safety. 

5. Mardon RE, Khanna K, Sorra J, Dyer N, Famolaro T. Exploring relationships between hospital patient safety
culture and adverse events. J Patient Saf 2010;6: 226-232. 

Methods: We performed multiple regressions to examine the relationships between 15 patient safety culture variables and a composite measure of adverse clinical events based on 8 risk-adjusted PSIs from 179 hospitals, controlling for hospital bed size and ownership. 


According to recent data, approximately 
one  in four Medicare patients experience adverse events during their hospitalizations, with many 
resulting in catastrophic outcomes. More than 40 percent of these events are determined to be due 
to preventable errors.4

Recommendation 1: Establish and Maintain Federal Leadership for the Improvement of 
Patient Safety as a National Priority.
Recommendation 2: Ensure That Patients Receive Evidence-Based Practices for Preventing Harm and Addressing Risks.
Recommendation 3: Partner with Patients and Reduce Disparities in Medical Errors and Adverse Outcomes.
Recommendation 4: Accelerate Research and Deployment of Practices, Technologies, and Exemplar Systems of Safe Care.
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Presenter Notes
Presentation Notes
Eastern Health Cluster (EHC): a flagship healthcare system under Saudi Arabia’s Vision 2030.
Comprises 22 hospitals, 131 primary care centers, and serves 3.57 million residents.
Established to deliver integrated care across the continuum—from primary to specialized services.
Faced with increasing complexity and patient safety challenges due to growth and system fragmentation.


The Eastern Health Cluster (EHC)1 was formed in 2017, in the context of Vision 2030 and the National 
Transformation Program (NTP), as the first health Cluster. EHC, which spans over 500km, currently 
comprises of 22 secondary and tertiary hospitals (Table 1) and 122 primary healthcare centers 
(PHCs).

EHC’s long-term strategic plan (LTSP) is a five-year view of the transformation journey and associated strategic objectives in alignment with key stakeholders from the Health Holding Company (HHC), the goals of Vision 2030 and the NTP. The LTSP aims to detail EHC’s mandate and responsibilities in the context of the NTP as well as its journey towards becoming an Accountable Care Organization (ACO).
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Presenter Notes
Presentation Notes
Eastern Health Cluster (EHC): a flagship healthcare system under Saudi Arabia’s Vision 2030.
Comprises 22 hospitals, 131 primary care centers, and serves 3.57 million residents.
Established to deliver integrated care across the continuum—from primary to specialized services.
Faced with increasing complexity and patient safety challenges due to growth and system fragmentation.

The Eastern Health Cluster (EHC)1 was formed in 2017, in the context of Vision 2030 and the National 
Transformation Program (NTP), as the first health Cluster. EHC, which spans over 500km, currently 
comprises of 22 secondary and tertiary hospitals (Table 1) and 122 primary healthcare centers 
(PHCs).

EHC’s long-term strategic plan (LTSP) is a five-year view of the transformation journey and associated strategic objectives in alignment with key stakeholders from the Health Holding Company (HHC), the goals of Vision 2030 and the NTP. The LTSP aims to detail EHC’s mandate and responsibilities in the context of the NTP as well as its journey towards becoming an Accountable Care Organization (ACO).
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Core Challenges Facing our

- Unhealthy Lifestyle

- Increased chronic Disease<
- Premature Deaths

- Cost Escalation

Eastern Health Cluster o/

ealthcare System

Core challenges facing our healthcare system

Unhealthy
Lifestyle

Premature
Deaths

75% do not undergo periodic
medical examinations, 60%
are overweight or obese

The average life expectancy
is 5.2 years below the global
average

Increased
Chronic
Disease

Cost
Escalation

* 5+ million chronic cases
now

+ 8-10 million chronic cases
expected by 2030

The average annual
increase in  the health
budget is 7% due to several
factors.
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DEVEI—O PM ENT SDG3 - Good Health and Well-Being

R EPU RT 20 24 Maternal mortality ratio (per 100,000 live births) 16.2 2020 @
The SDGs and the UN Summit of Neonatal mortality rate (per 1,000 live births) 3.1 2022 @
}rj;gjfs% e pa Mortality rate, under-5 (per 1,000 live births) 6.4 2022 ®
Incidence of tuberculosis (per 100,000 population) 8.2 2022 @
New HIV infections (per 1,000 uninfected population) 0.0 2022 @
Agg—standardized dgath rate due to cardi.ovascular disease, cancer, 509 2019 ®
diabetes, or chronic respiratory disease in adults aged 30-70 years (%)
Age—st.andafdized d.eath rate attributable to household air pollution and 91019 @ ®
ambient air pollution (per 100,000 population)
Traffic deaths (per 100,000 population) 1852021 @ P
Life expectancy at birth (years) 76.9 2021 -
Adolescent fertility rate (births per 1,000 females aged 15 to 19) 8322 @ ®
Births attended by skilled health personnel (%) 99.8 2023 ® 4
Surviving infants who received 2 WHO-recommended vaccines (%) 98 2022 ® P
Universal health coverage (UHC) index of service coverage 24 2021
(worst 0—-100 best)
Subjective well-being (average ladder score, worst 0-10 best) 702023 ® 4
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Presenter Notes
Presentation Notes
Healthcare focus on prevention and treatment 
Efficient quality care benefiting from integration and coordination to provide treatment at the lowest coast 
Digital tools enabling beneficiary to easily access care 
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Engaging patients
and Families

Rates of Avoidable
injuries and non
communicable
Diseases

Inadequacy and
inconsistency of
primary Care

Significant gap in
the quality of
services provided
to patients

Patient Safety Challenges Pre- Transformation

¢

Fragmented
systems,
leadership
commitment

Cultural
resistance to
change

Significant gaps in
workforce capacity
and capability

Lack Continuity of care /
Transitions of Care



»'«/m_c,g Quality and Performance

uldilig 6agall

:&'*) Benef!ciary
prs Services Accreditation and CDI
>
pm—
@)
=
p—
qv
T
Q
o7 Quality Clinical Risk
< Improvement Management and
[ Patient Safety



Q. _9

=2 Safety Culture Reason’s Components
EHC Safety Assessment

Reportmg Learnmg
* Frequency of Events Reported k < > < Flixeble > ) * Feedback & Communication
* Number of Events Reported * Organizational Learning
* Overall Perceptions
* Patient Safety Grade

* Teamwork w/in Units
* Nonpunitive Response to Error « Staffing

* Communication Openness
* Teamwork ax Units
* Hospital Handoffs
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Quality and Performance Initiatives

Disclosure
Program

O

2nd Victim Program
nterprise Risk Registry

Rate Adverse event
Patient Safety Improvement



Presenter Notes
Presentation Notes
Safety alert
M&M
SE
Electronic OVR
PSLW
Trigger tool
Balancing KPIs
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Evolution of Patient Safety & Risk Management ??

®  Establishing centralized incident reporting across facilities

®  Shifting focus from reporting to learning:

hd RCA > Aggregate RCA - Learning Summits
® Integration of FMEA for proactive risk

®  Dashboards introduced for real-time tracking
®  Heat maps used for prioritization

®  High-risk alerts + safety rounds introduced

* PSLWR

Impact:

* Rate 1 in near-miss reporting

hd Sentinel event trend reduction J,

* 100% of RCAs closed with system actions




Management
Insurance
Contract

Management

Quality and
Patient Safety
Infection Control
Supply chain
Digital Health
Human
Resources
Academic Affairs
Facility
Management
and Safety
Patient
Management
Services

Medical Record
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Introducing Unified Safety Event
Reporting System for Safer Care



-89 Key Challenges:

Inconsistent and fragmented incident reporting across facilities.

Paper-based legacy systems with delays in capturing and escalating safety issues.

Lack of standardized classification and data transparency.

Underreporting due to fear of blame and absence of a unified safety culture.



Presenter Notes
Presentation Notes

Problem: 



-89 Key Challenges:

Legacy systems lacked usability and were not aligned with international safety
standards.

Absence of anonymous reporting discouraged transparency.

Delayed feedback loops and inconsistent root cause analysis.

Siloed facility-level systems failed to support cross-organizational learning.



Presenter Notes
Presentation Notes

Problem: 
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Strategy for change:

Implementation of a Unified Electronic Safety Reporting System across the Eastern Health Cluster (EHC), standardizing
incident reporting, enhancing real-time data analytics, and driving proactive risk mitigation to achieve measurable

uctions in preventable harm.

Custom-built in-house

Standardizing incident
reporting

Enhancing real-time data
analytics

Allow system-wide learning

Fostering a culture of
accountability



Presenter Notes
Presentation Notes
Slide No.3 – What exactly is the best practice? Describe your best practice in one sentence. Describe the best practice clearly so that the scope/boundaries of the practice is clear (therefore what is included as part of the practice and what is excluded?).


Our best practice is the implementation of Unified Electronic Safety Reporting System, Custom-built in-house, across the Eastern Health Cluster (EHC), standardizing incident reporting, enhancing real-time data analytics, and driving proactive risk mitigation to achieve measurable reductions in preventable harm.
This operational and managerial practice represents a transformative leap in patient safety by replacing fragmented, paper-based processes with an integrated digital platform that ensures consistency, transparency, and system-wide learning. What makes this initiative exceptional is its ability to bridge critical gaps—underreporting, delayed responses, and inconsistent classification—while fostering a culture of accountability and continuous improvement.
 
The Eastern Health Cluster (EHC)—a flagship healthcare network established by Saudi Arabia’s Ministry of Health as part of the Health Sector Transformation Program, a key pillar of Saudi Vision 2030. The EHC serves a population of 3.57 million through 22 general and specialized hospitals and 131 primary care centres. To improve care coordination and efficiency, EHC has been restructured into geographically organized hospital networks that deliver integrated services across the full continuum of care—from prevention and primary care, to specialized hospital care, home care, virtual services, and extended care. 
The EHC’s is governed by a central Board of Directors under the Ministry’s oversight and managed by a central leadership team, which includes the Chief Executive Officer, providing strategic direction, governance, supervision. Assisted by a central leadership Vice Presidents including Healthcare Delivery, Operations and Healthcare Delivery, Clinical Excellence, Strategy and Planning, Finance, Support Services, Digital Health, Academic and Training Affairs, Human Resources, Corporate Affairs, Internal Audit, and Legal Affair. 
 
With rapid growth and escalating complexity in care delivery, EHC identified inconsistent incident reporting as a barrier to achieving "zero harm". Therefore the project sponsored by The group director of Clinical Risk Management, Establishing a Steering Committee chaired by EHC’s CEO, VP Quality & Performance with representation from MOH, Digital Health, and the EHC clinical & non clinical leadership. A dedicated cross-functional implementation team was formed to roll out the system cluster-wide. 
 
This initiative does not solely focus on digital transformation. It integrates a "just culture" philosophy, anonymous reporting, and a robust governance safety framework that includes all levels—from the frontline, facility, Cluster to the Board of Directors. These features create a psychologically safe environment where staff feel empowered to report incidents without fear of blame, driving open communication, trust, and organizational learning.
 
The scope of this initiative includes the entire lifecycle of safety event reporting: from frontline incident entry by any staff member within the EHC facilities, to risk manager review and risk rating, root cause analysis, classification, corrective action tracking and organizational learning. It also incorporates automated alerts, dashboards, and analytics that support risk mitigation.
 
The Unified Safety Reporting System is accessible to all EHC employees, including clinical, administrative, occupational health, environmental safety, and support staff, through the secure internal platform. This inclusive approach encourages a culture of shared accountability and transparency, fostering system-wide learning and faster mitigation of risks. The modular nature of the platform ensures adaptability to other health and operational safety domains, positioning EHC as a scalable model for national replication.
 
In terms of scope, all categories of safety issues are included—from clinical incidents such as medication errors, patient identification issues, procedural delays, falls, infections, and adverse reactions, to non-clinical concerns like equipment failures, environmental hazards, and facility safety risks. The only exclusions are personal/HR-related issues, which are addressed through separate internal protocols.
 
Since implementation Over 125,000 safety reports have been logged, serving a workforce of 24,000+ employees, and Covering the eastern region population of 3.57 million residents.
 
The EHC Unified electronic Safety Reporting Platform is not a standalone IT project— it is a core element of the Cluster’s patient safety strategy, supported by leadership, Risk Management, IT, and clinical stakeholders. The system is deployed across all Eastern Health Cluster facilities and addresses critical gaps such as underreporting, inconsistent classification, centralized oversight, and delays in response and timely escalation. It enables faster action, broader learning across facilities, and ultimately more effective harm prevention.
By combining this cutting-edge digital tools with cultural and governance transformation, this initiative significantly strengthens the EHC’s safety infrastructure and commitment to harm reduction. It ensures timely, transparent, and data-driven decisions that drive sustained improvements in patient safety outcomes.
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o Strategy for change:

Design and Development

Co-designed with frontline staff Trained 4,500+ staff via role-specific modules
Change champions appointed Appointed 150+ change champions
Standardized safety taxonomy created aligned with WHO Integrated with existing systems (EMR, risk
Anonymous reporting system with intelligent safeguards management dashboards) to minimize disruption

2022

2022 4) 2024+

Need Assessment Ongoing
Comprehensive needs assessments Deployed at 3 high-volume hospitals Improvement
|dentifying gaps in legacy reporting systems System Refinements

100% deployment across EHC facilities

Governance through a CEO-Led Steering Developed Dynamic role-tailored Dashboards: Informed svstem enhancements



Presenter Notes
Presentation Notes
Slide No.4 – Level of deployment

Design & Development (2022):
Conducted comprehensive needs assessments across all 22 hospitals and 131 PHCs, identifying critical gaps in legacy reporting systems.
 
Established governance through a Steering Committee chaired by EHC’s CEO, VP Quality & Performance with representation from MOH, and EHC clinical & non clinical leadership
 
Co-designed the platform with frontline staff, risk managers, and IT specialists to ensure usability and alignment with WHO patient safety standards. Throughout the implementation process, we maintained clear communication with all stakeholders as a fixed agenda in clinical risk management committee meetings. Change champions were appointed to lead the adoption process and serve as local advocates for the platform. These champions provided hands-on support, answered questions, and ensured the platform was embraced by their respective teams. Additionally, we held town hall meetings with facilities leadership to reinforce the strategic importance of the platform in achieving patient safety goals.
 
Pilot phase (Q1 2023):
Testing: Deployed at 3 high-volume hospitals to test workflows, yielding a 92% user satisfaction rate and informing system refinements.
System Refinements: Feedback from the pilot informed system enhancements.
 
Full Rollout phase (Q2 2023–Q4 2024):
Trained 4,500+ staff via role-specific modules (e.g., 2-hour simulations for clinicians, analytics training for risk managers).
Appointed 150+ change champions to drive adoption and gather real-time feedback.
Integrated with existing systems (EMR, risk management dashboards) to minimize disruption
By late 2024, the unified system had been deployed across all facilities under the EHC’s oversight. Staff retraining was key, especially for risk managers, safety officers, and frontline users, and included hands-on sessions and guidance materials tailored to user roles. Feedback loops allowed for continuous adjustments during and after rollout.
The system is now fully embedded in the organization’s risk management daily operations, and incident reporting volumes have increased—an early indicator of improved reporting culture. Regular audits, user feedback, and analytics reviews are conducted to ensure continuous improvement. The deployment is ongoing in the sense that enhancements are still being introduced based on user needs and evolving regulatory or organizational priorities.
 
Dedicated Business Unit for System Scalability
EHC has established a Patient Safety Technology Unit (2024) to:
Market the platform to other Saudi health clusters
Customize implementations for diverse facility types
 
Current Status & Outcomes:
100% deployment across EHC facilities as of Q4 2024, with:
40% faster incident reporting compared to legacy systems.
35% increase in reporting volumes, demonstrating improved psychological safety.
 
Continuous Improvement:
Biweekly user feedback reviews inform system enhancements (e.g., streamlined mobile reporting added in Q1 2024).
Quarterly audits show 95% compliance with standardized classification protocols.
 
Ongoing Evolution:
Scaling to primary care centers (2025 target: 100% coverage).
Incorporating AI-driven analytics to predict high-risk trends (pilot underway).
 
Translating Data into Action:
The platform’s data capture has provided actionable insights that have directly influenced patient safety improvements across the Eastern Health Cluster. For instance analytics from the platform are reviewed quarterly by the risk management team, and patterns are shared with leadership for action. The system allows segmentation of data by reporting role (e.g., nurse, physician, pharmacist), by facility, department, and category of safety event. This granularity supports targeted interventions—such as customized training in departments with recurring patterns—and enables strategic resource allocations.




Strategy for change:

Enterprise-Wide Safety Language & Real-

Time Visibility:
% Y

%

%
% - Created standardized patient safety
r) taxonomy across all EHC Facilities

* Developed dynamic, role-tailored

INNOVATION dashboards

Chat function


Presenter Notes
Presentation Notes
Our best practice represents a breakthrough innovation in healthcare safety management through its development of a Unified Electronic Patient Safety Reporting System that fundamentally redefines how large healthcare systems identify, analyze, and prevent patient harm. This goes far beyond digitization - it establishes an entirely new ecosystem for safety governance characterized by four transformative innovations:
Enterprise-Wide Safety Language & Real-Time Visibility
Created the first standardized patient safety taxonomy across all 22 hospitals and 131 PHCs, ensuring consistent classification and analysis of incidents cluster-wide
Developed dynamic, role-tailored dashboards providing real-time visibility to different user roles to have the appropriate level of access and control over the system, enhancing security and efficiency:
Frontline staff (unit-level trends)
Facility leadership (hospital-wide risks)
Cluster executives (enterprise-wide patterns)
Implemented active access controls allowing directors to monitor their specific units while maintaining system-wide oversight.
Centralized by Specialty such as pharmacy and nursing, ensuring that specific departments can track incidents, report findings, and collaborate on improving safety tailored to their field.
Added chat functionality to improve communication among staff, allowing for real-time discussions regarding incidents and safety measures.
 
Anonymous Reporting with Intelligent Safeguards
Guarantees reporter confidentiality while maintaining data integrity
Unique dual-track system allows: Fully anonymous submissions for sensitive concerns and Identified reporting for cases requiring follow-up
Advanced analytics protect anonymity while still detecting patterns
Resulted in 47% increase in near-miss reporting since implementation
 
Seamless Cross-Facility Incident Management
The system is the only one worldwide that enables the transfer of data and insights across multiple facilities, ensuring a cohesive approach to patient safety management.
Pioneered intelligent incident transfer protocols enabling:
Automatic routing of events when patients move between facilities
Shared ownership of investigations spanning multiple sites
Prevention of duplicate reporting while maintaining audit trails
This innovation alone has reduced investigation time by 35% for transferred patients.
 
Data-Driven System Learning
Enabled the first truly cluster-wide improvement projects through:
Automated identification of patterns across facilities
Risk-prioritized action planning at enterprise level
Standardized measurement of intervention effectiveness
Serves as the foundation for our High Reliability Organization journey
Incorporating AI-driven analytics to predict high-risk trends (pilot underway), enabling early identification of potential safety issues and providing actionable insights.
In addition to AI utilization, the system now includes standardized report generation through Excel and Power BI, supporting facilities in creating consistent, actionable reports. 
 
The anonymous reporting capability has been particularly revolutionary in our context because:
It overcame the #1 barrier to reporting - fear of repercussions
Enabled detection of 28% more early warning signals
Created psychological safety while maintaining accountability
Was designed with Middle Eastern workforce culture in mind
 
What makes this practice truly revolutionary is how it transforms traditionally siloed safety data into an integrated learning framework. By solving the critical challenges of inconsistent reporting, delayed escalation, and fragmented analysis that plague most healthcare systems, we've created:
A governance innovation: Shifting from facility-centric to cluster-wide safety management
A technological innovation: Developing proprietary transfer protocols not found in commercial systems
A cultural innovation: Creating shared accountability through transparent, data-driven dialogue
The system has become the operational backbone for our zero harm strategy, directly contributing to:
40% faster identification of emerging risks
30% improvement in cross-facility learning implementation
25% reduction in repeat incidents cluster-wide
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Strategy for change:

Anonymous Reporting (Just Culture) with
Intelligent Safeguards

« Guarantees reporter confidentiality while
maintaining data integrity

* Unique dual-track system
INNOVATION

* Resulted in increase in near-miss reporting
to 7.4% since implementation


Presenter Notes
Presentation Notes
Our best practice represents a breakthrough innovation in healthcare safety management through its development of a Unified Electronic Patient Safety Reporting System that fundamentally redefines how large healthcare systems identify, analyze, and prevent patient harm. This goes far beyond digitization - it establishes an entirely new ecosystem for safety governance characterized by four transformative innovations:
Enterprise-Wide Safety Language & Real-Time Visibility
Created the first standardized patient safety taxonomy across all 22 hospitals and 131 PHCs, ensuring consistent classification and analysis of incidents cluster-wide
Developed dynamic, role-tailored dashboards providing real-time visibility to different user roles to have the appropriate level of access and control over the system, enhancing security and efficiency:
Frontline staff (unit-level trends)
Facility leadership (hospital-wide risks)
Cluster executives (enterprise-wide patterns)
Implemented active access controls allowing directors to monitor their specific units while maintaining system-wide oversight.
Centralized by Specialty such as pharmacy and nursing, ensuring that specific departments can track incidents, report findings, and collaborate on improving safety tailored to their field.
Added chat functionality to improve communication among staff, allowing for real-time discussions regarding incidents and safety measures.
 
Anonymous Reporting with Intelligent Safeguards
Guarantees reporter confidentiality while maintaining data integrity
Unique dual-track system allows: Fully anonymous submissions for sensitive concerns and Identified reporting for cases requiring follow-up
Advanced analytics protect anonymity while still detecting patterns
Resulted in 47% increase in near-miss reporting since implementation
 
Seamless Cross-Facility Incident Management
The system is the only one worldwide that enables the transfer of data and insights across multiple facilities, ensuring a cohesive approach to patient safety management.
Pioneered intelligent incident transfer protocols enabling:
Automatic routing of events when patients move between facilities
Shared ownership of investigations spanning multiple sites
Prevention of duplicate reporting while maintaining audit trails
This innovation alone has reduced investigation time by 35% for transferred patients.
 
Data-Driven System Learning
Enabled the first truly cluster-wide improvement projects through:
Automated identification of patterns across facilities
Risk-prioritized action planning at enterprise level
Standardized measurement of intervention effectiveness
Serves as the foundation for our High Reliability Organization journey
Incorporating AI-driven analytics to predict high-risk trends (pilot underway), enabling early identification of potential safety issues and providing actionable insights.
In addition to AI utilization, the system now includes standardized report generation through Excel and Power BI, supporting facilities in creating consistent, actionable reports. 
 
The anonymous reporting capability has been particularly revolutionary in our context because:
It overcame the #1 barrier to reporting - fear of repercussions
Enabled detection of 28% more early warning signals
Created psychological safety while maintaining accountability
Was designed with Middle Eastern workforce culture in mind
 
What makes this practice truly revolutionary is how it transforms traditionally siloed safety data into an integrated learning framework. By solving the critical challenges of inconsistent reporting, delayed escalation, and fragmented analysis that plague most healthcare systems, we've created:
A governance innovation: Shifting from facility-centric to cluster-wide safety management
A technological innovation: Developing proprietary transfer protocols not found in commercial systems
A cultural innovation: Creating shared accountability through transparent, data-driven dialogue
The system has become the operational backbone for our zero harm strategy, directly contributing to:
40% faster identification of emerging risks
30% improvement in cross-facility learning implementation
25% reduction in repeat incidents cluster-wide



Strategy for change:

Seamless Cross-Facility Incident
Management:

* Pioneered intelligent incident transfer
protocols enabling:

* Automatic routing of events when
patients move between facilities

« Shared ownership of investigations
spanning multiple sites

* Prevention of duplicate reporting while
maintaining audit trails

INNOVATION

* This innovation alone has reduced
investigation time by 35% for transferred
patients.


Presenter Notes
Presentation Notes
Our best practice represents a breakthrough innovation in healthcare safety management through its development of a Unified Electronic Patient Safety Reporting System that fundamentally redefines how large healthcare systems identify, analyze, and prevent patient harm. This goes far beyond digitization - it establishes an entirely new ecosystem for safety governance characterized by four transformative innovations:
Enterprise-Wide Safety Language & Real-Time Visibility
Created the first standardized patient safety taxonomy across all 22 hospitals and 131 PHCs, ensuring consistent classification and analysis of incidents cluster-wide
Developed dynamic, role-tailored dashboards providing real-time visibility to different user roles to have the appropriate level of access and control over the system, enhancing security and efficiency:
Frontline staff (unit-level trends)
Facility leadership (hospital-wide risks)
Cluster executives (enterprise-wide patterns)
Implemented active access controls allowing directors to monitor their specific units while maintaining system-wide oversight.
Centralized by Specialty such as pharmacy and nursing, ensuring that specific departments can track incidents, report findings, and collaborate on improving safety tailored to their field.
Added chat functionality to improve communication among staff, allowing for real-time discussions regarding incidents and safety measures.
 
Anonymous Reporting with Intelligent Safeguards
Guarantees reporter confidentiality while maintaining data integrity
Unique dual-track system allows: Fully anonymous submissions for sensitive concerns and Identified reporting for cases requiring follow-up
Advanced analytics protect anonymity while still detecting patterns
Resulted in 47% increase in near-miss reporting since implementation
 
Seamless Cross-Facility Incident Management
The system is the only one worldwide that enables the transfer of data and insights across multiple facilities, ensuring a cohesive approach to patient safety management.
Pioneered intelligent incident transfer protocols enabling:
Automatic routing of events when patients move between facilities
Shared ownership of investigations spanning multiple sites
Prevention of duplicate reporting while maintaining audit trails
This innovation alone has reduced investigation time by 35% for transferred patients.
 
Data-Driven System Learning
Enabled the first truly cluster-wide improvement projects through:
Automated identification of patterns across facilities
Risk-prioritized action planning at enterprise level
Standardized measurement of intervention effectiveness
Serves as the foundation for our High Reliability Organization journey
Incorporating AI-driven analytics to predict high-risk trends (pilot underway), enabling early identification of potential safety issues and providing actionable insights.
In addition to AI utilization, the system now includes standardized report generation through Excel and Power BI, supporting facilities in creating consistent, actionable reports. 
 
The anonymous reporting capability has been particularly revolutionary in our context because:
It overcame the #1 barrier to reporting - fear of repercussions
Enabled detection of 28% more early warning signals
Created psychological safety while maintaining accountability
Was designed with Middle Eastern workforce culture in mind
 
What makes this practice truly revolutionary is how it transforms traditionally siloed safety data into an integrated learning framework. By solving the critical challenges of inconsistent reporting, delayed escalation, and fragmented analysis that plague most healthcare systems, we've created:
A governance innovation: Shifting from facility-centric to cluster-wide safety management
A technological innovation: Developing proprietary transfer protocols not found in commercial systems
A cultural innovation: Creating shared accountability through transparent, data-driven dialogue
The system has become the operational backbone for our zero harm strategy, directly contributing to:
40% faster identification of emerging risks
30% improvement in cross-facility learning implementation
25% reduction in repeat incidents cluster-wide



Strategy for change:

Data-Driven System Learning:

Enabled the first truly cluster-wide
iImprovement projects through:

« Automated identification of patterns
across facilities

* Risk-prioritized action planning at
INNOVATION enterprise level

 Standardized measurement of
intervention effectiveness


Presenter Notes
Presentation Notes
Our best practice represents a breakthrough innovation in healthcare safety management through its development of a Unified Electronic Patient Safety Reporting System that fundamentally redefines how large healthcare systems identify, analyze, and prevent patient harm. This goes far beyond digitization - it establishes an entirely new ecosystem for safety governance characterized by four transformative innovations:
Enterprise-Wide Safety Language & Real-Time Visibility
Created the first standardized patient safety taxonomy across all 22 hospitals and 131 PHCs, ensuring consistent classification and analysis of incidents cluster-wide
Developed dynamic, role-tailored dashboards providing real-time visibility to different user roles to have the appropriate level of access and control over the system, enhancing security and efficiency:
Frontline staff (unit-level trends)
Facility leadership (hospital-wide risks)
Cluster executives (enterprise-wide patterns)
Implemented active access controls allowing directors to monitor their specific units while maintaining system-wide oversight.
Centralized by Specialty such as pharmacy and nursing, ensuring that specific departments can track incidents, report findings, and collaborate on improving safety tailored to their field.
Added chat functionality to improve communication among staff, allowing for real-time discussions regarding incidents and safety measures.
 
Anonymous Reporting with Intelligent Safeguards
Guarantees reporter confidentiality while maintaining data integrity
Unique dual-track system allows: Fully anonymous submissions for sensitive concerns and Identified reporting for cases requiring follow-up
Advanced analytics protect anonymity while still detecting patterns
Resulted in 47% increase in near-miss reporting since implementation
 
Seamless Cross-Facility Incident Management
The system is the only one worldwide that enables the transfer of data and insights across multiple facilities, ensuring a cohesive approach to patient safety management.
Pioneered intelligent incident transfer protocols enabling:
Automatic routing of events when patients move between facilities
Shared ownership of investigations spanning multiple sites
Prevention of duplicate reporting while maintaining audit trails
This innovation alone has reduced investigation time by 35% for transferred patients.
 
Data-Driven System Learning
Enabled the first truly cluster-wide improvement projects through:
Automated identification of patterns across facilities
Risk-prioritized action planning at enterprise level
Standardized measurement of intervention effectiveness
Serves as the foundation for our High Reliability Organization journey
Incorporating AI-driven analytics to predict high-risk trends (pilot underway), enabling early identification of potential safety issues and providing actionable insights.
In addition to AI utilization, the system now includes standardized report generation through Excel and Power BI, supporting facilities in creating consistent, actionable reports. 
 
The anonymous reporting capability has been particularly revolutionary in our context because:
It overcame the #1 barrier to reporting - fear of repercussions
Enabled detection of 28% more early warning signals
Created psychological safety while maintaining accountability
Was designed with Middle Eastern workforce culture in mind
 
What makes this practice truly revolutionary is how it transforms traditionally siloed safety data into an integrated learning framework. By solving the critical challenges of inconsistent reporting, delayed escalation, and fragmented analysis that plague most healthcare systems, we've created:
A governance innovation: Shifting from facility-centric to cluster-wide safety management
A technological innovation: Developing proprietary transfer protocols not found in commercial systems
A cultural innovation: Creating shared accountability through transparent, data-driven dialogue
The system has become the operational backbone for our zero harm strategy, directly contributing to:
40% faster identification of emerging risks
30% improvement in cross-facility learning implementation
25% reduction in repeat incidents cluster-wide
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Strategy for change: [==

Stakeholders’

Quality and Patient Safety

*  Ensure that patient safety
investigation is conducted to

identify the underlying causes.

*  Ensure that the "Just Culture
Algorithm" is available and
applied consistently by the

manager.

*  Provide training on how to
apply the "Just Culture
Algorithm " effectively.

* Identify Just Culture
"Champions " to coordinate
and facilitate the just culture
processes over the healthcare

institution.

Responsibilitie

Human Resources

Supervises and validates
documentation produced
throughout the investigation
process to ensure the accuracy
of the 'manager's evaluation of
the staff-associated behavior.

Ensure that Just culture is
applied before any disciplinary

action.

Ensure that Just culture
principles are integrated as part
of the General Orientation
Program.

Middle Managers

Ensure that the "Just Culture
Algorithm Tool" is understood by
all staff.

Teach staff about just culture to
increase the effectiveness of
staff feedback.

When the investigation of a
patient safety event is
completed, the Just Culture
Algorithm should be applied to
determine system issues and
human behaviors.

i

Complaints, Legal
approach, Safety Event
Reporting, OPPE,  SE,
Clinical Audit, Coo,
EDMCA, EHC CEO, M&M
committee, Outside EHC

1 dsali
WEALTHEARE GROUP.
Yes
v
Investigation

Warranted
(RCA)

Other than Refer back to
Provide feedback <«¢—No Yes—p negligence/  —> facility COO/MD for
recklessness alternative actions

Yes
v

Negligence /
Recklessness
confirmed

v

Facility submits the
final approved RCA
report to EHC Risk
Management &
Healthcare Delivery

Executive Leaders

Support ensures and reinforces

that the Just Culture Algorithm ¢

is applied consistently and Refer to Physician
. Executive

systematically across the Committee (PEC)

organization.

Standing Practice
Review Sub-
Committee to
investigate

The subcommittee
reports findings and
recommendations

Other than
negligence/reckless <¢—No
behavior

Yes—p»> PEC (full) to endorse

Yes

Refer to facility COO
and MD PEC endorses the
case with
recommendations
to HR / Legal Affairs

Action (including
Alternative Actions)
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Deployment:

Translating Data into Action:

The platform’s data Captured data has
provided actionable insights that have
directly influenced patient safety
Improvements across the Eastern Health
Cluster.

Ongoing Evolution:

Scaling to primary care centres
(2025 target: 100% coverage).

Incorporating Al-driven analytics to
predict high-risk trends (pilot
underway)

Continuous Improvement:

Biweekly user feedback reviews inform system enhancements.

Dedicated Business Unit for

System Scalability

Established a Patient Safety Technology
Unit (2024) to market the platform and
customize implementations for diverse facility

types

Current Status & Outcomes

100% deployment across EHC facilities
as of Q4 2024, with:

40% faster incident reporting compared

to legacy systems.

35% increase in reporting volumes,
demonstrating improved psychological
safety.
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Dedicated Business Unit for System Scalability
EHC has established a Patient Safety Technology Unit (2024) to:
Market the platform to other Saudi health clusters
Customize implementations for diverse facility types
 
Current Status & Outcomes:
100% deployment across EHC facilities as of Q4 2024, with:
40% faster incident reporting compared to legacy systems.
35% increase in reporting volumes, demonstrating improved psychological safety.
Automated Identification of Patterns Across Facilities, providing insights into trends, and allowing for proactive intervention.
Enterprise Level Risk-Prioritized Action Planning based on identified risks, enabling enterprise-wide strategies to focus on the most critical patient safety concerns.
 
Continuous Improvement:
Biweekly user feedback reviews inform system enhancements (e.g., streamlined mobile reporting added in Q1 2024).
Quarterly audits show 95% compliance with standardized classification protocols.
 
Ongoing Evolution:
Scaling to primary care centres (2025 target: 100% coverage).
Incorporating AI-driven analytics to predict high-risk trends (pilot underway).
Translating Data into Action:
The platform’s data capture has provided actionable insights that have directly influenced patient safety improvements across the Eastern Health Cluster. For instance analytics from the platform are reviewed quarterly by the risk management team, and patterns are shared with leadership for action. The system allows segmentation of data by reporting role (e.g., nurse, physician, pharmacist), by facility, department, and category of safety event. This granularity supports targeted interventions—such as customized training in departments with recurring patterns—and enables strategic resource allocations.
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=== Measurement of Improvement

Transformational Benefit

8338

g108ystem kick
off

6815 6795 6801

652 6534

7100 6629 43gg

6100
5100
4100

6026 6097

5898

33

3030 3065

5 2677
3100 v 2222 5015 2504 2066 2479 2592

2100 1596
1100
100

150

2023, 2023, 2023, 2023, 2023, 2023, 2023, 2023, 2023, 2023, 2023, 2023, 2024, 2024, 2024, 2024, 2024, 2024, 2024, 2024, 2024, 2024, 2024, 2024, 2025, 2025, 2025,
Jan Feb  Mar Aprii May June July Aug Sep Oct Nov Dec Jan Feb  Mar Aprii May June July Aug Sep Oct Nov Dec Jan Feb Mar




=== Measurement of Improvement

Transformational Benefit

8338

g108ystem kick
off

6815 6795 6801

7100
6100
5100
4100

6629 4aaa 652 6534

6026 6097 5898

33

3030 3065

3 2677
3100 v 2222 5015 2504 2066 2479 2592

2100 1596
1100
100

150

2023, 2023, 2023, 2023, 2023, 2023, 2023, 2023, 2023, 2023, 2023, 2023, 2024, 2024, 2024, 2024, 2024, 2024, 2024, 2024, 2024, 2024, 2024, 2024, 2025, 2025, 2025,
Jan Feb  Mar Aprii May June July Aug Sep Oct Nov Dec Jan Feb  Mar Aprii May June July Aug Sep Oct Nov Dec Jan Feb Mar

185% /.4% 4.7 FTE 100% 92% 48 hrs

Increase in overall BT Reduced Standardized Cross-facility Identification of
represent near-

incident reporting miss events processing time by taxonomies incident zfo//o w-up emerging risk .
rates (12-month ; ) 8 min per report, eliminated completion rates through Dynamic
comparing to 2.1% . . (from 58%) dashboards
inconsistent

post- saving 844.9 staff
re-
P hours monthly e T (from 14 days )

implementation

implementation)



Presenter Notes
Presentation Notes
Operational efficiency: 844.9 staff hours saved monthly.


Cultural Transformation
185% increase in overall incident reporting rates (12-month post-implementation), demonstrating breakthrough progress in psychological safety and staff engagement. However, while anonymity ensures psychological safety in raising concerns, the increase in reporting has also led to more open conversations about safety at team levels. Leaders report improved dialogue in safety huddles and increased collaboration across departments. This shows that anonymity does not isolate—it enables a culture of trust, where even sensitive issues can be discussed without fear.
7.4% of total reports now represent near-miss events—evidence of proactive risk prevention (vs. 2.1% pre-implementation).
Operational Excellence
Reduced processing time by 8 minutes per report, saving 844.9 staff hours monthly—equivalent to 4.7 FTE redirected to value-added safety work.
100% standardized taxonomies eliminated inconsistent classifications, enabling accurate enterprise-wide benchmarking.
System-Wide Learning
Cross-facility incident transfers reduced duplicate investigations by 65% and improved follow-up completion rates to 92% (from 58%).
Dynamic dashboards decreased time-to-identify emerging risks from 14 days to <48 hours.



Measurement of Improvement

Transformational Benefit

Benefit Value USD (SAR) Source
Cost savings (system consolidation) S4M (15M SAR) Eliminated legacy system licensing/maintenance
Productivity gains S625K/year (2.3M SAR) 4.7 FTE efficiency savings
Logistics optimization S1.1M/year (4.1M SAR) Reduced redundant investigations, printing & travel
Harm reduction (estimated)* $3.2M/year avoided 28% decrease in severe preventable events

costs

*Harm reduction metrics are calculated based on observed reductions in the rate of reported severe preventable events following implementation, compared to 2022 baseline data. As the average cost per adverse event in Saudi Arabia is not
readily available in public sources. Given the absence of a unified benchmark, we used the case-mix costing methods, which estimate the cost of healthcare services based on the types and quantities of resources consumed. This approach allows for
a more tailored estimation of costs associated with adverse events, considering the factors of increasing length of stay.
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Other Result 
Not added to the slides 
Environmental sustainability
Additionally, the implementation of the system has contributed to environmental sustainability by eliminating the use of paper-based reporting. This shift not only reduces paper waste but also minimizes the environmental impact associated with printer ink usage. This reflects a positive step toward reducing our ecological footprint and supporting green initiatives within the healthcare sector.
Cause-Effect Validation
Direct correlation between system features and outcomes:
Automated alerts → 40% faster response to high-risk incidents.
Unified workflows → 35% reduction in time-to-close cases
Good Catch  → 47% increase in near-miss reports
Third-party validation: Metrics audited by the Saudi Patient Safety Center taxonomy manual.
Reflect on Achievement Toward Zero Harm
We have made significant progress toward our Zero Harm goal. Key indicators such as reductions in severe preventable events, % increase in near-miss reporting, and the incident follow-up rates—reflect a system increasingly capable of identifying and addressing harm before it escalates. While Zero Harm remains a continuous pursuit, these improvements demonstrate we are firmly on the path.
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Standardization requires engagement,
persistence, and executive support.

Technology is enabler, true change rely on culture,
trust, & user empowerment.

Incident transfer across facilities proved vital to
close safety gap.

Feedback loops are essential for ongoing
refinement and user adoption.

The Lessons Learnt

A centralized, anonymous, and data-driven
reporting system facilitate to transform safety
governance.

Investing in frontline involvement drives
adoption & sustainability.

Cross-facility dashboards enable enterprise-wide
learning and prioritization.

The system scalability & adaptability crucial for
national-level replication.
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Other Result 
Not added to the slides 
Environmental sustainability
Additionally, the implementation of the system has contributed to environmental sustainability by eliminating the use of paper-based reporting. This shift not only reduces paper waste but also minimizes the environmental impact associated with printer ink usage. This reflects a positive step toward reducing our ecological footprint and supporting green initiatives within the healthcare sector.
Cause-Effect Validation
Direct correlation between system features and outcomes:
Automated alerts → 40% faster response to high-risk incidents.
Unified workflows → 35% reduction in time-to-close cases
Good Catch  → 47% increase in near-miss reports
Third-party validation: Metrics audited by the Saudi Patient Safety Center taxonomy manual.
Reflect on Achievement Toward Zero Harm
We have made significant progress toward our Zero Harm goal. Key indicators such as reductions in severe preventable events, % increase in near-miss reporting, and the incident follow-up rates—reflect a system increasingly capable of identifying and addressing harm before it escalates. While Zero Harm remains a continuous pursuit, these improvements demonstrate we are firmly on the path.
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Blueprint for Excellence

EHC's Unified Safety Combination of A replicable model of Digital
Reporting System is strategic Technology, Governance, Transformation to drive
pillar ~ of “Zero  Harm & Culture excellence in patient safety.
Journey”.

Ensure sustainable safety
improvement.
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Key Takeaways from Our Journey

Inter-facility Technology alone Standardization is Feedback loops are
incident transfers doesn’t create change. powerful, yet takes time. key to sustainability.
filled a critical gap.



V W -To EHC’s health system following the
oitlo0a02] implementation of LTSP
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Healthcare focus on prevention and treatment 
Efficient quality care benefiting from integration and coordination to provide treatment at the lowest coast 
Digital tools enabling beneficiary to easily access care 
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\ HEALTHCARE Gkour'

Thank You
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