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Abstract

Background: In pursuit of increasing consumer utilization of hospital safety information, The
Leapfrog Group (LFG) asks hospitals to voluntarily self-report information through a survey
after which LFG assesses responses’ achievement to LFG standards and publicly posts the
hospital’s achievement levels. A substantial number of hospitals do not participate, including the
vast majority of Oklahoma hospitals. A potential barrier is that administrators lack information to
estimate “what it takes” to participate. Therefore, the authors measured a first-time effort and
experience of LFG survey participation.

Method: Researchers at Oklahoma State University Center for Health Systems Innovation
conducted a field study to discover the resources needed in personnel, project management, time,
and effort to participate in the survey. The authors directly supported the first-time participation
of a 199-bed hospital by providing them with a 0.25 FTE project manager and recorded the
associated effort, barriers, and benefits. LFG supported this effort with access to technical
support at no cost to the hospital.

Results: The results indicated 12 people dedicated 117 hours which was in addition to the project
manager’s time and the majority of those people were department heads. Multiple LFG standards
do not align perfectly with other accrediting bodies, meaning that specific changes would need to
be made in order to score highly on several sections. The survey’s Section 2 required a
disproportionately high number of hours due to the 40 hours needed for medicine reconciliation
assessment. The CEO estimated that fully committing to achieving the LFG standards year-
round would require $325,000 to fund additional nurse FTEs. The processes used to complete the
survey and barriers encountered are included. Of particular interest for administrators, is how the
volunteer survey is connected to LFG’s other posted hospital rating, the hospital safety grade
which is calculated with or without survey participation.

Conclusion: The process takes significant time from leadership and committing to achieving the
LFG standards would require significant funding. The immediate benefit was that departments
used the survey to identify easy-to-achieve, 90-day quality assurance improvement goals. The
CEO did not submit this first survey response, instead embracing it as preparation for possible
subsequent participation.
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Introduction

The Leapfrog Group (LFG), a Washington DC based non-profit, seeks to improve consumer
utilization of hospital quality data in consumer decisions by providing easy-to-interpret online
ratings for consumers (available at leapfroggroup.org). In this study the authors focused on two
hospital-level reports: (1) Hospital Safety Grades which rate hospitals as A, B, C, D, or F (search
hospitals at hospitalsafetygrade.org) and (2) Hospital Survey (survey) which is an assessment of
a hospital’s achievement toward LFG-defined, evidence-based goals based (search hospitals at
ratings.leapfroggroup.org). The survey is the heart of what LFG has pioneered in the consumer
quality space; it is novel because it evaluates hospital protocols and processes and not just
outcomes.! At a high level, the survey asks hospitals to answer questions about their processes
and protocols and then scores responses on 4 levels of achievement to the LFG standard (limited
achievement, some achievement, considerable achievement, achievement of standard). If
hospitals do not participate, their posted achievement status is “declined to submit.” While LFG
will compute a safety grade without a voluntary submission, in those cases the grade is less
reliable for consumer comparisons because LFG uses imputed data for missing survey
information or eliminates the item. In short, both of these consumer reports rely on hospital
voluntary submission.

The problem is many hospitals choose not to complete the survey.? In Oklahoma, of the 90
hospitals,® only 13 participate in the survey and nearly all are in the northeast corner of the state,
leaving the majority of the Oklahoma consumers without access to survey information.

Because Oklahoma State University Center for Health Systems Innovation (CHSI) is dedicated
to increasing access to quality care in Oklahoma, the authors wondered what LFG was asking
hospitals to do to better understand our low participation and to inform innovative solutions to
boost reporting. The authors could find no information on what participation entails or guidance
for administrators to reference on ‘what it takes’ for a hospital to undertake a survey submission
— an initial submission, in particular. While LFG does not charge hospitals for survey
participation or rating,* hospital administrators face the decision on how to dedicate hospital
resources which already includes completing required reporting to multiple accrediting bodies.

Therefore, the primary aim of this study was to understand the effort associated with completing
the survey for the first-time including the personnel, project management, and time. To achieve
this aim, in 2023 the authors recruited a mid-sized, urban-based hospital without prior survey
participation, hired a project manager, cataloged the process, measured effort in time, recorded
barriers and estimated a subsequent survey effort. LFG provided some technical support and
guidance to the project manager without charge.

Because through the course of the investigation we came to realize that the hospital chief
executive officer’s (CEOs) motivation to participate in the survey was to affect the hospital’s
LFG safety grade, an effort was made to understand how the survey affects the safety grade.
Surprisingly, this connectivity is not overtly communicated by LFG in survey material or on
their website. Therefore, a secondary aim of this study arose: to understand how the safety grade
and survey responses are related. In this manuscript the authors describe the connectivity
discovered and what factors were left unknown.
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The motivation to affect the safety grade is understandable considering that LFG’s safety grade
is its most promoted and recognized product. Hospitals often use this program to compare and
promote themselves against competitors in their own markets,’ and grades are used by the media
to compare hospitals.® Moreover, because the long-term aim was to increase survey participation,
it was critical to understand the survey connectivity to the safety grade to assess its potential to
motivate safety-grade focused hospital administrators to submit the LFG survey.

Method

Participants

Project Management and Research. Oklahoma State University Center for Health Systems
Innovation (CHSI) is dedicated to discovering innovative ways to decrease health disparities.
CHSI partners with The Oklahoma Business Collective on Health (The Collective) a coalition of
self-insured employer health insurance purchasers whose director serves as an LFG Regional
Leader. The CHSI director and The Collective director recruited a hospital to undertake the
survey with the support of a CHSI-funded 0.25 FTE project manager to organize the survey
response. The project manager was a doctoral student in Oklahoma State University’s Health
Care Administration program. CHSI oversaw project management and the investigation.

A 199-bed hospital located in Oklahoma was recruited. It is accredited by the Accreditation
Commission for Health Care. The hospital gathered a team of administrators, quality
improvement department staff, and department heads to tackle the survey.

This hospital had never participated in the LFG survey. At the time the project started, LFG had
given the hospital a safety grade rating of ““C.” The hospital CEO agreed to the project because
he was interested in the survey as a means to raise the publicly posted LFG safety grade. He
wanted to investigate how completing and submitting the survey might positively impact their
Safety Grade.

LFG agreed to provide technical support to the project manager and assigned a key contact.
CHSI communicated with the contact via email and phone calls and received response to
questions regarding the survey reporting process and interpreting survey question intent. LFG’s
stated mission is to drive giant leaps forward in the quality and safety of American health care.
They aim to achieve these leaps by incenting safety and quality improvements through publicly
available, consumer-friendly safety reporting.

Investigation

From April 1 to June 30, 2023, a project manager conducted the field study to collect the
experiences of completing the LFG survey. The project manager collaborated with the hospital
CEOQ and staff to record the process steps, record barriers, benefits, and measure their effort in
aggregated time required for a staff to complete each section and the survey in aggregate,
estimate second attempt/future effort changes and estimate with the CEO the potential costs
associated with committing to LFG standards year-round.
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Results

The project manager led the survey-response effort. Based on the content of the survey sections,
the hospital assembled a 12-person survey response team which was comprised of four persons
from the C-suite (CEO, Chief Nursing Officer, Chief Information Officer, and executive
assistant), five department directors (Director Revenue Cycle, Director Pharmacy, Director
Surgical Services, Director Women’s & Children’s Services, and Director of Quality) and three
coordinators (Quality Improvement Coordinator, Medical Staff Coordinator and Manager
Infrastructure and Support). The first observation was that the survey required effort by high-
level leadership.

Each survey section was completed, submitted, and entered within the allotted timeframe as
directed by the hospital CEO, prior to the submission deadline as required for attesting to
accuracy and completeness. At the end of the survey period, the CEO determined he was not
ready to submit the hospital survey answers to LFG and instead chose to embrace the first
experience as a preparatory step for potential future survey submission. Many departments used
the experience to define their 90-day Quality Assurance Performance Improvement goals.
Participation generated new IT reports for expanded data collection and analysis. The following
are results of the process used, effort tabulations, and future participation considerations.

Process Steps

The project manager recorded the process of motivating the staff and successfully collecting
almost all section answers (Figure 1, Table 1). Included in the Appendix are communications
utilized (i.e., Introduction email, workload introduction email and CEO debriefing report). Table
2 summarizes general barriers encountered.

Figure 1. CHSI Project Manager's Process Steps for First-Time Submission.

§ waeks
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Table 1. Process Step Details for Completing the Leapfrog Group’s Hospital Safety Survey

Preparation Steps

Pre-Meeting — The CED agreed to host a project manager and provide staff and IT support.

Download LFG Code — The Hospital downloaded its unique survey code to access the CPOE Tool and CPT codes

needed to complete the survey.

Met with Quality Department to determine section leaders—The project manager coordinated efforts with the
Quality Department to identify section leaders. The survey was divided into sections and folders and
organized for each section leader. Weekly progress meetings were scheduled.

Met with Section Leaders and Presented Survey Packets —The project manager met one-on-one with section
leaders, ariented them to their section and their section directions. She instructed them how to
communicate via shared files what they could complete on their own, what data they needed help
retrieving through new reports (EPIC or otherwise), and any additional people/resources needed.

Server Folder Created and Spreadsheet for IT requests — The project manager created a folder on the network

shared drive. This folder included: “Read First” instructions about the project; the entire survey .pdf and
Word version of the document; an Excel file for IT request submission; and their individual section and
scoring algorithm. &n IT Excel file request was dezignated as the collection point for IT requests.

Monitoring Progress Steps

Checked Section Leader Status and Delivered Snack Baskets for Appreciation: The Project Manager met with
Section Leaders individually and identified unmet resource needs. This involved offering to do legwork if
needed and multiple phone calls and short meetings to ensure guestions were answered.

CEQ Email Deadline —~Two weeks before submission deadline, the CEQ sent an email to the section leaders to
establish a “hard deadline.”

Compiling Responses Steps

Compiled and Confirmed Answers —Each section leader was responsible for using the Word version of their
section and inputting responses (referred to as hardcopy). They then uploaded their complete section into
the shared drive. The Quality Department and the project manager reviewed survey answers submitted by

Input Answers into the LFG Survey —The Quality Department and Project Manager combined the hardcopy
versions of the survey sections. This data was uploaded to the LFG Dashboard. Once saved, it would allow

the CEQ access to attest to the survey responses digitally.

Post Project Steps

Debriefing the CEQ — The project manager provided a written report to the CEQ, cutlining potentially easy fixes
and also surprise answers. Together, the algorithm for section scoring was discussed. Likely section scores
were discussed as were next steps for sections.

Met with Section Leaders to Discuss Scoring —The project manager met individually with Section Leaders,
estimated likely scores, and estimated required effort for improvement in the category.

Final Results — The CEDQ, Executive Assistant, Quality Improvement Contact and Lead, Project Coordinator, and
CHSI directors met to discuss.

Follow up Meeting with CEQ, 5taff. Project Manager and Repgional Leader. This was intended to be a wrap up to
the “active’ staff portion of the survey and an opportunity to solicit management team feedback and
answer questions.
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Table 2. Barriers to First time Submission of The Leapfrog Group’s (LFG) Safety Survey.

Barriers |

Size * The survey size was overwhelming {317 pages). Due to size, completing a LFG Survey
takes considerable project organization, and leadership.

o Subdivided into sections and only delivered sections to department heads.

Instruction ¢ The length of instructions in the survey was also viewed as overwhelming.

verboseness o Read and summarized for department heads.

Complexity ¢ Understanding the detail required and accessing the data to correctly answer survey
guestions proved a challenge, especially in CPOE and policy-driven sections.

o Directed all questions to the project manager who could access technical
assistance from LFG.

Managing data «  Many of the survey response required data to be run/report creation.

asks o Created a shared file for all data asks to be uploaded to for IT to easily identify

and manage asks.

Time ¢  Workforce had difficulty with incorporating the workload required to complete the
survey in the amount of time provided from download to the June upload. They had no
forewarning of data detail or observational requirements.

o Communicated staff opinion that it usuzally took less time than the worker
predicted on their own.

Survey item * language of some of the sections and clarifications were confusing. It remains unclear

interpretation how some of the measures are interpreted by other systems, especially those with the

problems werd “all.” Is a 1 in 30,000 event a practical all or a technical not all?
o Mo solution implemented.

Unclear LFG ¢ There is no evidence shared for why certain answers arefare not considered

assessment of achievement. Billing for example has 4 items. But, if a system reports that they sue

“achievement” patients, regardless of compliance with the other 3 standards, low achievement is the
resulting score.

o Mo solution implemented.

Clunky LFG ¢ The WORD format provides a hard copy submission process and limits the submission to

upload processes be worked on by one person at a time. Currently, section leaders had to circle or
highlight with Ward tools.

o Mo solution available.

Effort

The combined effort to complete the survey was 177 staff hours, not including the project
manager’s 0.25 FTE from April through June or technical support from LFG. The amount of
time per section is represented in Figure 2. Section 2 required a disproportional amount of effort,
more than double the time required by the Quality Department to help coordinate the entire
response effort. Section 2 took 30 hours of the Directors time overall and 40 hours of a non-
manager’s time for the medicine reconciliation assessment. In addition, the computerized
provider order entry (CPOE) portion required multiple departments and levels to participate
including a physician, manager, and non-manager role. The portion is timed, requiring multiple
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people, lasting six hours (3 hours elapsed time to complete Steps 1-2, then 3 hours elapsed time
to complete Steps 3-6). Moreover, Section 2 takes more time due to the need to coordinate other
leader schedules to complete the CPOE portion. Section 2 involved 78 total hours of time (Figure
2).

_ngure 2. Break-out of effort measured by time per The Leapfrog Group survey sections.

EFFORT MEASURED BY TIME

it Sactian 1

Caality

Section 2

Section 9

Section 7
Section &
sectiens B * Toasl Combined: 177 hours
Key
Assigned Role Section Description First Effort Minutes
Section 1B Billing 180
Section 1C Informed Consent 220
Section 2 CPOE/EHR/BCMA/Med Recon 4680
Section 3 Hospital Surgeon Volume 270
Section 4 Maternity 620
Section 5 ICU 1z9
Section & MOF Safe Practices/Hand Hygiens 660
Section 7 Mever Events/Infections 240
Section 9 Outpatient VolumeSafety/Experience &00
CQuality Coordinating 2145
IT Running Reports, Server Folder F20
Total Minutes 10614
Total Hours 177

Survey and Safety Grade Connectivity

Because the authors were repeatedly asked, “How are the survey and safety grade connected?”
The question was posed to LFG support. LFG replied to that inquiry that the survey and safety
grade are two distinct measures; however, the authors discovered that they are not completely
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independent. As mentioned in the introduction, explanations of how these two separate programs
are related were not readily available on the LFG website nor did the survey indicate what
measures were used by the safety grade. Researchers sourced research articles and read the
safety grade methodology report buried on the LFG website.” Of note, none of these are written
to LFG’s targeted consumer reading level (6 grade).

The largest takeaway for administrators is understanding that the safety grade is calculated from
publicly available CMS data and data gathered through the hospital’s voluntary survey
submission. So, it is feasible that survey submissions affect safety grades. However, because
LFG does not publicize cut-off points for safety grade performance, where the potential lies is
not completely clear.

Based on the researcher’s investigation (not provided by LFG), the authors describe what could
be found on how survey answers affect the safety grade. First, it is necessary to introduce the
safety grade. The safety grade is calculated by formulas developed by LFG. Formula
development was published in the Journal of Patient Safety in 2013% and is occasionally
updated.’” The final safety grade, an A-F score, is a 50-50 composite of hard data (i.e. infection
outcomes) and soft data (i.e., safety process assessment). Interestingly, that 50-50 split was
admittedly “arbitrary” as stated by the authors in the original 2013 publication regarding safety
grade calculation. Although there are 2 sections to the grade, no individual grades are calculated
for outcome and process independently. Only one 50-50 composite grade is reported to
consumers.

The authors contend that the mixing of the two types of variables is a credible threat to the
validity and utility of the safety grade. The hard data (hospital infection scores) are calculated
using 100% (10 of 10) of publicly available data from Centers for Medicare and Medicaid
Services (CMS); whereas process scores are calculated with only 42% (5 of 12) of publicly
available CMS data. Over half of the process scores are dependent upon survey participation.

In the absence of survey data, process scores for an individual hospital are either: eliminated and
then its weight shifted to other measures, calculated using imputed data, or calculated using other
CMS data. LFG imputes data by using the lowest mean scores of the hospitals’ cohort data
determined by whether the hospital is rural/urban, safety-net/not safety-net, and teaching/ non-
teaching. For the three measures where no cohort data is available to impute, the weight of these
three measures are shifted to other measures, although how much and to which variable it is
shifted is not indicated. Without survey participation, the LFG uses a hospital’s CMS cost report
to determine compliance with ICU intensivists’ staffing levels, a controversial standard whose
validity has been argued for over two decades.’ Precisely which scores get imputed versus
eliminated (and formula weight shifted) are presented in Table 3.
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Table 3_ Safety Grade Formula Response when Survey Process Measures Are Not Eeported to
The Leapfrog Group.

Process Measures Replaced by Imputed Data | Process Measures Eliminated
¢« Computerized Physician Order Entry (CPOE) ¢ Leadership Processes for Error Elimination
¢« Bar Code Medication Administration (BCMA) s Staff Culture of Safety
* Handwashing Process & Measurement s S5taffing Ratios of RMs, LPMNs and other

unlicensed assistive personnel

In summary, the authors were not able to locate via LFG technical assistance or LFG publication,
a clear explanation of:

e cxactly how the weighting of process measures within the safety grade changes
with/without survey participation,

e the degree to which cohort measures end up representing a hospital’s process score when
LFG uses them in replacement of survey participation,

e the degree to which cohort process scores affect final grades, or

e any testimonial from any similar cohort hospital explaining what they learned about
responding to the survey and its effect on their safety score.

Future Participation

In order to weigh future participation in the study, the authors collected three factors: (1) post-
survey sentiments around validity of survey (Table 4); (2) estimated effort for next survey
completion and (3) estimated cost to committing to the LFG survey achievement standards.
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Table 4. Future Participation Validity Sentiments

Perceived Threats to
Survey Validity

Perceived Threats to Survey Validity

Evidence for
Standards Lacking

Safety Grade
Connectivity Missing

Population and
Sample Effect
Questions

Emphasis on Self-

Reported Data

Standards Mot
Reflecting Safety

Some standards exceeded accrediting body standards, and then others seemed an
aspirational "all.” For example, CM35 standard for consent is “under 8 grade.” The
hospital just had all forms translated to 7t grade; the LFG standard is 6" grade.

As a result of LFG promotion of safety grades, the hospital staff view that as the most
conseqguential rating — far and above the survey. While the safety grade is affected by
the survey, there is no single source that explains how survey submission affects the
safety grade, alters weighting in the safety grade calculation or provides insight into
weighting.

There is confusion on how LFG controls for population and sample size differences
between systems even though LFG’s own research has shown population effects are
significant determinants of scoring (e.g., smaller, Medicaid prevalence, rural).

It is questionable how other systems interpret and respond to certain standards
especially those with the word “all” in them. Also, when the answer is not “all” it gives
no credit for work accomplished in this area.

It is not clear how the practice of suing patients is related to safe hospital performance
or how processes used by more resourced hospitals avoid legal action with patients
[use of vendors).

Future Effort Estimations

The staff anticipated that their next survey attempt would require 7% less effort. Confidence in
that time metric was somewhat low due to the unknowns of annual changes to the survey and
effects from high intensity standards such as handwashing observations. Additionally, Section
1C declined to report an anticipated change. Notably the most work-intensive section (Section 2)
only estimated an eight hour decrease in effort. Estimations by survey section as well as staff
explanations for estimation are reported in Table 5.
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Table 5. Future effort estimations made by section leaders.

12

Effort Table in Minutes
First  Future Anticipated
Section Section Description  Effort  Effort %Change Motes
Section 1B | Billing 130 180 0% Future hours about the same.
Section 1C. Anticipated change not reported
because of the uncertainty from needing to build
Section 1C | Informed Consent 230 230% kS reports and amount of clarification still needed.
Section 2 Total 78 hours. Future will decrease 25%
CPOE/EHR/BCMA/ on Section 2 Leader’s hours {-7.5hrs), but other
Section 2 Med Recon 4680 4200 -10% staff will stay the same.
Section 3 Total 4.5 hours. In future, Section 3
Leader's hours will be reduced by 25% (-1 hr.).
They are not @ member of the Society of Thoracic
Hospital/ Surgeons. Does not have formal appropriateness
Section 3 | Surgeon Volume 270 210 -22% criteria for procedures.
Section 4 Total 11.5 hours. In future should take &
Section 4 Maternity 690 420 -30% hours (-3.5hrs).
Section 5 Total 3.31 hours. Did not have certified
critical care in ICU or meet the expanded
definitions provided by LFG. Hours to complete
survey would increase if they used intensivist ar
Section 5 IcuU 199 159 0% Certified critical care.
MQF Safe Practices/ Section & Total 10.7 hours. Might have reduction
Section B Hand Hygiene 660 BAO 0% in hours if divide this section up to more people.
Mever Events/
Section 7 Infections 240 240 0% Section 7 Total 4 hours. In future similar hours.
Outpatient Volume/ Section 9 Total 10 hours. In future will decrease
Section 9 Safety/Experience 600 450 -25% 25% (-2 5hrs).
Quality 3575 hours. Would anticipate an increase
of about 25% if no project coordinator. Many of
the hours Quality tracked included the one-cn-one
meeting with the project coordinator. An extra 10-
15 hours would have allowed for setup and
Quality Coordinating 2145 2680 Section Leader Meetings.
The time-consuming part was figuring out what
tables to query from the database. Data requested
Running Reports, on several of these reports was not prebuilt. In
IT Server Folder 720 360 -50% future, will decrease 50%.
Total Minutes 10614 9889 -7%
Total Hours 177 165 4 4 40-hour weeks on 1st effort; 4.1 weeks on 2nd

* Chose to not estimate due to uncertain increase in effort. Without data, current effort used in overall estimation.
** Mo change reported to reflect not reporting future effort.

Future Participation FTE Estimation

The CEO estimated that a commitment to maintaining the LFG standards would require hiring at
least 4.0 FTE personnel. In the hospital team’s opinion, the level of hand hygiene observation
and real time teaching 24/7 requires the greatest FTE time of all of the individual LFG
requirements. Due to the clinical and technical nature of the education required, the likely hire is
a nurse, or nurse adjacent positions. Based on an average hourly rate of $38 plus benefits, 4.0
FTE translates to a $325,000 commitment, not counting the current team’s staff hours for
completing the survey.
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CEO and Staff Sentiment

While not formally collected, because the aim of the study was to understand ‘what it took’ to
complete the survey, the authors are compelled to describe the experience of the staff sentiment
throughout the process as managing these attitudes and questions are central to leading a first-
attempt survey submission.

The frontline section leaders expressed a persistent lack of clarity as to the demonstrated value
(e.g., commercial, consumer, predictive of future performance). Staff regularly provide metrics
to hospital oversite organizations and did not understand how LFG survey participation
addressed consumer concerns. The authors posed these questions to the LFG who responded to
these inquiries with general information about its use by consumers and employers. However,
the staff questioned the data used in the local market as examples of local use of data or local
testimonial for the value of the survey were missing.

Staff were frustrated by LFG standards that often exceeded accrediting bodies’ and it seemed
counterproductive to self-report a low achievement when adjustments could be made for higher
achievement in subsequent survey responses.

The hospital CEO embraced the strategy for the first attempt to act as a preparation step for
potential subsequent submissions. One stated reason to trial the survey was because the time
between the survey download in April to the upload deadline in June, the timeframe of this
investigation, was too tight to make even easy-to-achieve process adjustments to improve scores
by more closely aligning with LFG standards.

The project manager and the CHSI team found that LFG maintains a number of websites and
there are many links between and within them. Finding assistance and clarifications online was
difficult. The option of payment for watching informational webinars was explored. However,
the CEO chose not to since there was a project manager assigned and the webinar advertisement
stated that all the same information was provided in the written instructions. The webpages were
difficult to navigate; even finding the two ratings for hospitals was difficult for the authors,
requiring clicking between several pages. There is no one place where a site visitor can search a
hospital and then choose/click which report(s) to view.

Discussion

In an attempt to answer the question, what does it take for a mid-sized hospital to make a first
attempt to respond to the LFG survey, the authors concluded that it takes significant time from
the executive suite and administrative staff and there are multiple barriers that may lead hospitals
to abandon the effort, not the least of which is the survey size. The study team was able to
mitigate those barriers by hiring a dedicated project manager, dividing the work, and organizing
IT data requests. The project manager believed the decision to gain initial cooperation from
frontline managers by carefully dividing the survey into small, feasible sections was most vital to
her success. Staff predicted that the effort required would be somewhat less in subsequent
attempts.
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The authors believe downloading a survey which is free in preparation for a later submission is a
good potential strategy for first-time submitters that would result in higher participation and
CEO confidence in the submitted survey accurately representing their hospital’s safety level.
Submitting the survey is one decision - a more complex one is if the hospital wants to take the
next step to committing to achieving LFG standards. For the hospital in this study, the CEO
estimated that was a $325,000 per year commitment, a cost the CEO expressed could not be
justified given their current levels of reporting to multiple other quality agencies and
prioritization of those accrediting body standards over LFG.

First-time submitters should know that this study found the LFG webpages and online resources
difficult to navigate and use which made the dedication of a project manager for the LFG survey
even more important.

The authors further concluded that administrators lack clear information about the connectivity
of the two LFG reports (voluntary survey, nonvoluntary safety grade) because LFG does not
publicly provide a crosswalk, briefs, or testimonials on this. It is hoped that this study’s
description of the connectivity helps to fill that gap and motivates LFG to communicate the
connectivity clearly. It is the authors’ opinion that overlooking this relatedness and not clearly
describing the opportunity to CEOs is a missed opportunity to motivate other administrators to
participate in the survey and to generate more information for consumers. LFG should clearly
report what changes in the safety grade calculation when a hospital completes the survey and
even allow CEOs to trial how their submission would affect their grade.

A strength of this investigation is that it represented first-time impressions of work done by a
hospital and project team who had never completed a LFG Hospital Safety, Quality and
Resource Use Survey prior to this study. However, the authors’ inexperience also provides a
limitation. While every effort was made to locate and capitalize on the instructional materials
and grading information LFG provides, the authors acknowledge that it is possible some were
missed some. The most significant limitation of the results is that they are from a single site and
team. The authors acknowledge effort will vary between hospitals, especially based on their
access to report-building staff and data analysts — without these, the effort required would greatly
increase. The value of this investigation for administrators is not the discovery generalizable
knowledge but rather a transparent reporting about “what it took™ for a hospital to complete the
survey for the first time given the current lack of information.
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APPENDIX: Project Manager Communications
(Intro Email, Workload Intro Email, CEO Debriefing)

Subject: Leapfrog Project
| hope you are having a great start to your week!

Finny had sent an email out 3/35/2023 about a Leapfrog project that | will be helping coordinate. Deborah and | were able to
stop by and say hello to several of you last week and look forward to connecting with all of you this week. If you have not
received the folder sections yet, you can find your section in this attachment to glance over.

I would like to schedule a time this week to meet with you and any others you think may be helping you with your section of
the Leapfrog project. Since we need to have all of the information by the end of June, we will need to start pulling data soon.
This will allow Finny an opportunity to review and request any additional information before the due date.

As you work through your section, Finny has asked that we consider the following:

He wants to keep track of everyone’s time during this project. He would like to know how long it took to complete that
question and if that was time spent by a director, manager, supervisor, or an employee with no leadership roles. He also wants
to know how difficult it is to gather the information as well.

| have included your section, the binder section (with more detailed description of what each question needs), and the entire
Leapfrog materials (which includes your section and hyperlinks that might be helpful). Also, about halfway down this link is a
section called "Other Supporting Materials" that might be useful as you start your

section hitps://www.leapfroggroup.ors/survey-materials/survey-and-cpoe-materials .

Finny has coordinated a great team to enable us to successfully complete this project. We have a dedicated rep with Leapfrog
Helpdesk, contacts with EPIC, and IT. Please do not hesitate to contact me if you need any additional resources.

| look forward to working with you during this project. If you have any questions, feel free to reach out to me at

- b e A -

or Deborah Graves in Quality at '™~
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! look forward fo working with you on this Leapfrog project. Please do nof hesitate fo contact me if you
have questions. Mealissa Lay (XXX) XXX-XXXX.

1 ** Bafore completing the “Section Submission Data” decument, ensure thal you have read your
Section and Binder Section, and the “othar supporting materials™ that are located halfway down this link:
hitps:ifwsww leapfroggroup. orgsurvey-materials/survey-and-cpos-materials

* Supporfing documenis are required on some quaslions - please pay atbention o this as it may need to
be submitied. Save thesa documents in your Saction Folder

= 2 ** Finny wants to keep track of everyone’s time during this project. He would like to krow how long
it took to complete that question and if that was time spent by a director, manager, supervisor, or an
employee with no leadership roles. He also wants to know how difficult it is to gather the information as
well. There will be a *Time and Effort Tracker” spreadsheet in the shared folder to track this
information.

** 3 ** Look over your section and determine the questions you can answer, the questions that require
arepart that you can pull, and the questions that reguire a report that Heidi or EPIC needs to pull.

*# 4 ** In the main Leapfrog folder, there is a spreadsheet named “Reports needed from Heidi®. Please
input details about the reports you need from Heidi by 06/07/23. This will be an ongoing/callective list.

*# 5 ** Complete the “Section Submission Data". Within this word document |on each question), also
make sure to add notes that indicate whether the data was already available, where the
information/report is located, how difficult it was to obtain data, who/department needed to be
invalved to gather the data. Part of the purpose of this project is to help determine how difficult it is for
an prganization to complete the Leapfrog project for the first time.

** g ** Email Melissa Lay that project is complete: melissa.lay@}X0000 KX

Additional reference information:

If you have questions regarding a specific Saction/Cuastion, contact the Leapfrog Halp Desk:
hitips:-iMeapiroghelpdesk endesk com'hel/en-us/requesis/ingw

The entire survey packet can be located hara:

The entire bindar packel can be located here:
hitps:ifwww leapfroggroup. orgisitesidefaullfiles/Files2023% 20 Leapirog % 20Hos pilal %205 urvey %2 0Bind

ar.pdl

Scoring algorithm:

hitps-iwww leapfrogoroup. arg/sitesidefaultiles/Files 202 3Hospital SunveyScoringAlgorithm 20230401 v
9.0 pdf
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Leapfrog Project Debriefing

We estimated the “"score” for each segment of the survey. Granted, this can vary based upon Leapfrog's
assessment of the supporting documents.

| know they just updated their Infformed Consent policy. These were some of the questions related to
Informed Consent that Leapfrog asks, that had a NO response.

1C2) Answered NO:

As part of your hospital's process for obtaining informed consent, does:

. the clinician explain expected difficulties, recovery time, pain management, and
restrictions after a test, treatment, or procedure, in the facility and post-discharge, if applicable,
. the patient have the opporunity to ask questions, and

. the consent form document that these two elements of the process have taken place?

1C3) Answered NO:
Do ALL your hospital's consent forms include:

. the name(s) of the clinician(s) performing the test, treatment, or procedure,

. whether the clinician is expected to be absent from portions of the test, treatment, or
procedure (e.g., opening, closing), and

. whether any assistants or trainees will be involved in the test, treatment, or procedure?

1C5) Answered NO:
Prior to the informed consent discussion, does your hospital:

. ask what the patient/legal guardian's prefemed language for medical decision-making is,
. where needed, provide the patient/legal guardian access to a qualified medical
interpreter,

. use a consent form or notation in the medical record to document whether a qualified
medical interpreter was used to conduct the informed consent process, and

. have the medical interpreter sign the consent form (either in-person, electronically, or by

documenting the use of an interpreter in the medical record)?

1CB) Answered NO:
As part of the informed consent discussion, do clinicians at your hospital use the “teach back
method” with patients/legal guardians, where patients/legal guardians are asked to describe, in

their own words, what they understand will be performed, why it will be performed, and what are
the primary risks?




