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Riverside Health System

5 primary markets/regions 
8,000 square miles 
9,500+ team members 
750+ providers 
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Riverside Health

Acute Care Facilities 
685+ total beds, including 
a Level II Trauma Center

Coming Early 2026

Specialty Facilities
 Riverside Mental Health & Recovery Center with 

Psychiatric Emergency Department
 Long-term Acute Care (with Select Medical)
 Rehabilitation (with Select Medical)



Riverside Walter Reed Hospital
Population (2020 estimate) 

Gloucester County 38,711 
Mathews County 8,533 
Middlesex County 10,625 
Portions of Ki ng & Queen & Lancaster 
Counties 

67 Licensed beds 
Serves 5 counties
Leapfrog Grade A recipient
CMS Hospital Rating – 4 Stars
ANCC Pathway to Excellence designee
ACC Chest Pain Accredited
AHA 2023 Get with the Guidelines – Gold Plus



Commitment & Accountability
Safety Commitment

Safety Goals and Outcomes shared 
regularly with Board of Directors

Safety Story shared at beginning of 
each meeting

Budget allows for safety training 
and initiatives

Accountability

Safety - Safer Together 
22a Promote and sustain a culture of continuous 

learning, improvement and operational 
excellence, fostering a fair and just environment 
throughout Riverside Health. Ensure every team 
member feels empowered and accountable 
for safety, as evidenced by the Safety Culture 
survey result s. 

22b Continue implementation of evidence-based 
best practices supporting high reliability: daily 
safety huddles. use of visual mission boards, 
pract icing safety behaviors, oonducting weekly 
safety event reviews, monthly safety event 
learnings, defining and adhering to essential 
standard work and rounding for outcomes.  



Culture: LeapFrog & Patient Safety



Riverside- SOPS Survey Administration

• Annually (Fall)
• Open approximately 4 weeks
• Acute, LLH and Medical Practices



Boosting & Obtaining Participation
System Level
• Messaging from RHS System Executive Leadership

• E-mail, weekly RHS newsletter
• Maximize use of intranet-Partner w/marketing



RWRH-Boosting & Obtaining Participation
• Facility Level Specific Messaging

• Start 3 weeks before survey opens

• Weekly thereafter (Participation rate updates, 
raffle winners, why the survey is important to 
them)

• QR Codes
• Raffles- Weekly 
• Rounding w/ FUN Engagement

RWRH Participation 

2021

75%

2022

77%

2023

73%



RWRH-Boosting & Obtaining 
Participation



RWRH- Monitoring/Measuring YOY
Facility Specific Excel Spreadsheet (Overall & By Dept.)

Composites 2021 2022 2023 % Change
2023 
BnchMrk

Above or 
Below 
BnchMrk

Reporting Patient Safety Events 72% 78% 81% 4% 74% 7%
Manager/Leader Support for Safety 77% 85% 84% -1% 80% 4%
Team Work 77% 82% 85% 4% 82% 3%
Communication Openness 74% 82% 80% -2% 76% 4%
Communication About Error 70% 79% 83% 5% 73% 10%
Organizational Learning/Continuous Improvement 66% 73% 78% 7% 70% 8%
Hospital/Mgmt Support for Safety 69% 68% 75% 10% 64% 11%
Response to Error 56% 69% 69% 0% 63% 6%
Hand-offs & Informration Exchange 61% 62% 63% 2% 63% 0%
Staffing & Workplace 43% 55% 61% 11% 51% 10%

2021 2022 2023 % Change

Overall Patient Safety Rating 64% 68% 76% 12%

2021 2022 2023

Participation 75% 77% 73% -4%



RWRH- Monitoring/Measuring YOY
Facility Specific Excel Spreadsheet (By Dept.)



How Improvement Area for Handoff was Determined

Department Specific Score Review-Med/Surg

2021
2022 

BnchMrk 2022
YOY 

Change

Above or 
Below 

BnchMrk

2023 
BnchMr

k 2023
YOY 

Change

Above or 
Below 

BnchMrk

Handoffs and Information Exchange (Composite) 44% 62% 47% 7% -15% 62% 61% 30% -1%

During shift changes, there is adequate time to 
exchange all key patient care information. 61% 71% 56% -8% -15% 71% 68% 21% -3%

When transferring patients form one unit to 
another, important information is often left out. 38% 54% 48% 26% -6% 54% 49% 2% -5%

During shift change, important patient care 
information is often left out. 35% 61% 38% 9% -23% 61% 67% 76% 6%

Opportunity
• SOPS Scores
• Safety Event Reports
• IPOC



RWRH Use of SOPS Action Planning Tool

Facil ity name: Riverside Walter Reed Hospital Date last updated: 2/1/2023 

Action Plan for the AHRQ Surveys on Patient Safety Culture 

1. Identifying Areas To Improve 

la. What areas do you want to focus on for improvement? 

Handoff and Information Exchange, Specifically Med/Surg , Shift to shift 

lb. What are your "SMART" goals? 

To improve SOPS "During shift change, important patient care information is often left out" from 38% in 2022 to 61% benchmark in 2023. 

Notes or Comments 

Action Planning Tool for the AHRQ Surveys on Patient Safety Culture (SOPS) 



RWRH Use of SOPS Action Planning Tool
Facility name: Riverside Walter Reed Hospital Date last updated: 2/1/2023 

Action Plan for the AHRQ Surveys on Patient Safety Culture (continued) 

2. Planning Your Improvement Initiative 

2a. What initiative will you implement? 

A standardized hand off tool for RNs to use for shift to shift handoff on Med/Surg. 
Review what other facil ities are using within health system and outside of health system. Adopt practice of standardized paper tool. 

2b. What resources will you need? 
Types of staff and required time and estimated costs: 

RN's, iCare Analyst, Nursing Leaders, Shared Governance Team 

Supplies, materials, equipment, and other resources needed and estimated costs: 

Supplies: Computer, Microsoft suite 

2c. What are possible barriers and how can you overcome them? 
Barriers 

1. 

Front line team engagement & active participation 

2. 

Leadership ability to drive sustainment-expectation of handoff 

Strategies for Overcoming Barriers 
1. 

Involve RN shared governance team for front line engagement and 
driving change. 

2. 

Consistent clear communication re: the why & progress, inclusion in 
decision making 

Action Planning Tool for the AHRQSurveys on Patient Safety Culture"' (SOPS) 

-



RWRH Use of SOPS Action Planning Tool
Facility name: Riverside Walter Reed Hospital 2/1/2023 Date last updated: 

Action Plan for the AHRQ Surveys on Patient Safety Culture (continued) 

2. Planning Your Improvement Initiative (continued) 

2d. How will you measure progress and success? 

Process Preparedness for IPOC, Spot check auditing, Frontline Feedback, standing on unit meeting agenda 
Measures 

Outcome Annual AHRQ Survey on Patient Safety- Hand off Questions: 
Measures During Shift Changes, important patient care information is left out. 

2e. W ill you pilot test the initiative? 

PDSA Plan: 

Med/Surg will implement small test of change for shift to shift hand offs utilizing the improved hand off tool developed by the shared governance 
team. 
The team will seek feedback from front line, assess/enhance tool as needed and share that feedback to the shared governance committee. 
Area within the facility where pilot test will be done: 

Med/Surg unit-shift to shift 

2f. W hat is the timeline? 

Task/Milestone Start Date End Date 

Develop presentation to shared governance team 2/6/2023 217/2023 

Meet with shared governance team, present and discuss 2/14/2023 2/14/2023 

Tool Implementation on Med/Surg 5/10/23 5/10/2023 

Monitoring/Auditing 5/11/2023 Ongoing 

Action Planning Tool for the AHRQ Surveys on Patient Safety Culture"• (SOPS) 



RWRH Use of SOPS Action Planning Tool
Faci lity name: Riverside Walter Reed Hospita l Date last updated: 2/1/2023 

Action Plan for the AHRQ Surveys on Patient Safety Culture (continued) 

3. Communicating Your Action Plan 

3a. How w ill you share your action plan? 

Whom action plan will be shared w ith: 

RWRH Nursing Leadership Team 
RWRH Case Review Team-Participants noted below under 3b. 

Communication methods: 

In-person at nursing leadership meeting, Safety Huddle, Shared Governance, Unit Meetings, Visua l Mission Board , E-Mail, Private closed unit 
facebook page. 

3b. How w ill you provide progress updates on your action plan? 

W h om progress updates w ill be p rovided to: 

Weekly Case Review Team to include Shelly Johnson, President , Dr. Melvin Schursky, CMO, Dr. Ivan pierce, CNO, Lanell Wi lliams, ACNO, 
Janet Norman, Quality Di rector and Kim Harper, System patient safety director. Updates also to Inpatient Service Line and front line staff unit mt 

How often progress updates will be provided: 

Status will be updated and shared weekly at case review. Month ly at unit meetings and quarterly at Inpatient Service Line. 

Notes or Comments 

Action Planning Tool fo r the AHRQ Surveys on Patient Safety Culture (SOPS) 



Handoff Body of Work

Partnered with Shared Governance 
• Nurse driven work & practice
• Threat vs. Opportunity Matrix- creating shared 

need
• Research of best practices, shared learning 

between other RHS & outside nursing units re: 
tools & practice

• Took the best of all and developed a draft 
paper handoff 

• Shared Governance edited, enhanced and 
presented to their peers

• Test of change, trialing tool, enhancing and 
hardwiring to daily standard work

Short 
Term 

Long 
Term 

. . . . . 

. . 

. . . . . . . 

Threat 
Inaccurat e Handoff 
Incomplete Handoff 
Missed patient care 
Delayed patient care 
Mult iple tools for hand off w/ varying 
informat ion 
Patient Harm- SSE 
Inconsist ent communicat ion between each 
other and w/ patients/fami lies 

Loss of t rust from pat ients/famil ies 
Decreased job satisfaction fo r team members 
Negat ive impact t o pat ient experience 
Negat ive impact t o key performance ind icat ors 
Decrease in leapfrog Grade A 
Decrease in CMS Star Rat ing 
Pat ient Harm- SSE 

Opportunity 
. Standardized Han doff Template . Eliminat e various versions of paper handoffs 



RWRH Med/Surg Handoff Tool



Communication with Frontline
Communication Channels

• Unit Based Safety Huddles
• Shared Governance
• Monthly Unit Meetings
• Visual Mission Board
• E-Mail
• Closed Facebook group

Content of Communication
• Transparency
• Tool in practice- What does integrating the tool into the daily work look like
• Expectations of use
• 2-way communication & feedback
• Continual highlights of handoff enhancements based on frontline feedback



Quantitative Improvement in Handoff Scores

2021
2022 

BnchMrk 2022
YOY 

Change

Above or 
Below 

BnchMrk
2023 

BnchMrk 2023
YOY 

Change

Above or 
Below 

BnchMrk

Handoffs and Information Exchange 
(Composite) 44% 62% 47% 7% -15% 62% 61% 30% -1%

During shift changes, there is adequate time to 
exchange all key patient care information. 61% 71% 56% -8% -15% 71% 68% 21% -3%

When transferring patients form one unit to 
another, important information is often left 
out. 38% 54% 48% 26% -6% 54% 49% 2% -5%

During shift change, important patient care 
information is often left out. 35% 61% 38% 9% -23% 61% 67% 76% 6%



Anecdotally- Staff Perspective/Feedback

• Consistent delivery and flow of information being handed off

• Organized information led to efficient handoffs (time)

• Eliminated duplicate efforts for IPOC (Consolidated 2 forms to 1)

• Improved standardization & preparedness for IPOC

• Providers communicated value added to IPOC content

• Team members shared gratitude that they could develop the tools that 
drive their work

• Increased empowerment and investment in the outcome



Future State

• Shift to shift handoff for CCU- In process

• An adapted tool for other disciplines on the medical/surgical 
unit-In-Progress

• Interdepartmental handoffs 
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