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Administration 
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Learning Outcomes 

• Describe the elements of an effective patient safety 
program  

• List the mandates and drivers for effective leadership to 
promote patient safety  

• Define 7 proven leadership strategies for preventing 
patient harm  

• Integrate the 7 leadership practices with your leaders 
and your patient safety programs  

• Identify simple methods for measuring and reporting 
patient safety and quality improvement  

• Describe the impact a culture of safety has on sustaining 
gains in safety and quality  

• Apply new leadership skills to current organizational 
challenges and opportunities for improvement  

 
 9/11/2013 
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My Background 
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SQHN Pre-Workshop Survey 

September 11, 2013 
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Survey 

• 20 Items regarding patient safety and quality 

• Sent to participants registered to attend workshop 

• 29 Responses to the survey 
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Top Questions 
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Top 5 Questions 
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The organization is constantly innovating
new ways to keep patients safe and…

Ideas for improvement originate from
across all levels of the organization not…

Our organization values learning and has
a way to easily spread knowledge…

Our organization is eager to improve
patient safety and quality.

Patients and families in our facility are
engaged and active partners in their…

5 Questions with the most positive response 

% Agree % Neutral % Disagree
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Bottom Questions 
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Bottom 5 Questions 
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Patient safety and quality data is
systematically collected and shared openly

across the organization.

Errors are treated as an indication of a
systems failure, and our organization

welcomes learning from these errors, not…

Our organization is always creating its own
best practices that become models for other

organizations.

Preventable patient harm is being measurably
reduced across our organization.

Safe, quality care is an obsession and is a
strategic priority of our organization from the

highest levels of leadership.

5 Questions with the least positive response 

% Agree % Neutral % Disagree



   © 2013 Healthcare Team Training, LLC. All Rights Reserved. Reproduction or usage of this material without express written consent is prohibited.  Page 11 

Other Questions 
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Other Responses 
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Teamwork is consistently excellent across
professions and across the organization.

Leadership development is an organizational
commitment (both clinical and non-clinical

team members).

Our organization is focused on key quality
performance measures and our leaders

understand how to improve deficiencies.

Our organization is able to attract the most
qualified and professional staff members.

Our senior leaders are constantly seeking to
implement the latest best practices and

evidence-based improvement programs for…

% Agree % Neutral % Disagree
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Other Responses 
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Our organization values its people and always
ensures that staffing is appropriate to clinical

and non-clinical needs.

We are excellent at implementing new
patient safety and quality programs.

All new staff members are provided a
thorough orientation of our patient safety

and quality programs.

Our quality and patient safety improvement
programs are integrated and coordinated

across the organization.

Organizational values, vision, mission and
ethics guide all decisions and leadership

behaviors.

% Agree % Neutral % Disagree
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Conclusions 

• Strong positive perceptions of state of patient safety 
and quality 
– Would our front line staff agree? 

• Strong perceptions of organizational eagerness to 
improve patient safety and mechanisms to do so 
– How are organizations generating ideas from all levels and 

spreading learning? 

•  Opportunity to better measure and track patient 
safety 
– Where is this being done well?  

• Opportunity to respond to error in a just way 
– How are errors currently handled? 
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Definition of Patient Safety 

• The prevention and mitigation of harm caused by 
errors of omission or commission that are associated 
with healthcare, and involving the establishment of 
operational systems and processes that minimize the 
likelihood of errors and maximize the likelihood of 
intercepting them when they occur.   

 
 

 

 

 

 

 

 

 

 

Angood, P., Colchamiro, E., Lyzenga, A., and Marinelarena, M. Meeting of the National Quality Forum Patient Safety Team. Washington, DC. August 2009.  

9/11/2013 
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International Patient Safety Goals 

9/11/2013 

Source : Joint Commission International 
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Definition of Quality in Health Care 

9/11/2013 

Source: Institute of Medicine 
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Elements of an Effective Patient Safety Program 
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Human Error is Inevitable 
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Reducing Preventable Patient Harm 

9/11/2013 

http://www.safetyleaders.org/pages/chasingZeroDocumentary.jsp
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Themes, Insights and Key Points 

9/11/2013 
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How safe is your Health Care system? 

• 1 in 7 patients suffer a medication error  

• 35% of physicians family members 

• 42% of the public’s family members  

• Every 2.5 min, 1 American dies of sepsis 

Source: Institute for Medicine 

98,000 people die each year  
due to medical error! 

270 each day in the U.S. 
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Cost of Preventable Harm 

Pressure Ulcers 
$26,721,299 

Postoperative 
Infections 

$25,464,543 

TOTAL 
$84,604,729 
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Top Reasons for Preventable Harm 

Source: The Joint Commission  % of 577 Incidents 

0% 20% 40% 60% 80% 100% 

Assessment 

Human Factors 

Communication 

Leadership 67.90% 

64.80% 

64.40% 

58.80% 

Top 4 Causal Factors for Preventable Hospital Patient Deaths or 
Permanent Injuries Reported in 2012 
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Our Approach 

A people-centric approach to patient safety & quality 
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Leadership versus Management 

9/11/2013 
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Traits of Effective Leaders 

9/11/2013 
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Group Exercise 

Envision your work 10 years from today.  All has gone relatively 
well, and you achieved most of what you set out to do in your 
role. List  20 single words that best summarize how you would 
describe the patient safety and quality efforts in your 
organization at that time.  

 
1. Circle the 10 words that best capture your vision. 
2. As a group, share your 10 words with each person at the 

table, adding to your list if you like the words of others. 
3. Select 4 words that best capture your vision of the future, 

write them down again, and share with your group. 
4. Select the 1 word that best captures your vision of the 

future, write it down again, and share with your group. 
5. Hand in your 4 words, and your ultimate 1 word. 
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Creating a New Vision 

9/11/2013 
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Common leadership ‘blindspots’ or biases 
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Identifying your ‘Blindspots’ Exercise 

1. Review the handout. 

2. Identify your personal ‘blindspots’. 

3. Share with the person next to you how this has 
become a ‘blindspot’ and how you can improve. 

4. Switch roles and repeat. 

 

 

 

 

9/11/2013 
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New Toolkit for Leaders 
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Reducing Harm: Hospital-Acquired Conditions 

Over 30% Reduction in 18 months! 
 
• Ventilator-Associated Pneumonia 
• Central Line Infections 
• Pressure Ulcers 
• Adverse Drug Events 
• Surgical Site Infections 
• Early Elective Newborn Deliveries 



   © 2013 Healthcare Team Training, LLC. All Rights Reserved. Reproduction or usage of this material without express written consent is prohibited.  Page 34 

Board Engagement in Patient Safety 
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Safety Culture Debriefing 
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Top Barriers to Improving Patient Safety 
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Key Beliefs in a Safety Culture 

• Four key beliefs in a positive Safety Culture 

 

1. Our processes are designed to prevent failure. 

2. We are committed to detect and learn from error. 

3. We have a just culture that disciplines based on risk. 

4. People who work in teams make fewer errors. 

 

Source: Institute of Medicine (2004) 
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Overview of Safety Culture 

What makes up a Safety Culture? 

Connecting the dots between 
Safety Culture, Patient 
Experience, and Clinical Quality! 
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How the data is presented 

Safety Culture “See-Saw” 

Tracking your hospital’s 
progress over time and 
analyzing trends in the data 
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Leadership Slides 

Leadership’s view of safety culture as 
compared to the Hospital’s view 
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Text and Role Based Analysis 

We will take a look at the difference in 
perception of Nurses, Physicians, and 
Leadership and identify gaps or disconnect 
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Correlation Analysis 
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Safety Leadership Rounds 
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Getting to the Heart of the Matter 

9/11/2013 
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Teamwork and Communication 
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Outcomes of TeamSTEPPS® 

• Knowledge 
– Shared Mental Model 

 
• Attitudes 

– Mutual Trust 
– Team Orientation 

 
• Performance 

– Adaptability 
– Accuracy 
– Productivity 
– Efficiency 
– Safety 
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Promoting Strong Clinical Team Leadership 

9/11/2013 

D:/Modules/Vig 4aLg001.mpg
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Daily Safety Briefing 
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Adopt-a-Work-Unit 
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Source: Institute of Medicine (IOM) 

The PDCA Cycle of Improvement 

Act Plan 

Do Check 

50 

Design/Redesign Process 

• What, Who, How 

• When, Where 

Evaluate Results 

• Analyze data results 

• Obtain lessons learned 

• Brainstorm improvements 

Take Next Steps to Improve 

• Adopt 

• Adjust 

• Abandon  

Implement Process 

• Pilot process, if possible 

• Collect data 
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Cause-and-Effect Diagram 

51 

 

Wrong 

medication 

dosage given to 
patient 

People Protocols 

Equipment Environment 

Newly hired 
junior nurse 

(2nd day) 

Orientation training 
provided on 
medication 

administration was 
not attended 

Syringe used for 
injection was 
new product 

Standard operating 
procedure on 

medication 
administration was 

not clear  

The environment  was 
congested and noisy, 
causing distractions 

Medication 
administration form was 

not easy to follow 

Physician’s 
handwritten 

prescription was 
hard to read 

Patient room was 
next to the Group 

Activity Room, 
which was being 

used then 
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Best Practices of Execution 
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Case Study –  Apply the 4 Disciplines 

9/11/2013 
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Our Approach to Change 
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John Kotter 

8 Steps of Change 
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Step 1: Create a Sense of Urgency 

9/11/2013 
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Measuring the success of your intervention 



   © 2013 Healthcare Team Training, LLC. All Rights Reserved. Reproduction or usage of this material without express written consent is prohibited.  Page 58 

Measuring for Results 

58 

Aims 

Measure 
Selection 

Data 
Collection 

Data 
Analysis 

Reporting & 
Feedback 

Action 
Strategies 

Required 
Resources 

Who can help 
me? 

Why am I collecting/tracking this data? 

What do I want it to tell me? 

What measures will tell 

me if we’ve achieved 

our aim? 

Who? 

What? 

When? 

Where? 

How? 

How will I turn the data into 

actionable information? 

What data analysis tools will be 

best? 

What will I report?  

To whom will I report it? 

How will I act on the 

information to improve patient 

safety? 

What resources will I 

need to do this? 
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Recording Reported Harm Events 

Check sheets are used by staff to indicate how many times 
(frequency) a particular incident occurred 

59 

Date of 
Month 

Day of 
Month 

Patient Falls Medication 
Errors 

Other 
Medication 

Incidents 

Report of 9-10 
on the Pain 

Scale 

Incidence of 
Pneumonia 
Infections 

1 Sun I  I I I I  I I  
2 Mon   I   

3 Tue    I I I I 
4 We    I I I I  I  

5 Thu  I   I  

6 Fri    I   
7 Sat I I  I I  I I I I I I I 

8 Sun  I I I   I I I I  
9 Mon     I 

10 Tue  I    
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Detailed Data Logs 

Data logs are used to track more detailed information about 
incidents.  

60 

Patient Falls Log 

Pt 
ID 

Age Treated 
for 

Date 
of Fall 

Time 
of Fall 

Location 
of Fall 

Injury 
Yes/No 

If Yes, 
What/ 
Where 

Factors 
Contributing 

to Fall 

Was 
Patient 

on Meds? 
Yes/No 

1 45 Diabetes 1/1/10 7:30 am Pt Room No -- Fainted near bed Yes 
2 34 Hypertension 1/7/10 4:40 pm Pt Room Yes Elbow 

bruise 
Dizzy from 

medications 
Yes 

3 76 Stroke 1/7/10 6:13 pm Hallway No -- Unsteady gait Yes 

4 51 Diabetes 1/11/10 7:42 am ER No -- Chair toppled No 
3 76 Stroke 1/15/10 11:20 pm Bathroom Yes Hip 

fracture 
Slipped near 

toilet 
Yes 

5 55 Heart attack 1/24/10 11:34 am Hallway Yes Head 
laceration 

Floors slippery-
just waxed 

Yes 
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Proactive Audit Tools 

Audit tools can be used to track compliance of standard 
processes to be followed. 

61 

Pain Assessment Audit 

Audit Item Yes No Not 
Applicable 

Patient assessed for pain using standard pain scale √   

Medications currently taken for pain documented  √  
If pain was expressed, interventions taken within 15 
minutes 

√   

Pain reassessment conducted within one hour after 
initial assessment 

 √  

Pain decreased on standard pain scale  √  
If pain did not decrease, appropriate follow-up done 
(reported to physician, etc.) 

√   
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Control Chart as Feedback Mechanism 

62 

Upper Control Limit 0.004 

Control Limit (Mean) 0.003 

Lower Control Limit 0.001 

0.0000 

0.0005 

0.0010 

0.0015 

0.0020 

0.0025 

0.0030 

0.0035 

0.0040 

0.0045 

0.0050 

Jan 07 Feb 07 Mar 07 Apr 07 May 07 Jun 07 jul 07 Aug 07 Sep 07 Oct 07 Nov 07 Dec 07 Jan 08 Feb 08 Mar 08 

  

  

  

Month and Year 

Patient Fall Rate per Patient Days Control Chart 

P
at

ie
n

t 
Fa

ll 
R

at
e 

P
er

 P
at

ie
n

t 
D

ay
 

Zone A 

Zone A 

Zone B 

Zone C 

Zone C 

Zone B 

(3-sigma) 

(3-sigma) 



   © 2013 Healthcare Team Training, LLC. All Rights Reserved. Reproduction or usage of this material without express written consent is prohibited.  Page 63 

Learning from Defects 

63 

“The only real mistakes are the ones from 
which we learn nothing.”  
 
John Powell, Composer 



   © 2013 Healthcare Team Training, LLC. All Rights Reserved. Reproduction or usage of this material without express written consent is prohibited.  Page 64 

Summary 

Connecting the Dots 
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Comments, Feedback, Questions, Evaluation  


