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Learning Objectives

Describe the components of a culture of safety

Explain the relationship between employee engagement and a
safety culture

Identify three strategies for enhancing the journey to zero harm at
your organization
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“There are some patients
whom we cannot help;
LWL hGLk syl (here are none whom we
Designed to cannot harm.”

Heal...

»A.L. Bloomfield, JAMA
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“Each system is perfectly designed to give you exactly what you
are getting today...”

Causes of death, US, 2013
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611k
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585k

All causes
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W Edwards Deming

Based on our estimate,
medical error is the
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cause of death in the US
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“Each system is perfectly designed to give you exactly what you
are getting today...”

W Edwards Deming

Potential Patient Safety Events

A meal tray is delivered to the wrong patient with a
specialized diet

A surgical towel is unintentionally left inside a patient
during a surgical procedure

A specimen was labeled incorrectly, resulting in a
diagnosis for the wrong patient

A patient falls and breaks their arm while admitted under
our care

A patient is billed for treatment they didn’t receive

A patient is transported to a procedure that wasn’t
ordered for them

Potential Employvee Safety Events

An employee gets blood in their eye when emptying a
drain and not wearing eye protection

An employee is threatened by a patient while registering
them for their appointment

An employee is exposed to a chemical or radiation while
cleaning a room

An office worker has concerns about their ergonomics in
their workspace and complaints of a sore back and wrist

An employee injures their back while assisting a patient to
a chair



What Can Be Learned
From An Undercover CNO

Worktlows are Challenging

Giving Medication is Harder Than It
Should Be

Equipment Matters

End of Shift Report Takes Too Long

EMERGINGRINLEADER

DEDICATED TO DEVELOPING THE LEADER IN YO

A CNO Goes Incognito - An Update

April 22, 2024 by rose
By Rose 0. Sherman, EdD, RN, NEA-BC, FAAN

| published the blog below two years ago as we emerged from the COVID-19 pandemic. At the time, many
leaders were fascinated with this blog and asked about the CNO's identity. | promised confidentiality to the

CMO at the time. We even changed the identity from male to female to avoid detection. Fast-forward to

today, and Brian h, a Nurse Executive with Banner Health, has openly acknowledged that he was the

CNO who went undercover. In an upcoming don't-miss interview hosted by Becker's Hospital Review
(Wednesday, April 24th, 1 PM to 2 PM CST), Brian and | discuss his experience and how he uses what he
learned as a travel nurse in his executive leadership role. To register for this free program, use this link

The Blog First Published on November 22nd, 2022

You may be familiar with the television show
Undercover Boss, where CEOs and business

owners go undercover in their businesses,
. warking at the point of service for an extended
l n Cog n It period to assess what is happening with pecple
and processes. Their discoveries are often quite
revealing. Some Chief Nursing Officers also
schedule monthly or quarterly clinical days to
stay in touch with staff nurses. While this
visibility is excellent, unit leaders often heavily

Free Resource!!! Sign up for Blog : Emerging Nurse Leader - A leadership development blog (emergingrnleader.com)



https://emergingrnleader.com/
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Literature Review

- Patient Safety Programs Are Needed, But Progress is Slow
« Develop a culture of safety and improve health care outcomes (Kohn et al., 2000)
- Positive correlation between a hospital’s patient safety culture and patient care outcomes
(DiCuccio,2015)
* Organizations are struggling to implement and maintain robust patient safety programs that
result in improved patient safety outcomes

» 9% of surveyed hospitals indicating no written patient safety plan and only 74% with a
fully implemented plan (Longo et al., 2005)

« Additional research is needed to identify effective strategies for improving a culture of safety

 Leadership Engagement is Critical
« Consistent and authentic engagement by leadership results in significant progress in patient
safety (Moffatt-Bruce et al., 2018)
 TItis critical to engage leaders in the prioritization efforts of patient safety work (Campione
and Famolaro, 2018)



Literature Review

* Improved Safety Culture Linked
with...

» Decrease in Serious Safety Event Rate
« Improved Mortality

 Additional research is needed to
identify effective strategies for
improving a culture of safety

ORIGINAL ARTICLE

Improved Safety Culture and Teamwork Climate Are
Associated With Decreases in Patient Harm and Hospital
Mortality Across a Hospital System

Janet C. Berry. DNFE. RN, MBA,*V} John Terrance Davis, MD.}§ Thomas Bartman, MD. PhD.}[/Y
Cindy C. Hafer. MBA, MHA, CPHQ.} Lindsay M. Lieb, BSH.}
Nadeem Khan, MD,**Y and Richard J. Brilli, MD, FAAE MCCM{§T*"

Objectives: Improved safety snd seammork culture has boen assocmted
wih Socreancd paneot ham wehm specefc sty o howpeah o hopaal
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he Safety Amtudes Questionnaire (SAQ) is a validated survey

ool that mcasares hospatal stafl s atttudes reganding the safety
and tesrwork cimate they exponence ! * Multiple statcmments ane
poscd 10 respondents about how they exporience safety or team.
work climate in their work unit. A safety itern example is “1 woukd
foel safe here as a patient ™ A teanrwork item example is “Nurse
iepit is well reccived in this clinical asea™ Scoees are reported
as percentages, with 100% reprosenting complote agrooment with
the sunwy statement Although other safety and teamwork mea-
surement tools are svashible, *® higher scores on SAQ correlste
with improved pationt safety cstcomes i difforent hospital and
outpationt settings. "' ™ Therefore, Naticerwide Childnen's Hospital
(INCH) chose 10 use SAQ 1o measure institutional culture changes

Nualey dgwon ¢
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resultng from 2 patont safety hagh-relaability program Launched
n 2009. Before our study. SAQ resulls of cultere change had oaly
boen reported in specific unit types (e.g. inknsive cane unit) in
multiple mstitutions.”” Furthcomore, safity owtoome metrics in
most stadics had snvobved caly | harm mcasure, sach as obsecarwal
adverse events. ™

Thes study expands the scope of previous work, explosing the
relatonsiup of SAQ results 10 OuUlcomes ACToss 30 entre Bospital
systom, all paticet Care units— npationt and outpationt. Tracked
caicome muetrs incloded all patient harm donains mcludmg bhos-
petal mortality. We hypothesiacd that as safety and tcamwork ¢l
mate mrpanad. dimical ity outcomes woukd inprove

METHODS
Setting

The NCH is an academic, nonpeofit, freestanding children’s
hospatal kcated in Columbas, Obso. It has S00 hoensed bods.
Thare are 25000 inpationt discharges, 26000 surgeres, and
greater than | million ouspatient visits per year

Ethical Issues

Thas stady was reviewed and appeoved by the NCH Instita-
Somal Review Board before the mitsal survey 2009 and did
ot reguire informsed patient or stafl consent.

Zero Hero Patient Safety/High-Reliability Program

Natioerwade Children’s Hospetal 's patsent- and farmuly-contored
wrategic plan'™* nsally emphasized the “Do Not Harm Me™
o (Paticnt Safety). The Zero Hero Paticnt Safety/High Reli
abiity Program (ZHPS'HRP) was kusnched in quarter 3 of 2009,
and timing was completad = approximately 10 months, “Zero™
stands for our stated goal 10 clinsnate peeventable harm, and
“hero™ stands for the heroic effort that is imvolved., 1t bhas boen a
dual pathway cffort. The find path was 3 robust qualify smprove-
ment program using the Institige for Healthcare Impeovement’
“Model for Impeovement™ 2s its primary methodology.'’™
The program, supported by 3 quality improvemsnt dopartment
cmploying 37 full-time equivakont persoanc with a $4 milkion
budget, actively maintains or sustains greater than 140 quality im-
provement projects, largely co-led by playsicians and nurses. The
socond and simultancous path involved partnering with extornal
consultants, Healthcare Porformance Impeovement, LLC.™ 10 de-
velop and imploment a program focused on culture chamge and
hgh-eclubilty prncples, which imvol ol extenan trasmng in or-
ror prevention tochniques for every employee (Cusrently approxs-
mately 10,000) and crror prevention resnforcement methods for
all supervisary personne] (carrently appeoximately 600). lmple-
montation dctals and results of the ZHPSHRP have boen prevs-
ously reported ™

J Patient Saf « Volume 16, Number 2, june 2020




Components of a Safety Culture

- Patient Safety « Good Catch « Hard on the « Learning & « Joy in the « Commit to Zero
Indicators Program Process, Not on improving from Workplace Harm for Patients
the People events (RCA, ACA, & Employees
« Workforce Safety « Psychological FMEA) « Recognition
Indicators Safety  The Health « HRO Principles
System is « Sharing lessons « HOPE Program
« Culture of Safety « Venues Exist for Accountable for learned (21 Victim) « Psychological
Survey Scores Sharing What is the System That Safety
Not Going Well Has Been « Learning from . Resilienc
: Designed others — indust 4 :
« Tiered Huddles surveillance ry  Leadership Walk
« Employees are (ISMP, ECRI) » Teamwork Rospe
* Dfeparltment accountable for
Visua their choices —
Management humans are
Boards fallible and will

not achieve
perfection



Safety &
Patient
Experience

Culture

o Teamwork
« Safety

Caring
Behaviors

» Courtesy

« Information

« Helpfulness

« Responsiveness
« Empathy

« Privacy

« Choice

» Service Recovery

Clinical
Excellence

Confidence in Skill
Pain Management
Discharge Prep

Care Coordination

N

Operational
Efficiency

« Wait

« Ease of Process

o Environment
o Amenities

A\




Self Actualization:
Nurse as Strategic Partner,
Shared Governance

self-
actualization
morality, creativity,
spontaneity, acceptance,
experience purpose,
meaning and inner potential

Esteem:
Career
Development

Belonging:
self-esteem Workgroup Cohesion,
confidence, achievement, respect of others, Manager Support

the need to be a unique individual

love and belonging Safety:
fijﬂdShip. fBIT'Iil)'. intimacy, sense of connection A de.quat;? Staffin Q Job Secunty

safety and security
health, employment, property, family and social stability Physiological:
Lunch Breaks, Bathroom Breaks,
Adequate Sleep Between Shifts

Maslow’s Hierarchy of Needs A Nurse’s Hierarchy of Needs by Karen Cox, RN, PhD




Engagement & Safety Drive Performance

Quality

Experience

Efficiency

 Reference: Prioritizing safety as the foundation for staff engagement and retention in healthcare (pressganey.com)



https://info.pressganey.com/press-ganey-blog-healthcare-experience-insights/safety-critical-starting-point

Inpatient Experience of Safety
& Likelihood to Recommend

1040
B4.9 [92] « Of patients who report

optimal experiences of
safety, 84.9% would
“Definitely Recommend” the
hospital.

All patients 63.87[50]

1
34.0[1]

0 -

Mo (31.5%) Yes (68.5%)
Did the patient report an optimal (top-box) score on the safety item?

« Of patients who do not report
optimal experiences of
safety, only 34% would
“Definitely Recommend” the
hospital.

LTR top-box score [rank]

- Inpn‘:J;;EnI‘:FEL‘AI'FE & Inbsgraied surveys recsived from June 20022 - ey 2023
- n= !
=  Respondenis must have arswered bath safety and LTR ilems.

* Reference: Prioritizing safety as the foundation for staff engagement and retention in healthcare (pressganey.com)



https://info.pressganey.com/press-ganey-blog-healthcare-experience-insights/safety-critical-starting-point

« Avisually clean environment

 Introductions & eye contact

What is Safe?
Patient & Family
Point of View

Engage me in my care, validate why I am here, manage my expectations

Talk up the care team, “I’'ve worked with so-and-so for years, they are a
great [doctor, nurse, surgeon, tech]

Act like you have time for me
« Sit with me, not over me

« If you don’t know...it is okay, circle back




A safe environment — protect me from the hazards of healthcare, make it
safe for me to speak up

 Introductions & eye contact — get to know me

What is Safe?
Employee
Point of View

Engage me in my professional development, validate why I am here,
manage my expectations

Act like you have time for me, be present

Connect my work with a sense of purpose — link to the organization’s goals
» If I report something, show me what is being done about it

« If you don’t know...it is okay, circle back



Psychologically Safe Employees

are Engaged Employees

Emotional
Connection

Emotional connection among people creates
the conditions and motivation to do great

Trustin g work and navigate adversity together; in
y 3 many cases a group that achieves this state is
Relationship strengthened by adversity.
Overfime, the Emotional Capital
practice of
Psychological Safety
builds trust and In.terper.sonal
Emotional Capital Risk-Taking
th i
il kil s PSVChOlOgmaI safEty Starting with those leading the

leading the change
and the people
impacted by it.

change, a culture can be
developed to encourage ideas
and concerns to be voiced
without fear of negative
consequences. This influences
the experience of those
impacted by the change.



» How often are you vigorously conveying the compelling rationale
for why you and your team do what they do?

» Emphasizing a Sense of Purpose

» Telling people WHY What They Do Matters!
The Importance

» Feeling purpose and meaning is a primal need

of Purpose &

Bel '
c Onglng Employees Satisfied with their job 88%
who feel a
strong sense Engaged 83%
of purpose
when working Productive 89%
are more...
Impactful 80%
Successful 82%
Source: MetLife 2019 U.S. Employee Benefit Trends Study.




Practical
Tools & Tips
for Safety
Leaders

All Teach,
All Learn




Share your convictions on patient or personal safety

Explain how safety contributes to the organization’s mission

L L L3 L I f d
Tell a story about safety or harm occurring in the organization — share lessons learned Culture

Tell a story about safety or harm occurring in another organization — learn from others

Flexible Reporting
Culture Culture

Share a concern that keeps you up at night

Review a high reliability principle and discuss how it relates to work or outside of work

Explain how policy, procedure, or expectations contribute to safety Learning

Culture

Discuss the important of reporting events

Thank staff for their commitment to safety

Tip #1:

Start Every Meeting with a Safety Message




Event Type # Patients Impacted Additional Details
Events: Specimen Labeling (7], ECG (3), Charting Error (2), Medication (2}, Registration 2}, Wristband (2), Communicationof PHI (1)

19 Reported Events

Patient Identification Events Lo
Additional detoils gvailable upon request

FY2024 (YTD-MAR)—900 Patient Identification Events

Transfusion of the Wrong

. 0 Reported Events FY2024 (YTD-MAR)—1 Transfusion Events
Product or to the Wrong Patient
Medication Events Resultingi I
edication tvents Resultingin 0 Reported EventsResulting in Preventable Harm FY2024 (YTD-MAR)—16 Medication Events
Preventable Harm

FY2021 —50 CAUTI
FY 2022 — 52 CAUTI

CAUTI 0 Confirmed
FY 2023 — 41 CAUTI
FY2024 (YTD-MAR)—25 CAUTI
3 Confirmed
T CASICU FY2021 —50 CLABSI
T HCSICU FY 2022 — 71 CLABSI
CLABSI i HC9 ICU

FY 2023 — 52 CLABSI

FY2024 (YTD-MAR)—53 CLABSI ol

*Note: 10 CLABSI confirmed for March. Oppartunities with in-room hand hygiene,

dressing changes, and cuituring stewardship practices —
FY2021 —151 CDI

OIFF 1 Confirmed FY 2022 — 172 CDI
i casicu FY 2023 — 196 CDI
FY 2024 (YTD-MAR)— 24 CDI
FY2021 —109 HAPI Stage 3, 4, and Unstageable
FY 2022 — 107 HAPI Stage 3, 4, and Unstageabl
HAPI 0 Patientswith Stage 3, 4, or Unstageable HAPI ge 3, % and Unstageable

FY 2023 — 71 HAPIStage 3, 4, and Unstageable
FY2024 (YTD-MAR)—44 HAPIStage 3, 4, and Unstageabl
FY 2021 — 28 Falls with Moderate/Major Injury
FY 2022 — 23 Falls with Moderate/Major Injury

Falls with Moderat Maji
atlswil erateor Major 0 Moderate/Major Injury Fall

Make Your

Injury FY2023 — 41 Falls with Moderate/Major Injury
FY2024 (YTD-MAR]— 15 Falls with Moderate/Major Injury
20 Reported Assaults FY2024 (YTD-MAR]—505 Employee Assaults by Patients
Em plwee Assaults &  18No Injury *Note: Data reconciled for consistency in definitions, resulted in increase in reparted assauits as verbal, sexual, and physical are
* 2 Minor Injury now ail included

Performance
Informed/Reporting Culture Visible

« Commitment to Zero
Consistency: Daily, Weekly, Monthly
Everyone Knows What We Are Working Toward




Tip #3
Establish Department Level Check Ins

What is your
priority work
today?

Recent
Safety L
Events

Safety

1:1 patients Message

concerns

High risk Equipment

How can the How can I
medications issues Name alerts team help? help?

Who is out
of office
today?

Patients in Staffing Other Team
Isolation 1ssues concerns Shoutouts!

Clinical Department Example Support Department Example



Event Date ~

12/28/2023

01/09/2024

01/15/2024

01/15,/2024

o7 2024

o1/18/2024

o1/18/2024

o1/1e/2024

01/19,/2024

01/2z2/2024

o1/31 /2024

D2/02/2024

0z2/05,2024

Title ~

MNewborn Patient |ID Safety Team Cons

EP Lab Patient ID Workflow Gemba

Safety Team Cons

BEH &5 ICU - Corpak Placed in Lungs 51, Risk Motrficatio)

rn
<

il

4 g
2

=

T

i

[

Suicidal Patient at Marillac, Multiple Attempts (Sock, U... Risk Motificatio

g
=

Expired Blood Collection Tubes
Understand Current State of Narcotic Lockboxes

Safety Team Cons

Code Cart Stocking - Health System Safety Team Cons

=

Voluntary Recall - Atropine, Sodium Bicarbonate

lsoctope Administration - Wrong Patient PSRT
Indian Creek - Care of Declining Patient 5l. Risk Motificatio
Owerride on Bag-Valve Mask PSRT

Medication Safety

Medication Storage Standards

ACT Machines (IR CW Labs)

g
=

Event Response ~

Failure Mode 8 Effects Analysis
Mo Further Action

Additional Investigation Meeded

Defer to Local Leadership

Mew Performance Improvement Team
Additional Investigation Meeded

Additional Investigation Meeded

Defer to Local Leadership

Root Cause Analysis & Action

Mo Further Action

Additional Investigation Meeded

Defer to Local Leadership

Status ~

Open

Quality Team Assic

Closed

Quality Team Assic

Open

Mo Further Action
Mo Further Action

Quazlity Team Follo

Open

Contact ~

Debbie Pennington
Corinne Reynolds

Samantha Wenger
Julia Myers

Amanda Cackler
Debbie Pennington
Connie Chappelle
Kacie Heid

Heidi Bcehm

Amanda Cackler
Angie Bruns

Amanda Cackler
Troy Butcher

Amanda Cackler
Whitney Hessel
Shern Killer

Rick Couldry

Christina Grey
Debkbie Pannington
Beth Eide

Trang Luu

Liz Carlton
Gale Carpenter

Whitney Hessel
Beth Eide

Amber Styles
Melinda Loy

Provide an Updat

os/M10/2024

05/17/2024

05/03,/2024

05/10,/2024

05/03/2024

05/10,/2024

Weekly Huddle - Who Is Working On What?

Quality, Safety, Risk, Claims




0 Health Research and Educational Trust

Tip #4 — Go & See

TP | (Gl Frrre Fair and Just Culture, Team Behavior,
and Leadership Engagement: The Tools
to Achieve High Reliability

Allan S. Frankel, Michael W, Leonard, and Charles R. Denham

Trust, but Verify

g . Q 9 y ) Background. Disparate health care provider attitudes about antonomy, teamwork,
Is what we think is happenlng’ what is happenlng' and administrative operations have added to the complexity of health care delivery and

are a central factor in medicine’s unacceptably high rate of errors. Other industries have
improved their reliability by applying innovative concepts to interpersonal relationships
and administrative hierarchical structures (Chandler 1962). In the last 10 years the
science of patient safety has become more sophisticated, with practical concepts iden-
3 tified and tested to improve the safety and reliability of care.

LeaderShlp Walk Rounds — ] Objective. Three iniPi;atives stand (‘:{ll as worthy re},:;'ard.ing interpersonal relationships
and the application of provider concerns to shape operational change: The develop-
ment and implementation of Fair and Just Culture principles, the broad use of Team-
work Training and Communication, and tools like WalkRounds that promote the
alignment of leadership and frontline provider perspectives through effective use of
adverse event data and provider comments.

Methods. Fairand Just Culture, Teamwork Training, and WalkRounds are described,
and implementation examples provided. The argument is made that they must be
systematically and consistently implemented in an integrated fashion.

Conclusions. There are excellent examples of institutions applying Just Culture prin-
ciples, Teamwork Training, and Leadership WalkRounds—but to date, they have not
been comprehensively instituted in health care organizations in a cohesive and inter-
dependent manner. To achieve reliability, organizations need to begin thinking about
the relationship between these efforts and linking them conceptually.

Key Words. Safety, teamwork, leadership, walkrounds, reliability, culture

What is going well?

What could be going better?




“In an era when no individual can know or do everything needed to carry out the
work that serves customers, it’s more important than ever for people to speak up,
share information, contribute expertise, take risks, and work with each other to
create lasting value.”

-the

“Employee observations, questions, ideas, and concerns can provide vital f.L '“,1119?5 ;.
organization

information about what is going on in an organization.”

“Today’s leaders must be willing to take on the job of driving fear out of the = #myC. Edmondson

Wil FY

organization to create conditions for learning, innovation, and growth.”

Tip #5 — Cultivate Psychological Safety




Psychological Safety:

A Vital Leadership Responsibility

= @

ASK THE PEOPLE
WHO DO THE
WORK HOWIT
CAN BE DONE
BETTER

)

DON'T FIX, JUST
LISTEN

o'

7

PROMOTE
HEALTHY
DISAGREEMENT,
VIGOROUS
DEBATE, EVEN

SHOW
APPRECIATION &
GIVE CREDIT TO
OTHERS FOR
THEIR WORK

*

UNDERSTAND
PERSONAL
PREFERENCES
ON
RECOGNITION
AND
MOTIVATION

BE
TRANSPARENT &
AUTHENTIC IN
WORDS &
ACTION



The Leader’s Tool Kit
Patient Safety at Children’s Minnesota

= Setting the Stage
v Healthcare is a complex system, prone to breakdowns

v Urgency to achieve the goal of 100% safe care

» Inviting Participation

v" Was everything as safe as you would like it to have been this week
with your patients?

v" Genuine. Curious. Direct.

v Structures: Patient safety steering committee (PSSC), Blameless
Reporting, Focus Groups

= Responding Productively
v Speaking up is only the first step

v' Response must be appreciative, respectful, and offer a path forward
v Use of the focused event analysis (FEA)




Category

Setting the Stage

Inviting Participation

Responding
Productively

Leadership
tasks

Frame the Work
3 Set expectations
about failure,
uncertainty and
interdependence

Emphasis Purpose
- Identify what's at
stake, why it
matters, and for
whom

Demonstrate

Situational Humility
- Acknowledge

gaps

Practice Inquiry
- Ask good
questions
- Model intense
listening

Set up Structures
and Processes
- Create forums
for input
- Provide
guidelines for
discussion

Express
Appreciation
- Listen
- Acknowledge
and thank

Destigmatize
Failure
@ Look forward
e Offer help
- Discuss,
consider and
brainstorm
next steps

Sanction Clean
Violations

Accomplishes

Shared expectations
and meaning

Confidence that voice
is welcome

Orientation towards
continuous learning

The Leader’s Tool Kit for Building Psychological Safety

Patient Safety at Children’s Minnesota




What Psychological Safety Is Not

It is not about being nice — it’s quite the

HOW
opposite, it is about candor, productive Q& }‘?7 % it g
disagreement and free exchange of ideas, A EOMONDSON
speaking candidly on different sides of a conflict. e B o :
peaxing Y = (OMFORT " LEARNING -
A ZONE ZONE
Pecple are cpen People cellaborate

and c:”cglll but - and learn in the

nel tha Icngcd rj service of high

9" :“'".:NV . & A pufovnlnu.gc"mg
f 10 make

'Y complex and
v sleid — "' ork
majer 8l 11 : | | IAROVATLIVE wWork
: U ‘ | denme
4

APATY  ANXIETY

* It is not a personality factor — not linked with
extroversion or introversion

PSYCHOLOGICAL SAFETY

* It is not about lowering performance _
People thow up ! .

Standards : fﬂ%’ S eork vith thelr

Pecple are reluctant :

g to offer ideas fry

» new things, or ask :
for help. pulling the
work af ritk

. hearls and minds
LA™t eliewhere; chosting:

. self prefection over :
, 4 exerlion

e It is not just another word for trust — it is Low - PERFORMANCE STANDARDS > il
experienced at a group level, where trust is
typically individualized




Tip #6: DESTIGMATIZING

Make 1t Safe to Fail FTAILURE

eSYCciHOoLOGIC
FOR SAYE T AL
- Fail fornwmard |-

TRADITIONAL - DESTIGMATIZING
e What can we learn?
 What can we change? @ |EES

« What workarounds can we remove? ng&?
EFFECTIVE

FAILURE IS
NOT ACCEPTABLE

« Preventing avoidable failure starts with
encouraging people to push back, share data,
actively report on what is really happening,
creating a continuous loop of learning and
agile execution

FROM THE BOOK “THE FEARLESS ORGANIZATION" &Y AMY C.EDMONSON



Avoiding Avoidable Failure

Countless small problems routinely occur,
presenting early warning signs that a
organization’s strategy may be falling short
and needs to be revisited

| |
Give and receive V @ Ask difficult V
—  feedback questions
Q Raise issues and V ‘.ﬂ Al foribal V
concerns = P
: V Offer solutions to V
Disagree
‘ problems
0 ASk,f?r : V @.I Admit errors V
clarification

Productive Responses to Failure

Training
Retraining
Process
Improvement
System
Redesign
Sanctions, if
repeated or
otherwise
blameworthy
actions are
found

Failure analysis
from diverse
perspectives

Identification of

risk factors to
address
System
Improvement

Failure parties
Failure awards
Thoughtful
analysis of
results
Brainstorming
of new
hypotheses
Design of next
steps or
additional
experiments



Management 1s doing

¥ things right; leadership is

domg the nght thmgs




Patient Safety Risk to
Risk Organization
) o Impact on _ g _ ' Risk
Element of Quality Outcome Required Patient, or
Current Performance Error Prioritization
Safety Measure, Measure Healthcare
(b) Reduction Number
Culture Risk Prevention (d) Workers if
(<) (RPN)
Strategy Incomplete
(a) (e)
5 — Unknown, Not Measured, ':‘l::::;:lnllat'ic: E':ﬂ
. Significantly Underperforming _". e T
- Informed ] . . ) values identified
Reporting Goal 3 —Highvyieald 4— Savara for each
- neporting 4 — Underperforming Goal 2 —Medium 2—Ye 3 —Moderate or =ac
- Learning . ) - . . criterion
Just - 32 — Meeting Goal Yield 1—No 2 — Mild
B . 2 — Outperforming Goal 1 — Low Yield 1 —mMinimal/None
- Flexible -

1 — Significantly Outperforming
Goal

RPN =

aXbXcxXdXe

* There is no single, universal measure for safe, high-quality patient care

« There are countless quality and safety measures for healthcare leaders to consider

« Focusing only on mandated measures does not result in healthcare delivery that is free
from harm

» Risk assessments can identify the greatest threats to patient safety as an effective way to
prioritize limited resources

Tip #7 — Use Risk Assessments for Everything




Tip #8 — Learn How to Manage Ambiguity

Blessed are R "0 BE
theflexible/ y OUTSTANDING. WHEKETHE

/ ] “ TR— GET MM'( HAPPEN& Your Comefort

UNCOMFORTABLE ()

ALRIK KANDENEUR6

COMFORTABLE i
m WITHBEING \




My Journey...

I can control how I share new information
with the team

What is the worst-case scenario?

I can invite open dialogue with the team
= You Can Be Curious, Ask All the Questions
= [ will not always have the answers

This journey will better prepare us for the next
hospital that enters our System

Continuous Feedback & Flexibility

= Team Distribution Changes

This will not be perfect, but it will be better

~PERFECTIONISM

HOW TO
MANAGE AMBIGUITY

ARE YOU RISK-AVERSE? DO YOU HAVE TROUBLE WITH UNCERTAINTY?
Here are six possible causes and strategies for each:

1,8 DISTRESSED BY LACK
o IE CONTH O 2/ OF PREDICTABILIY

i

\: —_— "’-
WU A FAR
\ OF CHANGE

Communicate
Encourage open
and honest

(f/ {é@

ufety will diffuse
fears and decrease

gﬂ_ﬂ =) Qm

N, ~'1l\l‘ AS

fon o ey
INFORMATION ngg':ilon m.noumgm

UTVAK EXECUTIVE SOLUTIONS

Mitpa //Btvakexecutivesoluthons com



Tip #9 — Give Trust,
Develop Trust

Delegation is a Develop Those
Sigri; of Trust LE LBt Around You
 An opportunity « Admit mistakes, « Put your ego aside « Consistency « Listen « Give back to those
for someone else own them and unwrap the « Reliability « Prepare - what is you lead
to learn, to show « Highlight your gift of feedback « Credibility distracting you « Help them to
up, or develop a learning action « Develop the art of - e now — shut it off become the best
new skill plan self-reflection and focus on the versions of
« Trust, but Verify person themselves — not
« Be Clear — Clear is « Virtual? Show becoming more
Kind, What Does your hands, make like you
Done Look Like? eye contact « Help those who
« Clarify — do you are doing poorly
want to vent or do to do better and
you want me to do those who are
something? dOll’lg well to do

great



CLARITY

People trust the clear and mistrust the ambiguous.

COMPASSION

People put faith in those who care beyond themselves.

revenue
'O‘,’.\"Y
‘M(JV«“.O" (/ HARA(/TER
productivity People notice those who do what is right over what is easy.
retention
morale

output

TRUST vt

MR COMMITMENT

market People believe in those who stand through adversity.
stress

COMPETENCY

People have confidence in those who stay
fresh, relevant, & capable.

CONNECTION
The Trust Edge, Dav'd Horsager People want to follow, buy from and be around friends.
CONTRIBUTION

People immediately respond to results.

CONSISTENCY

People love to see the little things done consistently.
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“Without trustwe don’

collaborate we merely.,,

c:% pere \

orms a
0 a ‘I: m.”

%

Stephen M.R. Covey

& G




You cannot be an expert in Form a team of experts, with

every field you manage. diverse backgrounds,
Surround yourself with subject perspectives, & experiences
matter experts in their
discipline

Tip #10 — Surround Yourself With People Who

Are Smarter Than You




Thank You For Your Time!

QUESTIONS? ACACKLER@KUMC.EDU



mailto:acackler@kumc.edu

	Slide 1: The Journey to Zero Harm Starts with Shared Learning & An Atmosphere of Trust
	Slide 2: Learning Objectives
	Slide 3: What an Interesting Time to be  a Healthcare Leader
	Slide 4: In an Industry Designed to Heal…
	Slide 5
	Slide 6: “Each system is perfectly designed to give you exactly what you are getting today…”   W Edwards Deming
	Slide 7: “Each system is perfectly designed to give you exactly what you are getting today…”   W Edwards Deming
	Slide 8: What Can Be Learned From An Undercover CNO
	Slide 9: What Can We Do To Redesign Our System to Improve  Outcomes?     Cultivate a Culture of Safety
	Slide 10: Literature Review
	Slide 11: Literature Review
	Slide 12: Components of a Safety Culture
	Slide 13: Safety & Patient Experience
	Slide 14
	Slide 15: Engagement & Safety Drive Performance
	Slide 16: Inpatient Experience of Safety  & Likelihood to Recommend
	Slide 17: What is Safe? Patient & Family Point of View
	Slide 18: What is Safe? Employee Point of View
	Slide 19: Psychologically Safe Employees  are Engaged Employees
	Slide 20: The Importance of Purpose & Belonging
	Slide 21: Practical Tools & Tips for Safety Leaders     All Teach,  All Learn
	Slide 22: Tip #1:   Start Every Meeting with a Safety Message
	Slide 23
	Slide 24: Tip #3 Establish Department Level Check Ins
	Slide 25: Weekly Huddle - Who Is Working On What? Quality, Safety, Risk, Claims
	Slide 26: Tip #4 – Go & See
	Slide 27: Tip #5 – Cultivate Psychological Safety
	Slide 28: Psychological Safety:   A Vital Leadership Responsibility
	Slide 29: The Leader’s Tool Kit Patient Safety at Children’s Minnesota
	Slide 30: The Leader’s Tool Kit for Building Psychological Safety Patient Safety at Children’s Minnesota
	Slide 31: What Psychological Safety Is Not
	Slide 32: Tip #6: Make it Safe to Fail
	Slide 33: Avoiding Avoidable Failure
	Slide 34
	Slide 35: Tip #7 – Use Risk Assessments for Everything
	Slide 36: Tip #8 – Learn How to Manage Ambiguity
	Slide 37: My Journey…
	Slide 38: Tip #9 – Give Trust,  Develop Trust
	Slide 39
	Slide 40
	Slide 41: Tip #10 – Surround Yourself With People Who Are Smarter Than You
	Slide 42: Thank You For Your Time!

