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What emotion are you feeling today as 
we get ready to embark on our 
discussion?

Challenging

Full of opportunities

Exciting

Overwhelming

Draining

Scary

Time consuming

Something else?
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Objectives

At the end of this session, you will be able to:

 Discuss our journey in patient safety
 List the fundamental steps all should take to improve 

patient safety
 Explore the next steps to help make care safer





A Just and Fair Approach





Start of the Patient Safety Movement

 Harvard Medical Malpractice Study, Leape et al. (1991)
 Chemotherapy overdose at Dana Farber Cancer Institute 

(1995)
 Amputation of the wrong leg in Florida  (199%)
 The publication of the Institute of Medicine's (IOM) To Err is 

Human in December (1999)
 First Annenberg Center for Health Sciences in Rancho 

Mirage, California (1996)



Making Healthcare Safe | SpringerLink

https://link.springer.com/book/10.1007/978-3-030-71123-8


Safety in healthcare is a moving target | BMJ Quality & Safety

https://qualitysafety.bmj.com/content/24/9/539


Safety is a moving target
 Focus on errors
 Focus on serious reportable events
 Focus on what the patient experiences (Harm)
 Hospital acquired conditions that can be minimized
 Diagnostic issues
 Disrespect
 Inequity
 Staff harm



Health Equity and 
Patient Safety: 

You Can’t Have One 
Without the Other





Our Evolving Approach
 Remove the poor performers
 Defects must be eliminated
 Develop ways to surface errors and harm and mitigate 

them
 Understand system issues
 Use standardization and simplification
 Develop a new process and force all areas to adopt it
 Spread will happen… we do not have a plan
 Systems will degrade over time…. We do not have a good 

process to determine when there is unwanted variation
 Include system engineers and human factors experts



Reason’s Swiss cheese model



Checklists 
and Even 
More 
Checklists





Assessments and Workload

 Fall risk assessment
 Pressure injury assessment
 Head to toe admission assessment
 Focused Nursing Assessments
 Emergency Assessments
 Med-Surg Nursing Assessments
 ICU Assessments
 Others……



“Performing a fall 
risk assessment 
on your patient 
should occur 
multiple times 
throughout their 
hospital stay.”



Spread and Sustainability of Effective 
Practices

“Ensure that effective practices are spread widely 
and deeply”

Carol Haraden

Mass standardization with local customization



The Seven 
Spreadly Sins
(If you do 
these things, 
spread efforts 
will fail!)

Step #1  Start with large pilots

Step #2  Find one person willing to do it all

Step #3  Expect vigilance and hard work to solve 
the problem

Step #4  If a pilot works then spread the pilot 
unchanged

Step #5  Require the person and team who drove 
the pilot to be responsible for system-wide spread

Step #6  Look at process and outcome measures 
on a quarterly basis

Step #7  Early on expect marked improvement in 
outcomes without attention to process reliability



Foundational Approaches



National Action Plan to Advance Patient 
Safety

 Culture, Leadership, and Governance
 Patient and Family Engagement
 Workforce Safety
 Learning System





Multi-stakeholder Approach

 Total systems safety requires a shift from reactive, 
piecemeal interventions to a proactive strategy in which 
risks are anticipated and system-wide safety processes are 
established and applied across the entire health care 
continuum to address them. It also requires coordination at 
many levels, which in turn necessitates robust collaboration 
among all stakeholders.

 27 organizations involved



Autopilot

Does standardization and adherence to protocols result in:

 Deskilling

 Loss of critical thinking skills

 Performing on autopilot

 Developing workarounds
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Less is More

 “Just because we can does not mean we have to”

 Giving patients choice

 “What matters to you”

 So many “ME TOO” medications

 Advances in technology





The Advent of Huddles in Healthcare

 Short, stand-up meeting

 Topic: what are we worried 
about today?

 Discussion is about the 
known risks/concerns at 
that time

 Should last no longer than 
10 minutes… 5 is even 
better
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The Good and the Bad of Huddles

Good
 Highlights risks/concerns

 Gives staff an opportunity to 
raise concerns

 Raises concerns up through the 
organization

 Action is taken to mitigate the 
risks

Bad
 Too long and off topic

 About anything but 
risks/concerns

 Because no action is taken, 
staff find no value

 Waste of time for all involved



Human Factors
 Situation awareness (SA) involves being aware of what is 

happening around you to understand how information, 
events, and your own actions will impact your goals and 
objectives, both now and in the near future. 

 Lacking SA or having inadequate SA has been identified as 
one of the primary factors in accidents attributed to 
human error.



What is going on in the world around us?

 How often are aware of changing conditions?
 Driving in inclement weather

 Walking on a dark street

 Activity such as playing a sport



Loss of Situational Awareness

1. Ambiguity

2. Reduced/ poor communication

3. Confusion

4. Trying something new under pressure

5. Deviating from established norms

6. Verbal violence

7. Doesn’t feel right

8. Fixation / boredom / task saturation

9. Being rushed / behind schedule



What Will It Take?

 Help individuals understand what we mean by 
situational awareness

 Look for signs and signals 
 Develop a culture of STOP THE LINE

Requires leadership support
Psychological safety
Teamwork and communications
 Learning system 



Would Better Situational 
Awareness Have Helped  
Prevent the Medication 
Administration Error?



IS HRO the solution?
 We seek to be HRO

 The journey is not easy

 HRO have a culture that enables a learning system

 The principles of HRO reflect a behaviors and activities

 Healthcare is too busy “ticking the box”

 Unless there is a culture change- reflected in behaviors and activities similar 
to HRO- we will not be any better than we are

“Every system is perfectly designed to get the results that it gets”

Batalden/Berwick



Framework for Safe, Reliable, Equitable and Effective Care
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Source: Frankel A, Haraden C, Federico F, Lenoci-Edwards J. A Framework for Safe, Reliable, and Effective Care. White Paper. 
Cambridge, MA: Institute for Healthcare Improvement and Safe & Reliable Healthcare; 2017. (Available at ihi.org)

Staff  Engagement

and Workforce Safety

Leadership Role and
Responsibilities



Charles Vincent



Thank You 

We welcome Questions/Comments
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