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Agenda

8:30 – 12:00
Culture at the front line
Case study
Human factors
Practical tools

10:30 – 11:00 Break

1:00 – 4:30
Simulation
Case study
Developing your training 

plan
Improvement techniques

2:45 – 3:15 Break

© 2005 Institute for Healthcare Improvement

What would a safe health care 
system look like?

John Whittington MD
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Changing World of Health Care

• "Medicine used to be simple, ineffective and 
relatively safe. Now it is complex, effective and 
potentially dangerous." 

• The systems of health care have not kept up with the 
changes

Chantler C. The role of education of doctors in the delivery of health care. Lancet 1999;353:1178–1

Outcome

Recognition Communication Planning

Trusting Relationships
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What Do We Need For Safer 
Healthcare?

• Culture
• Microsystems
• Processes
• Infrastructure

What Is Our Culture?
• Culture

• Predominating attitudes and behavior that characterize the 
functioning of a group or organization.

� Physician autonomy in choosing treatment for their 
patients.

• Value
• A principle, standard, or quality considered worthwhile or 

desirable.
� Hyper-Vigilance. 

• Belief
• Something believed or accepted as true, especially a particular 

tenet or a body of tenets accepted by a group of persons.
� Fatigue doesn’ t degrade performance.
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The Way We Do Our Work 
(Culture)

• System Thinking
• Just Culture
• Organizational Learning/Reporting
• High Reliability Characteristics

© 2005 Institute for Healthcare Improvement

The Way We Do Our Work 
(Culture): System Thinking

• “Taking a systems perspective: accidents are not 
caused by failures of individuals, but emerge from 
the conflux or alignment of multiple contributing 
system factors, each necessary and only jointly 
sufficient.  The source of accidents is the system, 
not the component parts.”

• Your belief about this will say something about 
your values and in turn about the culture that you 
live in.
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The Way We Do Our Work 
(Culture): System Thinking

• “Safety is an emergent property of systems and not 
of their components.”*

• Translation: No matter how good your 
microsystems, departments, processes, etc., if they 
do not function well together, you can be in trouble.

*(Nine Steps to Move Forward from Error D. D. Woods and R. I. Cook Institute for 
Ergonomics, Ohio State University, Columbus, Ohio, USA; Department of 
Anesthesia and Critical Care, University of Chicago, Chicago, Illinois, USA)

Model of Past

Mgt. even
even more
convinced
that…

People seen to choose 
erroneous course of 
action

Deliberate actions 
deserve sanctions

Exhort and punish 
those making errors

Little or no effect 
on error rates

Management view 
this as deliberate 
disregard of 
warnings, etc.

STARTS HERE

James Reason, 2000
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Medical 
Conditions?

Were the actions as 
intended?

Were the 
consequences as 

intended?

Unauthorized 
Substance?

Knowingly violated
safe operating
procedures?

Pass substitution 
test?

History of unsafe 
acts?

Were procedures 
available, workable, 

intelligible and correct?

Deficiencies in 
training and selection, 

or inexperienced?

Sabotage, 
malevolent 

damage, suicide, 
etc.

Substance Abuse 
without mitigation

Substance Abuse 
with mitigation

Possible reckless 
violation

System induced 
violation

Possible Negligent 
Behavior

System Induced 
Error

Blameless Error

Blameless Error, but 
corrective training or 
counseling indicated

yes

yes

yes yes yes

yes yes yesno no no

nono

no no no yes

BLAMELESSGRAY AREACULPABLE

no

From: James Reason
“ Managing the r isks of organizational accidents”
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Without A Just System, We 
Will Fail

“However, establishing a flow of information about systemic 
vulnerabilities is quite difficult because it is frightening to 
consider how all of us, as part of the system of interest, can 
fail. Repeatedly, research notes that blame and punishment 
will drive this critical information underground. Without a 
safety culture, systemic vulnerabilities become visible only 
after catastrophic accidents. In the aftermath of accidents, 
learning also is limited because the consequences provoke 
first stories, simplistic attributions and shortsighted fixes.”

(D. D. Woods and R. I. Cook)
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Organizational Learning 
Culture

• We will make mistakes
• We need to create a culture where mistakes are 

identified (feedback loops)
• We must focus on systems rather than people
• Leaders control the potential to change systems

� � � � � � � � �
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A Just Reporting Culture Is Not 
Enough

• What have we missed today? What bad thing is 
about to happen? What didn’ t I see that I should 
have?

• We must not silence the discussion. How do you 
interpret what just happened? Optimism is the 
height of arrogance.

• Are we organized to support the bedside caregiver?
• Cultivate the capability to investigate, learn and act 

without knowing in advance.
• Organize around expertise
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The way we do our work
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To Understand Our System More, 
We Need To Understand Its 
Components

• “Clinical microsystems are the small, functional, front-line 
units that provide most health care to most people. They are 
the essential building blocks of larger organizations and of 
the health system. They are the place where patients and 
providers meet. The quality and value of care produced by a 
large health system can be no better than the services 
generated by the small systems of which it is composed.”

• Nelson EC, Batalden PB, Huber TP, et al. Microsystems in 
health care: Part 1. learning from high-performing front-line 
clinical units.[see comment]. Jt Comm J Qual Improv. 
2002;28:472-493

Nelson EC, Batalden PB, Huber TP, et al. Microsystems in health care: Part 1. 
learning from high-performing front-line clinical units.[seecomment]. Jt Comm J 
Qual Improv. 2002;28:472-493
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Eight Dimensions Of High 
Performing Microsystems

• Constancy of purpose
• Investment in improvement
• Alignment of role and training for efficiency and staff 

satisfaction
• Interdependence of the care team to meet patient needs
• Integration of information and technology into work flows
• Ongoing measurement of outcomes
• Supportiveness of the larger organization
• Connection to the community to enhance care delivery and 

extend influence
Mohr J, Batalden P, Barach P. Integrating patient safety into the clinical microsystem. 

Qual Saf Health Care. 2004;13:34-38.

Pick Out The Effective Microsystem
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Why Are Some Microsystems 
More Effective Than Others?

• Research conducted during WWII showed that, on 
average, only 15% of soldiers actually fired their 
weapons during a firefight.  (Remember: To fire 
your weapon means to expose yourself to being 
fired on.)  However, in some groups, the number 
who fired their weapons was as high as 30%.

• Why the difference?

© 2005 Institute for Healthcare Improvement

Effective Microsystem

• Leadership
• Open, Transparent
• Communication
• Organized Handoffs
• Mutual Support
• Situational Awareness
• Work on Projects
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What Process Do We Need To 
Get Right?

• What does a plane crash look like in health care? How would 
you measure it? This is what we must get to zero.

• Health care’s definition of “plane crashes”
• Nosocomial infections

• VAP
• BSI
• Clean surgical case

• F or greater Adverse Events
• Preventable Deaths
• Falls
• Iatrogenic Pressure Ulcers

© 2005 Institute for Healthcare Improvement

What Kind Of Infra-structure 
Do We Need?

• Technology
• Smart Pumps
• HER
• Bar Coding
• PACS
• Etc.
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What Kind Of Infra-structure 
Do We Need?

• Training/Tools
• RCA
• FMEA
• Human Factors
• Simulation Labs
• TRM/CRM
• CAS

Information 
ManagementPeople and their skills

Competency

• Leadership attributes

• FMEA

• Simulation

• Crew Resource Management

• Complex Adaptive System Theory

• Human Factors

• Change Methodologies

• Measurement Science

Culture

• Habit for Change

• Habit for Systems Thinking

• Habit for Evidence Based Decisions

• Habit for Collaboration

(with physicians, employees, patients 
and our communities)

• Habit for Strategic Alignment

• Habit for Learning

• Habit for Franciscan Compassion

• Communication

• Knowledge Communities

• Transparency

• Prevention, Detection, Mitigation

• Prompts, Guidelines, Alerts,   Constraints 
to Autonomy, Standardization, Customization

• Strategic Measurement / Performance 
Assessment

Reliability

Competent C
are Teams

Working together

Structure and Governance to Support

A Model for care
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Risk Adjusted Mortality (HSMR) 
1998-2003
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Medical Center Iowa 25% 
reduction in raw mortality
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Overall Adverse Events

Adverse  Events/1000 Days
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damage,
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Substance
abuse
without

mitigation

Substance
abuse with
mitigation

Possible
reckless
violation

System-
induced
violation

Possible
negligent

error

System-
induced

error

Blameless
error

Blameless
error but

corrective
training,

counseling
needed

Were the
actions as
intended?

Unauthorized
substance?

Knowingly
violate safe
operating

procedures?

Pass
substitution

test?
Yes

History
of unsafe

acts?

Were the
consequences
as intended?

Medical
condition?

Were procedures
available,
workable,

intelligible and
correct?

Deficiencies in
training &

selection or
inexperience?

Reason, J. Managing the Risks of Organizational Accidents
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Culture Tools
WalkRounds and Br iefings

Frank Feder ico
IHI  National Forum 2005

© 2005 Institute for Healthcare Improvement

Culture of Safety

• An environment with high awareness of safety 
issues at all levels 

• A leadership that encourages and rewards reporting 
of safety problems and concerns

• An organization where staff speaks up about safety 
issues

• Awareness of potential problems is part of daily 
operations, not just when managers are present
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Why WalkRounds and Briefings?

• Improve communication about safety concerns 
between staff and leaders and among staff

• Demonstrate a commitment to safety
• Concerns are raised, discussed and resolved
• Value input of all stakeholders

© 2005 Institute for Healthcare Improvement

Why WalkRounds?

• Managing by walking around
• Lincoln on Leadership
• “The C-suite does not know what the real problems 

are.”
• The “walk of shame”
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Contributing Factors
Identified

Clinicians Report
-spontaneous reporting

Leadership WalkRounds
-stimulated reporting

Report to Leadership

Leadership feedback
to clinicians/employees

Reports Analyzed
Validation

ACTION

Allan Frankel, MD

© 2005 Institute for Healthcare Improvement

WalkRounds Goals

• Increase leadership understanding of safety issues
• Demonstrate leadership commitment to safety to 

staff
• Identify real, on-going safety issues to drive change
• Educate about safety culture and  importance of 

reporting
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Getting Started

• Engage senior leaders: Obtain buy-in for the 
Rounds

• Report to a peer-review committee
• Develop schedule for a year

• Don’ t go back to back to areas covered by the 
same manager

• Modify Rounds to meet each Executive’s style
• Prepare staff and middle managers
• Coordinate timing

© 2005 Institute for Healthcare Improvement

Participants

• Executive/Senior Leader/C-Suite/Os
• Pt. Safety Officer
• Quality/safety person
• Scribe
• Managers/Administrators
• Frontline Staff

• Physicians - Pharmacists
• Nurses - Students
• Whoever is available and involved in clinical care
• Invite patients
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How often?

• Weekly

• Depending on size of institution
• Everywhere

• Patient care floors
• Labs
• Radiology
• Pharmacy

© 2005 Institute for Healthcare Improvement

• Preface the Rounds to avoid old themes
• Help direct conversation to new or different aspects 

if conversation isn’ t fruitful
• Avoid superficial conversations
• Avoid separate conversations
• One goal is education

• Save some time near the end to talk about patient 
safety concepts

During WalkRounds
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Information Elicited

• Patient safety focus
• Systems that fail
• Systems that don’ t support individuals
• Adverse events, near misses, harm to patients

• Discussion of reporting and safety culture

© 2005 Institute for Healthcare Improvement

After WalkRounds

• Tracking Data and Follow up
• Comments are catalogued
• Create and Maintain

• List of completed action items
• Publish on a regular basis
• Themes (prioritized)
• Proposed Actions

• Show report to Managers etc. for buy-in
• Discuss report at executive level

• Agree on actions and whose to be responsible
• Agree to close or reject suggested actions



M16: Safety at the Front Line: Training Staff

22

© 2005 Institute for Healthcare Improvement

What have we learned?

• Not difficult to elicit comments from staff
• Important to have multi-disciplinary 

representation
• Important for leadership participants to be well-

versed in on-going quality/safety initiatives
• Can provide feedback at time of WalkRound

© 2005 Institute for Healthcare Improvement

What have we learned?

• Communicate-communicate-communicate
• Email participants: synopsis and when actions 

taken
• Email execs, directors and managers with a 

synopsis of discussion
• Formal method of feedback is essential
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What have we learned?

• Staff surveys show positive response
• Managing the large amount of information is the 

challenge
• Prioritization

• In a large institution, coordinated quality and safety 
groups are essential
• To assign accountability
• To receive updates on follow-up
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Safety Briefings

• A simple, easy-to-use tool for front-line staff to 
share information about potential safety problems 
and concerns on a daily basis. 

• Safety Briefings:
• help increase staff awareness of patient safety 

issues, 
• create an environment in which staff share 

information without fear of reprisal, and 
• integrate the reporting of medication safety issues 

into daily work.
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Basics

• Safety Briefings must be non-punitive.
• Safety Briefings must be brief.
• Safety Briefings must be easy to use.
• Safety Briefings must be applicable to all patient 

safety issues.
• Be prepared to identify in advance a list of safety 

issues for discussion.

© 2005 Institute for Healthcare Improvement

Getting Started

• Identify a patient care unit for the first test of a Safety 
Briefing. 

• Meet with the manager to explain the concept, purpose and 
the non-punitive approach.

• Test the Briefing on a small scale 
• Decide who will conduct the test with the staff: 

• the Unit Manager, 
• the Patient Safety Officer, 
• the Director of Quality Improvement, or 
• a combination of these individuals.

• Inform the staff in advance of the plans for the test.
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Briefing: Start of Shift

• Convene all staff involved in patient care on that 
shift.

• Explain the purpose of the Briefing
• reinforcing the no-punitive aspect and 
• emphasizing the 5-minute time limit.

• Use the Safety Briefing data collection form to:
• Start the discussion
• Record length of briefing
• Number of issues raised

© 2005 Institute for Healthcare Improvement

Briefing: Start of Shift

• Use examples to stimulate discussion
• Survey the staff about their perception.
• Plan to reconvene near the end of the shift for a 

debriefing
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Debriefing: End of Shift

• Reconvene the staff at the appointed time and place.
• Reinforce the non-punitive aspect of the Briefing.
• Ask staff if anyone

• encountered any medication safety issues, 
• experienced a “near miss,” or
• had a patient question medications or other safety issue 

during the shift.
• Collect data on the items listed in the data collection form.
• Ask staff for suggestions on how to improve the Briefing.
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Debriefing: End of Shift

• Remind the staff of the plans for the next day’s 
Briefing.

• Toward the end of the test, ask the staff how 
valuable the Briefings were..

• Analyze results of test, make changes and consider 
implementation.

• Spread the Briefing to other shifts, patient care 
units, and departments.
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Lessons Learned

• Make the frequency of the Safety Briefings 
appropriate.

• Spread the Safety Briefings to the entire care team 
and to other settings.

• Use Safety Briefings to identify opportunities for 
improvement.

• Follow up on issues raised during Safety Briefings.
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Key Points for Conducting the 
Briefing

• Bring everyone together. Try to wait for everyone 
so no one misses.

• Keep Briefings brief, about 5 minutes long. Stick to 
the time limit!

• Remind everyone that the purpose is to increase 
awareness of safety issues.
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Key Points for Conducting the 
Briefing

• Reinforce that information shared will not be 
recorded or used in any punitive way (performance 
appraisal, warning, etc.).

• Encourage everyone to speak up. Look for people 
who appear to have something to say but feel shy or 
intimidated. 

• Ask open-ended questions if people are not 
contributing.

© 2005 Institute for Healthcare Improvement

Evaluation: Pre and Post



M16: Safety at the Front Line: Training Staff

29

© 2005 Institute for Healthcare Improvement

For more information

• Patient Safety Leadership WalkRounds. Jt Comm J Qual Improv. 
2003;29(1):16-26
http://www.qualityhealthcare.org/QHC/Topics/PatientSafety/MedicationSy
stems/Literature/Patient+Safety+Leadership+WalkRounds.htm

• Health Care Leaders Leading
http://www.qualityhealthcare.org/QHC/Topics/PatientSafety/MedicationSy
stems/Literature/HealthCareLeadersLeadingADanaFarberCancerInstituteex
ecutivedescribesthecrucialroleofleadershipindriv.htm

• Tool developed by Jim Conway,COO at the Dana-Farber Cancer Institute  
http://www.qualityhealthcare.org/QHC/Topics/PatientSafety/MedicationSy
stems/Tools/StrategiesforLeadershipHospitalExecutivesandTheirRoleinPati
entSafety.htm

• www.ihi.org

© 2005 Institute for Healthcare Improvement

Human Factors
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Factors Affecting Human 
Vigilance (Examples)

• Fatigue
• Environmental Conditions
• Task Design
• Psychological Conditions
• Competing Demands

The Three Buckets – James Reason

SELF CONTEXT TASK
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The Three Buckets – James Reason

SELF CONTEXT TASK

Preoccupation
Inexper ience
Lack of knowledge
Under  the weather
Fatigue
Emotional state
L ife events

Custodial attention*
Discretional energy *

(extra mile)
Exper ience
Knowledge
Fitness
Self awareness
* limited commodities 
eroded by bad stuff

Distractions
Inter ruptions
Change
Harassment
Hand-offs
Author ity gradient
Poor  workplace

Clear  instructions
Good br iefing
Good teamwork
Available time
Good rappor t
Able to question
Good kit, etc

Multiple steps

Forcing functions
Standardization
Aler ts &  reminders

© 2005 Institute for Healthcare Improvement

From www.baddesigns.com
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From www.baddesigns.com
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Task Design

Naloxone
Lanoxin

© 2005 Institute for Healthcare Improvement

Rene Almerberti

• Safe Zone
• Agreed upon consenus
• Defined in policies, procedures, SOP, guidelines

• Acceptable Risk
• Based on optimism perceived by experience
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PERFORMANCE

ACCIDENT

Systemic Migration to Boundaries
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professional 
standards

Individual 
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Life quality, ...

Market demand

Technology

Safety Regs
&  good practices
Certification/ accreditation standards

INDIVIDUAL BENEFITS

Usual Space
Of Action

‘ I llegal normal’
Real life standards
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Exercise #1: Vigilance and 
Hard Work

1. Recall an experience – in any setting – in which the 
request that you “try harder,” “be careful,” or “stay 
alert” improved your performance.  
Why did that work or not work?

2. Testing your vigilance

3. Identify a process in your organization that relies on 
vigilance. 
What would you estimate its reliability to be?
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The Swiss Cheese model 
of system accidents

• How defences, barriers 
and safeguards may be 
penetrated by an 
accident trajectory

Reason J. BMJ 2000; 320: 768-770

© 2005 Institute for Healthcare Improvement
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Technology and Safety: 
What We Need To Know 
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Technology And Patient Safety 

• We live in a social-technical world. We can never 
separate the human from the machine – Together, 
they create the outcome. They provide the system of 
care. Each new technology creates its own level of 
risk. From an FMEA standpoint, there is no 
technology with a 0 RPN. Our work then is to 
contain the risk.

• You need to get on a first name basis with biomed, 
material management and some one in IS.

© 2005 Institute for Healthcare Improvement

Objectives

• We will discuss: 
• The promise of technology
• The reality of technology
• An approach to technology 
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Some Technologies to Consider

• Smart Pumps
• Bar Coding
• Computerized Prescribed Order Entry (CPOE)
• PACS
• ICU Systems
• Medication Administration Cabinets
• Etc.

© 2005 Institute for Healthcare Improvement

Smart Pump As An Example

• An infusion device with the capacity to deliver the 
correct amount of drug based on an entered dose in 
units, such as mg/hour or mcg/kg/min 

• The best of these smart pumps have the capacity for 
the hospital to pre-program standard concentrations 
and will have upper and lower dose limits that may 
not be exceeded without conscious intent 
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“Smart” Pump Software Findings

• Five critical care units in two large hospitals monitored over 
a period of several months:
• One out of every 250 intravenous medication doses 

were corrected
• Four serious adverse drug events avoided for every 

1,000 patient days 
• Data suggest one out of every 10 critical care patients 

may experience a serious intravenous dosing error
• Roughly 25% of these intravenousdosing errors are likely 

to result in an adverse drug event
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Safety and Technology

• What questions should you ask now?

© 2005 Institute for Healthcare Improvement

Smart Pump Findings
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Safety and Technology

• “Although smart intravenous pumps with decision 
support capabilities have the capacity to intercept many 
dangerous medication errors and allowed detection of 
many errors that would have been difficult to find 
through other mechanisms, smart pumps did not reduce 
the rate of serious medication errors in this study.”

• What went wrong?
• Why was there no difference?
• Take a couple minutes at your tables and discuss 

possible explanations.
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Safety and Technology

• “This was probably the case, in part, because 
the pump setup made it easy for nurses to 
bypass the drug library and because overrides 
were frequent.”

• At OSF, we found with our pumps that you 
needed to turn on the safety feature, and we 
didn’ t.

• So now tell me what you are going to do to 
make it safer at your facility? 



M16: Safety at the Front Line: Training Staff

42

© 2005 Institute for Healthcare Improvement

E-mail From ICU Nurse After 
Smart Pumps Installed

“ In reference to our new IV pumps: Why are 
we unable to program the new pumps for 
meds such as Dopamine and Dobutamine?”

© 2005 Institute for Healthcare Improvement

Human Factors

Strengths
• Large memory capacity
• Large repertory of 

responses
• Flexibility in applying 

responses to information
• Ability to react creatively 

to the unexpected

Limitations
• Difficulty in multitasking
• Difficulty in recalling 

detailed information 
quickly

• Poor computational ability
• Limited Short term 

memory
• Perception
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What Is Wrong With This From 
A Human Factors Design?

© 2005 Institute for Healthcare Improvement

What�s Important in Regard to 
Perception?

• People recognize patterns and try to apply them as 
opposed to thinking through the entire process

• Make thinks visible
• Provide feedback
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Lessons From Human Factors 
Research

• Errors are common
• The causes of errors are known
• Errors are byproducts of useful cognitive functions

Nominal Human Error Rates

0.25General error in high stress when dangerous activities 
occurring rapidly

0.1Personnel on different shifts fail to check hardware 
unless required by checklist

0.1Monitor or inspector fails to detect error

0.03Simple math error with self-checking

0.003Error of omission when items imbedded in a procedure

0.01Error of omission without reminders

0.003Error of commission (misreading a label)

Human er ror  probabilityActivity

� � �� � � � � 	
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What Causes Error?

• Is the problem with the human being?
• Is the problem with the equipment?
• Is the problem with the interface?
• The simple answer is often that the problem is with 

the human being and therefore technology will 
solve it.

• Is that ever the real answer?
• What is the real answer for human beings and 

technology

© 2005 Institute for Healthcare Improvement

Explain This To Me

• No technology has a 0 Failure Mode 
Effects Analysis score
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“FMEA” For Smart Pumps
• Do not have to use “smart pump” feature
• Mismatch of drug and pump settings:
• wrong drug, wrong drug concentration
• Enter wrong weight
• Ignore dose warning
• Use of Trailing Zero’s in display
• No use of TALLman nomenclature
• Assumption that the pump is “always right”
• Not all pumps have dose limits pre-established
• Some pumps require the nurse to enter more information (weight, 

drug, volume, quantity, dose) than standard volumetric pumps.

Insights From The Sharp End Of IV  Pump Errors
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From The Sharp Edge
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From The Sharp Edge

• Only the rate deviation could have been picked up 
by current smart pump technology.

• Of the 37 events, only one was felt to be 
preventable with smart pump technology.

• Of the 389 errors, current smart pump technology 
would have prevented 1 error.

• How do you interpret all of this?
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Implementing Smart Pumps 
Other Challenges

• Standardized concentrations
• Without a single concentration you introduce a 

new source for failure
• Data finds an average of 5 concentrations/drug
• In pediatrics, concentrations are often “fill in the 

blank”
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Implementing Smart Pumps

• Standardized nomenclature
• Without a single nomenclature you introduce a 

new source for failure
• Data finds an average of 4 names/drug
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Multiple Entries: Single 
Hospital

• KCL (central) 10 mEq/100 ml
• KCl (central) 20 mEq/100 ml)
• KCL (central) 40 mEq/100 ml
• KCL (central) __mEq/__ml
• KCl (peripheral) 10 

mEq/100ml
• KCl (peripheral) 20 

mEq/100ml)

• KCl (peripheral) (40 
mEq/1000ml)

• KCl (peripheral) __mEq/__ml
• KCl 10 mEq/100 ml
• KCl 10 mEq/500 ml
• KCl 20 mEq/1000 ml
• KCl 40 mEq/1000 ml
• KCl 5 mEq/250 ml
• KCl __mEq/__ml

© 2005 Institute for Healthcare Improvement

Multiple Dosing Units: Single 
Hospital

mEq/kg/hrPotassium Cl Int infKCl

mEq/hrPotassium Cl Int infKCl

mEq/kg/dayPotassium chlorideKCl

Dose UnitNameDrug
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Global Problems With 
Automation

• Magical thinking – It starts something like this: 
Let’s have technology do that.

• Can you think of examples of magical thinking?
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Communication and SBAR

© 2005 Institute for Healthcare Improvement
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• SBAR technique provides a 
framework for effective 
communication among 
members of the healthcare 
team.

• SBAR helps create an 
environment that allows 
individuals to speak and 
express their concerns

• Originates with the US 
Nuclear Submarines 

© 2005 Institute for Healthcare Improvement

• Clear, concise, and accurate communication is an 
essential element for patient safety.

• The risk of error is increased significantly when 
clinicians don’ t communicate effectively.

• JCAHO notes that 60% of the 2,299 sentinel events 
identified between 1995-2002 had communication 
issues as a root cause.
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Why Effective Communication is 
So Critical

• Collaboration between surgeons, anesthesiologists and nurses related to 
risk-adjusted morbidity and mortality Young et al. (1997). Health Care 
Management Review

• Better coordination among clinical staff is associated with lower mortality 
in ICUs Knaus et al. (1986). Annals on Internal Medicine

• Collaboration between physicians and nurses was related to better patient 
outcomes in ICUs Baggs et al. (1992). Heart and Lung

• Prevention of patient injury and medical malpractice claims in Perinatal 
Units Knox et al. (1999). J of Healthcare Risk Management

Kaiser Permanente ISBAR
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Why Effective Communication is So 
Critical

• One in 5 malpractice claims involve physician 
handoffs.( personal communication)

• Examined from another perspective, this is 
$345,460 in savings per 100,000 ED patient visits, 
or nearly $3.50 for every patient seen in the ED.

15. Simon R, Morey J, Rice M, et al: Reducing errors in emergency medicine through team performance: The MedTeams Project, in Proceedings of 
Enhancing Patient Safety and Reducing Errors in Healthcare. Rancho Mirage, CA: Annenburg Center for Health Sciences, Nov 8-10, 1998. 16. 
Jay GD, Risser DT, Rice M, et al: The potential for improved teamwork to reduce medical error in the emergency department [abstract]. Acad 
Emerg Med 1998;5:526.
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Why Effective Communication is 
So Critical

• In wrong site surgeries, a disconcerting finding that in many 
cases someone on the team knew that something was wrong, 
but did not speak up, or were not heard.

• Reasons included: fear of speaking up, concern about 
looking "stupid", feeling the person that was doing the 
procedure was an expert and would not make a mistake, and 
lack of assertively stating the problem. 

• Communication clearly has a significant impact on patient 
safety and, therefore, it is imperative that we communicate 
effectively.
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Can we talk?

• Mid-morning interview:
• RN could name physician caring for patient:

35%
• MD could name nurse caring for patient: 

28%

Can We Talk? Priorities for Patient Care Differed Among Health Care Providers 
Evanoff, B; Potter, P;  Wolf, L; Grayson, D; Boxerman, S

Washington University School of Medicine & BJC Health Care, St. Louis, MO
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Did we talk?

• Mid-afternoon interview:
• MD had discussed pt. with RN

53%
• RN had discussed pt. with MD

57%

Can We Talk? Priorities for Patient Care Differed Among Health Care Providers 
Evanoff, B; Potter, P;  Wolf, L; Grayson, D; Boxerman, S

Washington University School of Medicine & BJC Health Care, St. Louis, MO
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• Differences in physician and non-physician 
members of the health care team have been cited in 
many studies.

• Most studies have focused on reasons for the 
differences between physician and nurse 
communication. 

• Differences include: gender, education, cultural 
differences, prior negative experience, and lack of 
assertiveness on the part of nurses. 
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Point of View

• Studies have identified that physician and nurse 
perceptions of teamwork are significantly different.

• Physicians tend to view the care environment as 
fairly collaborative, whereas nurses see it as much 
less so.
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Another key difference is seen in the
basic communication styles of physicians and 

nurses.

• Nurses have been trained to be narrative and 
descriptive. whereas physicians are trained to 
be problem solvers and want only the 
"headlines". 

• Whereas physicians are trained to be problem 
solvers and want only the "headlines".
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S=Situation (a concise statement of the problem)

B=Background (pertinent and brief information related to 
the situation)

A=Assessment (analysis and considerations of options-
what you found/think)

R=Recommendation (action requested/recommended-what 
you want) 

© 2005 Institute for Healthcare Improvement

• It is useful to provide information that may require 
action, or what is needed to be known

• Proactively gives the listener data that they would 
be requesting anyway



M16: Safety at the Front Line: Training Staff

58

© 2005 Institute for Healthcare Improvement

© 2005 Institute for Healthcare Improvement

Example of Staff nurse to RRT: 

S= We have a patient that is less responsive
B= She was admitted for diagnostic evaluation of 

abdominal pain
A = Her B/P has dropped 20mmHg and her LOC has 

decreased, but she’s arousable
R = I’m waiting for her doctor to call back, but I need 

you to come & evaluate this patient.
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Nurse to Doctor:

S: We have a patient that is less responsive.
Her B/P has dropped 20mmHg and her LOC has 
decreased, but she’s arousalable.

B: She was admitted for diagnostic evaluation of 
abdominal pain.

A: Her current set of vitals are B/P 98/60, HR 120, RR 
28, T 101.8, WBC 15,000

R: She fits our septic screen. Would you like us to get a 
lactate level and start fluid resuscitation?

© 2005 Institute for Healthcare Improvement
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SBAR Measurement
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If SBAR doesn’ t work, then 
what?
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It’ s okay to C.U.S.!
It’s an assertion tool to help formulate your 
recommendation.

Utilize C.U.S. statements in your SBAR briefing.
“ I am Concerned for my patient’s condition.”
“ I am Uncomfortable with my patient’s condition.”
“The Safety of this patient is at risk.”

© 2005 Institute for Healthcare Improvement

Patient Safety is top priority

• Utilize C.U.S. statements 
in recommendation.

• “Yes, I do believe 
ABG’s need to be 
drawn. I am concerned 
about this patient’s 
condition.
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1. What does SBAR stand for?
S_______________________
B_______________________
A_______________________
R_______________________

2 SBAR is used for phone communication as well as face to face communication.
TRUE FALSE

3. SBAR and C.U.S. are communication tools to help provide good, safe patient care.
TRUE FALSE

4. JCAHO attributes 60-70% of the root causes of Sentinel Events are due to communication breakdowns.
TRUE FALSE

5. To utilize SBAR effectively and prior to calling a physician, what information to be available?
a. assessment information
b. Review chart for appropriate physician to call
c. Know the admitting diagnosis
d. Read most recent Progress Note/Assessment information (from previous shifts)
e. chart, allergies, meds, IV fluids, labs/results
f. all of the above

6. I use SBAR in my daily communications with peers and physicians.
TRUE FALSE

© 2005 Institute for Healthcare Improvement

Conclusion

SBAR and CUS are effective
communication tools

when working
as a team.
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Materials

• Gorilla Basketball Video
www.viscog.com

• Meeting Materials
www.ihi.org

Forum

Meeting Materials: M16
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Model for Improvement
The PDSA Cycle 

Testing and Implementing Changes

Fran Griffin, RRT, MPA
Director

The Institute for Healthcare Improvement
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What are we trying to
accomplish?

How will we know that a
change is an improvement?

What change can we make that
will result in improvement?

Model for Improvement

Act Plan

Study Do

From::  Associates in 
Process Improvement
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Act Plan

Study Do

The PDSA Cycle
Four Steps: Plan, Do, Study, Act

Also known as:

• Shewhart Cycle

• Deming Cycle

• Learning and  
Improvement Cycle
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Use the PDSA Cycle for :

• Testing or  adapting a change idea

• Implementing a change

• Spreading the changes to the 
rest of your  system
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Why Test?

• Increase the belief that the change will result in 
improvement

• Predict how much improvement can be expected 
from the change

• Learn how to adapt the change to conditions in the 
local environment

• Evaluate costs and side-effects of the change
• Minimize resistance upon implementation
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Repeated Use of the PDSA Cycle

Hunches 
Theories 

Ideas

Changes That 
Result in 

Improvement

A P

S D

A
PS

D

A P

S D

D S
P A

DATA

Very Small 
Scale Test

Follow-up 
Tests

Wide-Scale 
Tests of Change

Implementation of 
Change
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PDSA Example: Sedation Vacation

Sedation 
Vacation 
process

Routine sedation 
vacations

A P
S D

A
PS

D

A P
S D

D S
P A

DATA

D S
P A

Cycle 1:Test process & form with 1 nurse/1 patient

Cycle 2: Test updated form with 1 nurse/5 patients 

Cycle 3: Test updated form w/3 nurses for 2 days 

Cycle 4: Test in ICU flowsheet w/5 patients

Cycle 5: Test ICU 
flowsheet change for 1 week 
on all  patients
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Successful Cycles to Test Changes

• Plan multiple cycles for a test of a change
• Think a couple of cycles ahead
• Scale down size of test (# of patients, location)
• Test with volunteers
• Do not try to get buy-in, consensus, etc.
• Be innovative to make test feasible
• Collect useful data during each test
• Test over a wide range of conditions
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Testing on a Small Scale

• Have others that have some knowledge about the 
change review and comment on its feasibility

• Test the change on the members of the team that 
helped develop it before introducing the change to 
others

• Incorporate redundancy in the test by making the 
change side-by-side with the existing system
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The PDSA Cycle

Act

• What changes
are to be made?

• Next cycle?

Plan
• Objective
• Questions and

predictions (why)
• Plan to carry out

the cycle (who,
what, where, when) 

Study
• Complete the

analysis of the data
• Compare data to

predictions
• Summarize what

was learned

Do
• Carry out the plan
• Document problems

and unexpected
observations

• Begin analysis
of the data 
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Do           Study

• Reasons for failed tests
• 1. Change not executed well
• 2. Support processes inadequate
• 3. Hypothesis/hunch wrong:

• Change executed but did not result in local 
improvement

• Local improvement did not impact access or 
efficiency

• Collect data during the Do Phase of the Cycle to 
help differentiate these situations.
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A P

S D

A
P

S D

A P

S D

D S

P A

A P

S D

A
P

S D

A P

S D

D S

P A

A P

S D

A
P

S D

A P

S D

D S

P A

A P

S D

A
P

S D

A P

S D

D S

P A

Spe
ci

fic
 T

es
t C

yc
le

s

HOB 30 
degrees

PUD 
prohylaxis

DVT 
prophylaxis

Sedation
vacation

Overall Goal: Reduce 
Ventilator Complications
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Measurement and Data Collection 
During PDSA Cycles

• Collect useful data, not perfect data - the purpose of 
the data is learning, not evaluation

• Use a pencil and paper until the information system 
is ready

• Use sampling as part of the plan to collect the data
• Use qualitative data rather than wait for quantitative
• Record what went wrong during the data collection
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