
Institutefor 
Healthcare 
Improvement 

6~ SAFE & RELIABLE 
~9 Healthcare 

WHITE PAPER • 

A Framework for Safe, 
Reliable, and Effective Care 

How to Clte This Paper: F~l A, Hara.den C, Federico F, Lenoci-F.dv..-ards J.A Fro.meworkfarSefe, Reliable, and Effective. care. White 
Paper. cambridge, MA: Institute fur HealthCl'll'e Improvement a.nd Safe & Reliable Hea.ltht:ll.Nl; 2.017. 

  

 

A Systematic Approach to
Safe and Highly Reliable 

Care 

Michael Leonard, MD
July 24, 2018 



 
     
  

  

  

  

Learning Points 
• Patient care is a profound social experience - we know
how to measure, manage and deliver the components of
optimal patient care

• If we can’t care for the caregivers, we will not provide the
care patients need and deserve.

• Psychological safety is essential for clinical excellence

• A sociotechnical framework allows for the analysis,
action and delivery of sustainable value

• People get out of bed in the morning to do the right thing
– we need to create the conditions for success
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Cultural Maturity Model 
Va
lu
e 

TIPPING POINT 

REACTIVE 
Safety is important.  We do a lot every 

time we have an accident 

SYSTEMATIC 
We have systems in place to manage all 

hazards 

PROACTIVE 
Anticipating and preventing problems 
before they occur; Comfort speaking up 

GENERATIVE 
Safety is how we do business around here 
Constantly Vigilant and Transparent 

UNMINDFUL 
Who cares as long as we’re not caught 

Chronically Complacent 4*Adapted from Safeskies 2001,  “Aviation Safety Culture,” Patrick Hudson, Centre for Safety Science, Leiden 
©SRH 2017 University 



 
 

Why is Culture Important? 
Culture reflects the behaviors and beliefs 
within an organization. 

There are behaviors that create value; 
behaviors that create unacceptable risk. 

Culture is the social glue 

Work as Imagined v. Work as Done 
©SRH 2017 



  

  

   
  

 

What do we know about your culture? 

How well do you measure culture? 

What do you do with the data? How reliable is your 
debriefing, feedback and action loop? 

Strengths? Opportunities? How do use culture data to drive 
sustainable, measurable improvement? 



   
  

   

 

The Value of an Integrated Survey 

• The SCOR survey measures important dimensions of
organizational culture. The core instrument integrates safety and 
teamwork culture, local leadership, learning systems,
resilience/burnout and work-life balance. The full survey (SCORE)
integrates employee engagement as well. 

• The insights are critical for organizational improvement and the
ability to drive habitual excellence. 

• Specific actions can be taken to leverage organizational strengths
and address areas of fundamental opportunity. 

• Valuable for Magnet, Leapfrog, etc. 
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Safety Attitude Scores by Engagement Tier Level 

Safety
Score 

Courtesy Dr. Bryan Sexton, Duke University 
©SRH 2017 



 

 

  

  
 

CULTURE IS RELATED TO… 
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Teamwork Climate Scores Across Facility 

HCAHPS 9250 

Medication Errors per Month 2.0 6.1 

Days between C Diff Infections 12140 

Days between Stage 3 Pressure Ulcers 5218 
Illustrative Data: 
Extracted from 
Blinded Client Data 



 

  

 

 

……AND EMPLOYEE OUTCOMES 
Teamwork Climate Scores Across Facility 98 
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Employee Satisfaction 9155 

Employee Injury per 1000 days 0.1 16 

Employee Absenteeism per 1000 days 1015 

RN Vacancy Rate 19 

<60% Score = 
Danger Zone 

Illustrative Data: 
Extracted from 
Blinded Client Data 
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Where Would You Rather Have An Operation? 
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Wrong Sites Surgeries or 
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©SRH 2017 



  

 

 

 

  

   

  

  

  

Senior Leadership 
GENERATIVE 

Organization wired for safety and
improvement 

PROACTIVE 
Playing offense - thinking ahead, anticipating,

solving problems 

SYSTEMATIC 
Systems in place to manage hazards 

REACTIVE 
Playing defense – reacting to events 

UNMINDFUL 
No awareness of safety culture 

Cyclic flow of information with 
feedback and organizational learning 

Systematic engagement with 
dialogue, support and learning 

Process for interaction between 
senior leaders and front line staff 

They’re here – something bad must 
have happened 

We don’t know or see them 
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Leadership and 

Culture 
n=16,797 respondents 

Michigan SCORE Data, 
with and without 
Closing the Loop 



  

  

  

   

  

  

  

Local Leadership
Local Leadership 

GENERATIVE 
Organization wired for safety and

improvement 

PROACTIVE 
Playing offense - thinking ahead, anticipating,

solving problems 

SYSTEMATIC 
Systems in place to manage hazards 

REACTIVE 
Playing defense – reacting to events 

UNMINDFUL 
No awareness of safety culture 

Leaders create high degrees of psych 
safety and accountability. 

Leaders model the desired behaviors 
to drive culture of safety 

Training and support exists  for 
building clinical leadership 

Episodic, completely dependent on 
the individual clinician 

Absent for the most part 



com mu 'cales !heir axpectaHo s 
to me allout my performance. 

124957) 

... provides meaningful feedback lo 
people a bout their performance . 

(24B95) 

In this work setting, local leadership ... 

... la a al l)l1ICl!dabfe 
mos. (24986) 

•.. provides useful feedback aOOl!/1 
my perfom,a ce. (24932) 

.. ..provides frequem leedbac 
about my pe oomnce. (24973) 

... regulafly makes 11 .e to provide 
positive leedllaCk 10 - e about how 
'I a do' g. (25034) 

.•• regtJla!ly makes time lo pause 
arid refied Willl me about my wort 
(25CH8) 

 

Local Leadership 

- Availability 

- Feedback 

- Trust 

- Relationship 

Percentage of positive responses. 



this work setting, local 
leadership iS available at 
predictable Umes. (269) 

In this work setting, local 
leadership communicates the r 

expectations to me about my 
performance. (265) 

In this work setting, local 
leadership provides meaningful 
feedbac to people about their 

perf01mance. (268) 

52% 

39% 

)ata: Feb 2015 

In this work se ng, local 
leadership Pf'OVides useful 

leedback about my performance. 
(267) 

100-.. 

61 % 

33% 

In this work se ing, local 
leadership provides frequent 

feedback abou1 my performance. 
(265) 

In this wOII< setting, local 
leadership regular1y makes time to 
l)l'ovide positive feedback lO me 
about hov1 I am doing. (266) 

In this work setting, local 
leadership regularly makes lime · 
pause and rellect with me about 
work. (265) 

 

 

Local Leadership 

- Lack of voice 

- No feedback 

- Little trust 

- Nothing gets fixed, 
don’t have the tools 

Percentage of positive responses. 



lln th is work setting, l'ocal leadersh ip provides meaningful feedback to peoplle 
about theiir performance. 
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Teamwork Domain – All Items 
Disagreements in this work setting are appropriately 
resolved (i.e., not who is right but what is best for the 

patient). 

Communication breakdowns 
are NOT 

common in this work setting. 

It is easy for personnel here to ask 
questions when there is something that 
they do not understand. 

In this work setting, it is NOT 
difficult to speak up if I 
perceive a problem with patient 
care. 

The people here from different disciplines 
backgrounds work together as a well 
coordinated team. 

Dealing with difficult colleagues 
is NOT consistently a challenging 

part of my job. 

Communication breakdowns are NOT 
common when this work setting 

interacts with other work 
settings. 



    

  

 

 
Teams 
WHAT TEAMS DO: 
Plan Forward 

Reflect Back 

Brief (huddle, pause, timeout, check-in) 

Debrief 

Communicate Clearly Structured Communication SBAR 
and Repeat-Back 

Manage Conflict Critical Language 

The associated behaviors: 

19 



Dealing with difficult colleagues is not consistently a challenging part of my -------------------. job. 

"' " ., 
(Percent Positi ve/Neutral/Negative Respondents ) 

.., .,. 

Percent Posmve Percentiles 
n = 161027 respons es 
From 2895 units/departments 

 

  
  

  

 

 

 

 
 

  

Teamwork Item 

”A fair amount of the 
doctors are bullys. 
There are no sort of 
reprimands for them 
if they demean or act 
cruelly to the staff. In 
my 60 day 
orientation I watched 
a video about work 
place bullying that 
describes their 
actions perfectly.“ 

We work very hard on 
working with each other 
and being a family. We 
pride ourselves every time 
someone comes in and 
says "wow everyone is so 
happy here". 



   

   

     

  

 

 

 

 

 
   

Psychological Safety 
GENERATIVE 

HRO - wired for safety and 

PROACTIVE 
Playing offense - anticipating, 

SYSTEMATIC 
Systems in place to manage hazards 

REACTIVE 
Playing defense – reacting to events 

UNMINDFUL 
No awareness of safety culture 

• Primary responsibility of leaders, 
continuously modeled everywhere. 

• 

• Leaders model and expect the behaviors 
that promote psychological safety 

• In some units it feels safe to speak up and 
voice a concern 

• Personality dependent – it depends who 
I’m working with 

• Fear based – keep your head down and 
stay out of trouble 



In this work setting, it is not difficult to speak up if I perceive a problem 
with patient care. 
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48 Safe & Reliab le Healthcare I 

 

Hospital unit 
level data 

The white space 
is opportunity
and avoidable 
risk 



lln th is work setting , it is not d if fic u lt to speak up if I p e rceive a prob le m1 
w ith patie nt care . 
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Psychological Safety 
What are the things that make it hard to speak up 
here? 

What are the 1-2 things we can do to make it better? 
Describe them in a way that they are actionable, 
visible and measureable. 



   
 

  
  

 

   

   

  
 

     

  

 

Just Culture 
GENERATIVE 

Organization wired for safety and
improvement 

PROACTIVE 
Playing offense - thinking ahead,

anticipating, solving problems 

SYSTEMATIC 
Systems in place to manage hazards 

REACTIVE 
Playing defense – reacting to events 

UNMINDFUL 
No awareness of safety culture 

Real events are shared by leaders, true 
culture of accountability and learning 

Clear ways to differentiate individual v. 
system error, safe to discuss mistakes 

Well understood algorithm, learning is the 
priority 

Depends who the boss is, blame and 
punishment are common 

Nothing good will come from talking about 
mistakes 



this work setting, it is difficult to discuss errors. 
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 What Happens If You Make An Error? 



 

 

Just Culture 
Malicious 

Impaired 

Unintentional – Risky – Reckless 

Substitution Test 

History of Unsafe Acts 
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The c,:,reglver kno1Nlngly 
violated a rule ond/or 
made a dangerous or 
unsafe cholc~. Thr 
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The core-giver rnt:ide CJ The- ,;creglve-r rrtCJde- or 
pote-nti oJly un:Safe- choice-. participa"te-d in an e-rror 
Their evaluation of w-hile- working 

rrlathl~ risk appears co b~ approprlotrly ond Jn chr 
erron"!O<J$. podenr5' l:u!sr Jnte-re-sr. 

Step 3: Evalu� <te , yst ems I nfluenc e s t o m odify level of Int ent b y perfo rmi ng• 
S u b litiluti on T 1115t Ask 3 others with similar skills it they, in a simila r situation. 
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unsafe learning environment. or distractions or inte,.rupt.ion.s. If answet"S are 
divided. e valuat·ors should a ssi,8n accountability with a goal to ensure 
prrerpt'lon-; of fulrnr-;s by nthr-~. 

S tv:p 4 : E.val u at;a t h• indivi du-..1 for a histor y o f u.n1H1f 1t acts: Ev-..luiltll:! w hether­
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positive. the system 
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hf"hAvln,. And 'i'Y""tPm 
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The c a ,.egive r's behavior 
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un•.ar,. hc•havior n1.-1y 
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St e:p 6 ; P r o m ot;e l•.ar n i n s and i mpr ov•m•nt; 

The c a regive r should 
purlicipulc in lcuchin11t 
the lessons learned to 
others. 

The caregiver should 
Pi,lr-ticipatc in tcuchin11t 
the lessons learned to 
others. 

The caregiver should 
par-ticipulc i n 
i nvestigating why the 
erro,. occurred a nd teach 
othen. iiibuul lhl!' r-1!:.!aoull.!ao 
of t'hr lnvru;t'lg.,tlnn. 

Pr-ofe55iono1I Be.ho1vior Evo1lui1tion o1nd lntervent:ion 
R~lv<- Report of Con~rning ~h:;avlor. 
st·e·p·1:·co;,-ct·i:.-ct: ·confictenti·�-iconve;.:;at1on ·wrth · ;.;·porter 
regarding Focus Person ( FP) behaviors. C.iitegorize types of 
behavi~ as well _.s frequency and ~verity. Conduct 
eonflden(181 l ntervl~ with ot:hll!r~. 
~hm,1/or car~aorl~!f lnclud~: ~rn~onlna/anarv .. ~rcrltJca/1 

uncolle-gial1 shirking re-spon.s1biliti 4!!s1 rni.sconduct. S4!!.i<ual 
harassment', patient' communication conce-rn:S. boundary issues, 
substance abus~ blarninrJ., and otherwise acting in a manner 
dJa't unde-rmln4!!:S trust and Je-arnJng. 

Step 2 : Fcc:d .b :.ac:k ConvcT5iilltlon Co..c:::hln,1p If the a:Jncern is 
de-emed e n lsol&t:ed l n eldenr~ the ~P has not h8d 8ny other 
issue,, and the reporter feels s afe to do so, provide coaching for 
t.he reporter on how to give the FP dir-ec;t feedback reg-arding 

brh.."Jvlo,s. If thr sttu:1Tlon Is rnorll'.! complcw. procrll'.!d to Step 3 . 
Step 3 : AS.,'WJ'.Ss.lng Conc~n .s= To Y.!llld~'tP thP eon.~rn5 111nd 8SS "'"5S 
t.heir fr-e-Quency and severity. conduct multisource interviews to 

provide comprchcn:.ivc i~ht into, and co,.roboralion of, 
1111Pged bPhAvfior. 
Step 4 : l nvotve Supe rvisor : Share findings of assessment with 
FP' s manager. department chair, division c;;hiet, or supervising 
phy-:lel:in. Ol!;cu~:, pl:1n for f~db:ic k lnTrrvrntlo,n (St'rp 5) If 
deemed necessary. 
Ste p S : Feedb~k Inte rven tion 
Involved Supe..-vi5or and pr-olie!!Ssionalism r-epresenlalive meet 
with rP t'0 d l,cU'l..'1/r,.vl,.w: 
• sp,ecif".c disruptive behaviors 
• FP's perspective on factors {including systems) tha·t may be 
eonTrlbi.rtlng to Thi' brh:,vtor 
• resources for facilitating behavioral changes 
• pla ns for monitoring behavio,. 
• unacceptability ol retali..ilion 
• (If Appllc;:11blP) potPn'ttAI ('.('Jn'\P(lUPnef""\ for no1' Adh'9rtng t'n 
behaviCN"al expecta·tion.s 
A follow up email is sent to the FP summa..-izing the meeting. 
Step 6 : M .on.ltorlng a n d Support 
• Inform those reporting concerns that an interve ntion has 
occurred. 
- lnQUiT@ o( them ilnd olht:!I"!,. OV'll:!r tiITM:!' Tll:!¥4'rdinw: !a>Ub.!aoequll:!nl 
behaviors. 
• Have Ft>'s supervisor address any systems issue·s discussed in 
Step 5. 
• IK'9fl'P p,.oc,. ...... , d l "-CrPTP 11nd rP,Pf"Ct'fUI to f"P. 
Step 7: I ntervention t o A.d drecss Subseq uent t.ap se:s 
Deve lop a plan of action with institutional administration and 
le!iEill coun~. S@lectl!d in.!aolitulionill .1dmini!l.lr4tor~ meet wilh FP 
to de1:ail expected behavioral changes and consequences. 
including t e rmination. 

Finiill S.tap: E - lu.at • th• indivi du.~ I for iii hirlo ry o f un·-ht a cts.; 
Fv:,lu~,Tr whrthl'f' t'hr lndMdu:,I h:1!",; :1 hl-;tory nf un_o;.,fr or 
p roblema,t:ic acts_ If they do. this may influence decisions about 
the appropri ate responsibilities for the individua l i.e . they may 
be in lhe wronw job. O rw;ani.t:illi0n!> i!>hould hdVe ;;i re-....!,.UJ1.1ble 
And AgrPPd upnn 'il'Hi't"UTP of l l mltat1on..-. for "t11klng thp'i,f" Attlon~ 
into account.. 

Jo Shaptro MD and Allan Frankel MD, f0201S~ Sate and Rehable H ealthcare , LLC, www.safeandrehabl~re.com 
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Changes 1n Burnout and Satisfaction Vvith 
Vvork-L ife Balance 1n Physicians and t he 

General US Vvork ing Populat ion Between 
20 I I and 20 I 4 

Tait D. Shan afelt, MD; Omar Hasan, MBBS, MPH; Lotte N . Dyrbye, MD, MHPE; 
Christine Sinsky, MD; Dan iel Satele, MS; Jeff S loan, PhD; and Colin P. vVest, MD, PhD 

Abstract 

Objective: To evaluate the prevalence of burnout and satisfaction with vvork-life balance in physicians and 
US workers in 2014 relative to 2011. 
Pat ients and Metho d s, From August 28, 2014, to October 6, 2014, we surveyed both S physicians and 
a probability- based sample of the general US popula ion using the methods and measures used in our 
2011 study . Burnout was measured using validated metrics, and satisfaction with work-life balance was 
assessed using st:andard ools . 
Results , Of the 35,922 physicians who received an invitat:ion to participate, 6880 (19.2%) completed 
surveys. When assessed using t he Maslach Burnout Inventory , 54 .4% (n= 3680) of the physicians reported 
at least 1 symptom of burnout in 2014 compared wit h 45 .5% ( n = 3310) in 2011 (P< .001). Satisfaction 
with work-life balance also declined in physicians between 2011 and 2014 (48 .5% vs 4 0 .9%; P <.001) . 
Substantial differences in rates of burnou and satisfaction with work-hfe balance were observed by 
specialty. In contrast t o the trends in physicians, minimal changes in burnout or satisfaction wi h work-life 
balance were observed between 2011 and 2014 in probability-based samples of working US adults, 
resulting in an increasing disparity in burnout and satisfaction with work-life balance in p hysicians rel ative 
to the general U S working population. Aft:er pooled multivariate analy sis adjusting for age, sex, rela­
tionship status, and hours worked per week, physicians remained at: an increased risk of burnout (odds 
ratio, 1.97; 95% C l , 1.80- 2. 1 6; P< .001) and were less likely to be satisfied with work-life balance (odds 
ratio, 0 .68; 95% C l , 0.62- 0 .75; P< .001) . 
Conclusion , Burnout and satisfaction wit h work-life balance in U S physicians worsened from 2011 t o 
2014. More than half of US physicians are now experiencing professional burnout . 

© 2015 Mayo Foundation for Medical Education and Research • Mayo Clin Proc. 2015,90(12) ,1600- 1613 
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  Burnout Item – SCORE Survey 

Note:  
Lower is 
better 



 Influencing Factors in Burnout / Resilience 

• Do I feel valued by the organization? 
• Do I have a voice? 
• Do I feel supported in the work I do? 
• Do I have the tools and resources to do my job? 



    

  

     
 

Professionalism 
Do you have issues of unprofessional behavior in your 
facility? 

Is there confidence that the behavior will be addressed and 
resolved when reported? 

Is there one standard or set of rules that applies to everyone, 
regardless of job title? 



 

 

The Aim: 

Hierarchy of Responsibility 

No Hierarchy of Respect 

Jo Shapiro MD, BWH 



  
   

       

 

“Behaviors that undermine a culture of safety” 
Verbal or physical threats 

Intimidation 

Reluctance/refusal to answer questions, refusal to answer pages or 
calls 

Impatience with questions 

Condescending language or intonation 

Jo Shapiro MD, BWH 



The Joint Commission Journal on Quality and Patient Safety 

Safety Culture 

Instituting a Culture of Professionalism: The Establishment of a 
Center for Professionalism and Peer Support 

Jo Shapiro, MD, FACS; Anthony Whittemore, MD, FACS; Lawrence C Tsen, MD 

Leaders of medical institutions are responsible for creating 
environments in which physicians, scientists, and other 

health care professionals are able to sustain their deep capaci­
ty for high-quality, compassionate care. Creating such environ­
ments depends on supporting a culture of trust, which has been 
identified as the core of successful leadership. 1- 3 

The mission statements of both academic and communi­
ty-based medical centers and hospitals characteristically reflect 
high aspirations for excellence in patient care. Yet, despite sig­
nificant resources directed toward improving the delivery of 
health care, the rate of preventable and iatrogenic patient in­
juries has not improved significantly.4•5 Although a number of 
reasons have been cited for this lack ofprogress,6•7 there is grow­
ing recognition that an environment in which professionalism 

Article-at-a-Glance 

Background: There is growing recognition that an envi­
ronment in which professionalism is not embraced, or where 
expectations of acceptable behaviors are not clear and en­
forced, can result in medical errors, adverse events, and un­

safe work conditions. 
Methods: The Center for Professionalism and Peer Support 
(CPPS) was created in 2008 at Brigham and Women's Hos­
pital (BWH), Boston, to educate the hospital community 
regarding professionalism and manage unprofessional behav­
ior. CPPS includes the professionalism initiative, a disclosure 
and apology process, peer and defendant support programs, 

and wellness prog rams. Leadership support, establishing be-



  
  

 

Learning Systems 
Build organizational trust through identifying and 
resolving defects 

Make learning visible – feedback is key 

This requires ownership and infrastructure 

Always move toward higher order problem solving 
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Learning Environment 
Is input well 
received? 

Can we integrate 
best practices from 
other units? 

Can we identify and 
fix defects? 



In this work setting, the learning environment effectively fixes defects to 
improve the quality of what we do. 

20 40 60 80 100 

(Percent Positive Respondents) 

  
   

 

  

    
 

  
 

 

“When we surface 
a problem, it is
addressed and 
resolved. We’re 
able to fix lots of 
things” 

“In my 22 years
here, I don’t 
think they have
ever acted on an 
issue we 
brought forth” 
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Learning boards capture ideas and issues
from everyone 

ANALOG: proven results DIGITAL: available everywhere on any device. 
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ICU Percent of Patients Receiving 
all Four Aspects Of Ventilator Bundle 

Annotations 

1: Marked beds at 30 degree angle 
10: Staff education on Goal sheet; mini inservices on unit on SBT and Pre extubation sheet 2: Fact Sheet for staff education 
11: Incorporated Goal Sheet into Multidisciplinary Rounds 3: Poster with weekly data feedback 
12: Impact Extravaganza (staff/MD education) 4: Vent bundle posted in all vent patient rooms 
13: Expanded multidisciplinary rounds to include additional disciplines 5: Began initial trials of Daily goal sheet and pre extubation sheet 
14: Check compliance on night shift past 2 weeks 6: Initiated Powerpoint education for RT/RN 
15: New sign at HOB, 7: Initiated Clinical Pharm rounds 
16: One on one follow up by Nursing & RT managers on collaboratiion in weaning process 8: 1st test of multidisciplinary rounds 

9: Expanded use of Pre extubation sheet 
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  Connecting on key topics, during and between huddles 



 

   
  

   
     

   

Putting it all together 
• Effective Leadership – present, learning, providing 
feedback, building trust 

• Culture – clearly defined behaviors that support 
teamwork, collaboration and patient centered care 

• Learning systems – units that plan forward/ reflect back, 
capture issues and defects for resolutions, and have clear 
aims to improve - cultural, operational, clinical 



Thank You 

michael@safeandreliablecare.com 

mailto:michael@safeandreliablecare.com
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