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Most common motivation for 
all healthcare professionals





Safety and healthcare…



Historical Perspective

• In 1925, 4 main types of adverse events identified 
for hospitalized patients:

• Burns due to hot water

• Delirious patients jumping from hospital windows

• Accidents connected with hospital elevators

• Mistakes in the use of drugs

Aikens C. Study in the Ethics for Nurses. Philadelphia: Saunders; 1925



The Human Factor: The Critical Importance of Effective Teamwork & 
Communication in Providing Safe Care

Leonard, Graham & Bonacum (2004)

A large and ever present cultural barrier is the deeply 
embedded belief that quality of care and error free clinical 
performance are the result of  being well trained and trying 
hard.  In this paradigm, inevitable mistakes are viewed as 

episodes of personal failure, with the predictable result that 
these events are minimized and not openly discussed (pg. i86).



Josie King video

https://www.youtube.com/w
atch?v=JeVcXhvPvbU

https://www.youtube.com/watch?v=JeVcXhvPvbU


… is equivalent to 3 
jumbo jet crashes every 
2 days.

IOM – To Err Is Human -
1999The number of people 

who die each year 
from medical errors…





“Building safety into processes 
of care is a more effective way 
to reduce errors than blaming 

individuals.”

(IOM, 1999, p.4)





Error In Our Evolving 
World



Charles’ Vincent Model based on 
Reason’s Swiss Cheese Model

SYSTEMS



David Marx’s Model of Error for Just 
Culture

Human Error At-Risk Behavior Reckless Behavior

Inadvertent action; slip, lapse, 
mistake

A choice; risk not recognized or 
believed justified

Conscious disregard of 
unreasonable risk

Manage through changes in:
• Processes
• Procedures
• Training
• Design

Manage through:
• Removing incentives for at-risk 

behaviors
• Creating incentives for healthy 

behaviors
• Increasing situational 

awareness

Manage through:
• Remedial action
• Punitive action

Console Coach Punish

SYSTEMS



Increasing Transparency of Quality 
Data

SYSTEMS



High Reliability Organizations
• High Reliability Organizations

Simplify, Standardize processes, use checklists where appropriate

Improve Information Access with goal of transparency of data

Clinical Decision Support Systems (reminders, constraints)

Helpful redundancy

Real-time identification of failures

Processes to support safety habits and patterns in practice

Make the system visible

SYSTEMS



Human Cost of Error

• Highly publicized narratives:
• Betsy Lehman - 1994

• Willie King – 1995

• Josie King - 2001

• Lewis Blackman – 2002

PATIENTS
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Disclosure - The Michigan Model
Rick Boothman

• Core Elements:
• Compensate patients quickly and fairly when 

inappropriate care causes injury

• Support clinical staff when the care was 
reasonable

• Reduce patient injuries (and claims) by learning 
from patients’ experiences

• Results: 
• The rate of new claims at UMHS has decreased 

from approximately 7 per 100,000 patients to 
fewer than 5.

• The rate of lawsuits has declined from 2.13 suits 
per 100,000 patients per month, to roughly 0.75. 

• The median time from claim to resolution has 
dropped from 1.36 to 0.95 years.

PATIENTS/SYSTEMS



Partnership Between Patients & 
Providers

American Board of Internal Medicine

The mission of Choosing Wisely is 
to promote conversations 
between clinicians and patients by 
helping patients choose care that 
is:
• Supported by evidence
• Not duplicative of other tests 

or procedures already received
• Free from harm
• Truly necessary

Providers



PROVIDERS



SYSTEMS/PROVIDERS



TEAMS



Importance of Research in 
Developing  Safe Systems

Patricia Ebright – University of Indiana

• Nurse strategies for dealing with, or adapting to, 
the system gaps:
• Anticipating or forward thinking

• Proactive monitoring of patient status to detect early 
warning signals

• Strategic delegation and hand-off decisions to 
maintain flow of workload

• Reduce reliance on memory - Individualized paper 
memory aids

• “Cognitive stacking” – constant re-priorization of 
activities to be done.



Personal Reflection in Dyads

1) Describe an adverse event that you have been 
involved in  (in the last 6 months if possible).

2) What were the circumstances?

3) What was the reaction of your colleagues to the 
even?  What was the reaction of your supervisor?  
What was the reaction of the patient/family?

4) What steps were taken after the event to address it?  
How did these steps feel to you?


