
Intro to Patient Safety: 

New Paradigms 
for 

Leading Learning Organizations



Based on what we’ve
explored so far this year, 
how might you set about
building and sustaining

a highly functioning 
team? 



The Surprising 
Science of High 

Functioning Teams 

https://www.nytimes.com/2016/02/28/magazine/
what-google-learned-from-its-quest-to-build-the-
perfect-team.html



The Surprising 
Science of High 

Functioning Teams: 

1. On the good teams, members spoke in 
roughly the same proportion, a 
phenomenon the researchers referred to 
as ‘‘equality in distribution of 
conversational turn-taking.’’

2. The good teams all had high ‘‘average 
social sensitivity’’ — a fancy way of saying 
they were skilled at intuiting how others 
felt based on their tone of voice, their 
expressions and other nonverbal cues.

https://www.nytimes.com/2016/02/28/magazine/
what-google-learned-from-its-quest-to-build-the-
perfect-team.html



“Conversational turn-taking,’’ ‘‘Average social 
sensitivity,’’ enhances psychological safety. 





“Conversational turn-taking,’’ ‘‘Average social 
sensitivity,’’ and psychological safety. 

‘‘shared belief held by members of a 
team that the team is safe for 
interpersonal risk-taking’’ Amy Edmonson



“Conversational turn-taking,’’ ‘‘Average social 
sensitivity,’’ and psychological safety. 

‘‘shared belief held by members of a team that the team is safe for 
interpersonal risk-taking’’Amy Edmonson

learning organization

places “where people continually expand their capacity to create the 
results they truly desire, where new and expansive patterns of thinking 
are nurtured, where collective aspiration is set free, and where people are 
continually learning how to learn together.” Peter Senge





The #1 characteristic of leaders of highly 
functioning teams at google was . . .? 





Our Short History In Patient 
Safety

Gail Armstrong

Patrick Kneeland

Dan Hyman



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



PATIENTS



PATIENTS



PATIENTS



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?



Applying Psychological Safety Toward 
Enhancing Patient Safety: 

Getting it Right When Things Go Wrong





44K-98K deaths every year due to error



Providers

$17 Billion

Patients



Hospital professionals are highly proficient: 

Function at 99% proficiency level



Hospital professionals are highly proficient: 

Function at 99% proficiency level

16K lost pieces of mail each hour

32K check deductions from the wrong 

bank account each hour

2 unsafe plane landings at DIA every day 



Have you ever been hesitant to report (or 
didn’t report at all), an error that you 

participated in or observed?

Why?



Lucian Leape

“The single greatest impediment to error prevention in the 
medical industry is that we punish people for making 
mistakes.”



To err is human

To drift is human

47

from David Marx



“How could this happen?”



“How could this happen?”

“Who messed up?”



“How could this happen?”

“Who messed up?”

“What will we do to prevent the 
next patient from being harmed?” 





Adapted from James Reason, David Marx, Michael Leonard, Allen Frankel

Human Error At-risk Behavior Reckless Behavior

Inadvertent action, 
slip, lapse, mistake

Improve through: 

 Processes
 Procedures
 Design 
 Environment
 Training

Console Coach Remediation

A choice. Risk not 
recognized or believed to 

be justified. Drift.

Improve through: 

 Removing incentives 
for at-risk behavior

 Creating incentives for 
healthy behaviors

 Build systems that 
support ideal 
behavior

Conscious disregard 
of unreasonable risk.

Improve through: 

 Remedial action
 Punitive action



Human error: an inadvertent (subconscious) action, slip, lapse, or mistake.

At-risk behavior: a conscious choice where the risk not recognized or believed to be 
justified. (Sometimes a “short cut” or inexperience/lack of education). 

Reckless behavior: Willfully (consciously) ignoring steps that are workable within the 
system, clearly spelled out, and routinely used within that setting. A conscious disregard 
of unreasonable risk. Also: repetitive at-risk behavior of the same type despite coaching, 
education, and system support. 



54



65 year old-woman admitted to day-surgery unit for release of a 
trigger finger of the L ring finger

Seen in ortho clinic 3 months earlier with complaints of pain and 
stiffness in the ring finger of the L hand, with finger 
intermittently getting stuck in flexion

The patient elected a trial of dexamethasone, which was injected 
locally. At follow-up 8 weeks later, she reported no improvement in 
the joint symptoms. The examination was unchanged. The risks, 
benefits, limitations, and alternatives of operative and non-operative 
treatment were discussed. The patient decided to proceed with 
surgery.



Ten days later, the patient was admitted to the day-surgery unit, 
and carpal-tunnel- release surgery was performed without 

complications. 

Immediately after completing the procedure, 
the surgeon realized that he had performed the incorrect operation.

Referred to event review.



What is the purpose of event review?



Credentialing?

Risk mitigation?

Improvement?

What is the purpose of event review?



“How could this happen?”



What will we do to prevent the next patient from being harmed? 

Step 1. Systems contributors.

In evaluating the case, what system breakdowns contributed to the adverse event?



What will we do to prevent the next patient from being harmed? 

Step 1. Systems contributors.
In evaluating the case, what system breakdowns contributed to the adverse event?

Patient 
Factors

Technology
Factors

Communication 
Factors

Equipment 
Factors

Last patient of day, 
local anesthesia after 3 

larger, 
general cases

First case of the day 
complicated by anxious 

patient

Spanish 
speaking 

only

No interpreter 
available

Several surgeons 
behind schedule -

case delayed

Case moved to 
another OR

Personnel turned over -
including RN who had 

assisted in pre-op

After 
delay

asked to console 
patient from earlier 

case

No tourniquet in room, 
forcing circulator to 

leave during usual time-
out period

Change in 
nursing team 

mid-procedure

Personnel
Factors

Environmental 
Factors

Wrong
Site

Surgery



Seek simplicity, but never trust it. 



What will we do to prevent the next patient from being harmed? 

Step 2. Provider/staff actions.
In evaluating the case, were there provider/staff actions that contributed to the outcome?



What will we do to prevent the next patient from being harmed? 

Step 2. Provider actions.
In evaluating the case, were there provider/staff actions that contributed to the outcome?

Mindset: “I have 3 big 
procedures that I have 
specifically planned and 
prepared for, and ‘a few 
carpal tunnels’ to 
perform today

Mindset going into OR 
“I will perform the best 
carpal tunnel I have 
ever performed” 

Did not 
perform 
a time-out

Planned 
incision site 
not marked 
(the correct 
arm was 
marked on 
the wrist)

During OR delay, went inpatient to perform a consult

Wrong
Site

Surgery



Step 2.1 Provider actions.

Do these actions best fit into category of . . . 

• Human error (slip or lapse)

• At-risk behavior (a short cut, “drift,” or inexperience) 

• Reckless behavior (willfully ignoring safety steps that are workable within the system,
clearly spelled out, and routinely used)

What will we do to prevent the next patient from being harmed? 



Step 2.2 Provider actions. Substitution test. 

• When evaluating provider/staff actions, could three other reasonable provider/staff
with similar skills and training do the same action under similar circumstances?

What will we do to prevent the next patient from being harmed? 



No Harm Harm



68

Step 3. Event response.

3.1 What steps can be taken to improve faulty systems that contributed to this event? How 
would these steps be implemented practically?

3.2  What steps can be taken to provide direct and timely feedback to the involved 
provider(s)/staff? 

3.3 How will we support the involved provider(s)?

3.4 Disclosure to the patient

What will we do to prevent the next patient from being harmed? 



How does doing what we just did maximize psychological safety, in pursuit of 
understanding what really happened?

How is doing what we just did different from the response you often see to 
surprising/bad outcomes (whether clinical outcomes or leadership outcomes, 
such as how the project was supposed to go, but didn’t)?





Applying Psychological Safety Toward Enhancing 
Patient Safety: 

Getting it Right When Things Go Wrong



Concepts and Frameworks
How Will You Apply These to Enhance Psychological 
Safety and Continuous Learning in Your Environment

(a) as a Team
(b) as an Individual 

How does the team currently review and analyze 
instances where care or processes do not work or where 
there are patient safety issues? 

How does that support or undermine psychological safety 
and continuous learning? 

What might you do as a team to enhance psychological 
safety and continuous learning when things go wrong?

What specific actions might you take as an individual to 
promote the psychological safety on your team? 

What does “leading with vulnerability” look like for you as 
a leader? 

“Conversational turn-taking,’’ and ‘‘social sensitivity,’’ to 
enhance psychological safety. 

Demonstrating vulnerability as a leader.

Using a Just Culture framework to analyze when things
go wrong: 

Where and why does Drift occur in your 
environment?

When things go wrong, how do people in your 
environment respond? 

Moving toward the generating quadrant in the 
“conversational palette.”  
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Participant Materials



What will we do to prevent the next patient from being harmed? 

Step 3. Event response.

3.1 What steps can be taken to improve faulty systems that contributed to this event? How would these steps be implemented 
practically?

3.2  What steps can be taken to provide direct and timely feedback to the involved provider(s)/staff? 

3.3 How will we support the involved provider(s)?

3.4 Disclosure to the patient

Step 2.2 Provider actions. Substitution test. 

• When evaluating provider/staff actions, could three other reasonable provider/staff
with similar skills and training do the same action under similar circumstances?

Step 2. Provider/staff actions. In evaluating the case, were there provider/staff actions that contributed to the outcome? Tools: Individual Action Algorithm

Step 2.1 Provider actions.

Do these actions best fit into category of . . . 

• Human error (slip or lapse)

• At-risk behavior (a short cut, “drift,” or inexperience) 

• Reckless behavior (willfully ignoring safety steps that are workable within the system,
clearly spelled out, and routinely used)

Step 1. Systems contributors. In evaluating the case, what system breakdowns contributed to the adverse event? Tools: Fishbone diagram







Concepts and Frameworks
How Will You Apply These to Enhance Psychological 
Safety and Continuous Learning in Your Environment

(a) as a Team
(b) as an Individual 

How does the team currently review and analyze 
instances where care or processes do not work or where 
there are patient safety issues? 

How does that support or undermine psychological safety 
and continuous learning? 

What might you do as a team to enhance psychological 
safety and continuous learning when things go wrong?

What specific actions might you take as an individual to 
promote the psychological safety on your team? 

What does “leading with vulnerability” look like for you as 
a leader? 

“Conversational turn-taking,’’ and ‘‘social sensitivity,’’ to 
enhance psychological safety. 

Demonstrating vulnerability as a leader.

Using a Just Culture framework to analyze when things
go wrong: 

Where and why does Drift occur in your 
environment?

When things go wrong, how do people in your 
environment respond? 

Moving toward the generating quadrant in the 
“conversational palette.”  


