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Why is This Work Critically Important?

It provides a framework to integrate all your initiatives, and the foundation 

to successfully execute them.

Clear focus on culture, which is essential for world class care and 

sustainable value creation. Culture is the social glue – it reflects the 

attitudes and behaviors of the people delivering care.

It not only enhances your ability to care for your patients, but also your 

caregivers

This is not more work to do, but a systematically proven method of 

integrating your work, and making it easier to deliver on the mission.
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Framework for Clinical Excellence



UNMINDFUL
Who cares as long as we’re not caught

Chronically Complacent

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
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Cultural Maturity Model

*Adapted from Safeskies 2001,  “Aviation 

Safety Culture,” Patrick Hudson, Centre for 

Safety Science, Leiden University
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Tipping Point – Psych Safety



Avoidable Patient Harm

30% of hospitalized patients 

have something happen to 

them that you and I wouldn’t 

want to happen to us

10% are harmed seriously 

enough to stay in the 

hospital longer and go home 

with a disability



47%34% 1 in 10

of US healthcare workers are 

Burned Out
¼ RNs leave in 1st year practice

of staff unable to speak up to 

share ideas or concerns 

about patient care

of US patients experience 

preventable harm in leading 

healthcare systems

>>200K fatalities per year

Emerging Epidemic: Healthcare Burnout & Psychological Safety

Burnout is a huge priority everywhere

46% CEOs say Culture of Safety high priority



The legacy of harm in healthcare

Historically medicine was based on the individual expert model – highly 

skilled practitioners trying hard and paying attention would not make 

mistakes. 

Harm was considered an unfortunate but acceptable price for all the 

positive therapeutic interventions – “the price of progress”

Patient safety and the High Reliability Organizations (HRO) brought a 

different perspective – the goal needs to be be zero avoidable harm



The HRO legacy

In the 1980’s researchers realized there were certain 
organizations that managed risk and hazards exceeding well. 
They operated under high production pressures with 
hazardous conditions quite safely.

The prevalent safety model prior to this was the Natural 
Accident Theory, which accepted that accidents, failures and 
harm were inevitable outcomes of managing risk.

What about healthcare?



High Reliability in Medicine (HRO)

Effective Leadership

Culture of Safety

Effective Teamwork & Communication

Reliable processes of Care & Data

Continuous Learning & Improvement 



Measuring Culture - SCORE

Integrated instrument – Safety, Burnout, Engagement

Best psychometrics – highly validated

Leapfrog, Magnet certified

Aligns with Framework - Diagnostic and actionable

Adjusts to caregiver type

Safety and Teamwork climate allow legacy SAQ 

comparison



Better Culture, Burnout and 
Engagement measures 

when WalkRounds 
feedback is provided

Michigan SCORE Survey Data with and without Closing the Loop 
on Ideas and Concerns from the Frontline

n=16,797 respondents http://qualitysafety.bmj.com/content/early/2017/10/09/bmjqs-2016-006399

Published Best Practice: Visible Unit-Level Improvement 
Systems With Structured Teamwork Drive Measurable 
Transformation



©2012 Developed cooperatively by Mayo Clinic and Pascal Metrics, Inc.
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ICUs that DEBRIEFED  

Reflected on culture scores and took action

1. >15% culture score increase in 5/7 

domains

2. >10% BSI reduction

3. >15% VAP reduction

ICUs that did not DEBRIEF    

Did not reflect on SAQ scores nor take 

action

1. 5% culture score drop in 5/7 domains

2. No reduction in BSIs

3. 5% increase in VAPs

* * *

* *

THE IMPACT OF ACTING ON SAFETY CULTURE DATA IN

RHODE ISLAND ICUS

Courtesy of Margaret Vigorito





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



HCAHPS 9250

Medication Errors per Month 2.06.1

Days between C Diff Infections 12140

Days between Stage 3 Pressure Ulcers 5218

Illustrative Data:

Extracted from

Blinded Client Data

CULTURE IS RELATED TO…



Employee Satisfaction 9155

Employee Injury per 1000 days 0.116

Employee Absenteeism per 1000 days 1015

RN Vacancy Rate 19

<60% Score = 

Danger Zone

Illustrative Data:

Extracted from

Blinded Client Data

……AND EMPLOYEE OUTCOMES



Safe & Reliable Healthcare

Teamwork Climate Across Michigan ICUs

No BSI 21%

No BSI = 5 months or more w/ zero

The strongest predictor of clinical excellence: caregivers feel 

comfortable speaking up if they perceive a problem with patient care

No BSI 31% No BSI 44% 

Attribution Bryan Sexton
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Months between 

Wrong Sites Surgeries or

Retained Foreign Bodies
6 12 40

Where Would You Rather Have An Operation?

©SRH 2017



Why Integrated Culture Measurement ? 

Courtesy Dr. Bryan Sexton, Duke University
©SRH 2017

Safety
Score



Valuable Cultural Lessons

Culture matures over time

There are essential elements necessary to build and sustain a culture of 

safety 

Culture is the social glue to deliver safe, highly reliable care. Technical 

expertise alone is inadequate

Measuring well, providing feedback and building a Learning System are 

essential components 



Senior Leadership

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

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



Better Culture, Burnout 

and Engagement 

measures when 

WalkRounds feedback is 

provided

Michigan SCORE Survey Data with and without Closing the 

Loop on Ideas and Concerns from the Frontline

n=16,797 respondents http://qualitysafety.bmj.com/content/early/2017/10/09/bmjqs-2016-006399

Published Best Practice: Visible Unit-Level Improvement Systems 

With Structured Teamwork Drive Measurable Transformation



Local Leadership

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

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



Reliable 
feedback is 
essential 
for a 
healthy 
unit culture





A wide variety of skills across the middle

Engaged and
Knowledgeable in
Organizational development
Whole system change
Measurement to manage
Know culture IS a process

Clinically excellent
Well meaning
Socially Adept
----------------------------
Inadequately Trained

Absent
Burned Out
Socially Inept
Psychopathic
Disinterested

10% 10%80%

Source: Bohmer R, Leading Clinicians and Clinicians Leading, New Eng J Med, April 2013



Culture and Leadership



Effective Leadership

Set a positive active tone

Think out loud to share the 

plan – common mental 

model

Continuously invite people 

into the conversation for 

their expertise and 

concern

Use their names



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

Psychological Safety
• 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





Safe, Optimal 
Care Requires 
Psychological 
Safety



Caregivers 

in the 

same unit 

seeing the 

world quite 

differently



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.
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Google

Laszlo Bock

Culture is imminently measurable

Julia Rozovsky

Two attributes of great teams:

1. Everyone speaks up in equal amounts

2. Team members are attuned to how others on the team feel and respond with “emotional 

intelligence”. 



Effective Teamwork

Teamwork and continuous learning deeply 

embedded and central to our culture

Teamwork methodically taught and 

modeled across the organization

Training and tools available, partial 

implementation

Focus on teamwork awareness / training in 

response to adverse events

If people would just do their jobs we’d have 

no problems

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



Teamwork Domain – All Items

Percentage who agreed slightly or agreed strongly with each question.

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. 
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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:



Critical Language
A PHRASE THAT STOPS THE WORK

“I need a little clarity.”

“I am concerned or unclear. This is unsafe.”



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". 



Burnout & Resilience



Burnout is a 

significant issue

If we can’t take 

care of people 

providing care, 

we’re not going 

to effectively 

take care of the 

people needing 

care



Higher 
Standardized 

Mortality Ratios
Welp, Meier & Manser. Front 
Psychol. 2015 Jan 22;5:1573. 

Burnout is 

associated with:

Medication Errors

Fahrenkopf et al. BMJ. 
2008 Mar 1;336(7642):488–91.

Infections

Cimiotti, Aiken, Sloane and Wu. 
Am J Infect Control. 

2012 Aug;40(6):486–90.

Lower Patient 
Satisfaction

Aiken et al. BMJ 2012;344:
e1717 Vahey, Aiken et al. 
Med Care. 2004 February; 
42(2 Suppl): II57–II66.



Christina Maslach, PhD

author of the 

Maslach Burnout Inventory (MBI)

Professor Emeritus, Berkeley

MBI 3 Pillars of Burnout:

• Emotional Exhaustion (overwhelmed, drained, unable to meet demands)

• Depersonalization (callousness, seeing others as objects)

• Inefficacy (diminishes sense of accomplishment)



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?



Just 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

GENERATIVE
Organization wired for safety and 

improvement

PROACTIVE
Playing offense - thinking ahead, 

anticipating, solving problems

SYSTEMATIC
Systems in place to manage 

hazardsREACTIVE
Playing defense – reacting to events

UNMINDFUL
No awareness of safety culture



Just Culture 

Model



Just Culture

Malicious

Knowingly Impaired

Choices – Unintentional / Risky / Reckless

Substitution Test

Frequent Flier – Repetitive Events



Inherent Human Limitations

Negative influence of fatigue and other 

physiological factors

- procedural integrity

- complex decision making

Limited ability to multitask: - cell phones / texting 



Inherent Human Limitations

Limited memory capacity – 5-7 pieces of information in 

short term memory

Inherent error rates - errors of commission – 1/300

- errors of omission – 1/100

Negative effects of stress – increased error rates – task 

fixation



What Happens If You Make An Error?



Perspectives on Human Error – Dekker

• Human error is a cause 

of trouble

• You need to find people’s mistakes, 

bad judgments and inaccurate 

assessments

• Complex systems are 

basically safe

• Make systems safer by restricting 

the human contribution

• Human error is a symptom 

of deeper system trouble

• Instead, understand how their 

assessments and actions made 

sense at the time — context

• Complex systems are basically 

unsafe

• People must create safety through 

practice at all levels

Old View New View



Drift = Risk

Usual Space 
Of Action

Safety Reg’s & 

good practices, 

accreditation 

standards

100%

Expected safe 
space of action 
as defined by 
professional 
standards

‘Illegal normal’
Real Life standards

60-90% 

100%
Agreement
Non -
acceptable

Attribution: Dr. Rene Amalberti
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Professionalism

Slides Courtesy of Jo Shapiro



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?





“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 Aim:

No Hierarchy of Respect

Hierarchy of Responsibility

Jo Shapiro MD, BWH



Common responses

Inadequate data
Exactly who said this?

Appropriate feedback

Not a court of law

Not an isolated incident

Yes, and you still are responsible for 

your behavior

Personal sabotage
Dr. X is trying to discredit me

This is a systems problem
If this whole system functioned 

better…

Other people like me
You shouldn’t have a disruptive 

working relationship with anyone

Not a performance evaluationI am special and talented
I do work that no one else is 

qualified to do

Jo Shapiro MD, BWH



Common responses Appropriate feedback

We don’t need toProve harm

Give me one example …

Disruptive behavior is a safety 

risk

Patient advocacy

Others aren’t responsible for 

patients the way I am

Impact not intent
Personal style

I don’t mean anything by it

We hold everyone to the same 

standards

Unfair process

I’m being singled out because …

We are focusing on your 

issues right now
I am no worse than others

I am certainly not the only one

Jo Shapiro MD, BWH



Reporting Concerns – What Should Happen:

Confidential discussion with Director

Investigation

Discussion with supervising leaders/manager

Meeting with disruptor

Document all interactions

Jo Shapiro MD, BWH





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



Learning boards capture ideas and 
issues from everyone

DIGITAL: available everywhere on any device.ANALOG: proven results



Connecting on key topics, during and between huddles



LENS: Using Learning Boards to Drive Sustainable Improvement

Voice of the frontline Improvement
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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


