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SAY: 
After viewing this module, you will be able to—
· Discuss the elements of a comprehensive, unit-based approach to safety and its impact on improving patient care
· Review team assembly and its impact on patient care
· Name leadership engagement techniques
· Review communication techniques that support patient-centered care 
· Assemble a team to lead culture of safety improvement efforts
· Conduct a learning from defects exercise
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SAY: 
This Culture of Safety module aims to provide you with a comprehensive overview of the importance of reducing harm in your facility and the key elements of the Comprehensive Unit-based Safety Program (CUSP) which include the science of safety, assembling a team, engaging senior leadership, teamwork and communication, and learning from defects. Finally, the module will discuss next steps you can take in your facility to create a culture of safety among employees.
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SAY:
Reducing harm at the facility level is important. As we begin this module, think about what it is like to be a patient at your facility. 
 
ASK:
Would you want to be a patient in the facility where you work? Can you say with 100 percent certainty that your facility does all it can to protect its patients from infections and other harms? 
 
SAY: 
If not, then improvement is a priority. 
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SAY:
Clinical changes are not enough to influence patient care. Sustainable, highly reliable change must occur at the unit or systems level to ensure that patients receive the best care possible. 
 
At any given time, several system factors simultaneously influence facility culture and patient safety. As you view this diagram, remember that it is not just the interactions between a group and the patient but how communication and policies within a level impact members of that tier and the levels above and below it. These intra-level factors also impact patient care. For instance, a patient care team may interact directly with a patient, which impacts care, but the way the team members interact with one another and communicate concerns can indirectly affect care. 
 
Let’s discuss a few levels in this diagram:
 
One factor is patient characteristics. Patient characteristics, such as medical history, acuity, primary language, and the ability to participate in the development of the care plan, can influence patient safety. In dialysis facilities, we see a large variation in patients and patient capacity, which can impact care. Additionally, with many patients, family or personal caregivers play important roles in day-to-day activities. 
Another system factor is the individual staff. Providers should understand the relationship between their own knowledge, skills, and attitudes, and ways these factors may benefit or detract from the quality of care patients receive. Providers should be comfortable speaking up if they do not agree with task assignments and protocols or when they see patient safety risks. Evidence suggests a direct relationship between the willingness of staff to speak up and some patient outcomes.
Team factors are equally important. Team factors may involve issues with teamwork, communication, inadequate supervision, and training. 
The work environment can be a major factor. Noisy, dirty, distracting, and poorly lit work environments can wreak havoc on the delivery of high-quality patient care and should be addressed when attempting to diagnose system-level influences on patient care. 
Besides unit factors, there are administrative factors. When staffing issues, admission policies, and protocols prove to be insufficient for the needs of the patient and provider, they will affect the quality of care. Staffing and coverage shortages cause patients to suffer through missing the attention necessary to recover. Additionally, staffing and coverage issues can increase the likelihood of medication or health care procedure errors, downgrading the type of care patients receive. The facility type and budget limitations may affect a patient’s care plan. While these factors are the furthest removed from the patient, they continually alter care delivered during hospital recovery.
And last are regulatory factors. Regulations such as federal mandates affect how care is delivered. Once again, these factors are removed from the patient yet continually alter care delivered.
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SAY:
System-level factors are important. Ignoring system-level factors will decrease the sustainability and impact of change efforts, staff morale, and patient care. 
 
When assessing the sustainability of change efforts, it is important to take into consideration the likelihood the staff will adapt to change. Asking if the intervention will last is important to ensure that teams are able to determine the next steps for the project. When assessing the impact of change efforts, staff can assess the spread of the intervention and next steps to ensure project sustainability. When examining staff morale, special consideration should be taken to include assessments of feelings or interests related to the project. 
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SAY:
The acronym CUSP stands for Comprehensive Unit-based Safety Program. The framework is comprehensive as it calls attention to all factors that contribute to defects and patient harm. The framework is unit-based because it respects the local wisdom of frontline providers and considers harm prevention a team-based effort.
 
The CUSP model was originally developed with funding from the Agency for Healthcare Research and Quality, or AHRQ, a national safety innovator. CUSP dovetails with and supports a range of quality and safety improvement models.
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SAY:
CUSP consists of five components to change culture at a unit or facility level. CUSP aligns with and supports a wide range of safety tools and approaches. Improving culture within the health care setting requires the culture model to be based on the understanding that all culture is local and that work to reform culture must be owned at the unit level. The CUSP framework accomplishes this through stressing the fact that patient harm is not an acceptable cost of doing business. Additionally, CUSP is unique in that it can be applied by anyone, anywhere, in any unit, at any time.
 
Patient safety pioneers recognized early that communication and culture were key to creating safer, error-free systems. These pioneers borrowed from other high-reliability fields, like nuclear power and commercial aviation, which uses checklists and guided communication tools to reduce lapses in team functioning, errors, and the likelihood of harm. 
 
An infection reduction project of the Michigan Health and Hospital Association Keystone Center for Patient Safety proved that CUSP was successful in improving the safety culture. In 2003, the Michigan Keystone Center launched an AHRQ-funded project to reduce central line-associated bloodstream infections in select Michigan intensive care units. The project was extremely successful, and the participating Michigan ICUs continue to sustain central line-associated bloodstream infections, or CLABSI, rates of zero percent, even today.

CUSP works best when partnered with technical components, such as the clinical changes suggested in the Clinical Care module of this toolkit.
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SAY:
CUSP comprises the following key elements, each addressed within the framework:
· Understanding the Science of Safety
· Team Assembly
· Leadership Engagement
· Communication and Teamwork
· Learning From Defects or Errors
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SAY:
Every system is perfectly designed to achieve the end results it actually produces. This means that outcomes are always a result of the process being performed. If you want a different result, you must change the system. This is the same ideology behind the Quality Assurance and Performance Improvement (QAPI) process.
 
Safe design principles must be applied to technical work and teamwork. A culture of safety is useful for improving many facets of the workplace. For example, a culture of safety helps improve teamwork and communication, strengthening morale, which may result in less staff turnover and more staff innovations that stem from the increase in dialogue, mutual understanding, and respect. Science of safety can be used for any improvement project.
 
Teams make wise decisions when there is diverse and independent input. We encourage you to engage all of the facility staff in your quality improvement activities. Later on, you may use these same principles for additional projects.
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SAY:
Because outcomes are a result of the imperfect systems they come from, there are defects in our systems. Defects, or errors in systems, lead to unwanted outcomes such as harms (harming a patient) or adverse events (anything unwanted, even if no harm is caused). Maintaining a culture of safety in your dialysis facility is effective in reducing adverse events. 
 
DO:
Select a few facts about the U.S. health care system on this slide to read aloud.
 
SAY:
There are both preventable harms and unpreventable harms to patients. Our goal in quality improvement projects is to bring the number of preventable harms to zero.
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SAY:
Providers, executives, and managers need to understand why errors occur. The first step in comprehending why they happen is accepting that people are not perfect. Even the most knowledgeable and experienced provider is influenced by the environment in which he or she works and can be responsible for mistakes that harm patients and their families. In understanding and acknowledging this fallibility, providers can redesign care and delivery processes to improve patient care. 

Defects can lead to errors. Defects are defined in this module as any error or process that keep you from meeting your quality improvement goals. In analyzing how errors occur, frontline providers must recognize the scientific nature of medicine. By treating medicine and care delivery as a science instead of an art, providers can scrutinize their processes using evidence-based practices. As a result, providers must increase their ability to learn from mistakes and implement procedures to help prevent serious errors from occurring again. 
 
Errors also occur because systems frequently do not catch mistakes before they reach the patient. Standardizing procedures, such as applying checklists and creating independent assessments for key processes, further aids in the development of high-quality patient care by allowing providers to mitigate risks before a harmful event takes place.
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SAY:
The principles of safe design consist of the following: Standardize processes, create independent checks, and learn from defects. These principles guide teams in scrutinizing their environment and the processes to deliver safe patient care. It is important that teams evaluate their processes and learn from defects and, when possible, share what they learn with other similar care settings.
 
When learning from defects, teams identify— 
· What happened? 
· Why did it happen?
· What will we do to reduce the recurrence? 
· How will we know it worked? 
 
In determining what defect occurred, teams reconstruct the timeline of the event by placing themselves in the midst of the incident as it unfolded. Analyzing what happened and why it happened helps the team understand the contributing factors and processes. Through proposing, prioritizing, and implementing solutions, facility teams seek to minimize the chances the defect will reoccur. 
Facilitywide assessment of the effectiveness of the interventions allows the team to ensure effective solutions are sustained, ineffective solutions are revised, and frontline staff members are aware their input is critical to continual quality improvement as embodied by the Learning From Defects exercise. 
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SAY:
Standardization is one principle of safe design that alleviates duplication of labor and resources, improving efficiency and preventing errors in health care. Protocols and checklists reduce patient harm through improved standardization and communication. Checklists and protocols improve outcomes by reducing variation and controlling processes. Performing critical tasks the same way every time can reduce human fallibility in the fast-paced environments of dialysis centers and other health care facilities. Standardized staff training in which all staff receive the same instructions for day-do-day tasks and protocols reduces the variation in operations, creating guidance for staff that may otherwise attempt to do the same tasks in a variety of ways.
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SAY: 
Creating independent checks is another principle of safe design. QAPI teams are able to focus on patient care and have confidence that any accidental breach in protocol will be caught by a check or team alert when the break occurs. An example of an independent check that everyone is familiar with is the beeping noise a car makes when the driver does not buckle his or her seat belt, which is an automated reminder to buckle up. Similarly in facilities, machines beep and flash when there is a problem. Independent checks can be built into a process, such as an automated reminder in an electronic record or on a checklist. 
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SAY:
Learning from defects is the principle of safe design that allows your team to examine what went wrong and to determine how to prevent it in the future. When learning from defects, teams identify— 
· What happened?
· Why did it happen?
· What will we do to reduce the risk of recurrence?
· How will we know it worked?
 
By identifying the defect or error, the team can engage in a multidisciplinary discussion of causes or contributing factors leading up to the error, and share findings to mitigate the future occurrence of error.
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SAY:
The principles of safe design that were just reviewed apply to technical/clinical work and teamwork just as they do with other fields. Remember to standardize when you can by eliminating unnecessary steps and simplifying processes. An example of standardization is having hand-washing stations that are conveniently located with the needed supplies stocked.
 
Additionally, create independent checks to ensure processes are followed. Audits, along with checklists, are types of independent checks. These independent checks can prevent unnecessary procedures and medication errors that cause patient harm.
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SAY:
Teams make wiser decisions as a result of diverse and independent input. Input from providers and colleagues may vary drastically when compared with input from patients and patients’ family members, yet they are equally important at understanding how decisions will affect the big picture and the culture of safety for everyone. Appreciate the wisdom from crowds and unique insight that another team member may have, even if it differs from yours. Other viewpoints are necessary to making sure that no aspect needed to make a decision gets missed. Developing an environment where frontline providers, and not just doctors, can voice concerns, is ideal to improving the culture of safety in your facility. Acknowledging team members for speaking up and expressing concerns reinforces a culture of teamwork and communication and helps prevent errors that may have been missed if the team remained silent. All team members need to be active participants to improve the culture of safety at your facility.
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SAY: 
To summarize key concepts of the Science of Safety, remember the following: every system is designed to achieve its observed results, so if you are not achieving the results you want, redesign your system. The principles of safe design are: standardize when you can, create independent checks, and learn from defects. The principles of safe design apply to technical/clinical work and teamwork, and teams make wise decisions when there is diverse and independent input.
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SAY:
Team assembly will play a critical role in the success of your intervention. These next few slides will cover the importance of the improvement team to the success of the intervention; development of a strategy to build a successful team; identification of effective team characteristics and barriers to performance; and definition of roles and responsibilities of team members.
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SAY:
To ensure the CUSP initiative is successful, the team should be actively involved, willing to spread the intervention, and committed to sustaining the gains across the facility. Remember that achieving the goals of the intervention rests with the CUSP team.
 
To encourage efficient implementation of the initiative, all team members should understand and apply the following concepts:
 
· Culture is local.
· The team is composed of engaged frontline providers who take ownership of patient safety.
· The team includes members with different levels of experience.
· The team is tailored to include members based on the clinical intervention.
· The team meets regularly.
· The team has access to resources necessary for the intervention.
· The success of the CUSP initiative will depend on the team. The individuals that comprise the team are responsible for starting and sustaining the initiative, so their engagement and belief in the project will greatly contribute to positive results.
 
To embody the local culture of the facility, the CUSP team should also include frontline providers with varying backgrounds and clinical expertise. For example, when collaborating to solve medication dosage errors, members of the CUSP team may find it helpful to invite the pharmacist to join their team. The members of the team will apply their wisdom and background to engage other team members, develop educational materials, and execute the project. The collaboration between numerous disciplines and experience levels will help staff successfully carry out the CUSP initiative on the facility.
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[bookmark: _GoBack]SAY:
Each team should include members playing some of the roles listed on the slide. Key team members include: nurses, dialysis technicians, nurse managers, facility leadership, and the patients and their families. While it is important that your team is multidisciplinary, all teams should include these individuals. 
 
With regard to facility leadership, it can be determined by the nature of your facility. The facility leadership are those staff members with decision-making power for the whole facility. For some facilities, this may be the nurse manager, in others it may be the administrator or regional manager. Your team will need to determine which is most appropriate for your facility. Once you begin assembling the key players for your team, your team will be comprehensive enough to develop and carry out a plan to eliminate harm at your facility. 
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SAY:
Barriers to teamwork include—
· Inconsistent  team membership participation
· Lack of time and information sharing
· Hierarchy
· Varying communication styles
· Conflict
· Lack of coordination and followup
· Misinterpretation of cues
· Lack of role clarity
Inconsistency in team membership limits the strength and resiliency of the team. Teams that lack sufficient structure with a wide variety of input or that lack fully involved members will encounter difficulties with their performance. Teams that do not or are unable to devote the necessary time and energy to the initiative will also run into challenges with functionality. Time commitments should be shared equally among team members.
Hierarchy may impede team success by limiting opportunities for communication and interaction. If team members feel intimidated, the outcome of the initiative will be diminished. Additional barriers to successful teamwork are conflict, lack of coordination, misinterpretation of cues, and lack of role clarity. While disputes are common in groups with diverse opinions, it is important to remember that conflict resolution and team interaction will help strengthen the initiative. Maintaining clear roles and task coordination will alleviate task or labor duplication, further promoting the success of the initiative.
 
ASK:
Can you provide examples of how some of these barriers might influence teamwork in your facility?
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SAY:
An important component of your team will be to engage champions from each discipline. In their role on the team, champions will help—
· Support your efforts and spread your project to others
· Secure buy-in and operational support for your project
· Mitigate teamwork barriers that hinder performance and project success 
 
Champions are leaders for your project. They will work closely to engage others in your work and will help ensure that project efforts are successful to the overall vision and goal. 
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SAY:
The 4 Es engagement model will assist in identifying and recruiting team members. The 4 Es help teams implement patient safety interventions by focusing change efforts around technical and adaptive work. The model features four elements for starting and sustaining initiatives: engage, educate, execute, and evaluate. These four elements depict the primary means for engaging team members to ensure patient safety initiatives are carried out in a way that encourages sustainability. 

Engage
Engagement primarily embodies adaptive work, in which teams help staff understand the results of preventable harm caused by a clinical problem. This is done by sharing stories about patients affected by a problem and by estimating the number of patients harmed. Emphasizing team members’ involvement in improving the facility lends not only to the success of the initiative but also to the sustainability of the effort. 

Educate
Education uses predominantly technical work and requires teams to guarantee that staff and senior leaders understand what is necessary to prevent a given clinical problem. 

Execute
Execution of a sustainable intervention requires adaptive work. Team members will apply a plan of action based on the facility’s resources and culture and analyze their roles within the plan. 

Evaluate
Evaluation is technical work and requires that the team collect and submit data to analyze the success of an initiative. In addition to data submission, this work requires team members to ask themselves, “How do we know we improved safety?”
 
ASK:
Think of a time when you needed to share an idea with a colleague. Re-create the encounter but use the 4 Es to convince him or her of the value of your idea and answer these questions:
· How does this make the facility a better place? 
· What do we need to know?
· What do we need to do?
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SAY:
One definition of engagement is “to involve oneself or become occupied; to participate fully and deeply.” Full engagement in this initiative will require teams to actively support the project and its goals. 
 
As exemplified by the upward sweeping arrow, the stages of engagement while assembling a team to participate in this project may include feeling uninvolved, aversion, apathy, and fully engaged. When teams are fully engaged in the program, their performance improves, and the overall likelihood of the initiative’s success increases.
 
ASK:
How can you involve facility staff members in the initiative? How will you maintain their interest in and support of the project?
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SAY:
Now we will explore each team members’ role. We will start with the project team leader. This individual will—
· Be a frontline provider—a staff nurse, nurse manager, nurse educator, or physician;
· Encourage staff involvement in the initiative;
· Obtain staff feedback;
· Manage documentation of project activities; and
· Educate staff about safety culture and quality improvement. 
The project team leader serves as the team’s primary contact within the project. This individual will organize and lead the team, articulate clear goals, make decisions using the collective input of team members, promote and facilitate good teamwork, and promptly disseminate information to the team members. 
As a provider, the project leader should be familiar with the facility’s staff’s interests and needs. The project leader’s perspective on the initiative and its outcomes will endorse the sustainability of the project and provide other team members, such as senior leadership, with the opinions and needs of fellow providers. The project leader is responsible not only for recruiting facility staff to participate in the initiative, but also for maintaining facility staff interest and involvement after the initial excitement about the initiative has faded. The project leader will need to be aware of and attuned to the facility staff’s interests and needs. The project leader also will be accountable for obtaining and analyzing facility staff feedback related to the program. 
 
Essentially, the project leader will be the public face of the initiative and will serve as another point of contact between the staff and the team. 
 
ASK:
Can you identify a potential project leader at your facility who fits these characteristics?
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SAY:
The senior leader— 
· Helps the team prioritize improvement efforts,
· Helps the team navigate organizational bureaucracy,
· Ensures the team has resources to fix problems, and
· Makes rounds and meets monthly with members of the health care team on the facility.
 
The senior leader partners with the team and takes an active role in the initiative. Senior leadership members should possess the authority to mobilize the resources needed to help the team resolve its patient safety issues. 
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SAY:
The nurse manager partners with the team and takes an active role in the initiative. The nurse manager on the team—
· Supports team activities,
· Ensures staff safety assessment results are shared with staff,
· Assigns project leaders to interventions,
· Assists with senior leader partnership, and
· Manages local resources. 
 
The nurse manager supports project activities by communicating the team’s needs to the facility nurses. The nurse manager is likely the nurse opinion leader; accordingly, he or she already serves as the key contact for the nurses and helps empower them throughout the initiative. The nurse manager makes sure the staff safety assessment results are shared with staff and the team findings are shared at meetings. 
 
Nurse managers also oversee the distribution and maintenance of local resources. These resources may include staff time, supplies, or education and training, all of which greatly influence the outcome of the initiative. 
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SAY:
The effective group processes of successful teams include— 
· Role clarity,
· Effective team communication,
· Conflict resolution,
· Education and engagement, 
· Senior leadership buy-in, and support, and
· Norms
 
Successful teams have reliable processes in place for team members to work and communicate efficiently. Effective group processes provide opportunities for teams to hone their skills in the areas of leadership, role clarity, and development of shared interests, as well as collaboration and feedback.
 
Effective group work requires that all members share responsibility for group decisions and group interaction while working together on the initiative.
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Culture of Safety



SAY: 

This Culture of Safety module aims to provide you with a comprehensive overview of the importance of reducing harm in your facility and the key elements of the Comprehensive Unit-based Safety Program (CUSP) which include the science of safety, assembling a team, engaging senior leadership, teamwork and communication, and learning from defects. Finally, the module will discuss next steps you can take in your facility to create a culture of safety among employees.
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Culture of Safety



SAY:

Reducing harm at the facility level is important. As we begin this module, think about what it is like to be a patient at your facility. 

 

ASK:

Would you want to be a patient in the facility where you work? Can you say with 100 percent certainty that your facility does all it can to protect its patients from infections and other harms? 

 

SAY: 

If not, then improvement is a priority. 
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Culture of Safety



SAY:

Clinical changes are not enough to influence patient care. Sustainable, highly reliable change must occur at the unit or systems level to ensure that patients receive the best care possible. 

 

At any given time, several system factors simultaneously influence facility culture and patient safety. As you view this diagram, remember that it is not just the interactions between a group and the patient but how communication and policies within a level impact members of that tier and the levels above and below it. These intra-level factors also impact patient care. For instance, a patient care team may interact directly with a patient, which impacts care, but the way the team members interact with one another and communicate concerns can indirectly affect care. 

 

Let’s discuss a few levels in this diagram:

 

One factor is patient characteristics. Patient characteristics, such as medical history, acuity, primary language, and the ability to participate in the development of the care plan, can influence patient safety. In dialysis facilities, we see a large variation in patients and patient capacity, which can impact care. Additionally, with many patients, family or personal caregivers play important roles in day-to-day activities. 

Another system factor is the individual staff. Providers should understand the relationship between their own knowledge, skills, and attitudes, and ways these factors may benefit or detract from the quality of care patients receive. Providers should be comfortable speaking up if they do not agree with task assignments and protocols or when they see patient safety risks. Evidence suggests a direct relationship between the willingness of staff to speak up and some patient outcomes.

Team factors are equally important. Team factors may involve issues with teamwork, communication, inadequate supervision, and training. 

The work environment can be a major factor. Noisy, dirty, distracting, and poorly lit work environments can wreak havoc on the delivery of high-quality patient care and should be addressed when attempting to diagnose system-level influences on patient care. 

Besides unit factors, there are administrative factors. When staffing issues, admission policies, and protocols prove to be insufficient for the needs of the patient and provider, they will affect the quality of care. Staffing and coverage shortages cause patients to suffer through missing the attention necessary to recover. Additionally, staffing and coverage issues can increase the likelihood of medication or health care procedure errors, downgrading the type of care patients receive. The facility type and budget limitations may affect a patient’s care plan. While these factors are the furthest removed from the patient, they continually alter care delivered during hospital recovery.

And last are regulatory factors. Regulations such as federal mandates affect how care is delivered. Once again, these factors are removed from the patient yet continually alter care delivered.
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Culture of Safety



SAY:

System-level factors are important. Ignoring system-level factors will decrease the sustainability and impact of change efforts, staff morale, and patient care. 

 

When assessing the sustainability of change efforts, it is important to take into consideration the likelihood the staff will adapt to change. Asking if the intervention will last is important to ensure that teams are able to determine the next steps for the project. When assessing the impact of change efforts, staff can assess the spread of the intervention and next steps to ensure project sustainability. When examining staff morale, special consideration should be taken to include assessments of feelings or interests related to the project. 
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Culture of Safety



SAY:

The acronym CUSP stands for Comprehensive Unit-based Safety Program. The framework is comprehensive as it calls attention to all factors that contribute to defects and patient harm. The framework is unit-based because it respects the local wisdom of frontline providers and considers harm prevention a team-based effort.

 

The CUSP model was originally developed with funding from the Agency for Healthcare Research and Quality, or AHRQ, a national safety innovator. CUSP dovetails with and supports a range of quality and safety improvement models.
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Culture of Safety



SAY:

CUSP consists of five components to change culture at a unit or facility level. CUSP aligns with and supports a wide range of safety tools and approaches. Improving culture within the health care setting requires the culture model to be based on the understanding that all culture is local and that work to reform culture must be owned at the unit level. The CUSP framework accomplishes this through stressing the fact that patient harm is not an acceptable cost of doing business. Additionally, CUSP is unique in that it can be applied by anyone, anywhere, in any unit, at any time.

 

Patient safety pioneers recognized early that communication and culture were key to creating safer, error-free systems. These pioneers borrowed from other high-reliability fields, like nuclear power and commercial aviation, which uses checklists and guided communication tools to reduce lapses in team functioning, errors, and the likelihood of harm. 

 

An infection reduction project of the Michigan Health and Hospital Association Keystone Center for Patient Safety proved that CUSP was successful in improving the safety culture. In 2003, the Michigan Keystone Center launched an AHRQ-funded project to reduce central line-associated bloodstream infections in select Michigan intensive care units. The project was extremely successful, and the participating Michigan ICUs continue to sustain central line-associated bloodstream infections, or CLABSI, rates of zero percent, even today.



CUSP works best when partnered with technical components, such as the clinical changes suggested in the Clinical Care module  of this toolkit.

 

8



image2.png







image1.tif









Overview of CUSP Continued





image9.emf
Culture of Safety

Key Elements of CUSP

•

Understand the Science of Safety

•

Assemble the Team

•

Engage Senior Leadership

•

Implement Teamwork and Communication

•

Learn From Defects

9

As seen in 

CUSP

®


Microsoft_PowerPoint_Slide9.sldx
Key Elements of CUSP

Understand the Science of Safety
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Culture of Safety



SAY:

CUSP comprises the following key elements, each addressed within the framework:

Understanding the Science of Safety

Team Assembly

Leadership Engagement

Communication and Teamwork

Learning From Defects or Errors
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Culture of Safety

The Science of Safety

•

Every system is perfectly designed to achieve the end results it 

produces

•

Safe design principles must be applied to technical/clinical work and 

teamwork

•

Teams make wise decisions when there is diverse and independent 

input
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Culture of Safety



SAY:

Every system is perfectly designed to achieve the end results it actually produces. This means that outcomes are always a result of the process being performed. If you want a different result, you must change the system. This is the same ideology behind the Quality Assurance and Performance Improvement (QAPI) process.

 

Safe design principles must be applied to technical work and teamwork. A culture of safety is useful for improving many facets of the workplace. For example, a culture of safety helps improve teamwork and communication, strengthening morale, which may result in less staff turnover and more staff innovations that stem from the increase in dialogue, mutual understanding, and respect. Science of safety can be used for any improvement project.

 

Teams make wise decisions when there is diverse and independent input. We encourage you to engage all of the facility staff in your quality improvement activities. Later on, you may use these same principles for additional projects.
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Culture of Safety

Health Care Defects

In the U.S. health care system

—

•

7 percent of hospital patients suffer a medication error 

2

•

Rates in hemodialysis facilities are unknown, but one chain found a 

12.5% error rate

3

•

On average, every patient admitted to an intensive care unit suffers 

an adverse event

3,4

•

44,000 to 99,000 people die in hospitals each year from medical 

errors

5

•

The total death rate due to infection is 76 per 1,000 patient-years in 

hemodialysis patients, with sepsis being responsible for three 

quarters of these infection-related deaths

6
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Health Care Defects

In the U.S. health care system—

7 percent of hospital patients suffer a medication error 2 

Rates in hemodialysis facilities are unknown, but one chain found a 12.5% error rate3

On average, every patient admitted to an intensive care unit suffers an adverse event3,4

44,000 to 99,000 people die in hospitals each year from medical errors5

The total death rate due to infection is 76 per 1,000 patient-years in hemodialysis patients, with sepsis being responsible for three quarters of these infection-related deaths6 
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Culture of Safety



SAY:

Because outcomes are a result of the imperfect systems they come from, there are defects in our systems. Defects, or errors in systems, lead to unwanted outcomes such as harms (harming a patient) or adverse events (anything unwanted, even if no harm is caused). Maintaining a culture of safety in your dialysis facility is effective in reducing adverse events. 

 

DO:

Select a few facts about the U.S. health care system on this slide to read aloud.

 

SAY:

There are both preventable harms and unpreventable harms to patients. Our goal in quality improvement projects is to bring the number of preventable harms to zero.
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Culture of Safety

How Do Errors Happen?

•

People are fallible

•

Medicine is still treated as an art, not a science

•

Systems do not catch mistakes before they reach the patient

•

Defects in the system lead to errors
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Systems do not catch mistakes before they reach the patient

Defects in the system lead to errors
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Culture of Safety



SAY:

Providers, executives, and managers need to understand why errors occur. The first step in comprehending why they happen is accepting that people are not perfect. Even the most knowledgeable and experienced provider is influenced by the environment in which he or she works and can be responsible for mistakes that harm patients and their families. In understanding and acknowledging this fallibility, providers can redesign care and delivery processes to improve patient care. 



Defects can lead to errors. Defects are defined in this module as any error or process that keep you from meeting your quality improvement goals. In analyzing how errors occur, frontline providers must recognize the scientific nature of medicine. By treating medicine and care delivery as a science instead of an art, providers can scrutinize their processes using evidence-based practices. As a result, providers must increase their ability to learn from mistakes and implement procedures to help prevent serious errors from occurring again. 

 

Errors also occur because systems frequently do not catch mistakes before they reach the patient. Standardizing procedures, such as applying checklists and creating independent assessments for key processes, further aids in the development of high-quality patient care by allowing providers to mitigate risks before a harmful event takes place.
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Culture of Safety

Principles of Safe Design

Standardize

Create independent 

checks

Learn from defects
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Culture of Safety



SAY:

The principles of safe design consist of the following: Standardize processes, create independent checks, and learn from defects. These principles guide teams in scrutinizing their environment and the processes to deliver safe patient care. It is important that teams evaluate their processes and learn from defects and, when possible, share what they learn with other similar care settings.

 

When learning from defects, teams identify: 

What happened? 

Why did it happen?

What will we do to reduce the recurrence? 

How will we know it worked? 

 

In determining what defect occurred, teams reconstruct the timeline of the event by placing themselves in the midst of the incident as it unfolded. Analyzing what happened and why it happened helps the team understand the contributing factors and processes. Through proposing, prioritizing, and implementing solutions, facility teams seek to minimize the chances the defect will reoccur. 

Facilitywide assessment of the effectiveness of the interventions allows the team to ensure effective solutions are sustained, ineffective solutions are revised, and frontline staff members are aware their input is critical to continual quality improvement as embodied by the Learning From Defects exercise. 
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Culture of Safety

Standardize When You Can

•

Standardization alleviates duplication of labor and resources

•

Examples include

—

–

Checklists

–

Standardized staff training
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Standardization alleviates duplication of labor and resources

Examples include—

Checklists

Standardized staff training
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Culture of Safety



SAY:

Standardization is one principle of safe design that alleviates duplication of labor and resources, improving efficiency and preventing errors in health care. Protocols and checklists reduce patient harm through improved standardization and communication. Checklists and protocols improve outcomes by reducing variation and controlling processes. Performing critical tasks the same way every time can reduce human fallibility in the fast-paced environments of dialysis centers and other health care facilities. Standardized staff training in which all staff receive the same instructions for day-do-day tasks and protocols reduces the variation in operations, creating guidance for staff that may otherwise attempt to do the same tasks in a variety of ways.
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Culture of Safety

Create Independent Checks

•

Independent checks ensure high-quality patient care

•

Examples include

—

– Protocols, or set of rules to explain a procedure

– Automated reminders in electronic records 

– Use of checklists
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Create Independent Checks

Independent checks ensure high-quality patient care

Examples include—

Protocols, or set of rules to explain a procedure

Automated reminders in electronic records 

Use of checklists
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Culture of Safety



SAY: 

Creating independent checks is another principle of safe design. QAPI teams are able to focus on patient care and have confidence that any accidental breach in protocol will be caught by a check or team alert when the break occurs. An example of an independent check that everyone is familiar with is the beeping noise a car makes when the driver does not buckle his or her seat belt, which is an automated reminder to buckle up. Similarly in facilities, machines beep and flash when there is a problem. Independent checks can be built into a process, such as an automated reminder in an electronic record or on a checklist. 
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Culture of Safety

Learn From Defects

•

Identification of defects or system errors 

•

Multidisciplinary discussion of causes or contributing factors

•

Sharing of findings to mitigate future occurrence of error 

•

Ask your team four questions:

– What happened?

– Why did it happen?

– What will we do to reduce the risk of recurrence?

– How will we know we reduced the recurrence risk?
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Identification of defects or system errors 

Multidisciplinary discussion of causes or contributing factors

Sharing of findings to mitigate future occurrence of error 

Ask your team four questions:

What happened?

Why did it happen?

What will we do to reduce the risk of recurrence?

How will we know we reduced the recurrence risk?
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Culture of Safety



SAY:

Learning from defects is the principle of safe design that allows your team to examine what went wrong and to determine how to prevent it in the future. When learning from defects, teams identify: 

What happened?

Why did it happen?

What will we do to reduce the risk of recurrence?

How will we know it worked?

 

By identifying the defect or error, the team can engage in a multidisciplinary discussion of causes or contributing factors leading up to the error, and share findings to mitigate the future occurrence of error.

 

 

16



image2.png







image1.tif









Leam From Dafects





image17.emf
Culture of Safety

Principles of Safe Design Apply to 

Technical/Clinical Work and Teamwork

•

Standardize when you can 

–

To eliminate unnecessary or repetitive steps and simplify 

processes for complying with evidence or protocols

•

Create independent checks

–

This ranges from increasing regulation to streamlining workflow 

processes. These independent checks can prevent unnecessary 

procedures and medication errors that result in patient harm.
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Principles of Safe Design Apply to 
Technical/Clinical Work and Teamwork

Standardize when you can 

To eliminate unnecessary or repetitive steps and simplify processes for complying with evidence or protocols

Create independent checks

This ranges from increasing regulation to streamlining workflow processes. These independent checks can prevent unnecessary procedures and medication errors that result in patient harm.
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Culture of Safety



SAY:

The principles of safe design that were just reviewed apply to technical/clinical work and teamwork just as they do with other fields. Remember to standardize when you can by eliminating unnecessary steps and simplifying processes. An example of standardization is having hand-washing stations that are conveniently located with the needed supplies stocked.

 

Additionally, create independent checks to ensure processes are followed. Audits, along with checklists, are types of independent checks. These independent checks can prevent unnecessary procedures and medication errors that cause patient harm.
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Culture of Safety

Teams Make Wise Decisions as a 

Result of Diverse and Independent Input

•

Appreciate the wisdom of crowds

•

Emphasize that health care is a team effort

•

Develop an environment where frontline providers can voice concerns, 

and are acknowledged when they express concerns

•

Gather as many viewpoints as possible
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         Teams Make Wise Decisions as a 
Result of Diverse and Independent Input

Appreciate the wisdom of crowds

Emphasize that health care is a team effort

Develop an environment where frontline providers can voice concerns, and are acknowledged when they express concerns

Gather as many viewpoints as possible
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Culture of Safety



SAY:

Teams make wiser decisions as a result of diverse and independent input. Input from providers and colleagues may vary drastically when compared with input from patients and patients’ family members, yet they are equally important at understanding how decisions will affect the big picture and the culture of safety for everyone. Appreciate the wisdom from crowds and unique insight that another team member may have, even if it differs from yours. Other viewpoints are necessary to making sure that no aspect needed to make a decision gets missed. Developing an environment where frontline providers, and not just doctors, can voice concerns, is ideal to improving the culture of safety in your facility. Acknowledging team members for speaking up and expressing concerns reinforces a culture of teamwork and communication and helps prevent errors that may have been missed if the team remained silent. All team members need to be active participants to improve the culture of safety at your facility.

 

18



image2.png







image3.png







image1.tif









esms ke Wise eciions 363
Result of Diverse and Independen Inpet





image19.emf
Culture of Safety

Keys to the Science of Safety

•

Every system is designed to achieve the results it produces

•

The principles of safe design are standardize when you can, create 

independent checks, and learn from defects

•

The principles of safe design apply to technical/clinical  work and 

teamwork

•

Teams make wise decisions when there is diverse and independent 

input
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The principles of safe design are standardize when you can, create independent checks, and learn from defects

The principles of safe design apply to technical/clinical  work and teamwork

Teams make wise decisions when there is diverse and independent input
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Culture of Safety



SAY: 

To summarize key concepts of the Science of Safety, remember the following: every system is designed to achieve its observed results, so if you are not achieving the results you want, redesign your system. The principles of safe design are: standardize when you can, create independent checks, and learn from defects. The principles of safe design apply to technical/clinical work and teamwork, and teams make wise decisions when there is diverse and independent input.
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Culture of Safety

Assembling the Team

•

Understand the importance of your improvement team

•

Develop a strategy to build a successful team

•

Identify characteristics of effective teams and barriers to team 

performance 

•

Define roles and responsibilities of team members
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Understand the importance of your improvement team

Develop a strategy to build a successful team

Identify characteristics of effective teams and barriers to team performance 

Define roles and responsibilities of team members
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Culture of Safety



SAY:

Team assembly will play a critical role in the success of your intervention. These next few slides will cover the importance of the improvement team to the success of the intervention; development of a strategy to build a successful team; identification of effective team characteristics and barriers to performance; and definition of roles and responsibilities of team members.
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Culture of Safety

Overview of the Unit- or Facility-Based Team

•

Understands that patient safety culture is local

•

Composed of engaged frontline providers who take ownership of 

patient safety

•

Includes staff members who have different levels of experience

•

Tailored to include members based on clinical intervention

•

Meets regularly (weekly or at least monthly)

21

As seen in 

CUSP

®


Microsoft_PowerPoint_Slide21.sldx
Overview of the Unit- or Facility-Based Team

Understands that patient safety culture is local

Composed of engaged frontline providers who take ownership of patient safety

Includes staff members who have different levels of experience

Tailored to include members based on clinical intervention

Meets regularly (weekly or at least monthly)
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Culture of Safety



SAY:

To ensure the CUSP initiative is successful, the team should be actively involved, willing to spread the intervention, and committed to sustaining the gains across the facility. Remember that achieving the goals of the intervention rests with the CUSP team.

 

To encourage efficient implementation of the initiative, all team members should understand and apply the following concepts:

 

Culture is local.

The team is composed of engaged frontline providers who take ownership of patient safety.

The team includes members with different levels of experience.

The team is tailored to include members based on the clinical intervention.

The team meets regularly.

The team has access to resources necessary for the intervention.

The success of the CUSP initiative will depend on the team. The individuals that comprise the team are responsible for starting and sustaining the initiative, so their engagement and belief in the project will greatly contribute to positive results.

 

To embody the local culture of the facility, the CUSP team should also include frontline providers with varying backgrounds and clinical expertise. For example, when collaborating to solve medication dosage errors, members of the CUSP team may find it helpful to invite the pharmacist to join their team. The members of the team will apply their wisdom and background to engage other team members, develop educational materials, and execute the project. The collaboration between numerous disciplines and experience levels will help staff successfully carry out the CUSP initiative on the facility.
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Culture of Safety

Team Members

•

Nurses

•

Dialysis technicians

•

Nurse managers

•

Physicians

•

Administrators

•

Facility leadership

•

Patients and their family

•

Cleaning staff

•

Support staff
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Culture of Safety



SAY:

Each team should include members playing some of the roles listed on the slide. Key team members include: nurses, dialysis technicians, nurse managers, facility leadership, and the patients and their families. While it is important that your team is multidisciplinary, all teams should include these individuals. 

 

With regard to facility leadership, it can be determined by the nature of your facility. The facility leadership are those staff members with decision-making power for the whole facility. For some facilities, this may be the nurse manager, in others it may be the administrator or regional manager. Your team will need to determine which is most appropriate for your facility. Once you begin assembling the key players for your team, your team will be comprehensive enough to develop and carry out a plan to eliminate harm at your facility. 
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Culture of Safety

Teamwork Barriers

•

Inconsistency in team membership participation

•

Lack of time

•

Lack of information sharing

•

Hierarchy

•

Varying communication styles

•

Presence of conflict

•

Lack of coordination and followup

•

Misinterpretation of cues

•

Lack of role clarity
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Teamwork Barriers

Inconsistency in team membership participation

Lack of time

Lack of information sharing

Hierarchy

Varying communication styles

Presence of conflict

Lack of coordination and followup 

Misinterpretation of cues

Lack of role clarity
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Culture of Safety



SAY:

Barriers to teamwork include:

Inconsistent  team membership participation

Lack of time and information sharing

Hierarchy

Varying communication styles

Conflict

Lack of coordination and followup

Misinterpretation of cues

Lack of role clarity

Inconsistency in team membership limits the strength and resiliency of the team. Teams that lack sufficient structure with a wide variety of input or that lack fully involved members will encounter difficulties with their performance. Teams that do not or are unable to devote the necessary time and energy to the initiative will also run into challenges with functionality. Time commitments should be shared equally among team members.

 

Hierarchy may impede team success by limiting opportunities for communication and interaction. If team members feel intimidated, the outcome of the initiative will be diminished. 


Additional barriers to successful teamwork are conflict, lack of coordination, misinterpretation of cues, and lack of role clarity. While disputes are common in groups with diverse opinions, it is important to remember that conflict resolution and team interaction will help strengthen the initiative. Maintaining clear roles and task coordination will alleviate task or labor duplication, further promoting the success of the initiative.

 

ASK:

Can you provide examples of how some of these barriers might influence teamwork in your facility?
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Culture of Safety

Engaging Champions for Your Team

•

Champions support your efforts and will help spread your project to 

others

•

Once recruited, champions will help secure buy-in or operational 

support for your efforts

•

Champions help mitigate teamwork barriers
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Champions support your efforts and will help spread your project to others

Once recruited, champions will help secure buy-in or operational support for your efforts

Champions help mitigate teamwork barriers
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Culture of Safety



SAY:

An important component of your team will be to engage champions from each discipline. In their role on the team, champions will help:

Support your efforts and spread your project to others

Secure buy-in and operational support for your project

Mitigate teamwork barriers that hinder performance and project success 

 

Champions are leaders for your project. They will work closely to engage others in your work and will help ensure that project efforts are successful to the overall vision and goal. 
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Culture of Safety

Engage Team Members Using the 4 Es

7

Engage 

(adaptive)

How does this make the 

world a better place?

Educate 

(technical)

What do we need to 

know?

Execute 

(adaptive

)

What do we need to do?  

What can we do with our 

resources and culture?

Evaluate 

(technical)

How do we know we 

improved safety?

Senior 

leaders

Staff

Team 

leaders
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       Engage Team Members Using the 4 Es7


Engage (adaptive)

How does this make the world a better place?

Educate 

(technical)

What do we need to know?
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What do we need to do?  What can we do with our resources and culture?

Evaluate (technical)

How do we know we improved safety?







Senior leaders
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Team leaders
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Culture of Safety



SAY:

The 4 Es engagement model will assist in identifying and recruiting team members. The 4 Es help teams implement patient safety interventions by focusing change efforts around technical and adaptive work. The model features four elements for starting and sustaining initiatives: engage, educate, execute, and evaluate. These four elements depict the primary means for engaging team members to ensure patient safety initiatives are carried out in a way that encourages sustainability. 

Engage

Engagement primarily embodies adaptive work, in which teams help staff understand the results of preventable harm caused by a clinical problem. This is done by sharing stories about patients affected by a problem and by estimating the number of patients harmed. Emphasizing team members’ involvement in improving the facility lends not only to the success of the initiative but also to the sustainability of the effort. 

Educate

Education uses predominantly technical work and requires teams to guarantee that staff and senior leaders understand what is necessary to prevent a given clinical problem. 

Execute

Execution of a sustainable intervention requires adaptive work. Team members will apply a plan of action based on the facility’s resources and culture and analyze their roles within the plan. 

Evaluate
Evaluation is technical work and requires that the team collect and submit data to analyze the success of an initiative. In addition to data submission, this work requires team members to ask themselves, “How do we know we improved safety?”

 

ASK:

Think of a time when you needed to share an idea with a colleague. Re-create the encounter but use the 4 Es to convince him or her of the value of your idea and answer these questions:

How does this make the facility a better place? 

What do we need to know?

What do we need to do?
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Culture of Safety

Engagement Stages 

Engagement: “To involve oneself or become occupied; to participate 

fully and deeply”

•

Active support of the project

Engaged

Apathy

Aversion

Uninvolved
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Engagement: “To involve oneself or become occupied; to participate fully and deeply”

Active support of the project



Engaged

Apathy

Aversion
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Culture of Safety



SAY:

One definition of engagement is “to involve oneself or become occupied; to participate fully and deeply.” Full engagement in this initiative will require teams to actively support the project and its goals. 

 

As exemplified by the upward sweeping arrow, the stages of engagement while assembling a team to participate in this project may include feeling uninvolved, aversion, apathy, and fully engaged. When teams are fully engaged in the program, their performance improves, and the overall likelihood of the initiative’s success increases.

 

ASK:

How can you involve facility staff members in the initiative? How will you maintain their interest in and support of the project?
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Culture of Safety

Project Leader’s Role

•

Encourages facility staff involvement

•

Obtains staff feedback

•

Manages documentation of improvement activities

•

Educates staff about project
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Culture of Safety



SAY:

Now we will explore each team members’ role. We will start with the project team leader. This individual will:

 

Be a frontline provider—a staff nurse, nurse manager, nurse educator, or physician;

Encourage staff involvement in the initiative;

Obtain staff feedback;

Manage documentation of project activities; and

Educate staff about safety culture and quality improvement. 

 

The project team leader serves as the team’s primary contact within the project. This individual will organize and lead the team, articulate clear goals, make decisions using the collective input of team members, promote and facilitate good teamwork, and promptly disseminate information to the team members. 

 

As a provider, the project leader should be familiar with the facility’s staff’s interests and needs. The project leader’s perspective on the initiative and its outcomes will endorse the sustainability of the project and provide other team members, such as senior leadership, with the opinions and needs of fellow providers. The project leader is responsible not only for recruiting facility staff to participate in the initiative, but also for maintaining facility staff interest and involvement after the initial excitement about the initiative has faded. The project leader will need to be aware of and attuned to the facility staff’s interests and needs. The project leader also will be accountable for obtaining and analyzing facility staff feedback related to the program. 

 

Essentially, the project leader will be the public face of the initiative and will serve as another point of contact between the staff and the team. 

 

ASK:

Can you identify a potential project leader at your facility who fits these characteristics?
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Culture of Safety

Senior Leader’s Role

•

Helps the team prioritize improvement efforts

•

Helps the team navigate organizational bureaucracy

•

Ensures the improvement team has resources to fix problems

•

Makes rounds and meets monthly with members of health care team 

in the facility
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Culture of Safety



SAY:

The senior leader:

 

Helps the team prioritize improvement efforts,

Helps the team navigate organizational bureaucracy,

Ensures the team has resources to fix problems, and

Makes rounds and meets monthly with members of the health care team on the facility.

 

The senior leader partners with the team and takes an active role in the initiative. Senior leadership members should possess the authority to mobilize the resources needed to help the team resolve its patient safety issues. 
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Senior Leader’s Role.
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Culture of Safety

Nurse Manager’s Role

•

Supports improvement activities

•

Ensures safety assessment results are shared with staff

•

Assigns project leaders to interventions

•

Assists with scheduling senior partnership

•

Manages local resources
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Culture of Safety



SAY:

The nurse manager partners with the team and takes an active role in the initiative. The nurse manager on the team:

 

Supports team activities,

Ensures staff safety assessment results are shared with staff,

Assigns project leaders to interventions,

Assists with senior leader partnership, and

Manages local resources. 

 

The nurse manager supports project activities by communicating the team’s needs to the facility nurses. The nurse manager is likely the nurse opinion leader; accordingly, he or she already serves as the key contact for the nurses and helps empower them throughout the initiative. The nurse manager makes sure the staff safety assessment results are shared with staff and the team findings are shared at meetings. 

 

Nurse managers also oversee the distribution and maintenance of local resources. These resources may include staff time, supplies, or education and training, all of which greatly influence the outcome of the initiative. 
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Nurse Manager's Role.
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Culture of Safety
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Culture of Safety



SAY:

The effective group processes of successful teams include:

 

Role clarity,

Effective team communication,

Conflict resolution,

Education and engagement, 

Senior leadership buy-in, and support, and

Norms

 

Successful teams have reliable processes in place for team members to work and communicate efficiently. Effective group processes provide opportunities for teams to hone their skills in the areas of leadership, role clarity, and development of shared interests, as well as collaboration and feedback.

 

Effective group work requires that all members share responsibility for group decisions and group interaction while working together on the initiative.

 

 



Effective group work requires that all members share responsibility for group decisions and group interaction while working together on the initiative.
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Culture of Safety in Hemodialysis Facilities

An Adaptation of “Introduction to Comprehensive Unit-based Safety Program (CUSP)” for Dialysis Facilities
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Culture of Safety

Objectives

•

Discuss the elements of a comprehensive, unit-based approach to 

safety (CUSP) and its impact on improving patient care

•

Review team assembly and its impact on patient care

•

Name leadership engagement techniques

•

Review communication techniques that support patient-centered 

care 

•

Assemble a team to lead culture of safety improvement efforts

•

Conduct a learning from defects exercise
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Culture of Safety



SAY: 

After viewing this module, you will be able to:

Discuss the elements of a comprehensive, unit-based approach to safety and its impact on improving patient care

Review team assembly and its impact on patient care

Name leadership engagement techniques

Review communication techniques that support patient-centered care 

Assemble a team to lead culture of safety improvement efforts

Conduct a learning from defects exercise
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