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SAY: 
Team performance will determine the effectiveness of the initiative. Bearing this in mind, the inputs, processes, and outputs the team encounters are interconnected and influential in team development.
 
The team’s performance will be influenced by the—
· Environment,
· Facilities and context,
· Team composition, and
· Task design.
Environmental factors affect the implementation and sustainability of the initiative.
Seeking team members from varying clinical backgrounds and with different levels and types of experience will help tailor the initiative to the needs of the facility. Devoting attention to task design will contribute to the success of the initiative. 
 
As well as the inputs, processes alter the outcome of any initiative. These processes may require interactions that take place inside the team (internal) or outside the team (external) or involve team traits.
Internal team processes focus on the resources the team developed to organize and manage the workload at the organizational level. The qualities of the team and leadership will determine the results of the intervention within the facility, whether the intervention is successful or must be delayed, and the general direction of the initiative. Depending on the inputs and processes of the team, the team’s outputs effect a change in staff performance, attitudes, and behaviors. 
 
Bearing in mind that team inputs, processes, and outcomes are interconnected, teams will be able to modify their initiative to fit the needs of their facility. In doing so, they are ensuring the sustainability of the initiative and developing processes that will help support its goal.
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SAY:
In summary, successful teams—
 
1. Include health care providers, support and leadership staff
2. Use the 4Es to recruit team members
3. Collectively identify barriers and collaborate to address them 
4. Have clearly defined roles and responsibilities
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SAY:
Facility leadership is crucial to intervention success. Without senior leadership support, it is difficult to create and sustain change in your facility. Engaging leadership at your facility will ensure that—
· Your efforts have leadership buy-in. Buy-in from top staff has the direct effect of trickling down into facility culture and can impact overall policy and process changes to improve safety culture in your facility.
· The organization supports your work. It can be very challenging to make any change without the support of the organization.
· Your team will have adequate resources to complete necessary tasks. With the right support, leadership can allocate resources to get the job done. Resources may be in the form of providing extra staff to assist in quality improvement work or extra money in the budget to spend on staff training.
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SAY: 
For many of you, it will be easy to identify who your senior leader is. This may be the leader who is responsible for your other QAPI projects. However, the following guidelines are used to determine a potential leader when one isn’t identified. 
For the team and the project to function at optimal effectiveness, the senior leader should be—
· Someone with decision-making power;
· Actively engaged;
· Interested in clinical care; and,
· Willing to listen, learn, and work with staff to improve patient safety and the quality of health care delivery in the unit. 
The senior leader is unique among the senior team members and works with the team to improve quality of care. Senior team members need to be in a high enough position to authorize the use of required resources to help facility-based teams resolve their patient safety issues. Senior leaders should be familiar and comfortable with the goals of the project. Senior team members who have a vested interest in the quality of care make great team members. 
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SAY:
The senior team member will be responsible for— 
· Participating in efforts to improve communication,
· Meeting with the team monthly, 
· Understanding and supporting the technical and adaptive work of change,
· Collaborating with others to develop and put into effect a plan that addresses the safety issues the facility staff and other sources identify, and 
· Holding all staff accountable for carrying out agreed-upon activities designed to reduce patient harms.
 
ASK:
 
Are there senior leaders in your facility who you believe would take on these responsibilities?
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SAY:
In addition, senior leaders are responsible for considering patient risks and involving frontline providers in creating new ways to mitigate those risks, reviewing data with the team and working to establish an improvement plan, and holding staff accountable for risks.  When holding staff accountable for reducing infection risks, the senior leader expects resistance and is prepared to address it, and therefore holds all team members, including senior leaders, accountable for implementing the plan.
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SAY:
Leadership and frontline providers serve different roles within the facility. As a result, their interests in the program and the skills they will contribute to the initiative will vary greatly.
 
To begin, present senior leadership with the benefits of participation in the project. Remember to appeal to the senior leader’s interest in maintaining patient safety, as well as the facility’s financial gains that will result from participating in the initiative. Display statistics that show how the initiative may reduce both patient harm and the aggregate costs of treating harms for the facility.
 
Next, increase the visibility of the leader. By simply posting a photo and the name of your team’s leader on a bulletin board, you are creating a tool for all staff members to readily identify their senior leadership team member. 
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SAY:
[bookmark: _GoBack]By taking the time to engage in effective communication, team members can contribute to the safety of their facility for their colleagues and patients. Effective teamwork has a positive effect on improving the quality of care for patients and their family members, better patient outcomes, a greater ability to meet family member needs, and improved patient satisfaction scores. Facility teams also benefit by having strong teamwork and communication, which improves staff satisfaction by empowering staff in their roles.
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SAY:
Several elements can affect communication and information exchange.
 
Interruptions limit the ability of team members to discuss and comprehend necessary information. Staff communication which excludes other team members reduces task focus and absorption. Verbal abuse creates a hostile environment in which team members do not feel comfortable sharing ideas or collaborating to solve an issue.
Fatigue decreases the level of attention and energy that team members can devote to the project. Ambiguous orders or instructions cloud expectations and plans. Changes in team memberships strain existing work relationships between established team members and the newest additions to the team. Heavy workloads hinder clear communication by reducing opportunities for interaction.
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SAY:
TeamSTEPPS - review
 
Not all communication is effective communication. Many times, delivered messages will not have the intended effect upon a receiver after interpretation. A message can be misconstrued and incorrectly understood in many ways, which wastes time and resources and threatens patient safety in the clinical environment.
 
Effective communication consists of the following components:
 
The communication must be complete. 
· Communicate all relevant information.
The communication must be clear.
· Convey information that is plainly understood.
The communication must be brief.
· Communicate the information in a concise manner.
The communication must be timely.
· Offer and request information in an appropriate timeframe.
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SAY:
As mentioned previously, several barriers may exist in a dialysis facility that can prevent effective teamwork. 
 
Working conditions, such as poor communication during shift changes, misinterpretation of cues, and lack of coordination or followup, can undermine the culture of safety at your facility. A lack of necessary resources, including technology or standardized processes, can also prevent effective teamwork by preventing your team from communicating effectively. Problems in team composition, such as staff fatigue, different communication styles, and lack of role clarity, may also play a role. Identifying key barriers to effective teamwork on your team is the first step to determining ways to improve.
 
ASK:
 
What barriers to communicating effectively does your team face?
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SAY:
 
An efficient teamwork and communication environment consists of an understanding and willing team attuned to the needs of its patients and fellow team members. Effective teams identify barriers, differences in personality styles, and areas where communication may fall through the gaps, while making sure to—
 
· Protect each other from work overload situations by assisting in tasks; 
· Place all offers and requests for assistance in the context of patient safety; and
· Foster a climate where it is expected that assistance will be actively sought and offered.
 
A member of an effective team feels comfortable asking for help, as well as offering help to their peers.
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SAY:
 
Feedback, as a form of mutual support, is information provided for the purpose of improving team performance. To be effective and to promote a supportive climate, feedback must be—
 
· Timely, and given soon after the target behavior has occurred in order for the information presented to have the most effect;
· Respectful, focusing on the behaviors, not personal attributes;
· Specific to the behavior that needs correcting and not overall behavioral patterns, et cetera;
· Directed toward improvement by providing directions for future improvement; and
· Considerate of the team members’ feelings by delivering negative information with fairness and respect.
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SAY:
 
In summary, effective communication plays an integral role in the delivery of high-quality, patient-centered care. Barriers to efficient teamwork and communication are abundant and can have a negative influence on the outcomes of the team. Research supports the connection between communication errors and patient care delivery. Easy-to-use tools and strategies can be implemented to improve the effectiveness of teamwork and communication in dialysis facilities.
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SAY:
 
As you learned in the Culture of Safety module, every system is perfectly designed to achieve its end results. This means that outcomes are always a result of the process being performed. Within processes, there are always areas for improvement and barriers to attaining the outcomes you desire.
 
A defect is any error or process that stands in the way of meeting your quality improvement goals. An example of a defect is anything in your facility that increases patient risk for VAIs, such as inappropriate hand hygiene or unwillingness of staff members to assist others.
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SAY:
The table in this slide lists examples of defects in dialysis centers and ways to intervene to improve upon the defect. 
 
DO: 
Read the following defect examples individually or as a team and brainstorm how you would intervene to improve patient safety around that harm. 
 
ASK:
What defects exist in my dialysis facility?
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SAY:
 
When combating defects, the facility staff must understand where and how breakdowns in safety occur. The Swiss cheese model portrays how defects permeate the facility-level systems and contribute to patient harm. The cheese itself represents the facility-level systems, and the holes that are synonymous with Swiss cheese symbolize the opportunities for defects to permeate established systems and cause patient harm. As exemplified on the previous slide, defects can be found everywhere. Bearing this in mind, facility staff members are responsible for being aware of their patients and the environment to prevent defects from permeating their systems and contributing to patient harm.
 
DO: 
Using one of the defects listed on the previous slide, work through how a defect could occur using the Swiss cheese model.
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SAY:
 
Several tools can help your facility team identify and learn from defects. These include—
 
1. Learning From Defects Form
2. Staff Safety Assessment
3. Safety Issues Worksheet for Senior Executive Partnership
4. Root Cause Analysis
5. Other Tools Used in Your Facility
 
ASK:
 
What tools, if any, do you already use in your facility to identify and learn from defects?
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SAY:
This short video shows many ways to undermine a culture of safety in a dialysis center. Think about the defects you see in this video while reviewing content in the next few slides.
 
DO:
Play the video.
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SAY:
When learning from defects, use the following questions to guide the assessment and understanding of the event.

What happened?
Step 1. Reconstruct the timeline to understand what happened.
Step 2. Put yourself in the place of those involved and in the middle of the event as it was unfolding.
Step 3. Try to understand the thinking and reasoning behind their actions and decisions.
Step 4. Try to view the world as they did when the event occurred.

Why did it happen?
Step 1. Visualize the factors that led to the event.
Step 2. Identify the contributing factors.
Step 3. Prioritize the contributing factors.

What will you do to reduce the risk of recurrence?
Step 1. Develop interventions for two to five of the most important factors.
Step 2. Rate the interventions on level of importance to your facility.
Step 3. Select the highest rated interventions.
Step 4. Develop an action plan for implementation.

How will you know the risk is reduced?
Question 1. Did you create a policy or procedure (rate strong or weak)?
Question 2. Do staff members know about the policy or procedure?
Question 3. Are staff members using the procedure as intended?
Question 4. Do staff members believe risks were reduced?
 
DO:
Identify one defect in the video. Use the four questions to walk through a discussion of that defect.
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SAY:
 
The Staff Safety Assessment helps teams ask three simple questions about patient safety and is designed for all health care providers. Staff should provide as much detail as possible when completing the assessment, especially the second question. The objective of this form is to access the knowledge at the frontlines of patient care to determine risks that have jeopardized or could jeopardize patient safety. Frontline staff members are the eyes and ears of patient safety. Data they provide can be used to prepare a list of improvement opportunities that has face validity and creates a focus for Safety Culture activities. 
 
Team members can use the Staff Safety Assessment results to—
· Report defects to staff and the senior leader,
· Prioritize defects by the potential level of risk to one or more patients,
· Select one defect to address with the support of the senior leader,
· Develop a plan for addressing the selected defect, and
· Ensure identification of defects is an ongoing process.
 
DO:
Ask the three questions on the slide.
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SAY:
An audit tool serves as an observation tool for staff to document the implementation of proper clinical processes that have a direct effect on patient safety. The NOTICE audit tool includes observation of catheter insertion, catheter termination, catheter exit site care, arteriovenous (AV) access initiation and AV access termination. The objective of this form is to access the knowledge at the frontlines of patient care to determine which risks are present that have jeopardized or could jeopardize patient safety. Frontline staff members are the eyes and ears of patient safety. Data they provide can be used to prepare a list of improvement opportunities that has face validity and creates a focus for safety culture activities. The audit tool can be modified depending on your facility and common focal processes that have the ability to impact patient safety.
 
Team members can use audit tool results to—
· Report defects to staff and the senior leader,
· Prioritize defects by the potential level of risk to one or more patients,
· Select one defect to address with the support of the senior leader,
· Develop a plan for the selected defect, and
· Ensure identification of defects is an ongoing process.
 
DO:
Ask the three questions on the slide. Share copies of the NOTICE audit tool for staff to review.
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SAY:
After working through the learning from defects processes, teams will be able to summarize and share their findings with their colleagues and senior management. This should be done on a routine basis to keep leadership and staff abreast of current defects in processes and progress in improvements. Sharing information with colleagues and senior leaders helps promote a culture of safety by being honest about areas of improvement and allowing the team to learn from examples of defects – not only from an internal team, but from other teams within the facility or organization.
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SAY:
In summary, defects are defined here as any error or process that keeps you from meeting your quality improvement goal. The tools listed in this module can help teams identify defects and ways to keep them from reoccurring. Learning from defects is an ongoing process, and sharing examples helps colleagues and senior leaders share in the learning process of improving the culture of safety within your facility.
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SAY:
Begin your journey creating a positive culture of safety in your facility with these next steps:
· Create your team with attention to who is on the team
· Develop your plan for implementing the 4 Es with your team members
· Determine who your senior leader should be
· Identify how the leader will work with staff to bring about sustainable change
· Develop a plan so that all staff in your facility understand the three principles of safe design
· Identify opportunities to improve teamwork and communication by reviewing barriers the team identified while learning from a safety defect
· Select a tool that best addresses providers’ concerns
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SAY:
Tools discussed in this module are available on the AHRQ Web site.
These additional resources may be helpful for your teams as you implement quality improvement in your facilities:
· CUSP Toolkit
· TeamSTEPPS 
· 5 Diamonds
· QAPI
 
This module modified existing CUSP Toolkit materials for the hemodialysis setting. The CUSP and TeamSTEPPS models were not specifically designed for hemodialysis settings and they will need to be modified to accommodate your clinical environment.
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Culture of Safety

Engaging Senior Leadership

•

Engaging leadership at your facility will ensure that

—

– Your efforts have leadership buy-in

– The organization supports the team's work

– Your team will have adequate resources to complete necessary 

tasks
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Culture of Safety



SAY:

Facility leadership is crucial to intervention success. Without senior leadership support, it is difficult to create and sustain change in your facility. Engaging leadership at your facility will ensure that:

Your efforts have leadership buy-in. Buy-in from top staff has the direct effect of trickling down into facility culture and can impact overall policy and process changes to improve safety culture in your facility.

The organization supports your work. It can be very challenging to make any change without the support of the organization.

Your team will have adequate resources to complete necessary tasks. With the right support, leadership can allocate resources to get the job done. Resources may be in the form of providing extra staff to assist in quality improvement work or extra money in the budget to spend on staff training.
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Culture of Safety

Characteristics of a Senior Leader

•

Has facilitywide decision making authority

•

Actively engaged in progress of project

•

Interested in clinical care but not required to be a clinician

•

Willing to learn from, listen to, and work with staff to improve patient 

safety on the facility 
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Culture of Safety



SAY: 

For many of you, it will be easy to identify who your senior leader is. This may be the leader who is responsible for your other QAPI projects. However, the following guidelines are used to determine a potential leader when one isn’t identified. 

For the team and the project to function at optimal effectiveness, the senior leader should be:

Someone with decision-making power;

Actively engaged;

Interested in clinical care; and,

Willing to listen, learn, and work with staff to improve patient safety and the quality of health care delivery in the unit. 

The senior leader is unique among the senior team members and works with the team to improve quality of care. Senior team members need to be in a high enough position to authorize the use of required resources to help facility-based teams resolve their patient safety issues. Senior leaders should be familiar and comfortable with the goals of the project. Senior team members who have a vested interest in the quality of care make great team members. 
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Culture of Safety

Responsibilities of a Senior Leader

•

Emphasizes effective communication

–

Encourages transparent communication 

–

Establishes clear goals for unit safety

–

Outlines clear project goals and expectations for leaders and staff 

on teams

•

Meets regularly with the National Opportunity to Improve Care in 

ESRD (NOTICE) team

•

Supports the technical and adaptive work of change

•

Collaborates to develop and implement a plan addressing safety 

issues

•

Holds staff accountable for reducing patient harm
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Culture of Safety



SAY:

The senior team member will be responsible for:

 

Participating in efforts to improve communication,

Meeting with the team monthly, 

Understanding and supporting the technical and adaptive work of change,

Collaborating with others to develop and put into effect a plan that addresses the safety issues the facility staff and other sources identify, and 

Holding all staff accountable for carrying out agreed-upon activities designed to reduce patient harms.

 

ASK:

 

Are there senior leaders in your facility who you believe would take on these responsibilities?
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Culture of Safety

Responsibilities of a Senior Leader 

•

Considers patient risks and involves frontline personnel in creating 

approaches to mitigate those risks

•

Reviews project data with team and works with direct care providers 

to establish an improvement plan

•

Holds staff accountable for reducing infection risks

–

Expects resistance and is prepared to address it

–

Holds all team members, including senior leaders, accountable 

for implementing the plan
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Culture of Safety



SAY:

In addition, senior leaders are responsible for considering patient risks and involving frontline providers in creating new ways to mitigate those risks, reviewing data with the team and working to establish an improvement plan, and holding staff accountable for risks.  When holding staff accountable for reducing infection risks, the senior leader expects resistance and is prepared to address it, and therefore holds all team members, including senior leaders, accountable for implementing the plan.
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Culture of Safety

How To Engage the Senior Leader

•

Acknowledge the senior leader’s perspective (“What’s in it for me?”) 

•

Increase the visibility of your senior leader on your unit 

•

Ensure a senior leader is assigned to each NOTICE team and 

participates regularly in meetings

•

Work closely with your senior leader to address identified safety 

issues on your unit 
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Culture of Safety



SAY:

Leadership and frontline providers serve different roles within the facility. As a result, their interests in the program and the skills they will contribute to the initiative will vary greatly.

 

To begin, present senior leadership with the benefits of participation in the project. Remember to appeal to the senior leader’s interest in maintaining patient safety, as well as the facility’s financial gains that will result from participating in the initiative. Display statistics that show how the initiative may reduce both patient harm and the aggregate costs of treating harms for the facility.

 

Next, increase the visibility of the leader. By simply posting a photo and the name of your team’s leader on a bulletin board, you are creating a tool for all staff members to readily identify their senior leadership team member. 
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Culture of Safety

Strengthening Teamwork and Communication

7 

Effective teamwork and communication strategies contribute to—

•

Reduced length of stay 

•

Lower staff turnover

•

Higher quality of care

•

Greater ability to meet family member needs

•

Better patient outcomes

•

Improved patient experience with improved patient satisfaction

scores
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Culture of Safety



SAY:

By taking the time to engage in effective communication, team members can contribute to the safety of their facility for their colleagues and patients. Effective teamwork has a positive effect on improving the quality of care for patients and their family members, better patient outcomes, a greater ability to meet family member needs, and improved patient satisfaction scores. Facility teams also benefit by having strong teamwork and communication, which improves staff satisfaction by empowering staff in their roles.
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Culture of Safety

Factors Hindering Communication

•

Interruptions

•

Task absorption

•

Verbal abuse

•

Fatigue

•

Not following plan of care

•

Ambiguous orders or directions

•

Change in team members

•

Workload
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Culture of Safety



SAY:

Several elements can affect communication and information exchange.

 

Interruptions limit the ability of team members to discuss and comprehend necessary information. Staff communication which excludes other team members reduces task focus and absorption. Verbal abuse creates a hostile environment in which team members do not feel comfortable sharing ideas or collaborating to solve an issue.

Fatigue decreases the level of attention and energy that team members can devote to the project. Ambiguous orders or instructions cloud expectations and plans. Changes in team memberships strain existing work relationships between established team members and the newest additions to the team. Heavy workloads hinder clear communication by reducing opportunities for interaction.
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Culture of Safety

Components of Effective

Communication

8

Complete

Clear

Brief Timely
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Culture of Safety



SAY:

TeamSTEPPS - review

 

Not all communication is effective communication. Many times, delivered messages will not have the intended effect upon a receiver after interpretation. A message can be misconstrued and incorrectly understood in many ways, which wastes time and resources and threatens patient safety in the clinical environment.

 

Effective communication consists of the following components:

 

The communication must be complete. 

Communicate all relevant information.

The communication must be clear.

Convey information that is plainly understood.

The communication must be brief.

Communicate the information in a concise manner.

The communication must be timely.

Offer and request information in an appropriate timeframe.
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Culture of Safety

Barriers to Effective Teamwork

8 

Team Composition

• Inconsistency in team 

membership

• Lack of role clarity

• Defensiveness

• Conventional thinking

• Conflict

• Fatigue

• Complacency

• Varying communication 

styles

• Personalities

Working Conditions

• Lack of coordination 

or followup

• Distractions

• Misinterpretation of 

cues

• Hierarchy

• Physical proximity

• Shift changes

Resources

• Lack of time

• Workload

• Processes

• Technology
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Culture of Safety



SAY:

As mentioned previously, several barriers may exist in a dialysis facility that can prevent effective teamwork. 

 

Working conditions, such as poor communication during shift changes, misinterpretation of cues, and lack of coordination or followup, can undermine the culture of safety at your facility. A lack of necessary resources, including technology or standardized processes, can also prevent effective teamwork by preventing your team from communicating effectively. Problems in team composition, such as staff fatigue, different communication styles, and lack of role clarity, may also play a role. Identifying key barriers to effective teamwork on your team is the first step to determining ways to improve.

 

ASK:

 

What barriers to communicating effectively does your team face?
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Culture of Safety

Task Assistance

•

Team members protect each other from work overload situations

•

Effective teams place all offers and requests for assistance in the 

context of patient safety

•

Team members foster a climate where it is expected that assistance 

will be actively sought and offered
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Culture of Safety



SAY:

 

An efficient teamwork and communication environment consists of an understanding and willing team attuned to the needs of its patients and fellow team members. Effective teams identify barriers, differences in personality styles, and areas where communication may fall through the gaps, while making sure to:

 

Protect each other from work overload situations by assisting in tasks; 

Place all offers and requests for assistance in the context of patient safety; and

Foster a climate where it is expected that assistance will be actively sought and offered.

 

A member of an effective team feels comfortable asking for help, as well as offering help to their peers.
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Culture of Safety

Feedback

•

Timely—given soon after the target behavior has occurred

•

Respectful—focus on behaviors, not personal attributes

•

Specific—be specific about what behaviors need correcting

•

Directed toward improvement—provide directions for future 

improvement

•

Considerate—consider a team member’s feelings and deliver 

negative information with fairness and respect
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Culture of Safety



SAY:

 

Feedback, as a form of mutual support, is information provided for the purpose of improving team performance. To be effective and to promote a supportive climate, feedback must be:

 

Timely, and given soon after the target behavior has occurred in order for the information presented to have the most effect;

Respectful, focusing on the behaviors, not personal attributes;

Specific to the behavior that needs correcting and not overall behavioral patterns, et cetera;

Directed toward improvement by providing directions for future improvement; and

Considerate of the team members’ feelings by delivering negative information with fairness and respect.
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Culture of Safety

Teamwork and 

Communication Summary

•

Effective communication plays an integral role in the delivery of high-

quality, patient-centered care  

•

Barriers to efficient teamwork and communication influence the 

outcomes of the team  

•

Research supports the connection between communication errors 

and patient care delivery 

•

Easy-to-use tools and strategies can be implemented to improve the 

effectiveness of teamwork and communication in dialysis facilities
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Teamwork and 
Communication Summary

Effective communication plays an integral role in the delivery of high-quality, patient-centered care  

Barriers to efficient teamwork and communication influence the outcomes of the team  

Research supports the connection between communication errors and patient care delivery 

Easy-to-use tools and strategies can be implemented to improve the effectiveness of teamwork and communication in dialysis facilities
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Culture of Safety



SAY:

 

In summary, effective communication plays an integral role in the delivery of high-quality, patient-centered care. Barriers to efficient teamwork and communication are abundant and can have a negative influence on the outcomes of the team. Research supports the connection between communication errors and patient care delivery. Easy-to-use tools and strategies can be implemented to improve the effectiveness of teamwork and communication in dialysis facilities.
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Culture of Safety

What is a Defect?

•

A defect is any system error or process that inhibits meeting your 

quality improvement goals

•

In this case, it is anything in your facility that increases patient risk for 

vascular access infections such as inappropriate hand hygiene or 

unwillingness of staff members to assist others

45

As seen in 

CUSP

®
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What is a Defect?

A defect is any system error or process that inhibits meeting your quality improvement goals

In this case, it is anything in your facility that increases patient risk for vascular access infections such as inappropriate hand hygiene or unwillingness of staff members to assist others
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As seen in CUSP®



Culture of Safety



SAY:

 

As you learned in the Culture of Safety module, every system is perfectly designed to achieve its end results. This means that outcomes are always a result of the process being performed. Within processes, there are always areas for improvement and barriers to attaining the outcomes you desire.

 

A defect is any error or process that stands in the way of meeting your quality improvement goals. An example of a defect is anything in your facility that increases patient risk for VAIs, such as inappropriate hand hygiene or unwillingness of staff members to assist others.
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Culture of Safety

Examples of Defects in Dialysis Facilities

Defect Intervention

Patient Care Technician (PCT) is 

unable to find cannulation site with 

gloves on.  PCT removes gloves and 

palpates the site and then proceeds 

to insert the needle without hand 

hygiene or re-gloving.

Staff should be instructed to never 

remove gloves when cannulating the 

access. If the staff member is unable 

to identify a site for cannulation, 

request assistance from an expert 

cannulator.  

Facility routinely uses catheters due 

to staff preference.

Train staff on benefits of fistula usage 

and proper fistula cannulation

techniques.

Alcohol-based hand rub (AHBR) is not 

being used after glove removal.

Place AHBR dispensers near trashcans 

and gloves to make it readily 

available.
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Examples of Defects in Dialysis Facilities

		Defect		Intervention

		Patient Care Technician (PCT) is unable to find cannulation site with gloves on.  PCT removes gloves and palpates the site and then proceeds to insert the needle without hand hygiene or re-gloving.		Staff should be instructed to never remove gloves when cannulating the access. If the staff member is unable to identify a site for cannulation, request assistance from an expert cannulator.  

		Facility routinely uses catheters due to staff preference.		Train staff on benefits of fistula usage and proper fistula cannulation techniques.

		Alcohol-based hand rub (AHBR) is not being used after glove removal.		Place AHBR dispensers near trashcans and gloves to make it readily available.
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Culture of Safety



SAY:

The table in this slide lists examples of defects in dialysis centers and ways to intervene to improve upon the defect. 

 

DO: 

Read the following defect examples individually or as a team and brainstorm how you would intervene to improve patient safety around that harm. 

 

ASK:

What defects exist in my dialysis facility?
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Culture of Safety

How Defects Impact Patient Harm

9

47

Excerpted from the “Swiss Cheese” Model – James Reason, 1990.

Reason J. Human Error. Cambridge: University Press; 1990.

As seen in 

CUSP

®
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         How Defects Impact Patient Harm9 
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Excerpted from the “Swiss Cheese” Model – James Reason, 1990. Reason J. Human Error. Cambridge: University Press; 1990.



As seen in CUSP®



Culture of Safety



SAY:

 

When combating defects, the facility staff must understand where and how breakdowns in safety occur. The Swiss cheese model portrays how defects permeate the facility-level systems and contribute to patient harm. The cheese itself represents the facility-level systems, and the holes that are synonymous with Swiss cheese symbolize the opportunities for defects to permeate established systems and cause patient harm. As exemplified on the previous slide, defects can be found everywhere. Bearing this in mind, facility staff members are responsible for being aware of their patients and the environment to prevent defects from permeating their systems and contributing to patient harm.

 

DO: 

Using one of the defects listed on the previous slide, work through how a defect could occur using the Swiss cheese model.
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Culture of Safety

Tools To Identify and Learn 

From Defects

•

Learning from Defects Form

•

Staff Safety Assessment

•

Safety Issues Worksheet for Senior Executive Partnership

•

Root Cause Analysis

•

Other Tools Used in Your Facility

Do you have tools you already use in your facility?

48

As seen in 
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®
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Tools To Identify and Learn 
From Defects

Learning from Defects Form

Staff Safety Assessment

Safety Issues Worksheet for Senior Executive Partnership

Root Cause Analysis

Other Tools Used in Your Facility





Do you have tools you already use in your facility?
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Culture of Safety



SAY:

 

Several tools can help your facility team identify and learn from defects. These include:

 

1. Learning From Defects Form

2. Staff Safety Assessment

3. Safety Issues Worksheet for Senior Executive Partnership

4. Root Cause Analysis

5. Other Tools Used in Your Facility

 

ASK:

 

What tools, if any, do you already use in your facility to identify and learn from defects?
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Undermining a Culture of Safety —

Video

49

As seen in 

CUSP

®
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     Undermining a Culture of Safety — Video
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As seen in CUSP®





SAY:

This short video shows many ways to undermine a culture of safety in a dialysis center. Think about the defects you see in this video while reviewing content in the next few slides.

 

DO:

Play the video.
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Culture of Safety

Learn From Defects: 4 Questions

1. What happened?

2. Why did it happen?

3. What will you do to reduce the risk of 

recurrence?

4. How will you know the risk is reduced?

50

As seen in 

CUSP

®
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Learn From Defects: 4 Questions
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As seen in CUSP®



Culture of Safety



SAY:

When learning from defects, use the following questions to guide the assessment and understanding of the event.

 

What happened?

Step 1. Reconstruct the timeline to understand what happened.

Step 2. Put yourself in the place of those involved and in the middle of the event as it was unfolding.

Step 3. Try to understand the thinking and reasoning behind their actions and decisions.

Step 4. Try to view the world as they did when the event occurred.

 

Why did it happen?

Step 1. Visualize the factors that led to the event.

Step 2. Identify the contributing factors.

Step 3. Prioritize the contributing factors.

 

What will you do to reduce the risk of recurrence?

Step 1. Develop interventions for two to five of the most important factors.

Step 2. Rate the interventions on level of importance to your facility.

Step 3. Select the highest rated interventions.

Step 4. Develop an action plan for implementation.

 

How will you know the risk is reduced?

Question 1. Did you create a policy or procedure (rate strong or weak)?

Question 2. Do staff members know about the policy or procedure?

Question 3. Are staff members using the procedure as intended?

Question 4. Do staff members believe risks were reduced?

 

DO:

Identify one defect in the video. Use the four questions to walk through a discussion of that defect.
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Culture of Safety

Staff Safety Assessment

Step 1. What are clinical or 

operational problems that have 

or could have jeopardized 

patient safety?

Step 2. How might the next 

patient be harmed in our unit?

Step 3. What can be done to 

minimize harm or prevent safety 

hazards?
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Staff Safety Assessment



Step 1. What are clinical or operational problems that have or could have jeopardized patient safety?

Step 2. How might the next patient be harmed in our unit?

Step 3. What can be done to minimize harm or prevent safety hazards?
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Culture of Safety



SAY:

 

The Staff Safety Assessment helps teams ask three simple questions about patient safety and is designed for all health care providers. Staff should provide as much detail as possible when completing the assessment, especially the second question. The objective of this form is to access the knowledge at the frontlines of patient care to determine risks that have jeopardized or could jeopardize patient safety. Frontline staff members are the eyes and ears of patient safety. Data they provide can be used to prepare a list of improvement opportunities that has face validity and creates a focus for Safety Culture activities. 

 

Team members can use the Staff Safety Assessment results to:

Report defects to staff and the senior executive,

Prioritize defects by the potential level of risk to one or more patients,

Select one defect to address with the support of the senior executive,

Develop a plan for addressing the selected defect, and

Ensure identification of defects is an ongoing process.

 

DO:

Ask the three questions on the slide.
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Staff Safety Assessment
Purpose of this form: This formis designedto tap nto your experience atthe frontline of
patientcare o determinewhatrisks are presentin your nitthat have jeopardized or could
Jeopardize patient safety.

Who shouidus this tool? Healih care RIayiders,
Howto compiete this form: Provide as much detail a5 possible when answering the two
‘questions below. Drop off your completed assessmentin the location designated by the unit
team.
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Name (optional):

Jobcategory:

Date:

unit:
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‘Thank you for helping to improve safety in your workplace!
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Audit Tool Results

Step 1. What are clinical problems 

that have or could have jeopardized 

patient safety?

Step 2. How might the next patient 

be harmed in our unit?

Step 3. What can be done to 

minimize harm or prevent safety 

hazards?
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Audit Tool Results



Step 1. What are clinical problems that have or could have jeopardized patient safety?

Step 2. How might the next patient be harmed in our unit?

Step 3. What can be done to minimize harm or prevent safety hazards?
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SAY:

An audit tool serves as an observation tool for staff to document the implementation of proper clinical processes that have a direct effect on patient safety. The NOTICE audit tool includes observation of catheter insertion, catheter termination, catheter exit site care, arteriovenous (AV) access initiation and AV access termination. The objective of this form is to access the knowledge at the frontlines of patient care to determine which risks are present that have jeopardized or could jeopardize patient safety. Frontline staff members are the eyes and ears of patient safety. Data they provide can be used to prepare a list of improvement opportunities that has face validity and creates a focus for safety culture activities. The audit tool can be modified depending on your facility and common focal processes that have the ability to impact patient safety.

 

Team members can use audit tool results to:

Report defects to staff and the senior leader,

Prioritize defects by the potential level of risk to one or more patients,

Select one defect to address with the support of the senior leader,

Develop a plan for the selected defect, and

Ensure identification of defects is an ongoing process.

 

DO:

Ask the three questions on the slide. Share copies of the NOTICE audit tool for staff to review.
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NOTICE Process Checklist

Facility CCl #: Month
Facilty Name: Contact:

Catheter Initiation

Catheter Exit Site Care

AV Access Inifiation

AV Access Termination







image1.tif









Audit ool Results






image23.emf
Culture of Safety

Sharing and Communicating:

Learnings and Solutions

•

Team meetings — monthly

•

Meeting to review data — monthly

•

Meeting with senior leaders — monthly or more often

•

Senior leader review of data — monthly

•

Presentations to colleagues as needed, including leadership, frontline 

staff, and business groups
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    Sharing and Communicating:
 Learnings and Solutions

Team meetings — monthly

Meeting to review data — monthly

Meeting with senior leaders — monthly or more often

Senior leader review of data — monthly

Presentations to colleagues as needed, including leadership, frontline staff, and business groups
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Culture of Safety



SAY:

After working through the learning from defects processes, teams will be able to summarize and share their findings with their colleagues and senior management. This should be done on a routine basis to keep leadership and staff abreast of current defects in processes and progress in improvements. Sharing information with colleagues and senior leaders helps promote a culture of safety by being honest about areas of improvement and allowing the team to learn from examples of defects – not only from an internal team, but from other teams within the facility or organization.
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Culture of Safety

Learn From Defects Summary

•

Defects or failures are clinical or operational events that you do not 

want to happen again

•

Tools help teams identify defects and identify ways to keep them 

from occurring in the future

•

Learning From Defects is an ongoing process
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            Learn From Defects Summary

Defects or failures are clinical or operational events that you do not want to happen again

Tools help teams identify defects and identify ways to keep them from occurring in the future

Learning From Defects is an ongoing process
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Culture of Safety



SAY:

In summary, defects are defined here as any error or process that keeps you from meeting your quality improvement goal. The tools listed in this module can help teams identify defects and ways to keep them from reoccurring. Learning from defects is an ongoing process, and sharing examples helps colleagues and senior leaders share in the learning process of improving the culture of safety within your facility.
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Culture of Safety

Next Steps

•

Create your team with attention to who is on the team

•

Develop your plan for implementing the 4 Es with your team members

•

Determine who your senior leader should be

•

Identify how the leader will work with staff to bring about sustainable 

change

•

Develop a plan so all staff in your facility understand the three principles 

of safe design

•

Identify opportunities to improve teamwork and communication by 

reviewing barriers the team identified while learning from a safety defect

•

Select a tool that best addresses providers’ concerns
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Next Steps

Create your team with attention to who is on the team

Develop your plan for implementing the 4 Es with your team members

Determine who your senior leader should be

Identify how the leader will work with staff to bring about sustainable change

Develop a plan so all staff in your facility understand the three principles of safe design

Identify opportunities to improve teamwork and communication by reviewing barriers the team identified while learning from a safety defect

Select a tool that best addresses providers’ concerns
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Culture of Safety



SAY:

Begin your journey creating a positive culture of safety in your facility with these next steps:

Create your team with attention to who is on the team

Develop your plan for implementing the 4 Es with your team members

Determine who your senior leader should be

Identify how the leader will work with staff to bring about sustainable change

Develop a plan so that all staff in your facility understand the three principles of safe design

Identify opportunities to improve teamwork and communication by reviewing barriers the team identified while learning from a safety defect

Select a tool that best addresses providers’ concerns
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Culture of Safety

Additional Resources and Tools 

•

Tools discussed in this module are available on the AHRQ Web site.

•

These additional resources may be helpful for your teams as you 

implement quality improvement in your facilities:

–

CUSP Toolkit

–

TeamSTEPPS 

–

5 Diamonds

–

Quality Assurance and Performance Improvement (QAPI)

This module modified existing CUSP Toolkit materials for the 

hemodialysis setting. The CUSP and TeamSTEPPS models were not 

specifically designed for hemodialysis settings and they will need to be 

modified to accommodate your clinical environment.
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Additional Resources and Tools 

Tools discussed in this module are available on the AHRQ Web site.

These additional resources may be helpful for your teams as you implement quality improvement in your facilities:

CUSP Toolkit

TeamSTEPPS 

5 Diamonds

Quality Assurance and Performance Improvement (QAPI)



This module modified existing CUSP Toolkit materials for the hemodialysis setting. The CUSP and TeamSTEPPS models were not specifically designed for hemodialysis settings and they will need to be modified to accommodate your clinical environment.



Culture of Safety



SAY:

Tools discussed in this module are available on the AHRQ Web site.

These additional resources may be helpful for your teams as you implement quality improvement in your facilities:

CUSP Toolkit

TeamSTEPPS 

5 Diamonds

QAPI

 

This module modified existing CUSP Toolkit materials for the hemodialysis setting. The CUSP and TeamSTEPPS models were not specifically designed for hemodialysis settings and they will need to be modified to accommodate your clinical environment.
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Culture of Safety

Team Performance

Processes

•

Inside team

•

Outside team

•

Team traits

Inputs

•

Environment

•

Dialysis facility 

and context

•

Team 

composition

•

Task design

Outputs

Change in:

•

Performance

•

Attitudes

•

Behaviors
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Culture of Safety



SAY: 

Team performance will determine the effectiveness of the initiative. Bearing this in mind, the inputs, processes, and outputs the team encounters are interconnected and influential in team development.

 

The team’s performance will be influenced by the:

Environment,

Facilities and context,

Team composition, and

Task design.

Environmental factors affect the implementation and sustainability of the initiative.

 

Seeking team members from varying clinical backgrounds and with different levels and types of experience will help tailor the initiative to the needs of the facility. Devoting attention to task design will contribute to the success of the initiative. 

 

As well as the inputs, processes alter the outcome of any initiative. These processes may require interactions that take place inside the team (internal) or outside the team (external) or involve team traits.

 

Internal team processes focus on the resources the team developed to organize and manage the workload at the organizational level. The qualities of the team and leadership will determine the results of the intervention within the facility, whether the intervention is successful or must be delayed, and the general direction of the initiative. Depending on the inputs and processes of the team, the team’s outputs effect a change in staff performance, attitudes, and behaviors. 

 

Bearing in mind that team inputs, processes, and outcomes are interconnected, teams will be able to modify their initiative to fit the needs of their facility. In doing so, they are ensuring the sustainability of the initiative and developing processes that will help support its goal.
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Culture of Safety

Keys to a Successful Team 

•

The improvement team will include health care providers, support 

staff, and leadership staff

•

The “4 Es” is a highly effective tool for recruiting team members

•

Team members work together to identify barriers and address them 

as a group

•

For teams to be successful, the roles and responsibilities of team 

members need to be clearly defined
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     Keys to a Successful Team 

The improvement team will include health care providers, support staff, and leadership staff

The “4 Es” is a highly effective tool for recruiting team members

Team members work together to identify barriers and address them as a group

For teams to be successful, the roles and responsibilities of team members need to be clearly defined
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Culture of Safety



SAY:

In summary, successful teams:

 

1. Include health care providers, support and leadership staff

2. Use the 4Es to recruit team members

3. Collectively identify barriers and collaborate to address them 

4. Have clearly defined roles and responsibilities
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