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Safety Across the Board Series

• May 15, 2018: What is Safety Across the Board?
• June 19, 2018: Developing a Safety Culture
• July 17, 2018: Team Communication
• August 21, 2018: Engagement at All Levels
• September 11, 2018: Power of Transparency
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Safety Across the Board

• A focus on building the capacity for safe, 
reliable care

• A broad and systematic approach toward 
building a patient-centered organizational 
response to reduce and prevent all patient 
harm, including the Hospital Improvement 
Innovation Network (HIIN) Clinical Topic Areas
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Safety Across the Board

3 Overarching Concepts
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Culture Strong Safety Practices

Engagement



Drivers for Improvement
Transparent, Current, Actionable Data

Safety Culture
Leadership Commitment

Connection Between Systems and Behaviors 
That Drive Reliability

Innovation
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Science and Methods of Quality Improvement

Evidence Based Practices

Practical Implementation Methods
Data Driven Decision Making 

System Re-design

Leaders, Middle Managers, 
Frontline Staff Members, Patients, and Families

Local Expertise to Provide Insight and 
Solutions/Champions

Culture

Strong 
Safety 

Practices

Engagement

Safety 
Across 

the 
Board



Safety Across the Board Toolkit
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https://www.healthcarecommunities.org/DesktopModules/Bring2mind/DMX/Download.aspx?DownloadMethod=inline
&portalid=3&EntryId=121799

https://www.healthcarecommunities.org/DesktopModules/Bring2mind/DMX/Download.aspx?DownloadMethod=inline&portalid=3&EntryId=121799


The Connection Between the HIIN Clinical 
Topic Improvement Areas

Sepsis Falls
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Readmissions

Adverse Drug 
Events (ADEs)

Pressure Injuries

Ventilator 
Associated Events 

(VAEs)

Hospital-
Acquired 

Infections (HAIs)



How Does Safety Across the Board 
Prevent Harm?

• Simultaneous execution of the three 
imperatives helps to keep patients, family/ 
caregivers, and workforce free from harm. 

• Hardwire safety across the board practices to 
allow for building the capacity to both identify 
and address opportunities for improvement.
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INTRODUCTION

Mark Marino
Education
Ashford University
• B. A. of Organizational Management
University of Arkansas
• M. A. of Operations Management
Employers
WCI Steel, Severstal Inc, RG Steel-Supervisor (Warren, Ohio)
United States Air Force Reserves-Loadmaster (Youngstown, Ohio)
PCC Airfoils- Department Manager (Mentor, Ohio)
Alcoa- Plant Manager (Cleveland, Ohio)
Maradyne- Plant Manager (Cleveland, Ohio)
Lockheed Martin- Manager (Palmdale, California)
California Air National Guard-Loadmaster (Channel Islands, California) 
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CULTURE CHANGE

WHAT IS CULTURE 
The definition has evolved over the last thirty years
• Components of Culture

• Beliefs
• Values
• Traditions
• Behaviors

These components and how we relate to them 
with in the group determine the culture 
organically 
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CULTURE CHANGE

Three Components for Change

The Message
The Plan

The Communication
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CULTURE CHANGE

COMPONENTS FOR CHANGE

THE MESSAGE
• Must address the reason for change
• Clear and Transparent
• Concise so all can relate to the message
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CULTURE CHANGE

THE PLAN
• Must be Cohesive from top to bottom
• Goal based/Achievable
• Remove old systems/ways
• Metrics that Identify True Results
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CULTURE CHANGE

PDCA
PLAN-The actions you want to take

DO-The actions you planned

CHECK-Check your results

ADJUST-Your plan if your results are not what you wanted
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CULTURE CHANGE

COMUNICATION
• Cohesive from Leadership to all Team 

Members
• Consistent and in several forms of Media
• Town Hall Style Presentations for all 

Stakeholders
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CULTURE CHANGE

CHALLENGES
SNAP BACK- Take away the old systems and ways

CHECK AND ADJUST- The organization may have to go 
through several cycles of this before it finds what works best
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Culture of Safety

Culture in healthcare is defined as:
• Shared values regarding the 

organization’s priorities.
• Shared beliefs about how the 

organization operates.
• How these beliefs influence unit and 

organizational structures and systems.
• Culture can be described as “the way we do 

things,” and is determined by behavioral norms, 
organizational values, and unstated assumptions. 
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Key Characteristics of a Culture of Safety

A safety culture includes the following 
characteristics:
• Openness
• Learning, not blaming (though not blame-free) 
• Accountability for individuals and their teams
• Accountability for the system, and for the 

organization and clients
• Outcomes do not determine actions, but 

guide improvements.
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How Is a Culture of Safety Established?

• Leadership plays a key role in establishing the 
culture of an organization.   

• Leadership is the key to changing culture, as 
this change is largely driven by leaders’ 
behavior. 

• Implementing a culture of safety within 
healthcare is necessary to prevent or reduce 
errors and improve overall healthcare quality. 
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Culture of Safety

• Reason’s Swiss cheese 
model does not absolve 
individual clinicians from 
responsibility. 

• It puts individual actions in 
the appropriate context 
and recognizes that the 
clear majority of errors are 
committed by well-trained, 
well-intentioned clinicians.
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Some holes due 
to active failures

Hazards

Accident

Other holes 
due to latent 
conditions



Culture of Safety

"Most serious medical errors are committed by 
competent, caring people doing what other competent, 
caring people would do." 

Don Berwick, former Director 
Centers for Medicare & Medicaid Services (CMS), 

and the Institute for Healthcare Improvement (IHI)
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The concept of safety culture emphasizes that most 
errors result from system flaws but also delineates 

where individuals should be held accountable.



Culture of Safety Versus “No Blame”

• The traditional culture of individual blame 
impairs the advancement of a safety culture. 

• One obstacle to adopting the new model is the 
belief that “no blame” may be an appropriate 
perspective from which to address some errors, 
but other errors do seem blameworthy and 
demand accountability. 

• The concept of a safety culture was introduced to 
reconcile the needs of both a “no-blame” 
approach and of appropriate accountability. 
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Safety Culture Focus Points

A safety culture focuses on identifying and addressing 
systems issues that lead well-intentioned individuals to 
engage in unsafe behaviors, while maintaining 
individual accountability by establishing zero tolerance 
for reckless or negligent behavior. 
This focus distinguishes between: 
• Human error (slips) 
• At-risk behavior (taking shortcuts) 
• Reckless behavior (ignoring required safety steps) 
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How Do We Assess a Culture of Safety?

• Safety culture can be assessed by surveys of 
providers at all levels of an organization. 

• Validated surveys are publicly available: 
Agency for Healthcare Research and Quality’s 
(AHRQ) Patient Safety Culture Survey and the 
Safety Attitudes Questionnaire

Agency for Healthcare Research and Quality (AHRQ). Surveys on Patient Safety Culture. Available at: 
https://www.ahrq.gov/sops/quality-patient-safety/patientsafetyculture/index.html. Accessed on: June 18, 2018.

24

https://www.ahrq.gov/sops/quality-patient-safety/patientsafetyculture/index.html


Assessment of a Culture of Safety

• Considerable variation exists in perceptions of 
safety culture across healthcare organizations and 
employee classifications, as evidenced by studies 
from AHRQ in annual Culture of Safety Surveys 
done in hospitals across the nation. 

• Variation due to the lack of: 
– A blame-free environment
– Poor communication
– Team functioning
– Lack of accountability
– Ineffective leadership commitment and support 
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Assessment of a Culture of Safety (cont.)

• Many safety culture surveys identify that in 
the same organization, safety cultures can 
differ from unit to unit, and between levels of 
care providers such as between frontline staff 
members and senior leaders. 

• This highlights the importance of a focus not 
only on senior leadership in identifying and 
transitioning to a culture of safety, but a focus 
on middle level managers more closely 
associated with frontline staff members.
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How Does a Focus on 
Safety Across the Board 

Have an Effect on 
Clinical Improvement?



HIIN Clinical Topic Area Improvement

Through the lens of a safety culture:
• Focus on the bigger picture 

(organization-wide, multi-disciplinary mobility 
program, or airway safety program)
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Early Mobility 
Program

Airway Safety 
Program

Reduction in:
Falls

HAPI*

ADE
VAE
HAI

*HAPI=Hospital-Acquired Pressure Injuries



Safety Culture and the Relationship to 
High Reliability
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Image used with permission from Hospital Quality Institute/HQI www.HQInstitute.org



Safety Culture and the Relationship to 
High Reliability (cont.)

• Do you have a process in place to reliably 
implement all of the components of a 
particular care bundle?

• Do you have a process in place to test 
that reliability?

• Do you have the resources and support 
needed to reliably implement the components 
of a care bundle?
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Concepts in Action

What practices are currently in place in your 
organization?:
1. To approach safety and quality improvement?
2. To address improvement across multiple 

clinical topics at the same time?
3. To address the three key concepts in safety 

across the board of culture, strong safety 
practices, and engagement?
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Safety Across the Board Series

• May 15, 2018: What is Safety Across the Board?
• June 19, 2018: Developing a Safety Culture
• July 17, 2018: Team Communication

– https://goo.gl/YNbWXE

• August 21, 2018: Engagement at All Levels
• September 11, 2018: Power of Transparency
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https://goo.gl/YNbWXE


Questions?

Kim Werkmeister, BA, RN, CPHQ, CPPS
Clinical Improvement Educator

HSAG HIIN
www.hsag.com/hiin

Kwerkmeister@hqinstitute.org
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http://www.hsag.com/hiin
mailto:Kwerkmeister@hqinstitute.org


For continuing education credit (1), 
please complete the evaluation at:

https://goo.gl/D9c4Hg
If you registered online for this event, 
you will also receive the link via email.

A recording of today’s session will be available at:
www.hsag.com/hiin/events

(Click on today’s event date to 
access the recording link)
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