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I’m 4 Safety
Our Safety Behaviors

Patient Safety and Error Prevention
Refresher 

Presenter
Presentation Notes
Hello.  My name is Steve Kreiser and I am a senior consultant with Healthcare Performance Improvement.  At HPI we focus on taking lessons from other high-risk, complex industries and applying them to the healthcare environment to create more reliable outcomes in safety, quality and satisfaction.  Our approach is based on the science of high reliability, human performance, error prevention and systems engineering.  We have been working in partnership together for a number of years on your I’m 4 Safety initiative.  In this updated refresher training, we will review some background information on the concepts of high reliability and safety, while also providing a review of our safety behaviors and error prevention tools. For each of our four safety behaviors, we will tell you about a real situation where they were used in one of our facilities to keep a patient safe from harm, or, in a few examples, where they were not used, resulting in a preventable event.



1. Don’t harm me

2. Heal me

3. Be nice to me

…in that order

Providing the highest quality, compassionate care starts with 
keeping our patients safe

Presenter
Presentation Notes
As we continue to strive to provide our patients with the highest level of quality, compassionate care, we must always remember that it includes doing three things:  Don’t harm them, heal them and be nice to them – in that order, which is very important.  In other words, first let’s get safety right, then get quality, and then satisfaction.  We continue to be leaders in quality recognized in various aspects for our outcomes.  Over the past few years your focus on patient safety has helped to significantly reduced our Serious Safety Event Rate.  But in a safety-focused culture that’s still not good enough, because the only acceptable goal in terms of patient harm is Zero – zero events of preventable harm.  



High Reliability Organizations

3 Principles of Anticipation 
“Stay Out of Trouble”

Preoccupation with Failure
Sensitivity to Operations
Reluctance to Simplify

2 Principles of Containment
“Get Out of Trouble”

Commitment to Resilience
Deference to Expertise

HROs “operate under very trying conditions all the time and yet manage
to have fewer than their fair share of accidents.”

Presenter
Presentation Notes
So what exactly is a High Reliability Organization, or HRO for short?  Here you see a good definition from Karl Weick and Kathleen Sutcliffe, two researchers from the University of Michigan who visited a number of HRO’s (such as aircraft carriers and nuclear power plants) and came up with the definition you see here – “Organizations that operate under very trying conditions all the time and yet manage to have fewer than their fair share of accidents.”  They identified five principles that ran consistently through all of these organizations:One – Preoccupation with Failure – looking at small errors as a symptom something bigger is wrong in the system.  Two – Sensitivity to Operations – being proactive about finding and fixing system problems by getting out to the front line to understand the work being done on a day to day basis and the barriers to successThree – Reluctance to Simplify.  Creating a more complete understanding of the system by encouraging a diversity of thought, input and opinion while encouraging questioning attitudes to see and know as much as possible about the environment in which they operate.Four – High Reliability Organizations demonstrate a Commitment to Resilience in that they develop capabilities to detect, contain and bounce back from adversity.  They also have robust methods to learn from past failures in order to prevent them in the future.Finally, a distinctive feature of HRO’s is their Deference to Expertise.  They seek to flatten hierarchies that make them vulnerable to errors.  Decision making is pushed to the front line, to those with the most expertise, regardless of rank.  Another way to refer to this is a term we are all familiar with – Teamwork.  HRO’s take advantage of the unique skills and talents of every member of the team, regardless of rank or seniority in the organization. I was in one of these industries for over twenty years as a naval officer and FA-18 pilot.  Over the course of my career I flew off of aircraft carriers around the world in various situations.  As carrier pilots we knew were operating in high risk environments and so we valued standardized communications, attention to detail,  good situational awareness and decision-making, and above all, teamwork.  These are the concepts we have integrated into the I’m 4 Safety behaviors that are part of this review. These five principles are the hallmark of any High Reliability Organization and are collectively known as the principles of mindfulness.  I know we would all agree that we want mindful people working in healthcare – physicians, nurses, clinical and non-clinical staff alike, because the opposite of mindfulness is mindlessness – something we certainly can’t have in the high-risk environment in which we work.   



Serious Safety Event
• Reaches the patient 
• Results in moderate to severe harm or death

Precursor Safety Event
• Reaches the patient
• Results in minimal harm or no detectable harm

Near Miss Safety Event
• Does not reach the patient
• Error is caught by a detection barrier

or by chance

Precursor
Safety
Events

Serious
Safety
Events

Near Miss Safety Event

© 2006 Healthcare Performance Improvement, LLC. ALL RIGHTS RESERVED.

A deviation from generally accepted 
performance standards (GAPS) that…
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A key part of I’m 4 Safety is transparency and openness in discussing harm.  A key element of that openness is the use of the Safety Event Classification system, which measures harm from the patient’s perspective and provides a metric of success as we reduce events over time.When we hear about a potential event we ask ourselves, “Did we deviate from a generally accepted performance standard?”  If so, did the deviation reach the patient and result in moderate to severe harm or death?  If the answer is yes it is classified as a Serious Safety Event.  It takes into account known complications, and we do not have to share it outside the system, so its a more realistic measure of preventable harm.  Note that a Serious Safety Event includes moderate harm – for example, a patient that is over-sedated, not well monitored, in respiratory distress, intubated and transferred to ICU.  Even though they recover and go home fine, from a Preoccupation with Failure standpoint, that is a serious event, and we need to call it such to drive us to keep it from happening again where one day the patient is discovered non-responsive and codes.If the deviations reach the patient but result in minimal to no detectable harm, then it is classified as a Precursor Safety Event. For example, a patient gets Tylenol rather than Motrin.  This is not a “no harm, no foul” kind of error.  This exposes problems in our medication delivery process and we need to find and fix it before one day a patient gets dilauded rather than Dilantin resulting in a tragic event.If the errors do not reach the patient because of a good defensive barrier or a lucky catch, then it is classified as a Near Miss Safety Event, which are still important to have reported so we can learn about the human and system causes before they one day become a Precursor or Serious Safety Event.  You can help us in these efforts by reporting errors or system problems using our electronic reporting system.  Our goal is to continue to create a fair and just culture where staff and physicians are comfortable in reporting, confident that we never punish unintentional errors while at the same time building and reinforcing accountability for complying with expectations.
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Culture Change

Actual increase due to complacency 
or reverting to old habits

Apparent increase due to healthier 
event/problem reporting culture

Significant performance improvement
as a result of prevention activities

Long-term improvement through 
sustained prevention
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Presenter
Presentation Notes
We are using this safety event classification system to measure our improvement in reducing preventable harm to our patients.  When we first started, the serious safety event rate went up, because we started seeing more events being reported and we also included the moderate harm events in the serious event criteria.  This pushed us to be more preoccupied with failure.Our event rate peaked a few years ago and then it came down significantly.  But now we are concerned about complacency setting in, which can lead to an actual increase in events if we don’t continue to use our I’m 4 Safety behaviors and error prevention tools.  Our goal is to eventually achieve long term improvement and get to zero events of harm.  Is that a good goal?  If you think about it, it really is the only acceptable goal in an organization committed to providing excellent patient care.



Adapted from James Reason, Managing the Risks of Organizational Accidents (1997)

Active Errors
by individuals result in 

initiating action(s)

EVENTS of
HARM

Multiple Barriers - technology, processes, and 
people - designed to stop active errors (our “defense 

in depth”)

Latent Weaknesses in barriers

PREVENT
The Errors

DETECT & CORRECT
The System Weaknesses

Reason’s Swiss Cheese Model
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So how do events occur? The Swiss Cheese Effect is a model that explains how accidents happen due to errors and system problems lining up. The model was developed by Dr. James Reason, a psychologist studying events in aviation. It tells us that if you work in a complex, high-risk system, do not allow a single error to result in an event of harm.  Design in checks and balances to help catch errors and prevent them from resulting in events. This is called defense-in-depth.  Good defenses can include technology, like a medication bar code scanner, Processes and Policies, like a Timeout that requires the operating team to pause before making the incision to confirm the patient and operative site, or Other people, such as a nurse who uses another nurse to double check a high-risk medication or blood product.  Sometimes, however, those good checks and barriers fail – seen as holes in the Swiss cheese.  When all our best defenses fail, an error that otherwise would have been caught carries through the holes unstopped and results in a safety event. On average, a Serious Safety Event is the result of 8.3 human errors.There are two basic approaches to reducing safety events.  First, Prevent human error:  While we can never completely eliminate human error, by employing some low-risk behaviors we can reduce our event rates by 80%. Second, Find and fix the holes in the Swiss cheese:  HRO’s work hard to get staff comfortable in reporting errors and events when they occur without fear of repercussion or reprisal.  When the holes are discovered  through good reporting or Root Cause Analysis, they need to be fixed, or if resources are not available, other barriers need to be put in place.



Humans Work in Three Modes

Knowledge-Based Performance
“Figuring It Out Mode”

Rule-Based Performance
“If-Then Response Mode”

Skill-Based Performance
“Auto-Pilot Mode”

Presenter
Presentation Notes
Let’s talk a little more about the errors that are part of the Swiss Cheese Model.  We all make errors because we’re human.  The errors start here in the brain, often because the brain wants to simplify mental effort. So if you have done something a lot, in a frequent or routine fashion, its called skill based performance.  You do that activity without thinking – like you’re on autopilot.  If you have ever driven to work, pulled into a parking spot and had no idea how you got there, welcome to skill-based performance.  Essentially you are very skilled at that kind of task, but you will still make errors on rare occasion – slips, lapses or fumbles.  Studies show that error rates run at about one out of every thousand opportunities.If you haven’t built something up as a skill and have to think about it, that’s called rule-based performance.  Your brain perceives a situation and scans its memory banks of education or experience for a rule and then you make a decision or choice based on that rule. In other words, “If I see this, then I do that”.  Rule-based performance is where experts operate – they know the rules, how to apply the rules, and most importantly when to stop when they are in unfamiliar territory.  Still, we make errors in this mode about one out of a hundred opportunities. The third performance mode is knowledge-based performance.  This is when we’re in a new or unfamiliar situation. We haven’t done it enough to become a skill, and we don’t know the rule to apply when in that situation.  It’s sometimes called the “figure it out or take a guess” mode of human performance.  Its very dangerous because when people operate outside of their known operating principles, they make errors between 30-60% of the time.  For this reason, high reliability organizations avoid knowledge based performance like the plague.  They stress the importance of not venturing into the face of uncertainty and encourage people to stop when questions or concerns arise regarding the safety of our patients or employees.



Our Safety Behaviors
1. Practice with a Questioning Attitude

A. Reflect & Resolve
B. Stop in the face of uncertainty

2. Communicate Clearly
A. Repeat backs & read backs
B. Use phonetic and numeric clarifications
C. Ask Clarifying Questions
D. Use SBAR-Q to share information

3.   Focus on the Task
A. Self Check using STAR 

4.   Support Each Other
A.  Cross-check and Coach
B.  Speak up for Safety using ARCC

Presenter
Presentation Notes
In order to overcome skill, rule and knowledge based errors, in 2011 a large group of staff, physicians and leaders put together the four I’m 4 Safety behaviors and associated error prevention tools you see here.  These tools and techniques are very effective in reducing human error, and most organizations who have effectively integrated them into their everyday culture have reduced serious safety events.These concepts are evidence-based in that they have been used in other industries or other hospitals to prevent or catch errors before they result in patient harm.  For example – Questioning Attitude was the number one of twenty different critical thinking tools analyzed in the nuclear power industry back in the 1980s and 90s.  The aviation industry has used repeat-backs, phonetic and numeric clarifications for years to avoid communication errors.  A study in 1982 demonstrated that the STAR technique reduced skill-based errors by 90%.  Effective crosschecking between care providers can improve reliability by an order of magnitude.  Our goal at this point in our safety journey is to ensure that these tools and techniques continue to be used, talked about and engrained in our culture.  We are all under tremendous time pressure and work in busy, distracted environments of care, so it can be tempting to think we don’t have time for these kinds of things.  But these simple tools and techniques can help not only reduce human error but they also help build collective organizational mindfulness, which can help overcome a lot of system problems that can lead to patient harm. 



Practice with a Questioning Attitude
1. Practice with a Questioning Attitude

A. Reflect & Resolve
B. Stop in the face of uncertainty

2. Communicate Clearly
A. Repeat backs & read backs
B. Use phonetic and numeric clarifications
C. Ask Clarifying Questions
D. Use SBAR-Q to share information

3.   Focus on the Task
A. Self Check using STAR 

4.   Support Each Other
A.  Cross-check and Coach
B.  Speak up for Safety using ARCC

Presenter
Presentation Notes
Our first Safety Behavior is Practice with a questioning attitude.  Questioning attitude is the most important critical thinking tool one can possess.  In questioning attitude you’re not asking questions, you’re questioning the answers.  You’re applying what you know to use good judgment at all times to ensure information is interpreted correctly and the actions you choose are best for the situation.  People with poor questioning attitudes lack critical thinking skills and make errors because they:Make wrong assumptionsFail to note a condition that is unusualUse information that is obviously incorrectMisinterpret correct informationThrough this behavior we’re trying to get people to detect information and incorrect assumptions that can lead to bad decisions or actions.  And we’re trying to emphasize that if you are ever uncertain of a situation because the information doesn’t seem right or fit in, then you should stop all work activities and go seek further information or advice.  We call that Stopping in the Face of Uncertainty – one of the error prevention tools under this behavior.The second error prevention tool is Reflect and Resolve.  It comes out of the nuclear power industry as a way to describe how to develop a questioning attitude.   First Reflect on things you hear and see up here in the grey matter –ask yourself “does this fit in with past experience, does it make sense to me, is it what I would have expected?”  If it doesn’t seem right, or perhaps it is a high-risk situation, then you should go and Resolve it by checking with an expert, independent source – which can be another professional, a reference manual, the medical record or even at times the patient.  Please note that part of practicing with a questioning attitude is accepting a questioning attitude.  This means we should not be offended when a nurse, technologist or physician has a feeling something is not right and comes to us for clarification or advice.  



Our Patient Stories

A Questioning Attitude 
success story…

Presenter
Presentation Notes
Here’s a great questioning attitude example.  A case was scheduled for the Cath Lab that required contrast.  This patient had an elevated creatinine level.  The nurse called the physician to report the elevated number.  The physician ordered an increase in fluids but still wanted to do the procedure even though the level was a bit high.  The  nurse read through the chart, talked to the patient and found that he had not had any prior history of kidney problems that would have caused the higher level.This created uncertainty in the nurses mind – something didn’t seem right.  She stopped, went back to the doctor and asked if he really wanted to do the procedure since the patient had never had a problem in the past and the procedure would require a large amount of contrast, which can damage the kidneys.The physician talked with the patient and then told the nurse he was going to cancel the case and thanked her for her help.  What a great example of a questioning attitude on the part of the nurse and an even better example of Stopping in the Face of Uncertainty on the part of both the nurse and the physician when questions or concerns arose in the course of caring for their patient.



Communicate Clearly
1. Practice with a Questioning Attitude

A. Reflect & Resolve
B. Stop in the face of uncertainty

2. Communicate Clearly
A. Repeat backs & read backs
B. Use phonetic and numeric clarifications
C. Ask Clarifying Questions
D. Use SBAR-Q to share information

3.   Focus on the Task
A. Self Check using STAR 

4.   Support Each Other
A.  Cross-check and Coach
B.  Speak up for Safety using ARCC

Presenter
Presentation Notes
Next up is our second Safety Behavior – Communicate Clearly.  Here we’re trying to emphasize that we are all responsible for professional, clear and complete verbal and written communications.In this behavior we’re talking about information transfer.  We want to ensure clear communications for two reasons – so that we hear things correctly and understand them accurately.  These two goals serve one greater purpose – to prevent wrong assumptions and misunderstandings that can lead to critical thinking or decision errors.  We have a number of specific Error Prevention Tools to help us communicate more clearly. Repeat Backs and Read Backs are used to ensure information is sent and received accuratelyPhonetic and numeric clarifications help to remove any doubt from some sound alike words and numbers.Clarifying Questions are used to ensure information is well-understood.  The term is designed to reduce defensiveness because sometimes people feel like they are being challenged when asked a question, but in reality they are just seeking a better understanding of the situation.SBAR-Q is all about content formatting and how to efficiently pass information when a decision or action is needed.  



Communicating Clearly at Main Line

Presenter
Presentation Notes
Main Line Health is a six hospital system in the western suburbs of Philadelphia that has experienced an 81% reduction in their Serious Safety Event rate over the past three years.  Some of their physicians and staff members put together this video to demonstrate the use of these communication tools in some very realistic scenarios.  



Focus on the Task
1. Practice with a Questioning Attitude

A. Reflect & Resolve
B. Stop in the face of uncertainty

2. Communicate Clearly
A. Repeat backs & read backs
B. Use phonetic and numeric clarifications
C. Ask Clarifying Questions
D. Use SBAR-Q to share information

3.   Focus on the Task
A. Self Check using STAR 

4.   Support Each Other
A.  Cross-check and Coach
B.  Speak up for Safety using ARCC

Presenter
Presentation Notes
Our third Safety Behavior is Focus on the Task.  This is literal and addresses those skill-based errors we discussed earlier.  Recall that in skill based performance we’re not paying attention.  We’re operating on autopilot and either thinking about nothing or preoccupied.  Things like entering a number into a computer or patient chart, pulling or administering a vaccine, or drawing a specimen – in other words, any kind of repetitive task. If its safety critical, you want to do it with thoughtful intent by self-checking using STAR technique.  It avoids those errors of the hand, and gives you reliability in executing simple actions in familiar, routine environments with little or no conscious thought.The STAR technique is a simple acronym that stands for STOP, THINK, ACT and REVIEW.  The R is a built in double check – Review to see if it turned out the way you intended.  STAR has been shown to reduced error rates by 10 to 100 times.  The STAR technique was adopted by industries whose members conduct a lot of repetitive actions in a familiar environment involving a lot of button pushing or knob switching – like the cockpit of an airplane or control booth of a nuclear power plant.  These industries have lots of things that need to be done reliably because of the terrible consequences of failure.  They learned in those industries that it didn’t pay to act without thinking, and whenever they were ready to touch, turn or actuate, they would stop for a second to think before they acted.   In aviation we actually built simulators to practice STAR.  As a pilot you would climb into a simulator and the instructor would throw every emergency in the book at you to see if you pushed the right button, knob or switch.  You actually have similar self-checking simulators in your facility – its called the vending machine.  You’ll see good STAR technique in use there.  People put their money in the vending machine and their fingers come out – that’s a sign of a good self checker who is focusing on the task.  They point to the Snickers Bar at D3, and then over here they point and press the D.  Then they pause for a second to look back at the Snickers Bar, just to make sure, and then they go back and push the 3.  So that’s what good self checking looks like, and if its good enough for the vending machine, its good enough for those safety critical actions in our clinical and non-clinical work environments, like identifying a patient, entering something into a medical device, documenting a progress note, connecting a tube, giving a medication, or even getting ready to operate on a patient.  



Our Patient Stories

A Focus on the Task example…

Presenter
Presentation Notes
Here are some examples of the need to Focus on the Task using STAR.  A nurse was making rounds at the start of her shift and noticed the IV medication on one of her patients had been hung at the prescribed time on the prior shift, but the roller clamp had not been released, causing the medication to not infuse.  Had the previous nurse focused using Stop, Think, Act, Review, this error that resulted in a missed dose could have easily been prevented.  In a second case, a patient receiving oxygen by nasal cannula was transported to another department for a procedure.  The cannula tubing was connected to a portable oxygen tank during transport, but when the patient was returned to his bed the cannula tubing was not reconnected to the oxygen source on the wall.  Taking a second or two to Stop and Think before Acting could have avoided this error.A third example is a great catch by Focusing on the Task.  A patient was transported to a procedure area.  Their nurse was going over the pre-procedure checklist and noticed the patient did not have an allergy band.  Verifying the allergy information, she found that the patient was allergic to one of the medications frequently used in the procedure area, and followed up by applying an allergy band to the patient.  Even though the nurse was busy, by using STAR she prevented a potential serious safety event. 



Support Each Other
1. Practice with a Questioning Attitude

A. Reflect & Resolve
B. Stop in the face of uncertainty

2. Communicate Clearly
A. Repeat backs & read backs
B. Use phonetic and numeric clarifications
C. Ask Clarifying Questions
D. Use SBAR-Q to share information

3.   Focus on the Task
A. Self Check using STAR 

4.   Support Each Other
A.  Cross-check and Coach
B.  Speak up for Safety using ARCC
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Our fourth safety behavior is Support Each Other which is all about speaking up and looking out for one another.  We do this to catch each other’s mistakes while building a greater sense of accountability for our actions.  To relate this to commercial aviation, a common misperception is that there are two pilots in the cockpit so that one pilot can take over for another in case one has a heart attack or is incapacitated in some way.  In reality, there are two pilots so that they can crosscheck and support each another to catch mistakes and errors that can lead to accidents.We are seeking to support each other using two specific tools.  The first is to Crosscheck and Coach.  Crosschecking means that we not only check one another’s work but are willing to be checked, which establishes a more collegial environment where we are not so sensitive to input or criticism.    Coach is the actual act of offering input, advice or assistance when needed. If you want to know how to put this into practice, you can start by responding to people who offer feedback or point out your error by saying “Thanks for the crosscheck!”  This does wonders for reducing Power Distance and fear people have in speaking up.The second tool is called Speak up for Safety using ARCC, which stands for Ask a question, Request a change, voice a Safety Concern and if none of that works, use the Chain of Command.  ARCC is a simple way to respectfully escalate patient safety concerns, especially when confronted by an authority gradient.



Supporting Each Other = Teamwork

Individual reliability is limited:
1 defect per 1000 opportunities

1/1000 (my error probability)
x 1/1000 (your error probability)
= 1/1,000,000 (our combined reliability!!)

We are better
together… 

Presenter
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The power in Crosschecking is easily understood by considering a simple math equation we call the multiplier effect:Let’s say I’m doing something very simple – like washing my hands when entering a patient room.  If I’ve developed that into a skill based habit, the probability I’ll forget is about 1 out of a thousand. If you are similarly committed to hand hygiene and go in the room with me your chance of making an error is also 1 out of 1000.  But if I’m committed to good crosschecking and not afraid to say “don’t forget to wash your hands”, and you are receptive and say “thanks for the crosscheck”, and at the same time you are not afraid to tell me “don’t forget to wash your hands” and I’m willing to be checked by responding “thanks for the crosscheck!”, then we take my 1 out of 1000 error probability and multiply it times your 1 out of a thousand and so together our chances of making an error are 1 out of a million!We literally are better together.  In the Navy we always flew our missions in flights of two or four aircraft, because we believed in looking out for each other.  We referred to each other as wingmen, because we always flew in sight of each other’s wing.  A good wingman always looked out for their fellow pilot.  As you may recall from the movie Top Gun, you never leave your wingman – which is a pop culture way of saying – keep an eye on each other, I’ll check you and you check me.  Another way to think about this is to care enough about me or the patient to take the time to check my work, and don’t be afraid to point out errors or things you suspect may be wrong.



Power Distance
Geert Hofstede’s Power Distance
• Extent to which the less powerful expect and accept that power is 

distributed unequally
• Leads to strong Authority Gradients, which is the perception of authority as 

perceived by the subordinate

United States
• Moderate to low Power Distance 

(38th of 50 countries)

In Healthcare
• High between certain professional groups:

• Some physicians and nurses
• Some nurses and other clinical staff
• Some leaders and staff

“Cultural differences are a nuisance at best and often a 
disaster."

Geert Hofstede, Emeritus Professor, Maastricht University
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Even though we instinctively know how important it is to speak up and check each other, all too often in healthcare, people are afraid to speak up if they have a safety concern.  This occurs due to a well known effect called Power Distance.  Power Distance is a term coined by a Dutch researcher named Gertt Hofstede, who defined it as the extent to which the less powerful expect and accept that power is distributed unequally in a culture or organization.Hofstede actually measured Power Distance in different countries.  He found that in countries like Indonesia, the Philippines, Singapore and certain Latin American countries, there is a very high power distance and you simply do not question or challenge people who are perceived to be in a position of higher authority, social or economic class.  Overall in the United States we have moderate power distance but in certain industries and professional groups, including physicians and nurses, it’s quite high.  You’ll see it when a nurse is hesitant to speak up when they see a physician make a mistake or when a nursing aid or non-clinician is afraid to voice a concern to a nurse.
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A Safety Codeword – “I have a Concern…”

A responsibility to protect in a manner of mutual respect –
an assertion and escalation technique

Ask a question
Make a Request
Voice a Concern

Use the lightest touch possible…

If no success, use the

Chain of Command

Speak Up for Safety using ARCC

Presenter
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One of the most important tools we have provided to everybody is the escalation technique known as ARCC.The idea came out of the airline industry as part of the Crew Resource Management concept from the 1970’s when NASA and the FAA realized that 70% of plane crashes involved equipment failures on aircraft that the flight crew could have dealt with had they simply worked better together. One of the sharp issues in those cases comes from the idea of Power Distance and people not voicing their concerns to positions of authority.  This is where a technique like ARCC is so effective.  It gives folks a measured way to elevate their safety concerns to help cross that authority gradient to be an advocate for the patient.  First they Ask a simple question – that A in ARCC.  Many of those simple questions have simple answers, and the concern is instantly resolved.  But if not, then you go to the next level and become more of an advocate for the patient.  The R in ARCC - make a Request, which is an attempt to give them another option.  If there’s still resistance, and you are still concerned, you kick it up that last notch and literally voice the Concern.  All high risk industries have safety codewords, and here that word is CONCERNED.   Whenever somebody says they’re Concerned, it should set off bells and whistles in our heads causing us to stop and address why this person has this genuine worry that we’re about to harm a patient. The last C in ARCC is there to encourage folks to seek out guidance from the Chain of Command if their concerns are still being discounted.  Its not meant to be threatening, but a signal that somebody feels strongly enough about a safety concern to look to leadership for more guidance.  
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Our Patient Stories

A Support Each Other using 
ARCC success…
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Here’s a safety success story using ARCC.A surgical patient was on the table and the surgeon was about to close.  A member of the surgical team spoke up to say the count was off, Asking if the surgeon had misplaced the instrument.  The surgeon searched the surgical site and stated nothing was there and that he was going to continue to close. The surgical team then made a Request to have an xray to validate the surgical site was free of any foreign object.   The Surgeon reassured team that site was free of any instruments and suggested that perhaps the count was off at the beginning of the procedure or that the instrument had been left somewhere else.  The surgical team then voiced their concern and used the Chain of command to notify the manager.   A portable x-ray was brought in which confirmed the missing instrument was in the patient in an area that was difficult to visualize. Due to the successful use of ARCC and a team that supported each other, they were able to respectfully speak up and assert themselves across a perceived authority gradient. 



Step 1:  Know our Expectations
Memorize our I’m 4 Safety Behaviors & Error Prevention 
Tools proven to help reduce human error

Step 2:  Build Skills
Use the I’m 4 Safety Behaviors and Error Prevention 
Tools each and every day – share great catch stories that 
show how they work to prevent harm

Step 3:  Reinforce & Build Accountability
Practice and role model the Behaviors and Tools to make 
them common place actions – encourage your coworker 
to use them too!

Clinical and Non-clinical Staff

What Do I Need to Do?

Presenter
Presentation Notes
I’m 4 Safety must be an integral part of our culture.  It involves more than just these safety behaviors and error prevention tools, but they are the most important thing you can do at the front line to protect our patients from harm.  We have to make these tools our common practice.  But how can we make that happen?Over the past few years we have defined these tools together to help set them as expectations.We have spent a lot of time and effort to train everyone – including physicians – on how they work.  Now we need to continue developing these skills as part of our daily practice.  Share great catch stories to show how they work to prevent errors and harm that can affect our patients.Be a role mode and reinforce these behaviors with your coworkers.  Hold each other accountable for knowing and for doing them!  Only then can we get to that goal of zero harm.Thank you for your time and attention during this refresher training and thank you for all you’re doing to keep our patients safe.
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