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▪ Review the emergence of Evidence Based Medicine

▪ Define the role of institutional culture and individual contribution to 
Patient Safety

▪ Introduce the theory of incident genesis and contrast with the person-
centered approach

▪ Describe High Reliability Organizations and understand the strategies by 
which these organizations achieve their consistent results and high 
resilience towards critical incidents
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The art of medicine…

Expert opinion

Experience

Authoritarian judgment

No standard of care

No reliable method of measuring effectiveness
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Clinical Epidemiology- “the application, by a physician who provides 
direct patient care, of epidemiological and biometric methods to the 

study of diagnostic and therapeutic process in order to effect and 
improve health.” 

-David Sackett

• Critical Appraisal of the Literature

• EPIDEMIOLOGY + MEDICAL RESEARCH= EBM
1991= Gordon Guyatt: EVIDENCE-BASED Medicine

• Clinical Epidemiology

• Biomedical Informatics

• Evidence-Based Guidelines
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“RCTs are the foundation of a hierarchy of 

evidence that culminates with pooled data from 

multiple trials…”

the META-ANALYSIS
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Keep me safe…

Heal me…

Be nice to me…
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44,000 to 98,000 Americans dying annually from 
medical errors

44,000 = 120 people/day (737 capacity)

98,000 = 268 people/day (747 capacity)

11999 IOM report, To Err is Human: Building a Safer Health System
22003 NEJM
32007 Joint Commission Report
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Culture
Shared values 

and beliefs of individuals 

in a group or organization

Culture Shared Values
& Beliefs

Shared Values
& Beliefs Our Behaviors

Our Behaviors Outcomes

=
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Expected Safety Behaviors for All

Everyone makes a personal commitment to safety

Everyone is accountable for clear and 

complete communication 

Everyone supports a questioning 

attitude 
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Above the water line: 

Actual harm to the 

patient

SSE

Below the water line: 

Potential Patient Harm 

No harm events

Near Miss

Unsafe Conditions

26



Serious Safety Event
• Reaches the patient and

• Results in moderate harm to severe harm

or death

Precursor Safety Event
• Reaches the patient and

• 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

A deviation from generally accepted 

performance standards (GAPS) that…

© 2006 Healthcare Performance Improvement, LLC. ALL RIGHTS RESERVED.
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Safest Care=Adhering to 

Best Practice Guidelines



▪Patient safety 
and quality are 
SYSTEMS issues…
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Good Patient Care

Care

Albert
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<80% 
Reliability  

L
e
v
e
l 
1 80-90% 

Reliability or 1-
2 failures for 

every 10 
opportunities

L
e
v
e
l 
2 95% Reliability 

or  < 5 failures 
for every 100 
opportunities L

e
v
e
l 
3 99% 

Reliability or              
<5 failures  for 

every 1000 
opportunities
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Quality Improvement Problem Solving 
Model
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SMART Aim

Key Drivers

Interventions (LOR #)

We will increase the 

adherance to Safe 

Airway Bundle  from  

35% to 80% by 

June  1st, 2023.

Population: Patients 

admitted with critical 

airway

Appropriate Data Operational 

Definitions

Responsive Point of Care 

Mitigation

Appropriate level of 

Medication Review

Standardization of Process

Reliable Capture of Key 

Learnings from misses

Involve Pharmacy in review

Work with Qual to design database

Key

Gray shaded box = completed intervention

Green shaded box = what we’re working on right now

LOR # = Level of Reliability Number, e.g., LOR 1

Revision Date:  2/13/2021

To ensure all admitted 

Critical Airway patients 

mantain airway safety 

throughout iinpatient stay

Global Aim

Develop codebook of working 

definitions (LOR 1)

Map out current Med Rec Process vs 

Ideal process (LOR 1)

Standardized Med Rec Intake Form 

Forms (LOR 2)

Automated Reminders in EPIC (LOR 

2)

Improving the Critical Airway Admission
Key Driver Diagram (KDD)

Project Leader(s): Lauren Swift, MD



Process Name: Admission of Critical Airway Pediatrics
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P
R

O
C

E
S

S

Educate staff on 

concern 

recognition

Identify known 

precursor events

Standardized 

intake form 

developed

Some concerns 

will need a 

second look.

Some concerns 

need more time!

Ask of the family 

is obvious

Due date is easy 

to see

Key Items 

identified on 

INTAKE FORM, 

direct ask of the 

family obvious

Involved party 

from family 

perspective 

identified

DUE DATE is 

obvious

MD ED 

Concerns-

Patricia

MD UC 

Concerns- Kirsten

APRN Concerns-

Michelle

Pt Services 

Concerns- Tonya

Concerns for 

medical/follow up 

needs identified 

and passed on to 

Charge RN

Urgent Concerns 

prioritized

Ideally- precursor 

event and initial 

dissatisfaction 

identified IN SITU

Delayed 

Reporting- Initial 

event not 

acknowledged 

and mitigated, 

patient/family 

leaves ED/UC

Further delay- ie

phone not 

checked, email 

misrouted

Family does not 

answer phone.

Family not 

satisfied by the 

resolution.

Family Requests 

second review or 

has additional 

questions.

Responses 

routed to 

Reviewer Only

Reviewer offline 

or out of office

Waiting on 

multiple steps in 

review process

Frontline Staff did 

not received the 

concern- didn’t 

get phone call, 

didn’t read email

Wrong frontline 

staff made aware

Frontline staff not 

aware of time 

constraints

Reviewer with 

delay in getting 

the message.

Message lost in 

stack of “To dos”

Competing 

priorities interfere 

with review

Concern is 

disseminated to 

the wrong 

reviewer(s)- over 

or under leveled

Level of urgency 

not appreciated

Relay of the 

concern is not 

passed on with 

right degree of 

ALERT

Lag in Response

Patient arrives 

at ED and 

Critical Airway 

identified

Airway plan 

Reviewed with 

Family

Patient arrives 

on floor

Floor team and 

nurses huddle

Safe Airway 

Bundle 

ordered

Bed Assigned 

based on 

airway status

Patient is 

Admitted
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Histogram 

of Number 

of patient 

repositions
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PDSA - Individual 
Performance Report

PDSA - FIB Form
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Joyce
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Culture work = the glue that keeps your HAC 
and other improvements efforts intact and 
sustainable 

High Reliability Units

Error Prevention

Leadership Methods

Safety Governance 

Just Culture 

Cause Analysis

Disclosure

Employee/Staff Safety

Patient & Family Engagement
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▪ JAMA

▪ The Cochrane Library

▪ To Err is Human

▪ Crossing the Quality Chasm


