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“Risks are uncertain future events that 

could impact on the organization's 

ability to achieve its objectives.” 

 
Getting on Board, A governance resource guide for arts organizations, prepared by 

Graeme Nahkies for Creative New Zealand, Revised Edition, 2014. 



Health Care Defects 

In the U.S. health care system: 

7 percent of patients suffer a medication error 

On average, every patient admitted to an intensive care unit 

suffers an adverse event 

44,000 to 99,000 people die in hospitals each year as the 

result of medical errors 

Over half a million patients develop catheter-associated 

urinary tract infections resulting in 13,000 deaths a year 

Nearly 100,000 patients die from health care-associated 

infections (HAIs) each year, and the cost of HAIs is $28 to 

$33 billion per year 

Estimated 30,000 to 62,000 deaths from central line-

associated blood stream infections per year 
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How Can These Errors Happen? 

• People are fallible 

• Medicine is still treated as an art, not a science 

• Systems do not catch mistakes before they reach the patient 
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Introduction to Adverse Events 

• Adverse event: An injury to a patient caused by medical 
intervention rather than by the underlying disease or 
condition of the patient 

• The mission of health care providers is to help and care for 
patients without harming them, but adverse events 
happen 

• When an adverse even occurs, it can be difficult for a 
health care worker to take ownership and communicate 
with the patient and family 

• Prompt, compassionate, and honest communication with 
the patient and family after an adverse event is essential 



Immediate Response to an  
Adverse Event 

• Care for the patient 

• Report to the appropriate parties 

• Communicate with the patient (who, what, 
when, where, and why) 

• Document the event in the medical record  

 



Next Steps in Responding to an  
Adverse Event 

• Investigation 

• Continued communication with the patient 
and family 

• Apology and remediation 

• System and process improvement 

• Measurement and evaluation 

• Education and training 
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The Science of Safety 

• Every system is perfectly designed to achieve its end results 

• Safe design principles must be applied to technical work and 

teamwork  

• Teams make wise decisions when there is diverse and 

independent input 
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System-Level Factors Affect Safety 
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Three Principles of Safe Design  
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Keys to Assembling the Team 

• Understands that patient safety culture is local 

• Composed of engaged frontline providers who take 

ownership of patient safety 

• Includes staff members who have different levels of 

experience 

• Tailored to include members based on clinical 

intervention 

• Meets regularly (weekly or at least monthly) 

• Has adequate resources 
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Barriers to Team Performance 
 

Inconsistency in team membership 

Lack of time 

Lack of information sharing 

Hierarchy 

Varying communication styles 

Presence of conflict 

Lack of coordination and follow-up  

Misinterpretation of cues 

Lack of role clarity 
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Communication Breakdowns Cause  
Treatment Delays 
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Root Causes of Treatment Delays (1995-2004) 



Basic Components and  

Process of Communication11 
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Elements That Affect  
Communication and Information Exchange 

• Interruptions 

• Task absorption 

• Verbal abuse 

• Fatigue 

• Not following plan of care 

• Ambiguous orders or directions 

• Change in team members 

• Work load 
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How to Communicate About an 
Adverse Event  

• Speak slowly and use clear language 

• Give an advance alert (“I’m afraid I have some 
news to share with you.”) 

• Give the news in a few, brief sentences 

• Quietly wait for the reaction 

• Watch and listen for response signals  

 

 

 

 



24 

Effective  

RM Team & 

Process 

Norms 

Role Clarity 

Effective Team  
Communication 

Conflict 
Resolution 

Education  
and 

Engagement 

Leadership  
Buy-in and 

Support 



25 

DALI & Risk 

Design 

Action 

Learning 

Improve 

Evidence: SIMPLE PSG 

Risk: potential serious AE 

       : past AE 

       : process analysis 

Monitor 

Trace 

AE Review 

 - Reported AE 

 - Trigger Tool 

Mindfulness 
(ต่อมเอะ๊) 



CUSP and Sensemaking Tools 

CUSP Tools Sensemaking Tools 

Staff Safety Assessment Discovery Form 

Safety Issues Worksheet Root Cause Analysis 

Learn from Defects Form Failure Mode and Effects Analysis 

Probabilistic Risk Assessment 

Causal Tree Worksheet 
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Sensemaking Overview 

A conversation among members of an organization involved in an 
event/issue 

The purpose is to reduce the ambiguity about the event/issue -
literally to make sense of it 

Each person brings their experience of that event/issue to the 
discussion 

The conversation is the mechanism that combines that knowledge 
into a new, more understandable form for the members 

Members develop a similar representation in their minds that 
allows for action that can be implemented and understood by all 
who have participated in the conversation 
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Staff Safety Assessment  
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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? 



Use the Safety Issues Worksheet for Senior 
Executive Partnership 
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Step 1. Engage the senior executive 

in addressing the safety issues 

identified on the form. 

Step 2. Use the form during safety 

rounds to identify safety issues, identify 

potential solutions, and identify 

resources. 

Step 3. Keep the project leader 

apprised of the information on this 

form. 



Learning From Defects:  
Four Questions  

30 

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? 



Stages of Engagement 

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

Active support of the project 
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Engaged 

Apathy 

Aversion 

Uninvolved 



The Second Victim:  
Health Care Workers 

 

• Health care workers involved in an adverse 
event experience their own trauma 

• Health care workers should request ongoing 
support from their hospital and peers 

• Hospitals have developed Employee 
Assistance Programs and Medically Induced 
Trauma Support Services 



Engage Physicians on the Team 
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Identify 
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leaders 
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สร้างขวญัก าลงัใจให้กองทพั 

ก าหนดพืน้ท่ีและความรบัผิดชอบ 

Collective Leadership 

ท าความเข้าใจเครื่องมือ HA (Review & 
DALI) 

เรียนรู้มาตรฐาน A-HA 
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ใช้ Scoring Guideline เพ่ือเพ่ิม maturity 

สนับสนุนให้เสาะหา Assessment Tool มาใช้ 

สนับสนุนและใช้ประโยชน์จากระบบวดัผล 

จดัให้มีระบบ Management Review 

หมนุ DALI โดยเร่ิมจาก L 
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10. หมุนวงล้อ DALI โดยเร่ิมจาก L 
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   ตามรอยเพ่ือช้ีโอกาสพฒันา 
Needs & Experience

of Patients 

Evidence &
Professional 

Standard
Waste

Safety

NEWS 

HIMR:  Holistic 

            Innovation 

            Multidisciplinary 

            Review 

BR:     Benchmarking 

           Research 

แนวคิดการพฒันา 

การช้ีประเดน็พฒันา 
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บทบาทของผูน้  า 

• มีใจรกั (รกัที่จะสรา้งการเปลี่ยนแปลง สูเ่ป้าหมายที่ยิง่ใหญ ่มีจติใจ

เป็นบวกตอ่ส่ิงท่ีจะเกิดข้ึน) 

• ชกัชวนท า (ใชห้ลกักลัยาณมิตร: น่ารกั น่าเคารพ น่าเจรญิใจ รูจ้กัพดู

ใหไ้ดผ้ล อดทนตอ่ถอ้ยค า แถลงเรือ่งลึกล ้าได ้ไม่ชกัน าในทางอฐาน) 

• น าและสนบัสนุน (ความรู ้ขอ้มูล ทรพัยากร โอกาส อ านาจตดัสินใจ) 

• คุน้เคยรบัฟัง (ความฝัน ความรูส้ึก ปัญหา ความส าเรจ็) 

• เสริมพลงั ใหก้ าลงัใจ ใสต่วักวน 

• ชวนติดตาม (monitor, trace) 
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Understanding Risk and 

Human Behavior 

41 

Human Error: 
Inadvertently 

completing the 
wrong action; slip, 

lapse, mistake 

At-Risk Behavior: 
Choosing to behave 

in a way that 
increases risk where 

risk is not  
recognized, or is 

mistakenly believed 
to be justified 

Reckless Behavior: 
Choosing to 
consciously 
disregard a 

substantial and 
unjustifiable risk 



Managing Error and Risk 
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Human Error 

Product of our 

current system 

design and 

behavioral choices 

Manage through 

changes in: 

• Choices 

• Processes 

• Procedures 

• Training 

• Design 

• Environment 

Console 

At-Risk Behavior 

A choice: risk 

believed insignificant 

or justified 

Manage through: 

• Removal of 

incentives for at-

risk behaviors 

• Creation of 

incentives for 

healthy behaviors 

• Situational 

awareness 

Coach 

Reckless Behavior 

Conscious disregard 

of substantial and 

unjustifiable risk 

Manage through: 

• Remedial action 

• Punitive action 

Punish 



Systems and Behaviors 

Work Together To Improve Outcomes 
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Mission, Values,  

and Expectations 

System 

Design 

Behavioral 
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Systems 
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Engineering System Design to 

Support Behavior Choices 
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Punitive Culture: 
Transparency is 
impossible 

Blame-Free 
Culture: No 
accountability 

Just Culture: 
Optimally 
supports a system 
of safety 



Just Culture 

• A system that:  

- Holds itself accountable 

- Holds staff members 
accountable 

- Has staff members who hold 
themselves accountable 
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Is Your Hospital Safe? 

Would you want a loved one to be a patient at your hospital? Your 
unit? 
 
Would you want to be a patient in the unit where you work? 
 
Can you say with 100 percent certainty that you believe that your 
hospital does everything it can to protect its patients? 
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