* The purpose of this presentation is to introduce an
evidence-based nursing intervention for improving

patient safety.

* In 2001, the Institute of Medicine challenged
healthcare organizations to improve practice models

to increase patient safety and quality care.

* Currently, on an Acute Care for the Elderly unit,
elements of a culture of safety exist, although there
is no formal process for identifying and addressing

potential problems or reviewing, sharing, and learning

from adverse events.

Welcome to the West 4 inpatient unit.
Our entire staff is dedicated to providing you with high-quality, compassionate and patient
centered care. We want to be sure we are meeting your expectations, always. If you have a
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PICOT

PICOT: On an inpatient geriatric unit, will the
implementation of a High Reliability Safety Culture Cycle
result in a reduction in hospital acquired conditions,
adverse patient events, length of stay, improved
patient/family satisfaction and increased staff
perception of safety culture compared with the current
lack of an intentional safety culture over a twelve-

month period?

Implementing a High Reliability Safety Culture
Cycle in an Inpatient Geriatric Unit to Improve

Patient Safety Outcomes
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Review of Literature

* Two themes emerged during the review of the
literature:
« Safety Culture and Patient Outcomes

« High Reliability Organization Strategies to a

Culture of Safety
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High Reliability Safety Culture Cycle
 Six phases to be implemented sequentially

and cyclically

@ 1. Urgency 0

Discussion during staff meetings with a
focus on patient outcomes while soliciting

staff perceptions of current gaps in patient
A hospital-wide presentation will safety.

occur at the 1-year timeframe. An
abbreviated 1-hour education
session will be required as a
refresher.

2. Team Selection

® [ e Assistant managers as well as other
O O passionate interdisciplinary team
® ® members will act as champions to help
‘ ’ 7.0Ongoing Persistence @ build excitement surrounding the change
® Kotter and @® and facilitate during the education

During staff meetings, progress ® Cohen's Cha nge @ Phase.
will be discussed, as well as ® Model O
additional barriers and i |—'
trateqi O For implementing the High . @ 3. Vision and Strategy @
strategies. P Reliability Safety Culture
Cycle. ® Champions will develop a
@ O vision statement utilizing input
O ° from frontline staff to
0 6. Interim Successes @ O e O ® encourage buy-in.
Each milestone will be p
announced and celebrated.
During one-to-one meetings, vision statement is
v 5. Empowerment shared and further clarification of expectations
will occur.

During one-to-one meetings, personal barriers will be
discussed and addressed collaboratively.

Nursing Sensitive Outcomes

Measurement

Outcomes

Reduction in hospital

E tR ting Tool (RL Soluti
acquired conditions vent Reporting Tool (RL Solutions)

Reduced adverse patient

Event Reporting Tool (RL Solutions)
events

Reduced length of stay Electronic Medical Record Reports

Improved patient and

P G S
family satisfaction ress Laney survey

Increased staff perception
of patient safety

Safety Culture Survey

* Medical errors are associated with poor patient

outcomes, increasing costs of healthcare, and high

turnover.

» Despite safety changes and regulations, little progress

has been made toward the path to zero harm.

« High Reliability Organization theory has been
implemented in several organizations with great
success in improving safety culture and patient

outcomes.
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