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Today’s Agenda
• Brief history of the Lucian Leape Institute
• Five Concepts for transforming health care
–
–
–

Deep dive: transparency
Deep dive: patient and family engagement
Deep dive: workforce safety

• Culture and leadership imperative
• Open discussion
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Learning Objectives
Following today’s session, participants will be able
to:
• Describe the five vital, transforming concepts that
require system-level attention and action
• Summarize the progress and barriers to improvement
in safety for the five transforming concepts
• Identify at least two recommendations that can help
accelerate patient and workforce safety
• Explain the practical tools and behaviors for engaging
leaders and developing safety culture at all levels
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• Gary Kaplan has nothing to disclose.
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Brief History of the Lucian Leape Institute
• Founded in 2007 by the National Patient Safety
•
•
•
•

•
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Foundation (NPSF)
Named for Dr. Lucian Leape – pediatric surgeon,
“father of modern patient safety movement”
Chartered to provide a strategic vision for improving
patient safety
Focused on transformational change that is
foundational to improving patient safety
Mission: creating a world where patients and those
who care for them are free from harm
Thank you to Medtronic, Inaugural Funder of the
Lucian Leape Institute
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A Vision for Health Care
“We envision a culture that is open, transparent,
supportive and committed to learning; where
doctors, nurses and all health workers treat each
other and their patients competently and with
respect; where the patient’s interest is always
paramount; and where patients and families are fully
engaged in their care.”
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Leape L, Berwick D, Clancy C, et al. Transforming healthcare: a safety imperative.
BMJ Quality & Safety 2009;18:424-428.

Transforming Concepts
• To become safe, effective, high reliability
organizations, healthcare organizations must
implement five major transforming concepts
• While other actions are needed, these are the
essential core required to bring change
• If an organization achieves them all, it will be well
on the way to becoming a high reliability
organization
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Leape L, Berwick D, Clancy C, et al. Transforming healthcare: a safety imperative.
BMJ Quality & Safety 2009;18:424-428.

The Five Transforming Concepts
1. Transparency must be a practice value in
2.
3.

4.
5.
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everything we do
Care must be delivered in multidisciplinary teams
working in integrated care platforms
Patients must become full partners in all aspects
of health care
Health care workers need to find joy and
meaning in their work
Medical education must be redesigned to prepare
new physicians to function in this new
environment
Leape L, Berwick D, Clancy C, et al. Transforming healthcare: a safety imperative.
BMJ Quality & Safety 2009;18:424-428.

The Five Transforming Concepts
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10

everything we do
Care must be delivered in multidisciplinary teams
working in integrated care platforms
Patients must become full partners in all
aspects of health care
Health care workers need to find joy and
meaning in their work
Medical education must be redesigned to prepare
new physicians to function in this new
environment
Leape L, Berwick D, Clancy C, et al. Transforming healthcare: a safety imperative.
BMJ Quality & Safety 2009;18:424-428.

Transparency
“Transparency must be a practiced value in
everything we do.”
What is transparency?
• The free, uninhibited flow of information that is
open to the scrutiny of others
• Essential for establishing trust, accountability,
ethical behavior
• Necessary first step or precondition
• Relatively inexpensive and effective tool
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Shining a Light: Safer Health Care Through
Transparency
From the NPSF Lucian
Leape Institute Roundtable
on Transparency
Published 2015
Available for free
download at:
www.ihi.org/Engage/Initiatives/LucianLeape-Institute/Pages/Publications.aspx
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Shining a Light: Safer Health Care Through
Transparency
Report content:
• Research on
transparency
• Assessment of barriers
• Recommendations
• Case Studies
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The Four Interrelated Domains of Transparency
Between clinicians
and patients
(e.g., disclosure after
medical error)

(e.g., peer review)

With the public

Among
organizations

(e.g., public reporting of safety
data)
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Among
clinicians

(e.g., regional collaboratives)

The Four Interrelated Domains of Transparency
Between clinicians
and patients
(e.g., disclosure after
medical error)

Among
clinicians
(e.g., peer review)
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Extreme honesty with patients and
families, including:
• Shared decision making
• Fully informed consent
• Free and open communication
Communication among providers:
• Related to hazards, errors,
adverse events
• Just culture as a precondition
• Effective mechanisms for
reporting and analyzing events

The Four Interrelated Domains of Transparency

Among
organizations
(e.g., regional collaboratives)

With the public
(e.g., public reporting of safety
data)
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Sharing safety data among payers,
hospitals, vendors, purchasers
• Requires cultural shift
• Collaboratives, PSOs
• Storytelling as powerful tool
Transparency to the public:
• Public reporting of harmful events
• Reliable safety data available
• Requires protected environment
and safety culture

Barriers to Transparency
Fears about conflict, disclosure, and potential
negative effects on reputation and finances
Lack of a pervasive safety culture and the
leadership commitment needed to create it
Stakeholders with a strong interest in maintaining
the status quo
Lack of reliable data and standards for reporting
and assessing clinician behavior regarding
transparency
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Progress in Transparency
• Online review platforms and public patient
experience survey data
• 2005 Patient Safety and Quality Improvement Act
and the rise of patient safety organizations
• Examples from collaboratives like Solutions for
Patient Safety
• Growing number of communication and resolution
programs and toolkits
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Gandhi TK, Kaplan GS, Leape L, et al Transforming concepts in patient safety: a progress
report BMJ Qual Saf Published Online First: 17 July 2018. doi: 10.1136/bmjqs-2017-007756

Patient Safety Alert and Response System
• Any team member can report a safety concern by submitting a
PSA.

• However, if there is serious physical or emotional harm
additional synchronized resources are required immediately for
the benefit of our patients, their families, and staff.

• In that event, call an SOS!

SOS
• Synchronized Ongoing Support for Patient Families and
Caregiver Colleagues

• Allows our front line to activate an emergency response
mechanism for immediate attention when there is serious
physical or emotional harm

• Triggers standard process for ongoing support and system
learning

SOS Activates 3 Pathways
• Event Analysis and Review

• Ongoing Communication with Patients and their
families

• Care for our Caregiver Colleagues

Clinician Autopause
• Mandatory
• For healing, reflection, assessment & support
• For clinicians most impacted
• Activate when death or serious harm coupled closely
with an individual action

• Minimum duration 8 hours – no direct patient care

“You need to take better care of
each other, so you can take better
care of us”
– Gerald McClinton

Remaining Challenges
• Health care leaders and boards lack
understanding of disclosure and apology and
safety concepts related to transparency
• Hospital and clinician concerns about litigation
continue
• Interpretability and comprehensiveness of safety
metrics and hospital scoring systems need to be
addressed
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Gandhi TK, Kaplan GS, Leape L, et al. Transforming concepts in patient safety: a progress
report. BMJ Qual Saf. Published Online First: 17 July 2018. doi: 10.1136/bmjqs-2017-007756

Patient & Family Engagement
“Patients must become full partners in all aspects of
health care.”
What is patient and family engagement?
• “Patients, families, their representatives, and health
professionals working in active partnership at various
levels across the health care system—in direct care,
organizational design and governance, and policy
making—to improve health and health care.”
• Studies link patient engagement with patient
satisfaction, safer care, improved work experience for
caregivers, and better health outcomes.
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Carman KL, Dardess P, Maurer M, et al. Patient And Family Engagement: A Framework For
Understanding The Elements And Developing Interventions And Policies. Health
Affairs 2013;32:2:223-4231.

Safety is Personal: Partnering with Patients and
Families for the Safest Care
From the NPSF Lucian
Leape Institute Roundtable
on Consumer Engagement
Published 2014
Available for free
download at:
www.ihi.org/Engage/Initiatives/LucianLeape-Institute/Pages/Publications.aspx
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Safety is Personal: Partnering with Patients and
Families for the Safest Care
Report content:
• Research on patient and
family engagement
• Assessment of barriers
• Recommendations for:
– Leaders of health care

systems
– Clinicians and staff
– Policy makers
– Patients, families, and the
public
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Four Levels of Engagement
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The framework/declaration was originally developed for the World Innovation Summit
for Health (WISH) 2013, an initiative of Qatar Foundation. See WISH Patient
Engagement Report (available at www.wish-qatar.org/reports/2013-reports).

Characteristics of Excellent Patient/ Family
Partners
• The ability to share personal experiences in ways

•
•
•
•
•
•
•
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that others will listen and learn from them
The ability to see the “big picture”
Interested in more than one issue
Interested in improving health care or research
The ability to ask tough questions constructively
The ability to connect with people
A sense of humor
Representative of the relevant patients/ families/
conditions

Barriers to Patient & Family Engagement
• Historically paternalistic culture in health care
• Lack of understanding/ knowledge/ commitment on
the part of health care leaders to embrace patient and
family engagement and partnerships as an essential
part of their mission

•
•
•
•
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Logistical and administrative barriers

Lack of effective engagement tools and training
Lack of trust among patients and families
Problems with health literacy, limited social support,
or fear of speaking up on the part of patients

Progress in Patient & Family Engagement
• Increasing use of decision aids, patient portals,
OpenNotes, and care engagement plans
• Spread of Patient and Family Advisory Councils
(PFACs)
• Mandates from CMS, the National Committee for
Quality Assurance and other payers for measuring
the patient’s experience of care using the
Consumer Assessment of Healthcare Providers
and Systems(CAHPS) surveys
• Internationally observed ‘What Matters to You?
Day’
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Partners Healthcare System case study
• Established a system-wide Patient Experience
Leaders committee
– Members are CXO’s, experts in patient experience

measurement and improvement, reps from population
health and finance
– Mission:
– Identify and share best practices across system for all settings
– Plan and execute annual Patient Experience Summit for 400-

500
– Provide technical support and training to all clinical collaborative
committees to involve patients and families in co-design
– Provide guidance on patient portal, patient engagement tools,

Remaining Challenges
• Many organizations still lack effective knowledge about
methods to involve and partners with patients and families:
interviews, design studios, focus groups, PFACs
• Current fee-for-service payment system does not
reimburse clinicians to communicate effectively with
patients
• Organizations still lack process improvement skills to
support integrating patient-designed improvements into
clinical workflows, review of educational materials,
technology updates
• Care is transitioning to the ambulatory setting requiring
patients and families to becoming more responsible for
delivering their own care, with almost no training
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What can you do tomorrow?
Create brochures and CCTV announcements for patients and
families to advise them about what they can do to avoid
harm:
1. Ask questions about the risks and benefits of recommendations until
you understand the answers.
2. Don’t go alone to the hospital or to doctor visits.
3. Always know why and how you take your medications, and their names.
4. Be very sure you understand the plan of action for your care.
5. Say back to clinicians in your own words what you think they have told
you.
6. Arrange to get any recommended lab tests done before a visit.
7. Determine who is in charge of your care.
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What can you do tomorrow?
• Establish PFAC’s for all major clinical services
• Require patient and family input on all educational
materials, brochures, posters
• Synthesize all of your input from patients to
identify trends and set priorities: survey data,
patient advocacy reports, letters, etc.
• Incorporate evidence-based decision aids into
your patient portal and clinical care
• Implement Open Notes
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Workforce Safety, Joy, and Meaning
“Health care workers need to find joy and meaning in
their work.”
What is joy, meaning, and workforce safety?
• Meaning: the sense of importance of an action
• Joy: the emotion of pleasure, feeling of success,
and satisfaction as a result of meaningful action
• Workforce safety: physical and psychological
freedom from harm, neglect, and disrespect – a
precondition to joy and meaning
Lucian Leape Institute. Through the Eyes of the Workforce: Creating Joy, Meaning, and Safer
Health Care. Boston, MA: National Patient Safety Foundation; 2013.
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Through the Eyes of the Workforce: Creating Joy,
Meaning, and Safer Health Care
From the NPSF Lucian
Leape Institute Roundtable
on Joy, Meaning, and
Workforce Safety (2013)

Download at:
www.ihi.org/Engage/Initiatives/LucianLeape-Institute/Pages/Publications.aspx
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Report Focus
Research:
Physical & psychological
harm

Barriers

Recommendations:
Leaders, clinicians, policy
makers, patients & families
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Vulnerable Workplaces: Physical Harm
• High hazard industry, Injury rates:
•
•

2x > private industry
84% > construction industry

• More FTE days lost due to
occupational illness and injury

• Extensive reports of workforce
safety issues interfering with care

• Rising workplace violence:
•
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5-6x greater chance of being
assaulted as ED RN/MD than urban
area cab drive

Vulnerable Workplaces: Psychological Harm
• Burnout
• Emotional abuse, bullying,
•
•
•
•
•
•
•
•
•
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incivility
Workplace violence
Lack of respect, recognition,
resources & responsiveness
Production pressures, non-value
added work, HIT
Cultures of fear
Moral distress
Depression, anxiety, suicide
Fatigue, cognitive burden
Inequities
Lack of care for the caregiver

Barriers to Workforce Safety
• Lack of leadership awareness, understanding &
commitment; including association between workforce and
patient safety
– Physical harm more generally understood as compared to

psychological harm

• Normalization of deviance: workforce harm accepted as
•
•
•
•

•
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collateral damage
Poor safety cultures
Devaluing of people as expenses versus assets
Low awareness/disregard of emotional harm
Lack of integration with occupational health, human
resources, organizational development
Tendency to “patch” & react versus understanding and
solving

Costs of Inaction
• Burnout, lost work hours, turnover, inability to attract
newcomers to caring professions, attrition

• Less vigilance with regard to safety practices –
increased errors & harm to patients and workforce

• Impact on patient care and experience

• Erosion of resiliency
• Lost productivity: costs related to absenteeism &
presenteeism are 2-3x > medical/pharmaceutical costs
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Kaiser Permanente People Pulse Survey
Workplace Safety Index: The 4th “R”
Can each member of your workforce respond “yes” every day?
1.

Am I treated with dignity and respect by everyone, every day, in each
encounter, without regard to race, ethnicity, nationality, gender, religious belief,
sexual orientation, title, pay grade, or number of degrees?

2.

Do I have the resources I need: education, training, tools, financial support,
encouragement, so I can make a contribution to this organization that gives
meaning to my life?

3.

Am I recognized and thanked for what I do?

4.

Responsiveness: Are the necessary steps taken in my department or work
unit to address safety concerns and opportunities?

Slides courtesy of Kathy Gerwig/Kaiser Permanente
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2017 Higher Scores = Lower Workplace
Injuries

Workplace Safety Injury Rate

People Pulse
Workplace Safety Index

Injury rates
83% lower

Bottom 20%
WPS Index

Top 20%
WPS Index

IHI Framework for Improving Joy in Work

, Kabcenell A, Landsman J, Feeley D. IHI Framework for Improving Joy in Work. IHI White
Paper. Cambridge, MA: Institute for Healthcare Imp7.
http://www.ihi.org/resources/Pages/IHIWhitePapers/Framework-Improving-Joy-inWork.aspx

Slide courtesy of Dr. Steve Muething/Cincinnati Children’s

Other Exemplars
• Virginia Mason: Respect for People
• Vanderbilt: Center for Professional & Patient
Advocacy
• Beth Israel Deaconess: Respect and Dignity
Initiative
• Duke Center for Patient Safety: “3 Good Things”
Exercise

47

National Steering Committee for Patient Safety

• New initiative led by IHI and co-chaired by AHRQ
to create a more centralized coordinated approach
to patient safety across the U.S.
• Four key areas of focus:
– Leadership and Culture
– Patient engagement
– Learning system
– Workforce safety
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Remaining Challenges
Understanding, commitment & full activation of leaders & governance; workforce safety and joy

Recognition of direct & indirect costs of workforce harm

Implementation of standard practices: workforce safety dashboards/measures

Integration of occupational health, HR, & organizational development

Applying HRO principles for a unified culture of safety

Addressing burnout, physical & psychological workplace violence

Reducing production pressures & non-value added work
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What can you do tomorrow?
• Take best care of you
• Adopt the explicit aim to eliminate harm to yourself and your
•
•
•

•
•
•

colleagues
Advocate for, develop and use dashboards across the organization and
at all levels: begin with your organization’s workforce injury reports
Proactively identify and address workplace hazards
Review your surveys of patient safety culture and develop/execute
relevant action plans
Measure staff burnout/engagement
Break down silos between patient safety, HR, and Occupational Health
Apply recommendations/share IHI’s
–

Blueprint for Leaders for Creating a Culture of Safety
– Framework for Improving Joy in Work

• Interview & hire with purpose and focus on unified culture of safety
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The Leadership & Culture Imperative
• Each report calls for leadership commitment and
recognition of safety as an integral component of
operational culture to enable lasting improvement in
both patient and workforce safety
• Workforce, and therefore patient, physical and
psychological safety requires demonstrated dedication
of leaders to the principles and behaviors present in
cultures of safety
• True improvement cannot be piecemeal, it requires:
– Safety as a core value across an organization

– Cultures focused on patient, family, and workforce physical

safety, psychological safety, and engagement
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Defining a Culture of Safety
The Agency for Healthcare Research & Quality (AHRQ) defines
safety culture as:
The safety culture of an organization is the product of individual
and group values, attitudes, perceptions, competencies, and
patterns of behavior that determine the commitment to, and the
style and proficiency of, an organization’s health and safety
management.
Organizations with a positive safety culture are characterized by
communications founded on mutual trust, by shared perceptions
of the importance of safety, and by confidence in the efficacy of
preventive measures.
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Leading a Culture of Safety: A Blueprint for
Success
Collaboration between IHI
LLI and the American College
of Healthcare Executives
Download the full PDF report
for free at:
http://www.ihi.org/resources/
Pages/Publications/Leadinga-Culture-of-Safety-ABlueprint-for-Success.aspx
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The Six Domains
Establish a compelling
vision for safety
Establish organizational
behavior expectations
Value trust, respect, and
inclusion
Lead and reward a just
culture

Select, develop, and
engage your Board
Prioritize safety in the
selection and
development of leaders
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Open Discussion
Questions to consider:
• In which areas (transparency, patient/family
engagement, workforce safety, culture) has your
organization made the most progress?
• In which areas have you faced the most
challenges?

Where to begin?
• Download Leading a Culture of Safety and the
corresponding self-assessment tool at:
http://www.ihi.org/resources/Pages/Publications/Le
ading-a-Culture-of-Safety-A-Blueprint-forSuccess.aspx
• Share these resources with your organization’s
CEO and leadership team
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Thank you!
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Lucian Leape Institute Reports/Publications
2009

Transforming healthcare: a safety imperative

2010

Unmet Needs: Teaching Physicians to Provide Safe Patient Care

2012

Order from Chaos: Accelerating Care Integration

2013

Through the Eyes of the Workforce: Creating Joy, Meaning, and Safer
Health Care*

2014

Safety is Personal: Partnering with Patients and Families for the Safest
Care*

2015

Shining a Light: Safer Health Care Through Transparency*

2016

Transforming Health Care: A Compendium of Reports from the NPSF
Lucian Leape Institute

2017

Leading a Culture of Safety: A Blueprint for Success

2018

Transforming concepts in patient safety: a progress report
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*Report includes a “getting started” checklist

