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Background

The work environment in which nurses provide care to patients can determine the quality and
safety of patient care." As the largest health care workforce, nurses apply their knowledge, skills,
and experience to care for the various and changing needs of patients. A large part of the
demands of patient care is centered on the work of nurses. When care falls short of standards,
whether because of resource allocation (e.g., workforce shortages and lack of needed medical
equipment) or lack of appropriate policies and standards, nurses shoulder much of the
responsibility. This reflects the continued misunderstanding of the greater effects of the
numerous, complex health care systems and the work environment factors. Understanding the
complexity of the work environment and engaging in strategies to improve its effects is
paramount to higher-quality, safer care. High-reliability organizations that have cultures of safety
and capitalize on evidence-based practice offer favorable working conditions to nurses and are
dedicated to improving the safety and quality of care. Emphasis on the need to improve health
care systems to enable nurses to not be at the “sharp end” so that they can provide the right care
and ensure that patients will benefit from safe, quality care will be discussed in this chapter.

The Everydayness of Errors

Health care services are provided to patients in an environment with complex interactions
among many factors, such as the disease process itself, clinicians, technology, policies,
procedures, and resources.? When these complex factors interact, harmful and unanticipated
outcomes (e.g., errors) can occur. Human error has been defined as a failure of a planned action
or a sequence of mental or physical actions to be completed as intended, or the use of a wrong
plan to achieve an outcome.? By definition, errors are a cognitive phenomenon because errors
reflect human action that is a cognitive activity. Near misses, or “good catches,” are defined as
events, situations, or incidents that could have caused adverse consequences and harmed a
patient, but did not.” Factors involved in near misses have the potential to be factors (e.g., root
causes) involved in errors if changes are not made to disrupt or even remove their potential for
producing errors.

Reason? described errors as the product of either active (i.e., those that result primarily from
systems factors, producing immediate events and involve operators (e.g., clinicians) of complex
systems) or latent factors (i.e., factors that are inherent in the system). Latent factors (e.g., heavy
workload, structure of organizations, the work environment) are embedded in and imposed by
systems and can fester over time, waiting for the right circumstances to summate individual
latent factors and affect clinicians and care processes, triggering what is then considered an
active error (e.g., an adverse drug event). Leadership and staff within organizations essentially
inherit and can create new latent factors through scheduling, inadequate training, and outdated
equipment.” Latent factors or conditions are present throughout health care and are inevitable in
organizations. These factors and conditions can have more of an effect in some areas of an
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organization than others because resources can be “randomly” distributed, creating inequities in
quality and safety.” The number of hazards and risks can be reduced by targeting their root
causes. In doing so, the path between active failures when the error occurred would be traced to
the latent defects in the organization, indicating leadership, processes, and culture. Then, if
organizational factors (e.g., latent factors) become what they should be, few active causes of
accidents will come about.

The Institute of Medicine (IOM) stated that safety was dependent upon health care systems
and organizations, and patients should be safe from injury caused by interactions within systems
and organizations of care.® Organizational factors have been considered the “blunt end” and
represent the majority of errors; clinicians are considered the “sharp end.” Therefore, to prevent
errors, the organizations in which humans work need to be adapted to their cognitive strengths
and weaknesses and must be designed to ameliorate the effects of whatever human error occurs.
The most effective strategies to improve safety target latent factors within organizations and
systems of care. This point is emphasized by the IOM, which further stated that the safety and
quality of care would be improved by holding systems accountable, redesigning systems and
processes to mitigate the effects of human factors, and using strategic improvements.

According to Reason,? a large part of mental functioning is automatic, rapid, and effortless.
This automatic thinking is possible because we have an array of mental models (e.g., schemata)
that are expert on some minuscule recurrent aspect of our lives (e.g., going to work). Many errors
result from flaws in thinking that affect decisionmaking.® ® Ebright and colleagues'® assert that
nurses’ ability to make logical and accurate decisions and influence patient safety is associated
with complex factors, including their knowledge base and systems factors (e.g., distractions and
interruptions), availability of essential information, workload, and barriers to innovation. The
effects of these factors are complicated by the increasingly complex nature of nursing’s roles and
responsibilities, the complex nature of preventing errors from harming patients, and the
availability of resources.'®

When errors occur, the “deficiencies” of health care providers (e.g., insufficient training and
inadequate experience) and opportunities to circumvent “rules” are manifested as mistakes,
violations, and incompetence.™ *2 Violations are deviations from safe operating procedures,
standards, and rules, which can be routine and necessary or involve risk of harm. Human
susceptibility to stress and fatigue; emotions; and human cognitive abilities, attention span, and
perceptions can influence problem-solving abilities.” Human performance and problem-solving
abilities are categorized as skill based (i.e., patterns of thoughts and actions that are governed by
previously stored patterns of preprogrammed instructions and those performed unconsciously),
rule based (i.e., solutions to familiar problems that are governed by rules and preconditions), and
knowledge based (i.e., used when new situations are encountered and require conscious analytic
processing based on stored knowledge). Skill-based errors are considered “slips,” which are
defined as unconscious aberrations influenced by stored patterns of preprogrammed instructions
in a normally routine activity. Distractions and interruptions can precede skill-based errors,
specifically diverting attention and causing forgetfulness.? Rule-based and knowledge-based
errors are caused by errors in conscious thought and are considered “mistakes.”*® Breaking the
rules to work around obstacles is considered a rule-based error because it can lead to dangerous
situations and may increase one’s predilection toward engaging in other unsafe actions. Work-
arounds are defined as “work patterns an individual or a group of individuals create to
accomplish a crucial work goal within a system of dysfunctional work processes that prohibits
the accomplishment of that goal or makes it difficult”** (p. 52). Halbesleben and colleagues™
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assert that work-arounds could introduce errors when the underlying work processes and
workflows are not understood and accounted for, but they could also represent a “superior
process” toward reaching the desired goal.

Clinicians’ decisionmaking and actions are also influenced by the “human condition.”
Reason> '° asserted that because of the fallibility of the human condition, we can change the
working conditions so that the potential for errors is reduced and the effect of errors that do
occur is contained. Humans are limited by difficulty in attending to several things at one time,
recalling detailed information quickly, and performing computations accurately.® As discussed
by Henriksen and colleagues,*” the scientific field of human factors focuses on human
capabilities and limitations and the interaction between people, machines, and their work
environment. The focus is on system failures, not human failures, and on meeting the needs of
the humans interacting within it. Systems would be redesigned and dedicated to continuous
improvement to protect against human error by employing simplification, automation,
standardization of equipment and functions, and decreasing reliance on memory.*® The “work
system” would account for the interrelatedness of the individual, tasks, tools and technologies,
the physical environment, and working conditions.*® Conditions that make errors possible would
be redesigned to reduce reliance on memory, improve information access, error-proof processes,
standardize tasks, and reduce the number of handoffs.?* 2! Errors would be identified and
corrected and over time there would be fewer latent failure modes and fewer errors. However,
because patient outcomes are dependent upon human-controlled processes, health care settings
will never be 100 percent safe.

The 10M defined patient safety as freedom from accidental injury. ® Adverse events are
defined as injuries that result from medical management rather than the underlying disease.?
While the proximal error preceding an adverse event is mostly considered attributable to human
error, the underlying causes of errors are found at the system level and are due to system flaws;**
system flaws are factors designed into health care organizations and are often beyond the control
of an individual.?>?® In other words, errors have been used as markers of performance at the
individual, team, or system level. Adverse events have been classified as either preventable or
not,?> %" and some preventable adverse events (fewer than one in three) are considered to be
caused by negligence.?® The concept of an error being preventable has not been widely
understood in its context, and definitions have been conflicting and unreliable,?* % partially
because the source of the majority of errors have been ascribed to vague systems factors,* and
the relationship between errors and adverse events is not fully understood.*® 3

Although the true number of errors and adverse events may not be known because of
underreporting, failure to recognize an error, and lack of patient harm, it is difficult to understand
the pervasiveness of errors because there are differences in definitions of reportable errors and
adverse events.® Research and quality improvement initiatives have focused predominately on
medication safety because of existing information systems and the potential frequency for which
errors can occur. In the case of medications, the types and causes of errors describe how nurses
are at the “sharp end.” Medications pose the largest source of errors, yet many do not result in
patient harm.®* 3* Since errors actually occur during the process of medication therapies, the
usual ‘practice’ has been to blame individuals.*> ** A medication intervention goes from
prescribing, transcribing, and dispensing to administration. Physicians are primarily responsible
for prescribing medications and nurses are primarily responsible for administering medications
to patients. Errors made by physicians can be intercepted by pharmacists and nurses, errors made
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by pharmacists can be intercepted by nurses, and errors made by nurses could potentially be
intercepted by peers or patients.

Several classifications of health care errors have been posed.* Classifications or
categorizations of errors have been based on types of adverse events,*** incident reports,
individual blame,®" and system causes. Given what is known about error causation,* > ©
particularly what has been learned from root-cause analysis and failure modes and effects
analysis, when errors/adverse events involve clinicians, classifications/taxonomies of errors
would be centered on all the related systems factors and would consider them the major
contributors of the error/adverse event.>*® For example, one classification of errors differentiates
endogenous errors (i.e., arise within the individual or team) from exogenous errors (i.e., arise
within the environment).** Endogenous errors are generally either active or latent? and result
from departure from normative knowledge-based, skill-based, or rule-based behaviors.**

The complexity of factors involved in errors and adverse events is exemplified in medication
safety. Researchers have found that between 3 percent and 5 percent,*® 34 percent,* 40 percent,*’
or 62 percent*® of medication errors are attributable to medication administration. For an
administration error to not occur, the nurse would be at the “sharp end,” having the responsibility
to intercept it. Administration errors have been found to be the result of human factors, including
performance and knowledge deficiencies;* fatigue, stress, and understaffing were found to be
two major factors for errors among nurses.”® Administering medications can take up to 40
percent of the nurse’s work time,”* and medication administration errors have been found to be
due to a lack of concentration and the presence of distractions, increased workloads, and
inexperienced staff.*® °2 > |f we consider what has been learned in other industries, medication
administration errors would also be caused by systems factors, such as leadership not ensuring
sufficient training, maldistribution of resources, poor organizational climate, and lack of
standardized operating procedures.>*

Since the publication of the IOM’s To Err Is Human,® millions of dollars of research funds—
e.g., from the Agency for Healthcare Research and Quality (AHRQ) and the Robert Wood
Johnson Foundation—have been devoted to building the evidence base in patient safety research.
Findings reported from the IOM and other related research is being disseminated on key aspects
of patient safety. It is interesting to note that before the publication of To Err Is Human, the
major focus of patient safety was on individual blame and malpractice.” Since the publication of
To Err Is Human, that has no longer been the case and there is more focus on the need to
improve health care organizations,”® but the concerns associated with malpractice have not
dissipated. In fact, concerns about malpractice have thwarted many patient safety improvement
efforts primarily because of the need for data collection and analysis as well as performance
measures to inform patient safety changes.”’

The focus on the responsibilities and influences of systems does not negate the challenge of
understanding error and accepting the inevitability of many errors while concurrently increasing
the quality of health care. It is not possible for every aspect of health care and every setting of
care to be 100 percent error free, and leaders and clinicians are challenged to define what is an
acceptable level of error. Because safety is foundational to quality,”® one way to define quality is
providing “the right care, at the right time, for the right person, in the right way.”* In doing so,
efforts to improve safety and quality need to address concerns with potential overuse, misuse,
and underuse of health care services that can threaten the quality and safety of care delivered to
patients. Since patient safety, and quality in many respects, “is a new field, identifying which
safe practices are effective has presented a significant challenge”® (p. 289), in part because of
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the resource requirements, the complex nature of changing practice, and the influences of units
within the whole.®

The Importance of High-Performing Organizations

The quality and safety of care is associated with various factors within systems,
organizations, and their work environments—the combination of which influences the type of
quality and safety of care provided by nurses.! Donabedian’s®* definition of quality of care
represents the entire continuum from structure to process and to outcome. Structures, processes
and outcomes are interdependent, where specific attributes of one influence another according to
the strength of the relationship.®*** When organizational structure factors support the care
processes and enable teamwork, nurses are more satisfied with their jobs®*  and patients receive
higher-quality care.®® Leaders who engage in transactional (e.g., establish trust in relationships
with staff, provide structure and expectations)®® ®’ and transformational leadership (e.g., develop
a stronger collective identity and commitment to change)®® ® and who view change as
opportunities to learn, adapt, and improve’® organizations to improve health care quality. When
teams function well and organization structure factors support their work, outcomes are better,
even at institutions that have a high intensity of specialized care for those particular needs.’* 2
The effectiveness of individuals and teamwork is dependent upon leadership, shared
understanding of goals and individual roles, effective and frequent communication,”>”* having
shared governance,” and being empowered by the organization.”

In his seminal work, Shortell asserted that the characteristics of high-performing health care
organizations included “a willingness and ability to: stretch themselves; maximize learning; take
risks; exhibit transforming leadership; exercise a bias for action; create a chemistry among top
managers; manage ambiguity and uncertainty; exhibit a ‘loose coherence;’ exhibit a well-defined
culture; and reflect a basic spirituality”’” (page 8). These organizations are engaged in continuous
improvement to improve outcomes. Since then, Shortell and colleagues™ furthered his seminal
work, finding that what distinguished high-performing organizations was certain key factors,
such as having a quality-centered culture, reporting performance, and the ability to overcome
quality improvement redesign barriers by “(1) directly involving top and middle-level leaders,
(2) strategically aligning and integrating improvement efforts with organizational priorities, (3)
systematically establishing infrastructure, process, and performance appraisal systems for
continuous improvement, and (4) actively developing champions, teams, and staff”"® (p. 599).

The significance of these characteristics of high-performing organizations was furthered by
findings from an evaluation of 12 health care systems, where factors critical to redesigning
current systems to achieve quality and safety goals and improve patient outcomes were found to
be successful when there was an “(1) impetus to transform; (2) leadership commitment to
quality; (3) improvement initiatives that actively engage staff in meaningful problem solving; (4)
alignment to achieve consistency of organization goals with resource allocation and actions at all
levels of the organization; and (5) integration to bridge traditional intra-organizational
boundaries among individual components” (p. 309). Yet to address these factors in redesigning
care systems and processes, Lucas and colleagues found that organizations needed to have “(1)
mission, vision, and strategies that set its direction and priorities; (2) culture that reflects its
informal values and norms; (3) operational functions and processes that embody the work done
in patient care; and (4) infrastructure such as information technology and human resources that
support the delivery of patient care® (p. 309).
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Yet, many organizations do not meet the standards of high-reliability organizations (HROSs).
Reason and colleagues® described the “vulnerable system syndrome” as a cluster of
organizational pathologies that interact, making some systems more liable to unsafe practices
that threaten patient safety. These pathologies (e.g., blame, denial, and the pursuit of financial
excellence) are perpetuated in work environments by leaders and peers targeting individuals at
the “sharp end,” simultaneously failing to question core beliefs, recognize systemic causes, or to
implement systemwide reforms. Reason and colleagues further asserted that indicators of
vulnerabilities of the work environment, such as a culture of individual blame, were associated
with workplace cultures that influenced safety and could be categorized as (1) high reliability
(where recognizing how safety can be improved is rewarded), (2) pathological (where
punishment and covering up of errors/failures are pervasive and new ideas are discouraged), or
(3) bureaucratic (where failures are considered isolated, systematic reforms are avoided, and new
ideas are problematic). An indicator of the presence of work environment vulnerabilities and
patient safety improvements could be whether or not an organization has Joint Commission
accreditation.®

Nurses perceive multiple and complex work environment factors that influence nurse and
patient outcomes, including the quality of leadership and management, staffing resources,
workload,® job stress and anxiety, teamwork, and effective communication.®* Heath and
colleagues asserted that in healthy work environments, nurses “feel valued by their organization,
have standardized processes in place, have staff empowerment, have strong leadership, feel a
sense of community, and recognize that strategic decision-making authority [influences] how
their units were run and how scarce resources were disseminated”® (p. 526-7). Healthy work
environments are also places where safe and high-quality nursing care is expected and rewarded.
Healthy work environments also need to foster effective communication, collaborative
relationships, and promote decisionmaking among all nurses.®> Unhealthy work environments
can have adverse consequences on the quality of care delivered as well as nurses’ intention to
leave the profession. 8¢-%8

As proposed by Stone and colleagues,® there are microclimates (e.g., a unit or department)
that function within the larger context of the organization. These microclimates or
“microsystems” have a core team of health care professionals; a defined population of patients
they are responsible for; and information, staff, and health technologies that provide support to
the work of the clinicians.*®

Yet, the majority of this research has examined outcomes at the hospital-wide level, and not
at the unit level. Since the work environment within microclimates/microsystems can be
different than that found organization-wide, it would be important to focus on these subunits to
support efforts to standardize common care processes, to better examine process and outcome
measures and what subunit factors and organization-wide factors contribute to less-than-optimal
care, to emphasize the impact of multidisciplinary teams throughout the organization, and to
ascertain how lessons learned in these subunits could be applied organization-wide.*

High-Reliability Organizations

Inherently related to high-performing organizations, HROs are defined as organizations that
function daily under high levels of complexity and hazards. Reliable organizations have
“procedures and attributes that make errors visible to those working in the system so that they
can be corrected before causing harm™® (p. 152) and produce consistent results. Accordingly, the
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IOM has advocated for hospitals to transition into HROs to improve the quality and safety of
care.® In HROs, reliability and consistency are built into organizational routines where errors can
have catastrophic consequences. In health care, reliability is defined as the “measurable ability of
a health-related process, procedure, or service to perform its intended functions in the required
time under commonly occurring conditions”®* (p. 82). Applying the theory behind high
reliability organizations and normal accident theory (e.g., understanding how health system
factors affect safety), patient safety improvements have been linked to high-reliability safety
interventions, including double checking, and improving the validity of root-cause analyses.”

Because improving safety is complex and should be continuous,* * ** HROs continually
measure their performance, learn from experience, and take action to resolve problems when
they are discovered. HROs have a (1) preoccupation with avoiding failure, (2) reluctance to
simplify interpretations, (3) sensitivity to operations, (4) commitment to resilience, and (5)
deference to expertise.”® ** A preoccupation with avoiding failures is based on comprehensive
error reporting, where human failure is accepted as being inevitable, and being overconfident
because of successes is considered highly risky. A reluctance to simplify interpretations is
supported by thoroughly examining situations. Being sensitive to operations involves being
constantly concerned about the unexpected and recognizing that active errors result from latent
errors in the system. Committing to resilience involves being able to identify, control, and
recover from errors, as well as developing strategies to anticipate and responds to the
unexpected. Having deference to expertise means that everyone is involved and decisions are
made on the front line.**

Health care leaders and researchers have been looking to HROs in industry, such as the
National Aeronautics and Space Administration, aviation, and the U.S. Postal Service,?" % % t
apply their lessons learned to health care. HROs are known to approach safety from a systems
perspective, involving both formal structures and informal practices, such as open inquiry and
deep self-understanding that complement those structures.” Through careful planning and
design, HROs have been found to share common features: (1) auditing of risk—to identify both
expected and unexpected risks; (2) appropriate reward systems—for safety-related behaviors; (3)
system quality standards—evidence-based practice standards; (4) acknowledgment of risk—
detecting and mitigating errors; and (5) flexible management models—promoting teamwork and
decentralized decisionmaking.®” Shapiro and Jay asserted that health care organization can
become HROs though “(1) attitude change, (2) metacognitive skills, (3) system-based practice,
(4) leadership and teamwork, and (5) emotional intelligence and advocacy”®® (p. 238).

Implementing quality and safety improvement strategies in organizational
microclimates/microsystems, and for that matter organization-wide, should be predicated on
increasing the subunits” awareness of how they function and mindfulness of the reliability of
their outcomes. Mindfulness is a “combination of ongoing scrutiny of existing expectations,
continuous refinement and differentiation of expectations based on newer experiences,
willingness and capability to invent new expectations that make sense of unprecedented events,
and a more nuanced appreciation of context and ways to deal with it, and identification of new
dimensions of context that improve foresight and current functioning™* (p. 42). Mindfulness
speaks to the interrelationships among processes of perception and cognition that stimulate a rich
awareness of and hypervigilance for emerging factors and issues that could threaten the quality
of care and enable the identification of actions that might be taken to deal with the threats to
quality.** Weick and Sutcliff** argue that organizations can become HROs when they become
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mindful, as manifested by being preoccupied with failure, reluctant to simplify interpretations,
sensitive to operations, committed to resilience, and deferent to expertise.

What Is It Going To Take To Improve the Safety and
Quality of Health Care?

Changes in health care work environments are needed to realize quality and safety
improvements. Because errors, particularly adverse events, are caused by the cumulative effects
of smaller errors within organizational structures and processes of care, focusing on the systemic
approach of change focuses on those factors in the chain of events leading to errors and adverse
events.> % From a systems approach, avoidable errors are targeted through key strategies such as
effective teamwork and communication, institutionalizing a culture of safety, providing patient-
centered care, and using evidence-based practice with the objective of managing uncertainty and
the goal of improvement.

The Right Work Environment

The major focus of the IOM’s report, Keeping Patients Safe: Transforming the Work
Environment of Nurses,* was to emphasize the dominant role of the work environment within
health care organizations and the importance of the work environment in which nurses provide
care to patients. Research reviewed by the IOM committee reported that nurses were dissatisfied
with their work and wanted better working conditions and greater autonomy in meeting the needs
of patients. The significance of these and many other findings led to the committee
recommending significant changes in the way all health care organizations were structured,
including “(1) management and leadership, (2) workforce deployment, (3) work processes, and
(4) organizational cultures™ (p. 48). After the release of that report, the American Association of
Critical-Care Nurses (AACN) expanded upon these concepts and put forth the following
standards for establishing and sustaining healthy work environments: (1) effective, skilled
communication; (2) true collaboration that is fostered continuously; (3) effective decisionmaking
that values the contributions of nurses; (4) appropriate staffing that matches skill mix to patient
needs; (5) meaningful recognition of the value of all staff; and (6) authentic leadership where
nurse leaders are committed to a healthy work environment and engage everyone.'® To achieve
these standards, many organizations will need to significantly change the work environment for
nurses.

The nursing “practice environment” is defined by organizational characteristics that can
either facilitate or constrain professional nursing practice.'* Changes to the nurses’ work
environment need to focus on enabling and supporting nurses to provide high-quality and safe
care.’ To do so, there needs to be significant changes in the way health care is organized that
also address nursing workforce resources, training, and competencies. Researchers have found
that nurses may experience greater professional fulfillment when strategies are implemented that
promote autonomous practice environments, provide financial incentives, and recognize
professional status.’® Whether because of unequal distribution of nurses or expected nursing
workforce shortages with the aging of practicing nurses and faculty,*** 1% staffing shortages
increase a nurse’s stress, increases their workload, and can adversely impact patient outcomes.
More important, clinicians in practice will need new skills and empowerment to work effectively
with colleagues within their work environments. Nurses also need to possess certain
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competencies that reflect the nature of nursing in improving patient and systems outcomes,
including evidence-based practice, patient-centered care, teamwork and collaboration, safety,
quality improvement, and informatics.'®

Opportunity, power, and the composition of the workforce within organizations influence
what nurses are able to do and how they are able to use resources to meet patients’ needs.
Lashinger and colleagues’® % have found that the empowerment of staff nurses increased
with greater responsibilities associated with job advancements and was related to the nurses’
commitment to the organization, burnout, job autonomy, their ability to participate in
organizational decisionmaking, as well as job strain and work satisfaction.**° Because work
environment factors influence the perceptions of nurses as being supported in their work, having
a sense of accomplishment,™* and being satisfied with their work, it is important to empower
staff to manage their own work, collaborate in effective teams,™? and practice nursing in
“optimal” conditions.**® Professional empowerment in the workplace is derived from
competence and interactions with colleagues and other clinicians within organizations—and with
patients—as well as by demonstrating knowledge and gaining credibility.™* For nurses,
structural empowerment can have a direct effect on their experience of providing care in their
work environment.*> Models of care, such as a professional practice model, not only can
improve work satisfaction, but they can facilitate patient and nursing outcomes.**°

Patient-Centered Care

In Crossing the Quality Chasm, the IOM recommended that “all health care organizations,
professional groups, and private and public purchasers should adopt as their explicit purpose to
continually reduce the burden of illness, injury, and disability, and to improve the health and
functioning of the people of the United States™” (p. 39). For this recommendation to be realized,
the IOM asserted that health care would have to achieve six aims: to be safe, effective, patient-
centered, timely, efficient, and equitable. The IOM also asserted that health care for the 21st
century would need to be redesigned, ensuring that care would be based on a continuous healing
relationship, customized inclusion of patient needs and values, focused on the patient as the
source of control, and based on shared knowledge and the free flow of information. Patient-
centered care would improve health outcomes and reduce or eliminate any disparities associated
with access to needed care and quality.**"™°

Patient-centered care is considered to be interrelated with both quality and safety.” The role
of patients as part of the “team” can influence the quality of care they receive’® *** and their
outcomes.*?* 12* The |OM recommended that clinicians partner with patients (and the patient’s
family and friends, when appropriate)'? to realize informed, shared decisionmaking, improve
patient knowledge, and inform self-management skills and preventive behaviors. Patients seek
care from competent and knowledgeable health professionals to meet their physical and
emotional needs. Within this framework, the clinician’s recommendations and actions would be
customized to the patient and informed by an understanding of the patient’s needs, preferences,
knowledge and beliefs,**®> and when possible, would enhance the patient’s ability to act on the
information provided. It follows then that an effective clinician-patient partnership would include
informed, shared decisionmaking and development of patient knowledge and skills needed for
self-management of chronic conditions.

Patients and families have been and are becoming more involved in their care. Findings from
several studies have indicated that patients who are involved with their care decisions and
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management have better outcomes than those patients who are not,*?®**’ although some

researchers indicate that the evidence concerning the impact of patient-centered care is
variable.'® Patient self-management, particularly for chronic conditions, has been shown to be
associated with improvements in quality of life'*® and health status, decreased utilization of
services,™®® and improved physical activity.*** *¥ The Chronic Care Model developed by Wagner
and colleagues™** similarly emphasized the importance of actively engaging patients in
achieving substantial improvements in care. Patient-centeredness is increasingly recognized as
an important professional evolution*** and holds enormous promise for improving the quality
and safety of health care. Yet, patient-centered care has not become the standard of care
throughout care systems and among all clinicians as recommended by the IOM." ** For patient-
centered care to become the “standard” care process, care processes would need to be redesigned
and the roles of clinicians would need to be modified**” *** to enable effective teamwork and
collaboration throughout care settings.

Teamwork and Collaboration

It is nonsensical to believe that one group or organization or person can improve the quality
and safety of health care in this Nation. In that patient safety is inextricably linked with
communication and teamwork,’ there is a significant need to improve teamwork and
communication.™** *° Teamwork and collaboration has been emphasized by the Joint
Commission. The Joint Commission has found communication failures to be the primary root
cause of more than 60 percent of sentinel events reported to the Joint Commission.*** Ineffective
communication or problems with communication can lead to misunderstandings, loss of
information, and the wrong information.'** There are many strategies to improve
interdisciplinary collaboration (e.g., physician and nurse),** *** including using multidisciplinary
teams as a standard for care processes.

Interprofessional and intraprofessional collaboration, through multidisciplinary teams, is
important in the right work environments. Skills for teamwork are considered nontechnical and
include leadership, mutual performance monitoring, adaptability, and flexibility.*** Teamwork
and interdisciplinary collaboration**® have the potential to mitigate error and increase system
resilience to error.*** Clinicians working in teams will make fewer errors when they work well
together, use well-planned and standardized processes, know team members’ and their own
responsibilities, and constantly monitor team members’ performance to prevent errors before
they could cause harm.® ¢ 14" Teams can be effective when members monitor each other’s
performance, provide assistance and feedback when needed,**’ and when they distribute
workloads and shift responsibilities to others when necessary.***

The importance of training members to work effectively in multidisciplinary teams to
achieve high reliability in patient (e.g., no adverse events) and staff outcomes (e.g., satisfaction
working with team members and improved communication)**> *4**! was found to be especially
significant when team members were given formal training to improve behaviors.**® Resources
such as AHRQ’s TeamSTEPPS™ (visit http://www.ahrg.gov/qual/teamstepps) can provide
teams with the opportunities the members need to improve the quality and safety of health care.
TeamSTEPPS™ is an evidence-based teamwork system that teams can use to improve
communication and other essential teamwork skills.

Conversely, lack of effective teamwork—such as poor communication and collaboration*
within and between disciplines—was found to have negative effects on patient outcomes (e.g.,
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surgical errors)*®? and higher mortality.*® Poor teamwork as well as disrespectful, rude, and

insulting behaviors have no place in health care and can potentially increase unsafe practices.
158 |n a comparison of medicine to aviation, physicians were found to be significantly more
supportive of hierarchical models of practice, where junior physicians would not question their
seniors.'®® Hierarchical structures have been found to have an adverse influence on
communication among team members and patient outcomes.*" **® Nursing’s participation in
teams is further limited under a hierarchical, mechanistic structure when nurses focus on tasks.
Other barriers that have been found to inhibit the effectiveness of nurses in teams were their
perceptions of teamwork, having different teamwork skills, and the dominance of physicians in
team interactions.*®® When physicians view hospitals as a “platform[s] for their work and do not
see themselves as being part of [the] larger organization™ (p. 144), physicians may not only
thwart the work of nurses, but the organization’s efforts to improve the quality and safety of care.
When anyone within organizations exhibit intimidating or disruptive behaviors and when there
are inappropriate hierarchies, breakdowns in teamwork, and loss of trust, decreased morale and
turnover are expected among staff; patients can expect to be harmed and will likely seek care
elsewhere. 1617163

The work environment, communication and collaboration among clinicians, and
decisionmaking are also linked to leadership and management within health care
organizations.****® Some authors have argued that performance of organizations and the use of
evidence in practice were factors dependent upon leadership, particularly among middle/unit-
based clinical management.*®"*%° The personality and attitudes of leaders has been shown to
have an impact on safety*’® *"* and on perceptions about how safety is managed.'’* Visible,
supportive, and transformational nursing leadership to address nursing practice and work
environment issues is critical as is nursing and medical leadership to ensure that the work
environment supports caregivers and fosters collaborative partnerships. However, giving
encouragement is not generally stated as a high-priority role of health care supervisors.
Traditionally, technical skills and productivity on the job were aspects that received the
supervisor's primary focus. However, there is a growing appreciation that encouragement is a
transformational leadership technique that is related to productivity on the job and to quality
work. Ufe of encouragement is a leadership technique that fits in today's people-oriented work
climate.

154-

159

Evidence-Based Practice

Evidence should be used in clinical decisionmaking whenever possible. The need for
improving quality using evidence was described by Steinberg and Luce as “the recognition that
there is much geographic variation in the frequency with which medical and surgical procedures
are performed, the way in which patients with a given disease are managed, patient outcomes,
and the costs of care, which cannot be explained by differences in patients” demographic or
clinical characteristics™*"® (p. 80). Indeed, findings from research continue to provide
information that illustrates that only some patients are receiving the recommended quality of
care,"" 1% and errors continue to adversely impact patient outcomes. Steinberg and Luce go
on to state that there is “strong evidence that much of the care that is being provided is
inappropriate (that is, likely to provide no benefit or to cause more harm than good)” and that
there are “indications that many patients are not receiving beneficial services™" (p. 80). Some
examples of these concerns are associated with determining health care interventions and
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medication safety. Patients can be harmed if their symptoms and needs are not assessed
accurately,*”” if the wrong type of intervention is selected,""®**° and if patients do not receive
information they need to manage their care.'® Certain types of medication errors, such as the
wrong drug, wrong dose,*®? and polypharmacy,'® threaten the quality of therapeutic
interventions and the safety of patient care by aggravating the patient’s preintervention health
status.

Another reason that health care quality needs to improve and be based on evidence is
“continuously rising health care costs”*" (p. 80). In a country that spends more per capita than
anywhere else in the world, patients do not necessarily have better outcomes.*® Often without
knowing it, clinicians have one of the greatest roles in controlling (or increasing) the cost of
health care. What type of care is given to patients is sensitive to clinicians (e.g., nurses and
physicians) as well as organizational structures, policies, and resources. The skill mix and
number of nurses has been found to be associated with adverse events, longer lengths of stay in
hospitals, and higher health care costs.****®’ Findings from research have indicated that
understaffing is associated with an increase in errors and adverse events, such as medication
errors, pressure ulcers, health care associated infections, and increased mortality rates in
hospitalized patients. 8 18 188-1% Tq address workforce shortages, organizations have used
financial and shift work incentives, used part-time workers, and improved the image and job
satisfaction, among other things.**® %" All of these strategies increase the cost of health care.

The combined concern about the growing cost of care and the effects of poor-quality care on
patients has resulted in action by the Centers for Medicare and Medicaid Services (CMS) and
other insurers to put in place financial penalties for hospitals that have preventable events, such
as readmission, never events (e.g., wrong-site surgery), health care associated infections,*®
pressure ulcers, and patient falls with injury. These financial penalties reflect policy based on
research that has indicated a significant association between nurse staffing and adverse patient
outcomes,'®> 187192 and quality measures that have been put forth as being sensitive to nursing
care.® 2% Adverse patient outcomes are also sensitive to the care directed by physicians, even
when physicians and hospitals have a financial incentive to provide specific elements of quality
care. This was recently found in a comparison of treatments and outcomes for 5 conditions at 54
hospitals participating in a Medicare pay-for-performance pilot program to the treatments and
outcomes at 446 hospitals not participating in the program. The researchers in this investigation
found the financial incentive of pay-for-performance was not associated with significant
improvement in quality of care or outcomes.?®* Because health care costs are expected to
continue to increase, it is important to ensure that costs of health care are not unnecessarily high
and that patients receive quality care and are not exposed to preventable adverse events. Nurse
leaders and clinical practitioners should be required to be actively engaged with other clinicians
and leaders in assessing and monitoring the care of patients and their outcomes, as well as in
driving quality improvement efforts to prevent the reoccurrence of these high-risk adverse
events.

However, not all evidence is equal. It can be based on research that is not generalizable to
other settings and populations®’ 2°22% and may be difficult to translate into practice without
further testing and the development of guidelines.”®® Even when research is available, it is often
not used in practice,”®* % and adapting the research to practice can be challenging because of
numerous barriers and deficits of facilitators to change.?*® 2°” A systematic review of
interventions aimed at increasing the use of evidence in practice found that greater success was
achieved when clinicians were involved in education about and in intervention strategies that
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were centered on using evidence in practice with local opinion leaders and multidisciplinary
teams. The investigators further asserted that to effectively use research in practice, nurses
should use the right evidence to inform and evaluate practice change interventions,
longitudinally assess the effects of the intervention using the measures for multiple outcomes,
and use a methodologically rigorous approach to design the implementation and evaluation of
the intervention.?®

Evidence-based practice has been defined as using data and information, often from diverse
sources, to guide practice. When evidence is available, clinicians must locate and then consider
the generalizability of its findings and usability in the practice setting. Randomized controlled
trials (RCTs) have been considered the best standard for clinical practice, but they are not
available for many common clinical situations and are generalizable only to the population
studied during the trial. Clinicians use a broad range of practice knowledge, especially when
evidence is not available. Sandars and Heller®® proposed using the concept of knowledge
management, which involves generating research-based evidence, synthesizing the evidence
base, communicating that knowledge, and applying it to care processes. Another option would be
to employ quality improvement methods, such as Plan-Do-Study-Act, to inform practice.® Horn
and Gassway?™ proposed using practice-based evidence for clinical practice improvement that is
based on the selection of clinically relevant alternative interventions, includes a diverse study
population from heterogeneous practice settings, and utilizes data about a broad range of health
outcomes.?*® Thus, when evidence is not available, clinicians should use their experience and
data and information from other forms of inquiry.

A Culture of Safety

The 10M encouraged the creation of cultures of safety within all health care organizations.®
A safety culture is defined as “the product of the individual and group values, attitudes,
competencies and patterns of behavior that determine the commitment to, and the style and
proficiency of, an organization’s health and safety [programs]”** (p. 2). An organization’s
culture is based on its history, its mission and goals, and its past and current leadership. Gadd
and Collins®** found that organizations with a positive safety culture were characterized by
communication guided by mutual trust, shared perceptions of the importance of safety, and
confidence that error-preventing strategies would work.

The terms “culture” and “climate” have been used interchangeably. Organizational climate
refers to the atmosphere of aggregate attitudes and perceptions of how individuals feel about
their places of work, which are associated with both individual and team motivation and
satisfaction. The climate within an organization represents a moveable set of perceptions related
to conditions within the workplace,?** which can be changed by the values, attributes, skills,
actions, and priorities of organization leaders and mangers. A safety climate is a type of
organizational culture and is the result of effective interplay of structure and processes factors
and the attitude, perception, and behavior of staff related to safety. A climate of safety is
represented by employee perceptions of: the priority of safety within the work environment on
their unit and across the organization, and is influenced by management decisions; safety norms
and expectations; and safety policies, procedures, and practices within the organization.”*

It follows then that the higher the safety culture, the safer and better the quality of care.
When researchers compared the safety cultures of hospitals to the aviation industry—which has
been associated with high safety cultures—they found that the safety climate in hospitals was

13



Patient Safety and Quality: An Evidence-Based Handbook for Nurses: Vol. 1

worse; and within hospitals, the safety culture was worse in operating rooms and emergency
departments.?** ?* The perceptions of safety within a hospital have been found to be more
positive among leaders and managers than among those directly involved in care;?*® nurses
reported the lowest numbers for a safety culture.*® Hospital staff have been found to understand
the importance of safety in their work and their role in patient safety, and to judge patient safety
according to their perception of workplace safety and leadership commitment.*” The perceptions
of hospital staff of the patient safety culture have also been found to be associated with
empowerment (e.g., being able to practice nursing optimally) and characteristics of Magnet
hospitals.™* Additionally, more errors were found in organizations and units with poor safety
cultures. In fact, some researchers found that the safety climate predicted the occurrence of
medication errors, that the level of safety was associated with the unit-specific and hospital-wide
climates, and that a positive safety climate in a unit could compensate for the detrimental effects
of a low hospital-wide climate.?®

Developing and transitioning to a culture of safety requires strong, committed leadership by
executives, hospital boards, and staff.> According to the IOM, the essential elements of an
effective safety culture include the commitment of leadership to safety and empowering and
engaging all employees in ongoing vigilance through communication, nonhierarchical
decisionmaking, constrained improvisation, training, and rewards and incentives.’ The
Association of Operating Room Nurses issued guidance about creating such a patient safety
culture, emphasizing the necessity of the following components: (1) a reporting culture, (2) a
flexible culture, (3) a learning culture, (4) a wary culture, and (5) a just culture.?**

Yet, it should be understood that changing the culture within an organization is difficult and
can happen only over time.? > Throughout time, nurses have frequently been treated differently if
they were involved in an error/adverse event, being at the sharp end of blame because they can
stand between errors.??%?*! Thus, for nurses to not be at the sharp end of blame, it is important
for organizational leaders and managers to establish a just culture that values reporting, where
errors can be reported without fear of retribution;??2%** where staff can trust leaders to make a
distinction between blameless and blameworthy; and where the organization seeks to ferret out
the root causes of that error, focusing on systems and process factors. Just as important,
organizational leaders, managers, and staff need to learn from the continuous assessment of
safety culture and make efforts to continually improve organizational performance® ° and
demonstrate success in safety improvements.*

If an organization’s culture is based on secrecy, defensive behaviors, professional
protectionism, and inappropriate deference to authority, the culture invites threats to patient
safety and poor-quality care.??® Several factors can impede the development of a culture of
safety, including (1) a clinician’s tendency to view errors as failures that warrant blame, (2) the
focus of nurse training on rules rather than knowledge, (3) punishing the individual rather than
improving the system,?® %" and (4) assuming that if a patient was not injured, that no action is
required.”®’ Each of these factors stems from organizations and the people in them having
unrealistic expectations of clinical perfection, refusing to accept the fallibility of humans, and
discounting the benefit of effective multidisciplinary teams.! **

Changing an organization’s culture of safety should begin with an assessment of the current
culture, followed by an assessment of the relationship between an organization’s culture and the
health care quality”®® ?*° and safety within the organization. Several tools have been developed to
measure the safety culture within organizations to inform specific interventions and opportunities
for improvement. They have focused on dimensions of a patient safety climate, including
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leadership and management (e.g., personality and attitudes), teamwork, communication, staffing,
attitudes/perceptions about safety, responses to error, policies, and procedures. Some of these
tools could be used for individual or team assessment, or to compare organization-wide
perceptions or unit-specific perceptions.?*® A recent tool that was developed can be used to
differentiate patient from staff safety and types of clinicians.”*® Another of these tools
(www.ahrg.gov/qual/hospculture/#toolkit) developed for AHRQ has been used to compare safety
cultures among hospitals.

The Challenge of Change

The question has been whether efforts to improve the quality and safety of care have been
moving quickly enough. Many leaders and researchers**>** have raised concern that clinicians,
administrators, policymakers, and researchers have not been moving quickly enough toward safe
care. A few researchers have found improvements in some areas, but little if any change in
others.3* 252 Amalberti and colleagues®*“argued that the cultural and historical emphasis on
individualism and autonomy in health care, its drive for economic productivity, and structural
elements such as chronic staff shortages must be overcome if rapid progress is to be made toward
ultrasafe health care. These authors warn that, to achieve progress, we will need to identify
closely held values and traditions that enforce the status quo and change them in support of
safety and quality.

Organizations such as the IOM, AHRQ), the Joint Commission, and CMS have been
emphasizing the need for significant improvements in quality and patient safety. Yet depth and
breadth of organizational quality and safety improvement changes are variable. For example,
groups such as the Leapfrog Group have been influential in moving safety forward by setting
standards for intensivist physician staffing levels in intensive care units,?** ?*! yet many hospitals
have been challenged to implement physician staffing standards because of the resource
implications (e.g., financial and staffing)®** %** and lack of clearly defined leadership.*?* Also,
efforts to improve safety by understanding and targeting systems factors through public reporting
have been championed in some States, such as Texas (www.texashasp.org) and Pennsylvania
(www.psa.state.pa.us), but other States lag behind. The Joint Commission has emphasized
national patient safety goals (www.jointcommission.org/PatientSafety/
NationalPatientSafetyGoals) to improve safety in areas it has identified as high risk associated
with sentinel events reported to the Joint Commission. Furthermore, starting in October 2008, the
CMS (as well as other insurers) will begin to deny reimbursement to care providers for care
delivered to patients that involved never events, such as health care—associated infections,
wrong-site surgery, and hospital-acquired pressure ulcers. Given the role and influence of these
various external drivers, health care leaders and managers will need to be actively engaged in
quality and safety improvement efforts.

Organizations should be flexible to keep pace with the rapid changes in health care and the
growing evidence base. To do so, they need to be willing to adopt new knowledge and
innovations, which entails “a social and political process, which nearly always involve[s] debate
and reference to others’ views™®® (p. 44), a process that needs to include all leaders, managers,
and staff. Those employees within organizations, particularly nurse leaders and staff, will need to
redesign care processes and revisit the roles and responsibilities of team members.?* Pronovost
and colleagues** emphasized the importance of recognizing that creating change is complex and
that improvement strategies need to (1) prevent errors from occurring, (2) raise awareness of
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errors and near misses, and (3) be better at diminishing patient harm if an error occurs. For these
reasons, changes to the error-producing structural factors of an organization by themselves do
not lead to expected improvements in quality.?*®?*” Several organizations have reported
difficulties in improving patient safety because of the need for transparency in reporting on
performance measures, lack of standardization and functionality of information technology, and
no clear pathway identified for improvement.?*® Other difficulties could be associated with the
results of the improvement initiative itself. For example, the introduction of computerized
provider order entry systems for medication therapy prevented some errors from happening (e.g.,
related to illegible handwriting), but introduced other errors that might have been avoided with
better implementation strategies.**°

There are many change strategies, from single focus to multifaceted, that have centered on a
structural approach and have been used successfully to create quality and patient safety
improvements. One approach would be to implement bundles of evidence-based interventions to
simultaneously improve multiple outcomes,?®” using health information technology when
possible. Other strategies have focused on the components of the change process that need to be
addressed. Caramanica and colleges®® asserted that a successful quality improvement strategy
was based on the alignment of the goals of the organization with goals for quality and patient
safety improvement, collaboration using interdisciplinary teams, applying evidence-based
practice, and monitoring and assessing excellence. Quality improvement strategies that align
with the values and beliefs of individuals and build on current processes can determine the pace
and diffusion of change.?®* As discussed in chapter 44, “Quality Methods, Benchmarking, and
Measuring Performance,” many organizations have used the Plan-Do-Study-Act approach to
implement change, particularly rapid-cycle improvement. A similar strategy used the Reach-
Effectiveness-Adoption-Implementation-Maintenance framework to translate research into
practice.” The Department of Veterans Affairs has approached patient safety improvement by
targeting key strategies, including leaders creating an environment of acceptance, establishing
clear goals, creating a fair system that does not focus on blame, creating a transparent system for
decisionmaking, facilitating root-cause analysis, requiring leadership and management to be
visibly involved, and evaluating performance.?®® ?** While organizations’ characteristics differ,
as do characteristics of leaders and managers, success can be realized through continuous
improvement with careful attention to finding a balance that avoids so much change that change
fatigue results.

The IOM asserted that improvements must target organizational factors by using information
technologies, developing effective teams, standardizing procedures with evidence, and using data
and information to monitor performance.” Focusing on the role, the influence, and the
complexity of health care systems by thinking about the “big picture” involves understanding
how a specific issue or outcome of concern interacts with numerous factors, both within and
external to the system. In doing so, it may be more feasible to solve recurring problems with
ineffective processes and poor outcomes, even when previous attempts have failed.?*® In the case
of medication safety, efforts to significantly reduce medication administration errors must also
consider errors associated with prescribing, transcribing, and dispensing errors, as well as errors
associated with health information technologies, product labeling,?’ therapeutic consistency
across care settings (e.g., medication reconciliation), and miscommunication of drug allergies.
For health care systems and organizations to improve safety and quality, they need to learn to
improve existing knowledge and processes, understand what is and is not working well, and both
adopt and discover better ways to improve patient outcomes.?*®
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Organizational changes should be targeted using multifaceted strategies and interventions
that focus on redesigning structural factors (e.g., staffing levels, roles and responsibilities of
nurses, etc.), revising policies and procedures,”® and using multidisciplinary teams.?*® Because
the factors and issues involved in patient safety and quality improvement are complex, mirroring
the complexity of health care systems, no one single intervention will accomplish performance
goals and standards. Using a systematic approach to changing practice based on evidence when
possible is required to improve patient safety and contribute to the evidential knowledge base
and generalizability that can be used eventually for purposes of diffusion.?** Improving the
quality and safety of health care may require the use of mixed or multiple methodologies to
continually monitor and evaluate the impact and performance, because no one single method
would be expected to be appropriate for the depth and breadth of change interventions.?*%2%

Change can be slow because it is a process that involves many people and issues. Efforts to
improve quality and safety need champions throughout the key areas within the organization as
well as executive and midlevel managers.”® % Champions can also be found among individuals
for whom adverse events have had incredible impact on their lives.?® It would follow then that
when an opportunity is present to adopt new knowledge and evidence into practice, “that
individual professionals and professional groups (particularly the doctors) have the power to
impede or to facilitate the diffusion process™*®® (p. 50). Adoption of new knowledge and
evidence for change is a process that needs leadership involvement and support, fostering
effective relationships and enabling action, utilizing ongoing monitoring and evaluation, and
demonstrating flexibility according to findings from evaluation and changing needs.”*?*® Yet
the effect of this could be mitigated by the commitment and direction of senior leadership, who
co-lead/co-coach with clinical leaders®® to use evidence in practice, and to continuously evaluate
progress and make changes accordingly, to therefore improve organizational performance and
patient outcomes.?®’

For changes of care processes that support safe and quality care to be effective, interventions
must not be first-order, short-term problem-solving that offers quick fixes but not lasting change.
Instead, second-order problem-solving should be used, where the underlying causes and
processes are examined.?*® Even when processes and procedures have changed and demonstrated
positive effects on patient outcomes, there is a concern about sustainability over time because the
tendency of health care providers to deliberately deviate from the new standard of practice may
be unavoidable.®> Ongoing monitoring and management of these new processes and procedures
is required.®® How do you institutionalize change? Change initiatives are successful when they
are built on the current way of doing things,?" are visible and have positive outcomes, are
consistent with employees’ values and beliefs, are manageable,?® and are generalizable to the
organization.?”

Practice Implications

To bring the effects of the sharp end away from nurses and put them squarely on the
shoulders of health care organizations and systems, there needs to be significant changes in how
health care is structured and how it is delivered to patients. While the roles and responsibilities of
nurses have changed over the years, including “risk management, quality assurance, case
management, clinical trials coordinator, and patient care manager among numerous others,
the diversity of skills, roles, and training?’? places nurses in critical positions to lessen the

1271
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incidence of variation by collecting and assessing data, working with interdisciplinary teams,
examining performance, and driving evidence-based practice.

From the literature reviewed in this chapter, there are key strategies that can be used to effect
change, and subsequently, the quality and safety of care will be improved. The major factor in
creating improvement is understanding and accounting for the complexity of health care
organizations, health care systems, care processes, and patient needs. To begin, senior nurse
leaders need to work with staff to identify and prioritize areas and establish goals to address the
issues that are associated with poor-quality and unsafe care. Executive leadership and managers
need to be committed to investing both their time and resources to improving the safety and
quality of care. As organizations begin plans and reassess the need for changes, nurses will need
to be proactive in redesigning care models and redefining the work of nurses,?”® whether the
initiatives will initially impact only a single unit or group of clinicians, or are aimed at being
systemwide. Furthermore, efforts to improve quality and safety must have involvement and
commitment from all stakeholders.

The foundation of quality and safety improvement initiatives needs to be centered on systems
factors, not individuals. Nurse leaders, colleagues, and State boards of nursing registration
should understand the significant impact of systems factors in any instance when individual
culpability is sought, particularly when appraising and disciplinary action is unfortunately taken
against an individual clinician (e.g., State boards of licensure and malpractice cases). The
responsibility of nurse leaders and State boards of nursing is to determine when errors and
adverse events result from deliberate malfeasance as opposed to a mixture of systems factors.
Without considering the nature and effect of systems factors, action taken against an individual
would not appear to be evidence-based and latent factors will continue, waiting to “ensnare”
another nurse.

To improve patient safety and the quality of care, it is important to determine the best
strategy and be willing to alter the strategy if necessary to create change. Not all strategies that
have been successful in other organizations will be successful in your organization; some
interventions have too small a sample size or information about them to be considered as a
possible strategy in your organization. As an initiative is implemented, it could be that what was
thought to have been generalizable needs to be tailored to the unique characteristics of your
organization. Change initiatives should be either evidence based or based on data and
information internal to your organization (e.g., incident reports), and should address measures to
evaluate improvements in patient safety and quality.*** %™ Throughout the process of
implementing changes, it is important for data and information to be continually monitored and
assessed to track performance. It is only through strategic decisions and interventions that the
sharp end held against nursing will transition to the organizations in which nurses work.

Research Implications

The nurse’s role in and ability to change patient safety and quality improvement within
health care systems is a relatively new field of research, but consideration must be given to more
than 60 years of nursing research that has implications for both safety and quality processes and
nursing, patient, and organizational outcomes. Future research will need to better define the
theoretical foundations behind the relationships between organizational systems factors, clinical
processes, and patient safety and quality outcomes. It is also important for future research to
focus on improving and widening the assessment of the impact of patient safety and quality
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improvements on the incidence of the broad array of errors that can and do occur in nurses” work
environments. For example, leaders and clinicians need to understand the association between an
organization’s culture of safety and patient outcomes as well as how nurses can influence
executives to lead working environment improvements. In addition, and probably more
important, future research needs to address how research and evidence can be translated into and
become the new standard of practice, avoiding the lengthy process now involved, which could
take as long as 10 to 17 years.?”

Conclusion

Everything about health care is complex. There are complex care processes, complex health
care technologies, complex patient needs and responses to therapeutic interventions, and
complex organizations. There are tremendous opportunities and challenges in improving the
quality and safety of health care, but the majority require purposeful redesign of health care
organizations and processes. Organizations that are committed to high-quality and safe care will
not place nurses at the “sharp end” of care, but will focus on system improvements. Recognizing
the complexity of care and how several factors combine at a specific time and result in errors and
adverse events, organizations, leaders, and clinicians will dedicate themselves to using data and
evidence and to continuously improve the quality and safety of care, even when there are
complex challenges.

Author Affiliation

Ronda G. Hughes, Ph.D., M.H.S., R.N., senior health scientist administrator, Agency for
Healthcare Research and Quality. E-mail: Ronda.Hughes@ahrg.hhs.gov.

References
1. Institute of Medicine. Keeping patients safe: of Medicine. Washington, DC: National
transforming the work environment of nurses. Academy Press; 2000.

Washington, DC: National Academy Press; 2004.
7. Institute of Medicine. Crossing the quality chasm.
2. Reason JT. Human error. Cambridge, UK: Cambridge Washington, DC: National Academy Press; 2001.
University Press; 1990.

8.  Croskerry P. The cognitive imperative: thinking about

3. Mick JM, Wood GL, Massey RL. The good catch how we think. Acad Emerg Med 2000;7:1223-31.
program: increasing potential error reporting. J Nurs
Adm 2007;37(11):499-503. 9.  Redelmeier DA, Ferris LE, Tu JV, et al. Problems for
clinical judgment: introducing cognitive psychology
4. Reason J. Human error: models and management. as one more basic science. CMAJ 2001;164:358-60.

BMJ 2000;320:768-70.
10. Ebright, P, Patterson, E, Chalko, B, et al.

5. Reason J. Managing the risks of organizational Understanding the complexity of registered nurse
accidents. Aldershot, UK: Ashgate; 1997. work in acute care settings. JONA 2003;33(22):630-8.

6. KohnLT, Corrigan JM, Donaldson MS, eds. 11. Cook RK, Woods DD. Operating at the sharp end: the
To err is human: building a safer health complexity of human error. In Bogner MS, ed. Human
system. A report of the Committee on error in medicine. Hillside, NJ: Lawrence Erlbaum;
Quality of Health Care in America, Institute 1994. p. 255-310.

19



Patient Safety and Quality: An Evidence-Based Handbook for Nurses: Vol. 1

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24,

25.

Kennedy EM. Heard SR. Making mistakes in practice:

developing a consensus statement. Austr Fam Phys
2001; 30(3):295-9.

Rassmussen J, Jensen A. Mental procedures in real-
life tasks: a case study of electronic trouble shooting.
Ergonomics 1974;17:293-307.

Morath JM, Turnbull JE. To do no harm. San
Francisco, CA: Jossey-Bass; 2005.

Halbesleben JR, Wakefield DS, Wakefield BJ. Work-
arounds in health care settings: literature review and
research agenda. Health Care Manage Rev 2008;
33(1):2-12.

Reason J. The contribution of latent human failures to
the breakdown of complex systems. Philos Trans R
Soc Lond B Biol Sci Series B 1990;327:475-84.

Henrikson K, Dayton E, Keyes MA, et al. Chapter 5:
Understanding adverse events: a human factors
framework. In: Hughes RG (ed.), Patient Safety and
Quality: an Evidence-Based Handbook for Nurses.
Rockville, MD: Agency for Healthcare Research and
Quality; 2008. p. 1-67-1-86. AHRQ Publication No.
08-0043.

Henriksen K, Battles JB. Research on medical error
gaining momentum. Hum Factors Bul 2001;44(12):1-
5.

Carayon P, Smith MJ. Work organization and
ergonomics. Appl Ergon 2000;31:649-62.

Leape LL, Brennan TA, Laird N, et al. The nature of
adverse events in hospitalized patients: results of the
Harvard Medical Practice Study Il. N Engl J Med
1991;324(6):377-84.

Leape LL. Error in medicine. JAMA 1994;272:1851-
7.

Bates DW, Spell N, Cullen DJ, et al. The cost of
adverse drug events in hospitalized patients. Adverse
drug events prevention study group. JAMA 1997,
277:307-11.

Brennan TA, Leape LL, Laird NM, et al. Incidence of

adverse events and negligence in hospitalized patients.

Results of the Harvard Medical Practice Study I. N
Engl J Med 2004;324:370-6.

Woolf SH. Patient safety is not enough: targeting
quality improvements to optimize the health of the
population. Ann Intern Med 2004;140:33-6.

Blumental D. Making medical errors into “medical
treasures.” JAMA 1994;272:1867-8.

20

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

Phillips DF. “New look” reflects changing style of
patient safety enhancements. JAMA 1999;281:217-9.

Leape LL, Bates DW, Cullen DJ, et al. Systems
analysis of adverse drug events. ADE prevention study
group. JAMA 1995;274:35-43.

Leape LL, Lawthers AG, Brennan TA, et al.
Preventing medical injury. QRB Qual Rev Bull
1993;19:144-9.

Wilson RM, Harrison BT, Gibberd RW, et al. An
analysis of the causes of adverse events from the
Quality in Australian Health Care Study. Med J Aust
1999; 170(9):411-5.

Hofer TP, Kerr EA, Hayward RA. What is an error?
Eff Clin Pract 2000;3:261-9.

Brennan TA. The Institute of Medicine report on
medical errors—could it do harm? N Engl J Med
2000;342:1123-5.

The IOM medical errors report: 5 years later, the
journey continues. Qual Lett Healthc Lead
2005;17(1):2-10, 1.

Cullen DJ, Bates DW, Small SD, et al. The incident
reporting system does not detect adverse drug events:
a problem for quality improvement. Jt Comm J Qual
Improv 1995;21:541-8.

Rozich JD, Haraden CR, Resar RK. The adverse drug
event trigger tool: a practical methodology for
measuring medication-related harm. Qual Saf Health
Car 2003;12:194-200.

Kilbridge P, Classen D. Surveillance for adverse drug
events: history, methods and current issues. VHA
Research Series 2002;3:1-48.

Classen DC, Pestotnik SL, Evans RS, et al. Adverse
drug events in hospitalized patients. Excessive length
of stay, extra costs, and attributable morality. JAMA
1997,277:301-6.

Benner P, Sheets V, Uris P, et al. Individual, practice,
and system causes of errors in nursing: a taxonomy.
JONA 2002;32(10):509-23.

Rubin G, George A, Chinn DJ, et al. Errors in general
practice: development of an error classification and
pilot study of a methods for detecting errors. Qual Saf
Health Care 2003;12:443-7.

Dovey SM, Meyers DS, Phillips RL, etal. A
preliminary taxonomy of medical errors in family
practice. Qual Saf Health Care 2002;11:233-8.



40.

41.

42.

43.

44,

45.

46.

47.

48.

49.

50.

51.

Bhasale AL, Miller GC, Reid SE, et al. Analysing
potential harm in Australian general practice: an
incident- monitoring study. Med J Aust 1998;169:73-
6.

Reed L, Blegen MA, Goode CS. Adverse patient
occurrences as a measure of nursing care quality. J
Nurs Adm 1998;28(5):62-9.

Kizer KW, Stegun MB. Serious reportable adverse
events in health care. In: Advances in patient safety:
from research to implementation: Vol. 4. Programs,
tools, and products. Surveillance tools (p. 135-51).
Retrieved Nov 11, 2005 from http://www.ahrg.gov/
qual/advances/\VVol4/Kizer2.pdf.

Senders W, Moray NP, eds. Human error (cause,
prediction, and reduction): analysis and synthesis.
Hillsdale, NJ: Lawrence Erlbaum Associates; 1991.

Rasmussen J. Skills, rules and knowledge: signals,
signs, and symbols, and other distinctions in human
performance models. IEEE Trans Syst Man Cybern
1983;SMC-13:257-66.

Kelly J. The hidden harm within modern drug therapy.

Expanding nurse prescribing! In: Milligan FJ,
Robinson K, eds. Limiting harm in health care: a
nursing perspective. Oxford, UK: Blackwell Science;
2003. p. 79-106.

Bates DW, Cullen DF, Laird N, et al. Incidence of

adverse drug events and potential adverse drug events:

implications for prevention. JAMA 1995;277:307-11.

Hicks RW, Cousins DD, Williams RL. Selected
medication-error data from USP’s MEDMARX
program for 2002. Am J Health Syst Pharm
2004;61(10):993-1000.

Beyea SC, Hicks RW, Becker SC. Medical errors in
the OR—a secondary analysis of MedMarx. APRN J
2003;77(122):125-29, 132-34.

Phillips J, Beam S, Brinker A, et al. Retrospective
analysis of mortalities associated with medication
errors. Am J Health Syst Pharm 2001;58:1835-41.

Hughes RG, Blegen MA. Medication administration
safety. In: Hughes RG, ed. Patient safety and quality:
an evidence-based handbook for nurses. Rockville,
MD: Agency for Healthcare Research and Quality;
2008. p. 2-397-2-458. AHRQ Publication No. 08-
0043.

Armitage G, Knapman H. Adverse events in drug
administration: a literature review. J Nurs Manag
2003;11:130-40.

21

52.

53.

54.

55.

56.

57.

58.

59.

60.

61.

62.

63.

64.

65.

Nurses at the “Sharp End”

Tang F, Sheu S, Yu S, et al. Nurses relate the
contributing factors involved in medication errors. J
Clin Nurs 2007;16:447-457.

Santell JP, Hicks RW, McMeekin J, et al. Medication
errors: experience of the United States Pharmacopeia
(USP) MEDMARX reporting system. J Clin
Pharmacol 2003;43(7):760-67.

Wiegmann DA, Shappell SA. A human error approach
to aviation accident analysis. Ashage: Aldershot; 2003.

Kapp MB. Medical error versus malpractice. DePaul J
Health Care Law 1997; 1:750-72. Formerly 22.

Stelfox HT, Palmisani S, Surlock C, et al. The To Err
Is Human report and the patient safety literature. Qual
Saf Health Care 2006;15(3):174-8.

Pawlson LG, O’Kane ME. Malpractice prevention,
patient safety, and quality of care: a critical linkage.
Am J Manag Care 2004;10(4):281-4.

Mitchell P. Defining patient safety and quality care.
In: Hughes RG, ed. Patient safety and quality: an
evidence-based handbook for nurses. Rockville, MD:
Agency for Healthcare Research and Quality; 2008. p.
1-1-1-6. AHRQ Publication No. 08-0043.

Eisenberg E, Power E. Transforming insurance
coverage into quality health care: voltage drops from
potential to delivered quality. J Am Med Assoc
2000;284:2100-7.

Leape LL, Rogers G, Hanna D, et al. Developing and
implementing new safe practices: voluntary adoption
through statewide collaboratives. Qual Saf Health
Care 2006;15:289-95.

Donabedian A. Quality assessment and assurance:
unity of purpose, diversity of means. Inquiry
1988;25:173-92.

Eddy DM. Performance measurement: problems and
solutions. Health Aff 1998;17(4):7-25.

Hofer TP, Bernstein SJ, Hayward RA, et al. Validating
quality indicators for hospital care. Jt Comm J Qual
Improv 1997;23:455-67.

McGillis Hall L, Doran D. Nurses’ perceptions of
hospital work environments. J Nurs Manag
2007;15(3):264-73.

Schmalenbberg C, Kramer M. Types of intensive care
units with the healthiest, most productive work
environments. Am J Crit Care 2007;16(5):458-68;
quiz 469.



Patient Safety and Quality: An Evidence-Based Handbook for Nurses: Vol. 1

66.

67.

68.

69.

70.

71.

72.

73.

74.

75.

76.

77.

78.

79.

Bass B, Avolio B, Jung D, et al. Predicting unit
performace by assessing transformational and
transactional leadership. 2003;88(2):207-18.

Murphy L. Transformational leadership: a cascading
chain reaction. J Nurs Manag 2005;13(2):228-37.

Bally JM. The role of nursing leadership in creating a
mentoring culture in acute care environments. Nurs
Econ 2007;25(3):143-8, quiz 149.

Spinelli R. The applicability of Bass’s model of
transformation, transactional and laissez-faire
leadership in the hospital administrative environment.
Hosp Top 2006;84(2):11-8.

Rogers EM. Diffusion of Innovations, 5™ Ed. New
York, NY: Free Press; 2003.

Dudley R, Johansen K, Brand R, et al. Selective
referral to high-volume hospitals: estimating
potentially avoidable deaths. JAMA 2000;283:1159-
66.

West M, Sacramento C. Building successful teams:
sparking fountains of innovation. RCM Midwives
2004;7(9):386-9.

West M. Sparkling fountains or stagnant ponds: an
integrative model of creativity and innovation
implementation in work groups. Appl Psychol
2003;51(3):355-424.

Harwood J, Giles H (Eds.). Intergroup
Communications: Multiple Perspectives. New York,
NY: Peter Lang; 2005, pages 21-42.

Golanowski M, Beaudry D, Kurz L, et al.
Interdisciplinary shared decision-making: taking
shared governance to the next level. Nurs Adm Q
2007;31(4):341-53.

Lashinger HK, Sabiston JA, Kutszcher L.
Empowerment and staff nurse decision involvement in
nursing work environment: testing Kanter’s theory of
structural power in organizations. Res Nurs Health
1997;20:341-52.

Shortell SM. High-performing healthcare
organizations: guidelines for the pursuit of excellence.
Hosp Health Serv Adm 1985;30(4):7-35.

Shortell SM, Schmittdiel J, Wang MC, et al. An
empirical assessment of high-performing medical
groups: results from a national study. Med Care Res
Rev 2005;62(4):407-34.

Wang MC, Hyun JK, Harrison M, et al. Redesigning
health systems for quality: lessons from emerging

22

80.

81.

82.

83.

84.

85.

86.

87.

88.

89.

90.

91

practices. Jt Comm J Qual Patient Saf
2006;32(11):599-611.

Lukas CV, Holmes SK, Cohen AB, et al.
Transformational change in health care systems: an
organizational model. Health Care Manage Rev
2007;32(4):309-20.

Reason JT, Carthy J, de Leval MR. Diagnosis
“vulnerable system syndrome”: an essential
prerequisite to effective risk management. Quality in
Health Care 2001;10(Suppl 11):ii21-5.

Joint Commission accreditation “key predictor” of
hospital patient safety system implementation. Jt
Comm Perspect 2007;27(8):1, 10.

Millisen K, Abraham I, Siebens K, et al. Work
environment and workforce problems: a cross-
sectional questionnaire survey of hospital nurses in
Belgium. Int J Nurs Stud 2006;43(6):745-54.

Begat I, Ellefsen B, Severinsson E. Nurses’
satisfaction with their work environment and the
outcomes of clinical nursing supervision on nurses’
experiences of well-being—a Norwegian study. J Nurs
Manage 2005;13(3):221-30.

Heath J, Johanson W, Blake N. Healthy work
environments: a validation of the literature. JONA
2004;34(11):524-30.

Aiken LH, Clarke SP, Sloane DM, et al. Hospital
nurse staffing and patient mortality, nurse burnout,
and job dissatisfaction. JAMA 2002;288(16):1987-93.

Aiken LH, Clarke SP, Cheung R, et al. Educational
levels of hospital nurses and surgical patient mortality.
JAMA 2003;290(12):1617-23.

Gardulf A, Soderstrom IL, Orton ML, et al. Why do
nurses at a university hospital want to quit their jobs? J
Nurs Manag 2005;13(4):329-37.

Stone P, Hughes RG, Dailey M. Creating a safe and
high-quality health care environment. In: Hughes RG,
ed. Patient safety and quality: an evidence-based
handbook for nurses. Rockville, MD: Agency for
Healthcare Research and Quality; 2008. p. 2-57-2-72.
AHRQ Publication No. 08-0043.

Nelson EC, McHorney CA, Manning WG Jr., etal. A
longitudinal study of hospitalization rates for patients
with chronic disease: results from the Medical

Outcomes Study. Health Serv Res1998;32(6):759-74.

Weick KE, Sutcliffe KM, Obstfeld D. Organizing for
high reliability: processes of collective mindfulness.
Research in Organizational Behavior 1999;21:81-123.



92.

93.

94.

95.

96.

97.

98.

99.

100.

101.

102.

103.

104.

105.

Tamuz M, Harrison MI. Improving patient safety in
hospitals: contributions of high-reliability theory and
normal accident theory. Health Services Research
2006;41(4):1654-76

Rochlin G. Defining “high reliability” organizations in
practice: a taxonomic prologue. In Roberts K (ed.,)
New Challenges to Understanding Organizations. New
York, NY: Macmillan; 1993, pages 11-32.

Weick KE, Sutcliffe KM. Managing the Unexpected:
Assuring High Performance in an Age of Complexity.
San Francisco, CA: Jossey-Bass; 2001.

Amalberti R, Vincent C, Auroy Y, et al. Violations
and migrations in health care: a framework for
understanding and management. Quality and Safety in
Health Care 2006;15(Supplement 1):i66-i77.

Carrol JS, Rudolph JW. Design of high reliability
organizations in health care. Qual Saf Health Care
2006;15 Suppl 1:i4-i9.

Porto G. The role of the risk manager in creating
patient safety. In: Youngberg BJ, Hatlie MJ, eds. The
patient safety handbook. Jones and Bartlett; 2004. p.
305-426.

Shapiro MJ, Jay GD. High reliability organizational
change for hospitals: translating tenets for medical
professionals. Qual Saf Health Care 2003;12:238-9.

Leape LL, Berwick DM, Bates DW. What practices
will most improve safety? JAMA 2002;288:501-7.

American Association of Critical-Care Nurses. AACN
standards for establishing and sustaining healthy work
environments: a journey to excellence. Am J Crit Care
2005;14:187-97.

Lake E. Development of the practice environment
scale of the nursing work index. Res Nurs Health
2002;134(6):264-7.

Disch J, Beilman G, Ingbar D. Medical directors as
partners in creating healthy work environments.
AACN Clin Issues 2001;12(3):366-77.

MacDavitt K, Chou SS, Stone PW. Organizational
climate and health care outcomes. Jt Comm J Qual
Patient Saf 2007;22(11 Suppl):45-56.

Health Resources and Services Administration, U.S.
Department of Health and Human Services. The
registered nurse population: National sample survey of
registered nurses. Washington, DC: HRSA/DHHS;
2004.

American Association of Colleges of Nursing. FY
2008 recommendations: strategies to address the

23

106.

107.

108.

109.

110.

111.

112.

113.

114.

115.

116.

Nurses at the “Sharp End”

nursing shortage. Available at: www.aacn.nche.edu/
Government/pdf/08TitleVI110.pdf. Accessed June 5,
2007.

Cronenwett L, Sherwood G, Barnsteiner J, et al.
Quality and safety education for nurses. Nurs Outlook
2007;55:122-31.

Goddard P, Lashinger H. Nurse managers’ perceptions
of power and opportunity. Can J Nurs Admin
1997;10(2):44-6.

Hatcher S, Laschinger H. Staff nurses’ perceptions of
job empowerment and level of burnout: a test of
Kanter’s theory of structural power in organizations.
Can J Nurs Admin 1996;9(2):74-94.

Laschinger HK, Sabiston JA, Kutszcher L.
Empowerment and staff nurse decision involvement in
nursing work environments: testing Kanter’s theory of
structural power in organizations. Res Nurs Health
1997;20(4):341-52.

Laschinger HK, Finegan J, Shamian J, et al. Impact of
structural and psychological empowerment on job
strain in nursing work settings: expanding Kanter’s
model. J Nurs Adm 2001;31(5):260-72.

Patrick A, Lashinger HK. The effect of structural
empowerment and perceived organizational support on
middle level nurse managers’ role satisfaction. J Nurs
Manag 2006;14:13-22.

Laschinger HK, Havens DS. Staff nurse work
empowerment and perceived control over nursing
practice: conditions for work effectiveness. J Nurs
Admin 1996;26(9):27-35.

Armstrong KJ, Laschinger H. Structural
empowerment, magnet hospital characteristics, and
patient safety culture: making the link. J Nurs Care
Qual 2006;21(2):124-32.

Kubsch SM. Conflict, enactment, empowerment:
conditions of independent therapeutic nursing
intervention. J Adv Nurs 1996;23:192-200.

Cho J, Laschinger HK, Wong C. Workplace
empowerment, work engagement and organizational
commitment of new graduate nurses. Can J Nurs
Leadersh 2006;19(3):43-60.

Harwood L, Ridley J, Lawrence-Murphy JA, et al.
Nurses’ perceptions of the impact of a renal nursing
professional practice model on nursing outcomes,
characteristics of practice environments and
empowerment—~Part I1. CANNT J 2007;17(2):35-43.



Patient Safety and Quality: An Evidence-Based Handbook for Nurses: Vol. 1

117.

118.

119.

120.

121.

122.

123.

124.

125.

126.

127.

128.

129.

Agency for Healthcare Research and Quality. 2007
National healthcare quality report. Rockville, MD:
U.S. Department of Health and Human Services,
AHRQ; February 2008. AHRQ Publication No. 08-
0040.

Agency for Healthcare Research and Quality (AHRQ).
2007 National healthcare disparities report. Rockville,
MD: U.S. Department of Health and Human Services,
AHRQ; February 2008. AHRQ Publication No. 08-
0041.

Asch SM, Kerr EA, Keesey J, et al. Who is at greatest
risk for receiving poor-quality health care? N Engl J
Med 2006;354(11):1147-56.

Haywood K, Marshall S, Fitzpatrick R. Patient
participation in the consultation process: a structured
review of intervention strategies. Patient Educ Couns
2006;63(1-2):12-23.

Kahn JM, Fuchs BD. Identifying and implementing
quality improvement measures in the intensive care
unit. Curr Opin Crit Care 2007;13(6):709-13.

Anderson B. Collaborative care and motivational
interviewing: improving depression outcomes through
patient empowerment interventions. Am J Manag Care
2007;13(4 Suppl):S103-6.

Sidani S, Epstein D, Miranda J. Eliciting patient
treatment preferences: a strategy to integrate evidence-
based and patient-centered care. Worldviews Evid
Based Nurs 2006;3(3):116-23.

Laine C, Davidoff F. Patient-centered medicine: a
professional evolution. JAMA 1996;275(2):152-56.

Gerteis M, Edgman-Levitan S, Daley J. Through the
patient’s eyes. Understanding and promoting patient-
centered care. San Francisco, CA: Jossey-Bass; 1993.

Bosch-Capblanch X, Abba K, Prictor M, et al.
Contracts between patients and healthcare
practitioners for improving patients' adherence to
treatment, prevention and health promotion activities.
Cochrane Database Syst Rev 2007;(2):CD004808.

Wetzels R, Harmsen M, Van Weel C, et al.
Interventions for improving older patients’
involvement in primary care episodes. Cochrane
Database Syst Rev 2007;(1):CD004273.

Trevena LJ, Davey HM, Barratt A, et al. A systematic
review on communicating with patients about
evidence. J Eval Clin Pract, 2006;12(1):13-23.

Grey M, Davidson M, Boland EA, et al. Clinical and
psychosacial factors associated with achievement of

24

130.

131.

132.

133.

134.

135.

136.

137.

138.

139.

140.

141.

treatment goals in adolescents with diabetes mellitus.
Journal of Adolescent Health 2001;28(5):377-85.

Loring KR, Ritter P, Stewart AL, et al. Chronic
disease self-management program can improve health
status while reducing hospitalization: a randomized
trial. Med Care 1999;37(1):5-14.

Carrieri-Kohlman V, Nguyen HQ, Dosesky-Cuenco
D, et al. Impact of brief or extended exercise training
on the benefit of a dyspnea self-management program
in COPD. J Cardiopulm Rehabil 2005;25:275-84.

Lorig KR, Ritter PL, Gonzalez VM. Hispanic chronic
disease self-management. Nursing Research
2003;52:361-69.

Wagner EH, Grothaus LC, Sandhu N, et al. Chronic
care clinics for diabetes in primary care: a system-
wide randomized trial. Diabetes Care
2001a;285(2):182-9.

Wagner EH, Glasgow RE, David C, et al. Quality
improvement in chronic illness care: a collaborative
approach. Jt Comm J Qual Improv 2001;27(2):63-80.

Dorr DA, Wilcox A, Burns L, et al. Implementing a
multidisease chronic care model in primary care using
people and technology. Dis manag 2006;9(1):1-15.

Wagner EH, Bennett SM, Austin BT, et al. Finding
common ground: patient-centeredness and evidence-
based chronic illness care. J Altern Complement Med
2005;11 Suppl 1:S7-15.

Katon W, Von Korff M, Lin E, et al. Rethinking
practitioner roles in chronic illness: the specialist,
primary care physician and the practical nurse. Gen
Hosp Psychiatry 2001;23(3):138-44.

Laurant M, Reeves D, Hermens R, et al. Substitution
of doctors by nurses in primary care. Cochrane
Database Syst Rev 2005;(2):CD001271.

Baker DP, Day R, Sales E. Teamwork as an essential
component of high-reliability organizations. Health
Serv Res 2006;41(4):1576-98.

Saint S, Kaufman SR, Thompson M, et al. A reminder
reduces urinary catheterizations in hospitalized
patients. Jt Comm J Qual Patient Saf 2005;31(8):455-
62.

Joint Commission. Improving America’s Hospitals:
The Joint Commission’s Annual Report on Quality
and Safety. 2007. Available at:
www.jointcommissionreport.org/performanceresults/
sentinel.aspx. Accessed on February 5, 2008.



142.

143.

144.

145,

146.

147.

148.

149.

150.

151.

152.

153.

Flin R. Communication and safety: are we all treating
the same patient? Paper presented at Making Health
Care Safer, London, UK: Royal College Physicians;
2004.

Houldin AD, Naylor MD, Haller DG. Physician-nurse
collaboration in research in the 21% century. J Clin
Oncol 2004;22(5):774-776.

Burke CS, Salas E, Wilson-Donnelly K et al. How to
turn a team of experts into an expert medical team:
guidance from the aviation and military communities.
Qual Saf Health Care 2004;13:96-104.

Morey JC, Simon R, Jay GD, et al. Error reduction
and performance improvement in the emergency
department through formal teamwork training:
evaluation results of the MedTeams project. Health
Serv Res 2002;37(6):1553-81.

Risser DT, Simon R, Rice MM, et al. A structured
teamwork system to reduce clinical errors. In: Spath
PL (ed.). Error reduction in health care: a systems
approach to improving patient safety. Chicago, IL:
Health Forum, jointly published by Jossey-Bass; 1999.
p. 1-15.

Firth-Cozens J. Cultures for improving patient safety
through learning: the role of teamwork. Qual Health
Care 2001;10(4):26-31.

Risser DT, Rice MM, Salisbury ML, et al. The
potential for improved teamwork to reduce medical
errors in the emergency department. The MedTeams
Research Consortium. Ann Emerg Med 1999;34(3):
373-83.

Benn J, Healey AN, Hollnagel E. Improving
performance reliability in surgical systems. Cognition,
Technology & Work 2007;1435-5558.

Jain M, Miller L, Belt D, et al. Decline in ICU adverse
events, nosocomial infections and costs through a
quality improvement initiative focusing on teamwork
and culture change. Qual Saf Health Care 2006;15(4):
235-9.

Porto GG. Creating patient safety and high reliability:
critical challenges for risk managers. In: Carrol R. The
Risk Management Handbook for Healthcare
Organizations. San Francisco: Josey-Bass; 2003.
Pages 319-34.

Sexton JB, Thomas EJ, Helmreich RL. Error, stress
and teamwork in medicine and aviation: cross
sectional surveys. BMJ 2000;320:745-9.

Knaus WA, Draper EA, Wagner DP, et al. An
evaluation of outcome from intensive care in major
medical centers. Ann Intern Med 1986;104(3):410-18.

25

154.

155.

156.

157.

158.

159.

160.

161.

162.

163.

164.

165.

166.

167.

Nurses at the “Sharp End

Beckmann U, Bohringer C, Carless R, et al.
Evaluation of two methods for quality improvement in
intensive care: facilitated incident monitoring and
retrospective medical chart review. Crit Care Med
2003;31:1003-11.

Fortescue EB, Kaushal R, Landrigan CP, et al.
Prioritizing strategies for preventing medication errors
and adverse drug events in pediatric patients.
Pediatrics 2003;111:1006-11.

Mayor S. Poor team work is killing patients. BMJ
2002;325:1129.

Vincent C, Tayulor-Adams S, Stanhope N.
Framework for analysing risk and safety in clinical
medicine. BMJ 1998;316:1154-7.

Wachter RM. The end of the beginning: patient safety
five years after “To Err Is Human.” Health Aff
2004;Suppl Web Exclusives:W4-534-45.

Cott C. We decide, you carry it out: a social network
analysis of multidisciplinary long-term care teams.
Soc Sci Med 1997;45:1411-21.

Atwal A, Caldwell K. Nurses’ perceptions of
multidisciplinary team work in acute health care. Int J
Nurs Pract 2006;12(6):359-65.

Rosenstein A, O’Daniel M. Disruptive behavior and
clinical outcomes: perceptions of nurses and
physicians. Nurs Manag 2005;36(1):18-29.

Safran D, Montgomery J, Chang H, et al. Switching
doctors: predictors of voluntary disenrollment from a
primary physician’s practice. J Fam Pract
2001;50(2):130-6.

Ferres N, Connel J, Travaglione A. Co-worker trust as
a social catalyst for constructive employee attitudes. J
Manag Psychol 2004;19(6):608-22.

Davidhizar R, Cathon D. Management toolbox. Are
you sure you want to be a manager? Radiol Technol
2001;72:378-80.

Robbins B, Davidhizar R. Transformational leadership
in health care today. Health Care Manage (Federick)
2007;26(3):234-9.

Upenieks VV. The interrelationship of organizational
characteristics of magnet hospitals, nursing leadership,
and nursing job satisfaction. Health Care Manage
(Federick) 2003;22(2):83-98.

Currie G, Proctor S. The antecedents of middle
managers strategic contribution. The case of a
professional bureaucracy. J Manag Stud
2005;42(7):1325-56.



Patient Safety and Quality: An Evidence-Based Handbook for Nurses: Vol. 1

168.

169.

170.

171.

172.

173.

174.

175.

176.

177.

178.

179.

180.

181.

Dopson S, Fitzgerald L. The role of the middle
manager in the implementation of evidence-based
health care. J Nurs Manag 2006;14:43-51.

Gifford W, Davies B, Edwards N, et al. Managerial
leadership for nurses’ use of research evidence: an
integrative review of the literature. World Yiews Evid
Nurs 2007;4(3):126-45.

Firth-Cozens J, Mowbray D. Leadership and the
quality of care. Qual Health Care 2001;10(Suppl
1):ii3-7.

Chidester TR, Helmreick RL, et al. Pilot personality
and crew coordination. Int J Aviat Psychol 1991;1:25-
44,

O’Toole M. The relationship between employees’
perceptions of safety and organizational culture. J Saf
Res 2002;41:409-25.

Steinberg EP, Luce BR. Evidence based? Caveat
emptor! Health Aff 2005;24:80-92.

Mangione-Smith R, DeCristofaro AH, Setodji CM, et
al. The quality of ambulatory care delivered to
children in the United States. N Engl J Med
2007;357(15):1515-23.

McGlynn EA, Asch SM, Adams J et al. The quality of
health care delivered to adults in the United States. N
Engl J Med 2003;348(26):2635-45.

Schuster MA, McGlynn EA, Brook RH. How good is
the quality of health care in the United States? 1998.
Milbank Q 2005;83(4):843-95.

Khunti K, Hernshaw H, Baker R, et al. Heart failure in
primary care: qualitative study of current management
and perceived obstacles to evidence-based diagnosis
and management by general practitioners. Eur J Heart
Fail 2002;4(6):771-7.

Boie ET. Initial evaluation of chest pain. Emerg Med
Clin North Am 2005;23(4):937-57.

Hildebrandt DE, Westfall JM, Fernald DH, et al. Harm
resulting from inappropriate telephone triage in
primary care. J Am Board Fam Med 2006;19(5):437-
42.

Kanwar M, Brar N, Khatib R, et al. Misdiagnosis of
community-acquired pneumonia and inappropriate
utlization of antibiotics: side effects of the 4-h
antibiotic administration rule. Chest 2007;131(6):
1865-9.

Buetow SA, Coster GD. Do general practice patients
with heart failure understand its nature and

26

182.

183.

184.

185.

186.

187.

188.

189.

190.

191.

192.

193.

194,

seriousness, and want improved information? Patient
Educ Couns 2001;45(3):181-5.

Conroy S, Sweis D, Planner C, et al. Interventions to
reduce dosing errors in children: a systematic review
of the literature. Drug Saf 2007;30(12):1111-25.

Ballentine NH. Polypharmacy in the elderly:
maximizing benefit, minimizing harm. Crit Care Nurs
Q 2008;31(1):40-5.

Shea KK, Holmgren AL, Osborn R, et al. Health
systems performance in selected nations: a chartpack.
New York: The Commonwealth Fund; 2007.

Clarke S, Donaldson N. Nurse staffing and patient
care quality and safety. In: Hughes, RG, ed. Patient
safety and quality: an evidence-based handbook for
nurses. Rockville, MD: Agency for Healthcare
Research and Quality; 2008. p. 2-111-2-136. AHRQ
Publication No. 08-0043.

Thungjaroenkul P, Cummings GG, Embleton A. The
impact of nurse staffing on hospital costs and patient
length of stay: a systematic review. Nurs Econ
2007;25(5):255-65.

Unruh L. Nurse staffing and patient, nurse and
financial outcomes. Am J Nurs 2008;108(1):62-71,;
quiz 72.

Blegen MA, Goode CJ, Reed L. Nurse staffing and
patient outcomes. Nurs Res 1998;47:43-50.

Blegen MA, Vaughn T. A multisite study of nurse
staffing and patient occurrences. Nurse Econ
1998;16(4):196-203.

Carlton G, Blegen MA. Medication-related errors: a
literature review of incidence and antecedents. Annu
Rev Nurs Res 2006;24:19-38.

Kane RL, Shamliyan T, Mueller C, et al. Nurse
staffing and quality of patient care. Evid Rep
Technology Assess (Full Rep.) 2007;151:1-115.
AHRQ Publication No. 07-E005.

Needleman J, Buerhaus P, Mattke S, et al. Nurse
staffing and quality of care in hospitals in the United
States. N Eng J Med 2002;346(22):1715-22.

Seago JA, Willimason A, Atwood C. Longitudinal
analyses of nurse staffing and patient outcomes: more
about failure to rescue. J Nurs Adm 2006;41(1):142-
52.

Tarnow-Mordi WO, Hau C, Warden A, et al. Hospital
mortality in relation to staff workload: a 4-year study
in adult intensive care unit. Lancet 2000;356:185-9.



195.

196.

197.

198.

199.

200.

201.

202.

203.

204.

205.

206.

207.

208.

Blegen MA, Vaughn T, Vojir CP. Nurse staffing
levels: impact of organizational characteristics and
registered nurse supply. Health Services Research
2008;43(1 Part 1):154-173.

Bradshaw L. A service in crisis? Reflections on the
shortage of nurse in the British National Health
Service. J Nurs Manag 1999;7(3):129-32.

Buerhaus PI, Staiger DO, Auerbach DI, et al.
Implications of an aging registered nurse workforce.
JAMA 2000;283(22):2948-54.

Centers for Medicare and Medicaid Services.
Medicare program; changes to the hospital inpatient
prospective payment systems and fiscal year 2008
rates. Fed Regist 2007;72(162):47129-8175.

National Quality Forum (NQF). National voluntary
consensus standards for nursing-sensitive care.
Washington, DC: NQF; 2004. Available at
www.qualityforum.org/pdf/nursing-quality/
tXNCFINALpublic.pdf. Accessed December 5, 2008.

Needleman J, Kurtzman ET, Kizer KW. Performance
measurement of nursing care: state of the science and
the current consensus. Med Care Res Rev 2007;64(2

Suppl):10S-43S.

Glickman SW, Ou FS, DeLong ER, et al. Pay for
performance, quality of care, and outcomes in acute
myocardial infarction. JAMA 2007;297(21):2372-80.

Green LW, Glasgow RE. Evaluating the relevance,
generalization, and applicability of research. Eval
Health Prof 2006;29(1):126-53.

Mendelson D, Carino TV. Evidence-based medicine in
the United States—de rigueur or dream differed?
Health Aff 2005;24(1):133-136.

Davis DA, Taylor-Vaisey A. Translating guidelines
into practice: a systematic review of theoretic
concepts, practical experience and research evidence
in the adoption of clinical practice guidelines. CMAJ
1997;157(4):408-16.

Livesey EA, Noon JM. Implementing guidelines: what
works. Arch Dis Child 2007;92:ep129-34.

Grol R, Grimshaw J. From best evidence to best
practice: effective implementation of change in
patients’ care. Lancet 2003;362:1225-30.

Litch B. How the use of bundles improves reliability,
quality and safety. Healthcare Exec 2007;22(2):13-18.

Thompson DS, Estabrooks CA, Scott-Findlay S, et al.
Interventions aimed at increasing research use in

27

200.

210.

211.

212.

213.

214.

215.

216.

217.

218.

219.

Nurses at the “Sharp End”

nursing: a systematic review. Implement Sci
2007;2:15.

Sandars J, Heller R. Improving the implementation of
evidence-based practice: a knowledge management
perspective. J Eval Clin Pract 2006;12(3):341-6.

Horn S, Gassaway J. Practice-based evidence study
design for comparative effectiveness research. Med
Care 2007;45(10 Suppl 2):S50-7.

Gadd S, Collins AM. Safety culture: a review of the
literature, definition of “safety culture” as suggested
by ACSNO, HSE, 1993. Available at:
www.hse.gov/uk/research/hsl_pdf/2002/hs102-25.pdf.
Accessed July 20, 2007.

Clarke SP. Organizational climate and cultural factors.
Annu Rev Nurs Res 2006;24:255-72.

Gaba DM, Singer SJ, Sinaiko AD, et al. Differences in
safety climate between hospital personnel and naval
aviators. Hum Factors 2003;45:173-85.

Sexton B, Thomas EJ, Helmreich RL, et al. Frontline
assessments of healthcare culture: safety attitudes
questionnaire norms and psychometric properties.
Austin, TX: The University of Texas Center of
Excellence for Patient Safety Research and Practice;
2004. Technical Report No. 04-01. AHRQ grant no.
1PO1HS1154401.

Pronovost PJ, Weast B, Holzmueller CG, et al.
Evaluation of the culture of safety: survey of clinicians
and managers in an academic medical center. Qual
Health Care 2003;12:405-10.

Sorra J, Famolaro T, Dyer N, et al. Hospital survey on
patient safety culture 2008 comparative database
report. (Prepared by Westat, Rockville, MD, under
contract No. 233-02-0087, Task Order 18). Rockville,
MD: Agency for Healthcare Research and Quality;
March 2008. AHRQ Publication No. 08-0039.

Weingart SN, Farbstein K, Davis RB, et al. Using a
multihospital survey to examine the safety culture. Jt
Comm J Qual Patient Saf 2004;30(3):125-32.

Zohar D, Livne Y, Tenne-Gazit O, et al. Healthcare
climate: a framework for measuring and improving
patient safety. Crit Care Med 2007;35(5):1312-7.

AORN. AORN Postion Statement: Creating a patient
safety culture. 2006. Available at: www.aorn.org/
PracticeResources/AORNPositionStatements/Position
_CreatingaPatientSafetyCulture. Accessed on
February 5, 2008.



Patient Safety and Quality: An Evidence-Based Handbook for Nurses: Vol. 1

220.

221.

222.

223.

224,

225.

226.

227.

228.

229.

230.

231.

232.

Coles J, Pryce D, Shaw C. The reporting of adverse
clinical incidents—achieving high quality reporting:
the results of a short research study. National Patient
Safety Research Programme, Birmingham, UK:
University of Birmingham; 2001.

Firth-Cozens J, Redfern N, Moss F. Confronting errors
in patient safety: report on focus groups. National
Patient Safety Research Programme, Birmingham,
UK; University of Birmingham; 2001.

Jones B. Nurses and the code of silence, in Rosenthal
MM, Sutcliffe DK (eds): Medical Error: What Do We
Know? What Do We Do? San Francisco: Jossey-bass.
2002, pages 84-100.

Lape DP. Disclosing medical mistakes. JGIM 1998;
13(4): 283-284.

Smith ML. Forster HP. Morally managing medical
mistakes. Cambridge Quart Health care Ethics 2000;
9:38-53.

Walshe K, Shortell S. When things go wrong: how
healthcare organizations deal with major failures.
Health Aff 2004;23:103-5.

Bagin JP, Lee C, Gosbee J, et al. Developing and
deploying a patient safety program in a large health
care delivery system: you can’t fix what you don’t
know about. Jt Comm J Qual Improv 2001;27(10):
522-32.

Tokarski C. Effective practices: improve patient safety
summit 2001. Medscape Managed Care
2001;1(1):10009.

Shortell SM, Jones RN, Rademaker AW, et al.
Assessing the impact of total quality management ad
organizational culture on multiple outcomes of care
for coronary artery bypass graft surgery patients. Med
Care 2000;38(2):207-17.

Shortell SM, Zazzali JL, Burns LR, et al.
Implementing evidence-based medicine: the role of
market pressures, compensation incentives, and
culture in physician organizations. Med Care
2001;39(7 Supplement 1):11-18.

Colla JB, Bracken AC, Kinney LM, et al. Measuring
patient safety climate: a review of surveys. Qual Saf
Health Care 2005;14(5):364-6.

Leape LL, Berwick DM. Five years after “To Err Is
Human”: what have we learned? JAMA
2005;293(19):2384-90.

Longo DR, Hewett JE, Ge B, et al. The long road to
patient safety: a status report on patient safety systems.
JAMA 2005;294(22):2858-65.

28

233.

234.

235.

236.

237.

238.

239.

240.

241.

242.

243.

244,

245.

246.

Longo DR, Hewett JE, Schubert S. Rural hospital
patient safety systems implementation in two states. J
Rural Health 2007;23(3):189-97.

Morrissey J. Patient safety proves elusive. Five years
after the publication of the IOM’s “To Err Is Human,”
there’s plenty of activity on patient safety, but
progress is another matter. Mod Healthc
2004;34(44):6-7, 24-5, 28-32.

Beauregard K. Patient safety, elephants, chickens, and
mosquitoes. Plast Surg Nurs 2006;26(3):123-5;quiz
126-7.

Bleich S. Medical errors: five years after the IOM
report. Issue Brief (Commonwealth Fund) 2005;830:1-
15.

Scalise D. 5 years after IOM ...the evolving state of
patient safety. Hosp Health Netw 2004;78(10):59-62.

Wachter R. Encourage case-based discussions of
medical errors. AHA News 2004 February:14.

Ambalberti R, Auroy Y, Berwick D, et al. Five
systems barriers to achieving untrasafe health care.
Ann Intern Med 2005;142:756-64.

Pronovost PJ, Thompson DA, Holzmueller CG, et al.
Impact of the Leapfrog Group’s intensive care unit
physician staffing standard. J Crit Care 2007a;22(2):
89-96.

Pronovost PJ, Thompson DA, Holzmueller CG, et al.
The organization of intensive care unit physician
services. Crit Care Med 2007b;35(10):2256-61.

Angus DC, Shorr AF, White A, et al. Critical care
delivery in the United States: distribution of services
and compliance with Leapfrog recommendations. Crit
Care Med 2006;34(4):1016-24.

Parshuram CS, Kirpalani H, Mehta S, et al. In-house,
overnight physician staffing: a cross-sectional survey
of Canadian adult and pediatric intensive care units.
Crit Care Med 2006;34(6):1674-8.

Morjikian RL, Kimball B, Joynt J. Leading change:
the nurse executive’s role in implementing new care
delivery models. J Nurs Adm 2007;37(9):399-404.

Pronovost P, Wu AW, Dorman T, et al. Building
safety into ICU care. J Crit Care 2002;17(2):78-85.

Blumenthal D, Kilo CM. A report card on continuous
quality improvement. Milbank Q 1998;76(4):625-48,
511.



247.

248.

249.

250.

251.

252.

253.

254.

255.

256.

257.

258.

259.

260.

261.

Shortell SM, Bennett CL, Byck GR. Assessing the
impact of continuous quality improvement on clinical
practice: what it will take to accelerate progress.
Milbank Q 1998;76(4):593-624.

Dixon NM, Shofer M. Struggling to invent high-
reliability organizations in health care settings:
insights from the field. Health Research and
Educational Trust 2006;41(4):1618-32.

Battles JB, Keyes MA. Technology and patient safety:
a two-edged sword. Biomed Instrum Technol
2002;36(2):84-8.

Caramanica L, Cousino JA, Petersen S. Four elements
of a successful quality program: alignment,

collaboration, evidence-based practice, and excellence.

Nurs Admin Q 2003;27(4):336-43.

Berwick D. Disseminating innovations in health care.
JAMA 20003;289(15):1969-75.

Magid DJ, Estabrooks PA, Brand DW, et al.
Translating patient safety research into clinical
practice. In: Henriksen K, Battles JB, Marks ES, eds.
Advances in patient safety, Volume 2. Concepts and
methodology. Rockville, MD: AHRQ, 2005; p. 163-
72._ AHRQ Publication No. 05-0021-2.

Bagin JP. Patient safety: what is really at issue? Front
Health Serv Manage 2005;22(1):3-16.

MacPhee M. Strategies and tools for managing
change. J Nurs Adm 2007;37(9):405-13.

Tracy MA. Triage successes: a hospital’s journey of
change and growth. J Emerg Nurs 2007;33(3):297-9.

Senge P. The fifth discipline. New York:
Currency/Doubleday; 1990.

Merry AF, Webster CS. Labeling and drug
administration error. Anesthesia 1996; 51: 987-988.

Carrol JS, Edmondson AC. Leading organizational
learning in health care. Qual Saf Health Care
2002;11:51-6.

Lansisalmi H, Kivimaki M, Aalto P, et al. Innovation
in healthcare: a systematic review of recent research.
Nurs Sci Q 2006;19(1):66-72; discussion 65.

Wensing M, Wollersheim H, Grol R. Organizational
interventions to implement improvements in patient
care: a structured review of reviews. Implement Sci

2006;1:2.

Shojania KG, Duncan BW, McDonald KM, et al.
Making health care safer: a critical analysis of patient
safety practices. Evidence Report Technology

29

262.

263.

264.

265.

266.

267.

268.

269.

270.

271.

272.

273.

274,

Nurses at the “Sharp End”

Assessment (Summ) 2001;43:i-x, 1-668. AHRQ
Publication 01-E058.

Garrard J. Promoting health and evaluating change.
Aust Health Rev 1992;15(2):213-24.

Hamilton KE, Coates V, Kelly B, et al. Performance
assessment in health care providers: a critical review
of evidence and current practice. J Nurs Manag
2007;15(8):773-91.

Wong ML. Evidence-based health promotion:
applying it in practice. Ann Acad Med Singapore
2002;31(5):656-62.

Edlich RF. A tribute to a gifted scholar, Ann Hudson,
who has made revolutionary advances in healthcare
and patient safety in our nation. J Long Term Eff Med
Implants 2006;16(3):207-22.

Alleyne J, Jumaa MO. Building the capacity for
evidence-based clinical nursing leadership: the role of
the executive co-coaching and group clinical
supervision for quality patient services. J Nurs Manag
2007;15(2):230-43.

Cummings GG, Estabrooks CA, Midodzi WK, et al.
Influence of organizational characteristics and context
on research utilization. Nurs Res 2007;56(4
Suppl):S24-39.

Tucker A, Edmomndson A. Why hospitals don’t learn
from failures: organizational and psychological
dynamics that inhibit system change. Calif Manage
Rev 2003;45:55-72.

Greenhalgh T, Robert G, Macfarlane F, et al.
Diffusion of innovations in service organizations: a
systematic reveiw and recommendations. Milbank Q
2004;82(4):581-629.

Rye CB, Kimberly JR. The adoption of innovations by
provider organizations in health care. Med Care Res
Rev 2007;64(3):235-78.

Jacox A. Determinants of who does what in health
care. Online J Issues Nurs December 30, 1997.
Available at: http://www.nursingworld.org/ojin.
Accessed February 5, 2008.

Reineck C. Models of change. J Nurs Adm
2007;37(9):388-91.

Vlasses FR, Smeltzer CH. Toward a new future for
healthcare and nursing practice. J Nurs Adm
2007;37(9):375-80.

Romano PS, et al. A national profile of patient safety
in U.S. hospitals. Health Aff 2003;22(2):154-66.



Patient Safety and Quality: An Evidence-Based Handbook for Nurses: Vol. 1

275. Balas EA, Boren SA. Managing clinical knowledge
for health care improvement. In: Van Bemmer, JH,
McCray AT, Alexa T, eds. 2000 Yearbook of Medical
Informatics. Patient-Centered Systems. Stuttgart,
Germany: Schattauer; 2000, p. 65-70.

30



	Background
	The Everydayness of Errors
	The Importance of High-Performing Organizations
	High-Reliability Organizations
	What Is It Going To Take To Improve the Safety and Quality of Health Care?
	The Right Work Environment
	Patient-Centered Care
	Teamwork and Collaboration
	Evidence-Based Practice
	A Culture of Safety

	The Challenge of Change
	Practice Implications
	Research Implications
	Conclusion
	Author Affiliation
	References

