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Objectives

• Identify how errors occur and lead to safety events

• Learn how to prevent human error

• Discuss how to utilize Universal Skills



Patient’s 
Perspective

Don’t harm

• Don’t harm me

Heal

• Heal me

Be

• Be nice to me



Safety is Foundational

• An average of 4.8 million patients in U.S. hospitals suffer serious harm 
each year

• 440,000 Americans die from preventable hospital errors

• Hospital infections affect 10 out of every 100 patients admitted

• Harm is often preventable

• Is healthcare as safe as it could be?
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Zero harm to 
patients 

01
Zero harm to staff

02
Make harm 
visible, be 
transparent about 
safety events

03
Put a face on 
safety events, 
each event is 
person

04



Patient Harm



Safety is Everyone’s Business





Safety Event Classification System



Understand Risk at Your Institution

ASSESSMENT COMMONALITIES TRANSPARENCY



Josie King 



What if….

What if we could significantly reduce our errors?

What if there were “more tools” and not “more 
rules”?

What if we came to work knowing exactly what is 
expected of us? 

What if we felt empowered to fix a problem or voice a 
concern related to safety and reliability?

What if we could leave work feeling confident we 
delivered the best possible care and services to our 
patients and customers?



Culture Change

What-if’s are possible through culture change



Culture Change

Understand WHY we make errors and how to PREVENT errors



Humans Work in Three Modes

Based on the Skill/Rule/Knowledge classification of Jens Rasmussen and the Generic Error Modeling System of James Reason



Skills Based Performance



Rule Based Performance



Knowledge Based Performance



Develop Tools/Skills

• Relationship Skills
1. Smile and greet
2. Introduce and explain roles
3. Listen with empathy
4. Explain positive intent
5. Provide opportunities for questions

• Reliability Skills

1. Attention to detail
2. Communicate clearly
3. Questioning attitude
4. Know Why and Comply
5. Speak-up for safety



Power Distance

• Some things cannot change (title, role, 
professional group, etc.)

• We CAN change how much power distance 
we display

• Power distance is neither good nor bad

• Degree of power distance is needed for 
leading teams

• Less power distance helps promote team 
approaches



Attention 
to Detail

What should we do?

Pay attention to the 
task at hand to avoid 
unintentional skill-

based errors and help 
colleagues do the same

Why should we do this?

To avoid those slips and 
lapses where the hand is 

operating before the 
head

To reduce the chance 
that we’ll make an error 
when we’re under time 
pressure, distracted or 

stressed

Universal Reliability 
Tool

Self Check use Stop, 
Think, Act, Review 

(STAR)
Peer Check



STAR

Stop Think Act Review



STAR in Real Life



Peer Check

• Take advantage of working together
• Check the accuracy of each other’s work

• Identify slips and lapses

• Point out unusual situations or hazards

• Impromptu consultation

Key to Successful Peer Checking

Be willing to check others AND

be willing to have others check us



Unfortunate Peer Check



Clear Communication

What Should We Do?

Ensure that we hear things correctly and understand things
accurately

Why should we do this?

• To prevent wrong assumptions and misunderstandings that could cause us to make wrong 
decisions

Universal Reliability Tools

• 3-Way Repeat Back and Read Back

• Phonetic & Numeric Clarifications

• Use Situation, Background, Assessment, Recommendation (SBAR) and (AIDET)



3 Way Repeat 
Back and Read 
Back



Repeat Back Failure

• Tech states “27”

• RN hears “527”

• Tech rechecks FSBS at 29

• RN hears the recheck as “the same”



Phonetic 
Clarifications



Numeric 
Clarification



Structured 
Communication: 
SBAR



Adhere to 
Standard 
Work

• Know why and comply—avoid reliance on 
memory to perform tasks safely, reliably, & 
correctly

• Protocols

• Checklists



Have a Questioning Attitude

• Think critically by questioning information we hear if it doesn’t fit 
with what we know

• Validate and Verify

It’s not about asking questions - it’s about questioning the answers!



Validate and 
Verify



Ask Clarifying 
Questions



Speak up 
for Safety



Peer Coaching

Affirm safe and productive behaviors

5 times as often as you…

Correct   an unsafe or unproductive behavior

Tips

▪ Be willing to give feedback to others…and be willing to 
have others give feedback to you!

▪ Provide feedback based on observations and facts

▪ Use the “lightest touch” possible



What Does 
Success Look 
Like?



Questions/Comments
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