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Patient Safety: Preventing
Unintended Consequences
and Reducing Errors

Patti Rager Zuzelo, EdD, RN, MSN, ACNS-BC*

The patient safety movement was galvanized by the Institute of Medicine (IOM) re-
port, To Err Is Human: Building a Safer Health System (Kohn, Corrigan, & Donaldson,
2000). This report fundamentally changed how providers, policy makers, and the pub-
lic view healthcare safety and focused national attention on the mistakes and errors
occurring in a deficient system that permits 44,000 to 98,000 needless patient deaths
each year due to medical error (Kohn et al., 2000). Although certainly one of the most
highly recognized initiatives, the IOM report was not the first attempt to address
healthcare safety concerns. White (2004) noted that the earliest safety and quality ef-
forts can be traced to 1955, although this work was not specific to patient safety ini-
tiatives but rather to patient outcomes, complications, and strategies for establishing
measures to monitor outcomes.

Approximately 40 years later, in the mid-1990s, interest in medical errors and pa-
tient safety peaked with the convening of the first Annenberg Conference on Patient
Safety, the establishment of the National Patient Safety Foundation (NPSF), and
President Clinton’s formation of the Advisory Commission on Consumer Protection
and Quality in the Health Care Industry. In 1996, the Joint Commission launched
its Sentinel Event Policy for the voluntary reporting of sentinel events. By 2000, con-
tinued momentum in the patient safety and quality movement led the Agency for
Health Care Policy and Research (AHCPR) to change its name to the Agency
for Healthcare Research and Quality (AHRQ) and become a funding powerhouse
for research focused on patient safety, error reduction, strategic planning specific to
patient safety, and technology utilization in the interest of enhancing quality of care
(White, 2004).

* Dr. Zuzelo would like to acknowledge the contributions of JoAnne Phillips, MSN, RN,
CCRN, CCNS. Her first edition chapter, The Patient Safety CNS: A New Role for an
Established Systems Expert, is incorporated into this revised chapter.
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Within this same period of time, the Business Roundtable established the Leapfrog
Group, an organization with the mission of triggering “giant leaps forward in the
safety, quality, and affordability of health care by supporting informed healthcare de-
cisions by those who use and pay for health care; and promoting high-value health
care through incentives and rewards (Leapfrog Group, 2007).

CNSs have been involved in workplace safety initiatives throughout this trajectory
and are uniquely positioned to serve as patient safety experts across a variety of care set-
tings. As patient safety is indistinguishable from quality care (Aspden, Corrigan, Wol-
cott, & Erickson, 2004), the CNS’s goal of delivering quality patient care is in concert
with, and contributes to, creating and sustaining an environment of safety. This chapter
introduces CNSs to current patient safety perspectives and opportunities while sharing
suggestions for Web sites, tools, and resources that may be used to create and sustain a
culture of safety through the integration of evidence-based practice with patient safety
practices, as defined by the Agency for Health Research and Quality (AHRQ) (2001).

Human Error and Types of Error

Most practicing nurses are well aware of the high rates of errors and near misses that
occur on a daily basis across the healthcare system. The number of actual errors and pre-
vented errors is staggering. Appreciating the various types of errors and their triggers
may assist CNSs in planning and implementing targeted strategies that minimize error
likelihood and improve patient outcomes. Reason’s work (1990) on human error pro-
vides interesting theoretical and practice perspectives on basic error mechanisms, types
and consequences of errors, and techniques for assessing and reducing the risks of errors.

Human error theory (HET) (Reason, 1990) suggests that organization failures in
complex systems cause accidents. Reason (1990) asserts that the term error denotes an
intentional act. Other error types depend upon two kinds of failure—slips and lapses—
and mistakes. Errors may be active or latent. Latent errors lie dormant for a long period
of time until they align with enough other factors to breech the system’s defenses.

The alignment of latent failures and a variety of triggering events is referred to as
the dynamics of accident causation, or the Swiss cheese model of accident causation
(Figure 9-1). The figure illustrates a trajectory of accident opportunity that penetrates
several defensive systems and is the result of complex interactions between latent fail-
ures and triggering events. In this model, latent failures at the managerial levels com-
bine with psychological precursors, and unsafe acts within a context of local triggering
events lead to an accident opportunity. When these factors and influences align, acci-
dents are more likely to occur, characterized by the holes of a Swiss cheese wedge
aligning to allow for unimpeded passage through the cheese wedge. A few examples
of organizational failures include lack of administrative commitment to safety, blurred
safety responsibilities, and poor training (Wolf, 2007).

Reason (1990) points out that very few unsafe acts actually result in damage or in-
jury, even in systems that are unprotected. Findings from a focus group study explor-
ing the influence of technologies on registered nurses’ work illustrate the many ways
that nurses work around and bypass technology-related rules and routines in efforts
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Figure 9-1 The dynamics of accident causation.The diagram shows a trajectory of acci-
dent opportunity penetrating several defensive sysems.This results from a complex inter-
action between latent failures and a variety of local triggering events. It is clear from this
figure, however, that the chances of such a trajectory of opportunity finding loopholes in all
of the defenses at any one time is very small.

Source: James Reason (1990). Human error.© Cambridge University Press, 1990. Reprinted with permis-
sion of Cambridge Univerity Press.

to meet patient care needs, save time, or minimize frustrations. Rarely do these sys-
tem breeches lead to patient harm (Zuzelo, Gettis, Hansall, & Thomas, 2008). How-
ever, when mistakes do occur, they may be catastrophic.

Reason (1990) pessimistically observes that while engineered safety devices offer
barriers against most single errors, human and mechanical, there are no guaranteed
technological defenses against the accumulation of latent failures that provide oppor-
tunities for errors within organizations, including high-risk healthcare systems (see
Exemplar 9-1). Reducing the likelihood of errors by minimizing latent failures, scru-
tinizing and improving systems, and rapidly evaluating the effectiveness of process
changes are requisite activities to promote safety and certainly fall within the purview
of CNS practice.

Accident causation theory is very relevant to CNS practice and is applicable to large
healthcare organizations as well as to specific types of clinical care areas. As an exam-
ple, critical care poses great risk for patients related to (1) increased patient acuity,
(2) high frequency of invasive interventions, (3) high medication volume, (4) need for
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The Unsafe Act: Case of the Infusion Pump

Tim Bradley, RN, is a new intensive care unit nurse with 1 year experience. One evening,
Tim is presented with a newly admitted, critically ill patient requiring intravenous antibi-
otics, high-volume fluid resuscitation, and vasopressor and inotropic support therapy to
treat progressive shock. The patient is deteriorating, and Tim is rapidly responding to each
ailing system.

This particular shift, there had been a registered nurse sick call. This individual was not
replaced. The remaining nurses were very busy providing care to unstable patients. As a re-
sult, Tim was independently handling his patient’s care needs.

Tim’s patient was prescribed dopamine 400 mg/250 ml @ 7 micrograms/kilogram/
minute. The patient weighed 80 kilograms.

Unit policy required high-risk medication infusions via Smart Pump devices capable of
identifying and preventing adverse drug events (ADE) when used as designed. Tim was
familiar with the correct use of the Smart Pump infusion devices and had been correctly
in-serviced; however, during his orientation, his preceptor had also encouraged Tim to by-
pass the pump technology. Tim’s colleagues shared with him a variety of ways to avoid
“dealing with the drug library and all those alerts!” The rationale was to “save time” by “by-
passing” the information required when setting up the infusion device alerts.

Tim was in a hurry. His patient required many medications. Tim felt rushed and pres-
sured. When he saw the dopamine infusion order, he decided to hang the medication
without the use of the Guardrails alerts. His intent was to go back after hanging the re-
maining medications and set up the dopamine infusion as per policy.

Tim calculated the dopamine infusion rate. He set the infusion pump as per his calcula-
tion. Tim did not realize that he had mistakenly calculated an infusion rate of 70 micro-
grams/kilograms/minute. Within a short period of time, the patient exhibited tachycardia
and ventricular irritability with increased blood pressure significantly above the desired mean
arterial pressure. Scared that he had made an error, Tim immediately rechecked the
dopamine dosage and quickly discovered his error. The patient did not suffer apparent unto-
ward effects once the dose was corrected; however, certainly the ADE could have been fatal.

This exemplar provides an overview of an unsafe act that violated an established rule
because the rule violation was perceived as a routine, common act. Nurses had violated this
particular rule on many occasions but the preconditions of nurse inexperience, high acuity,
and inadequate supports in combination with established workarounds or shortcuts con-
tributed to the actual adverse drug event.

speedy decision-making processes and associated intervention, and (5) other factors,
including patient characteristics. In one study, researchers found that critical care pa-
tients experienced 1.7 errors per day, 29% with the potential to cause significant harm
or death (Pronovost, Thompson, Holzmueller, Lubomski, & Morlock, 2005). Across
the United States, that data extrapolates to 85,000 errors every day, of which 24,650
are potentially life threatening. Nursing homes and ambulatory care settings are also
not immune from error. In fact, because the number of outpatient visits each year far



© Jones and Bartlett Publishers, LLC. NOT FOR SALE OR DISTRIBUTION.
(reating a Just Culture for Patient Safety | 1295

exceeds the number of inpatient visits, the opportunity for error in that setting is also
considerable (Aspden et al., 2004).

The frequencies and costs of patient safety incidents (PSI) that occurred in the hos-
pitalized Medicare population are staggering. From 2004 to 2006, patient safety inci-
dents (PSIs) cost the Medicare program $8.8 billion and resulted in 238,337
potentially preventable deaths (HealthGrades, 2006). HealthGrades analyzed 41 mil-
lion Medicare patient records and identified that those patients treated at top-
performing hospitals had approximately a 43% lower chance of experiencing one or
more medical errors than if treated at the poorest-performing hospitals.

While HealthGrades found that the overall death rate among Medicare benefici-
aries that developed one or more patient safety incidents had decreased by almost 5%
during the 2-year period, four indicators had increased when compared to a 2004
baseline. These indicators included postoperative respiratory failure, postoperative
pulmonary embolism or deep vein thrombosis, postoperative sepsis, and postoperative
abdominal wound separation/splitting. These key areas are included in the current
focus of regulatory (e.g., Joint Commission and Centers for Medicare and Medicaid
Services [CMS]) (CMS and Joint Commission, 2008) and recommending (e.g., In-
stitute for Healthcare Improvement [IHI]) agencies.

Since the release of the IOM report (Kohn et al., 2000), there has been an abun-
dant volume of published patient safety-focused literature. Multiple recommending
and regulatory agencies offer guidelines and mandates. Many organizations provide
evidence-based practice guidelines to assist clinicians in providing standardized evi-
dence-based care.

The volume of materials and ever-changing safety standards and best practices may
be overwhelming to CNSs, particularly those who are new to putting patient safety
principles into practice. The CNS is absolutely pivotal in assessing the clinical envi-
ronment for accident and error opportunities, collaborating with appropriate team
members to proactively improve systems or to meaningfully react to occurrences, and
rapidly evaluating the outcomes of systems changes. Actively engaging in this work
requires a preliminary review of the definitions of terms commonly used in patient
safety projects and publications (Table 9-1). The CNS concentrating on a patient
safety role integrates all the skill and competencies described in role-based CNS con-
ceptualizations (Hamric, 1989; Oncology Nursing Society, 2003) and influence-based
models (American Association of Critical-Care Nurses [AACN], 2002; National As-
sociation of Clinical Nurse Specialists [NACNS], 2004).

Creating a Just Culture for Patient Safety

Culture is a shared set of beliefs and values about how people work individually and
together as teams (Phillips, 2005). It delineates a shared set of values and beliefs that
influences communication, social relations, and actions (Friersen, Farquhar, &
Hughes, 2006). Achieving and sustaining a culture of safety requires an understand-
ing of the values and beliefs within a particular organization. The safety culture of an
organization is the product of individual and group values, attitudes, perceptions,
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Table 9-1 DEFINITIONS OF KEY TERMS IN PATIENT SAFETY

Term Definition

Error Mistakes made in the process of care that result in, or have
the potential to result in, harm to the patient.

Near miss An act of commission or omission that could have harmed
the patient, but did not do so as a result of chance (IOM).

Patient safety ~ The absence of the potential for, or occurrence of, healthcare-
associated injury to patients. Created by avoiding medical
errors as well as taking action to prevent medical errors from
causing injury. Mistakes include failure of a planned action to
be completed as intended or the use of a wrong plan to
achieve an aim. These can be the result of an action that is
taken (error of commission) or an action that is not taken
(error of omission).

Incident Unexpected or unanticipated events or circumstances not
consistent with the routine care of a particular patient, which
could have, or did, lead to an unintended or unnecessary
harm to a person, or a complaint, loss, or damage.

Adverse event  An injury resulting from a medical intervention.

Source: Aspden et al., 2004; Pronovost et al., 2005.

competencies, and patterns of behavior that combine to determine the commitment
to, and the style and proficiency of, an organization’s health and safety management
(AHRQ, 2001).

The notion of a “just culture” is relatively recent and denotes a culture where people
can report mistakes, errors, accidents, or waste without negative repercussions
(AHRQ, 2008a). In a just culture, individuals remain accountable for their actions but
they are not held responsible for flawed systems that permit earnest, trained people to
err. Sharing and disclosure are prominent features of a just culture because efficiencies
and quality improvement processes depend on the frontline staff to drive improve-
ments, and such drive requires a sense of safety. Staff must feel empowered to point out
errors, defects, and systems failures that could cause patient harm (AHRQ, 2008a). A
just culture is not an “anything goes” culture. In other words, individuals may be held
personally accountable for intended actions that are unsafe and violate rules. But, in
highly protected systems with established defense systems, such unsafe acts are more
likely in a highly specific, often atypical, set of circumstances (Reason, 1990).

Organizations with a positive safety culture have characteristics in common. These
organizations have leaders who support bidirectional communications founded on
mutual trust, with the ability for all employees to speak up and raise concerns, as well
as the willingness to listen when others have a concern. In addition, there are shared
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perceptions of the importance of safety, coupled with a systems approach to analysis of
safety issues (Friersen et al., 2006; Helmreich, 2005). Patient safety permeates the cul-
ture, and there is an emphasis on continuous improvement (Friersen et al., 2006).
Highly reliable organizations (HROs) tend to be exceptionally consistent and are par-
ticularly good at avoiding error (AHRQ, 2008b). HROs are characterized by several
organizing concepts: (1) sensitivity to operations with staff maintaining an ongoing
organizational awareness; (2) reluctance to simplify; (3) preoccupation with failure;
(4) deference to expertise; and (5) resilience (AHRQ, 2008b).

Progress toward creating a culture of patient safety requires honest, routine error re-
porting. Errors and near misses are reported in organizations in which staff feels safe
reporting errors. In organizations with a culture of patient safety, the emphasis is on
why the error occurred, versus who made the error (see Figure 9-2). Leaders use errors
to help staff evaluate processes and learn how to prevent a recurrence of an error,
rather than to blame. Two strategies encouraged by the Joint Commission that can as-
sist with error analysis are failure mode and effects analysis (FMEA) and root cause
analysis strategies (RCA) (De Rosier & Stalhandske, 2006; Duwe, Fuchs, & Hansen-
Flashen, 2005).

What strategies can the CNS use to assess the culture of safety within the practice
environment? AHRQ has tools posted on its Web site that can be downloaded free of
charge to facilitate assessment of the safety culture within a hospital or nursing home.
The tools are designed to provide institutions with the opportunity to assess their pa-
tient safety cultures, track changes in safety over time, and evaluate the influence of
patient safety interventions (AHRQ, 2008c¢).

Results of the AHRQ survey will assist the CNS and other members of the lead-
ership team to assess the perception of patient safety within their organizations,
whether errors are reported and discussed in an appropriate forum, and whether
there is an atmosphere of continuous learning based on the principles of patient
safety. Each healthcare institution can use the completed survey data to calculate
their percentage of positive responses on each item. Those data can be submitted to
AHRAQ for entry into a national database. The AHRQ Hospital Survey on Patient
Safety Culture allows comparisons between the submitting hospital and other simi-
lar hospitals. This report enables each hospital to compare itself to the benchmark
hospitals (AHRQ, 2008c).

Safety culture assessments are useful tools for measuring organizational conditions
that lead to adverse events and patient harm in hospitals. The assessment is the start-
ing point from which action planning begins and patient safety changes evolve (Sora
& Nieva, 2003). Reassessments serve as barometers to measure the success of im-
provement interventions. Once the cultural assessment is complete, the CNS can use
the data to integrate evidence-based guidelines into everyday practice for patient care.

Creating a Safe Environment

Armed with the culture assessment findings, the CNS must continue to examine the
practice environment with an eye on safety. Through assessment and analysis of the



© Jones and Bartlett Publishers, LLC. NOT FOR SALE OR DISTRIBUTION.
298  (Chapter9 Patient Safety: Preventing Unintended Consequences and Reducing Errors

ASSESS - ERR™

PatientMR# Medication System Worksheet Incident# ______
(if error reached patient) v if no callback identified:
Dateoferror____ Dateinformationobtained: ____ Patientage:

Drug(s) involved in error:

Non-formulary drug(s)? QYes QNo
Drug sample(s)? QOYes QNo
Drug(s) packaged in unit dose/unit of use? QYes QNo
Drug(s) dispensed from pharmacy? QYes QNo
Error within 24 hours of admission, transfer, or after discharge? QYes QNo
Did the error reach the patient? QYes QNo
Source of IV solution: 1 Manufacturer premixed solution Q Pharmacy IV admixture 3 Nursing IV admixture

Brief description of the event: (what, when, and why)

Possible causes Y/N Comments

Critical patient information missing?
(age, weight, allergies, BS, lab values, pregnancy, patient
identity, location, renal/liver impairment, diagnoses, etc.)

Critical drug information missing?
(outdated/absent references, inadequate computer screening,
inaccessible pharmacist, uncontrolled drug formulary, etc.)

Miscommunication of drug order?

(illegible, ambiguous, incomplete, misheard, or
misunderstood orders, intimidation/faulty interaction, etc.)
Drug name, label, packaging problem?
(look/sound-alike names, look-alike packaging,
unclear/absent labeling, faulty drug identification, etc.)

Drug stoage or delivery problem?
(slow turn around time, inaccurate delivery, doses missing or
expired, multiple concentrations, placed in wrong bin,etc.)

Drug delivery device problem?
(poor device design, misprogramming, free-flow, mixed up
lines, IV administration of oral syringe contents, etc.)

Environmental, staffing, or workflow problems?
(lighting, noise, clutter, interruptions, staffing deficiencies,
workload, inefficient workflow, employee safety, etc.)

Lack of staff education?
(competency validation, new or unfamiliar drugs/devices,
orientation process, feedback about errors/prevention, etc.)

Patient education problem?
(lack of information,noncompliance, not encouraged to ask
questions, lack of investigating patient inquiries, etc.)

Lack of quality control or independent check systems?
(equipment quality control checks, independent checks for
high alert drugs/high risk patient population drugs etc.)

Did the patient require any of the following actions after the error that you would not have done if the event had not occurred?
Q Testing QO Additional observation 0 Gave antidote (0 Care escalated (transferred, etc.) O Additional LOS Q Other

Patient outcome:

@2006 Institute for Safe Medication Practices

Figure 9-2  Assess-ERR Medication Safety System Worksheet.
Source: © 2006, Institute for Safe Medication Practices. Reprinted with permission.

practice environment, the CNS begins to understand potential root causes of errors
within that environment. The majority of medical errors do not occur as the result of
one person’s actions, but are the result of faulty systems, processes, and conditions that

lead people to make mistakes or fail to prevent them (Phillips, 2005).
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AHRQ has identified factors that contribute to errors: communication, inadequate
flow of information, human problems, patient-related issues, organizational transfer
of knowledge, staffing patterns and work flow, technical failures, and inadequate poli-
cies and procedures (AHRQ, 2003). Table 9-2 presents each of these factors with an
example of how they apply to bedside practice.

When assessing the role each factor plays in contributing to errors within the prac-
tice environment, the CNS must also assess how staft has adapted its practice to work
around systematic obstructions to completing work. Nurses have unparalleled skill at
developing workarounds. In other words, what can the nurse do to solve the issue for
the patient today?

Although this strategy does garner short-term success, it creates long-term prob-
lems. As a simple example, if a nurse does not have a patient’s medications and solves
this problem by borrowing medications from another patient, this exemplifies first-
order problem solving (Tucker & Edmondson, 2002). The nurse has met the needs of
the patient in the immediate period by securing the needed medications. But, of
course, the medications are now no longer available for the patient for whom they
were intended.

In examining this simple issue, numerous other issues arise: What about the patient
whose medications were taken (his or her dose is now missing)? What ifit is a slightly
different dose? What will keep this situation from arising tomorrow? Bedside nurses’
role supports first-order problem solving. Nurses at the point-of-care do not have the
resources (mainly time) to do second-order problem solving (Tucker & Edmondson,
2002).

The role of the CNS in this scenario is critical. Second-order problem solving in-
volves a system analysis of why the error occurred—what part of the system failed the
nurse and the patient (Tucker & Edmondson, 2002). To have more than a temporary
fix, the root cause of the problem must be uncovered. It is often easier to work around
problems, especially when the staff nurses believe that they have reported this issue
previously and no action has been taken. The CNS must partner with the staff nurse
to investigate the concern and to craft a reasonable, efficient solution to the clinical
problem. Partnering facilitates staff buy-in, because the nurses helped to broker the
solution. The CNS must make it easier for staff to do the right thing while making it
more difficult to do a workaround.

One essential support to sustaining a culture of safety is the creation of a healthy
work environment (HWE). The attributes of a healthy work environment are symbi-
otic with a culture of patient safety. The American Association of Critical-Care
Nurses’ (AACN) Healthy Work Environment standards demonstrate a commitment
to creating a positive work environment that facilitates safety (Barden, 2005). Each
standard is clarified by essential (absolutely required, fundamental), standard (author-
itative statement), and critical elements (structures, processes, programs, and behav-
iors required for a standard to be achieved).

The first healthy work environment standard is skilled communication; nurses
must be as proficient in communication skills as they are in clinical skills. The concept
of communication is complex, encompassing verbal, written, and nonverbal skills. In
reviewing sentinel events, the Joint Commission has identified team communication
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Table 9-2 FACTORS THAT CONTRIBUTE TO ERRORS

Factor Description Examples of Interventions for CNS

Communication  Verbal/nonverbal, 1. Conduct briefings: Role-
written model efficient and effective
(e.g., in e-mail bidirectional communication
communication). with all team members. When

Between any mem-
bers of the team:
nurse, physician,
family, support staff,
therapists.

NPSG #2: “Improve
the effectiveness of
communication
among caregivers”
(Joint Commission,

2006).

preparing to perform a proce-
dure, review each step before
beginning to prevent miscom-
munication.

. Be assertive: Create an envi-

ronment where any member of
the team feels comfortable in
voicing their concern. Utilize
the SBAR strategy to commu-
nicate a message that is clear
and concise.

. Develop situational awareness:

Place signs outside the patient’s
door, be sure all staff are aware
of patients who are “at risk” for
falls or other clinical issues.

. Understand the difference

between the novice and the
expert in making decisions:
Decisions are made based on
past experience, and because
the novice has little past expe-
rience, he or she may rely more
on the CNS to support his or
her decision-making process.

. Conduct debriefings: After a

significant clinical event, re-
view with the staff the pre-
event situation, the event, and
the response to the event. Lis-
ten to the staft’s perception of
what happened. The CNS may
be able to use the information
to plan future education.



© Jones and Bartlett Publishers, LLC. NOT FOR SALE OR DISTRIBUTION.

(reating a Safe Environment | | 3011

Table 9-2 (continued)

Factor Description Examples of Interventions for CNS
Communication 6. SBAR strategy: Develop a
(continued) template for the use of the

SBAR strategy, including a few
key clinical characteristics. For
example, if caring for a thoracic
population, always include an
assessment of breath sounds

and pattern of breathing.

Inadequate flow  Members of the team |- Examine the handoff process
of information may not have the in- within the practice environ-

formation they need ment; include nurses, physi-

to appropriately care cians, pharmacists, etc.

for the patient. 2. Partner with other members of

NPSG #2, to the team to create a handoff

“Improve the effec- tool that would enable clear,

tiveness of communi- concise communication.

cation,” includes a
requirement for a

standardized handoff
of communications
(Joint Commission,
2006).

Human problems  How standards of 1. CNS plays a key role in the
care, policies, and design, development, imple-
procedures are mentation, and evaluation of
followed. policies.

=

Partner with the nurse manager
and bedside nurses to establish
the standards of care within the
practice environment.

Other factors that
play a role: fatigue,
stress, distractions,

interruptions, and
3. Evaluate the practice environ-

ment for factors that may
influence care.

4. Develop a peer-review process
to enable the staff to hold each
other accountable for care
delivered.

(continues)
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Table 9-2 (continued)

Factor

Description

Examples of Interventions for CNS

Patient-related
issues

Organizational
transfer of

knowledge

Staffing

patterns/workflow

multitasking.

Incomplete assess-
ment, which may
include allergies, or
duplicate or missing
medications.

NPSG #8 requires ac-
curate and complete
reconciliation of med-
ications across the
continuum of care.

Patient identifica-
tion, utilizing two
unique identifiers
(NPSG #1) (Joint
Commission, 2006).

Formal transfer of
knowledge occurs
during orientation,
education, and com-
petency assessments.

Informal.

Supplies: disjointed,
missing, not easily
available to the nurse.
Assignments
geographically

undesirable.

1. Monitor patient identification:
As you make rounds on each
patient, ask the patient if the
staft have been checking his or
her identification.

2. Ensure that there is a clear

process if the identification is
incorrect.

3. Partner with bedside nurses,
pharmacists, physicians, and
nursing leadership to establish
a process for medication
reconciliation.

1. In collaboration with other ex-
perts, design, develop, and
evaluate clinical competencies
as they relate to the care of a
defined population.

2. Develop a tool for a brief ori-

entation to your practice area
for staff who are pulled, pool
nurses, or agency staff. Include
emergency equipment, sup-
plies, medications, a short les-
son on how to contact the
physicians; anything that is
important about your patient
population.

1. Review work by Ebright and
colleagues who have studied

the flow of “nurse work”
(Ebright, 2004).

2. Start with one simple project:

What does a nurse need to
perform safe, aseptic intra-
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Table 9-2 (continued)

Factor Description Examples of Interventions for CNS

Staffing patterns/ venous line care? If the care is

workflow done at the patient’s bedside,

(continued) the supplies should be at the
bedside, not in the supply
room.

3. Discuss with the staff changes
in where/how medications
are prepared to decrease, and
eventually eliminate
interruptions/distractions
when preparing medications.

Technical failures  Frequent 1. Ensure that contact numbers
interruptions/ for experts (in house or from
distractions. the companies) are easily acces-
Mechanical devices sible, particularly for life-sus-
can malfunction. taining equipment; for example,

ventricular assist devices.

2. Plan and execute drills for all
equipment that is low volume,
high risk (continuous renal re-
placement machines, postcar-
diac arrest hypothermia devices).

1. Participate in policy review

Inadequate Policies that are too and revision, with an eye for
policies long, too wordy, out practicality (e.g., if the policy is
and procedures of date, or not easily 28 pages single spaced, it is not
accessible will not be likely to be used).
utilized. 2. Promote electronic availability

of nursing policies and medi-
cation information (e.g.,
online policy manuals or medi-
cation manuals).

Source: AHRQ, 2003; Phillips, 2005.

as a top contributor to sentinel events (Joint Commission, 2006). Healthcare organi-
zations are obligated to help staff develop excellent communication skills. Skilled
communicators focus on finding solutions and desirable outcomes, advancing col-
laborative relationships, listening as intently as they speak, and demonstrating mutual
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respect (Barden, 2005). The CNS must role model expert communication techniques
and offer constructive feedback to staff nurses as they develop their communication
skill sets.

One strategy that has been effective in facilitating clear, direct communication
among caregivers is the SBAR strategy. SBAR is an acronym for sizuation, background,
assessment, and recommendation (Leonard, Graham, & Bonacum, 2004). SBAR is a sit-
uational briefing model characterized by appropriate assertion, critical language, and
awareness and education. It is a vital model designed to address the different commu-
nication styles used and valued by nurses, physicians, and other clinicians (Table 9-3).

Table9-3 SBAR

30-60 Second Communication

Situation What is happening with the patient?
Example:
“Hello, Dr. Jones, this is Susan, I am calling from 2
West. I am taking care of Mr. Green in room 212,
a patient of Dr. Johnson’s who went to the OR today
for a colectomy. He has been back from the PACU

for 4 hours. I have just reassessed him.”

Background What is the important clinical information?
“Over the past 4 hours, his BP has dropped from
120/78 to 90/58, his heart rate has increased from 70 to
100, his respiratory rate is 24, and his urine output was
80 mL/hour for the first 2 hours and has dropped to 30
mL each hour for the past 2 hours.
He is receiving IV fluids, D5.45NS + 20 meq KCL at
125 mL/hour.
His postop labs were unremarkable, his hemoglobin
was 10.2.
His estimated blood loss was 450 mL.”

Assessment What do you think the problem is?
“I think he is dry.”

Recommendation What do you think he needs? If you think the patient
needs to be seen by the physician or nurse practi-
tioner, do not be afraid to say so.

“I think he needs more fluid.”

Source: Leonard et al., 2004; Phillips, 2005.
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The CNS can assist staff with developing a template for communicating with
physicians and other team members using the SBAR strategy and incorporating the
consistent use of particular elements that relate to the specific patient population. For
example, if caring for a neuroscience population, the assessment of the Glasgow
Coma Score (GCS) would always be included in every communication. Additional
strategies to improve communication include conducting briefings, being assertive,
developing situational awareness, understanding the differences in expert and novice
decision making, and conducting debriefings (Volker & Clark, 2004). Communica-
tion successes will develop over time and will occur only with practice, repetition, and
constructive feedback to staff.

The second healthy work environment standard is true collaboration: Nurses must
be relentless in pursuing and fostering true collaboration. True collaboration can build
on the relationships fostered through skilled communication. It is a relationship
grounded in respect and trust. Nurse—physician collaboration is one of the three
strongest predictors of nurse empowerment. One of the critical elements of true col-
laboration is that “every team member contributes to the achievement of common
goals by giving power and respect to each person’s voice, integrating individual differ-
ences, resolving competing interests, and safeguarding the essential contribution each
must make in order to achieve optimal outcomes” (Barden, 2005, p. 21). Authentic
collaboration is revealed through relationships with other nurse leaders, physicians,
and administrators.

The third standard is effective decision making: Nurses must be valued and com-
mitted partners in making policy, directing and evaluating clinical care, and leading
organizational operations (Barden, 2005). Nurses have primary responsibility for pa-
tient safety, but only 8% of physicians recognize the nurse as part of the decision-
making team (Cook, Hoas, Guttmannova, & Joyner, 2004). Effective decision
making bridges the autonomy—accountability gap by empowering nurses to be the
decision-making authority in the care of their patient.

The fourth healthy work environment standard addresses appropriate staffing:
Staffing must ensure the effective match between patient needs and nurse competen-
cies (Barden, 2005). Some CNSs may play a functional role in staffing by either being
accountable to make sure enough staft is present or filling in when staffing is short.
One clear role for the CNS in any staffing pattern is to collaborate with the nurse
manager and staff nurses to look at the nurse work flow and the relationship to
staffing. Are there staff members uninvolved in patient care for parts of the day that
could have time schedules flexed? Are there times when the CNS must partner with
the manager to assert that the staff has reached a critical workload point and cannot
take any more patients? This standard builds on the first, second, and third standards,
wherein all the skills can combine to provide excellent communication, collaboration,
and decision making to solve complex staffing issues.

Meaningtul recognition is the fifth standard: Nurses must be recognized and must
recognize others for the value each brings to the work of the organization (Barden,
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2005). Recognition was important to 75% of the nurses in the healthy work environ-
ment study. A formalized process for recognition is essential for it to be effective. The
CNS must be knowledgeable about recognition programs nationally (as with profes-
sional organizations), regionally (as with local chapters or statewide awards), or within
the organization. The CNS must lead the recognition initiative to ensure that excel-
lence in clinical practice, communication, patient—family relationships, and other key
performance measures are recognized.

The final standard is authentic leadership: Nurse leaders must fully embrace the
imperative of a healthy work environment, authentically live it, and engage others in
the achievements (Barden, 2005). Authentic leaders are supported by their organiza-
tion in developing skills and competency in skilled communication, true collabora-
tion, effective decision making, meaningful recognition, and authentic leadership.
Establishing and sustaining a practice environment that is supported by the concepts
in the healthy work environment standards contributes to a hospital culture rich in
safety, which contributes to an environment of patient safety.

Safety and Quality Organizations

The complexity of regulatory agencies and recommending organizations within
health care is extraordinary. The CNS is frequently held accountable for compliance
with multitudes of guidelines, competencies, rules, and regulations. In developing
clinical programs for improvement, which may be in response to a regulatory require-
ment, the CNS must partner with the bedside nurse to collaborate with numerous
disciplines to establish compliance strategies for each regulation or guideline.

Joint Commission accreditation is a nationwide seal of approval indicating that or-
ganizations meet high performance standards. The Joint Commission and Joint
Commission International were designated in 1995 as the World Health Organiza-
tion (WHO) Collaborating Centre for Patient Safety Solutions (WHO Collaborat-
ing Centre for Patient Safety Solutions, 2008).

There are numerous regulatory and recommending agencies that address health-
care safety and quality; many of their recommendations overlap and are quite similar
given their shared evidence base. Key organizations include, but are not limited to, the
Center for Medicare and Medicaid (CMS), Institute for Healthcare Improvement
(IHI), AHRQ, National Patient Safety Goals (NPSG), Joint Commission, and Na-
tional Quality Foundation (NQF).

Tools of the Trade

The World Wide Web has dramatically influenced patient care delivery. The role of
the CNS in patient safety is inextricably linked to the use of electronically available
tools in the form of assessment tools, guidelines, and other references, many of which
can be downloaded without charge. Professional organizations, not-for-profit (NFP)
recommending organizations, governmental agencies, regulatory bodies, and evidence-
based practice Web sites offer many useful resources (refer to Tables 9-4 through 9-8).
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Educating New and Experienced Nurses:
Electronic Resources for the CNS

Patient safety as a discipline is a relatively new phenomenon. Many nurses, as well as
other healthcare providers, did not explore the science of safety and error reduction or
the relationship of culture to patient safety during formal nursing education experi-
ences. Nurses may be inclined to consider patient safety as closely aligned with the
traditional five rights of medication administration. These five “rights” include right
patient, right drug, right dose, right route, and right time. Many nurses will recall
learning these rights by rote as students, and new orientees were often drilled about
these rules during clinical experiences involving medication or treatment deliveries.
Nurses may continue to view these five rights as the gold standard of error prevention;
however, these five rights are best viewed as the desired outcomes of safe medication
practices (Federico, 2007). They do not offer strategies for nurses interested in achiev-
ing these goals other than a rather bewildering perception that error is the result of in-
dividual performance and good nurses do not make mistakes (Federico, 2007). Given
that nurses do not come to work intending to commit errors, opportunities for error
and accident reduction must be more broadly based than relying on drilled processes.

CNSs interested in using creative, evidence-based resources for educating new-to-
practice nurses as well as more experienced staff without much formal exposure to
health safety and quality topics will appreciate the opportunities available through
Quality and Safety Education for Nurses (2007), a comprehensive resource funded by
the Robert Wood Johnson Foundation (see Exemplar 9-2).

Exemplar 9-2

Promoting Safety by
Influencing New-to-Practice Nurses

Geralyn Altmiller, EAD, MSN, APRN

Quality improvement and patient safety initiatives are much broader and more evidence-
based than suggested by simplistic and systematized rules historically emphasized in basic
nursing education. Recognizing the need for change, the Robert Wood Johnson Founda-
tion spawned a national movement to change the way that nurses are prepared for patient
care delivery by funding the Quality and Safety in Nursing Education (QSEN) grant
through the University of North Carolina, Chapel Hill (2005). The grant provided 15
pilot schools across the nation with the opportunity to integrate practices for quality im-
provement and patient safety standards into their nursing curricula. As this national move-
ment to improve preparation in prelicensure education of all nurses grows, recently
graduated nurses are entering the workforce with varying degrees of competency in ad-
dressing patient safety concerns.

The CNS has a particularly important role in bridging the gap between prelicensure
nursing education and the first work position of new-to-practice nurses. Providing re-
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sources and opportunities that connect practitioners to nationally accepted standards and
by supporting and developing safety initiatives, CNSs model the transformation of nurs-
ing practice into a higher quality, safer endeavor.

The Institute for Healthcare Improvement (IHI) Web site (n.d.) contains a wealth of
resources to assist the CNS as she or he supports those new to the profession of nursing.
One such resource is Transforming Care at the Bedside (TCAB) (IHI, 2003), an initiative
developed to connect nursing education to the vision of improving bedside care for the
patient. Using the easily downloadable TCAB storyboard (IHI, 2008b), the CNS can
connect the newly graduated nurse to the new skill sets being implemented across the na-
tion to provide patient-centered care. The storyboard promotes personal accountability
and situational awareness as tools to avoid codes, reduce readmission rates, prevent falls,
and improve patient satisfaction.

At the same Web site, CNSs may access the 5 Million Lives Campaign (IHI, 2008a).
This initiative works toward preventing 5 million incidents of medical harm by asking
healthcare institutions to adhere to 12 safety-focused interventions. By clicking the Ma-
terials tab, the CNS has access to free slide presentations that demonstrate strategies for
implementing the 12 interventions, along with blueprints for educational presentations to
staff, updates on the latest prevention interventions, and related articles.

An important role of the CNS is to introduce the new language of safety and quality
care improvement to the new-to-practice nurse or to the uninitiated seasoned profes-
sional. Value-added nursing care, which is the care that directly contributes to an improved
outcome for the patient (such as rounding on the unit), or workarounds, the term that
identifies routes to circumvent the established work system (obtaining meds from another
patient’s drawer rather than the pharmacy), may be terms more commonly used in the
work environment but missing from some aspects of nursing education at present, thereby
creating a communication barrier for the new graduate RN. To bridge that gap, the
Agency for Healthcare Research and Quality (AHRQ) provides a Glossary (n.d.) of cur-
rent terms as a resource on its Web site.

Many times new-to-practice nurses are uncomfortable communicating with other
members of the healthcare team, particularly when they believe a patient concern is not
being attended to. Improving communication skills can be facilitated by the CNS using
helpful tools available through the AHRQ such as TeamSTEPPS (AHRQ, 2005). The
TeamSTEPPS site contains free slide show downloads for presentations as well as short
vignettes in high-resolution video that are designed to familiarize healthcare workers with
current trends in communication techniques and risk-reduction practices. On the Web
site, there are many examples of safe communication practices that can be used to increase
the attention of other healthcare team members such as CUS (I'm Concerned, Uncom-
fortable, Safety) or DESC (Describe the situation, Express feelings about the situation,
Suggest other alternative actions, Consequences of current actions are stated).

The Joint Commission is an organization that is frequently discussed in healthcare set-
tings but many new-to-practice nurses do not have a clear understanding of what the Joint
Commission does or how it functions within the healthcare setting. It is a national organ-
ization that accredits healthcare facilities. In doing so, hospitals are graded based on their
ability to demonstrate that they follow the standards set by the Joint Commission to main-
tain a highly reliable practice setting. Not only does this accreditation assure the public
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that the hospital is meeting standards, but it provides a measure that insurance companies
use to determine their willingness to refer members to that facility. The CNS promotes
compliance of the standards when she or he helps staff members understand the value of
accreditation and the pivotal role of nurses in the process.

Familiarizing new-to-practice nurses with the Joint Commission Web site (n.d.) pro-
motes a sense of personal accountability for system improvement to ensure patient safety.
The Patient Safety tab provides concrete information regarding the current National Pa-
tient Safety Goals, abbreviations that are not acceptable due to high error potential, and
extensive materials that can be used to demonstrate and promote patient safety practices.
The Sentinel Event tab provides a root cause analysis framework that presents a step-
by-step walk through the process. Using this resource, the CNS demonstrates to the
new graduate that there are usually multiple factors that contribute to error. The root
cause analysis specifically identifies those factors and frequently reveals that error is at-
tributed to systems failure. The CNS empowers the new-to-practice nurse when that in-
dividual recognizes that reporting an adverse event can lead to quality improvement
because only then can the root cause be identified and the system or process be corrected
to reduce risk.

In addition, the Joint Commission Sentinel Event tab highlights current alerts. Most
notable is the alert that workplace intimidation and aggression is a threat to patient safety.
The Joint Commission has mandated that all healthcare systems address hostile work en-
vironment behavior by January 2009 as a risk-reduction strategy. Many times, new-to-
practice nurses are the most vulnerable to intimidation by peers in the workplace as they
have known knowledge deficits. Intimidation interferes with their acquisition of knowl-
edge and skill development. Cognitive rehearsal of shielding responses (Griffin, 2004) has
been an effective strategy that the CNS can teach new-to-practice nurses. It enables them
to recognize that the intimidating behavior is a result of stress and frustration and not a
personal affront, thereby allowing the new graduate to respond in an intellectual manner
rather than respond emotionally.

The unfolding case study is a learning strategy that has been promoted by QSEN
(2007) to increase critical thinking in undergraduate nursing education. This approach can
be used by the CNS to promote critical thinking in new-to-practice nurses by stimulating
real-world decision making. The CNS can access descriptions of actual workplace adverse
events on the AHRQ’s Patient Safety Network (n.d.) by clicking the Patient Safety
Primers tab. Based on these descriptions, the CNS can develop unfolding case scenarios
that cultivate critical thinking and decision-making skills. The CNS can utilize the un-
folding case study method as a strategy to inform new-to-practice nurses of the available
resources at the institution that should be utilized to achieve a positive outcome for pa-
tients in similar situations.

Lastly, the CNS functions as a bridge between research and practice. Many new-to-
practice nurses have a familiarity with evidence-based practice but are not sure how it is
implemented in the clinical setting. The Cochrane Collaboration (n.d.) is an international
database that the CNS can access to retrieve the latest information regarding appropriate
interventions. AHRQ’s National Guideline Clearinghouse (2008) provides recommenda-
tions and rating schemes of the strength of evidence for specific diseases and health prob-
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lems. The CNS can promote the use of these sites with new-to-practice nurses as a means
to determine the appropriate care required for their patients.

There are many resources available to the CNS working with new-to-practice nurses
that will support a smooth transition from the prelicensure educational setting to the work
environment. The CNS needs to recognize the significant role he or she plays in the trans-
formation that occurs when a nurse enters the workforce and is confronted with the chal-
lenges to provide high-quality, safe patient care in a rapid-paced, constantly evolving
profession. A toolkit of resources (see Table 9-9) is an invaluable asset.

Table 9-9 TOOLKIT OF INTERNET RESOURCES FOR THE CNS
WORKING WITH NEW-TO-PRACTICE NURSES

Resource Web Site Address

AHRQ: Glossary http://www.webmm.ahrq.gov/glossary.aspx

AHRQ: National Guideline http://www.guideline.gov/compare/

Clearinghouse synthesis.aspx

AHRQ: Patient Safety Network  http://psnet.ahrq.gov

AHRQ: TeamSTEPPS http://dodpatientsafety.usuhs.mil/index.
phpPname=News&file=article&sid=31

The Cochrane Collaboration http://www.cochrane.org

THI: Transforming Care at http://www.ihi.org/IHI/Programs/

the Bedside StrategicInitiatives/TransformingCareAt
TheBedside.htm

IHI: Transforming Care at http://www.ihi.org/NR/rdonlyres/F81270C

the Bedside Storyboard D-B8BC-47D5-B2A6-BDA550096A A9/
4252/TCABStoryboardFall2006 FINAL.
pdf

IHI: 5 Million Lives Campaign  http://www.ihi.org/IHI/Programs/
Campaign

QSEN Teaching Strategies http://qsen.org/teachingstrategies/search_
strategies#results

The Joint Commission http://www.jointcommission.org
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Case Study: Development and Implementation
of a Rapid Response Team

The majority of hospitalized patients experience antecedent physiologic abnormali-
ties prior to cardiopulmonary arrests. When these abnormalities occur outside an in-
tensive care unit, they are often unrecognized or are not responded to in a timely,
appropriate manner by the hospital care team. This may be partially due to a reduced
awareness of the importance of these physiologic abnormalities in the spectrum of
disease or perhaps due to competing clinical responsibilities on the part of the physi-
cian or nurse practitioner. This scenario becomes increasingly complex in academic
medical centers, as the most junior-level physicians typically perform the triage, clin-
ical management, and communication around these critical events.

A rapid response team (or medical emergency team) is a team of critical care clini-
cians who can respond to the bedside of a deteriorating patient before a catastrophic
event (e.g., cardiac or respiratory arrest) occurs. The goal of the team is to reduce the
number of cardiac arrests and unanticipated intubations outside the ICU through
clinical staff members” heightened awareness to signs of physiologic deterioration and
through the development of a mobile team that can provide immediate critical care to
the bedside.

The IHI Save 100,000 Lives campaign had designated the development of a rapid
response team as one of the six interventions to decrease unanticipated mortality. The
subsequent 5 Million Lives campaign, launched in December 2006, continues to ad-
vocate for rapid response teams and the other five original interventions while also
adding new interventions selected to reduce harm (IHI, 2008a). IHI provides many
useful, effective, and cost-efficient resources for CNSs interested in beginning pro-
grams designed to improve healthcare safety. It is an “absolute must” Web site that
should be easily accessible to CNSs and professional staff.

Kleinpell and Gawlinski (2005) have developed a nine-step process to guide the
CNS in planning and implementing an outcomes-driven initiative. Table 9-10 de-
scribes an example of a process to establish a rapid response team, one of the recom-
mendations of the IHI Save 100,000 Lives campaign and continued with the
5 Million Lives campaign. The model can be used to develop other safety-related
interventions, such as programs to decrease central line infections and ventilator-
associated pneumonia (IHI, 2008b).

Skill breadth, competence, and familiarity with multiple roles uniquely positions
the CNS to play a pivotal role in patient safety. The CNS is able to integrate knowl-
edge of patient safety with evidence-based practice to improve outcomes (Phillips,
2005). The role of the CNS in patient safety will continue to expand exponentially;
thus, the introduction of the CNS into the world of patient safety is just the begin-
ning of a successful journey toward creating a culture of safety, integrated with
evidenced-based practice to produce the highest quality of care possible.
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