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Objectives

• Review	safety	culture	and	burnout	as	factors	of	context	in	
health	care	delivery

• Understand	links	between	context	and	the	success	of	
quality	improvement	efforts

• Understand	links	between	context	and	clinical	outcomes

• Suggest	possible	solutions	to	promoting	healthy	context	
of	care
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Family	Expectations

• Receive	exactly	the	care	they	need,	defect	free
• Customized	to	their	individual	needs
•On	demand,	as	requested
• Immediate	response	to	problems	or	changes
• All	waste	eliminated
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Reality	is	more	complicated

• 2006,	Methodist	Hospital,	Indianapolis
–6	preterm	infants	receive	1000x	overdose
–3	die	

•Nov	2007,	Cedar	Sinai,	LA
–Quaid	Twins	receive	1000x	overdose

• July	2008,	Spohn Hospital	South,	Corpus	Christi	
–14	preterm	infants	received	100x	Heparin	overdose
–2	die	

Courtesy,	Robert	Ursprung,	MD
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Large	variation	remains
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Schulman,	et	al.	Jama	Pediatr.	In	pressProfit	et	al.	Pediatrics.	2017.	40(3).
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Actually,	some	good	news

Horbar,	JAMA	
Peds 2017
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To	Improve	Quality	&	Safety
Address	Both	Context	and	Processes

Context

Structure Process Outcomes
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Cooking	a	perfectly	boiled	egg
Simple	- Process	driven

• Egg	factors	(Case	mix)
–Age	of	egg
–Size	of	egg

• Cooking	factors	(Quality)
–pH	of	water
–Temperature	of	water
–Time	of	cooking
–Altitude
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Providing a perfect dinner experience
Complex – Systems-based approach

#3 in the world
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Context	Factors	- Example	1

“Culture	of	
Safety”
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Definition:		“individual	and	group	values,	
attitudes,	perceptions,	competencies,	and	
patterns	of	behavior	that	determine	the	
commitment	to,	and	the	style	and	proficiency	of,	
an	organization's	health	and	safety	
management”1

1.	Organising for	Safety:	Third	Report	of	the	ACSNI	(Advisory	Committee	on	the	Safety	of	
Nuclear	Installations)	Study	Group	on	Human	Factors.	Health	and	Safety	Commission	(of	
Great	Britain).	Sudbury,	England:	HSE	Books,	1993.

“The	way	we	do	things	around	here“	

Safety	Culture
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*	I	would	feel	safe	being	treated	here	as	a	patient.
*	Medical	errors	are	handled	appropriately	in	this	NICU
*	I	know	the	proper	channels	to	direct	questions	regarding	patient	safety	in	this	NICU.
*	I	receive	appropriate	feedback	about	my	performance.
*	I	am	encouraged	by	others	in	this	NICU,	to	report	any	patient	safety	concerns	I	may	have.
*	The	culture	in	this	NICU	makes	it	easy	to	learn	from	the	errors	of	others.
*	In	this	NICU,	it	is	difficult	to	discuss	errors.	
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Safety	Culture	and	Clinical	Outcomes
Patient	Outcomes
• Adverse	Events
• Medication	errors
• Readmissions	for	MI	and	CHF
• Length	of	Stay
• ICU	mortality
• BSI	in	the	ICU/NICU
• VAP	in	the	ICU
• Post-Op	Infections
• Ulcers	in	Med/Surg	Units		
• Delays	in	OR	and	ICU
• Surgical	PE/DVT	
• Wrong	Site	Surgeries

Staff	Outcomes
• Safety	behaviors
• Incident	Reporting	Rates
• Reduced	staff	injuries	
• RN	Turnover
• Absenteeism
• Burnout
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Teamwork	and	NICU	Infections

r	=	0.33,	p	= 0.03

Profit et al. Am J Perinatol. 2017 Aug;34(10):1032-1040.
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If	Low	on	Teamwork,	Then

Designed to improve care team communication regard-
ing a patient’s plan of care by explicitly defining goals
for “the patient in this bed today,” this checklist can be
adapted to the needs and culture of a specific ICU. It
requires providers to state the tasks to be completed, the
care plan, and communication of the plan necessary to
get the patient to a less acute level of care.
MorningBriefingTool.36 For ICUs inwhich staffing levels

are inadequate or in which important information is regularly
lost at change of shift, implementation of theMorningBriefing
Tool is recommended. Originally designed for use in ICU set-
tings, this tool consists of three sections that answer the fol-
lowing questions during the briefing: (1) What happened
overnight that I need to know about? (2)Where should I begin
my rounds? and (3) Do you anticipate any defects in the day?
Shadowing Another Provider (SAP) Tool.37 Finally, for

those ICUs in which conflicts are not appropriately resolved,
or in which there is confusion or disagreement surrounding
interdisciplinary provider roles and responsibilities, the SAP
tool is recommended. Developed as a simple tool to help
providers identify teamwork, communication, and collabora-
tion issues that affect patient care from the perspective of other
groups, the SAP tool provides an opportunity for the person
shadowing another provider to view patient care from anoth-
er’s perspective and to make recommendations to improve
multidisciplinary interactions. The tool consists of four sec-
tions in which the observer provides the following informa-
tion: (1) description of interactions that occurred; (2) identified
communication and teamwork issues that affect teamwork cli-
mate and patient care; (3) description ofwhat the observerwill

do differently in clinical practice to communi-
catemore effectively; and (4) recommendations
for improving communication and teamwork.
Using Safety Culture Change to
Improve Patient Outcomes
Although striving to assess and improve the

safety culture within the ICU is a laudable
goal in and of itself, executives, clinicians,
and patients are usually far more interested in
improving clinical and operational outcomes.
The final section of this article is dedicated to
highlighting the important role safety culture
plays in achieving consistent and sustainable
improvement in outcomes through patient
safety and quality improvement initiatives by
providing a supportive organizational context.
Translating Evidence Into Practice

Simultaneous advances in two components
are necessary to improve the quality and safety
of patient care: evidence-basedmedicine (EBM)
and evidence-based management (EBMgt).
EBM is related to the “content” of providing
care and identifies clinical practices that lead to
improved care, whereas EBMgt identifies orga-
nizational strategies, structures, and change
management practices—the “context” of pro-

viding care—that facilitate clinician implementation of EBM.38
Recall that our functional definition of organizational culture—
“the way we do things around here”—refers to the local con-
text in which care is delivered to the patient. Thus, improve-
ment in the quality and safety of patient care depends uponboth
the identification of best clinical practices and the implementa-
tion of these practices within a supportive culture. Moreover,
evidence suggests that better performance is achieved when
providers openly share their mistakes, ask for help when need-
ed, and continually question what is being done and how to do
it better38—all important aspects of a safe culture.
Put anotherway, for health care organizations to realize sus-

tained improvements in patient safety and health care quality,
they must address both technical problems (problems for
which scientific evidence exists) and adaptive problems
(problems that require changes in attitudes, values, or
beliefs—culture change). In large-scale collaborative research
projects, a centralized research team typically accomplishes
the technical work, whereas the local team accomplishes the
adaptive work.12,39 In the Keystone ICU Project,40 a quality
improvement initiative that resulted in a significant reduction
inCRBSIs, whichwas sustainable even 4 years later, adaptive
and technical work were integrated by coupling CUSPwith a
strategy for translating evidence into practice.39 In brief, this
strategy evolved into the following four-stagemodel designed
to engage collaborative multidisciplinary teams both central-
ly (stages 1–3) and locally (stage 4):41
1. Summarize the evidence for interventions to improve a

specific outcome.

October 2009 Contemporary Critical Care

9

Figure 4. Flow chart for safety climate improvement illustrating “if–then” algo-
rithms that can be used to identify evidence-based solutions to specific safety cli-
mate problems identified by safety culture assessment results.

Figure 5. Flow chart for teamwork climate improvement illustrating “if–then” algo-
rithms for evidence-based solutions to specific teamwork climate problems identified
by safety culture assessment results. SBAR, Situation, Background, Assessment,
Recommendation.

Safety Climate Improvement

Teamwork Climate Improvement

If staff lack consensus about safety issues

If staff have difficulty speaking up

If interdisciplinary patient management issues exist

If staffing levels inadequate or information lost at shift change

If conflicts are not appropriately resolved or role clarity is lacking

Standardize Communication (SBAR)

Daily Goals Checklist

Morning Briefing Tool

Shadowing Another Provider Tool

Science of Safety Training

Learning From Defects (LFD) Tool

Executive Partnership

Then

Then

Then

Then

Then

Then

Then

If staff feel unengaged in safety issues

If staff feel unengaged, unsafe, and unsupported for safety

CCC03oct.qxd:Layout 1  8/19/09  8:54 AM  Page 9

Hudson,	Sexton	et	al.		Contemporary	Critical	Care	2009



More	WR	feedback	was	associated	with	better	
safety	culture	and	less	caregiver	burnout.
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Comprehensive	Unit-based	Safety	
Program	(CUSP)

• Developed	by	Dr.	Peter	Pronovost
and	Dr.	Bryan	Sexton	in	the	adult	ICU	
at	Johns	Hopkins	Hospital	

• Multi-faceted	intervention	that	
integrates	care	process	
improvement,	communication,	
teamwork

• Empower	staff	to	assume	
responsibility	for	safety	in	their	
environment

• 5	basic	steps
– Educate	staff	on	safety,	identify	

defects,	engage	executives,	learn	
from	defects,	and	implement	
teamwork	tools



Keystone	Project
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Teamwork Climate Across Michigan ICUs

Pronovost, Sexton et al NEJM 2006;355:2725-2732

2	year	results,	103	ICUs

Time period Median 
CRBSI rate

Incidence 
rate ratio

Baseline 2.7 1
Intervention 1.6 0.76

0-3 mo 0 0.62
4-6 mo 0 0.56
7-9 mo 0 0.47
10-12 mo 0 0.42
13-15 mo 0 0.37
16-18 mo 0 0.34
CRBSI – Catheter Related Blood 
Stream Infection

Sustained	for	5	years	
Saves	1,500	lives	and	$200	million	every	year
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Teamwork	Climate	Across	Michigan	ICUs

ICU	(each	bar	=	1	ICU)

No BSI 21% No BSI 44%No BSI 31%  

No BSI = 5 months or more w/ zero

The strongest predictor of clinical excellence:
“caregivers feel comfortable speaking up if 

they perceive a problem with patient care”

Hudson,	Sexton	et	al.,	Contemp Crit Care	2009;7(5):1-11	



23

In	Michigan	about	20%	of	ICUs	
did	not	improve	

(those	with	lowest	teamwork	
AND	safety	climate	ratings	but	

highest	burnout	ratings)
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Context	Factors	- Example	2

“Reducing
Caregiver	
Burnout”

Bodenheimer,	Sinsky.	Ann	Fam	Med.	2014	12:573
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Organizational	Strategies

Bohman,	et	al.	NEJM	2017



• Costs	à Turnover,	decreased	productivity,	quality/safety/pt
satisfaction

• 600	MDs
• 50%	burnout
• 15	will	leave	due	to	burnout
• $500k	replacement

>7	Million/year	
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In	the	past	week,	how	many	of	you…

• Skipped	a	meal?
• Ate	a	poorly	balanced	meal?	
• Worked	an	entire	shift	without	any	breaks?	
• Changed	personal/family	plans	because	of	work?		
• Felt	frustrated	by	technology?
• Arrived	home	late	from	work?	
• Drank	too	much	coffee?	
• Slept	less	than	5	hours	in	a	night?	

Sexton,	Chadwick,	Profit,	et	al.	The	associations	between	work-life	balance	behaviours,	
teamwork	climate	and	safety	climate.	BMJ	Qual	Saf.	2017	Aug;26(8):632-640.
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Impact	on	critical	care	nurses

Half are	emotionally	exhausted (burned	out)
2	out	of	3 have	difficulty	sleeping

1	out	of	4 are	clinically	depressed

Sexton, et al. (2009). Palliative Care.
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Burnout ≠ Lazy
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Burnout	=	Running	on	Empty

• Sense	of	“running	out	of	fuel”	

• Hallmark	features
– emotional	exhaustion
– depersonalization
– reduced	sense	of	personal	accomplishment	

WISER - Web-based Implementation for the Science of Enhancing Resilience
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Drivers	of	Burnout

Noseworthy et	al.	Physician	Burnout	Is	A	Public	Health	Crisis:	A	
Message	To	Our	Fellow	Health	Care	CEOs.	2017	Health	Aff
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Burnout is common among physicians in the 
United States, with an estimated 30% to 40%
experiencing burnout.
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Burnout is increasing among physicians in the 
United States, now >50% experiencing 
burnout.
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Division of  Pulmonary Sciences and Critical Care Medicine, Department of  Medicine, University of  Colorado 
School of  Medicine, Denver, Colorado 80045, USA. Meredith.Mealer@UCDenver.edu18% (61/332)

met diagnostic criteria for PTSD
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• Burnout	mean	=	26%	
• Inversely	related	to	safety	culture
• Contagious
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You	try	to	be	everything	to	everyone
You	get	to	the	end	of	a	hard	day	at	work,	and	feel	like	you	have	not	
made	a	meaningful	difference
You	feel	like	the	work	you	are	doing	is	not	recognized
You	identify	so	strongly	with	work	that	you	lack	a	reasonable	balance	
between	work	and	your	personal	life
Your	job	varies	between	monotony	and	chaos
You	feel	you	have	little	or	no	control	over	your	work
You	work	in	healthcare

Am	I	burned	out?



38

Consequences	of	Burnout

Shanafelt TD,	Noseworthy JH.
Mayo	Clin Proc.	2017;92:129



Higher 
Standardized 

Mortality Ratios
Welp, Meier & Manser. 

Front Psychol. 2015

Burnout	and	
patient	care	

Medication Errors
Fahrenkopf et al. 
BMJ. 2008

Infections
Cimiotti, et al. 

Am J Infect Control. 2012. 
Tawfik, Sexton, Profit et al. 

J Perinatol. 2017.

Lower Patient 
Satisfaction
Aiken et al. BMJ 2012
Vahey, Aiken et al. Med Care. 
2004
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Burnout	may	associate	with	HAIs
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Burnout	prevalence	by	NICU

R	=	0.34,	p =	0.14

Tawfik,	Profit.	J	Perinatol 2017	
Mar;37(3):315-320	



NICU	volume	associates	with	burnout

Tawfik,	Profit,	et	al	
Pediatrics.		2017	
May;139(5).	

Each	daily	
admission:
6%	increase	in	
burnout	
prevalence



EHR	use	associates	with	burnout

Tawfik,	Profit,	et	al	
Pediatrics.		2017	
May;139(5).	

28%

18%



For every hour of patient contact, physicians 
spent 2 hours on EHR and clerical work.
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Date	Night	with	Epic

Arndt	BG.	Ann	Fam	Med.	2017;15:419

Measures	of	
Professional	Fulfillment
• Work	After	Work	
• Click	Counts
• Teamwork
• Being	Present
• Fair	Pay
• Regulatory	Balance

Di	Angi,	2017	0ct.	AIM
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EHR	transformation	of	work



46

Psychology	of	Burnout

Your	focus	determines	your	reality

&

Perceptions	are	influenced	by	how	you	feel
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Notice	anything	unusual	about	this	lung	scan?	Harvard	
researchers	found	that	83	percent	of	radiologists	didn't	
notice	the	gorilla	in	the	top	right	portion	of	this	image.
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Blurt	test	– don’t	be	shy

WISER - Web-based Implementation of the Science for Enhancing Resilience
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WISER - Web-based Implementation of the Science for Enhancing Resilience
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WISER - Web-based Implementation of the Science for Enhancing Resilience
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WISER - Web-based Implementation of the Science for Enhancing Resilience
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Three	
Good	
Things
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Three good things
• http://www.youtube.com/watch?v=dwkDEM4gFBA
Seligman, Steen, Park & Petersen, 2005



Nov	2012	NICU		- 3	Good	
Things	

90	initiated	exercise
61	completed	at	least	7	days

Significantly	less:	
1. Burnout
2. Depression
3. Communication	

breakdowns	resulting	in	
delays

4. Challenged	in	dealing	
with	difficult	colleagues

5. Taking	work	home	to	
complete	after	hours

Significantly	more:
1. Happiness	

Sexton,	Chatwick,	Profit	et	al.	E-PAS	2013:	4150.7	
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• Burnout	
–Prevalent
–Bad	for	patients
–Bad	for	healthcare	workers
–Treatable	using	evidence	
based	tools

WISER	packages	the	best	
available	evidence	for	busy	
healthcare	workers

WISER

WISER - Web-based Implementation of the Science for Enhancing Resilience



WISER

• Individual	Program	using	evidence-based	positive	psychology	
tools

• Cell	phone-based
• Brief	video	learning	sessions	(8-10	min)	followed	by	behavioral	
interventions	

Gratitude Three	Good	
Things

Moment	of	
Awe	

Random	Acts	
of	Kindness

Relationship	
Resilience
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WISER	Preliminary	Results

• 2	cohort	sw-RCT,	4	NICUs	each
–Cohort	1:	60	texts	– 6	months
–Cohort	2:	28	texts	– 5	weeks
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Primary	Outcome	- Burnout

p=0.001
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Cohort	2
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Schwartz,	Sexton,	Profit	et	al.,	under	review	– not	for	dissemination	
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Summary

•QI	requires	not	just	process	improvement	but	
careful	consideration	of	care	context

• Safety	culture,	burnout,	WLB	are	all	important	
components	of	context	and	affect	clinical	quality

•Organizations	need	to	develop	strategies	for	
quality	that	account	for	context	factors
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• Individuals	or	units	may	register	their	non-
binding	interest	to	participate	by	typing	the	
link	below	into	a	web	browser:

•WISER	in	10	days
–November,	13	2017	
– January	2018
–April	2018
–May	2018
–Sep/Nov	2018

Interested	in	WISER?

bit.ly/3wiser

WISER - Web-based Implementation for the Science of Enhancing Resilience


