
Better teams, better 
checklists, better care
ICU project provides insight to nixing errors

Medication errors, patient identification errors, and 

surgical errors are some of the unfortunate events that 

take place all too frequently in healthcare. In the con-

stant battle to prevent these adverse events, one word 

keeps cropping up: checklists.

Checklists were the focus of the October 27, 2010, 

PharmacyOne Source webinar, “Creating a Checklist 

Culture.” The speaker, Chris George, RN, MS, is the 

project manager for the Keystone ICU collaborative at 

Michigan Health and Hospital Association Keystone Cen-

ter for Patient Safety and Quality, which leads voluntary 

collaborative projects to improve patient safety and qual-

ity and reduce costs. 

The Keystone ICU collaborative has been striving to 

improve patient safety and reduce central line–associated 

bloodstream infections (CLABSI), ventilator-associated 

pneumonia (VAP), and other infections occurring in 

ICU patients. It remains the largest regional partnership 

of ICUs in a single patient safety initiative, executing a 

unit-based safety program and daily goals sheet, elimi-

nating CLABSIs and VAP, evaluating ICU deaths, and 

evaluating ICU teams and their leaders who are success-

ful in improving patient safety in the ICU, according to 

its website. 

George discussed hospital-acquired infections (HAI) and 

how checklists can help hospitals avoid them. The four 

most common HAIs are VAP, surgical site infections, 

catheter-related 

bloodstream infec-

tions, and catheter-

associated urinary 

tract infections. 

Together, these in-

fections afflict an 

average of 1.7 mil-

lion patients per year in hospitals and are the sixth leading 

cause of preventable deaths, George said. She noted that 

checklists can also help prevent wrong-site surgeries along 

with preventing HAIs.

Why checklists?

The complexity of healthcare delivery, combined with 

new technology and new research that change patient 

care, means that clinicians have ever more complicated 

responsibilities, creating the need for checklists. 

“It makes it really difficult for individuals to keep up, 

manage, and stay on top of things,” George said. “We’re 

trying to do the best we can, but the systems in which 

we are working are flawed and are set up to make mis-

takes and to not always provide the best care possible.”

George recalled a case in which a surgical team didn’t 

have blood on hold for a patient. 

“When preparing for procedures, sometimes things 

are overlooked,” she said.

In this case, blood was not put on hold for a patient 

prior to surgery, which is against normal protocol. After 

“�We work in a very hectic 

environment, and it’s easy 

to overlook a process; 

you can be interrupted 

10 times while trying to 

prepare a medication.”

—Chris George, RN, MS
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reviewing their checklists, OR staff realized the error. 

The surgeon believed the absence of blood on hold was 

not an issue. A nurse, however, went ahead and made 

sure blood was available, per the checklist. The patient 

ultimately developed a critical need for the blood. The 

checklist served as a vital reminder for staff to check for 

blood, empowering the nurse to speak up and obtain it, 

George explained.

Creating a good checklist

Lots of hospitals use checklists for various proce-

dures, but not all checklists are created equal, George 

Checklists < continued from p. 1

said. There are certain components that make up a good 

checklist. Checklists must be:

➤➤ Precise

➤➤ Efficient

➤➤ Easy to use in difficult situations

➤➤ A mix of tasks and communication checks

Checklists are reminders of the most critical steps in a 

procedure; therefore, they need to be easily understood, 

with no more than five to nine numbered items to avoid 

excess information, said George. It’s also important to 

speak with staff who will be using the checklist to establish 

the critical steps that should be included. “The purpose 

isn’t to take away from clinician expertise, but to remind 

us of commonly missed steps,” she said.

Implementing better teamwork

For checklists to work, George said staff members 

must work cohesively as a team. For starters, George 

recommended that members of the care team call each 

other by their first names. This makes everyone feel part 

of a team and increases willingness to speak up, she said.

“In some cases, something has happened and the staff 

was aware something wrong was being done, but thought, 

‘It’s not my job to correct the surgeon,’ ” George said. They 

may be embarrassed or worry about being reprimanded 

for speaking up, she added. 

George discussed steps the Keystone ICU collaborative 

follows to achieve its current success, called the Com-

prehensive Unit-Based Safety Program (CUSP). CUSP is 

a five-step process that includes educating staff on safety, 
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identifying defects, assigning an executive team leader, 

learning from defects, and implementing teamwork tools.

“We need to accept that we will make mistakes,” said 

George. Rather than playing the blame game, it’s im-

portant to focus on the system and let the team share its 

learning experience.

Identifying defects prepares staff and helps them engage 

in finding future solutions to benefit patient safety and 

care. Staff members know what potential patient safety 

hazards are, so when something goes wrong, it’s important 

to identify the problems in order to prevent them from 

happening again. This step should be ongoing because 

events can be common.

George also emphasized the importance of assigning a 

senior executive to work with the team. Once he or she 

has been appointed, safety issues should be discussed.

“Some of these team leaders haven’t spent time in clini-

cal settings and they don’t understand what it’s like to be 

providing patient care,” George explained. “It’s very impor-

tant that we pull them in in a way that is not threatening.”

Senior leadership staff should try to meet monthly 

with frontline staff to better understand challenges they 

may face. Having this sort of partnership assists in ac-

countability and breaks down any barriers that may have 

been in place.

Learning from the defects of a procedure is another 

important step. George suggested asking questions such 

as “What happened?” and “How do we prevent it from 

happening again?” 

“It helps to have an organized approach to hazard-

ous issues on a monthly or quarterly basis,” she said. 

Staff must recognize how significant a system error 

might be.

Morning briefings, held before the day begins, can 

help kick-start better teamwork, said George. Teams can 

discuss their daily goals and even customize them in re-

lation to their specific environment. Having a new staff 

member shadow a more experienced staff member helps 

new personnel learn what to look for and how to avoid 

hazards. 

George acknowledged that work-arounds or noncom-

pliance with checklists can happen easily. “We work in  

a very hectic environment, and it’s easy to overlook a 

process; you can be interrupted 10 times while trying  

to prepare a medication.”

Performing spot checks will help with compliance, 

George said.

The Keystone ICU project has saved more than 1,500 

lives and $200 million statewide in healthcare costs, she 

noted. n

> continued on p. 4

Critical to your QI efforts: Engaging busy bedside nurses
Transparency is key

Editor’s note: The following is an excerpt from the HCPro 

book Quality Improvement for Nurse Managers: En-

gage Staff and Improve Patient Outcomes, written by 

Cynthia Barnard, MBA, MSJS, CPHQ, and Barbara 

Hannon, RN, MSN, CPHQ. Visit www.hcmarketplace.

com/prod-8500 for more information.

Improving nursing-sensitive indicators (NSI) or 

organizational indicators with a nursing component 

requires participation of direct-care bedside nurses. 

Quality improvement (QI) programs designed by 

organizational-level experts to improve patient care 

and driven down from the top will not succeed with-

out buy-in from staff members closest to the patient. 

It is critical that nurses at the bedside are engaged in 

QI, carrying out the bundles, protocols, and other pro-

cesses designed to improve quality and safety. Yet get-

ting direct-care nurses involved in QI is difficult in 

many hospitals, as bedside nurses complain they are 

already too busy, they do not have enough staff mem-

bers to carry out complex QI processes, or they feel QI 
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Engage nurses < continued from p. 3

is not in the scope of the nursing practice. Nurse lead-

ers must create a culture of engagement in QI, keeping 

in mind the following concepts:

➤➤ QI must be meaningful to nurses and not seen simply 

as a regulatory requirement

➤➤ QI must be linked to professionalism

➤➤ The processes used in the protocols must be driven 

by best practice, and nurses must be able to see 

a direct link between nursing interventions and 

patient outcomes

➤➤ Nurses must understand (and accept) the data

➤➤ Nurses must be involved in the process of improve-

ment and in identifying the interventions, action 

plans, and monitoring

➤➤ Nurses must see their efforts rewarded with 

improved data

Be transparent

Information and knowledge are crucial to staff en-

gagement in meeting the strategic goals of the health-

care institution. Staff members will be engaged if they 

know the facts about their organization. In the past, 

some staff nurses were disengaged hospital employees, 

focused on patient care and knowing little about issues 

such as budget or operating margins or market share. 

Nurse leaders may even have promoted this attitude, 

rarely sharing budget-sensitive information with staff 

nurses. However, emerging insights from healthcare 

and other industries demonstrate that an engaged and 

informed workforce is crucial to deliver strong perfor-

mance and efficiency. Nurses have a special role and 

opportunity in healthcare organizations as licensed pro-

fessionals who can make an enormous difference in the 

success of the overall organization, its culture, team-

work, performance, and safety. In these tough economic 

times, there is a need for staff nurses to understand the 

issues facing their institution. 

As valued employees who are integral to the suc-

cess of their organization, nurses need to see that 

quality outcomes draw patients to their institution 

and increase market share. Likewise, they need to 

understand that poor outcomes may cost their hos-

pital its reputation, as well as financial penalties,  

loss of managed care contracts, any indirect cost  

increases associated with inefficiency, rework, re- 

admissions, etc. Continued employment may be  

at risk for nurses who work in hospitals with de- 

creasing market share or budget difficulties. There- 

fore, all nurses need to know the facts about their  

institution (good or bad) and understand that it is  

their job to promote excellence. Nurse leaders need  

to share the following:
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If it’s been more than six months 

since you purchased or renewed your 

subscription to PSMJ, be sure to check 

your envelope for your renewal notice or call customer 

service at 800/650-6787. Renew your subscription early  

to lock in the current price.

Don’t miss your next issue!

➤➤ Operating and capital budgets, market share, and 

the role of labor cost in the budget

➤➤ Performance on key clinical and business metrics

➤➤ Strategic goals of the institution

➤➤ Market share

➤➤ Labor costs/margins

➤➤ Institutional strengths, new programs, and plans

The following is an example of how sharing this 

information can be helpful: The chief nursing officer 

(CNO) of a large hospital was told by the hospital CEO 

that he had to cut the nursing budget as the hospital had 

a budget deficit due to a decrease in patient census. The 

CNO shared this information for the first time with all 

staff nurses during multiple open forums, indicating that 

nursing positions might have to be cut unless increased 

census at the hospital occurred. 

Staff nurses were shocked at the reality of the budget 

losses. Each unit, fearing fellow staff nurse cuts, created 

nursing-driven projects to improve patient satisfaction to 

ensure a continued census increase and continued em-

ployment. Staff nurses requested weekly updates from 

the CNO regarding how census and budget numbers 

were faring, creating a new climate of transparency in 

the nursing department.  

Direct-care nurses and QI data

Nurse leaders also need to share benchmarks with 

direct-care nurses. Nurses want to know how their  

institution compares to others, especially hospitals in  

the same market area, on quality measures and NSIs.  

Nurses are interested and will be engaged in questions per-

taining to their institution, such as the average length of 

stay for patients with certain conditions; whether patients 

experience more falls, more skin ulcers, or more cardiac 

arrests or deep vein thrombosis than patients at other hos-

pitals; or whether patients are more satisfied with their 

nursing care than patients at other hospitals. Nurse leaders 

must share these data, good or bad, with their staff. In ad-

dition, it is important that nurse leaders inform their staff 

of the unit targets for improving data and engage staff to 

participate in establishing and monitoring targets for im-

proving results.

How to share data with direct-care nurses

For the busy bedside nurse who does not have the 

time to view complex data report sheets, the use of  

colorful, simple graphs can be used to quickly dem-

onstrate unit performance. For example, if you want 

to highlight a unit that it is staying within its targets 

for falls, you can 

graph falls on 

a control chart, 

showing the 

trends over time.

Control charts 

allow for month-

ly or quarterly 

data points to be 

placed, and the 

resulting frequency line can be viewed quickly by busy 

unit nurses to check their progress. Another way to 

show direct-care nurses how they are doing at the unit 

level is to use a unit scorecard. 

The following is an example of how a nurse lead-

er can share QI data to improve outcomes: The nurse 

manager of a medical ICU looked at benchmarked da-

ta regarding ventilator-associated pneumonia (VAP) 

rates in her unit compared to VAP rates in other hos-

pitals in the state through the state hospital associa-

tion. Analysis revealed that her unit’s rate was one of 

the lowest in the state. Consequently, she asked the 

> continued on p. 6

Information and  

knowledge are crucial 

to staff engagement in 

meeting the strategic 

goals of the healthcare 

institution. Staff members 

will be engaged if they 

know the facts about  

their organization.
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Fresh perspective

New year, new patient safety resolutions
Editor’s note: The following column explores patient safe-

ty from the perspective of a newcomer to the patient safety 

field. Columnist Catherine Hinz, MHA, currently works at 

PatientSafe Solutions, Inc. Previously, she served as the patient 

lead at HealthEast Care System in St. Paul, MN, worked for 

seven years as an ED health unit coordinator, and completed 

a patient safety internship with the Agency for Healthcare 

Research and Quality.

As cliché as it might sound, the start of a new year 

brings a new opportunity to pause and plan for the 12 

months ahead. Even though many of us run operations  

on a separate fiscal year, where budget planning takes pre-

cedence for new strategies and projects, I’m a firm believer 

that the beginning of the calendar year has the ability to 

revitalize and invigorate our energy, motives, patient safety 

culture, and strategic programming.

This year will no doubt be a difficult year in the health-

care industry. Activities on Capitol Hill and with state legis-

latures will surely affect daily operations inside our hospital 

and clinic walls. Regardless of whether congressional re-

peals or controversial votes occur on either side of the 

aisle, there is no doubt that some provisions of healthcare 

reform will drastically change our payment and delivery 

systems—subsequently changing the processes by which 

our clinicians practice medicine and patients receive care.

This challenging time reminds me of a communication 

I wrote for the 7,000 employees of the health system 

where I used to work. I wrote the piece at the start of 

a new fiscal year and in conjunction with the 10-year 

anniversary of the Institute of Medicine publication To 

Err Is Human. I addressed the slow (but steady) progress 

institutions have made.  

I stated that there have been incredible advancements 

in technologies, devices, and the medications we use to 

treat patients. I argued, however, that the systems with 

which we deliver care have not kept up with the speed 

of science. This fact means our health system still strug-

gles. We know we need to do better, right now, for our 

clinicians, our patients, and their families. So how do we 

get there? How, in such a complex industry, can we de-

sign systems that make it impossible for someone to make 

a wrong decision? How do we cultivate the attitudes of 

our leaders and staff so we support each other and the 

safety of our patients?  

We will continue on the path to progress this year, 

step by step and idea by idea, and with the involvement 

of our frontline teams:

Engage nurses < continued from p. 5

QI department to make a large, colorful graph show-

ing her unit’s low VAP rate against the average rate 

for all participating hospitals in the state. The nurse 

manager’s staff were instantly able to see their perfor-

mance. She posted the graph and made copies for her 

staff members for a unit staff meeting in which she 

praised them for adhering to the VAP bundles. Her staff 

showed pride in their accomplishment and vowed that 

the unit’s VAP rate would be the “lowest in the state” 

by the next quarter. Nurse leaders can communicate 

information about and advertise how their institution 

is performing in a number of ways:

➤➤ Open forums for all nursing staff members

➤➤ Newsletters

➤➤ Broadcasts/podcasts

➤➤ Staff meetings

➤➤ Shared governance and quality meetings

➤➤ Posted scorecards

➤➤ Standardized graphs from benchmarks

➤➤ A weekly blog by the CNO n
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➤➤ We will innovate. We will commission work teams 

of frontline staff, informatics, operations, executives, 

care providers, and others to take a hard look at im-

proving and creating new processes for care delivery. 

We will use innovation and design thinking to ensure 

a broad and robust way of approaching problems and 

arriving at solutions. We will take our cues from the 

enormously successful problem-solving companies 

like IDEO, MAYA, and health centers such as Mayo 

Clinic Center for Innovation and Kaiser Permanente 

Garfield Innovation Center.  

➤➤ We will energize. Our leaders will engage staff and 

learn about successes and concerns during round-

ing and management walk-rounds. Our staff mem-

bers energize each other and our leaders by providing 

help when it is needed. They also demonstrate and 

engage in task assistance and mutual support, which 

are some of the foundational principles of ideal team 

performance. We are all on the same team, and we 

seek and offer help when and where it is needed. We 

will break down the barriers of “suits versus scrubs” 

and the energy-absorbing infighting and turf wars 

that result in poorly delivered care. 

➤➤ We will invest. We invest in new technologies that 

will enhance care and ease the work flow burdens 

of our clinicians and supporting staff, all the while 

improving organizational productivity and perfor-

mance. From electronic health records and fulfilling 

meaningful use of these technologies to computerized 

physician order entry, bar code medication adminis-

tration, and smart pumps, we will ultimately improve 

patient safety and quality. Although the transition 

from paper and manual systems can be difficult and 

bring about new risks, we are confident that the end 

result is a safer system. 

➤➤ We will believe in our people. Our care providers 

and those who support them are the heroes in all 

that we do. More often than not, our teams (clinical 

and administrative alike) intercept a mishap, an  

error, or a mistake before it ever reaches our pa-

tients. It is then that we can learn from these good 

catches and build safeguards in the system so that 

the mistakes do not happen again. We have faith in 

our teams to correct our system, make it better, and 

create healthier communities.

That is how we will design for safety. With our front-

line staff, those who support them, our care providers, 

and our leaders, we are making this country’s hospi-

tals and clinics a safer place to be. This year, we will de-

crease our fall rates and medication events, our safety 

climate scores will improve, and we will work tirelessly 

to improve team performance and communication. As 

we continue through this next year, please help build 

a culture of learning, justice, and accountability for pa-

tient safety. For all that you do for each other, our pa-

tients, and their families, know that we are grateful. 

Happy New Year! n

Questions of the month

Can you give us a review of current Universal Protocol?
Editor’s note: Patient Safety Monitor Journal 

provides expert answers to your patient safety questions. Gayle 

Bielanski, RN, BS, CPHQ, and Laure L. Dudley, RN, 

MS, CSHA, consultants with The Greeley Company, a divi-

sion of HCPro, Inc., in Marblehead, MA, answer this month’s 

queries. If you have a question for one of our experts, e-mail 

Managing Editor Tami Swartz at tswartz@hcpro.com. 

Can you give an update on Universal Protocol™? 

What is currently expected of us?

The National Patient Safety Goal (NPSG) address-

ing the Universal Protocol has changed for 2010. 

The change is a simplification of the previous standard 

> continued on p. 8
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requirements. The objective of the Universal Protocol is 

to prevent wrong-site, wrong-procedure, and wrong-

person surgery. There are three main aspects of this 

NPSG, including the pre-procedure verification process, 

marking the procedure site, and a timeout prior to the 

procedure.

The pre-procedure verification process must in-

volve the patient to verify the correct site, patient, 

and procedure. A standardized list of documents, test 

results, and implants/blood/equipment required to 

be available for the procedure are available for the 

surgical team before the start of the procedure. This 

standard list does not have to be part of the medical 

record for each patient, but the majority of facilities 

do document such a list for each patient.

Marking the site of the incision or insertion is the sec-

ond aspect of this NPSG. Site marking must occur pri-

or to the start of the procedure and should include 

the patient when possible. The site marking needs to be 

done by the licensed independent practitioner perform-

ing the procedure. New for 2010, the requirement allows 

for a resident, advanced practice nurse, or physician as-

sistant who will be present during the procedure to also 

be responsible for marking the surgical site. The desig-

nated marking must be consistent throughout the facility. 

A recent change is that the facility can determine what 

the marking type will be, such as the surgeon’s initials or 

the words “yes” or “no,” but the marking type must be 

used consistently throughout the organization. When 

a patient refuses to have a site marked, there needs to be 

an alternative process defined by the facility, such as us-

ing an eye patch or colored wristband.

The timeout process contains the most significant 

recent changes. Previously, there were nine elements 

required to be confirmed prior to the start of a proce-

dure. Those requirements have been pared down to 

only three mandatory elements: verification of the cor-

rect site, correct patient, and correct procedure. This 

timeout must be documented, but the facility determines 

what the documentation includes.

We are trying to find a way to bring providers into 

compliance by providing a date and time with each 

order. The next challenge is with every entry in the pa-

tient chart. How can we ensure compliance in this area 

in a hospital that doesn’t yet use computerized physi-

cian order entry (CPOE)? 

When the regulatory bodies speak of dating and tim-

ing entries in the medical record, they are speaking 

of more than just physician orders; they refer to all en-

tries into the medical record. This includes documenta-

tion such as progress notes, clinical documentation, 

signatures on forms, and dietary consultations, to name 

a few. CPOE will only help with one aspect of medical 

entries. Hardwiring this requirement needs to be a com-

plete culture change among all staff who make entries 

into the medical record, at least until there is a 100% 

electronic medical record.

Since this is probably one of the most frequently cit-

ed standards for noncompliance, it would be fair to say 

that few facilities have found a way to hardwire this 

into their institutions consistently. Some organizations 

have tried gadgets such as atomic pens, which staff can 

use to scan the date and time of posted entries. Other 

organizations have redesigned their forms to include a 

visual prompt for date and time. 

Only by consistently monitoring and educating phy-

sicians and staff will any facility stay compliant until 

the electronic medical record is implemented.

How can we best standardize our handoff 

process? 

When The Joint Commission moved the issue of 

handoff communications from an NPSG into the 

Questions of the month < continued from p. 7
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standards (PC.02.02.01, EP 2) in 2010, it didn’t be-

come less important as an issue. On the contrary, it is 

recognized that the issue should be incorporated into 

everyday practice. Consider that communication issues 

account for an estimated 80% of medical errors. This 

emphasizes how important the issue continues to be in 

the complexity of the healthcare environment. The 

standard requires a key element: a process in place that 

allows an opportunity for questions between the giver 

and the receiver of information. Patient safety organi-

zations are studying the best ways to accomplish a 

more successful handoff process that includes keeping 

the topic at the forefront of staff’s minds to establish 

diligence and consistency in utilization.  

Organizations tend to focus on the tools in their prac-

tice and their policies instead of the intent of what they 

are trying to accomplish. This sets up a series of com-

plexities that may diminish what they are trying to do 

because it moves the focus off the process and onto 

the form. Whether using the SBAR or “I pass the ba-

ton” concepts, what organizations are really trying to 

convey is the importance of relaying critical information 

to the next level or provider of care. Consider starting 

out with the basics to establish your standard:

➤➤ What information is key to relay at a minimum 

in your organization? In other words, establish 

the content of what information is critical to pass 

along. This could include the patient’s diagnosis, 

condition, treatment plan, and any recent treat-

ments or anticipated condition changes.

➤➤ In what situations should this information be re-

layed? Examine your departments’ services and 

review the types of information needed to be con-

veyed to appropriately reflect the patient’s status.

➤➤ Determine the best way to relay the information. 

Once the basics are established, they can be custom-

ized to meet departmental issues. For example, the 

ED may want to fax the information to the unit re-

ceiving the patient, whereas the PACU may ver-

bally relay it. Consider standardizing the process to 

improve compliance throughout the organization 

(although this is not currently mentioned in the stan-

dards). You can accomplish this by creating an in-

ternal tool or acronym such as DCTC (diagnosis, 

condition, treatment, changes) to highlight what is 

important. Then, if you decide to use a published 

tool, it becomes a support document as opposed to 

the main focus just to meet requirements. Successful 

handoff communication can only work when staff 

members are educated about its importance and are 

a part of the process to establish the standard.

Who completes medication reconciliation for 

surgical patients, the surgeon or the attending? 

Our surgeons state emphatically that they will not 

restart medications they did not prescribe. We can’t 

seem to get the attending to consult quickly enough 

to reasonably say they should be restarting meds after 

surgery. 

The question really reflects the ordering of medica-

tions post-procedure. It would seem that the phy-

sician of record—or admitting physician—is ultimately 

responsible for the overall care of the patient regardless 

of how many consultants are involved. If the surgeon 

is the admitting physician of record, then he or she is 

responsible for determining the medications based on 

the patient’s history and physical exam and not only 

on the issues related to the hernia or gallbladder being 

operated on. A patient’s medication history is reviewed 

on admission, and there is documentation of current 

medications in the history and physical, which is com-

pleted prior to invasive procedures. That process alone 

should provide a level of comfort to the provider, who 

must write orders as to which medications the patient 

currently takes.

If this reluctance is pervasive, consider reviewing it 

with the medical executive committee, which oversees 

the bylaws and rules for acceptable physician practice 

in prescribing medications in your organization. n
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Case studies

California hospital develops electronic med rec 

application. March, p. 8.

Capturing pharmacy interventions as near misses.  

Dec., p. 1.

Colorado hospital evaluates ‘missed opportunities’ in 

rapid response teams. April, p. 6.

Commitment from senior leadership will help nurses 

understand just culture. Oct., p. 4.

Disclosure-with-offer program provides more 

transparent culture. Nov., p. 1.

Good Catch program at Texas organization encourages 

near-miss reporting. May, p. 8.

Hospital nearly doubles medication scanning rates.  

July, p. 6.

Illinois hospital stays restraint free for five years. June, p. 6.

Indiana hospital involves patients and family in shift 

change bedside report. Aug., p. 8.

Inventory management helps prevent medical errors. 

Sept., p. 6. 

Maryland program provides road map for reducing 

patient falls. July, p. 1.

New York hospital’s PICU celebrates one year without 

central line infections. Oct., p. 1.

Ohio hospital keeps TABS on patients. Feb., p. 5.

Patient photos help reduce medication errors in 

psychiatry department of Texas hospital. Jan., p. 6.

Quilt, staff brainstorm contest help promote Patient 

Safety Awareness Week. May, p. 3.

Refocusing on handoffs can reduce safety events, 

improve patient safety. Sept., p. 1.

Virginia hospital celebrates five years with no VAP 

events. Feb., p. 3.

Communication

Communicating well with your diverse team. Dec., p. 10.

Disclosure-with-offer program provides more transparent 

culture. Nov., p. 1.

Handoff communication word scramble. Feb., p. 11.

Indiana hospital involves patients and family in shift 

change bedside report. Aug., p. 8.

Joint Commission, HHS release new video about health-

care communication. Jan., p. 5.

Joint Commission to release communication and language 

standards to encourage health equity. June, p. 5.

New communication standards, but no new NPSGs. 

Oct., p. 12.

Ohio hospital keeps TABS on patients. Feb., p. 5.

Refocusing on handoffs can reduce safety events, 

improve patient safety. Sept., p. 1.

Culture of safety/just culture

Capturing pharmacy interventions as near misses.  

Dec., p. 1.

Clearly defined just culture terms. Oct., p. 5.

Commitment from senior leadership will help nurses 

understand just culture. Oct., p. 4.

Disclosure-with-offer program provides more 

transparent culture. Nov., p. 1.

Finding the fun in patient safety. June, p. 8.

‘Fire prevention’ in patient safety. May, p. 6.

Good Catch program at Texas organization encourages 

near-miss reporting. May, p. 8. 

Health reform’s effect on patient safety. Sept., p. 8.

The ideal just culture. Aug., p. 6.

IHI program dives into disruptive behavior issues. Oct., p. 8.

Leapfrog Group report says without proper monitoring, 

HIT could negatively affect patients. Sept., p. 12. 

Maryland program provides road map for reducing 

patient falls. July, p. 1.

More attention being paid to diagnosis errors. Jan., p. 1.

Nursing excellence program provides framework for 

patient safety initiatives. June, p. 1.

Patient Safety Awareness Week gives facilities opportu-

nity to train staff members, engage patients in safety 

issues. March, p. 4.

Quilt, staff brainstorm contest help promote Patient 

Safety Awareness Week. May, p. 3.
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Medication reconciliation and safety

California hospital develops electronic med rec 

application. March, p. 8.

Hospital nearly doubles medication scanning rates.  

July, p. 6.

Patient photos help reduce medication errors in 

psychiatry department of Texas hospital. Jan., p. 6.

Medication management word search. May, p. 11.

Medication safety acrostic. March, p. 11.

National Patient Safety Goals

2010 National Patient Safety Goals quiz. July, p. 11.

Although many 2009 NPSGs have moved to standards, 

still important to work toward compliance. July, p. 3.

California hospital develops electronic med rec application. 

March, p. 8.

Colorado hospital evaluates ‘missed opportunities’ in 

rapid response teams. April, p. 6.

Maryland program provides road map for reducing 

patient falls. July, p. 1.

Medication management word search. May, p. 11.

Medication safety acrostic. March, p. 11.

National Patient Safety Goal–themed crossword puzzle. 

Jan., p. 8.

New communication standards, but no new NPSGs.  

Oct., p. 12.

Patient photos help reduce medication errors in 

psychiatry department of Texas hospital. Jan., p. 6.

Safety in the surgical environment. July, p. 8.

Suicide risk assessment important part of survey and 

patient safety. April, p. 4.

Suicide shift assessment progress note. April, p. 11.

Nursing

Commitment from senior leadership will help nurses 

understand just culture. Oct., p. 4.

Simplifying nursing documentation provides nurses 

more time at the bedside. Sept., p. 4.

Survey: Nurses spending up to one-quarter of time on 

indirect patient care. May, p. 12. 

Report says medical students need increased training on 

patient safety. May, p. 1.

Survey: Nurses spending up to one-quarter of time on 

indirect patient care. May, p. 12. 

Data collection/management

AHRQ releases latest version of Common Formats to 

standardize data collection. June, p. 12.

Capturing pharmacy interventions as near misses. Dec., p. 1.

Generating real value out of core measures data. July, p. 5.

Good Catch program at Texas organization encourages 

near-miss reporting. May, p. 8.

Malpractice data analysis offers window into surgical 

error. Aug., p. 4.

Maryland program provides road map for reducing 

patient falls. July, p. 1.

New AHRQ tool to help hospitals better display quality 

data. Aug., p. 1.

Stories, not data, have most influence for change. Nov., p. 6.

Health literacy

Certification defines qualified medical interpreters, keeps 

patients safe. March, p. 1.

Joint Commission, HHS release new video about 

healthcare communication. Jan., p. 5.

Joint Commission to release communication and language 

standards to encourage health equity. June, p. 5.

New communication standards, but no new NPSGs. 

Oct., p. 12.

IHI and National Quality Forum

IHI conference focuses on doing more with less. Feb., p. 1.

IHI program dives into disruptive behavior issues. Oct., p. 8.

More attention being paid to diagnosis errors. Jan., p. 1.

Infection control/hospital-acquired conditions

Infection control word scramble. Nov., p. 11.

New York hospital’s PICU celebrates one year without 

central line infections. Oct., p. 1.

Virginia hospital celebrates five years with no VAP 

events. Feb., p. 3. > continued on p. 12
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Simplifying nursing documentation provides nurses 

more time at the bedside. Sept., p. 4.

Understanding the pressures of quality improvement. 

Oct., p. 6.

When is your hospital at risk for patient harm?  

Dec., p. 6.

Staff trainers

2010 National Patient Safety Goals quiz. July, p. 11.

Compliance is safety. Dec., p. 11.

Handoff communication word scramble. Feb., p. 11.

Handoff communication word scramble. Sept., p. 11.

Infection control quiz. Oct., p. 11.

Infection control word scramble. Nov., p. 11.

Medication safety acrostic. March, p. 11.

National Patient Safety Goal–themed crossword puzzle. 

Jan., p. 8.

Nursing values word scramble. June, p. 11.

Surgical safety–themed acrostic puzzle. Aug., p. 11.

Surgical safety

Malpractice data analysis offers window into surgical 

error. Aug., p. 4.

Safety in the surgical environment. July, p. 8.

Surgical safety–themed acrostic puzzle. Aug., p. 11.

Tools

ED patient safety handout. May, p. 5.

Example observation sheet. Nov., p. 10.

Medication card. March, p. 6.

Medication management word search. May, p. 11.

Nurse-to-nurse report sheet. Feb., p. 7.

Suicide risk assessment shift progress note. April, p. 11.

Training

Changing clinician behavior proves a challenge.  

Nov., p. 4.

Report says medical students need increased training  

on patient safety. May, p. 1. n

Patient falls

Illinois hospital stays restraint free for five years.  

June, p. 6.

Maryland program provides road map for reducing 

patient falls. July, p. 1.

Patient satisfaction and involvement

Certification defines qualified medical interpreters, keeps 

patients safe. March, p. 1.

Colorado hospital evaluates ‘missed opportunities’ in 

rapid response teams. April, p. 6.

Disclosure-with-offer program provides more transparent 

culture. Nov., p. 1.

Indiana hospital involves patients and family in shift 

change bedside report. Aug., p. 8.

Joint Commission, HHS release new video about health-

care communication. Jan., p. 5.

Joint Commission to release communication and language 

standards to encourage health equity. June, p. 5.

New communication standards, but no new NPSGs. 

Oct., p. 12.

Ohio hospital keeps TABS on patients. Feb., p. 5.

Process/quality improvement

Consider human factors engineering when designing 

your patient safety projects. April, p. 1.

Evaluating your process for effectiveness and efficiency. 

Feb., p. 9.

Example observation sheet. Nov., p. 10.

‘Fire prevention’ in patient safety. May, p. 6.

Innovation and design thinking as a tool. April, p. 8.

Inventory management helps prevent medical errors. 

Sept., p. 6. 

Lean in healthcare and observing before acting.  

Nov., p. 8.

Learning how to prioritize patient safety projects.  

March, p. 7.

Prevent QI from stretching your resources too thin. 

Dec., p. 3.

2010 index < continued from p. 11


