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Session Objectives

• Describe the rationale and focus areas to 

advance total systems safety.

• Assess your organization’s current state 

using the Safer Together Self-Assessment 

Tool to identify priorities for improvement.

• Incorporate considerations, tactics, and 

resources into your organization’s safety 

strategy. 





What’s keeping you up at night about safety?



What gives you the most hope for safety?



Current State



Harm: Physical Safety and More

Gandhi, TK, Feeley D, Schumers, D. Zero Harm in Health Care. NEJM Catalyst Innovations in Care Delivery;:https://doi.org/10.1056/CAT.19.1137  





“The health care sector owes it to both patients and its own workforce to 
respond now to the pandemic-induced falloff in safety by redesigning our current 

processes and developing new approaches that will permit the delivery of safe 
and equitable care across the health care continuum during both normal and 

extraordinary times. We cannot afford to wait until the pandemic ends.”
https://www.nejm.org/doi/full/10.1056/NEJMp2118285



Energy balance under stress

High Reliability Organizing: Pathway to Organizational Resilience (pressganey.com)

https://info.pressganey.com/press-ganey-blog-healthcare-experience-insights/pathway-to-organizational-resilience


Energy reserve and high reliability

High Reliability Organizing: Pathway to Organizational Resilience (pressganey.com)

https://info.pressganey.com/press-ganey-blog-healthcare-experience-insights/pathway-to-organizational-resilience


Variation

• Strategic: Often occurs at the board and executive levels

• Result: Too many or misaligned priorities 

• Operational: Occurs in the systems and structures

• Result: Workarounds & normalization of deviance

• Clinical: The attention getter for QI

• Result: Lack of rigor or engagement, haste, and failure to address systems 

considerations limits progress and sustainability

Where does your organization spend most of its time? 



Avoiding Drift into Harm 

• Workarounds: Reflection that something is 
broken in the system of care

• Common response: Blame & punish, ignore

• What if we ask: 

• How often?

• Why?

• What could go wrong

• What can we do/should we do to 
intervene before harm occurs? 



Total Systems Safety

Safety foundations are reliably and uniformly applied throughout the organization or 

health system, where:

• Leadership consistently prioritizes safety culture and the wellbeing and safety of the 

health care workforce 

• Complete development of the science, measurement, and tools of patient safety 

• Moving from competition to coordination and collaboration on safety across the 

organization and health care

• Partnering with patients and families at all points along the journey
Pronovost et al. 2015. http://dpnfts5nbrdps.cloudfront.net/app/media/1430

www.ihi.org/freefromharm

http://dpnfts5nbrdps.cloudfront.net/app/media/1430
https://www.ihi.org/resources/Pages/Publications/Free-from-Harm-Accelerating-Patient-Safety-Improvement.aspx


Why a National Action Plan?



Safer Together

Clarion Call to Leaders:
Recommit to advance patient and 
workforce safety by deploying the 

National Action Plan

www.ihi.org/SafetyActionPlan

http://www.ihi.org/SafetyActionPlan


Safer Together in Action

1. REVIEW the 17 recommendations and tactics to advance patient 
safety in Safer Together: A National Action Plan for Patient Safety.

2. IDENTIFY a senior sponsor and core team charged with 
deploying the Self-Assessment Tool to ASSESS your current 
state in each of the 4 foundational areas.

3. ESTABLISH and ENACT strategies, tactics, and 
measurement and improvement plans by leveraging the 

Implementation Resource Guide.

http://www.ihi.org/Engage/Initiatives/National-Steering-Committee-Patient-Safety/Pages/National-Action-Plan-to-Advance-Patient-Safety.aspx
http://www.ihi.org/Engage/Initiatives/National-Steering-Committee-Patient-Safety/Pages/National-Action-Plan-to-Advance-Patient-Safety.aspx
http://www.ihi.org/Engage/Initiatives/National-Steering-Committee-Patient-Safety/Pages/National-Action-Plan-to-Advance-Patient-Safety.aspx


The Foundational Areas





Culture, Leadership and Governance





Culture, Leadership & Governance



Patient and Family Engagement



Learning Systems



Workforce Safety



The Action Plan in Action



ECRI Experience: Advancing Safety Through a 
Learning System Approach
• Leverage NAP with select Patient Safety 

Organizations (PSOs)

• Complete assessment electronically to determine 

state of maturity; comprehensive report provided

• Debrief and provide guidance on implementation 

priorities and strategies to improve total systems 

approach; reassess in one year

• Collaborating across the PSO the community to 

disseminate best practices and solutions 



Feedback From Pilot

• Allow team members to review and consider responses in advance to avoid Group 

Think

• Create a sense of safety during discussion for everyone to feel open to sharing their 

ideas/thoughts

• Helpful exercise for new and tenured leaders to understand the current state and 

opportunities for implementing changes
• “Enlightening to hear other’s perspectives on the state of our patient safety”
• “Powerful opportunity to have a conversation about safety that we have never had 

before”



Advancing Patient Safety Assessment

• Goal - Complete the assessment with 12 ministry markets by March 2023; 

4 completed as of 12/2022

• Who:
• C-Suite
• Quality and Safety
• Risk Management
• Associate Health
• Physical Safety
• Patient/Family Experience



Logistics

• Elicit hopes and fears about current state of safety

• Establish group rules; check egos at the door

• Establish shared purpose – “All Teach, All Learn”

• Assess using probing questions and constructively challenge 

• Establish consensus priorities

• Close the loop - hopes and fears

• Next steps – local action 



Opportunities for Improvement: CLG



What’s one take away or next step for you?



Questions, Discussion, Reflections

pmcgaffigan@ihi.org; @PMcGaffigan_IHI

mailto:pmcgaffigan@ihi.org


Appendix



NCS Member Organizations
• America’s Essential Hospitals (AEH)

• American Association of Retired Persons (AARP) Public Policy Institute

• American Board of Medical Specialties (ABMS)

• American College of Healthcare Executives (ACHE)

• American College of Physicians (ACP)

• American Hospital Association (AHA) / American Organization for Nursing 

Leadership (AONL)

• American Nurses Association (ANA) / Nursing Alliance for Quality Care (NAQC)

• American Society of Health-System Pharmacists (ASHP)

• Agency for Healthcare Research and Quality (AHRQ)

• Centers for Disease Control and Prevention (CDC)

• Centers for Medicare and Medicaid Services (CMS)

• Children's Hospitals' Solutions for Patient Safety (SPS)

• DNV GL Healthcare

• ECRI

• Food and Drug Administration (FDA) 

• Healthcare Information and Management Systems Society (HIMSS)

• Institute for Healthcare Improvement (IHI) and IHI Lucian Leape Institute

• Institute for Safe Medication Practices (ISMP)

• The Joint Commission

• Mass General Brigham

• Mothers Against Medical Error

• National Association for Healthcare Quality (NAHQ)

• Occupational Safety and Health Administration (OSHA)

• Project Patient Care

• Society to Improve Diagnosis in Medicine (SIDM)

• VA National Center for Patient Safety/Veterans Health Administration (VA)



National Action Plan References

National Steering Committee for Patient Safety. Safer Together: A National Action Plan to Advance Patient 

Safety. Boston, Massachusetts: Institute for Healthcare Improvement; 2020.

National Steering Committee for Patient Safety. Implementation Resource Guide: A National Action Plan to 

Advance Patient Safety. Boston, Massachusetts: Institute for Healthcare Improvement; 2020.

National Steering Committee for Patient Safety. Self-Assessment Tool: A National Action Plan to Advance 

Patient Safety. Boston, Massachusetts: Institute for Healthcare Improvement; 2020. 

Available at www.ihi.org/SafetyActionPlan

http://www.ihi.org/SafetyActionPlan


Additional References

Gandhi T. Achieving Zero Inequity: Lessons Learned from Patient Safety. NEJM 

Catalyst. May 27, 2021.

Strategies to Improve Patient Safety: Final Report to Congress Required by the Patient 

Safety and Quality Improvement Act of 2005. Rockville, MD: Agency for Healthcare 

Research and Quality; December 2021. AHRQ Publication No. 22-0009. 

https://catalyst.nejm.org/doi/full/10.1056/CAT.21.0078
https://pso.ahrq.gov/sites/default/files/wysiwyg/strategies-improve-patient-safety-final.pdf
https://pso.ahrq.gov/sites/default/files/wysiwyg/strategies-improve-patient-safety-final.pdf




Patient & Family Engagement







Workforce Safety



Opportunities for Improvement: PFE



Opportunities for Improvement: WFS



Opportunities for Improvement: LS
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