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To optimize webinar sound volume, please check: 
• WebEx volume   
• Computer volume 
• External speaker volume 



4 © 2018 TMIT  

If you are still having difficulty 
hearing the webinar: 
 
 Please click on Participants 

If you are still having difficulty 
hearing the webinar: 
 
 Please click on Participants  

 
 Then the “Request Phone” 

button to receive a toll dial-in 
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If you wish to follow us on Twitter,  
go to: http://twitter.com/TMIT1 
or use #safetyleaders hashtag 

 

 
 

Also, go to:  
www.facebook.com/SafetyLeaders 

 and related sites 

https://www.facebook.com/pages/SpeakerLink/130451070400768
https://www.facebook.com/CareMoms
https://www.facebook.com/ChasingZero
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TMIT Purpose Statement 
 
Our Purpose:  
We will measure our success by how we protect and 
enrich the lives of families…patients AND caregivers.  
 
Our Mission:  
To accelerate performance solutions that save lives, 
save money, and create value in the communities we 
serve and ventures we undertake.  
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Disclosure Statement 
The following panelists certify: that unless otherwise noted below, each presenter provided full disclosure information; does not intend to discuss an 
unapproved/investigative use of a commercial product/device; and has no significant financial relationship(s) to disclose. If unapproved uses of products are 
discussed, presenters are expected to disclose this to participants. None of the participants have any relationship medication or device companies discussed in their 
presentations. 
 

Dr. Swensen is dedicated to the development of thoughtful leaders and teams that have the capability to nurture camaraderie, purpose, well being and trust in order to create joy in work for the 
colleagues they lead. He is a recognized, well-published expert in leadership and professional burnout.  He serves as the Medical Director for Professionalism and Peer Support at Intermountain 
Healthcare.  He is a Senior Fellow of the Institute for Healthcare Improvement where he co-leads their Joy in Work Initiative.  He works as a Theme Leader and member of the NEJM Catalyst 
Board. He has nothing to disclose. 
 
Nancy Conrad created the Conrad Foundation in 2008 to energize and engage students in science and technology through unique entrepreneurial opportunities. The organization’s flagship 
program, the Spirit of Innovation Challenge, is a global competition challenging students to combine education, innovation, and entrepreneurship to create products that address real-world 
challenges and global sustainability. By enabling young minds to connect education, innovation, and entrepreneurship, the Foundation helps provide a bold platform for enriching the innovative 
workforce of the future. She has nothing to disclose. 
 
Jennifer Dingman realized, after her mother’s death in 1995 due to errors in medical diagnoses and treatment, that there is little to no help available for patients and their families in similar 
situations. This life-changing experience left her feeling vulnerable, and she decided to dedicate her life to help prevent medical tragedies from happening to others. She has nothing to disclose. 
 
Charles Denham, MD, is the Chairman of TMIT; a former TMIT education grantee of CareFusion and AORN with co-production by Discovery Channel for Chasing Zero documentary and Toolbox 
including models; and an education grantee of GE with co-production by Discovery Channel for Surfing the Healthcare Tsunami documentary and Toolbox, including models. HCC is a former 
contractor for  GE and CareFusion, and a former contractor with Siemens and Nanosonics, which produces a sterilization device, Trophon. HCC is a former contractor with Senior Care Centers. 
HCC is a former contractor for ByoPlanet, a producer of sanitation devices for multiple industries. He does not currently work with any  pharmaceutical  or device company.  His current area of 
research is in threat management to institutions and continuing professional education and consumer education. Dr. Denham is a collaborator with Professor Christensen.  
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Voice of Patient and Family 

Jennifer Dingman 
      
Founder, Persons United Limiting Substandards and Errors 
in Healthcare (PULSE), Colorado Division 
Co-founder, PULSE American Division 
TMIT Patient Advocate Team Member 
Pueblo, CO 
 
TMIT High Performer Webinar 
July 19, 2018 
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In The News … 

A new report by the US 
Centers for Disease Control 
and Prevention found that the 
number of overdose deaths 
involving the potent narcotic 
fentanyl and variations of the 
drug nearly doubled between 
the last half of 2016 and the 
first half of 2017. 
 
When legitimately prescribed, 
fentanyl helps patients 
managing extreme pain, such 
as caused by cancer. It is 
typically dosed in the form of 
tablets, patches or 

intravenously. However, illicit 
forms of the drug are 
commonly sold as a powder or 
pressed into pills. Fentanyl and 
chemically similar variations, 
known as analogs, have been 
sold on the black market and 
can be extremely potent. 
 
According to the CDC, there 
were 20,310 overdose deaths 
involving synthetic opioids in 
2016, and that number is 
expected to climb 45% to 
29,400 in 2017. 

Fentanyl-related deaths double in six months; 
US government takes some action 

Source: https://www.cnn.com/2018/07/12/health/fentanyl-opioid-deaths/index.html?no-st=1531485610  

July 12, 2018 
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In The News … 

Nationally, numbers for 2017 are 
still preliminary, but the CDC 
expects opioid overdose-related 
deaths to jump to an all-time 
high of 49,000. Nearly 60% of 
those casualties are expected to 
be related to synthetic opioids 
like fentanyl and carfentanil. 
 
According to the CDC, there 
were 20,310 overdose deaths 
involving synthetic opioids in 
2016, and that number is 
expected to climb 45% to 29,400 
in 2017. 

According to the Substance 
Abuse and Mental Health 
Services Administration, about 2 
million Americans have opioid 
use disorder.  
 
However, only one in five gets 
any sort of specialized treatment. 
Blue Cross Blue Shield says 
about 40% of its clients 
diagnosed with opioid use 
disorder are accessing 
specialized treatment. 

The Recent Rise in Popularity of These Synthetics has 
been called the Third Wave of the Opioid Epidemic 

Source: https://www.cnn.com/2018/07/12/health/fentanyl-opioid-deaths/index.html?no-st=1531485610  

July 12, 2018 
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In The News … 

Under the Controlled 
Substances Act, distributors 
must monitor and report 
suspicious orders to the DEA, 
which requires that 
distributors report orders "of 
unusual size, orders deviating 
substantially from a normal 
pattern, and orders of unusual 
frequency" to agency field 
offices. Distributors are 
wholesalers that work as 
middlemen between 
manufacturers and hospitals 
and pharmacies. 

The report found that the three 
distributors "consistently 
failed" at reporting. 
 
The opioid crisis these pills 
have fueled is a failure of 
policy and oversight by the 
government and a failure of 
basic human morality on the 
part of many pharmaceutical 
companies and distributors -- a 
failure that has destroyed 
families and communities all 
over our state. 

Congressional investigation into distribution practices 

July 12, 2018 
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TMIT High Performer Webinar June 21, 2018 

Workplace Violence &  
Emergency Nurses 

Rob Kramer, MPA 
 
Director of Government Relations 
Emergency Nurses Association 
Washington, DC 
 

Workplace Violence:  
Prevention, Preparedness, Protection,  

and Performance Improvement 
William Adcox, MBA 
 
Chief of Police and CSO 
The University of Texas MD Anderson Cancer 
Center/The University of Texas Health Science Center 
Houston, TX 
 

Vicki King, MSCJ 
 
Assistant Chief of Police 
University of Texas Police Department 
Houston, TX 
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In The News … 

FBI investigations into midair sexual 
assaults increased by 66% from fiscal 
year 2014 to 2017. The bureau said it had 
opened 63 investigations into sexual 
assault on aircraft in 2017, compared 
with 57 in 2016, 40 in 2015 and 38 in 
2014. 
 
FBI Special Agent David Rodski told 
reporters the number of sexual assaults 
during flights is increasing "at an 
alarming rate," and added, "We're not 
sure why.“ 
 
Last year, CNN reported it is difficult to 
determine just how frequently assaults 
happen on commercial flights because 
no federal regulatory agency tracks that 
data nationwide. 
The FBI doesn't have complete 

confidence in the official number of 
midair sexual assaults, because so many 
cases may go unreported, said Brian 
Nadeau, assistant special agent in 
charge with the Baltimore division of the 
FBI. Investigators believe the numbers 
are almost certainly much higher. 
 
The Association of Flight Attendants-
CWA, one of the world's largest flight 
attendant unions, surveyed nearly 2,000 
flight attendants in 2016 about their 
experiences with midair sexual assaults. 
Among those who responded, 1 out of 5 
said they received a report of passenger-
on-passenger sexual assault while 
working a flight. But according to the 
survey, law enforcement was contacted 
or met the plane less than half of the 
time. 

Sexual assaults on flights increasing 'at an alarming rate' 

June 20, 2018 

Source: https://www.cnn.com/2018/06/20/politics/fbi-airplane-sexual-assault/index.html  
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I am interested in ADDITIONAL INFORMATION on :  
Workplace Violence Issues 
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100% Agreed and 91% Strongly or Very Strongly Agreed, 
and 67% Very Strongly Agreed 

Anonymous Survey Questions 

Source: TMIT High Performer Webinar Series; Workplace Violence: A Critical Patient and Caregiver Safety Issue – June 21, 2018 
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• Action plans following event; behavioral health services 
• Active shooter drills 
• Active shooter lessons learned 
• Addressing violence in medical offices, vs. Hospital and medical centers. 
• Addressing workplace violence in ambulatory settings (i.e. Primary care office, urgent care, etc). 
• Any additional topics available 
• Approaches for conducting risk assessments (heat maps, comprehensive facility assessment tools, 

etc.) Key strategies for identifying precursor behavioral cues that may precede violence, and 
approaches to de-escalation and rapid response 

• Balancing patient experience and staff safety, managing safety and  resilience for providers and 
clinicians 

• Better protection to the employee by HR after an incident. 
• Building access and visitor entry 
• Building and sustaining relationships with local law enforcement  
• Components of debriefing post incident 
• Controlling patients/difficult situations with families--de-escalation 
• Cultural acceptance 
• Data collection of staff assaults.(Besides the ER, what other area/s have high incidences of 

workplace violence? Data? On the impact a second victim program has.  What other programs are 
out there to address this workplace violence prior to the the violent? FMEA that focuses on this 
subject. 

• De-escalation 
• De-escalation 
• Effective staff education; rapid incident response team (intervention while event occurring) 
• Emergency dept  

• Employee buy in to reporting 
• How to best integrate data from various organizational systems (occ health, adverse event reports, 

security reports, etc.) to help focus and guide proactive efforts. 
• How to set up a multidisciplinary approach  also use of canines on hospital campuses 
• HR related approaches, best approaches to deal with escalating situations 
• Managing potential threats to workplace violence in physician practices in the community, 

homecare and skilled nursing facilities that do not traditionally have the same onsite resources as 
hospitals. 

• Medical management in the ED of etoh and mental health patients 
• Mental health patients and violence to healthcare workers 
• Methods for handling the pt. Who is violent with each admission  - what can you do? 
• Multi-disciplinary team and approaches, identifying potential repeat offenders  
• Not known 
• Patient scenarios were excellent 
• Physician bullying of nurses 
• Plans on making it a felony to assault a healthcare worker.  
• Practices/actions implemented so staff do not think this is culturally acceptable 
• Preventative strategies and assisting staff to better understand ways to protect themselves (why 

did they target me?) How can I best de-escalate to prevent? 
• Process improvement, smaller facility policy 
• Recognizing behaviors of concern 
• Risk assessment 
• Running a successful WPV event review committee (who is on the team? How are reviews 

conducted? Do you have standard review forms for reviewing cases?) 

Workplace Violence Issues 
Specific Topics I would like covered includes:  

Source: TMIT High Performer Webinar Series; Workplace Violence: A Critical Patient and Caregiver Safety Issue – June 21, 2018 
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• Security for facilities with no security force 

• Sexual harassment  

• Staff training 

• System wide WPV initiatives- who's involved in the process, how do we get every department and staff 
member trained?  How to budget for this?  

• The typology mentioned in this webinar 

• Threat management programs 

• Training staff 

• Verbal abuse more on this 

• Violence between workers 

• Violence outside of the ER 

• Violence prevention plan 

• What are the specific plans that I can see so I can build one. 

• What can the staff themselves do to avoid injury? 

• When administration is part of the problem 

• Workers' rights/protection in workplace in filing a claim, specifically against a co-worker or a superior -- 
what/how can this be strengthened. 

• Workplace violence in the small rural or critical access hospitals. Less resources available 

• Would like more prevention tips and awareness tips to use moving forward 

Workplace Violence Issues 
Specific Topics I would like covered includes:  

Source: TMIT High Performer Webinar Series; Workplace Violence: A Critical Patient and Caregiver Safety Issue – June 21, 2018 
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I am interested in webinar on AN ACTION PLAN AFTER AN ADVERSE EVENT:  
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and 51% Very Strongly Agreed 

Anonymous Survey Questions 

Source: TMIT High Performer Webinar Series; Workplace Violence: A Critical Patient and Caregiver Safety Issue – June 21, 2018 
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• Addressing PTSD in staff after an adverse event 
• Any available topics 
• Any useful framework to use - model after an RCA?  Other? 
• Are there best" training programs for training staff on de-escalation? Any programs on helping staff 

cope post assault? Security best practice on WPV?" 
• Best practices in deescalating violence 
• Best way to share that information across a health system, not just inside one hospital care site. 
• Disclosure, early resolution 
• Do you utilize employee assistance program 
• Formation of teams, how to include patients 
• Helping front line staff see value in action plans 
• How to conduct a debriefing and impacting change and changing organizational culture (how to 

achieve) 
• How to debrief 
• How to handle repeat offenders, support for staff 
• I don't really own this as part of my job but may be a participant.  I am an educator 
• Identify local resources or resources based on jurisdiction or regions of the country 
• Immediate interventions and how to approach a longer term analysis with trending. 
• Implementation 
• Increasing awareness of areas of high risk  
• Lessons learned. What could be done differently post the event that may have been preventable. 
• Mitigation strategies 
• More in depth education than what was presented today 

• New to many facilities 
• None at this time 
• Not sure 
• Outlines related to specific types of events 
• Please go through hospital action plans for debriefing teams. 
• RCA’s 
• Second victim programs 
• Second victim training 
• Small facility setting with limited resources 
• Staff member assault with injuries 
• Staff relations; relations with administration 
• Supporting staff 
• This is critically important. How do we protect the 2nd victim...The caregiver. 
• Tools for RCA, supporting victims and witnesses of workplace violence events,  
• What information is shared and to whom 
• What is being done, or can be done, to assure all employees &/or management affected (workplace) 

is provided appropriate mental/emotional assistance/response. 
• What plan does administration have to help combat the occurrences? 
• What to do for worker when they are safe-for example next 24-48 hours 
• Who should be involved and/or leading? 
• Work place violence 

Specific Topics on an ACTION PLANS AFTER AN ADVERSE EVENT 
I would like covered include: 

Source: TMIT High Performer Webinar Series; Workplace Violence: A Critical Patient and Caregiver Safety Issue – June 21, 2018 
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Conflict of Interest, Disclosure of Financial Information, and Fraud: Legitimate Crime to False Allegations 

Weaponizing HR After an Accident 
 

• Is the barrel defining the “bad apple” to reduce 
corporate liability? 

• Is it “the barrel (policies and systems)” or is it “the 
apple” that has gone bad? 

• 50 Secrets HR does not want you to know – Cynthia 
Shapiro.   

• Is intimidation of employees and whistleblowers 
through HR is technically workplace violence? 

• Weaponizing HR is an “insider threat”. 

The Bad Apple or the Barrel 
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I am interested in webinar on BEST HR PRACTICES AFTER AN ADVERSE EVENT:  
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88% Agreed and 65% Strongly or Very Strongly Agreed, 
and 49% Very Strongly Agreed 

Anonymous Survey Questions 

Source: TMIT High Performer Webinar Series; Workplace Violence: A Critical Patient and Caregiver Safety Issue – June 21, 2018 
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• Any available 
• Anything you have available 
• Assurance of appropriate mental/emotional services/response for all 

employees/management affected (workplace). 
• Best practices for providing employees with quality training (efficient & 

effective; what is the right amount of re-training?)  
• Building up current programs (EAP) that addresses this subject. (Not just 

handing paperwork, but best or better practices w/ face to face 
intervention after the violent event. 

• Data driven best practices 
• Debrief with law enforcement 
• Educating all staff to recognize concerning behaviors, increase 

willingness to report 
• Encouraging reporting of all threats and events, including bullying and 

lateral violence, without fear of retribution 
• How best to interact with the employee, practices and interventions that 

are helpful 
• How HR is involved in these events 

• How to assist the colleague after an incident 
• How to get administrative support by showing data sets or data analytics 
• How to make sure employees get what they need after the adverse event 
• Institutions promise confidentiality, but break that confidence by 

informing on the employee. 
• Nothing specific - just important to share and learn from others so as not 

to re-invent the wheel 
• Protections for the employee from" their HR." 
• Role of HR dept 
• Staff support 
• Staff support and training 
• Support systems for staff- group and individual 
• Supporting victim and 2nd victim(s) 
• This is critical!!! 
• What can be done from an HR standpoint 
• What can HR do to help support the staff member after an occurrence. 
• Who is in charge and has power to act 

Specific Topics regarding  
HR PRACTICES AFTER AN ADVERSE EVENT 

I would like covered include: 

Source: TMIT High Performer Webinar Series; Workplace Violence: A Critical Patient and Caregiver Safety Issue – June 21, 2018 
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A New Program 

The Innocence Project, founded in 
1992 by Peter Neufeld and Barry 
Scheck at Cardozo School of Law, 
exonerates the wrongly convicted 
through DNA testing and reforms 
the criminal justice system to 
prevent future injustice.  
 

The image part with relationship ID rId6 was not found in the file.

The Healthcare Innocence Project builds on the 
successful model of The Innocence Project.  Where it 
used the new technology of DNA 25 years ago, we will 
use the new technology of electronic records and the 
digital DNA in the E.H.R. and administrative records to 
protect the medical identity of patients and the 
professional identity of caregivers.  Both patients and 
caregivers may be unjustly treated through intentional 
or unintentional behaviors of insiders or outsiders of 
healthcare organizations. They include weaponization 
of HR, sham peer review, discrediting patients and 
families after healthcare accidents, or unjust harm 
through outsider cybersecurity issues.  
 

TheHealthcare  
Innocence Project 
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In The News … 

Physician burnout is at least 
equally responsible for medical 
errors as unsafe medical 
workplace conditions, if not more 
so, according to a study led by 
researchers at the Stanford 
University School of Medicine. 
 
Medical errors are common in the 
United States. Previous studies 
estimate these errors are 
responsible for 100,000 to 200,000 
deaths each year. Limited 
research, though, has focused on 
how physician burnout 

contributes to these errors, 
according to the new study. 
 
The researchers sent surveys to 
physicians in active practice 
across the United States. Of the 
6,695 who responded, 3,574 — 55 
percent — reported symptoms of 
burnout. Ten percent also reported 
that they had made at least one 
major medical error during the 
prior three months, a figure 
consistent with previous 
published research.  

Medical errors may stem more from physician 
burnout than unsafe health care settings 

Source: http://med.stanford.edu/news/all-news/2018/07/medical-errors-may-stem-more-from-physician-burnout.html 

July 8, 2018 
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In The News … 

Physicians with burnout had 
more than twice the odds of 
self-reported medical error, 
after adjusting for specialty, 
work hours, fatigue and work 
unit safety rating. 
 
Low safety grades in work 
units were associated with 
three to four times the odds 
of medical error. 
 
This indicates both the 
burnout level as well as work 
unit safety characteristics are 
independently related to the 
risk of errors. 

 
Physician burnout has 
become a national epidemic, 
with multiple studies 
indicating that about half of 
all doctors experience 
symptoms of exhaustion, 
cynicism and feelings of 
reduced effectiveness.  
 
The new study notes that 
physician burnout also 
influences quality of care, 
patient safety, turnover rates 
and patient satisfaction. 

Medical Errors May Stem More From Physician 
Burnout Than Unsafe Health Care Settings 

Source: http://med.stanford.edu/news/all-news/2018/07/medical-errors-may-stem-more-from-physician-burnout.html 

July 8, 2018 
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In The News … 

The study also showed that 
rates of medical errors actually 
tripled in medical work units, 
even those ranked as extremely 
safe, if physicians working on 
that unit had high levels of 
burnout.  
 
This indicates that burnout may 
be an even a bigger cause of 
medical error than a poor 
safety environment. 
 
Today, most organizations 
invest substantial resources 
and have a system-level 

approach to improve safety on 
every work unit. Very few 
devote equal attention to 
address the system-level 
factors that drive burnout in the 
physicians and nurses working 
in that unit.  
 
We need a holistic and 
systems-based approach to 
address the epidemic of 
burnout among health care 
providers if we are truly going 
to create the high-quality health 
care system we aspire to. 

Physician Burnout has become a National Epidemic 

Source: http://med.stanford.edu/news/all-news/2018/07/medical-errors-may-stem-more-from-physician-burnout.html 

July 8, 2018 
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In The News … 

Abstract 
Objective 
To evaluate physician burnout, well-being, and work unit safety 
grades in relationship to perceived major medical errors. 
 
Participants and Methods 
From August 28, 2014, to October 6, 2014, we conducted a 
population-based survey of US physicians in active practice 
regarding burnout, fatigue, suicidal ideation, work unit safety 
grade, and recent medical errors. Multivariate logistic regression 
and mixed-effects hierarchical models evaluated the associations 
among burnout, well-being measures, work unit safety grades, 
and medical errors. 
 
Results 
Of 6695 responding physicians in active practice, 6586 provided 
information on the areas of interest: 3574 (54.3%) reported 
symptoms of burnout, 2163 (32.8%) reported excessive fatigue, 
and 427 (6.5%) reported recent suicidal ideation, with 255 of 6563 
(3.9%) reporting a poor or failing patient safety grade in their 

primary work area and 691 of 6586 (10.5%) reporting a major 
medical error in the prior 3 months. Physicians reporting errors 
were more likely to have symptoms of burnout (77.6% vs 51.5%; 
P<.001), fatigue (46.6% vs 31.2%; P<.001), and recent suicidal 
ideation (12.7% vs 5.8%; P<.001). In multivariate modeling, 
perceived errors were independently more likely to be reported by 
physicians with burnout (odds ratio [OR], 2.22; 95% CI, 1.79-2.76) 
or fatigue (OR, 1.38; 95% CI, 1.15-1.65) and those with 
incrementally worse work unit safety grades (OR, 1.70; 95% CI, 
1.36-2.12; OR, 1.92; 95% CI, 1.48-2.49; OR, 3.12; 95% CI, 2.13-4.58; 
and OR, 4.37; 95% CI, 2.06-9.28 for grades of B, C, D, and F, 
respectively), adjusted for demographic and clinical 
characteristics. 
 
Conclusion 
In this large national study, physician burnout, fatigue, and work 
unit safety grades were independently associated with major 
medical errors. Interventions to reduce rates of medical errors 
must address both physician well-being and work unit safety. 

Physician Burnout, Well-being, and Work Unit Safety 
Grades in Relationship to Reported Medical Errors 

Source:  https://doi.org/10.1016/j.mayocp.2018.05.014 
 

May 14, 2018 
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In The News … 

I was driving back from a 
business meeting when I 
received a disturbing phone call 
from my physician’s office.  
 
They told me they would help me 
locate a new physician since 
mine had passed away.  
 
They gave me no details. I was 
perplexed. Was it a heart attack? 
Another illness I had not known 
about? An accident?  
Having visited this physician for 

over 23 years, I was not only a 
patient, but we had become 
friends.  
 
As my personal physician, he 
knew everything about me and 
truly understood all my quirks 
and craziness. 
 
I immediately called his wife and 
she told me my doctor had 
committed suicide. I was 
stunned 

Physicians Are Human Too 

July18, 2018  

Reference:  https://www.forbes.com/sites/physiciansfoundation/2018/07/18/physicians-are-human-too/#12291d704a29  

https://www.forbes.com/sites/physiciansfoundation/2018/07/18/physicians-are-human-too/#12291d704a29
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In The News … 

The statistics are staggering. A 
spring 2018 Medscape review of 
the literature on physician suicide 
revealed that:  
• physicians in the United States 

have the highest suicide rate of 
any profession in this country 

• and twice that of the general 
population at 28 to 40 per 
100,000.  

• The last two biennial surveys of 
physicians by The Physicians 
Foundation have shown high 
rates of professional burnout. 

• In 2016, the nationwide survey 
found 17 percent of physicians 

reporting that they ‘always’ felt 
burned out professionally. 

• with another 34 percent saying 
they ‘often’ felt that way. 

 
What is behind these dismal stats? 
• Of course, practicing medicine 

is an inherently stressful job, 
and always has been.  

• The massive changes in our 
health system  

• Dealing with electronic health 
records 

• Loss of autonomy and 
uncertainty about the future  

• All contribute to burnout.  

How did I not know about the widespread 
problem of physician burnout and depression?  

July18, 2018  

Reference:  https://www.forbes.com/sites/physiciansfoundation/2018/07/18/physicians-are-human-too/#12291d704a29  

https://www.forbes.com/sites/physiciansfoundation/2018/07/18/physicians-are-human-too/#12291d704a29
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Burnout 
Drivers 

Moral Distress Compassion 
Fatigue 

Values  
Misalignment Social Support  

Work-Life 
Integration 

Resources 

Workload 
Job Demands 

Efficiency 
of Practice 

Flexibility 
Control 

Meaning and 
Purpose 

Swensen, Shanafelt. Organizational Framework  Joy in Practice. The Joint Commission Journal on Quality and Patient Safety 2017 





Poor 
Quality 

(overuse, defects, 
underuse) 

• ↑ Workload 
• Social Isolation 
• Compassion Fatigue 
• Practice Inefficiency 
• Cognitive Dissonance 
• Erosion of Meaning 

Burnout Costs 

The Vicious Cycle 

Swensen, et al. Cottage Industry to Postindustrial Care. N Engl J Med 2010; 362 



The world as we have created it 
 is a process of our thinking.  
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Losada, (2004). The Role of Positivity and Connectivity in the Performance of Business Teams. American Behavioral Scientist, 47(6), 740-765. 
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Culture of Safety 

Community 
Commensality Safe Haven 

Flexibility Control 

Leader Selection  
Development 

Boundarylessness Practice Efficiency 

Co-Create Quality 

Rewards Recognition 
Appreciation Esprit 

de 
Corps 

Support Well-Being 
Swensen, Shanafelt. Organizational Framework  Joy in Practice. The Joint Commission Journal on Quality and Patient Safety 2017 



⇑ Positivity 
 
 
 

⇓ Negativity 
 

Co-Creating 
Quality 

 



Swensen, Kabcenell, Shanafelt. Journal of Healthcare Management. 61:2 105-127 March/April 2016 



The Virtuous Cycle 

Co-Creation of 
Quality 

Leader 
Development 

Camaraderie 
Meaning 

Trust 

↓ Waste 
Variation 
Defect 

Swensen, Dilling, Harper, Noseworthy. The Mayo Clinic Value Creation System. 2011 AJMQ  



The Virtuous Cycle 

Co-Creation of 
Quality 

Leader 
Development 

Camaraderie 
Meaning 

Trust Esprit de Corps 

↓ Waste 
Variation 
Defect 

Swensen, Dilling, Harper, Noseworthy. The Mayo Clinic Value Creation System. 2011 AJMQ  



The Virtuous Cycle 

Co-Creation of 
Quality 

Leader 
Development 

Camaraderie 
Meaning 

Trust Esprit de Corps 

↓ Waste 
Variation 
Defect 

↑ Patient  
Experience 
Outcomes 

Safety 

Swensen, Dilling, Harper, Noseworthy. The Mayo Clinic Value Creation System. 2011 AJMQ  



The Virtuous Cycle 

Leader 
Development 

Esprit de Corps 

↓ Waste 
Variation 
Defect 

↑ Patient  
Experience 
Outcomes 

Safety 

ROI 
Swensen, Bolton, Dilling. Business Case for Quality Improvement. J Patient Saf, 2013. 9(  



CO-CREATING QUALITY 

ASK LISTEN EMPOWER 

 
 

Swensen, Kabcenell, Shanafelt. J Healthcare Management. 61:2 105-127 April 2016 

217 Units    
(~11,000 staff)  

Morale +17% 
Burnout -21% 

Teamwork +12% 



Swensen, Dilling, Harper, Noseworthy. The Mayo Clinic Value Creation System. 2011 AJMQ  



7 minutes 



7 minutes 



Swensen. Reliably Better, Faster, and Cheaper Soufflés. JACR. August 2006 



Swensen. Esprit de Corps & Quality …the case for eradicating burnout. J Healthcare Management. 63(1), 2018 

Trust 
 

Reliability 
 

Leadership 
 

Financial 
Esprit de Corps 



Culture of Safety 

Community 
Commensality Safe Haven 

Flexibility Control 

Leader Selection  
Development 

Co-Creation 
Boundarylessness Practice Efficiency 

Removing Pebbles 

Rewards Recognition 
Appreciation Ten  

Actions 

Support Well-Being 
Swensen, Shanafelt. Organizational Framework  Joy in Practice. The Joint Commission Journal on Quality and Patient Safety 2017 



Intrinsic Motivation and Employee Attitudes: Public Personnel Admin Dec 2012 382-406 



Nick Seybert Harvard Business Review June 29, 2013 
Physician Leadership and Emotional Intelligence. J Grad Med Educ Mintz, Stoller 



Five Leadership Behaviors 

Shanafelt…Swensen. Mayo Clinic Proceedings. April 2015: 90(4); 432-440 

(P<0.001) 

(P<0.001) 



Shanafelt, Menaker, Buskirk, Gorringe, Swensen. Leadership Dimensions. Mayo Clinic Proceedings. 4/2015 90(4) 
Shanafelt, Swensen. Using the Annual Review to Reduce Burnout and Promote Engagement. American J Medical Quality 2017 
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Nancy Conrad created the Conrad Foundation 
in 2008 to energize and engage students in 
science and technology through unique 
entrepreneurial opportunities. By enabling 
young minds to connect education, innovation, 
and entrepreneurship, the Foundation helps 
provide a bold platform for enriching the 
innovative workforce of the future. Ms.  
 
Conrad’s interest in patient safety began as a 
result of the death of her husband, astronaut 
Charles "Pete" Conrad. On July 8, 1999, while 
motorcycling, Pete ran off the road and 
crashed. His injuries were first thought to be 
minor, but he died from internal bleeding about 
six hours later. Ms. Conrad’s compelling story 
serves to personalize the need for patients and 
their families to take responsibility for their 
care, as well as to highlight the need for 
systemic changes in the quality of care. She 
established the Pete Conrad National Patient 
Safety Award to recognize global contributors 
in patient safety. 

Pete Conrad Global 
Patient Safety Award 
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The Pete Conrad Global Patient Safety 
Prior Award Winners 
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The Institute for Healthcare Improvement, Joint 
Commission, Agency for Healthcare Research and 
Quality, Leapfrog Group,  and National Quality Forum 
agreed to harmonize their measures for critical patient 
safety issues.  This harmonization drove 
standardization and allowed hospitals to synchronize 
their work after a period of what many called “a 
thousand measures in a thousand days”.  
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In The News … 

The rate of hospital-acquired conditions 
declined by 8% from 2014 to 2016, saving the 
industry $2.9 billion and preventing about 
8,000 deaths, according to new data from the 
Agency for Healthcare Research and Quality.  
• In a report released Tuesday, AHRQ said 

preliminary data for 2016 shows there were 
about 2.69 million hospital-acquired 
infections (HACs) among all hospital 
inpatients 18 years and older, down from 
2.92 million HACs in 2014. 

AHRQ National Scorecard on Hospital-Acquired Conditions 
Updated Baseline Rates and Preliminary Results 2014–2016 
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The Pete Conrad Global Patient Safety 
Award Winners for 2018  
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Sorrel King 
Founder Josie King Foundation 
Author and Patient Safety 
Advocate 
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Sue Sheridan MBA 
Former Director Patient Engagement 
PCORI 
Former Patient & Family Engagement Advisor 
Centers for Medicare and Medicaid 
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Heather Foster RN 
Patient Safety Champion 
National Caregiver Advocate 

Root Cause Analysis  
+ Patients and Families + Just Culture 
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Cardiac Arrest 

Meaningful Use is dead. Long live something better! High Impact Care Hazards to Patients, Students, and Employees 

Opioid Overdose 

Common Accidents 

Bullying 

A Medical-Tactical 
Approach undertaken by 
clinical and non-clinical 
people can have 
enormous impact on loss 
of life and harm from 
very common hazards: 

 
• High Impact Care 

Hazards are frequent, 
severe, preventable, 
and measurable. 

• Lifeline Behaviors 
undertaken by anyone 
can save lives. 

Choking & Drowning 

Anaphylaxis 

Major Trauma 

Transportation Accidents 
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National Survey Questions
   

I am interested in ADDITIONAL INFORMATION on :  
Caregiver Burnout 

Very 
Strongly  

Agree 

10 
Strongly  

Agree 

9 

Agree 

8 

Agree 

7 
Very 

Strongly 
Disagree 

1 

Disagree 

3 
Strongly 
Disagree 

2 

Neutral 

6 

Neutral 

5 
Negative 
to Neutral 

4 

Caregiver Burnout Issues 
Specific Topics I would like covered includes:  
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National Survey Questions
   

There are NEW Patient Safety Issues THAT ARE KEEPING ME UP AT NIGHT:  

Very 
Strongly  

Agree 

10 
Strongly  

Agree 

9 

Agree 

8 

Agree 

7 
Very 

Strongly 
Disagree 

1 

Disagree 

3 
Strongly 
Disagree 

2 

Neutral 

6 

Neutral 

5 
Negative 
to Neutral 

4 

Specific Topics regarding  
PATIENT SAFETY ISSUES KEEPING ME UP AT NIGHT ARE 

I would like covered include: 
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Speakers and Reactors 

Charles Denham 

Stephen Swensen Nancy Conrad Jennifer Dingman 

Dan Ford Bill Adcox Gregory Botz 
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Voice of Patient and Family 

Jennifer Dingman 
      
Founder, Persons United Limiting Substandards and Errors 
in Healthcare (PULSE), Colorado Division 
Co-founder, PULSE American Division 
TMIT Patient Advocate Team Member 
Pueblo, CO 
 
TMIT High Performer Webinar 
July 19, 2018 
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