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Presenter
Presentation Notes
Name and Heath care affiliationType of nursing you doOne thing you wish your hospital would do about nurse safety



Our Culture for Today…
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Not-so-fun facts

• $15,860: the average workers’ 
compensation claim for a 
hospital injury between 2006 
and 2011, according to a 
national survey of roughly 1,000 
hospitals

• 24 percent of nurses and nursing 
assistants changed shifts or took 
sick leave to recover from an 
unreported injury.

https://www.osha.gov/dsg/hospitals/documents/1.1_Data_highlights_508.pdf



Not-so-fun facts

• Studies have found higher 
patient satisfaction levels in 
hospitals where fewer nurses are 
dissatisfied or burned out

• $27,000 to $103,000 Estimated 
cost of replacing a nurse, 
including separation, recruiting, 
hiring, orientation, and training

https://www.osha.gov/dsg/hospitals/documents/1.1_Data_highlights_508.pdf

Presenter
Presentation Notes
For a hypothetical 600-bed facility with a 20 percent turnover rate and average annual nursing salary of $46,000, this costs more than $5.5 million a year.Kosel, K.C., and T. Olivo. 2002. The business case for workforce stability. VHA Research Series. See www.healthleadersmedia.com/ content/132674.pdf.



Top Five Causes of Injury
Among Hospital Workers

https://www.osha.gov/dsg/hospitals/documents/1.1_Data_highlights_508.pdf

Presenter
Presentation Notes
These are visible injuries – not psychological





Figure 2. Comparison of OSHA-recordable workplace violence injury 
incidence rates per 10,000 worker-months* by year among 112 U.S. 
health care facilities, January 1, 2012- September 20, 2014

https://www.cdc.gov/mmwr/preview/mmwrhtml/mm6415a2.htm

https://www.cdc.gov/mmwr/preview/mmwrhtml/mm6415a2.htm


“In terms of lost-time case rates, 
it is more hazardous to work in a 
hospital than in construction or 
manufacturing.”

https://www.osha.gov/dsg/hospitals/documents/1.1_Data_highlights_508.pdf



“Workplace safety is inextricably 
linked to patient safety. Unless 

caregivers are given the protection, 
respect, and support they need, 

they are more likely to make errors, 
fail to follow safe practices, and not 

work well in teams.” 

— National Patient Safety Foundation, Lucian Leape Institute. Through the Eyes of 
the Workforce: Creating Joy, Meaning, and Safer Health Care



Focusing on RN Safety saves $$$

• Patient handling investment at 4 different hospitals:  
• Reduced lost time days by 83% in 3 years
• $800,000 investment = 5 year net savings of $2.2 million. 

• 50% savings in workers’ compensation, and 50% from reducing pressure ulcers
• Reduced patient handling injuries by 65% and costs by 92%.
• Cut turnover of older nurses by 48% and saved $170,000.

https://www.osha.gov/dsg/hospitals/documents/1.1_Data_highlights_508.pdf



The Worst Job You Ever Had

• The Job • The Boss
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The Worst Job You Ever Had

• The Job
• Long hours
• Dirty
• Lack of Institutional Control
• Poor training
• Low wages
• No A/C 
• Emotionally immature 

colleagues

• The Boss
• Lack of respect
• Lack of appreciation
• Throwing things
• Micromanagement
• Demanding
• Poor equipment

13



How does this effect health?

• Job dissatisfaction
• Burnout
• Morale
• Absenteeism
• Presenteeism
• Loss of Productivity
• Turnover

Disease 
and 
Injury
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Karasek Job Demand/Control

Presenter
Presentation Notes
Psychological Demands refer to an excessive workload, very hard or very fast work, task interruption, intense concentration and conflicting demand.Decision Latitude is a combination of skill discretion (learning new things, opportunities to develop skills, creativity, variety of activities, non-repetitive work) and decision authority (taking part in decisions affecting oneself, making one's own decisions, having a say on the job and having freedom as to how the work is accomplished).High-strain:  These jobs are defined by low decision making latitude, and high physical and/or psychological demands. The workplace is often rigid and inflexible in both environment and policy, thus workers are unable to take actions in order to control their environment and cope with the stress. These jobs lead to high levels of mental and physical illness among employees. Example jobs include garment stitcher, waitress, nurses aid, and mail worker.Passive:  These jobs are defined by low decision making latitude, and low work demand. It often includes irrelevant, unchallenging, and unskilled work that is unsatisfying for the employee leading to apathy and boredom. These jobs lead to high levels of mental and physical illness among employees. Example jobs include janitor, miner, and watchman.Low-strain:  These jobs are defined by few psychological demands and a high level of control in the workplace. Workers have higher than average levels of health and happiness. Example jobs include natural scientist, lineman, and architect.Active:  These highly demanding jobs offer employees challenging work in environments of great flexibility and latitude. The ability to constantly learn new skills in an environment that provides the leeway to problem solve enables these employees to reduce levels of stress and maintain high levels of health. Example jobs include engineer, physician, and teacher.



Who Cares?

• 1970 OSHAct expressed the need to “conduct research, 
experiments, and demonstrations relating to occupational safety 
and health, including studies of psychological factors,…,job 
stresses on the potential for illness, disease, or loss of 
functional capacity…”
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OSHAct General Duty Clause

• The Act’s General Duty Clause, Section 5(a)(1), requires employers to provide their workers with a workplace 
free from recognized hazards that are causing or likely to cause death or serious physical harm. 

• Section 11(c)(1) of the Act provides that “No person shall discharge or in any manner discriminate against 
any employee because such employee has filed any complaint or instituted or caused to be instituted any 
proceeding under or related to this Act or has testified or is about to testify in any such proceeding or 
because of the exercise by such employee on behalf of himself or others of any right afforded by this Act.” 

• Reprisal or discrimination against an employee for reporting an incident or injury related to workplace violence, related to this 
guidance, to an employer or OSHA would constitute a violation of Section 11(c) of the Act.

• In addition, 29 CFR 1904.36 provides that Section 11(c) of the Act prohibits discrimination against an 
employee for reporting a work-related fatality, injury or illness.

https://www.osha.gov/Publications/osha3148.pdf
17

https://www.osha.gov/Publications/osha3148.pdf


DHHS (NIOSH) Publication No. 2002–116 April 
2002
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Part II Systems Thinking: 
Safety Climate and Injury



Our Culture for Today…
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Goals

• Rethinking Toxicity
• Occupational Health Psychology
• Research in Industry

• Healthcare
• Fire service

21

Presenter
Presentation Notes
Mention Student Research



Rethinking Toxicity

• Toxic behavior makes people feel devalued, angry, frustrated, guilty or 
otherwise inadequate. 

• Nourishing behavior makes people feel valued, respected, affirmed, 
encouraged or competent.

https://www.karlalbrecht.com/siprofile/siprofiletheory.htm
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https://www.karlalbrecht.com/siprofile/siprofiletheory.htm


Individual Approach to Causation

• Errors arise primarily from aberrant mental processes, e.g., 
forgetfulness, inattention, poor motivation, carelessness, negligence, 
and recklessness

Source: “Patient Safety and Medical Errors” course (HPM 309.730.81), Johns Hopkins School of Public Health. Courtesy of Albert Wu, MD.



James Reason, 
Human Error (1990)
“Rather than being the main instigators of an accident, operators tend 
to be the inheritors of system defects. . . . Their part is that of adding 
the final garnish to a lethal brew that has been long in the cooking.”



Systems Approach to Causation

• Basic premise: humans are fallible, errors are expected even in the 
best organizations

• Causes include traps in the workplace and organizational processes
• Countermeasures are based on the assumption that working 

conditions can be changed

Source: “Patient Safety and Medical Errors” course (HPM 309.730.81), Johns Hopkins School of Public Health. Courtesy of Albert Wu, MD.

Presenter
Presentation Notes
Average ICU patient required a 178 individual actions per dayThere are over 100 steps in medication administration



Some holes due
to active failures

Other holes due to
latent conditions

Successive layers of defences, barriers, & safeguards

Hazards

Losses

Source:  Managing Patient Safety, James Reason BMJ PS conference, London 2006

System Model of Accident Causation

Presenter
Presentation Notes
Use more Clinical examples, like “who is the Chief”  Do two people think they are in charge?What is the RN staffing mix like?Are lab results coming back as ordered?  At all?



Contributing Factors

• Patient Factors
• Task Factors
• Provider Factors
• Team Factors
• Training and Education
• Environment

• Unit
• Institutional

Sharp End 
(Blame)

Blunt End 
(System)

Presenter
Presentation Notes
Systems Factors that May Contribute to an Incident (How much of these does an individual nurse control?) Patient Factors - Clinical or social characteristics of a patient that contribute to an adverse eventCondition (complexity, seriousness, agitation)Language/communication (Patient does not speak English).Personality and social factors (Patient declines therapy).Task Factors - Characteristics of a specific task that contribute to an adverse eventAvailability of protocols (Lack of protocol to guide therapy)Availability of test results (Test results not available for provider to make an informed care decision)Accuracy of test results Provider Factors - Characteristics or state of an individual provider that contribute to an adverse eventFatigue Fatigue at the end of a double shift causes provider to forget to give a medication.Motivation or attitudePhysical or mental health (Provider does not think he or she needs help or advice with a complicated procedure).Team Factors - Characteristics of the work team that contribute to an adverse eventVerbal or written communication during hand-off (Lack of standard procedure during hand-offs at shift change)Verbal or written communication during care Verbal or written communication during crisis (Perceived barrier to speaking up)Team structure and leadershipTraining and Education - Aspects of a provider’s training or education that limit their ability to care for a patient or that contribute to an incidentKnowledge, skills, and competence (Lack of skill in performing procedure)Supervision and seeking help (Inexperienced nurse not supervised while mixing a medication concentration; Renal fellow removing central line)Following established protocolUnit Environment - Characteristics of the work environment that contribute to an adverse eventStaffing levelsSkills mixWorkload (Overworked residents)Availability or maintenance of equipment (Broken ventilator alarm)Administrative and managerial supportPhysical environment (e.g., lack of space, noise, cleanliness)Institutional environment - Decision or lack thereof by management that contribute to an adverse eventFinancial resources (Limited financial resources)Time pressures (Pressure to treat more patients)



Organizational Safety Culture

Presenter
Presentation Notes
Refer back to the beginning of the slides:  cognitive and latent errorHigh Risk Organizations have great systems problems, healthcare is no exceptionTalk about the role of systems design in human errorSO MUCH MONEY IS BEIGN SPENT BY INDUSTRY AND GOVERNMENT TO AMELORIATE INDUSTRIAL PROBLEMS, BUT….The Bhopal Disaster took place in the early hours of the morning of December 3, 1984,[1] in the heart of the city of Bhopal, India, in the state of Madhya Pradesh. It was caused by the release of 27 tons of methyl isocyanate (MIC) gas from a Union Carbide India, Limited pesticide plant owned by Union Carbide. The International Medical Commission on Bhopal was established in 1993 to respond to the disaster.The BBC gives the death toll as nearly 3,000 people dead initially, and at least 15,000 from related illnesses since.[2] Amnesty International cites 22,000 total deaths as its conservative estimate. Bhopal is frequently cited as the world's worst industrial disaster.[3][4]  Early warning were ignored.Mention Baltimore Sun article about trainees killed in house  (Feb 9, 2007)  Rachael Wilson, 29 mother of 2:  change culture so that witnessed safety violations are discussed prior to the event

http://upload.wikimedia.org/wikipedia/commons/7/7e/Three_Mile_Island_(color)-2.jpg
http://upload.wikimedia.org/wikipedia/commons/5/58/Challenger_Launch.jpg


Health Care Industry

o44,000–98,000 patient  annually 
o IOM, To Err is Human (1999)
o More than from motor vehicle accidents, or breast cancer, or AIDS

oCost of preventable adverse patient events is between $17 and $29 
billion

oNew patient mortality estimates (2013):  210,000-400,000/yr
• James.  J Patient Saf 2013;9: 122Y128

• U.S. hospitals recorded 253,700 work-related injuries and illnesses, 
a rate of 6.8 work-related injuries and illnesses for every 100 
fulltime employees 

• Bureau of Labor Statistics. 2013. For detailed citations, see OSHA’s “Facts 
About Hospital Worker Safety” at www.osha.gov/dsg/hospitals. 

Presenter
Presentation Notes
Why should we count?  What’s to gain?  What good has come of counting?Why we count:  one of the core functions of public health – assessment – building block of PH also helps with assurance/evaluation – we can measure what we’ve doneWe only work on what we know.  What gets collected is what gets addressed The literature uses the term “injury” time and time again to describe patient safety eventsSo where is the injury community in all of this and what does it bring to the patient safety problem?First thing it brings is a long history of surveillanceDefine surveillance2nd – injury brings a population based perspective based on epi and public health:  who is affected, what works, how will we get it to them?



Our Challenge:  Improving Safety

30

What is the size of each triangle?

Active intervention:  culture

Passive intervention:  environmental modifications

Presenter
Presentation Notes
See Table 2-4: Examples of Controls in Worker and Patient Safety in https://www.jointcommission.org/assets/1/18/TJC-ImprovingPatientAndWorkerSafety-Monograph.pdf



Culture vs Climate

• Culture is a combination of artifacts, espoused values, and 
goals (Schein 1992). 

• The study of culture requires time-intensive observations often 
found in anthropological studies such as participant 
observation.

31

Presenter
Presentation Notes
Culture is a combination of artifacts (dress codes e.g.,turnout gear, equipment e.g., Halligan, stories e.g., “eating smoke”), espoused values (leaderdriven e.g., always wear your seatbelt), philosophies (it’s a dangerous job, you’re going to get hurt eventually), and goals (we want to be first in) (Schein 1992). The study of culture requires time-intensive observations often found in anthropological studies such as participant observation (e.g., living in a fire station for a year).Climate constitutes the measurable aspect of safety culture and offers the potential for recording and comparing climate levels across work units. Safety climate measurement creates the possibility of developing interventions using the detailed diagnostic information offered by industry-specific climate indicators as leverage for change. 



Artifacts

•32



Values

•33

2015 ANA Code of 
Ethics for Nurses 
with Interpretive 
Statements

http://nursingworld.org/MainMenuCategories/EthicsStandards/Tools-You-Need/Code-of-Ethics-For-Nurses.html


Values

34https://www.brunel.ac.uk/study/postgraduate/Specialist-Community-Public-Health-Nursing-PGDip-and-MSc



Goals

• Protect, promote, and optimize health and abilities; prevent illness 
and injury; facilitate healing; alleviate suffering through the diagnosis 
and treatment of human response; and advocate for the care of 
individuals, families, groups, communities, and populations.

• To achieve the most positive patient outcomes in keeping with 
nursing’s social contract and obligation to society.

https://www.nursingworld.org/practice-policy/scope-of-practice/



Organizational Culture

• “A pattern of shared basic assumptions that the group learned as it 
solved its problems of external adaptation and internal integration, 
that has worked well enough to be considered valid and, therefore, 
to be taught to new members as the correct way you perceive, 
think, and feel in relation to those problems.” (Schein, 1992)

• Aka “The way we’ve always done it”



Culture vs Climate

• Climate refers to employee perceptions (attitudes) regarding an 
organization's policies, procedures and practices, and the types 
of behavior that are rewarded and supported at the workplace 
(Schneider et al. 1994). 

• Climate provides a “snapshot” of the work environment and is 
easily measured through non-invasive qualitative and 
quantitative methods.

• Climate is the measurable aspect of culture

37

Presenter
Presentation Notes
Culture is a combination of artifacts (dress codes e.g.,turnout gear, equipment e.g., Halligan, stories e.g., “eating smoke”), espoused values (leaderdriven e.g., always wear your seatbelt), philosophies (it’s a dangerous job, you’re going to get hurt eventually), and goals (we want to be first in) (Schein 1992). The study of culture requires time-intensive observations often found in anthropological studies such as participant observation (e.g., living in a fire station for a year).Climate constitutes the measurable aspect of safety culture and offers the potential for recording and comparing climate levels across work units. Safety climate measurement creates the possibility of developing interventions using the detailed diagnostic information offered by industry-specific climate indicators as leverage for change. 



Organizational Safety Climate

• The shared perceptions among members of an organization 
with regard to its fundamental safety properties, i.e., policies, 
procedures, and practices.

• Overall importance and relative priority of safety at work (Zohar, 
1980)

• Difference between formal policy and enacted practice
• Climate is a social construct based on consensus of the 

employees
• Part of the process of sense-making
• Measured through surveys

38



SAQ: Frontline Perspectives from this Patient 
Care Area

39



Safety 
Knowledge

Safety 
Motivation

Safety Climate
• Management 

commitment
• Supervisor support

• Safety systems
• Job risk

• Work pressure
• Internal group 

processes

The 

Safety 
Compliance

• Following procedures

• Using protective 
equipment

• Practicing risk 
reduction

Safety 
Citizenship

•Helping
•Stewardship

•Exercising rights
•Initiating safety-related 

change

Safety 
Outcomes
• Near Miss

• Injury
• LODD

• Anxiety
• Depression

• PTSD

Organizational 
Outcomes

•Turnover
•Job satisfaction

•Employee 
engagement

•Morale
•Burnout

Antecedents to 
Safety Behaviors

Safety Behaviors

Outcomes

The Role of Safety Climate in Organizational & Safety 
Outcomes

Adapted from Christian et.al JAP 2009, vol 94(5): 1102-1127 & 
Huang et al. Appl Ergon, vol 55: 248-257

Move Upstream

Presenter
Presentation Notes
Have to ungroup image in order to animate



SAQ
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The Safety Attitudes Questionnaire

• The physicians and nurses here work together as a well-
coordinated team.  

• Agree/Strongly Agree:
• MD =  77%
• RN = 40%

42

Presenter
Presentation Notes
On a 0-100% agreement scale, where do you think MD’s are?   Nurses?So if you are a risk manager, what would you do about this?



The Safety Attitudes Questionnaire

• A truly professional team member can leave personal problems 
behind when working. Agree/Strongly Agree:

• MD = 82%
• RN = 70%
• Residents = 63%



The Safety Attitudes Questionnaire

• Junior team members should not question the decision made by 
senior team members. Agree/Strongly Agree:

• MD = 24%
• RN = 14%
• Residents = 21%



Take away on Organizational Safety Climate
(aka humans as Toxins)

People create culture

Stress, injury, and exposure

Culture can be changed from negative to positive

Healthy Workers



Changing Culture:  How to do it

46

Measure Climate                   Intervention Measure Climate 
and outcomes and outcomes

• After-action reviews 
(military, firefighting)

• Executive walk around 
(healthcare)

• Comprehensive Unit-
based Safety Program 
(healthcare)

• Checklists (aviation, 
healthcare, nuclear 
power)



Research on Safety Climate 
and Injury

47



Organizational Safety Climate:   Nurse and Patient Injury

48
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The Current Nursing Environment

• Nurses consistently tops the list of the 10 occupations with the largest projected job 
growth 

• 1.2 million vacancies will emerge for registered nurses between 2014 and 2022 (BLS) 
• By 2025, the shortfall is expected to be more than twice as large as any nurse shortage 

experienced since the introduction of Medicare and Medicaid in the mid-1960s 
(Vanderbilt)

• Around a million registered nurses (RNs) are currently older than 50, meaning one-third 
of the current nursing workforce will reach retirement age in the next 10 to 15 years.

• Nearly 700,000 nurses are projected to retire or leave the labor force by 2024.

• Patients are getting older and their acuity levels are increasing. 
• Between 2010 and 2030, the population of senior citizens will increase by 75 percent to 69 million, 

meaning one in five Americans will be a senior citizen

• Decreased healthcare reimbursements causing shorter lengths of stay.

Sources:  http://www.nursingworld.org/readroom/fsshortage.htm
https://www.theatlantic.com/health/archive/2016/02/nursing-shortage/459741/

http://www.nursingworld.org/readroom/fsshortage.htm
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The Current Nursing Environment

• There are increased administrative responsibilities, including the supervision of 
unlicensed assistive personnel.

• Nurses increasingly are facing deteriorating working conditions.
• Nurses have reported dissatisfaction, burnout and concern with the quality of care 

patients are receiving.
• Increased RN staffing and hours of nursing care per patient could prevent more 

than 6,700 patient deaths and four million days of care in hospitals each year.

Source:  http://www.nursingworld.org/readroom/fsshortage.htm



Organizational Climate and Nursing

• Nurse Staffing:  for each additional patient 
assigned to a nurse, the odds of nursing job 
dissatisfaction increased by 15% and the odds 
of nurse burnout increased by 23%.

• Aiken, L. H., Clarke, S. P., Sloane, D. M., Sochalski, J., 
& Silber, J. H., 2002

• Poor organizational culture and inadequate 
staffing have been suggested as contributors to 
needle stick injuries and near-misses in the 
nursing workforce.

• Clarke, S. P., Sloane, D. M., & Aiken, L. H., 2002
• Clarke, S. P., Rockett, J. L., Sloane, D. M., & Aiken, L. 

H., 2002

• Clarke and Aiken posited that needle stick 
injuries to nurses may be an indicator of 
inadequate organizational commitment to 
safety that puts not only nurses at risk but 
patients as well. 

• Clarke, S. P., Sloane, D. M., & Aiken, L. H., 2002
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Burnout

• We don’t think about it.
• We stigmatize it.
• We expect others to fix it.
• We put a Band-Aid on it.
• We call it something else.
• We fail to measure it.
• Then, we cannot evaluate it.
• We label it “all bad”.
• We keep doing the same thing.
• We don’t give it priority.

52

Elizabeth Scala MSN/MBA, RN -
https://elizabethscala.com/way-think-nurse-burnout-
broken/

Presenter
Presentation Notes
We don’t think about it. How often is burnout a course in a nursing education curriculum? When does an organization teach the nursing staff about burnout prevention strategies? The first thing that needs to happen is that burnout is actually brought to the forefront of the nursing profession. Over the past year or so, it has gotten more attention than ever before. However, there is still work to be done.We stigmatize it. Since a nurse does not want to be seen as weak or viewed as though he or she is a failure, we tend to sweep burnout under the carpet. In fact, I saw a post on social media that wanted to eliminate the use of the term “burnout” and call it something else. If we assume that the person experiencing burnout did something “wrong” then of course they will not admit that they are feeling this way and will not seek out much-needed help.We expect others to fix it. While I do believe that the nursing profession, hospital systems, individual organizations, and nursing leadership and management need to support the individual nurse in their well-being- it is ultimately up to the nurse to be accountable for their own health. A nurse who thinks, feels, acts as though they are the victim of burnout and that someone else caused them to experience it- is much less likely to turn things around and find any relief from the stressors of burnout.We put a Band-Aid on it. Burnout is actually the consequence of multiple other factors. If a nurse thinks that by simply taking a short break from work is going to fix their burnout, they are sadly mistaken. The underlying causes need to be identified and addressed before the burnout will ever go away.We call it something else. If you hear someone say, “I just need a break. I am stressed. I need to re-charge my batteries.” Watch out! Burnout is very different from stress. A nurse falling into the downward spiral of burnout needs much more help than someone who is experiencing a stressful event.We fail to measure it. Unfortunately, this is true of all topics within nursing. Nurses have little time or resources to actually conduct research. The few studies that are published related to nurse burnout have limitations such as low sample sizes and weak study designs. If we do not have the literature to support nurse burnout, then we will not get the support from decision makers in power.Then, we cannot evaluate it. No studies- do data. Without the outcome measures, there are little interventions that can be put into place. As stated above, the powers that be need to see the data. Healthcare has become likened to a business. Without money, new interventions that can help alleviate nurse burnout, will not be adopted.We label it “all bad”. When we stigmatize nurse burnout as though the nurse did something wrong or become infected with some illness- we perceive all burnout as being bad. This is not true. Burnout can be good. In fact, when a nurse realizes that they are suffering from burnout and decides to do something about it- their life can be changed forever!We keep doing the same thing. And keep getting the same results. A nurse who knows that they are experiencing burnout and continues to push hard is not going to succeed. Or maybe the nurse DID actually try something to help alleviate the burnout, but it did not work. Then they try it again and again. And again. Still not working? Well, maybe they need to try something different.We don’t give it priority. The health of the nursing staff impacts everything. Patient safety, patient satisfaction, outcome measures. You name it. Burnout is the virus that can affect all things. However, since it is a “soft” topic that is difficult to measure and evaluate, it often gets pushed further and further down the list of agenda items. Or gets bumped from the agenda completely! We must see nurse burnout as a priority and give it the time and attention that it needs.

https://elizabethscala.com/dont-think-talk-nurse-burnout/
https://elizabethscala.com/stress-stigma-burnout-in-nursing/
https://elizabethscala.com/expecting-others-find-solutions-for-burnout/
https://elizabethscala.com/putting-band-aid-nurse-burnout/
https://elizabethscala.com/the-definition-of-nurse-burnout/
https://elizabethscala.com/nurse-burnout-statistics-measure-and-evaluation/
https://elizabethscala.com/nurse-burnout-statistics-measure-and-evaluation/
https://elizabethscala.com/nurse-burnout-is-good-for-you/
https://elizabethscala.com/insanity-nursing-burnout-break-cycle/
https://elizabethscala.com/burnout-in-nursing-profession-priority/
https://elizabethscala.com/dont-think-talk-nurse-burnout/


Organizational Climate and Nursing

• Positive organizational climate associated with reduced body fluid 
and blood exposures in ICU settings 

• Stone, P. W. & Gershon, R. R., 2006
• Stone, P. W., Du, Y., & Gershon, R. R., 2007



Links between Climate, Clinical, and 
Operational Outcomes

54

Patient Injury Nursing-Sensitive 
Patient Injury Nurse Injury

Organizational Safety Climate
Nursing Characteristics
Patient Characteristics

??

Presenter
Presentation Notes
“There is evidence in the literature demonstrating associations between organizational safety climate, nursing characteristics, and patent characteristics, with Patient injuries.  In our study, we wanted to see if we could detect these same associations with the SAQ specifically in connection with the nursing characteristics.  We then sought to investigate if the same climate and nursing characteristics associated with nursing-sensitive patient injuries were associated with nurse injuries as well.  Essentially we are trying to understand how the larger organizational construct of safety effects both patient and healthcare workers” Safe organizations:  passion for merging patient safety and occupational injury b/c organizations are unsafePart I examines data systems and case identification criteria essential for the development of an ideal patient safety surveillance system.  Part II uses the outcomes defined in Part I to examine correlations among nursing-sensitive patient injuries, organizational safety climate, and nursing unit characteristics.  Part III uses the same methods in Part II to investigate if the characteristics associated with patient injury were associated with nurse injury.  From the Literature:Organizational Safety Culture associated with Patient Safety Events	 Bloodstream Infections, VAP, Post-Op Sepsis, Post-Op Infections, Decubitus Ulcers, PE/DVT	RN Turnover, Absenteeism , Burnout, Familiarity, Delays, Wrong Site Surgeries, Decubitus Ulcers , Bloodstream Infections, VAP, Post-Op Sepsis, Post-Op Infections, PE/DVT per 1000 surgical dischargesNurse Staffing associated with Patient Safety Events	For each additional patient a nurse is assigned	7% increase in 30-day patient mortality	7% increase in failure-to rescue rates  15% increase in the odds of nursing job dissatisfaction  23% increase in the odds of nurse burnout 	Organizational Climate and Nursing Nurse Staffing:  for each additional patient assigned to a nurse, the odds of nursing job dissatisfaction increased by 15% and the odds of nurse burnout increased by 23%.Aiken, L. H., Clarke, S. P., Sloane, D. M., Sochalski, J., & Silber, J. H., 2002 Poor organizational culture and inadequate staffing have been suggested as contributors to needle stick injuries and near-misses in the nursing workforce.Clarke, S. P., Sloane, D. M., & Aiken, L. H., 2002Clarke, S. P., Rockett, J. L., Sloane, D. M., & Aiken, L. H., 2002Clarke and Aiken posited that needle stick injuries to nurses may be an indicator of inadequate organizational commitment to safety that puts not only nurses at risk but patients as well. Clarke, S. P., Sloane, D. M., & Aiken, L. H., 2002 Organizational Safety Culture associated with RN turnover	RN Turnover, Absenteeism , BurnoutOrganizational Safety Culture associated with occupational exposuresPoor Organizational Culture2-fold increase in needle sticksMost of the literature on organizational safety culture and nursing characteristics has focused on the relationship to patient safety Blegen, M. A., Goode, C. J., & Reed, L., 1998 Cho, S. H., Ketefian, S., Barkauskas, V. H., & Smith, D. G., 2003Curtin, L. L., 2003; Haberfelde, M., Bedecarre, D., & Buffum, M., 2005Hickam DH, Severance S, & Feldstein A, et al., 2003Needleman, J., Buerhaus, P., Mattke, S., Stewart, M., & Zelevinsky, K., 2002. The effect of organizational climate with nurse burnout…positive organizational climate associated with reduced body fluid and blood exposures in ICU settings Stone, P. W. & Gershon, R. R., 2006Stone, P. W., Du, Y., & Gershon, R. R., 2007Nurses top the list of the 10 occupations with the largest projected job growth in the years 2002-2012. A shortage of more than one million nurses is estimated by the end of this decade.The nursing population is aging rapidly. 40 percent of all RNs were older than age 50 by 2010 Patients are getting older and their acuity levels are increasing. Decreased healthcare reimbursements causing shorter lengths of stay.There are increased administrative responsibilities, including the supervision of unlicensed assistive personnel.Nurses increasingly are facing deteriorating working conditions.Nurses have reported dissatisfaction, burnout and concern with the quality of care patients are receiving.Increased RN staffing and hours of nursing care per patient could prevent more than 6,700 patient deaths and four million days of care in hospitals each year.Nurse Staffing:  for each additional patient assigned to a nurse, the odds of nursing job dissatisfaction increased by 15% and the odds of nurse burnout increased by 23%.Aiken, L. H., Clarke, S. P., Sloane, D. M., Sochalski, J., & Silber, J. H., 2002 Poor organizational culture and inadequate staffing have been suggested as contributors to needle stick injuries and near-misses in the nursing workforce.Clarke, S. P., Sloane, D. M., & Aiken, L. H., 2002Clarke, S. P., Rockett, J. L., Sloane, D. M., & Aiken, L. H., 2002Clarke and Aiken posited that needle stick injuries to nurses may be an indicator of inadequate organizational commitment to safety that puts not only nurses at risk but patients as well. Clarke, S. P., Sloane, D. M., & Aiken, L. H., 2002



The Safety Attitudes Questionnaire (SAQ)

• The SAQ elicits frontline healthcare workers’ perceptions of 
their organization’s safety climate at the level of the clinical area 
(e.g. unit) on which they work. 
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Presenter
Presentation Notes
To get at systems issues, we must look at climate perception.Moreover, inclusion of safety climate as a domain in the SAQ was based on the initial recognition of the role of safety climate in both occupational injuries and injures in non-healthcare settings (lifting injuries, proper disposal of hazardous materials, etc)



The Safety Attitudes Questionnaire (SAQ)

• The SAQ has been used to explore the relationship between safety 
climate scores and patient outcomes.

– Favorable scores were associated with:
• shorter lengths of stay 
• fewer medication errors 
• lower ventilator associated pneumonia rates
• lower bloodstream infection rates
• lower risk adjusted patient mortality rates

• Favorable scores on four out of six dimensions of the SAQ were 
associated with lower nurse turnover.
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*Colla, JB, Bracken Ac, Kinney LM, Weeks, WB.  Measuring patient safety climate:  a review of surveys. Qual Saf Health Care 2005;14:364-366.

Presenter
Presentation Notes
Moreover, inclusion of safety climate as a domain in the SAQ was based on the initial recognition of the role of safety climate in both occupational injuries and injures in non-healthcare settings (lifting injuries, proper disposal of hazardous materials, etc)



Safety Climate across 100 Hospitals
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Presenter
Presentation Notes
What is known about how Safety Climate operates?Not the best unit of analysis – masks variability between work units At the hosp level, there is variability, ranging from about 40% to 80% of caregivers reporting good safety norms and behaviors, and just to keep it local, you can see the black bar is Hopkins Hospital….BUT….



Safety Climate across JHH Work Units
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Presenter
Presentation Notes
Within Hopkins, the variability at the nursing unit level is extreme!  This variability is not well understood but has been linked to clinical outcomes and QI interventions can improve these scores (responsive to interventions).THEREFORE WE HAVE TO LISTEN TO THE PEOPLE AT THE FRONT LINES – THEY KNOW WHAT IS GOING ON!Cultural assessment harnesses the wisdom of the front line workersCulture is related to clinical and operational outcomesCulture is local – work unit culture trumps hospital cultureScience is in its infancy for healthcare



Nurse/Patient Injury Study:
Main Explanatory Covariate
• The SAQ uses a five-point Likert scale ranging from “strongly 

disagree” to “strongly agree”.  
• A high score indicates greater agreement (consensus) of a 

positive safety climate on a given unit.
• For each nursing unit, the average nursing unit score on the 

SAQ was used in the MLM.  
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Presenter
Presentation Notes
Bullet 1: The scores on statements within each domain were calculated into an average score for each respondent. The score was then converted into a 100 point scale.  These scores were then averaged for each nursing unit, yielding an average domain score. 



Safety Attitudes Questionnaire:  
Safety Climate Scale

• I am encouraged by my colleagues to report any patient safety concerns I 
may have

• I would feel safe being treated here as a patient
• The culture in this clinical area makes it easy to learn from the errors of 

others
• Medical errors are handled appropriately here
• I know the proper channels to direct questions regarding patient safety in 

this clinical area
• I receive appropriate feedback about my performance
• In this clinical area, it is difficult to discuss errors
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Presenter
Presentation Notes
Safety Climate is the consensus of frontline assessments of patient safety norms and behaviors within a patient care area 



Safety Attitudes Questionnaire:  
Morale (Job Satisfaction) Climate Scale

• I like my job
• Working here is like being part of a large family
• This is a good place to work
• I am proud to work in this clinical area
• Morale in this clinical area is high
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Hypothesis

• The study hypothesized that the 
odds of nurse and patient injury 
would be negatively associated 
with positive responses to the 
Safety Attitudes Questionnaire 
(SAQ).
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Study Design
• Cross sectional
• One hospital
• Safety Attitudes Questionnaire (SAQ)

• Nurses only
• 46 nursing units had SAQ+RN characteristics
• >=60% RN response rate

• 30 units
• Data

• RN Injury 
• Unit-level Characteristics:  turnover, RNhrsPPD

• Random Intercept Logistic Regression Model (MLM)
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Presentation Notes
Other options:GEEUses robust SE aka “Sandwich”Weaker form of correction than MLMMLM account for ICC AND the degrees of freedom for the number of clusters (essentially control for the variability of predictors and residuals)Could have put in a dummy variable for RN unit, but this would be inefficient (b/c 30 units)Robust regression does not fully incorporate the hierarchical data structure (different levels).But the beauty of MLM is that:Data are multilevel (nurse and unit) – MLM can deal withOutcomes always looked at lowest level, but covars can be at any levelVariables are analyzed at the level at which they were defined and measuredCan control for patient level effect when looking at nurses staffing on pt outcomes (cite Cho)MLM does this all simultaneously!  And account for ICC!No ecological fallacyMLM understands the natural heterogeneity in responses to the SAQ (therefore random intercept)Random intercept represents unobserved heterogeneity in the overall response



Nurse Injury

• 30 units:  737 nurses 
• Needle sticks
• Splashes
• Slip/Trips/Falls
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78 injuries

Presenter
Presentation Notes
I was thinking I was going to have to combine outcomes for Part II, but since most events that are nursing sensitive are mutually exclusive, I could just primarily use one event type



Patient Injury and Nurse Injury
per 10 unit change in SAQ , 10% change in turnover rate and 1 hour change in RNhrsPPD
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OR .55 (.32-.97)
OR .52 (.29-.92)

OR .56 (.38 - .82) OR .60 (.41 - .89)

Presenter
Presentation Notes
For a hypothetical 600-bed facility with a 20 percent turnover rate and average annual nursing salary of $46,000, this costs more than $5.5 million a year.Kosel, K.C., and T. Olivo. 2002. The business case for workforce stability. VHA Research Series. See www.healthleadersmedia.com/ content/132674.pdf.
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Conclusions

Patient Injury Nurse Injury
Safety Climate

Stress Recognition

     Nursing Hours Per Patient Day

Nurse Turnover



Take away on Organizational Safety Climate
(aka humans as Toxins)

People create culture

Stress, injury, and exposure

Culture can be changed from negative to positive

Healthy Workers
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