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Define

Plan

Study

Do

Act
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Define

P D

A S

1. How do we know we have a problem?

2. What are we trying to accomplish?
3. How will we know a change is an improvement?
4. What changes do you think will result in an improvement?
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Define

P D

A S

Percentage of Each Construct of Hamilton Health Sci ences

0% 20% 40% 60% 80% 100%

Decision latitude

Supervisor support

Team w ork

Role Clarity

Co-w orker support

Emotional exhaustion

Stress

Self efficacy

Patient centered care

Learning Environment

Quality improvement

Competence

Organization fairness

Poor-Fair

good

V. good-Excellent



Define

P D

A S



 -	

!���#
.//4
��

��1!"�1
2#
�&�1��!3�1


Define

P D

A S

Ranked Percentage of Respondents of Each Construct
Hamilton Health Sciencs

0% 20% 40% 60% 80% 100%

Employer-Employee Relat ionship

Emotional Exhaust ion

Supervisor Support

Learning Environment

Self-eff icacy

Stress

Teamwork

Quality Improvement

Global Rat ing

Decision Lat itude

Co-worker Support

Pat ient  Centered Care

Competence

Role Clarity

Very good-Excellent Good Poor-Fair
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Define

P D

A S

Environmental Pressures:
• Fiscal constraints
• Aging workforce and labour shortages
• Complex regulatory and governance structures
• Rapid turnover in political leadership

Work 
environment, 

workplace culture, 
human resource 

practices

Relationships 
among employers, 

unions and 
professional 
associations

Employment 
relationships, 

leadership

Job design, 
organizational 

structure, 
technology

Outcomes for the organization, employees, and patients

CPRN Discussion Paper - Creating High-Quality Heath Care Workplaces . Koehoorn, M, Lowe, GS, Rondeau, KV, 
Schellenberg, G, Wagar, TH. January 2002, No. W/14.
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Define

P D

A S

• Relationship to fostering culture of continuous improvement 
• Rapid tests of improvement driven by team fosters Informational Justice 
(understand how decisions made) and Relational Justice (respectful 
interactions)

• Organizational justice important foundation for culture of    
patient safety

• Teamwork and communication, psychological safety are contingent upon 
Relational Justice (respectful interactions)
• Non-punitive but accountable culture means Procedural Justice (process is 
fair) and Distributive Justice (outcomes distributed equitably) are apparent
• Safe to report because its about learning and improving, the process will be 
fair i.e. Procedural Justice
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Define

P D

A S

Theme (Identified by 
Factor Analysis)

HHS Result 
On 100 Point 

Index

Confidence 
Interval (95%)

MCH Result 
on 100 Point 
Index

Confidence 
Interval (95%)

Organizational 
leadership for patient 
safety (Alpha 0.77)

69.4 67.2-68 58.35 54.11-62.98 

Reporting and 
improvement 
environment (Alpha 
0.86)

70.4 69.2-70.8 63.68 52.27-75.26 

Beliefs about non-
punitive approach 
(Alpha 0.79)

47.4 45.8-49 38.58 34.92-43.24 

Local accountability 
for patient safety 
(Alpha 0.75)

72.4 71.4-73.4 62.46 60.82-63.72 
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Define

P D

A S

Beliefs about Non-Punitive Approach

3) A non punitive culture tolerates failure.

1) A non punitive approach to errors provides 
excuses for poor performance.

2) A non punitive approach to errors absolves staff 
of personal responsibility for patient safety.

Index Correlation

31.54 0.89

33.33 0.87

26.41 0.85

4) A staff member's history of making errors can be 
used as a valid measure of performance. 70.26 0.53

McMaster Children’s Hospital - Corresponding questions for Theme 3 
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Informational Justice 
• decision processes are understood

Procedural Justice 
• decision processes are perceived as fair

Distributive Justice 
• decision outcomes equitably distributed

Relational Justice 
• interactions are respectful    

(Colquitt et al., 2001) 

Define

Plan D

A S
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• computerized decision support lab 
(DSL) focus group with purposeful 
sample of 22 staff  

• identified organizational justice 
improvement themes and links to 
patient safety

• focus group themes used to develop 
OJ attributes for the Discrete Choice 
Conjoint Experiment (DCE) survey 

Define

P Do

A S
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• increase opportunities for communication and interaction between management and 
staff

• ensure equitable access to educational opportunities

• increase staff participation in decision making

• increase respectful interaction

• increase performance recognition

• promote a flexible management style

• improve physical work environment

• improve wages and benefits

• improve lateral communication between programs and disciplines

• ensure equitable access to parking

• provide the equipment and resources needed to deliver quality care

• allow dedicated time for new initiatives

Define

P D

A Study
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Ranked #1:

Increased Communication and Interaction Between Management & Staff

“More opportunity for interaction between frontline staff and management”

“Make managers more accessible and more open with their communications”

Improved communication could enhance safety by allowing staff to convey their 
concerns promptly, increasing staff awareness of current safety issues, 
allowing staff to concentrate on the job, reducing the stress associated 
with poor  communication and improving job satisfaction.

“Fosters a timely identification of safety issues”
“Environment will be more positive overall and this 

affects all aspects of care”

Define

P D

A Study
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Discrete Choice Conjoint Experiment (DCE) 

•survey composed of 14 four-level OJ improvement attributes

•sample of 652 staff (76%) completed 30 choice tasks, each presenting 
three hospitals, defined by experimentally varied OJ improvement
attribute combinations

•each attribute defined by 4 levels: one describing existing practices, 
three describing actionable OJ improvement options

Define

P Do

A S
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• Adopted by market researchers; in DCEs informants 
make choices between experimentally varied combinations 
of multi-attribute product and service options

• OJ will require difficult choices between approaches with varying 
goals, changes processes, costs and outcomes

• DCEs are:
o more successful 
o more useful 
o better predictor of choice behaviour 
o method of choice
o enable direct comparison of attributes

Define

P Do

A S







��1!"�1

Principle components factor analysis with varimax 
rotation (n= 652 hospital staff, 76% return) yielded five 
factors with excellent internal consistency: 

• procedural justice 
• distributive justice 
• relational justice 
• management visibility 
• safety climate

Define

P D

A Study
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Latent class analysis of choice data yielded three segment solution

• Procedural and informational justice attributes more important to 
Segment 1 (50% of the sample)  
o They chose hospitals where staff understood how all decisions 

were made and were involved in all decisions  
o They preferred hospitals where management acted on more staff 

suggestions and made decisions promptly

Define

P D

A Study
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Latent class analysis of choice data yielded three segment solution.
• Procedural and Informational Justice
• Interpersonal Justiceattributes more important to Segment 2 

(37% of the sample).
o a code of respectful conduct applying to staff, management and 

physicians 
o consequences encouraging respectful interaction 
o the way in which management responded when staff disagreed 

with them was more important to this segment

Define

P D

A Study
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Latent class analysis of choice data yielded three segment solution.
• Procedural and Informational Justice
• Interpersonal Justiceattributes more important to Segment 2 

(37% of the sample).
o a code of respectful conduct applying to staff, management and 

physicians 
o consequences encouraging respectful interaction 
o the way in which management responded when staff disagreed 

with them was more important to this segment

Define
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• marketing research methods were used to model OJ 
improvement options

• results suggest that the relative importance of different OJ 
improvement options differed considerably

• although sensitivity of the three segments to the study’s 14 OJ 
improvement attributes differed, the relative ranking of the study’s 
attributes was similar

• simulations therefore suggest that OJ could be improved via a 
single cohesive approach focusing on procedural and informational 
justice

Define

P D

A Study
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• Creating a justice-and-values focused culture 
across the organization is more important in times 
of scarcity than in times of abundance

• Ensuring decision-making processes are fair and 
transparent , and that decisions  are values-based, 
enhances buy-in when difficult trade-offs have to be 
made 

• Not only what we do, but how we do it!

Define

P D
Act S
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• Maximize staff buy-in

• Iterative process for continuous improvement and increasing 
alignment with other initiatives

• Sustainability

Define

P D
Act S
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• MCH Executive Committee, Fall 2007

• MCH Program Council (senior leaders), Fall 2007

• Town Hall across all sites,  Fall 2007

• MCH Newsletter – Mac Kids Matters

• Special Publication of Quality Counts,  Fall 2007

• Unit based team meetings,  Fall 2007

Define

P D
Act S
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• Hospital newsletter – The Insider , Fall 2007

• Project summary to Human Resources, Quality and Risk, 

Organizational Ethics, May 2008

• HHS Patient Safety Symposium 

o Presentation, June 2007 
o Presentation & Poster, June 2008

• HHS corporate retreat for objective setting

Define

P D
Act S
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• Poster at CAPHC, October 2007

• Poster at NICHQ, March 2008

• Manuscript submitted for publication, June 2008

Define

P D
Act S
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• Ongoing priority for MCH Quality Counts 
Steering Committee

• Formation of Staff Advisory Group

Define

Plan D

A S
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• Planning retreat January 2008 with 25 representative staff

• Review of  results

• Review of other related corporate initiatives (i.e. HHS mission,
vision, values; HHS Code of Conduct; MCH Family Centred Care 
Philosophy

• Review of literature on decision making models

• Development of general principles about decision making

• Draft MCH philosophy reflecting these principles

Define

P Do

A S
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• Electronic reference group

• Regular updates to staff in Town Hall

• Small writing group to create the pocket card

• Approval by Senior Leadership

• Roll-out to staff in Town Hall, September 2008

Define

P Do

A S
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• Develop an explanatory booklet

• Re-survey

Define

P D

A Study



“…the rate of harmful medical error, with its enormous 
human and financial consequences in death, disability, lost 
income, lost household production and health care costs, is 
unacceptable.”
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•Background

•Reality versus perception

•Theory

•Physician engagement

•Decision making

•Culture and change

•Leadership and justice



“The lesson of human factors research and cognitive 
psychology is that to understand error causation it is not 
enough to examine one’s own actions or to look for the 
“smoking gun” or proximate cause of the active error; we 
must also examine the interrelationships between humans, 
technology and the environment in which we work.”
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“…that error prevention depends on information that will be 
forthcoming only if individuals feel free enough from liability 
concerns to provide it.”
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“Institutional change depends on understanding how a cultural 
context shapes perceptions about why errors happen and how 
actors within a culture learn to think about and deal with them.
Institutional leaders in health care will need more self-consciously 
to examine the “hidden curriculum” in medical training and 
nursing education; that is, the practices that are taught and 
rewarded through example, rather than through what is conveyed 
in the official curriculum. ”
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• Justice as a theoretical concept or as experienced day to day

• Healthcare – what we think we may have delivered MAY NOT BE 
what is experienced by our patients and families

• Communication – what is said MAY NOT BE what is heard
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A “team oriented culture”
•Shorter length of stay 
•Lower nursing turnover
•Higher quality of care
•Better meet family’s needs

In NICUs with poorer management practices, 
•Increased mortality
•Increased chronic, severe morbidity

Stockwell D et al, Pediatr Crit Care Med 2007 Vol. 8, No. 6
Pollack MM et al, Crit Care Med 2003; 31: 1620-1629
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Open communication is essential for:
•Implementation of protocols (i.e. communication 
checklists)
•Communication across hierarchical boundaries
•Team-based relationships that:

• encourage assertiveness
• interdisciplinary communication
• shared perception of teamwork
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• Intelligent – will not engage without understanding

• Cynical sometimes, critical always – need to acknowledge 
the value added

• Problem solvers – important partners for managers and 
leaders

• Born with an (apparent) administration allergy
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• Physicians not employees

• Often three masters: 
o University
o Hospital
o Own income

• Physicians in child health committed to multidisciplinary care (hope)

• Paediatricians do not (necessarily) understand team dynamics and
team constructs but often are team “leaders”

• Paediatricians can (always) be focused by the priority of the patient 
and patient safety
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• Engagephysicians in dialogue NOT question their commitment

• Educateregarding the relationship between team function AND 
quality and patient safety

• Demonstratelink between system improvement and improved 
capacity to deliver quality care

• Remindphysicians about complexity (“science”) of patients and 
the system
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•Roles – acknowledge and respect differences (interprofessional 
care)

•Recruitment is key 

•Organizational values as non-negotiable “bar”

•Values demonstrated and “lived” by leaders

•Code of Conduct
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• Next generation – education

• Mentorship

• Clarity in role description 

• Evaluation and promotion

• Financial incentives
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• Data, information

• Acknowledge complexity of the ask

• Not wait for perfect data

• Challenge physicians to get it right

• “Embarrass” physicians 

• Accept surrogate outcomes and outputs in the short term
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• Innovation and leadership

• Generalization of findings

• Forgiveness rather than permission

• Alignment with explicit articulation of difference
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• Patient and family-centred care

• Patient safety triads

• Procedural pause

• Medication reconciliation

• Values-based Code of Conduct
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• Paradigm shift (MR / hand washing)

• Just narrative – telling the story

• Respectful communication

• Respectful questioning

• No stupid questions

• No barriers across disciplines / professions





�!"�!��
�
3�����

• Culture not primarily WHAT people do, but what they 
FEEL about what they do

• Because culture is FELT ORDER, culture is 
intrinsically resistant to change; people do not readily 
change their feelings

• People of the same culture form tribes and view other 
tribes in prejudicial ways

• Any change (even rumours of change) evokes grief
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Is 

consensus 

consistent with 

excellence?
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• Ensure problem accurately identified

• Ensure the decision is made

• Ensure time is protected

• Ensure level of commitment is appropriate for implementation

• Ensure a quality decision is made
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D1 - Leader decides alone

D2 – Leader seeks information and then decides alone

D3 – Leader consults with individuals and then decides alone

D4 – Leader consults with the Group and then decides alone
D5 – Leader Shares the problem with the group and 
decision is a mutual decision

D6 – Leader delegates*



,�3�1�&�
$�����

$������
�����������

�	#��
��������

$���������
��!	!������
�����!����

D5

D1
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• Humility (“those that have and those that will”)

• Creative

• Courage

• Impatience

(with apologies to Augustine and David Williams)
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