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Nobody comes to work looking to make mistakes
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Implement cultural change
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ERROR PREVENTION 

POTTY PRESS EDITION

STAR
STAR helps you self-check and prevent errors we can 

make “without even thinking.” If you are feeling 

rushed, use STAR to put safety first and prevent 

errors from happening.

STOP and focus. Be in the moment.

THINK about what you’re about to do.

ACT (follow through on the action).

REVIEW for the expected results.    

Take a breath.

Bee in the moment.

When  issues arise, remember to Stop. Think. Act. Review.

Q: Why do we do this?
A: We do this to counteract the time pressures, challenges, and 
distractions of our complex environment.  Pause and reflect 
before you take action.

Q: When should I be doing this?
A: When you’re about to do something and you are feeling 
distracted and not present.



ERROR PREVENTION 

POTTY PRESS EDITION

Closed Loop

Communication
Closed loop communication helps ensure clear 

communication and understanding.

3-Way Repeat back Start this by communicating back 

what you just heard someone tell you. Then, wait for 

them to verbally confirm you understood correctly.

Phonetic/numeric clarifications User clarifiers like 

“15, that’s one-five” and “V as in Victor” to different 

lookalike/soundalike words and numbers.

Clarifying questions: Asking “are there any 

questions?” at the end of a conversation make it easy 

for others to speak up and seek clarification.

Active listening is 

something to crow 

about.

Closed Loop Communication improves our relationship.

Q: Why do we do this?
A: It helps ensure communication is complete and understood 
correctly.

Q:When should I be doing this?
A: Use this when there is risk of communication errors.  











ERROR PREVENTION 

POTTY PRESS EDITION

ARCC
ARCC is how you can express concern and escalate 

when there is concern for error or safety. 

ASK a question.

REQUEST a change.

VOICE a concern.

CHAIN of command.

If you have to escalate up the chain of command but 

are not sure how to do this (or whom to go to), consult 

with your supervisor.

Speak up if you spot 

a problem.

Q: Why do we do this?
A:  We use ARCC to alert our colleagues of potential safety issues 
and  possible errors.  Escalating up the chain of command is a way 
to prevent patient harm if the potential for error persists.

Q:When should I be doing this?
A: Speak up if you have concerns!  It’s ok to question.  By 
questioning, we can work together to prevent errors.











ERROR PREVENTION 

POTTY PRESS EDITION

Stop and Resolve.

Stop and Resolve means not proceeding when you 

encounter something concerning.  This is about 

pulling the andon, “stopping the line,” and addressing 

questions and concerns before proceeding.

If ewe see a problem, 

stop and fix it.

Stop and Resolve.  Take responsibility, 
and help each other out.

Q: Why do we do this?
A: We Stop and Resolve so we can address anything concerning 
immediately.  This keeps errors from happening.  If we don’t Stop 
and Resolve, the risk for greater error increases.

Q:When should I be doing this?
A:  Stop and Resolve when you see something concerning.  If you 
are Questioning and Confirming, and identify a risk for error, you 
should also Stop and Resolve.



ERROR PREVENTION 

POTTY PRESS EDITION

Standardized 

Handoff
Standardized Handoffs provide a method to communicate 

transfer of responsibilities from one staff member to the next.

Follow a standardized handoff process when transferring 

responsibilities to another staff member or team.

Know the right 

mooves for handoff.

Follow a standard process to ensure the safe transfer of 
patients or projects.

Q: Why do we do this?
A: It helps ensure communication is complete and understood 
correctly.  Standardized handoffs ensure both parties understand 
what needs to be done during transition.

Q:When should I be doing this?
A: Use this when transferring responsibilities (e.g. patient 
handoff, handing off work before vacation, transferring a project 
to a colleague or another team).



ERROR PREVENTION 

POTTY PRESS EDITION

SBAR
SBAR is a tool for quick and concise communication.

It enables prompt action through structured 

communication.

Situation Describe the immediate situation/problem.

Background Provide a brief description of what led to 

the situation.

Assessment: Summarize your view of the situation 

and perception of urgency.

Recommendation/Request: Clearly state what 

needs to be done by the person with whom you are 

communicating

Communicate 

clearly so your 

concerns are herd.

Describe the Situation.  Give relevant Background.  
Provide your Assessment.  Make a Recommendation.

Q: Why do we do this?
A: Using a standardized method to communicate helps us 
organize our thoughts.  It helps us other people receive our 
requests in an organized method.

Q:When should I be doing this?
A: SBAR is helpful for summarizing immediate requests, such as 
critical clinical or administrative summary requests.











ERROR PREVENTION 

POTTY PRESS EDITION

Question and 

Confirm
Question and confirm is the use of good judgment to 

detect when things are not right.

Question Your internal check.
Does this make sense?  Is this what I normally expect?  Does it fit 

with what I already know?

Confirm Your external check.
Who can I check with about this?  Is my supervisor around for a gut 

check?  I should talk to someone about this before moving on…

Bear in mind the quality 

of your source.

Qualify the source.
Validate the content.

Verify your action.

Q: Why do we do this?
A: Questioning helps us create awareness of possible 
opportunities for error.  Confirming helps us understand the 
situation better and take action if needed to prevent errors.

Q:When should I be doing this?
A: Always!  It’s ok to ask questions.  We should all question when 
things don’t seem right, and in turn, welcome being questioned 
to help create awareness.











ERROR PREVENTION 

POTTY PRESS EDITION

NAME GAME
Introduce yourself by name and role to others. It helps 

to say why you are there too.

“I’m Jane and I’m a case manager. I’m here to help 

facilitate discharge.”

Request others introduce themselves to you/the team.

Make sure everyone 

nose your name.

Identify yourself.  Know who’s on your patient’s team!

Q: Why do we do this?
A: Knowing who you work with makes it easier for you and 
others to speak up and ask questions.

Q: When should I be doing this?
A: When you arrive in a group setting or are working together 
with someone for the first time.



ARCC 

(Ask a question, Request 
a change, voice a 
Concern, Chain of 

command) – Assert a 
concern in a non-
threatening way

Closed Loop 
Communication

Validate what you think 
you heard

Numeric/phonetic 
clarification

Clarifying questions

SBAR 
(Situation, Background, 

Assessment, 
Recommendation) 

Communicate 
information in a standard 

format that everyone 
understands

Standardized Handoff –
Communicate standard 
information to ensure 
safe transition of care

Question and Confirm
Use good judgment to 
detect when things are 

not right

Stop and Resolve
Don’t proceed in the face 

of uncertainty

Name Game
Know the name and role 

of those you work

STAR
(Stop, Think, Act, Review) 

Taking a thoughtful 
pause  in high risk 

situations before acting

Continuous Cycle of Improvement



# Of Events Per Month
becomes

Months and then years 
between events

becomes

“They’ll be safe, we 
promise”
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E = Q × A
Effectiveness 
of Solution

Quality of 
Solution

Adoption by 
Stakeholders= ×

If the quality of our solution is 90%, and adoption by 
stakeholders is 10%, how effective is our solution? 

9% Effective
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E = Q × A
Effectiveness 
of Solution

Quality of 
Solution

Adoption by 
Stakeholders= ×
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ADAPT   vs.   ADOPT
to choose or take
as one's own

to adjust oneself to
different conditions

Source: Dictionary.com



Kotter’s (1996) eight stage process 
of change

The focus of this framework is to change underlying behavior and build 
empowerment of employees
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Everett Rodgers’
Diffusion of Innovation



• “We place the highest value on actual implementation and taking 
action….. so by constant improvement, or, should I say, the improvement 
based upon action, one can rise to the higher level of practice and 
knowledge.”

Lean management

-Fujio Cho, President, Toyota 
Motor Corporation, 2002

• Toyota has the fastest product development process in the world (Liker, 
2004).

• Relatively new to health care. 

• Has been successfully implemented in healthcare to improve quality and 
decrease cost (IHI, 2005)

Lean has been used for decades 
in manufacturing.  

• “The power behind TPS is a company’s management commitment to 
continuously invest in it’s people and promote a culture of continuous 
improvement.”

Lean is a cultural change at 
every level

-Liker, The Toyota Way, 2004
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http://www.joanwellmanassociates.com/


• Executive team alignment and support for changes in health care 

• Health care is moving from a volume based (fee for service) system to a value based system (payment 
based on highest quality for lowest cost)

Macrosystem

• Daily Management System (DMS)

• Departmental directors, managers, APRN’s, MDs daily rounding at visibility board

• Making problems visible and an active part of the daily work and culture

• All levels of leadership are focused on support and coaching at the frontlines as their primary role

Mesosystem

• Local Improvement Team (at the frontlines)

• Analyses performance gaps

• Prioritizes complex problems

• Creates Standards

Microsystem



•

•

3
6



•
–

–

–

–

–

–



•

•

•

•

•

•

•

•

•

•

•

•

•

•





•
•
•
•
•
•
•
•
•
•
•
•

• Lucile Packard Children’s Hospital Stanford (LPCH)
• Academic Healthcare Center
• Strong organizational support from executive team for lean implementation
• Alignment with organizational mission, vision, values 
• Packard Quality Management System (PQMS) is based 

on lean principles and was launched in 2011 
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E = Q × A
Effectiveness 
of Solution

Quality of 
Solution

Adoption by 
Stakeholders= ×
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# Process Step Role/person Time Notes 

Time Observation Sheet
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RNs 1-3



Everyone was running!  
Everyone was busy!

The patient was waiting!

5 RNs
4 MDs
Flight team
SW, ANS, USA





MAJOR  STEP “What” 
 

KEY  POINTS “How” 
 

REASONS “Why” 
 

1. Initiate OB STAT & Massage 
uterus 

1.1 1st responder RN presses “Emergency Call 
Light” button in patient room 

1.2  1st responder RN massages uterus 
1.3 1st responder RN assigns 1st responder to 

call OB STAT page 
1.4 1st responder RN reassures family we are 

doing everything possible to care for 
patient 

1.5 RSN arrives, assumes lead role, begins 
documentation, and delegates roles for 
the following steps 

 Receive help from multidisciplinary 
team  

 Uterine massage to decrease 
bleeding 

 Patient centered & decreases 
anxiety, increases trust 

 Primary RN task saturated RSN 
able to delegate Bundle tasks in 
order or simultaneously 

 Decreases confusion, improves 
response time, and improves 
patient safety 

2. Measure Blood Pressure & 
Pulse, Cycled every minute 

2.1 2nd responder RN retrieves BP machine 
2.2 2nd responder RN obtains reading and 

sets cycle for Q 1 minute 
2.3 2nd responder RN takes over 

documentation from RSN 

 Need vital signs first to determine 
urgency and rule out 
contraindication for Methergine 

 Improves Closed Loop 
Communication 

 Ensures accurate documentation 
of events 

3. Administer Pitocin then 
Methergine 

 

3.1 3rd responder RN retrieves PPH 
Medication Kit and Pitocin from Pyxis 

3.2 3rd responder RN administers Pitocin 
IV/IM 

3.3 3rd responder RN administers Methergine 
0.2mg IM (do NOT give IV and if BP > 140) 

 Improves patient outcome 

 Decreases need for transfusion 

 Improves patient safety 

4. Start IV & Draw Labs 4.1 4th responder RN retrieves PPH Box 
4.2 4th responder RN inserts IV line 
4.3 4th responder RN performs lab draw 

4.3.1 Complete blood count 
4.3.2 Coagulation Screen 
4.3.3 Types & Cross 

4.4 4th responder RN labels and sends labs 
with SUPER STAT 

 Allows access for administration of 
fluids and/or blood 

 Get accurate blood samples prior 
to transfusion 

5. Determine need for MTG 5.1 5th responder RN gets form for MTG 
5.2 5th responder RN asks if MTG should be 

initiated 
5.3 If yes, 5th responder RN inputs order in 

Cerner 
5.4 5th responder RN calls blood bank and 

double-checks of MTG initiation  
5.5 5th responder RN runs to blood bank 

 It takes 10-15 minutes to receive 
emergency blood 

 Initiating the process as soon as 
possible will improve patient 
safety 

 Will help prevent bad outcome 

 

“Where there is no 
standard, there can be no 
improvement” 
~Taiichi Ohno
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Call OB Stat

Uterine 
Massage

1
BP Q1min, O2

Document

2 Pitocin

10mu IM or 
20mu IV

If BP <140,

Methergine 
20mg IM 
(ONLY!)

3
Start IV fluids

Draw Labs

4
Activate MTG if 
needed

Get blood

5







Second simulation significant improvement 
in communication and support



First In Situ Simulation Second In Situ Simulation





PPH Prevention Bundle 

Step  Rationale How 

1. Report form L&D complete: 
a. QBL 
b. VS and last void 
c. Labs 
d. IV status 
e. MD name & number 

 

Need data points 
to assess if there is 
risk for PPH and if 
you have an IV to 
respond to a PPH 

Ensure report sheet is 
complete and request 
missing data 

2. VS, fundus, lochia check within first 15 
minutes of admission* 

 

 

To assess risk of 
PPH and intervene 
if necessary 

HR, BP, fundal height, 
amount of lochia 
assessed 

3. VS, fundus, lochia check 30 minutes after first 
set done* 

 

         

To assess risk of 
PPH and intervene 
if necessary 

Fundal height, amount of 
lochia 

4. RN assesses pt (fundus, lochia) and assist 
getting up with first void* 

5. RN assesses pt (fundus, lochia) after second 
void* 

*If fundus boggy after massage and continued bleeding, determine need for IV, call MD, and initiate QBL. If vital signs not 

WNL (HR > 110, BP < 85/45) send text page to MD. 

 15 

 

1 
2 

30 





Results of pre and post simulation surveys 
demonstrated consistent increase in RN 
confidence to manage a PPH

Simulation facilitators having fun!







A3 began 
6-2012

Ave. 6-7%

Ave. 2-4%

Implementation and 
training completed





Supplies are so 
much quicker to 

get to!

We feel 
empowered to 

escalate for help!

We are more 
confident in our 

roles!
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