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Master Trainers  

1.Teach essential team skills using the 
TeamSTEPPS curriculum 
 

2.Develop an Action Plan to implement 
TeamSTEPPS 
 

3.Use a strategy to manage culture change 

 



Managing Culture Change 

Objectives  
 

1. Explain the concept of safety culture (what 
are you trying to change?) 

2. Use an explicit strategy to improve safety 
culture using team skills 

3. Explain the impact of a team training 
program on hospital safety culture using 
Kirkpatrick’s Taxonomy of  Training Criteria 



Closing the Loop from Webinar 1 

• Nonclinical and support staff examples 

• Need to conduct patient safety culture survey 

– Contact us; we will conduct survey Q1 2014 

• Share what others have done 

– Monthly Calls 

– Resources on web site  

http://www.unmc.edu/patient-safety/teamstepps_toolkit.htm 

• TeamSTEPPS already in place…. action plan? Yes, 
targeted implementation to improve use of one 
tool in your unit or hospital 

 

http://www.unmc.edu/patient-safety/teamstepps_toolkit.htm
http://www.unmc.edu/patient-safety/teamstepps_toolkit.htm
http://www.unmc.edu/patient-safety/teamstepps_toolkit.htm


Closing the Loop from Webinar 1 

• Evidence base for effectiveness and return on 
investment is continually expanding… 

• We distribute evidence from the literature with 
monthly call reminders (reference #9) 

 

There is evidence that successful team training and 
effective teamwork improve patient outcomes1-9 
and safety culture.10,11 

 
Reference numbers refer to the listing on the next two slides 



1. Deering S, Rosen MA, Ludi V, et al. On the front lines of patient safety: 
implementation and evaluation of team training in Iraq. Jt Comm J Qual Patient 
Saf 2011;37:350–6. 

2. Friedman DM, Berger DL. Improving team structure and communication: a key 
to hospital efficiency. Arch Surg 2004;139:1194–8. 

3. Mayer CM, Cluff L, Lin WT, et al. Evaluating efforts to optimize TeamSTEPPS 
implementation in surgical and pediatric intensive care units. Jt Comm J Qual 
Patient Saf 2011;37:365–74. 

4. Mukamel DB, Temkin-Greener H, Delavan R, et al. Team performance and risk-
adjusted health outcomes in the Program of All-Inclusive Care for the Elderly 
(PACE). Gerontologist 2006;46:227–37. 

5. Neily J, Mills PD, Young-Xu Y, et al. Association between implementation of a 
medical team training program and surgical mortality. JAMA 2010;304:1693–
700. 

6. Strasser DC, Falconer JA, Stevens AB, et al. Team training and stroke 
rehabilitation outcomes: a cluster randomized trial. Arch Phys Med Rehabil 
2008;89:10–15. 
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Recent Evidence  



7. Young MP, Gooder VJ, Oltermann MH, et al. The impact of a multidisciplinary 
approach on caring for ventilator-dependent patients. Int J Qual Health Care 
1998;10:15–26. 

8. Percarpio KB, Harris FS, Hatfield BA, et al. Code debriefing from the 
Department of Veterans Affairs (VA) Medical Team Training program improves 
the cardiopulmonary resuscitation code process. Jt Comm J Qual Patient Saf 
2010;36:424–9. 

9. De Meester k, Verspuy M, Monsierrs KG, Van Bogaert P. SBAR improves 
nurse–physician communication and reduces unexpected death: A pre and 
post intervention study. Resuscitation. 2013;84:1192-1196.  

10. Weaver SJ, Rosen MA, DiazGranados D, et al. Does teamwork improve 
performance in the operating room? A multilevel evaluation. Jt Comm J Qual 
Patient Saf 2010;36:133–42. 

11. Jones KJ, Skinner AM, High R, Reiter-Palmon R. A theory-driven longitudinal 
evaluation of the impact of team training on safety culture in 24 hospitals. 
BMJ Qual Saf. 2013;22:394-404.   
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Recent Evidence  



• TeamSTEPPS Training 
http://www.unmc.edu/patient-safety/teamstepps_training.htm 

– Recordings of Webinars 

– Slides posted from Modules 1 Intro, 2 Team 
Structure, 7 Summary under TeamSTEPPS Training 

– Clarification for items frequently missed on 
knowledge test 

• TeamSTEPPS Toolkit 
http://www.unmc.edu/patient-safety/teamstepps_toolkit.htm 

– Tools to implement TeamSTEPPS 

– Structured communication tools 

Resources on Web Site  

http://www.unmc.edu/patient-safety/teamstepps_training.htm
http://www.unmc.edu/patient-safety/teamstepps_training.htm
http://www.unmc.edu/patient-safety/teamstepps_training.htm
http://www.unmc.edu/patient-safety/teamstepps_toolkit.htm
http://www.unmc.edu/patient-safety/teamstepps_toolkit.htm
http://www.unmc.edu/patient-safety/teamstepps_toolkit.htm
http://www.unmc.edu/patient-safety/teamstepps_toolkit.htm
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Recap of Action Planning 
Shift Towards a Culture of Safety 

ACTION PLAN (See Webinar 1) 

1. Define the problem 

2. Create a change team 

3. Define aim…targeted or transformational 

4. Define TeamSTEPPS tools to use 

5. Decide effectiveness measures 

6. Develop implementation plan 

7. Develop sustainment plan 

8. Develop communication plan 

9. Put it all together 

10.Review plan with all stakeholders 
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Unit-Based Targeted Implementation 

66.7% 

33.3% 

What should be the aim of your facility's initial 
TeamSTEPPS implementation? 

Targeted and unit-based; pilot
test the implementation of all
TeamSTEPPS tools in one unit.

Targeted and tool-based;
implement one tool (i.e. SBAR,
CUS, Briefs/Huddles/Debriefs)
across the whole facility.

Transformational; train the whole
hospital in the use of all tools.

Preferred by those hospitals new to TeamSTEPPS 
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Tool-Based Targeted Implementation 

Preferred by those hospitals previously trained 

12.0% 

56.0% 

32.0% 

What is the best strategy for your facility to improve 
dissemination and sustainment of team skills across your 

facility? 

Targeted and unit-based;
retrain one specific unit in the
use of all TeamSTEPPS tools.

Targeted and tool-based; focus
on reinforcing the use of one
tool (i.e. SBAR, CUS,
Briefs/Huddles/Debriefs)
across the whole facility.

Transformational; retrain the
whole hospital in the use of all
tools.
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Recap of Action Planning 
Shift Towards a Culture of Safety 



Explain the concept of safety culture 

 

• Definition 

• 3 Levels of Culture 

• 4 Components of Culture 

• Role of Organizational Culture 

• Safety culture is associated with adverse 
events and patient satisfaction 

 

14 

Objective 1.  



What is a Safety Culture? 
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• LEARNED,1 enduring, shared, beliefs and behaviors 
that reflect an organization’s willingness to learn 
from errors2 

• Patient safety has a high relative importance to 
other organizational goals (i.e. productivity)3 

http://d2tq98mqfjyz2l.cloudfront.net/image_cache/1359567815927310.jpg 



Four beliefs present in a safe culture4 

Beliefs Dimension and Item from HSOPS 

Our processes are designed to 
prevent failure. 
 

Overall Perceptions of Safety: Our procedures and 
systems are good at preventing errors from happening. 

We are committed to detect 
and learn from error. 

Frequency of Events Reported: When a mistake is 
made, but is caught and corrected before affecting the 
patient, how often is this reported? 
Organizational Learning: Mistakes have led to positive 
changes here. 
Feedback and Communication about Error: We are 
given feedback about changes put into place based on 
event reports. 

We have a just culture that 
disciplines based on risk taking. 

Nonpunitive Response to Error: Staff worry that 
mistakes they make are kept in their personnel file. 

People who work in teams 
make fewer errors. 
 

Teamwork within Depts: When a lot of work needs to 
be done quickly, we work together as a team to get the 
work done. 
Communication Openness: Staff feel free to question 
the decisions or actions of those with more authority. 16 



Three Levels of Organizational Culture1 

“…values reflect desired behavior but are not reflected in 
observed behavior.” (Schein, 2010, pp. 24, 27) 

Behaviors 

Beliefs & 
Values 

Underlying 
Assumptions 

Observed Behavior:  
Attend training and 
practice skills 

Observed Behavior: 
Do not participate in 
training or practice 
skills 

Belief:  
Training is important 

Belief:  
Training is not 
important 

Assumption: 
Team skills improve 
patient safety; these 
skills  can be taught  

Assumption: 
Safety is a result of 
individual 
competency 

17 



Reason’s Components5 HSOPS Dimension or 
Outcome Measure 

Reporting Culture - a safe 
organization is dependent on the 
willingness of front-line workers 
to report their errors and near-
misses 

•Frequency of Events Reported 
(U) 

•Number of Events Reported 
(O, H) 

Just Culture - management will 
support and reward reporting; 
discipline occurs based on risk-
taking  

•Nonpunitive Response to Error 
(U) 
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O = Outcome measure 
U = Measured at level of unit/department 
H = Measured at level of hospital 



Reason’s Components5 HSOPS Dimension or Outcome 
Measure 

Flexible Culture - authority 
patterns relax when safety 
information is exchanged 
because those with authority 
respect the knowledge of front-
line workers 

•Teamwork w/in Units (U) 

•Staffing (U) 

•Communication Openness (U) 

•Teamwork ax Units (H) 

•Hospital Handoffs (H) 

Learning Culture - organization 
will analyze reported information 
and then implement appropriate 
change  

•Hospital Mgt Support (H) 

•Manager Actions (U) 

•Feedback & Communication (U) 

•Organizational Learning (U) 

•Overall Perceptions of Safety (U) 

•Patient Safety Grade (O, U) 
19 



Four Components of Safety Culture5 
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HRO 

LEARNING 

FLEXIBLE 

JUST 

REPORTING 

1. Reporting Culture 
2. Just Culture 
3. Flexible (Teamwork) 

Culture 
4. Learning Culture 

• Effective reporting and 
just cultures create 
atmosphere of trust5 

 
• Sensemaking6 of patient 

safety events and high 
reliability result from an 
explicit plan to engineer 
behaviors from each 
component of safety 
culture 
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The Role of Organizational Culture 

Safety Culture7 

• A cross cutting 
contextual factor  

• Moderates 
effectiveness of patient 
safety interventions 

• Associated with 
adverse events and 
patient satisfaction 

 

Organizational Culture1 

• Allows us to make sense 
of environment 

• Reflects common 
language… is heard and 
observed 

• Leaders create/teach 
culture 

− Share information 

− Reward, provide feedback 

− Hold people accountable 

21 



HSOPS and Patient Safety Events8 

Higher HSOPS 
scores are 
associated with 
fewer adverse 
events, which 
validates patient 
safety culture 
assessment as a 
meaningful 
indication of the 
safety of patients. 



HSOPS and Patient Satisfaction9 

“….behaviors and 
attitudes [of 
hospital employees] 
can directly affect 
the pain, 
discomfort, health, 
and recovery of 

patients.” 6 



The Bottom Line… 

24 

Improving 
safety culture 
increases 
likelihood of 
success of all 
other patient 
safety 
interventions. 
 



Why Does Change Fail? 

• Why isn’t the US on the 
metric system? 

 

 

 

 

 

 

• Examples from your 
organization  
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http://static.ddmcdn.com/gif/us-metric-system-1.jpg 



ENGAGE 

EDUCATE

/TRAIN 

EVALUATE 

EXECUTE 

EXPAND 

ENDURE 

Peter Pronovost 

• Kotter’s Eight Steps of 
Change10 

• Comprehensive Unit 
Based Safety Program11 

• Diffusions of Innovation12 

Multiple Strategies for Change 



• Get people’s attention (with data and stories)!  

– HSOPS results, Harmful events including fall Rates, 
Patient satisfaction, Core Measures 

• Sell the need for change… 
and the consequences of not changing to the 
board, senior leaders, department managers, 
providers 

• Immerse front line staff in information about the 
change (bulletin boards, contests) 

• Discuss ways to empower people to solve 
problems associated with the change  

Create a Sense of Urgency10 



• Choose proven leaders who can drive the 
change process 

– Formal power with high credibility 

– Informal opinion leaders  

– Interprofessional 

– Set expectations for follow through 

• Need management and leadership skills 

– Management skills control the process and details 

– Leadership skills drive the change with a vision 

Build the Guiding (Change) Team10 

…TeamSTEPPS initiative should have 

a designated executive sponsor 



• Work with senior leaders to define and communicate 
your vision for change…  
– Use structured communication at shift change to decrease 

errors 

– Ensure all employees fee psychologically safe to speak up and 
advocate for patients 

– Improve management of changing workloads to decrease 
overtime and turnover 

– Move to a new ice berg! 

Develop the Change Vision and Strategy10 

Our vision: A nomad 

colony...free with 

no fixed home. 

• Share how this change is 
consistent with mission and 
core values 

 



This is education and training 

• Encourage discussion, dissent, disagreement, 
debate … keep people talking 

• Tell people what you know―and what you 
don’t know 

• Value resisters (NO NO) 

– They clarify the problem and identify other problems that 
need to be solved first 

– Their tough questions can strengthen and improve the 
change 

– They may be right―it is a dumb idea! 

Communicate for Understanding & Buy-In10 

…communicate, communicate, communicate… 



It is important to improve teamwork in our organization 
because:  

• 1/4 of our nursing staff believe that shift changes are 
problematic for patients 

• 2/3 of our clinical staff do not have the skills to speak up to 
feel psychologically safe speaking up to those with more 
authority when patient safety is at stake  

• Only ½ of the staff in the ED agree that there is good 
cooperation among hospital departments that need to work 
together. 

• RCA identified poor communication during a handoff of a 
patient from floor to radiology that led to a fall 

 

Communicate Using Talking Points 



TeamSTEPPS stands for: Team Strategies and Tools 
to Enhance Performance and Patient Safety 

It is an evidence-based team training system that 
consists of four categories of skills… 
1. Leadership—conduct briefs, huddles, and debriefs   

2. Situation Monitoring—individuals watch each others’ 
backs (cross monitor) so all have a shared mental 
model  

3. Mutual Support—back-up behaviors that allow team 
members to become self-correcting  

4. Communication— standardized information exchange 
strategies such as SBAR, check-back, call-out, handoff, 
and checklists  

Communicate Using Talking Points 



• Train employees so they 
have the desired skills 
and attitudes 

• Identify personnel with 
the vision and skills to 
COACH others 

• Manage high-level 
resisters…how did 
professor manage No 
NO?  

 

Empower Others to Act10 

An organization cannot be improved from the top only 

http://www.kotterinternational.com/our-principles/our-iceberg-is-melting 



• Provide positive feedback (shirts, pins) 

– Further builds morale and motivation 

– Results from debriefs 

• Provide feedback to plan next goal 

• Create greater difficulty for resisters to block 
further change 

• Provide leadership with evidence of success 

 

Produce Short-Term Wins10 



• Evaluate your training sessions and learn from 
the evaluations (form available on website) 

• Reaffirm the vision 

• Celebrate successes and accomplishments 

• Orient new employees to the tools 

• Include in annual training to reinforce behaviors 

• Tool of the month  

 

Don’t Let Up10 



• Hard wire the change 
– Job descriptions 

– Performance evaluations 

– Policies/procedures 

• Use language and tools in clinical and nonclinical settings 

– Call for briefs, huddles, and debriefs 

– Monitor the situation to establish situation awareness 

– Seek and offer task assistance  

– Structure communication with SBAR, Call-out, Check-
back and I PASS the BATON 

– SBAR can structure email communication, document 
reviews, requests for maintenance 

Create a New Culture 



Strategies and Tools 
to Enhance Performance 

and Patient Safety

TeamSTEPPS…Innovation to Address Need 

• An idea or practice that 
is perceived as new 

• Diffusion process: 
Innovation is 
communicated through 
channels over time 
among members of a 
social system12 
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Getting a new idea adopted, even when it has obvious 
advantages, is difficult. Many innovations require a 
lengthy period of many years from the time when they 
become available to the time when they are widely 
adopted. 12 
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TeamSTEPPS as an Innovation 

Rogers EM. Diffusion of Innovations (5th ed.). New York, NY: Simon & 

Schuster; 2003. pp. 1, 281. 



General Attributes 

• Relative advantage 

• Compatibility 

• Complexity 

• Trialability 

• Observability 
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Attributes of Innovations12 

TeamSTEPPS  

• Train-the-Trainer 

• Fundamentals 

• Essentials 

• Coaching 

• Culture Assessment 

• Implementation/ 
Action Planning 

Rogers EM. Diffusion of 

Innovations (5th ed.). New York, NY: 

Simon & Schuster; 2003. 

Teamstepps.ahrq.gov  



Characteristics of Organizations/Individuals 

Innovative Organizations12,13 

• Management support 

• Resource availability 

• Implementation 
practices “hard wired” 

• Champion 

• Fit between innovation & 
values 

• Effective innovation 
improves climate 

 

 

Innovative Individuals12 

• Greater contact with 
change agents 

• Actively seek 
information 

• Greater knowledge of 
innovation 

• Greater social 
participation 
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Stages in Individual Innovation-Decision Process 

Knowledge Persuasion Decision Implementation Confirmation 
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Rogers EM. Diffusion of Innovations (5th ed.). New York, NY: Simon & 

Schuster; 2003. 



Stages of Innovation in Organizations 

Agenda 
Setting 

Matching 
Redefining/ 

Restructuring 
Clarifying Routinizing 

42 

Rogers EM. Diffusion of Innovations (5th ed.). New York, NY: Simon & 

Schuster; 2003. 

Initiation Implementation 



Change Management: Putting it All Together 
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8 Stages (Kotter) Change Model 
(Pronovost) 

Organizational 
Stages (Rogers) 

Individual Stages 
(Rogers) 

Create Sense of 
Urgency 

Engage Agenda Setting Knowledge – 
Persuasion  

Build Guiding Team Engage Agenda Setting –
Matching  

Knowledge – 
Persuasion  

Develop Change 
Vision & Strategy 

Engage – Educate  
 

Matching – Redefining Knowledge – 
Persuasion – Decision  

Communicate for 
Understanding 

Educate Clarifying Persuasion – Decision  

Empower Others Execute Clarifying 
 

Decision 

Short-Term Wins Execute – Evaluate  Clarifying - Routinizing 
 

Implement 

Don’t Let Up Evaluate – Expand  
 

Clarifying - Routinizing 
 

Implement 

Create a New 
Culture 

Expand – Endure  Routinizing Confirmation 



Putting it All Together: The Checklist 
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 Clearly define the change 

Management is supportive 

 Implementation Champion 

 Employees recognize change is a priority 

 Resources are available 

 Policy/Procedure changed 

 Job descriptions/performance appraisals changed 

 Change is evaluated 

 Results of evaluation guide improvement 

Download Checklist for Implementing Change from 

http://www.unmc.edu/patient-safety/teamstepps_toolkit.htm 



• Changes in values come at the end of the 
transformation process 

• New behaviors adopted by the laggards after success 
has been proven by the early adopters 

• Feedback and reinforcement are crucial to using the 
behaviors—adopting  

• Sometimes the only way to change culture is to 
change key people 

• Individuals in leadership positions need to walk the 
walk and talk the talk 

Culture Change Comes Last, Not First!10 

…Reculturing takes time and it really never ends 



Explain the impact of a teamwork training 
program on hospital safety culture 

• Kirkpatrick’s Taxonomy Four Level Taxonomy 
of Training Criteria 

 

• Team training can result in transformational 
change in safety culture when the work 
environment supports the transfer of learning 
to new behavior 

46 

Objective 3.  
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Kirkpatrick’s Taxonomy14 

Alliger et al. A meta-analysis of the relations among training criteria. Personnel 

Psychology. 2006, 50: 341-358. 

RESULTS 
Improved patient 

outcomes 
Societal benefit  

TRANSFER 
Measurable aspect of 

job performance 

 

LEARNING 
Immediate knowledge, Knowledge 

retention 
Skill demonstration 

 
REACTIONS 

Affective Reactions (like the training?) 
Utility judgments (use the training to make 

changes? 



Reactions 
6. Please describe one change you will make in your practice as a result of this 

training. 

7. This training was well organized, using the 

scheduled time efficiently. 

 Disagree  Neutral  Agree 

        

8. Use of role play and active exercises increased 

the effectiveness of this training. 

 Disagree  Neutral  Agree 

  

9. Please tell us how we can improve the organization and effectiveness of this 

training. 
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Download Short Evaluation of TeamSTEPPS from 

http://www.unmc.edu/patient-safety/teamstepps_toolkit.htm 



57% 58% 

81% 

16% 

22% 

36% 

7% 

15% 

26% 

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

False Start (n=9) Early/Late Majority (n=18) Early Adopter (n=9)

Relationship Between Training Criteria 

Training Knowledge Adoption
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0 10 20 30 40 50 60 70 80 90

Complete Some/All TeamSTEPPS Modules

Define Brief

Define SBAR

Define CUS

Define STEP

Use SBAR to communicate in dept

Use CUS to advocate for pt

Use structured communication across depts

Call huddle to adjust workload

Debrief for improvement

% of Respondents 

2009 (Pre-TeamSTEPPS) 2010 (Post-TeamSTEPPS)

Knowledge 

Transfer of new  
Knowledge to behavior 
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Kirkpatrick’s Taxonomy 



EVERY 5% Increase in team behaviors is 
significantly associated with an increased of ….  

• 11% in communication openness 

• 15% in teamwork within departments 

• 22% in exchange of important patient information 
during shift change 

• 24% in perception that hospital mgt is interested in 
patient safety before adverse events occur 

• 25% in perception that serious mistakes don’t happen 
by chance                     

Impact of Team Behaviors on Safety Culture15 
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• Safety culture is the learned, shared beliefs and 
behaviors that reflect organization’s willingness to learn 
and whether safety is a priority 

• There are multiple strategies to use an innovation such 
as TeamSTEPPS to change your culture; they all have 
common elements… 

– Urgency/Engagement/Agenda Setting…the reason to change 

– Develop the right team to guide the change; make sure they 
have the time and resources to do the work 

– Match a specific problem to a solution and communicate the 
vision! (targeted or transformational change) 

– Empower, clarify, make it routine…don’t give up! 

• Expect barriers…remember the penguins! 

 

 

 

 

 
“If I had an hour to solve a problem I'd spend 55 minutes thinking 
about the problem and 5 minutes thinking about solutions.”  ― 
Albert Einstein 
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Summary 



Summary 

Team training can result 
in transformational 
change in safety culture 
when the work 
environment supports 
transfer of learning to 
behavior. 
More positive safety 
culture is associated 
with fewer adverse 
events and greater 
patient satisfaction. 
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http://teamstepps.ahrq.gov  
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Evaluation 

• On Friday 11/22/13 you will receive an email 
message with an invitation to click on a link to 
complete the evaluation 

 

• If you do not have an email address or did not 
receive an email to complete the previous 
evaluation….contact me for a paper evaluation 

 

 



Requirements 

1. Attend two webinars in person OR watch the 
recordings that will be posted within 1 week of 
live presentation on our website 

http://www.unmc.edu/patient-safety/teamstepps_training.htm 

 

2. Complete evaluations of the webinars by 
12/15/13 

 

3. Submit an action plan for implementing 
TeamSTEPPS in your unit/hospital by 12/15/13 
 

http://www.unmc.edu/patient-safety/teamstepps_training.htm
http://www.unmc.edu/patient-safety/teamstepps_training.htm
http://www.unmc.edu/patient-safety/teamstepps_training.htm
http://www.unmc.edu/patient-safety/teamstepps_training.htm
http://www.unmc.edu/patient-safety/teamstepps_training.htm


Contact Information 

Katherine Jones, PT, PhD  

kjonesj@unmc.edu 

 

Anne Skinner 

askinner@unmc.edu  
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