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NAHQ Healthcare Quality Competency Framework

Patient Safety
• Assess patient safety culture

• Apply safety science principles 

and methods

• Identify and report patient 

safety risks and events

• Collaborate to analyze patient 

safety risks and events





Story 1

Patient Safety Story (1:50)

https://www.youtube.com/watch?v=M53gOVrTUUw&feature=youtu.be

Engagement with the Employee (12:58)

https://www.youtube.com/watch?v=FHwki_6WmH4&feature=youtu.be

https://www.youtube.com/watch?v=M53gOVrTUUw&feature=youtu.be
https://www.youtube.com/watch?v=M53gOVrTUUw&feature=youtu.be


Example

Patient Safety Story (1:50)

https://www.youtube.com/watch?v=M53gOVrTUUw&feature=youtu.be

Engagement with the Employee (12:58)

https://www.youtube.com/watch?v=FHwki_6WmH4&feature=youtu.be

https://www.youtube.com/watch?v=M53gOVrTUUw&feature=youtu.be
https://www.youtube.com/watch?v=M53gOVrTUUw&feature=youtu.be


Objectives: The participant will be able to:

• Describe (at least 3) benefits of Patient Safety Stories

• Apply the concepts of Patient Safety Stories into 

current practice (clinical or non-clinical) to engage front 

line staff

• Apply a standard story telling template for use in 

practice as a tool for High Reliability Organizations 

(HRO)



● Definition

● Development from Other Industries 

● Three (3) Pillars

○ Leadership Commitment

○ Safety Culture

○ Continuous Process Improvement

● Five (5) Principles

○ Sensitivity to Operations

○ Preoccupation with Failure

○ Deference to Expertise

○ Reluctance to Simplify

○ Commitment to Resilience

High Reliability Organization (HRO)

Definition-An organization that 

experiences fewer than anticipated 

accidents or events of harm, despite 

operating in complex, high-risk 

environments.

Adapted from Weick, Karl E., and 

Kathleen M. Sutcliffe. Managing the 

Unexpected. Jossey-Bass 2nd ed. 2017

• Goal-Zero Harm

• Why Patient Safety 

Stories
• Engagement of Staff

• How do we Measure 

Engagement-Data
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Tenerife 

Crash

Worst 

Disaster 

in 

Aviation



It’s personal- Focus on Preventable Harm



Nation’s Worst 

Commercial Nuclear Accident



How did we respond

http://www.nap.edu/catalog/11623.html
http://www.nap.edu/catalog/11623.html


Benefits of Patient Safety Stories

Benefits/Value of Stories

• Activates the Brain

• Creates Emotional Impact

• Transmit the History & Legends

• Embodies the Culture

Benefits/Value of Patient Safety Stories

• Creates Focus on Organizational Values

• Engages All Levels of Staff

• Increases Communication Flow

• Cements the Culture









Q. Why use emotion in a story?

Humans make emotional decisions
Messages in stories can be 22X more memorable than facts

Personal stories make up 65% of our conversation

Emotion







1. Simple
2. Timeless
3. Demographic-proof
4. Contagious
5. Easy to remember
6. Inspire
7. Appeal to all learners
8. Work here learning happens
9. Put the listener in “learning mode”
10.Shows respect for the audience

Top 10 Reasons 

To Tell Stores



• A relatable hero

• A relevant obstacle

• An honest struggle

• A worthy lesson

What makes a great story

a great story?

• A hero we care about

• A villain we’re afraid of

• Epic struggle between 
them







Story
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https://www.nejm.org/toc/nejm/379/14?query=article_issue_link


Types of Stories

Stories

Patient Safety Stories

Great Catch

Adverse Event Stories

Complaints

Customer Service



Patient Safety Stories



Great Catch



Adverse Event Stories



Story- Support a cause for reporting tests Advancing 

safety with closed-loop communication of test results

When a critical result of breast cancer is missed and 

discovered a year later… it is too late Joint Commission



Story

Was care delivered reliably?

34

Betsy Lehman

Boston Globe Health Reporter

Died December, 1994 after receiving an 

accidental four-fold overdose of chemotherapy 

at Dana Farber.
18 month old who died as 

a result of medical error at 

John Hopkins. She had 

suffered burns from a hot 

bath and died of severe 

dehydration and misused 

narcotics

Dennis Quaid twins receive heparin overdose

17 year old who received organ 

transplant with incompatible blood 

type at Duke.



Patrick Sheridan and son Cal

The Joint Commission 

Sentinel Event Alert on 

Kernicterus



ComplaintsCustomer Service



Story

Video Link    Videos and Podcasts (sharepoint.com)

https://dvagov.sharepoint.com/sites/OHT-PMO/high-reliability/Pages/Videos.aspx




Slide Title

Enter Text

Enter text



● Implementation of Patient Safety 

Stories into Practice Using a 

Formalized Method and Template

● Sharing Patient Safety Stories

Engaging Staff with Patient Safety Stories

Our Journey



VA Roadmap to HRO



Patient Safety Stories

Daily Morning Huddle-

Committee Agenda

Digital Signage

Great Catch Poster

Newsletter

675 Newsletter 

(Online)



Apply a Standard Story Telling Template

● National Template

○ Context

○ Action

○ Results

○ Principle (HRO)

● Getting Staff to Use the Template

○ Initial Approach

○ Barriers/Fears

○ Time

○ Repository

○ Integration into Great Catch Award





3 Pillars

5 Principles

7 Values



Lab Patient Safety Story





Repository

● Local Data Base of Stories (National has one too)

● Tracker by Service, by Date

● Useful for Quarterly/Annual Great Catch Recognition-$

● Useful for Quarterly “On The Spot” Award- $

● May Identify Trends/Patterns in Patient Safety

● Opportunities for Improvement



Great Catch Award Program











Other Actions

*Safety Forums- share adverse event and 

RCA actions for open discussion & learning

*Committees- share stories

*HRO Theme of the Month- based on pillars, 

principles & values-poster & video

*Safety Story Video Challenge (National)

*HRO Training

*Clinical Team Training

*Veteran to Share Story





blob:https://www.youtube.com/102a5a5f-73a0-4c49-8d28-773a9db0f947

https://www.youtube.com/watch?v=uJ31xLnqigE
#changinghumanhealth #nurseschangelives

Nurses Change Lives

blob:https://www.youtube.com/102a5a5f-73a0-4c49-8d28-773a9db0f947

https://www.youtube.com/watch?v=uJ31xLnqigE

https://www.youtube.com/watch?v=uJ31xLnqigE

https://www.youtube.com/watch?v=uJ31xLnqigE
https://www.youtube.com/hashtag/changinghumanhealth
https://www.youtube.com/hashtag/nurseschangelives
https://www.youtube.com/watch?v=uJ31xLnqigE
https://www.youtube.com/watch?v=uJ31xLnqigE


blob:https://www.youtube.com/102a5a5f-73a0-4c49-8d28-773a9db0f947

https://www.youtube.com/102a5a5f-73a0-4c49-8d28-773a9db0f947

https://www.youtube.com/watch?v=uJ31xLnqigE

https://video.search.yahoo.com/yhs/search?fr=yhs-solex-foxynewtab&ei=UTF-8&hsimp=yhs-

foxynewtab&hspart=solex&p=johnson+and+johnson+video+to+those+changing+human+health&type=%2F0UM-

2nyt#id=2&vid=8474029d4df9f6853e0241ed3fe29ae9&action=click

https://www.youtube.com/watch?v=uJ31xLnqigE


Key Takeaways

● HRO Map Showing Where Patient Safety Stories 

Align

● Sample Tool to Collect Patient Safety Stories

● Patient Story Telling Template

● Sample Digital Signage Format for Patient Safety 

Stories



Questions?

How are you 

using stories?

What have you 

learned?

What changes or 

improvements 

have you made?

What else to 

support HRO?



Contact Information

Susan V. White

Chief, Quality Management

Orlando VA Health Care System

Susan.White4@va.gov
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