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Drive Out Fear, Drive Up Safety
Five principles of systems thinking and workplace safety

WEDNESDAY, JANUARY 30, 2013 :: By Jim Howe, president, Safety Solutions, Medford, Oregon

Kaiser Permanente has the tools to become a world
leader in safety—for workers and patients. The plan, do,
study, act (PDSA) cycle, part of KP’s Rapid
Improvement Model, is a proven way for frontline teams
to identify risks and prevent injuries in the course of
their everyday work.

In my work with companies and unions in many
industries, I have found two foundational steps that
organizations must take before they can build a true
culture of safety. They apply equally to workplace and
patient safety:

Focus on root causes rather than symptoms of a
problem.
Drive out the fear of speaking up when people see
problems or have concerns.

Unit-based teams across Kaiser Permanente can follow other UBTs down this road with an approach that
should be familiar to them: systems thinking.

Systems thinking means stepping back and looking at what influences your situation and how it all fits together
—staffing, patient loads, work processes and relationships, and so on. If all you do is treat each symptom of a
problem as it comes up, then the underlying causes will remain. Systems thinking helps teams use their PDSA
training to develop more effective tests of change.

Here are five principles teams can use to build systems thinking:

1. Don’t blame individuals; focus on process improvements. Blaming individuals for system
breakdowns creates conflict and undermines efforts to share information and
improve operations.

2. Understand and document the current system structure. Look for how parts of the whole
process or system fit together and how hazards are introduced.

3. Brainstorm the desired system involving cross-functional teams. Map out the system as it
should be, with an eye on workflows and handoffs.

4. Improve the systems by understanding interrelationships, creating feedback loops and monitoring
outcomes. Comparing your current system to your desired system should suggest
ways to change.

5. Learn from the process and share experiences. Training in systems thinking and
opportunities to share ideas and practices (for instance, in huddles, conferences or
UBT fairs) are essential.

Traditional incident investigations done by safety committees or supervisors don’t always get to root causes.
They’re based on the idea that if you stand and watch at the point of injury, you can catch mistakes. But
causes and effects often are not that closely related in time and space. For example, in complex systems like
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health care, decisions made in the purchasing department about what equipment to buy, or concerns that are
not raised because people are afraid to speak honestly, can cause harm on the floor six months later.

The best unit-based teams are changing the way people think and work together. By using their partnership
tools and resources, UBTs can make Kaiser Permanente the best—and the safest—place to work.

For more workplace safety tools and information, contact the workplace safety lead in your unit or
facility. Additional resources are available online .
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