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About Tawam

·Tawam Hospital is a 477-bed tertiary care 

facility located in Al Ain, Abu Dhabi, and 

the largest of the United Arab Emirates. 

·In 2006 Tawam Hospital entered a ten 

year affiliation with Johns Hopkins 

Medicine.



Objectives

·Understand the principles of the Science 

of Safety

·Review the organizational characteristics 

that foster a culture of safety

·Discuss the Comprehensive Unit-based 

Patient Safety program



What is Culture*?:

òThe way we do things 
around hereó

1 attitude = opinionéeveryoneôs attitude =  culture

*aka Climate



Culture in Safe Organizations

·Commit to no harm  

·Focus on systemsnot people

·Value Communication/teamwork
ƁAssertive communication

ƁTeamwork

ƁSituational awareness

·Accept responsibility for systems in which we 
work

·Recognize culture is local

·Seek to expose (not hide) defects 

·Celebrate safety
ƁWorkers viewed as heroes



How we started at Tawam?

·January-08 Created the Patient Safety dept. recruited 
4 patient safety officers and medication safety officer.

·February-08 Leadership training on Patient Safety

·April-08 òCulture of Safetyó Conference & 
Comprehensive Unit based Safety Program Roll-Out. 

·June 09-Implemented òPatient Safety Net" online 
incident reporting system.



The Johns Hopkins -Comprehensive 

Unit-based Safety Program (CUSP)



On February 22, 2001, eighteen-month old Josie King died 

from medical errors at the Johns Hopkins Hospital

Peter J. Pronovost, MD, PhD 

is a practicing anesthesiologist and 

critical care physician, 

teacher, researcher, and 

international patient safety leader.



Comprehensive Unit-based Safety Program 

(CUSP)
CUSP is a 6-step safety program

¾ Step 1: Safety Attitude Questionnaire (SAQ) 

¾ Step 2:Staff education on the Science of Safety

¾ Step 3: 2-item Staff Safety Survey

¾ Step 4: Executive Walk Rounds

¾ Step 5: a) Learning from our mistakes

b) improve teamwork and communication

¾ Step 6 : Resurvey staff about Safety Culture (annually)



Senior Executive Leaders assigned to 

each CUSP unit:

NNU
Pediatric  

Oncology
ICU

CEO CFO COO

Dr. Steven MatarelliMr. Saeed Al KuwaitiMr. Gregory Schaffer 



Safety Attitude Questionnaire (SAQ)





Culture linkages to Clinical, Operational 

& other Outcomes

ÅWrong Site Surgeries

ÅDecubitus Ulcers  

ÅDelays

ÅBloodstream Infections

ÅPost-Op Sepsis

ÅPost-Op Infections

ÅPost-Op Bleeding

ÅPE/DVT

ÅRN Turnover

ÅAbsenteeism

ÅVAP

ÅBurnout

ÅUnit size

ÅCommunication 

breakdowns

ÅFamiliarity

ÅSpirituality

ÅMost validated: Qual. Saf. 

Health Care 2005;14;364-

366



Domain / Percentage Positive ICU Pediatric 

Oncology

NNU

Teamwork 54.90% 64.70% 66.70%

Safety 41.80% 50% 70.80%

Job Satisfaction 69.20% 82.40% 75%

Stress Recognition 41.80% 20.60% 48.60%

Perceptions of Hospital Management 12.10% 26.50% 41.70%

Perceptions of Unit Management 28.60% 38.20% 59.70%

Working Conditions 46.20% 44.10% 52.80%

CUSP-Safety Attitude Questionnaire 

Results (SAQ) 2008





ICU Physicians and ICU RN 

Collaboration
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Teamwork Disconnect

·RN: Good teamwork means I am 

asked for my input

·MD: Good teamwork means the 

nurse does what I say













2 question survey:

1. How you think the next patient in your unit/clinical area will be harmed?

2. What you think can be done to prevent or minimize this harm?
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CUSP Executive Walk rounds:

·The CUSP Executive monthly walk round 
is a process to improve patient safety and 
the culture 

·The purpose is to strengthen 
collaboration among senior hospital 
leaders, department chairs/unit managers 
and frontline caregivers

·The end result being improved patient 
safety.



Typical question asked during the 

walk rounds are:
¾ How have you prevented a patient from being 

harmed? 

¾ What keeps you up at night? 

¾ What bothers you after you have left the 
hospital? 

¾ How will the next patient be harmed? 

¾ What are some barriers you have faced in 
patient safety? 

¾ If your loved one was a patient in this unit, 
what would you be worried about? 

¾ How can you better involve patients and their 
families in their care? 



Steve Talking to the House Keeping staff

ICU- CUSP Executive Walk rounds

Peds Oncology - CUSP Executive Walk rounds



òLearning from Defectsó 



Medication Error Story -1

Double check for 
expiration date not 

done properly

First Nurse proceeded 
to administer the 

vaccine without taking 
the tablet PC to the 

patient bed side

Vaccine Injected and 
asked second Nurse to 
chart in Cerner on his 

behalf

Second Nurse baffled after seeing 
the expiration date and the 

missing expiration date in the 
label

Error reached 
the patient but 
did not cause 

harm

Expired vaccine 
arrived from 

Pharmacy

SWISS CHEESE MODEL


