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Speaker 

Priscilla Ebone, MSN, RN, CPPS
Patient Safety Subject Matter Expert 
IPRO HQIC 

Priscilla Ebone provides patient safety expertise to healthcare systems and organizations to advance the 
culture of patient safety and innovations at the point of care. 
• With 15 years of RN bedside nursing care, Priscilla has practiced in the areas of home healthcare, acute 

care hospitals, hospice care, rehabilitation, and post-acute care settings. She recognizes that across the 
continuum of care, quality care is the necessary basic step to improve patient satisfaction, decrease 
length of stay, and better outcomes. In her patient safety role, she has conducted pressure ulcer event 
investigations, is very familiar with various root cause analysis outcomes, and has provided suggestions 
for best practices. 

• Her passion to improve patient safety has motivated her to facilitate quarterly HQIC Lunch and Learns. 
She has chosen the topic of culture of safety this quarter.



Speaker  

Julia Harbuck-Valley, RN, BSN 
Quality Manager Scheurer Health
Michigan Regional Healthcare

As a Quality Leader at Scheurer Health, Julia Harbuck-Valley thrives on evidence-
based practice, data driven process improvement plans, and system-level team 
engagement to drive a culture of safety across our healthcare organization. With 10 
years of nursing experience, Julia uses her expertise to understand clinical 
processes and foster engagement from frontline clinicians to further advance 
Scheurer’s Culture of Safety. 



Speaker   

Jennifer Anderson, CPHQ 
Lead Quality Performance Improvement Specialist 
University of Michigan Health – Sparrow Michigan

• She stepped into the world of Healthcare Quality/Performance Improvement in 2014. She was then 
promoted to Community Hospital – Lead Quality/Performance Improvement Specialist in 2023 to 
begin standardizing work and reporting across the critical access and rural hospitals of the Sparrow 
Health System. 

• Jennifer has been actively involved in the Michigan Critical Access Quality Network for over nine 
years. She led a Strategy Group – driven to ensure compliance with all data reporting to regulatory 
agencies. In 2017, Jennifer was elected by her peers to serve as Vice President, a position that she still 
holds. Recognized for demonstrating strong leadership in ensuring quality and safety across care 
settings, Jennifer was invited to serve on the HQIC Quality Advisory Council in 2022. 
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Objectives of Today’s Presentation

In this Lunch and Learn webinar, you will learn about: 

• The characteristics of the Culture of Safety
• Using successful tools to achieve the Culture of Safety
• How an organization adopted a safety culture in their High Reliability 

Organization (HRO) journey
• How leadership can support the Culture of Safety by using the proposed 

Patient Safety Structural Measure (AHRQ, 2023)



Culture of Safety 
Julia Harbuck-Valley RN, BSN
Manager of Quality 



Reaching to be an HRO 

Purpose

Leadership & 
Education  

Data & 
Transparency  

Improvement 
Activities 

Reassessment



Leadership 
• Board & C-suite Executives prioritize safety as core value 
• Provides resources 

• Education 
• Equipment 
• Personnel
• Technology 

• Data & transparency 
• Assessment of culture  

• Employee engagement survey 
• SCORE survey 



Culture of Safety
• Policies and protocols 
• Education 

• Leadership 
• All employee 
• Orientation 

• Promoting reporting
• Ease of use 
• Confidential 
• Closed-loop communication 
• No blame environment

• Reducing burn out 
• Data & transparency 



Transparency
• Free flow of information 
• Great catch – goal 
• Safety dashboard 
• Quality report cards 
• Close-loop communication 
• Rounding

• Safety check-in 
• Clinical huddle 
• Department huddle 
• Senior leader rounding 



Transparency 
= Trust in Leadership 

Accountability Empowerment Communication 

Collaboration Innovation Job Satisfaction 

Safe Environment



An Occurrence 
• Transparency and support 

• Patient and caregivers 
• Healthcare professionals 
• Leadership 
• Organization 

• Action 
• Financial and nonfinancial reconciliation for patient 
• Event investigation 

• Root cause analysis
• Event timeline 
• Process improvement



Questions?   



High 
Reliability 
Journey

Jennifer Anderson, CPHQ
Community Hospital Lead Quality - 
Performance Improvement Specialist

University of Michigan Health – Sparrow 
Ionia



  



Leadership Commitment

• Board of Directors prioritized 
quality, safety culture, and zero  
patient harm

• Action plans are developed 
• Leadership domain: board
• Safety culture domain: trust/just 

culture

• Strategic goals include quality, 
safety, and patient experience 

• Complete the ORO HRO 
Assessment every 2 years



Strategic Planning and Organizational Policy

• Strategic goals for the system – 
results are reported to system 
board quality

• Hospital strategic goals – hospital 
board quality

• Department goals – 
scorecards/managing daily huddle 
boards

• Daily safety calls 



Adoption of a Safety Culture 

• Just culture training
• Electronic incident reporting
• Serious safety event committee
• Culture of Safety survey 

completed every 2 years
• Speak Up! campaign
• Engagement Survey completed 

every year



Adoption of a Safety Culture

COVID pandemic impacting patient care:
• Isolation precautions
• Increase in the number of patients 
• Decrease in staff
• Supply chain issues with products

Incident Reporting 
• In 2021, a noticeable increase in 

identification/specimen labeling errors 
occurred

• What really is the root cause of the errors?



Getting to the Root Cause



Robust Process Improvement
• Preoccupation with Failure: any near miss/failure 

was to be reported in our incident reporting 
system

• Deference to Expertise: reviewed current process 
with frontline caregivers; identified process issues 
to supply gathering and patient labels

• Sensitive to Operations: staffing challenges have 
nurses, phlebotomists, medical assistants, and 
sometimes med techs collecting specimens; 
improved hand-off communication of specimens

• Commitment to Resilience: lab was empowered to 
stop the line when there were questions about 
specimens received for processing; leadership was 
notified in real-time to determine next steps; Just 
Culture was reinforced

• Reluctance to Simplify: double checks were put in 
place to ensure accuracy of specimen labeling

• Daily Safety Call: any near misses/failures are 
reported daily, monitoring last error 



Results



Presenters’ Contact Information

Priscilla Ebone, MSN, RN, CPPS
Patient Safety Subject Matter Expert 
IPRO HQIC 
ebonep@qlarant.com

Julia Harbuck-Valley, RN, BSN 
Quality Manager Scheurer Health 
Michigan Regional Healthcare
Harbuck-ValleyJ@scheurer.org

Jennifer Anderson, CPHQ 
Lead Quality Performance Improvement Specialist 
University of Michigan Health – Sparrow Michigan
Jen.Anderson@UMHSparrow.org
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