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Burnout .
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Figure 2.1. Personal and Professional Consequences of Burnout.

(Mndlﬁed from Shanafelt TD, Noseworthy JH. Executive leadership and physician well-being: nine
8 1 gies to promote engag and reduce burnout. Mayo Clin Proc. 2017

Jan;92(1]:129-46; used with permission of Mayo Foundation for Medical Education and Research.)
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Figure 3.1. Key Drivers of Burnout and Engagement for Physicians
(Modified from Shanafelt T, Noseworthy JH. Executive leadership and physician well-being: nine

' 1 gies to promote

and reduce burnout. Mayo Clin Proc. Jan
2017;92(1):129-46; used with permission of Mayo Foundation for Medical Education and
Research.)

E IR : Mayg Clinic Strategies To Reduce Burnout: 12 Actions to Create the Ideal Workplace

(Mayo Clinic Scientific Press)
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AND FINDING JOY
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Institute for
Healthcare
Improvement

WHITE PAPER .

IHI Framework for

Build Joy in Work
and Prevent Burnout

th
AN IHI RESOURCE ?’
20 University Road, Cambridge, MA 02138 » ihi.org b j

How to Cite This Paper: Perlo J, Balik B, Swensen S, Kabcenell A, Landsman J, Feeley D. IHT Framewaork for Improving Joy in Work. THI . & 1 H-
White Paper. Cambridge, Institute for Hea 2017, (Available at ibi o) MR J_ifs'*'mr

Four Steps for Leaders

4. Use improvement science.

3. Commit to a systems approach.

2. ldentify unique impediments.

1. Ask staff, “What matters to you?”




IHI Framework for Improving Joy in Work

Physical & Psychological Safety:
Equitable environment, free from
— harm, Just Culture that is safe and
respectful, support for the Second
Victim

Real-Time Measurement:
Contributing to regular
feedback systems, radical

candor in assessments

Weliness & Resilience
Health and wellness self-
care, cultivating resilience
and stress management,

role modeling values, —_

system appreciation for
whole person and family,
work/life balance, mental
health (depression,

Happy

Meaning & Purpose

Daily work is connected to
what called individuals to
practice, line of sight to
organization mission and
goals, constancy of purpose

Choice & Autonomy

anxiety) support
Healthy Environment supports
2 choice and flexibility in
Productive work, hours, and use of

Daily Improvement:
Employing knowledge
of improvement
science and critical eye
to recognize
opportunities to
improve; regular,
proactive leaming from
defects and successes

electronic health records

Recognition & Rewards:

Leaders understand daily
- work, recognizing what

team members are doing,

and celebrating outcomes

Participative Management:

Co-production of joy; leaders create

space to hear, listen, and involve

before acting; clear communication

and consensus building as a part of

decision making 19

Camaraderie & Teamwork:
Commensality, social ot
cohesion, productive teams, -
shared understanding,

trusting relationships

Managomont Layor @
ERREE [ .

Supporting Layer
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Patient Safety First

eak up for Patient
Safetv
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21

Patient safety is a serious global
public health concern.
Estimates show that in
high-income countries,
as many as one in 10
patients is harmed
while receiving
hospital care. The
harm can be caused
by a range of adverse
events, of which
almost 50% are
“preventable.
Without improving people’s
access to quality health care
services — a fundamental
principle of universal health
coverage and key to achieving

S pea k U p health-related Sustainable

Development Goal (SDG) 3 —

for pdﬁenf Sd fety ! the occurrence of adverse

events, resulting from unsafe
® o World

care, is likely to become one of
No one should be harmed n\ Patient Sc’feiythe top 10 I)éading causes of

in health care Day 17september 2019 oath and disability worldwide.
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Speak up for Patient Safety

1.Put your patients’ interest first RAZZZE L :

Correcting something which is not right, however small it may seem, can makea . .

big difference. ‘@9 it I_ll
“We are not looking for credit or pinpointing other’ s mistakes; we are uf— — &

encouraging each other to save lives and prevent harm from reaching our u‘s ?‘E‘A K UP j

patients,” B e Sl

2.Treat mistakes as learning points 2& {55z :
Human errors are unavoidable. How one views and learns through the mistakes
can shape the level of trust in the organisation’ s work culture.

“Nobody who works in a hospital wants to make mistakes. If somebody checks
your work, it" s to help you avoid mistakes. That' s out of concern for the patient,
and for you too. I' ve made errors before and felt awful when | found out. What is
more important is that everyone learns from them,”

3.Be tactful ZBiESBE :

"For example, instead of saying, 'thisiswrong’ ,you could frameitas a
question, such as, “Could we please reconfirm?”

4.Learn from others &7 &1 {th AB33F .
Seeing how others voice their concerns and are supported by their
supervisors and colleagues can boost your confidence in speaking up.

https://www.kkhZbm.sg/news/tomorrows-medicine/spotted-a-safety-concern-speak-up-for-your-patients

Patient Safety Leadership WalkRounds™

it B3
* B=s
BN —EEEAN B EEENRISH I EBZ 2L - Allan
Frankel +7E [Hl €3 5#E 7 WalkRounds - MEASEEEE—&
ET3E% (connect) —B1E  WEANEEEBEEENTEEE -
SHESESEN—SABNSE TR HRBBEZEXIE -

- EEMTZEKEAER

1EREHRZ

2 fefEim AL 2 bR

BIRHEBAERBRELU rBRAZE

AL NEZERIRE

5BVEET x5 -  BEHBMUAERIZHBEERAZZRERES
6.BU LIRS LZERERNRERAFTE

75BN RERE ~ SRR AT SR RSB R

BHIEER 2R EEEREERE

ARIEHHIEDR] - ZRAOR

24 http://www.ihi.org/resources/Pages/Tools/PatientSafetyLeadershipWalkRounds.aspx
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