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Facilitator Guide 
 

Instructions for Discussion 

 
 

The length of the video is either 25:45 minutes or 20:45 minutes. The longer version has documentation 

examples from the medical record. Ideally at least an hour should be allowed for viewing and discussing the 

video with the audience. 

 

Because the content of the video can be emotionally upsetting to those viewing it, it may be helpful to ask the 

audience to reflect silently for a few minutes on the issues that they found most disturbing in the video before 

asking them to come together and discuss as a group.  

 

Below are some example questions for the audience, based on the culture of your institution feel free to add or 

delete questions as appropriate. 

 

 

1. Could the events of this video happen in your unit today? 

 

2. How do we tap the value of patient family input and concerns and build that into the patient’s care? 

 

3. What is the patient’s and family’s role in the patient’s care?  

    What do you do to ensure that they understand the roles they occupy? 

 

4. Formulate a list of steps this intern should have taken in your service and when.  

    How do you communicate those to your trainees? 

 

5. What would you advise a nurse do when he or she does not get a response after repeated calls? 

     Identify strategies for escalating when the patient’s health demands it. 

 

6. How do you think the nurse might have been more effective in communicating her concern to the medical      

team? 

 

7. Whose responsibility is it to create and grow a safe culture? 

 

8. What behaviors do clinicians* need to exhibit to show they are committed to a culture of safety: 

     Attending’s, residents, interns, nurses, respiratory therapists, pharmacists, assistive personnel*? 

 
  



 

Educational Objectives and Discussion Questions for: 

“Lives in Our Hands: Overcoming Barriers to Patient Safety” 

(with clinical details) 

 
1. Placing the patient at the center of all we do as health care providers is more difficult than it seems. Identify 

all the aspects of a health care environment that compete with the goal of creating a patient-centric culture, 

including aspects of human nature, financial and environmental incentives and disincentives. 

                

                

                

                

                

  

  

2. Feeling both safe AND a personal duty to ask for help when the patient’s needs demand it are signs of a 

healthy culture. Describe other attributes of a culture that creates these expectations and similarly, recognize the 

barriers that prevent development of a healthy culture. 

               

               

               

               

                

 

 

3. Identify how the quality of communication between all members of the healthcare team impacts patient 

safety. 

               

               

               

                

 

 

4. Health care is clearly a team activity. Discuss strategies for developing integration and cohesiveness within 

the care giving team. 

               

               

               

               

                

 

 

5. Patients and families are the central focus of a patient centered health care experience. What strategies are 

useful to elicit their concerns, useful observations and participation in their care? 

               

               

               

               

                

 

 



6. How does personal accountability at every level of the patient care team impact patient safety? 

               

               

               

               

                

 

7. The teaching responsibility means more than simply delegating to subordinates and forcing them to learn on 

the job alone. Discuss the ethical demands that are unique to an academic medical environment and identify 

what meaningful supervision and training look like. 

               

               

               

               

                

 

8. Examine reasonable expectations from the patient and family perspective. What are they ethically and 

practically entitled to when an unanticipated outcome occurs?  What are the barriers? 
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