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affect reliability. To implement sensitiv-
ity to operations, physicians and nurses 
from other units were encouraged to 
provide feedback or share their experi-
ence with CCU personnel in face-to-
face conversations to better promote ef-
fective communication. 

Identifying changes needed to 
the current system (stage six). This 
stage focuses on identifying solutions 
to the problems that degrade reliability. 
Both problems and solutions must be 
measurable; otherwise there will be no 
improvement. Any meaningful change 
that addresses the problems should im-
prove reliability. 

Mindfulness was particularly helpful 
in guiding caregivers to meditate on a 
specific problem and conceptualize pos-
sible solutions. In medical practices, a 
“best practices” approach does not al-
ways apply because of the high variance 
in patients’ severity of illness or injury, 
age, gender, mental state or attitude. To 

facilitate mindfulness, an unused break 
room with comfortable furniture and 
little noise was designated. Immediately 
following a break, caregivers diligently 
documented their change ideas or solu-
tions for subsequent discussion. Empha-
sis was on identifying changes through-
out the unit, especially at front-line 
levels, which can be very effective in 
recognizing problems early. The front-
line caregivers can quickly recognize 
threats and implement solutions to ad-
dress or prevent such threats. 

Mindfulness supports identifying fea-
sible and desirable changes to counter 
immediate threats at the lowest level of 
the organization. Instead of a hierarchi-
cal structure, where decision-making is 
driven from the top, mindfulness pro-
motes a relatively flat organizational 
structure, driving decision-making from 
the bottom based on the expertise of the 
process owners. 

At Southern Healthcare, the CCU’s 

organizational structure is relatively flat. 
Nurse supervisors control manpower 
and assignments, and physicians or doc-
tors control treatment. Nurses occupy 
the next level and are responsible for 
providing care. CCU nurses execute a 
doctor’s treatment procedure. The ma-
jority of the requests to change (or adjust) 
treatment are generated by a lower level 
nurse, not by the doctors. Before recom-
mending changes, however, nurses were 
encouraged to meditate on the problem 
and discuss their changes with peers be-
fore suggesting them to a doctor. While 
maintaining a flat organizational struc-
ture, one limiting factor has been the 
insurance providers and managed-care 
structures, which follow a hierarchical 
makeup.

Taking action or developing an 
action plan to implement changes 
(stage seven). The CCU encourages 
implementing a solution if the solution 
is simple or developing an action plan 

FIGURE 3

Better … body and mind
The data show that implementing mindfulness improved outcomes in the critical care unit.

Measures Before mindfulness After mindfulness

Efficiency a. Number of patients/year admitted to CCU
b. Average number of hours in CCU/patient
c. Average bed CCU occupancy/utilization
d. Total cost per patient/day

1,997
73 hours
87%
$5,500

4,020
70 hours
94%
$5,400

Process a. Number of negative interactions between nurse and patient’s family
b. Number of negative interactions between doctor and patient’s family
c. Reliability of patient care measured as the percentage of patients discharged 
alive – and stable
d. Number of incidents of improper medication, dosage or timeliness by CCU
e. Number of improper/unnecessary notifications to physicians
f. Number and duration of unit equipment failures – average time to repair/replace-
ment
g. Number of failed shift-supervisor inspections for cleanliness, orderliness and 
aesthetics
h. Number of CCU unit policy violations such as visitation hours

965
NR
1,875/1,997=93.8%

0
341
32 – 3.5 hours

53/550 = 9.6%

5

911
144
3,998/4,020 = 99.5%

0
120
71 – 2.25 hours

21/1,100 = 2%

8

Outcome a. Accidental patient lacerations by nurse or physician
b. Mortality rate of AMI (acute myocardial infarction) measured as  
[number of AMI deaths/number of AMI live discharges]
c. Acute stroke mortality rate measured as [number of stroke deaths/number  
of stroke live discharges]
d. Central-line associated blood stream infections
e. Death of surgical patients with serious treatable complications
f. Live discharge (number of deaths/number of admissions)

0
10/642 = 1.5%

NR

0
7
22/1,997 = 1.10%

0
13/1,312 = 0.9%

NR

0
11
22/4,020 = 0.55%

Notes: CCU = critical care unit; NR = not reported




