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Patient Safety & 
Error Reporting 



Finding From First CLER Report (2012)

“Overall, the residents were inconsistent in their 
awareness and understanding of the hospital’s system 
for reporting patient safety concerns including: 
1) what type of events should be reported, 
2) who was responsible for reporting,
3) what mechanism should be used to report. Of those 

interviewed, only a few residents had any direct 
experience filing a report using the hospital’s online 
(Quantros) system. In general, they seemed to defer 
to the nurses to file the reports.” 



Addressing the CLER Finding

• Forming the Team
– GME Leadership
– Program Faculty
– Residents



Addressing the CLER Finding

• Forming the Team
– GME Leadership
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– Performance Improvement
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– Research 



Addressing the CLER Finding

• Forming the Team
• Resident Alignment

– Awareness of institution initiatives
– Assessment of resident knowledge and 

attitudes





Addressing the CLER Finding

• Forming the Team
• Resident Alignment
• Education on the Reporting System

– Program specific 
– Reporting system demonstration
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Lessons Learned

Presenter
Presentation Notes
Nursing Involvement



Take Aways

• Aligned residents with institution initiative
• Residents took ownership of reporting 

process
• Opened communication across the 

healthcare team
• Report feedback process is critical to 

residents



Creating Psychological Safety

Doug Salvador MD MPH
Vice President, Medical Affairs

Baystate Medical Center

doug.salvadorMD@baystatehealth.org



A PATIENT STORY



Transparency

Leadership

Psychological 
Safety

Negotiation

Teamwork & 
Communication

Accountability

Reliability
Improvement 

& 

Measurement

Continuous 
Learning

Engagement of 
Patients & Family

Framework for Clinical Excellence

Facilitating and mentoring 
teamwork, improvement, 
respect and psychological 

safety.

Creating an environment where 
people feel comfortable and have 
opportunities to raise concerns or 

ask questions. 

Being held to act in a safe and 
respectful manner given the 

training and support to do so.

Developing a shared understanding, 
anticipation of needs and problems, 
agreed methods to manage these as 

well as conflict situations 

Gaining genuine agreement on 
matters of importance to team 

members, patients and families.

Regularly collecting and learning 
from defects and successes.

Improving work processes and patient 
outcomes using standard improvement tools 

including measurements over time. 

Applying best evidence and 
minimizing non-patient specific 
variation with the goal of failure 

free operation over time.

Openly sharing data and other 
information concerning safe, 

respectful and reliable care with staff 
and partners and families.

©  IHI and Allan Frankel



15

BHMIS FRAMEWORK

CULTURE
• Leadership
• Psychological Safety
• Teamwork
• Accountability

LEARNING
• Transparency
• Measurement
• Improvement
• Reliability



We are our own image consultants and 
best image protectors

Source: Amy Edmondson

To protect one’s image, if you don’t want to look:

PSYCHOLOGICAL SAFETY CHANGES THIS PARADIGM

STUPID

INCOMPETENT

NEGATIVE

DISRUPTIVE

Don’t ask questions

Don’t ask for feedback

Don’t be doubtful or criticize

Don’t suggest anything innovative

Psychological Safety 

Presenter
Presentation Notes
In order for the learning system to generate and institutionalize improvements, we need to make sure there is psychological safety. Amy Edmondson states that we are the owners of our image, our own “image consultants”. In order to protect our image we don’t want to look: Stupid; therefore Don’t ask questionsIncompetent; therefore Don’t ask for feedbackNegative; therefore Don’t be doubtful or criticizeDisruptive; therefore Don’t suggest anything innovativeWhen psychological safety exists in a unit or organization, these things don’t exist, and, in fact, aren’t tolerated. Creating psychological safety is one of the critical roles of leaders at all levels of the organization.
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Psychological Safety 
• Psychological safety is a belief that one will not be punished or 

humiliated for speaking up with ideas, questions, concerns, or 
mistakes.

• A shared sense of psychological safety is a critical input to an 
effective learning system.

• Allows cross-disciplinary teams to overcome inhibiting 
effects of status differences

• Psychological safety predicts engagement in quality 
improvement work

Psychological Safety and Learning Behavior in Work Teams. Administrative Science 
Quarterly, Vol. 44, No. 2 (Jun., 1999), pp. 350-383 
Amy Edmondson 

Nembhard IM Edmondson AC.  Journal of  Organizational Behaviour 2006 27:941-966



Culture:  Psychological Safety Behaviors

• Does not judge
• Asks about breaches in professionalism & 

psychological safety
• Encourages team members to cross monitor and 

report difficult interactions
• Makes personal connection with all
• Ensures familiarity among team 
• Models responding to feedback positively



Pediatrics, 2015



Diagnostic Performance



Procedural Performance
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Culture of Safety Survey 2015

• Teamwork 
– 39% say it is difficult to speak up with a problem 

about patient care
– 42% say disagreements are resolved appropriately
– 66% say dealing with difficult colleagues is 

consistently a challenging part of my job
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Presenter
Presentation Notes
This is a picture of the Daly 6B huddle board where all of the staff on the unit are getting together at 9am to go over the status of the unit.  This is an operational huddle and a safety huddle because they go over days since last patient fall, which patents are high risk and have bed alarms, which patients have foley catheters and days since last CA-UTI.  This is exactly the kind of team structure that can be used to improve culture.  I would love to see the staff also putting up on the board cultural defects.  An example would be noting down breaches of psychological safety in the past 24 hours.  This would allow us to make these visible and close the loop with follow up conversations about these events
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Breaches in Psychological Safety

• Facilitated discussion between the individuals 
in conflict 

• “Cultural defects” are as important as clinical 
or process defects and must be resolved
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Impact

• Thank you Shawna! I appreciate your 
supportive and kind words the other morning. 
It is not easy for me to put myself out there in 
situations like that. It is nice to know that a 
meeting was implemented. Even the littlest 
gesture may go a long way. He checked in with 
me for the following two nights that I had his 
patient and he was very polite. The road has 
to start somewhere! Thank you again.



Team Competency in Action
Attestation Procedural Pause

Brian D. Owens, MD

AIAMC Annual Meeting
April 1, 2016
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• GME as a Driver of Patient Safety
• Tools and Resources to Align the Organization
• National Initiative I: Handoffs
• National Initiative II: Patient Safety Curriculum—Perioperative  

Attestation
• National Initiative III: Patient Safety and Quality Improvement 

Faculty Development 

• National Initiative IV:  Health Care Quality, Disparities, Literacy
• National Initiative V:  Improving Community Health and Health 

Equity Through Medical Education—Identifying and Helping Those 
who Struggle with Alcohol Misuse

Alliance of Independent Academic 
Medical Center National Initiative



© 2016 Virginia Mason Medical Center

Align the Vision with Resource

We attract
and develop

the best team

People

We foster a 
culture of 
learning

and innovation

Innovation

We create an
extraordinary

patient experience

Service

We relentlessly 
pursue the 

highest quality 
outcomes of care

Quality

Vision
To be the Quality Leader 

and transform health 
care

Mission
To improve the health and 

well-being of the patients we serve
Values

Teamwork |  Integrity  | Excellence  | Service

Strategies

Virginia Mason Team MedicineSM Foundational Elements

Patient

Strong 
Economics

Responsible
Governance

Education Virginia Mason
Foundation

Integrated
Information

Systems

Research

Virginia Mason Production System

5 Year Plans

Annual Goals

Long Term Vision

Quality and Safety
1. Ambulatory Prevention Bundles
2. Optimize Care Transitions
3. Zero Nosocomial Injuries

Fall Prevention
Health-care Acquired Infections

4. Patient Safety Curriculum
5. Innovative Clinical Value Streams

KPO Priorities
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2010 Organizational Goals

We attract
and develop

the best team

People

We foster a 
culture of learning

and innovation

Innovation

We create an
extraordinary

patient experience

Service

We relentlessly 
pursue the 

highest quality 
outcomes of care

Quality

Vision
To be the Quality Leader 

and transform health care

Mission
To improve the health and 

well-being of the patients we serve

Values

Teamwork |  Integrity  | Excellence  | Service

Strategies

Virginia Mason Team MedicineSM Foundational Elements

Patient

Strong 
Economics

Responsible
Governance

Education Virginia Mason
Foundation

Integrated
Information

Systems

Research

Virginia Mason Production System

Quality and Safety
1. Ambulatory Prevention Bundles

2. Optimize Care Transitions
3. Zero Nosocomial Injuries

Fall Prevention
Antithrombotics

Health-care Acquired Infections

4. Patient Safety Curriculum
Patient Satisfaction

1. Create and Sustain a Service Culture

Staff Satisfaction
1. Staff Engagement
2. Communication
3. Leadership Development

Strong Economics
1. Margin: Revenue Growth

Integrated Information Systems
1. Closed Loop Medication / Bar Coding
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Aim

What…Develop/pilot patient safety curriculum

Who…Perioperative services (subset)
Hospital 7, 8, 14 (Telemetry and ACE)
Team: MDs, RNs, residents, pharmacy

By when…End of 2010



© 2016 Virginia Mason Medical Center

WHY:
Teams that communicate effectively 

reduce the potential for error.

Great teamwork  = 
– High staff  engagement / satisfaction

– +
– High patient satisfaction
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This really happened…
“Would you tell me if I 
were going to operate 
on the wrong lung?” “No.”     

“Why not?”
“I don’t know you 

that well. You 
might yell at me.”         

Attending 
Surgeon

Surgery 
Resident

Anesthesia  
Resident
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NI 2: Attestation Time Out

• Current State, 2009
 Pause is Attending Surgeon communication
 Rolling stop
 Team not engaged
 Would people actually stop the line?
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NI 2: Attestation Time Out

• Process
 Engage residents and faculty from general 

surgery and anesthesiology as well as OR 
nursing and other staff
 Create process whereby each team 

member gives first and last name, 
responsibility and attests to what they 
know about the procedure.
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NI 2: Attestation Time Out
• Institutional Involvement
 Perioperative Services makes new format 

a requirement
 Educational video created

• Demonstrate to current team members 
that time required for new format is less 
than 2 minutes

• Orient new team members 
 Spread to all procedural areas
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NI 2: Attestation Time Out
Outcomes
 Dr. Jon Narimasu, anesthesiology resident

• Poster presentation, ASA, 2010
• Topic and poster chosen for release to lay 

journals
 Dr. Alison Porter, general surgery resident

• Lead article in Joint Commission Journal of 
Quality and Safety, Jan, 2014

 Joint Commission
• Best Procedural Pause ever observed.  “You 

should patent and sell it!”
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