
Bettina Siewert
******@***bidmc.harvard.edu

Vice Chair for Quality and Safety -
Department of Radiology Beth
Israel Deaconess Medical Center

LinkedIn

Volume 17 - Issue 5, 2017 - Winning Practices
Building a new culture of safety

Providing employees with the right environment and skills

 

Human factors such as authority gradients are important barriers to safety event reporting in healthcare and warrant implementation
of specific countermeasures and cultural change.

 

Introduction

 

Safety event reporting is the cornerstone of all quality assurance and improvement efforts. Electronic reporting into databases is possible for
many systems issues, however many safety concerns have to be reported verbally in the moment when patient safety is at immediate risk.

 

It has been well established that verbal reporting of safety concerns is subject to significant barriers and therefore frequently does not occur. The
rate of not speaking up about a safety event, once an issue has been identified, ranges from 40% in the airline industry (Wheale 1983) to 90% in
the healthcare industry (Maxfield et al. 2005). The most recognised barrier is an authority gradient between staff working together. Additional
human factors include fear of retribution, fear of disrespect, fear of a "toxic captain" (an individual that is difficult to work with), a high reporting
threshold, understanding safety as everybody's responsibility, lack of listening, and lack of language training.

 

In its recent sentinel event alert (The Joint Commission Sentinel Event Alert 2017) The Joint Commission underscored the importance of a
culture of safety where all staff can report safety events without fear of consequences and are actively recognised for bringing safety concerns to
somebody's attention. This article discusses human factor barriers to safety event reporting and provides suggestions on how to overcome them.

 

Fear of the "Toxic Captain"

 

The toxic captain is defined as a person who creates an uncomfortable work environment, who sets a negative tone around them, does not
appreciate the talent and skills of others, does not listen to feedback and is unable to collaborate. The term originated in the airline industry
where it has been identified as a safety risk which also applies to healthcare.

 

Removal of this barrier requires organisational commitment to high standards of professionalism for all staff and developing systems for
intervention and remediation. Encouragingly, work on professionalism has shown that behavioural change in individuals is possible sometimes
with as little as a single conversation. Raising awareness about this issue has allowed 65% of staff to reverse their behaviour (Hickson et al.
2002).
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Lack of language training

 

While lack of language training is often reported as a minor barrier acknowledged by 2-29% of staff to interfere with speaking up, it does play a
major role in clinical practice. St. Pierre et al. showed that safety issues that can be solved by action not necessitating verbal interaction are much
more likely to be addressed than those that require a verbal communication (St. Pierre et al. 2012). In addition, only a fraction of verbal
communications (11%) are unambiguous and pursued, i.e. clarified or repeated until the receiver has fully understood and recognised the
concern. Most verbal communications are vague, only hinting at the issue, or even though the problem is stated clearly, it is only brought up
once and not pursued if the receiver does not react to the message.

 

This language barrier can be addressed with the development of five-step language scripts that facilitate unambiguous communication:

1. The communication is initiated by addressing a specific person directly by name
2. The sender then states the observation without value judgement
3. The sender states the concern that she/he has arising from this action
4. She/he continues by proposing a different action
5. She/he asks for the receiver’s opinion

 

Understanding patient safety as a common responsibility

 

Approximately one third of frontline staff do not consider patient safety a part of their work assignments, and are under the impression that the
attending physician staff solely carry the responsibility for this aspect of patient care. While there is no doubt that the attending physician is
ultimately responsible for a patient's safety, it is important to recognise that physician attending staff as human beings are vulnerable

to distraction, information deficit, and misunderstandings. Therefore, physicians and other team leaders need support from everybody on the
team to provide additional potentially important information.

 

Removal of this barrier requires explicitly making patient safety a responsibility shared by everybody. This new understanding could be included
in the organisation's mission statement, code of conduct and performance evaluations. Recognising staff who have demonstrated exemplary
efforts in this regard, raises the overall awareness for this important task.

 

Fear of retribution

 

This barrier is well recognised in the literature and has been reported as the cause for not speaking up in 70% of safety events occurring in the
manufacturing industry (Ryan et al. 1998). Specific fears include fear of receiving less desirable work assignments, not being considered for
promotion, not getting a good letter of recommendation, and fear of losing one's job.

 

Transparent processes have to be created to counteract these fears. Transparency around work assignments and vacation time requests will
offset the human tendency to search for causal connections between events, that may not necessarily be related. Along similar lines, team
leaders have to be aware of their own body language and tone of voice when answering to safety events being brought up. For example, a harsh
tone or abrupt body language d ue to stress on t he manager's part may be misinterpreted as “having done something wrong” or “having offended
the team leader” which would reinforce concerns for retribution on part of the sender. Transparency about causes for the team leader’s response
will help prevent misunderstandings and avoid mixed messages.

 

Lack of listening

 

This has been identified as a barrier by more than 50% of staff. Listening is a complicated part of the communication process that is divided into
five different components (Devito 2016): receiving, understanding, remembering, evaluating, and responding. Interruptions can occur at any
stage by distraction due to physical noise, inability to share one another's meaning, reconstructive memory, bias, prejudice and assumptions, and
lack of immediate feedback.

 

Removal of this barrier may be possible by instituting a practice of active listening:

1. Listening to what is said,
2. Rephrasing what one has heard,
3. Asking questions for clarification and
4. Obtaining confirmation that what was understood is correct.
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Fear of disrespect

 

Disrespect in the workplace has risen over the last decades from 25% in 1998 to 90% in 2015. The impact of disrespect on performance is
dismal: staff who experience disrespect demonstrate a 61% decrease in performance and a 58% decrease in creativity. But not only does
disrespect influence the person at whom it is directed, it also negatively influences all those who witness it, decreasing performance by 22% and
creativity by 28%.

 

To create a respectful work environment, it may be helpful to specifically review respectful and disrespectful behaviours with all staff (Meshanko
2012) and include behaviours supporting a culture of respect in the organisational code of conduct. A powerful starting point in the journey
towards building a more respectful work environment can be the simple practice of thanking staff for bringing a safety issue to the attention of
team leaders. This expresses respect and reassures frontline staff that bringing up safety concerns is valued by team leaders.

 

Challenging authority

 

The concern to challenge somebody in authority is common ranging from 40% in the airline industry to 90% in healthcare. It is worthwhile
considering where the perception of challenge originates: from the content of the message, the way the message is delivered or the beliefs of the
sender/receiver? The content of the message should not contribute, it merely contains important information that the receiver may need and may
be unaware of. The way the message is delivered may contribute, if the message is phrased in an accusatory or offensive fashion, pointing out
that an error is about to be made or expressing doubt about the competency of the team leader. However, the sender’s and receiver’s beliefs
likely contribute the most to a perception of challenge: the receiver may automatically perceive any safety issue that is brought up as a comment
on her/his lack of competency and the sender may fear that her/his message would be misunderstood that way.

 

Therefore, cultural change is needed for everybody to understand the calling out of safety issues as a positive event that ensures the patient's
safety and ultimately the success of the healthcare team. Team leaders no longer need to perceive a challenge to their authority and senders no
longer need to be afraid to be misunderstood.

 

Reporting threshold

 

Most staff only consider bringing up a safety concern when they are entirely sure that their observation is correct and that their concern is
justified. Maybe this is not surprising in today’s medical culture. Its high technical development offers treatment for many diseases that were
previously considered incurable and patients’ expectations are high. The fact that somebody “does not know something” is incongruent and
therefore perceived as unacceptable. However, with the exponential growth of medical knowledge over the last decades, the expectation that
health care staff/physicians are all knowing is unrealistic: medical knowledge currently doubles every three years and by 2020 is expected to
double every 73 days.

As a profession we have to come to a new cultural understanding, reassuring staff that it is acceptable not to know something, and encouraging a
low reporting threshold with everybody sharing uncertain observations in order to improve patient safety.

 

Conclusion

 

Establishing a new culture of safety where all employees are enabled to speak up, requires providing employees with additional skills as well as
changes in the work environment. Additional employee skills include learning to follow language scripts, active listening skills, and understanding
safety as a responsibility shared by all. Cultural changes require creating a work environment based on mutual respect, instituting a non-
hierarchical team structure in regards to safety and encouraging a low reporting threshold.

 

Key Points

 

40-90% of employees’ experience barriers to safety event reporting that keep them from speaking up about safety concerns
The most common barriers to speaking up in healthcare are high reporting thresholds, authority gradients, and fear of disrespect
Additional barriers include lack of listening, fear of retribution, not understanding safety as a responsibility shared by all, lack of language
training, and fear of an individual creating an uncomfortable work environment (“toxic captain”)
Establishing a new culture of safety where all employees are enabled to speak up, requires providing employees with additional skills as
well as changes in the work environment
Additional employee skills include learning to follow language scripts for speaking up, active listening skills (particularly for team leaders),
and understanding safety as a responsibility shared by all
Cultural changes require creating a work environment based on mutual respect, instituting a non-hierarchical team structure in regards to
safety and encouraging
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