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Abstract

Background Patient safety is an important concept in
resident education. To date, few studies have assessed
resident perceptions of patient safety across different
specialties.

Objective The study explored residents’ views on
patient safety across the specialties of internal medicine,
general surgery, and diagnostic radiology, focusing on
common themes and differences.

Methods [n fall 2012, interviews of small groups of
senior residents in internal medicine, general surgery,
and diagnostic radiology were conducted at 3 academic
medical centers and 3 community teaching hospitals in 3
major US metropolitan areas. In total, 33 residents were
interviewed. Interviews used interactive discussion to
explore multiple facets of patient safety.

Results Residents identified lack of information, common
errors, volume and acuity of patients, and inadequate
supervision as major risks to patient safety. Specific
threats to patient safety included communication
problems, transitions of care, information technology
interface issues, time constraints, and work flow.
Residents disclosed that reporting safety issues was
viewed as burdensome and carrying some degree of risk.
There was variability as to whether residents would report
safety threats they encountered.

Conclusions Residents are aware of threats to patient
safety and have a unique perspective compared with
other health care professionals. Transitions of care and
communication problems were the most common
safety threats identified by the residents interviewed.

Editor’s Note: The ACGME News and Views section of
JGME includes data reports, updates, and perspectives
from the ACGME and its review commitiees. The decision
to publish the article is made by the ACGME.

Introduction

In 2000, the Institute of Medicine’s report To Err Is
Human: Building a Safer Health System' highlighted
serious concerns about the safety of patient care in the US
health care system. In response, ensuring the safety of
patient care became an important objective for resident
education, with links to all 6 Accreditation Council for
Graduate Medical Education (ACGME) compencies.>”
There have been efforts to assess the safety of patient care
within and across disciplines.>®* When surveys have been
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conducted to seek their perspective on the safety of care in
teaching settings, residents have reported multiple errors
and threats to patient safety, including a lack of procedural
training, inadequate sign-outs, teamwork problems, su-
pervision issues, technology interface glitches, and long
work hours.'® To date, no study has used interactive
discussion among residents from several specialties to
explore their perceptions of patient safety and patient care
across specialties.

In fall 2012, the author conducted a study to explore
what senior residents in internal medicine, general surgery,
and diagnostic radiology view as major threats to patient
safety, both collectively and in their specialties, and what
they perceive as barriers to safe patient care. The 3 specialties
were selected because of their prevalence in university and
community teaching hospitals and their regular interactions
and opportunities for shared clinical experiences.

Methods

Study sites were selected with advice from ACGME senior
vice presidents for hospital-based, medical, and surgical
accreditation and the executive directors of the residency
review committees for the 3 specialties.

The questions for the interview sessions were developed
from a comprehensive review of the literature on patient
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safety and resident education in the medical and medical
education literature from 2000 to 2012. Draft questions
were reviewed by chairs of 2 residency review committees
and experts on patient safety, who offered suggestions for
refinement. The resulting draft and interview process were
pilot tested at 1 university and 1 community teaching
hospital, and revisions were made based on the participants’
input. The final interview questions are shown in the B o x.
For the study, 1-hour interviews were conducted at 6
institutions (3 university and 3 community teaching hospi-
tals) located in 3 major US metropolitan areas. At each site, 2
peer-identified senior residents from each specialty were
asked to participate in the interview.

The study protocol and study materials were approved
by the Institutional Review Board at the American
Institutes for Research.

Interviews were conducted in an interactive format.
Although all 8 study questions were raised, the interviewer
used prompts only for clarification purposes and allowed
the discussion among participants to progress on its own
accord. Interviews were digitally recorded and transcribed,
and themes were identified by the investigator. Recordings
and transcriptions were reviewed and verified for accuracy
by a second ACGME field representative with experience in
qualitative interview research. Agreement by both review-
ers was required for a theme to be included in the final set
of themes. Themes were aggregated into larger categories
over multiple iterations of review and categorization, using
accepted approaches for content analysis in qualitative
research.'"2

Results

Thirty-three residents were interviewed. Scheduling prob-
lems prevented 3 general surgery residents from partici-
pating in the interviews.

Residents’ Perception of Patient Safety and Common
Safety Threats

In response to the question “What constitutes patient
safety?” residents across the 3 specialties mentioned some
form of “do no harm” and emphasized the importance of
adhering to standards of care (ie, doing the right thing for
the right patient at the right time).

In response to the question about risks to patient safety
they had experienced in recent months, interviewees
reported many types, including medication errors and
general errors (eg, wrong patient, wrong procedure, wrong
site) as well as information being not available, lost, or
distorted during transitions of care.

The analysis explored particular safety threats per-
ceived by residents in each of the 3 specialties, and
differences between university and community teaching
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BOX INTERVIEW QUESTIONS

From your perspective as a resident in internal medicine, general
surgery, or diagnostic radiology:

1. What constitutes patient safety?

2. What constitute risks to patient safety within your specialty?

3. What are examples of risks to patient safety you have observed in
the past few months?

4. What [physician] [program] [institutional] characteristics/factors
contribute to increased risks to patient safety?

5. How does your [program] [institution] support a culture of
patient safety?

6. What kinds of activities do you participate in within your
institution that promote patient safety?

7. What is your [collective] [individual] role in ensuring/facilitating
patient safety?

8. What can be done [by your specialty] [across your specialties] to
improve patient care?

hospitals. Specialty-specific threats to safe care included
medication-related issues for internal medicine and
procedure-related risks for general surgery. For diagnostic
radiology, threats included reactions to contrast, the dose
of radiation for patients, magnetic resonance imaging
safety, reporting findings to the correct person in a timely
manner, and lack of involvement of diagnostic radiology
in clinical decisions. There were no significant differences
in types of errors, threats to patient safety, or underlying
causes between university and community teaching
hospitals.

Underlying Causes of Patient Safety Risks in
Teaching Settings

Residents identified multiple threats to patient safety in
teaching settings common to the 3 specialties and
provided examples for each. The threats included com-
munication problems and resulting lack of information,
transitions of care, human-technology interface issues,
lack of adequate supervision, volume/acuity, and time
constraints.

Communication problems and the resulting lack of
information or misinformation were encountered between
individuals, within and among teams, and between services/
specialties. They encompassed miscommunication, lack of
communication, inappropriate communication, and not
knowing who to call. As 1 general surgery resident
commented, “Poor communication results in patient safety
issues all of the time, the perception of things being
communicated when they are not. Effective communication
isn’t necessarily an order in the computer or a note in the
chart if nobody reads it or sees it.”

Examples of lack of information that often resulted
from communication problems included residents not
knowing the patient or the prior course of care, lack of
adequate clinical information provided when requesting a
consult or radiologic study, and lack of information
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provided when accepting a transfer patient from another
department or hospital.

Care transitions, particularly transitions between teams
and services, transfers from outside hospitals, and transfers
between inpatient to ambulatory settings, were a common
area residents perceived as a significant threat to patient
safety. Residents commented on the amount of critical
information that needs to be transmitted in a brief time
period, the large volume of information available on every
patient, and sign-out templates that are not accurate or
current. Examples of vulnerable situations included times
when the resident team who had accepted a patient had
gone home and no member of the current team had
pertinent information and times when attending-to-at-
tending communications were not shared with the resi-
dents. Problems with care transitions also occurred at
discharge from the hospital, when unsafe conditions
included a lack of current, correct medication lists and
problems in the transfer of information to the patient’s
primary care physician.

Information technology interface and electronic health
record issues mentioned by interviewees related to systems
not being integrated (eg, inpatient with outpatient, multiple
systems within a hospital, different systems across unre-
lated hospitals, different systems within a particular health
system), multiple logins, and some system safeguards that
were perceived as distracting.

Lack of adequate supervision was commonly men-
tioned. Residents were sensitive to the risks associated with
providing residents with progressive responsibility and
experience while keeping patients safe.

Patient volume and acuity were mentioned as safety
threats, particularly in terms of transfers of information
between the day team and the night float team, team sign-
outs, and the significant amount of information that needs
to be considered for high-acuity patients. One general
surgery resident noted, “Services where volume is the
highest, that is where things will fall through the cracks.”

Time constraints were mentioned as another threat to
safe patient care. Some of these constraints result from
limits on resident hours and lack of time to complete key
patient care tasks.

Finally, safety issues are often viewed as additional. As
1 general surgery resident commented, safety issues are not
a step in the process functionally but are viewed as a layer
on top.

Reporting of Patient Safety Issues/Concerns

Participants offered a wide range of responses regard-
ing reporting of safety issues and residents’ roles in
this process. Many residents indicated that they felt

comfortable or safe reporting actual safety issues,
although a few reported their comfort was attending-
dependent. Most residents who had reported a safety issue
indicated that they had received direct or indirect feedback
on its resolution. In contrast, the process for reporting a
near miss was not clear to residents.

Processes were in place at departmental and/or insti-
tutional levels to report errors, but residents expressed
concern about the degree to which those processes ensured
confidentiality or anonymity. Some residents indicated that
they would report all errors and safety threats, but others
noted that reporting was highly variable, and almost a third
of respondents mentioned that they would not report an
error committed by another physician. Respondents indi-
cated that chief residents often were the first line for
reporting safety issues. Insufficient knowledge about
exactly what to report as an error or safety threat was also
identified as a barrier for reporting by more junior
residents. A diagnostic radiology resident observed, “It is
hard to report something that went wrong when you don’t
know what is right or wrong.”

Residents emphasized that patient safety reporting
takes time, and that formal reporting processes were
viewed as burdensome. An internal medicine resident said,
“It takes your initiative to sit down in the middle of being
really busy to fill out the incident report . . . But most of the
time it is too tedious and takes too much time and then
things don’t really change later. Most of the time you do
the best you can and move forward.”

Improving Patient Safety

Residents in the 3 specialties cited multiple examples of
programs and institutions supporting patient safety. These
included supervision, checks and balances in ordering
medications and procedures, local and national quality
improvement activities, simulations, internal peer review,
morbidity and mortality and other conferences at which
errors and unsafe conditions were discussed, and online
learning modules. At the same time, residents only infre-
quently commented on the existence of an overall culture of
patient safety, and some noted that institutional culture was
seen a barrier to reporting unsafe events. A general surgery
resident commented, ‘‘Safety things are still seen as a burden,
and it is not cool to speak up about them.”

Residents viewed their personal role in ensuring/
facilitating patient safety to be integrated within these
larger institutional efforts. Activities specifically mentioned
included support for resident participation in patient safety
activities and reporting of events and “near miss”
situations. When asked how to improve patient safety in
their respective specialties, residents mentioned improving
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communications. Technology enhancements were com-

monly offered as a means for achieving this.

Discussion

This analysis focused on patient safety as perceived by
senior residents in 3 specialties. Although the study is
limited in scope, the findings echo previous survey findings
on residents’ perceptions of patient safety threats and offer
further support for earlier research results that suggest that
the causes of unsafe conditions and adverse events in
teaching setting are complex.'® Residents are aware of the
risks in their learning and work environment, and they see
and experience things that others in the institution may
not notice. Having a functional, integrated system to
improve communication was viewed by all residents as
being critical to patient safety and was the patient safety
element they perceived to be most lacking at the present
time.

A concerning finding for efforts to promote safe care is
that residents perceive that there are risks in reporting
unsafe conditions and adverse events. This is not unique to
residents. Physician reporting of safety threats and adverse
events remains quite low, despite more than a decade of
efforts to implement and use patient safety reporting
systems.'* To increase reporting, some have advocated for
enhancing discussion of error disclosure and adverse event
reporting at the early phases of physician education as well
as expanding education about safe patient care in teaching
hospitals by making it an explicit part of the curriculum.
It also is concerning that although long hours and fatigue
were mentioned by only a few residents as factors
contributing to unsafe care, both were mentioned as
barriers to residents taking the time to report an error or
safety threat. This may also help explain the difference
between residents’ intent to report errors and the actual
reporting mentioned by participants and found in earlier
research.'

Areas for future research on residents’ perspectives
germane to enhancing patient safety include closing the
gap between intended and actual reporting of errors;
research shows that underreporting of adverse events can
be reduced with basic education about errors and
reporting procedures.'® Another area entails exploring the
practical implications of establishing a true culture of
patient safety in teaching institutions, including engaging
residents in efforts to improve safety and taking advantage
of their unique perspective.!” Gains in reporting of errors
and unsafe conditions, and resident participation in
quality and safety improvement efforts, likely will also be
achieved through the efforts of the ACGME’s Clinical
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Learning Environment Review (CLER) program, which
provides for regular onsite review of the learning
environment and opportunities for sponsoring institutions
to demonstrate leadership in patient safety and quality of
care. The CLER Pathways to Excellence document
released in early 2014 defined expectations for sponsoring
institutions pertinent to 2 findings of this study: (1)
enhancing resident awareness of error-reporting processes
and their role in reporting errors and (2) involving
residents in improving patient safety.'® The Pathways
document also includes an expectation that institutions
will create a culture of safety that might not have been
present yet in the institutions represented in this study
conducted in 2012.

Conclusion

Residents have a unique perspective on patient safety, and
this report echoes earlier research showing greater
complexity in errors and unsafe conditions in teaching
settings. Resident involvement in efforts to improve the
safety of care, including reporting of adverse events and
threats to patient safety, will benefit care in teaching
hospitals and in the settings in which graduates will
practice after completing training. Patient safety should be
evident at all levels of the health care system and should be
valued and modeled by all participants, including resi-
dents.
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