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OBJECTIVES

At the end of this session, learners are expected to:

• Evaluate situations when psychological safety is compromised 

• Appraise the role of leaders in promoting an environment of psychological safety 

• Develop work environment changes to mitigate threats to psychological safety
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WHEN COMPARED WITH LOW PERFORMING TEAMS, 
DO HIGH PERFORMING TEAMS REPORT 
MORE MISTAKES OR LESS MISTAKES?

A. More mistakes are reported 

B. Less mistakes are reported 



WHAT IS PSYCHOLOGICAL SAFETY?

… refers to the perception that there are no negative consequences 
to self, status, or career for taking interpersonal risks, such as 
reporting mistakes or problems. 

- Also relates to whether others will give you the benefit of the doubt 
when you have asked for help, or admitted a mistake.

Amy Edmondson

PS in the literature may also be known as or inferred by the following terms: 
Disclosure-positive culture, Educational safety, (Patient) Safety Culture, Risk Taking culture
Whistleblower, Retaliatory culture, Fear of Retaliation





WHAT IS INTERPERSONAL RISK?

Dr. W. Warner Burke, Thorndike Professor of Psychology at Teachers College, Columbia University

Discussing 
differences 
with others in 
ways that lead 
to learning & 
change



CASE: PS ON TEAM ROUNDS

• A second-year medical resident, Dr Lee, is handing off an intubated SLE patient with 
uremia and hypoxic respiratory failure during ICU morning rounds. 

• Present were co-residents, fellows, a medical student, and 2 nurses. 

• Dr Lee reported having paged the Rheumatology and Nephrology on-call teams.

• The ICU attending scoffed, then went on to pointedly question Dr Lee: 

“So you called them because you did not know what to do?” Are you really 
in your second year of residency? Do you think you should be a senior? I 
don’t think so. Maybe you should quit right now.” 

• The rest of the care team, stunned, kept quiet.



WHAT DO YOU THINK WOULD BE THE INITIAL RESPONSE OF 
THE RESIDENT (DR LEE) IN THIS CASE?

A.Shrug it off. Inwardly think “Suck it up. That’s medical 
hierarchy for you. I can’t wait until I finish residency.”

B.Respond calmly and say to the ICU attending: “I do not admit 
to knowing everything at this stage. I believe calling those 
teams was what was best for this patient.”

C. Report this ICU attending’s behavior to your program 
director, and possibly even note it on the ACGME surveys.

D.Quit residency.



Possible Consequences of feeling Psychologically Unsafe in Clinical Medicine

Individual Level
Humiliation, Shame
Self-conscious, Self-preservation
Rejection
Callousness
Frustration
Depression 
Anxiety
Presenteeism
Lack of Self-esteem
Dropping out of training
Burn-out
Suicide

“People will not think well of me.”

System - Patient Care
Less Quality Improvement
Poor Communication
Fragmented Teamwork
Less Patient Safety



Possible Consequences of 
Feeling Psychologically Safe
in Clinical Medicine

Resilience
Engagement
Learning from one another
Inquisitiveness 
Self-Esteem
Inclusion
Trust

Productivity
Patient Safety
Teamwork



What is a Resident?

“An individual enrolled in an ACGME-accredited residency program” … “A 
structured educational activity comprising a series of clinical and/or other learning 
experiences in graduate medical education, designed to prepare physicians to enter 
the unsupervised practice of medicine in a primary specialty.”

What is a Fellow?
“An individual enrolled in an ACGME-accredited fellowship (subspecialty) program 
who has completed a residency program in a related specialty” …  “that provides 
advanced training in progressive levels of sub-specialization following completion of 
training in a primary specialty and, if applicable, a related sub-subspecialty. It is a 
structured educational activity comprising a series of clinical and/or other learning 
experiences designed to train physicians to enter the unsupervised practice of 
medicine in a subspecialty.” 

https://www.acgme.org/portals/0/pdfs/ab_acgmeglossary.pdf



Preclinical/Medical School Apprenticeship

Controlled environment
Defined curricula
Less interpersonal risk

Apprenticeship in a clinical setting

Less controlled environment
Interpersonal interaction
Ambiguity
Uncertainty
Taking interpersonal risk



RESIDENTS AND FELLOWS LEARN THROUGH:

• Explicit Curriculum 

• Didactics , Conferences

• Skills workshops/simulations

• Hidden Curriculum (Attitudes, Behaviors)

• Cues from how teachers/attendings 
behave towards each other, patients, 
staff, learners



CASE: Evaluating the Evidence – 1/1

A patient returns to clinic for follow-up. The patient has an unusual manifestation of a not-
so-rare disease which has no FDA approved treatment nor concrete management 
guidelines or consensus.

Dr. Tesser, the intern is rotating through the clinic and sees the patient. Chart review shows 
that a therapy was contemplated for this patient by Dr. Jackson (the attending) that has 
been used for decades. Dr. Tesser checks PubMed – notes that a few small-scale clinical 
trials done 5 years ago support its use; notes that there is another therapy that has also 
been studied in a couple of small-scale clinical trials.  

Dr. Tesser presents the case to Dr. Jackson, with the patient present, and dives into the 
pros/cons of the old therapy vs the new therapy. 

Dr Jackson looks at Dr Tesser, his expression unreadable. The patient looks expectantly at 
the two physicians, awaiting a recommendation. 



CASE: Evaluating the Evidence – 2/2

What would be the best recourse for Dr Jackson to take?

A. Ask Dr Tesser for more clarification, and address the patient by saying “Well, this is 
something new. I have to look more into it.”

B. Advise Dr Tesser that there is so much uncertainty because of the level of evidence 
provided in the literature for both therapies – and address the patient, “Since I have 
more experience than Dr Tesser here with the medication we discussed last time, I 
would still like to give you that treatment.”

C. Feels offended, and then tells Dr Tesser, “Well it looks like you know more about this 
therapy than I do. Why don’t we give it a try and advise the patient about it.”

D. After clarifying with Dr Tesser the nuances of this new treatment, offer both 
treatments to the patient as viable options. 



Korean J Med Educ 2018 Sep; 30(3): 181-188. 

“When asked about things that are uncertain, 
physicians should acknowledge their ignorance and 
try to seek an answer. Physicians should listen to 
patients with sympathy and have patients become 
involved in the decision-making process, with 
explanations of test results, known risks, and options 
for treatment using easy language, while admitting 
the possibility of biases and errors in the process of 
clinical reasoning.”



IS PSYCHOLOGICAL SAFETY BEING MONITORED 
BY ENTITIES THAT OVERSEE PROGRAMS?
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RESIDENTS MAY NOT ERRORS REPORT DUE TO

LACK OF

• UNDERSTANDING OF THE IMPORTANCE OF REPORTING

• KNOWLEDGE OF EVENTS THAT NEED TO BE REPORTED

• CLARITY AS TO THEIR ROLE TO REPORT EVENTS

• UNDERSTANDING ON HOW TO REPORT EVENTS I

CLER Report of Findings 2021: Subprotocol for Operative and Procedural Areas

PERCEPTION OF

• UNSUSTAINED IMPROVEMENT

• ENVIRONMENT WHERE REPORTING IS NOT

PSYCHOLOGICALLY SAFE—WITH A TENDENCY TO

BLAME INDIVIDUALS. 



DREYFUS MODEL OF SKILL 
ACQUISITION

Novice

Advanced Beginner

Competent

Proficient

Expert



DREYFUS FIVE-STAGE MODEL OF ADULT SKILLS ACQUISITION

Dreyfus S, Dreyfus H. A five stage model of the mental activities involved in directed skill acquisition. California University Berkeley Operations Research Center [monograph on the 

Internet]; 1980. Available from: http://www.dtic.mil/dtic/index. html. 

Dreyfus, Stuart E.; Dreyfus, Hubert L. (February 1980). "A Five-Stage Model of the Mental Activities Involved in Directed Skill Acquisition" (PDF). Washington, DC: Storming Media. 

Retrieved June 13, 2010.

https://en.wikipedia.org/wiki/Stuart_Dreyfus
https://en.wikipedia.org/wiki/Hubert_Dreyfus
http://www.dtic.mil/cgi-bin/GetTRDoc?AD=ADA084551&Location=U2&doc=GetTRDoc.pdf


Novice

Advanced Beginner

Competent

Proficient

Expert

Mastery of Illness scripts 

for common diseases 

Mastery of or ability to develop Illness scripts for 

uncommon or rare or highly complex diseases, or 

cases with increasing ambiguity or uncertainty

Active learning Scaffolding  & Concept Mapping Intensity, Illness script mastery
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Reflects

Commits to field

Adopts and personalizes routines

Becomes invested in patients as actual persons

Observer of diseases in patients

Learning routines by observing mentors 

The Psychological Element of Medical Residency & Fellowship



Cognitive Apprenticeship

Internal thought processes – not readily 
observable by teacher
Learners take cues from role models
Coached by supervisors
Increase learning by building on prior 
information (scaffolding)

Requires metacognition – articulation of 
thought processes and reflection on ways of 
solving a problem or completing a task. 

Learners transition from uncommitted lay 
person and observer of conditions in patients –
to being personally invested in patients as 
actual suffering individuals with agency



FROM APPRENTICESHIP TO INDEPENDENCE



CONCEPTS: APPRENTICESHIP TO INDEPENDENCE

• Legitimate  peripheral participation

• resident’s evolution of professional identity—from  passive participant in low-risk  
situations when a master practitioner is nearby to an active one who has integrated 
and is demonstrating the knowledge, skills, and attitudes of the community 

• Migration theory

• demanding work systems tolerate margins of acceptable performance (eg, clinical teams under 
pressure to provide expeditious care may practice at a ‘‘normal-illegal stage’’ where minor 
infringements of safety are implicitly accepted).





‘‘Members of the clinical team of which I was a part are able 
to bring up problems and tough issues.’’  (5-Likert scale)

11 599 respondents (89%) agreed:
6204 (48%) who had strongly agreed 

Responders who reported PS tended to be 
- in less complex facilities
- in other medicine (eg, A&I, dermatology, family medicine, 

neurology, PM&R) and psychiatry
- Male
- saw more patients who were aged, had multiple illnesses, 

with positive social supports, and had no co-occurring 
mental illness.

- No association between PS and academic level. 

JGME 2016. DOI: http://dx.doi.org/10.4300/JGME-D-15-00719.1 
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AYs 2010-2014
13044/43000 (30% completion rate)



JGME 2016. DOI: http://dx.doi.org/10.4300/JGME-D-15-00719.1 

*



Psychological Safety

Empathy

Quality of Feedback

Educational Alliance

Subjective emotional 
experience

Bias

Preence or 
Absence  of 
Harassment

CONNECTION - Determine how domains influence one 
another 

- Survey of 553 physician residents at 
Loma Linda University. 

- 2 questions on burnout from the 
Maslach Burnout Inventory 

- Associations  between burnout and 
callousness, and between burnout and 
overall satisfaction with the training 
program  (p<0.001)

DOI:http://dx.doi.org/10.4300/JGME-D-17-

00195.1 



“How did a sense of PS affect your learning?” 
“Can you tell if there were times in PMME when 
you felt that the learning environment was 
emotionally or psychologically safe or unsafe?” 

You know how they’re going to behave. You can 

anticipate maybe their reactions or their willingness to 

answer your questions. Yeah, just how they behave in 

the group dynamic, that helps you anticipate, like, you 

know, like, when you should ask and is it safe to ask 

now. Is it right to ask in this context. (P#5) 

I’d say I felt pretty safe to completely land on my face if I 

needed to. And knowing that you guys weren’t going to 

think I wasn’t trying hard or anything like that. So I was 

willing to do my best, but if I didn’t really know what I was 

doing knowing that you guys were there to help me 

through it and to teach me how to do it properly rather than 
judge me for not doing it right the first time. (P#7) 

I mean if the group were full of people who knew so 

much more than me, even in the year below me, I, you 

know, I would probably still enjoy it but I wouldn’t feel as 

comfortable. (P#4) 

Intra and Interpersonal Factors



“How did a sense of PS affect your learning?” 
“Can you tell if there were times in PMME when 
you felt that the learning environment was 
emotionally or psychologically safe or unsafe?” 

I’m comfortable now to send [MENTOR 2] and 

[MENTOR 1] an email, and I don’t do it all the 

time, but I’m comfortable enough to do that and 

say “hey look” you’ve committed to this group and 

you’ve politely, at least, I’m sure it’s more than just 

being polite, expressed that we can talk to you 

guys about other things than just the case we’re 

supposed to learn every week. (P#3) 

Feeling free to ask questions and knowing that 

those questions will not be seen as stupid 

questions or something like that allows me to 

comfortably engage a lot more easily with the 

material. (P#8) 

I need time to test the waters, like, figure out where 

everyone is at. Who everyone is. And I’ll stay relatively 

reserved until I can confidently suss that out. Until I 

can confidently figure out where everyone is coming from 
and, like, how I fit into the group. (P#5) 

Consequences of PS vs no PS



“How did a sense of PS affect your learning?” 
“Can you tell if there were times in PMME when 
you felt that the learning environment was 
emotionally or psychologically safe or unsafe?” 

Institutional
Lack of formal assessment

Unstructured learning agenda

Interpersonal
Interpersonal relationships

Cared for as a person
Friendliness and humor
Consistent membership

Intrapersonal
Learning contract
Social positioning







Teaming Theory = 
PS (psychological safety) +
TLB (team learning behaviors)
Webb’s Depth of Knowledge model





JGME 2018, DOI: http://dx.doi.org/10.4300/JGME-D-18-00286.1*Levinson H. Reciprocation: the relationship between man and 
organization. Adm Sci Q. 1965:370–390 PSOS Eisenberger R, Huntington R, Hutchison S, et al.  Perceived organizational support. J
Appl Psychol. 1986;71(3):500–507. PSS McKeon LM, Oswaks JD, Cunningham PD.. Clin Nurse Spec. 2006;20(6):298–304. 

VCU
Short Survey of Perceived Organizational 
Support (SPOS) and the Psychological Safety 
Scale9 (PSS 
19 residency programs, 322 of 511 residents 
(63%) completed the internal survey 

Organizational support theory suggests that individuals tend to personify organizations and 
actions of organizational agents (eg. supervising faculty) as actions of the organization.*

http://dx.doi.org/10.4300/JGME-D-18-00286.1


CASE OF THE ‘INFUSED’ PATIENT – 1/2

You are a PGY3 resident handling an inpatient ward team taking care of 20 aptients. Your team 
consists of 2 interns, and an attending who also has clinic duties. 

AN IV therapy that takes 4 hours to be administered was ordered for a patient overnight. The 
next morning, the intern checks the EMR – infusion was done 7-11pm the night before. 

During rounds, you ask the aptient if they had issues such flushing and headache during the 
infusion. The patient looks at you with a puzzled look, and says: “What infusion? I didn’t get one 
last night.” 

Everyone on the team looks at each other, confused and concerned. 

You confirm what the EMR says. The daytime nurse confirms the overnight nurse’s sign out. You 
call the pharmacy about the patient’s comments. 
Two hours later, the pharmacist clarifies that the patient indeed did not get the infusion, and 
will get it later that day. They reassured you they are going to look into what happened. 

You provide an update to your attending who says: “Well, I hope that does not happen again,” 
and distractedly walks away to go to his afternoon clinic. 



CASE OF THE ‘INFUSED’ PATIENT  – 2/2.

WHAT WOULD YOU DO NEXT?

A. Report this problem through your hospital’s error reporting system, with a lot of 
confidence that this would be investigated and resolved.

B. Try to report this problem through your hospital’s error reporting system, but you 
need to figure out if 1) the hospital has one, and 2) how to do it. 

C. Leave it up to the pharmacy to investigate the issue since “I have way too many 
patients to take care of.”

D. Do not do anything since your attending didn’t say anything about reporting it, and 
you don’t want to be branded as a “bad team player.”



Patient Safety: Taking the Plunge as a Team



HOW MANY TIMES HAVE YOU REPORTED A MEDICAL 
ERROR SINCE/DURING RESIDENCY USING YOUR 
INSTITUTION’S MEDICAL ERROR REPORTING SYSTEM?

A. Never

B. 1-5

C. 5-10

D. 11 or greater



PHYSICIAN REPORTING OF MEDICAL/SURGICAL ERRORS

• <1% of physicians are likely to report errors

• Many residents/fellows are unfamiliar with systems of reporting errors

Kuhn, Catherine M et al. CLER Report of Findings 2021: Subprotocol for Operative and Procedural 
Areas. ACGME 2021. 10.35425/ACGME.0007 
Borz-Baba C et al (February 10, 2020) Cureus 12(2): e6931. DOI 10.7759/cureus.6931 







Borz-Baba C, Johnson M, Gopal V (February 10, 2020). Cureus 12(2): e6931. DOI 10.7759/cureus.6931 

Setting: Yale Primary Care Residency Program
N = 30
53% survey response rate



Borz-Baba C, Johnson M, Gopal V (February 10, 2020). Cureus 12(2): e6931. DOI 10.7759/cureus.6931 
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25%

20%

31.3%

18.8%







CLER Report of Findings 2021: Subprotocol 
for Operative and Procedural Areas

PATIENT SAFETY - Findings

#1: Resident /fellow reporting of patient safety events using 
CLE reporting system was uncommon (outside M&M 
conferences)
#2 Residents/fellows infrequently participated in investigations 
of events.
#4 During time-outs, residents/fellows did not have a defined 
role - seldom spoke up, engaged in other
activities. 

#5 Complete and consistent time-outs … were not modeled in 
the operative and procedural areas. 
#6 Residents/fellows were not informed about their 
participation in elective surgical procedures

Highlights of Findings



CLER Report of Findings 2021: Subprotocol 
for Operative and Procedural Areas

Care Transitions - Findings

#1: Surgical resident and fellow participation varied in the care transition process from operative and 
procedural areas to a variety of locations. Anesthesia residents were more consistently involved.

#2 Use of standardized elements for hand-off communication during transitions was uncommon.

#3/4 Hand-offs within/between anesthesia/surgical teams during the surgical procedure were rarely 
standardized. 

#5 Faculty members did not appear to have an active role in monitoring residents’ and fellows’ 
performance during transitions of care to and from operative and procedural areas. 

Highlights of Findings



CLER Report of Findings 2021: Subprotocol 
for Operative and Procedural Areas

Professionalism- Findings

#1: No coordinated strategies to improve the well-being of the clinical 
care team members in the operating room. Conversations about well-
being among surgeons were expressed in terms of operating room 
efficiency and throughput. 

#2 Monitoring the well-being of team members was uncommon. If 
efforts existed - limited to individual professions and did not address 
the well-being of the clinical care team. 

#3 Few formal or structured interventions were in place to prevent or 
reduce fatigue. 

Highlights of Findings



CLER Report of Findings 2021: Subprotocol 
for Operative and Procedural Areas

Supervision - Findings

#1: Residents /fellows were aware of contingencies for supervision 
during unanticipated emergencies when the supervising faculty 
physician was engaged in multiple simultaneous procedures. 

#2 Operating room nurses expressed the belief that residents and 
fellows were receiving adequate supervision.

#3 Residents and fellows reported variable experiences regarding 
formal instruction on how to supervise others.

Highlights of Findings



RESIDENTS MAY NOT REPORT ERRORS DUE TO

LACK OF

• UNDERSTANDING OF THE IMPORTANCE OF REPORTING

• KNOWLEDGE OF EVENTS THAT NEED TO BE REPORTED

• CLARITY AS TO THEIR ROLE TO REPORT EVENTS

• UNDERSTANDING ON HOW TO REPORT EVENTS I

CLER Report of Findings 2021: Subprotocol for Operative and Procedural Areas

PERCEPTION OF

• UNSUSTAINED IMPROVEMENT

• ENVIRONMENT WHERE REPORTING IS NOT

PSYCHOLOGICALLY SAFE—WITH A TENDENCY TO

BLAME INDIVIDUALS. 



POTENTIAL SOLUTIONS – PROMOTING PS

• Leadership Development – anyone can be a leader – faculty or trainee

• Organizational Reviews – Org chart/hierarchy reviews, teamwork processes

• Reflection

• Self Reflection – how does your behavior affect your team members

• Program Evaluation – be open to hearing about issues of PS in your 
workplace

• Tools to Develop Relationships –

• Communication Processes that promote PS

• Teamwork skills



Adverse Event Reporting = Organizational + Personal Functions



CONFIDENTIALITY Outside of the meeting, members are requested to speak only about their own individual 
experience, and to share only what the group agrees can be openly discussed. 

EQUAL AIRTIME Equal opportunity for each member to participate and attend to each person speaking 

NON JUDGEMENTAL 

(RESPECTFUL) 
LISTENING

Trust whatever someone says is that person’s genuine experience. 
Use ‘I’ statements - seeks to understand before seeking to be understood. 
Only one person speaks at a time. Feedback should be constructive, describe behaviours 
Turning pagers and mobile phones off

TIMELINESS Arriving, beginning and ending on time 

RIGHT TO PASS Everyone has the right to pass if invited to speak. Needing more time for reflection or having 
nothing to contribute are valid reasons to pass. 

ENGAGED Everyone is encouraged to be as engaged as they can be; acknowledge, at least to themselves, 
what may be distracting them. 



SAFE SPACES BETWEEN LEARNERS & EDUCATORS

• The R2C2 - relationship, reaction, content, coaching – (Ende) 

• relationship building positive relationship out of trust and respect

• Educational alliance 

• Therapeutic alliance – client believes the therapist shares with them a positive 
bond, the same therapeutic goals and strategies for working towards them; 

• Junior faculty/doctors need an alliance with their senior faculty/division chief by 
being open and honest and implementing strategies jointly

• Dialogic feedback (Carless) – one’s willingness to be vulnerable to another is based 
on an investment of faith threat there is mutual respect and trust

Ende J. Feedback in Clinical Medical Education. J Am Med Assoc. 1983;250(6):777-81. Telio S, et al. The ‘educational alliance’ as a 
framework for reconceptualizing feedback in medical education. Acad Med. 2015;90(5):609-14. Carless D. Trust and its role in facilitating 
dialog feedback. In: Boud D, Molloy E, eds. Feedback in Higher and professional Education. London, UK: Routledge;2013:90-103. 



Medical Education. 2020;54:559–570. 
medu14154-sup-0001-AppendixS1.docx

Four themes
• Setting the scene for dialog and candor
• Educator as ally
• Continuing improvement orientation
• Encouraging interactive dialog

Social constructivism 
– knowledge is created during interaction between people through discussion 
– learning is specific and intrinsically linked to the context and people involved

https://onlinelibrary.wiley.com/action/downloadSupplement?doi=10.1111%2Fmedu.14154&file=medu14154-sup-0001-AppendixS1.docx


The Role of Educators (Leaders) 
in Promoting Psychological 
Safety in the Clinical Learning 
Environment

• Be ready to show fallibility, Humility
“I will tell you the mistake I made last 
week”

• Ask Genuine Questions 
“What are you seeing? What do you think 
might work here?”

• Value your learners and colleagues.
“What interests you? What do you want 
to achieve five years from now?”

Amy Edmonson (Sarder YT)



WHAT IS NOT PSYCHOLOGICAL SAFETY?

• Being nice. It is about candor. 

• Personality factor.

• Trust – trust refers to interactions between two individuals or parties, exists 
in the mind of an individual, and pertains to a specific entity. 

• Lowering performance standards

• Absence of conflict

• Minimizing harm.

• Diversity



KEY POINTS

• Psychological safety is a feature of organizational culture that allows one to 
take interpersonal risks without negative consequences to self, status, or 
career

• PS is an important component to professional growth, teamwork, and quality 
improvement (patient safety)

• Leaders should encourage PS – laying rules for communication for teamwork, 
by role modeling humility

• Patient (surgical or medical) outcomes is NOT a surrogate for Trainee PS and 
Well-being.



QUESTIONS?


