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SA-CME LEARning OBjECtivES 

 
After completing this journal-based SA-

CME activity, participants will be able to:  
■ Describe human factor barriers to 

safety event reporting. 
 

■ Apply specific tools and develop pro-

cesses to facilitate communication across 

barriers. 
 

■ Identify opportunities for cultural 

change in the workplace. 
 

See rsna.org/learning-center-rg.  

 
 

In high-reliability industries that are dedicated to ensuring safety, 

safety event reporting is the cornerstone of improvement. However, 

human factors can interfere with consistent reporting. Common human 

factors that are barriers to safety event reporting include liability 

concerns; time constraints; physician autonomy; self-regulation; 

collegiality; the lack of listening, language training, and/ or feedback 

regarding reported events; unclear responsibilities within safety teams; 

and a high reporting threshold. Other barriers include fears of 

challenging authority, being disrespected, retribu-tion, and the creation 

of a difficult work environment. These factors are reviewed in the 

health care setting, and the countermeasures that need to be introduced 

at the frontline employee, leadership employee (physicians and 

managers), and departmental and orga-nizational levels to create a 

culture of safety in which all employees feel comfortable raising safety 

concerns are discussed.   
©

RSNA, 2019 • radiographics.rsna.org 
 

 

Introduction 
 

Courage is what it takes to stand up and speak, and courage 

is also what it takes to sit down and listen. 

Winston Churchill 
 
High-reliability industries, that is, those that perform high-risk op-

erations without significant performance deviations, such as airlines, 

nuclear power facilities, and health care organizations, rely on safety 

event reporting to improve operations. Without error reporting,  
an effective process of error prevention cannot be instituted. Error 

reporting facilitates the performance of root cause analysis and the 

subsequent implementation of safeguards to avoid future errors.  
The Joint Commission recently emphasized the importance of safety 

event reporting by issuing a sentinel event alert on this topic (1).  
Reported errors should not be limited to serious reportable and adverse 

events; rather, they should also include near misses and good catches. 

Much valuable insight can be gained by applying strate-gies developed by 

staff “in the moment” to avoid errors and follow-ing processes that are 

already in place to identify errors before they cause harm. Such processes 

can be further developed and refined before their system-wide 

distribution.  
All staff, including nonphysician and physician employees, should be 

able to report safety events. To maximize the recollection of details and 

collect as much information as possible, these events should be reported 

as closely as possible to the actual time of the incident. A variety of 

reporting mechanisms are available and include using online anonymous 

reporting tools, reporting to a supervisor and/or desig-nated quality 

officer, and reporting during daily management huddles. 
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Teaching points   
■ Some study investigators have reported that the rate of un-

derreporting of adverse events in the United States is as high 

as 50%–96%. This finding was confirmed in a recent study 

involving an academic radiology department, where 50% of 

the employees reported that owing to existing barriers, they 

spoke up about safety concerns less than 100% of the time. 
 

■ The numerous human factor barriers reported in the literature 

can be divided into five categories: organizational culture, ac-

countability, communication issues, and authority gradients. 
 

■ The most frequent barrier to speaking up, reported by 69% of 

employees in the academic radiology department study, is a 

high reporting threshold, whereby observations that carry 

some uncertainty are not reported. 
 

■ Language scripts can be helpful in addressing the lack of lan-

guage training, and several communication tools are being 

used by hospital staff. These tools include the AHRQ CUSP 

(Comprehensive Unit-based Safety Program) tool, SBAR 

(situ-ation, background, assessment, recommendation) tool, 

and STEPPS (Strategies and Tools to Enhance Performance 

and Patient Safety) team training tool kit. 
 

■ An expression of disrespect toward an individual, even when 

it is not witnessed by others, interferes with not only the in-

dividual’s performance, by affecting his or her diagnostic and 

procedural work, but also the team’s performance. 
 
 

 

Advantages of online reporting systems include 

preservation of the anonymity of the reporter and the 

creation of a safety database that can serve as a 

repository for safety issues that need to be re-solved. 

This mechanism works well for document-ing past 

events. Owing to their inherent complex-ity, reported 

safety events are ideal for facilitating group learning 

and teaching. Reporting to a supervisor, health care 

designee, or team mem-ber, or during safety huddles 

is a more immediate “in-the-moment” method and is 
needed for errors identified during active patient 

care, when adverse events can be averted by 

addressing the issue in a timely manner. However, 

the anonymity of the re-porter cannot be maintained. 

Ideally, both anony-mous online reporting in a 

database and personal reporting to a supervisor are 

possible.  
Although the aviation industry has shown that 

error reporting systems can yield critical, previ-ously 

unknown information, in most health care 

institutions, safety event reporting does not occur 

consistently. Some study investigators (2) have 

reported that the rate of underreporting of adverse 

events in the United States is as high as 50%– 96%. 

This finding was confirmed in a recent study  
(3) involving an academic radiology department, 

where 50% of the employees reported that owing to 

existing barriers, they spoke up about safety 

concerns less than 100% of the time.  
Barriers to safety event reporting may entail 

physical barriers, such as the lack of a reporting 

system, the lack of easy access to a reporting sys- 

 

 

tem, or a reporting system with which it is unduly 

cumbersome to enter data. However, barriers to 

safety event reporting often involve human fac-tors, 

such as the fear of repercussions for report-ing an 

adverse event or performing an activity associated 

with an adverse event. This is true in health care and 

other high-reliability industries.  
Overcoming human factor barriers to safety event 

reporting in health care can be extremely 

challenging. In this review, we outline human factor 

barriers to safety event reporting that are described 

in the literature, identify overlaps and differences, 

and offer a system for categorizing these factors. In 

addition, we describe counter-measures to break 

down individual barriers and provide a guide for 

implementing them at the organizational, leadership, 

and frontline em-ployee levels. 
 
 

Categorization of 
Human Factor Barriers  

The numerous human factor barriers reported in the 

literature can be divided into five categories: 

organizational culture; accountability; commu-

nication issues, which can be subdivided into those 

that affect the sender and those that affect the 

receiver; and authority gradients (Figure). For the 

sender, known barriers include a lack of language 

training (4) in how to voice and escalate a concern 

and “challenge” someone in authority and fear of 
encountering disrespect (5–7) after reporting the 

safety event. For the receiver, a lack of listening (8,9) 

and professionalism, and expressions of disrespect 

(8,9) need to be ad-dressed. Individual human factor 

barriers and the associated countermeasures are 

summarized in Table 1 and discussed in the 

following sections. 
 

Organizational Culture  
Issues related to organizational culture include the 

barriers of fear of individuals who exhibit a lack of 

professionalism and create an uncomfort-able work 

environment (ie, “toxic captains”), a punitive culture 
of safety based on fear of retribu-tion (10), and lack 

of feedback (11). 

 

Lack of Professionalism (Toxic Captain).—A 

lack of professionalism was reported by 93% of 

interns at an academic medical center, with 54% of 

them reporting it at least once a month (12). In the 

air-line industry, the term toxic captain has been 

used to refer to a single person whose unprofessional 

behavior creates an uncomfortable work environ-

ment (13). A toxic captain inspires a negative tone in 

connection with himself or herself; is unable to 

collaborate; ignores others’ input, talent, and/or 
skills; and is avoided. Among the toxic behaviors 

that are more commonly reported by interns are 
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condescension, exclusion from decision-making 

processes, and berating (13). Toxic behaviors that 

are equally commonly observed (by attending 

physicians) include inappropriate jokes, abusive 

language, and gender bias (13).  
While lack of professionalism was initially used 

to describe a behavior of team leaders in a 

hierarchical setting, it can also occur at the peer-to-

peer level or in other hierarchical paths, from 

nurses to interns (12,14). Interns reported 

nonphysicians as the staff members demonstrat-ing 

a lack of professionalism in 48.6% of cases, 

compared with 37.1% of cases in which attend-ing 

physicians reported nonphysicians as those 

exhibiting this behavior (13).  
A lack of professionalism has a substantial effect 

on individuals and can result in anxiety, de-pression, 

and health issues. The associated inabil-ity to 

concentrate results in performance issues that render 

one incapable of focusing on patients. As a result, 

lack of professionalism has been recognized as a 

safety risk. In a recent academic radiology 

department survey (3), 28% of the departmental staff 

reported that a lack of profes-sionalism interfered 

with safety event reporting. A similar scenario is 

known to be seen in cases of medical malpractice. In 

malpractice suits, patient complaints often involve a 

physician’s inability to establish a rapport and 
communicate effectively. Risk management data 

suggest that 2%–8%  
of physicians are responsible for 75%–85% of 

malpractice suits (15). This raises the possibility that 

addressing a small group of individuals has a large 

influence on unprofessional behavior.  
The rehabilitation of an individual from a toxic 

captain to a well-respected team member is 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Figure. Radial cycle graph shows the 

categorization of human factors that pose 

barriers to safety event reporting. Catego-

ries are housed in dark blue ovals, and in-

dividual human factor barriers are housed in 

light blue circles. Overlaps in some bar-riers 

between categories are outlined in red and 

connected by red lines. 
 

 

possible once the person is able to demonstrate the 

ability to change. Therefore, an institutional 

commitment to systematically address the lack of 

professionalism is needed, particularly in light of 

current research that suggests that 65% of cases of 

unprofessional behavior can be resolved with as little 

as a single conversation that raises the offender’s 
awareness of the issue (16). Some in-stitutions have 

created professionalism programs that provide 

education, peer support, and indi-vidual coaching 

(17). In addition, all organization employees with 

leadership roles should serve as role models for 

professional behavior. 

 

Fear of Retribution.—Fear of retribution is a 

common reason for not speaking up reported by 

70% of employees across all industries (10) and 

34% of health care workers (3). Retribution can take 

the form of a negative response from a supervisor, 

not receiving a good performance evaluation or 

letter of recommendation, being let go from a job, or 

being labeled a complainer or difficult person. 

 

An important countermeasure against the fear of 

retribution is immediate positive feed-back after 

receiving a report of a safety event. According to the 

Agency for Healthcare Re-search and Quality 

(AHRQ) (18), the reply “Thank you for bringing this 
to my attention!” is the first response that one who 
receives a report of a safety concern should relay to 

assure the reporter that raising the concern was the 

right thing to do (Table 1). This response is spe-

cifically included in the AHRQ communication 

guidelines (18). Thanking a person for bring-ing up 

an issue has been successfully used to 
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 table 1: Human Factor Barriers to Safety Event Reporting 
    

 Barrier Countermeasure(s) 
    

 Fear of challenging authority Establish new understanding that safety event reporting is a positive, 
  supportive act 

 Fear of disrespect Include the practice of respect in employee orientations, codes of 
  conduct, and mission statements 

 Fear of retribution Provide positive reinforcement to frontline staff for speaking up 

  Increase transparency 

  Address misperceptions 

 Fear of a toxic captain Provide professionalism training 

 High reporting threshold Solicit cultural change to accept uncertainty as normal in a complex 
  medical environment 

 Lack of feedback Provide feedback by way of e-mail, in staff meetings, or in online 
  database 

 Lack of listening Promote and develop new communication skills involving closed- 
  loop communication 

 Liability concerns Establish understanding that safety event reporting is protected by law 

 Physician autonomy Establish new understanding that safety event reporting is a positive, 
  supportive event 

 Physician self-regulation and collegiality Establish new understanding that safety reporting is an opportunity 
  for system improvement 

 Punitive culture of safety Establish a just culture 

 Unclear responsibility in teams Include responsibility for safety in employee orientations, codes of 
  conduct, and mission statements 

 Time constraints Establish new understanding of the importance of safety event 
  reporting 

  Ensure ease of use of reporting systems 

 Difficulty voicing and escalating concerns Promote and develop new communication skills with use of lan- 
  guage scripts 

  Establish a process for escalating concerns 
     
 

 

improve hand hygiene compliance and, in turn, 

decrease hospital-associated infections (19,20).  
In addition, the perceptions and mispercep-tions 

surrounding retribution must be ad-dressed (21). A 

supervisor or manager should acknowledge that 

speaking up feels risky to the sender and should 

avoid sending mixed mes-sages. For example, it is 

helpful for a man-ager who is stressed owing to other 

reasons to explain this to an employee who reports a 

safety concern, to avoid the perception that it was a 

bad idea to bring up the issue. It is also impor-tant 

that supervisors and managers be transpar-ent in 

assigning and scheduling work to those who report to 

them, to counteract suspicion that an undesirable duty 

or shift was assigned as a retribution. 
 
 

 

Punitive Culture of Safety.—In addition to fear of 

retribution from individual team leaders such as 

supervisors and physicians, an employee can also 

have concerns regarding the culture of safety at an 

institution. In a punitive culture of safety, 

individuals are held responsible for all 

 
 

 

errors, including system errors. Punishment for 

making errors has been identified as the great-est 

impediment to error reporting in health care. Staff 

members need to be reassured that there will be no 

repercussions for either the person who reports the 

error or the one who makes it. Hence, a just culture 

in which individuals are not held responsible for 

system errors or honest mistakes needs to be 

established (22).  
A just culture is based on the understanding that 

errors occur in health care and that compe-tent 

professionals make unintentional mistakes. 

Individuals are not punished for such mistakes or 

system errors. In these settings, individuals receive 

counseling, as a staff member involved in an error 

experiences it as a traumatic event and needs to be 

supported as a “second victim” (23). If errors occur 
owing to at-risk behavior, slips, or lapses, whereby 

existing protocols are not followed because of a lack 

of knowledge, individuals are re-educated. Only 

when indi-viduals demonstrate reckless behavior, 

that is, intentionally do not follow existing protocols, 

is disciplinary action taken. 
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Lack of Feedback.—The lack of feedback after 

reporting a safety event has been described as a 

disincentive to reporting. If feedback is not 

provided, employees can start to doubt whether 

reporting safety events is of benefit, lose faith in 

safety efforts, and eventually stop reporting. In a 

2005 AHRQ study (24), only 40% of employees, 

including physicians, believed that any positive 

changes occurred as a result of error reviews.  
In the recent academic radiology department survey 

(3), 61% of staff members who always reported 

safety events, compared with 75% of staff members 

who did not speak up 100% of the time, believed that 

reporting had an effect.These results are not 

surprising, as those staff members who did not report 

frequently may not have expe-rienced a lack of 

feedback.  
Therefore, to maintain staff engagement in patient 

safety, it is important that those who report safety 

events receive follow-up regarding their report, such 

as changes that were instituted after root cause 

analysis of the event. In the 2005 AHRQ study (24), 

85% of nurses and physicians expressed the need for 

feedback after a problem is reported (24) so that the 

reporter is informed of what is being done to reduce 

the chance of the error recurring. This group also 

expresssed their opinion that action must be taken as 

a result of the information submitted. However, the 

pro-cess of providing feedback is challenging, as the 

implementation of changes, particularly system 

changes, takes time and the initial reporter may 

expect quicker solutions. Hence, frequent follow-up 

regarding issues that are actively being worked on is 

needed to show the leadership’s commit-ment to 

safety efforts. This can be accomplished by means of 

e-mail, discussion in staff meetings, or ideally a 

follow-up field in an online reporting tool whereby a 

staff member can on his or her own follow the 

progress of the issue that he or she reported to 

resolution. 
 

 

Accountability  
Accountability issues include the barriers of unclear 

responsibility within a team (8), a high reporting 

threshold (ie, uncertainty regarding one’s 
observation and therefore whether an event warrants 

reporting) (10), liability concerns, and time 

constraints (24). 

 

Unclear Responsibility within the Team.—High-

reliability industries such as the airline industry and 

the military have for a long time involved frontline 

staff in safety efforts and specifically em-phasized 

safety as a responsibility that is shared by all (25–27). 

By reporting safety concerns,  
all team members can ultimately contribute to the 

success of the team. In health care, the idea 

 

 

of broadly shared responsibility for safety event 

reporting probably has not been realized yet. The 

recent academic radiology department survey  
(3) revealed that 29% of the staff (physician and 

nonphysician) in the department did not consider 

patient safety a part of their job responsibility and 

relied on the attending physician staff to address 

patient safety issues.  
Uncertainty regarding reporting responsibilities in 

health care has been previously described by others 

(24). In health care, as in the airline industry and the 

military, patient safety requires everyone in the 

department or organization to contribute. Phy-sicians 

as team leaders are not infallible and have been found 

to be susceptible to human failings  
(28). These include attention deficits, distractions, 

fixations, information deficits, and misunderstand-

ings. Human failings can lead to errors (29) or failure 

to recognize unsafe conditions. In a simula-tion study 

conducted by St Pierre et al (4), 24%– 70% of safety 

issues were not noted by individual participants. It is 

hoped that if all department staff, including health 

care and administrative personnel, assume safety to 

be their own responsibility and report safety 

concerns, more safety issues can be addressed in a 

preemptive manner.  
Clarifying expectations regarding safety in health 

care would go a long way. The U.S. Depart-ment of 

Homeland Security campaign slogan “If you see 
something, say something” also applies to health 
care (30). Understanding patient safety as a shared 

responsibility within a team should be included in all 

job descriptions, the employee orientation process, 

the codes of conduct, and the mission statement. 
 

 

High Reporting Threshold.—The most frequent 

barrier to speaking up, reported by 69% of em-

ployees in the academic radiology department study 

(3), is a high reporting threshold, whereby 

observations that carry some uncertainty are not 

reported. This was the most frequent barrier to safety 

event reporting cited by attending physi-cians. 

Bringing up an observation involving some 

uncertainty has tremendous risks for the reporter and 

is closely tied to the fear of being wrong and thus 

labeled incompetent in public (31). How-ever, 

competency, particularly in health care, is gained 

during many years of medical training and cannot be 

erased by an isolated event of not knowing 

something.  
In addition, there has been an exponential growth 

in the volume of medical research during the past 4 

decades. Medical knowledge doubles every 3 years 

and is expected to double every 73 days by 2020 

(32). Currently, there are more than 6000 drugs and 

4000 medical and surgical proce-dures available for 

patient care. It is inconceivable 
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that an individual health care professional could 

keep abreast of this magnitude of knowledge. 

Therefore, the model of the highly autonomous and 

self-sufficient physician who independently 

provides patient care is no longer feasible (33). The 

complexities of medicine have exceeded the 

capacity of single individuals. The demands of 

modern health care can be met only by the efforts of 

a highly coordinated team.  
However, in today’s culture, a medical profes-

sional’s uncertainty is not well accepted (34), and 
while societal cultural change is needed, it will take 

time to achieve. In the meantime, as health care 

professionals, our awareness of the complexities of 

health care should enable us to freely exchange 

uncertain observations within the health care team in 

an effort to improve patient safety. 

 

Time Constraints.—As a result of high workloads, 

health care providers are experiencing increasing 

time pressures, and 13% of them have reported that 

they do not have enough time to report errors (24). 

The results of experimental stud-ies (35) indicate that 

physician time constraints lead to less thorough 

history taking and physical examinations. Faced with 

a choice of compro-mising patient care or reporting a 

safety event,  
it is unlikely that a health care provider will take 

time out of his or her busy schedule to report an 

error. Raising awareness of the importance of safety 

event reporting as a basis for system-wide 

improvements could lead to increased willing-ness 

to report. In addition, ensuring that online reporting 

systems are easy to use and data entry requirements 

are limited could help minimize this barrier. 
 

 

Liability Concerns.—Employees are concerned 

about the legal protection for providers who enter 

safety events into a database and for those who de-

liver the care being reported (24). Fears that data-

bases may be unprotected and entries may be used for 

malpractice suits persist. However, the Federal 

Patient Safety and Quality Improvement Act of 2005 

offers physicians and hospitals a way to share the 

medical information used for quality improve-ment 

through a patient safety organization. Under this law, 

the confidentiality of data within these systems is 

protected unless the data are requested by a state 

administrative agency. While this law was challenged 

by a district court of appeal, the ruling was 

overturned by the Supreme Court of Florida in 2015 

(36), and, thus, legal protection for safety event 

reporting remains preserved. 

 

Reporting the Safety Event  
Reluctance to voice a concern in an interpersonal 

communication may be due to a lack of training 

 

 

in how to report a safety event appropriately, that is, 

in a manner that is respectful of the patient and the 

individual who receives the report. This type of 

communication can be particularly chal-lenging 

because it is an attempt to achieve goals that seem 

difficult to unite: to simultaneously alert team 

members to a potential safety issue and not unduly 

alarm the patient or have the re-ceiver perceive the 

report as a challenge. Another issue may be the 

inability to escalate a concern that is not recognized 

by the receiver after it has been raised. 
 

 

Voicing a Concern.—Voicing a safety concern is 

difficult when no standard language for this com-

munication is agreed on and thus misunderstand-ings 

are possible. In addition, the message to the team 

members has to be clear, specific, and not 

ambiguous. In the simulation study by St Pierre et al 

(4), a lack of language training was reported by only 

2% of participants. However, only 8% of the 

simulation scenarios were addressed effectively in a 

verbal manner. In 16% of the simulations, a verbal 

solution was sought; however, it was ineffec-tive 

because only verbal hints that the receiver did not 

pick up on were given (8%) or the problem was 

mentioned only once, without follow-up to  
a resolution (8%). In the remaining 81% of the 

scenarios, either the problem was not addressed 

(58%) or a practical solution was implemented, that 

is, the error was corrected by the study partic-ipant 

without discussing the issue verbally (23%). Hence, 

the lack of language training needs to be recognized 

as a much larger issue that potentially contributes to 

up to 74% of cases of nonreporting. In the survey of 

barriers to safety event report-ing (3), lack of 

language training was identified as a barrier by 29% 

of staff members who did not speak up 100% of the 

time.  
Language scripts (4) can be helpful in ad-dressing 

the lack of language training (Table 2), and several 

communication tools are being used by hospital staff. 

These tools include the AHRQ CUSP 

(Comprehensive Unit-based Safety Program) tool, 

SBAR (situation, background, assessment, 

recommendation) tool, and STEPPS (Strategies and 

Tools to Enhance Performance and Patient Safety) 

team training tool kit (37–  
39). The safety event should be communicated in the 

spirit of patient advocacy, with assertive-ness and a 

sense of inquiry. The communication should be 

respectful and unambiguous and start with a single 

person addressed by his or her name so that the 

intended receiver of the message is clearly identified. 

 

So that the voiced concern is kept neutral and not 

perceived as the reporting of an error or a challenge, 

it is recommended that the observation 
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 table 2: Language Script for Raising and Responding to a Safety Concern 
 

     
 

 Staff Role Steps Example 
 

     
 

 Report sender Address person by his or her name “Dr. A” 
 

  * “I see that you are administering drug X.”  

  Clearly state the observation 
 

  State concern “I am concerned that this will lead to safety problem Y.”† 
 

  State alternative solution “How about administering drug Z in this situation?” 
 

  Ask for feedback “What are your thoughts?” 
 

 Report receiver Thank reporter “Thank you for bringing this to my attention.” 
 

  Summarize what was heard “I heard you saying X, Y, Z.” 
 

  Ask for clarification, if needed “I am unclear regarding X, Y, Z. Can you please clarify?” 
  

 
Note.—Adapted from references 15 and 29.  
*Use “I” messages to state the observation. 
†Use key words recognized by team leaders, such as concerned. 

 

 

that prompted concern be communicated as a 

personal observation in the form of an “I” message 
(“I am seeing...,” “I heard...,” “I noticed...,” etc). To 
make sure that the receiver knows that a con-cern is 

being expressed, key words that have been agreed on 

and are understood to indicate a safety red flag 

should be used. The AHRQ suggests ap-plying the 

CUS (concerned, uncomfortable, safety issue) 

approach, with use of the following state-ments: “I 
am concerned,” “I am uncomfortable,” and/or “This 
is a safety issue” (18). The concern itself has to be 
clearly stated; one should not as-sume that the other 

person will associate the same concern with his or her 

observation. (Listening is discussed later in this 

review.)  
A solution offered by the reporter of the event can 

be very helpful for the receiver, who may be having 

difficulty processing the information and/or 

contemplating a different point of view while 

considering a solution. Feedback should be solicited 

to make sure that the concern was understood 

correctly. Along these lines, with the SBAR method, 

it is recommended that the communication include 

(a) a concise state-ment of the problem (situation), 

(b) pertinent and brief information related to the 

situation (background), (c) analysis and consideration 

of options (assessment), and (d) recommended ac-

tions (recommendation) (38). 
 

 

Escalating a Concern.—If the receiver does not 

respond to a voiced safety concern, the reporter 

should state the concern a second time, as the 

receiver simply may not have heard the sender. (This 

isssue is addressed later in the section on “Lack of 
Listening.”) For situations in which there is still no 
response from the receiver or there is disagreement 

regarding the severity of the observation, an 

escalation process needs to be in place. The person 

assigned to handle such cases should be contacted. 

This individual should 

 
 

 

be available within 5 minutes to hear the report and 

able to resolve the issue within 15 minutes. The 

escalation person needs to contact the team either in 

person or by telephone to confirm that the issue has 

been resolved (37). The concerned staff member can 

report the event to the escala-tion contact person by 

using the SBAR method described earlier. 

 

Fear of Challenging Authority.—One of the com-

munication skills necessary for the reporter of a 

safety event is the ability to avoid being perceived as 

challenging authority and thus avoid provok-ing a 

defensive response from the receiver. This issue was 

addressed earlier in this section (under “Voicing a 
Concern”) and is discussed again in the section on 
“Authority Issues.” 
 

Receiving the Safety Event Report  
Communication barriers for the receiver of a safety 

event report include the lack of listening and the 

expression of disrespect (8,9). Expression of 

disrespect falls under the category of lack of 

professionalism, which was discussed earlier in the 

section on “Organizational Culture.” 

 

Lack of Listening.—Lack of listening has become 

a societal issue at large. We are so wired to our smart 

phones that it is becoming increasingly dif-ficult to 

be present in the moment and take time to listen (40). 

In addition, most of us do not pay full attention to 

what a sender says to us; rather, we immediately 

become focused on what we will say in reply (41). 

While the act of listening may seem to be a 

straightforward process that should be easy to 

improve, in communication theory, listening is 

recognized as a complex process that involves five 

steps: receiving, understanding, remembering, 

evaluating, and responding (42). Barriers to effective 

listening can occur at each step in this process (42). 
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The initial receiving of a message may be 

impaired by physical or mental distractions to the 

receiver. Physical distractions can consist of loud 

noise that makes hearing difficult. Mental 

distractions include stress or other conversations 

occurring near you. Understanding the exact 

meaning of a message is often challenging, as no 

two people share exactly the same perception of the 

other’s communication. While this seems to be 
counterintuitive in health care, the fact that staff 

from different specialties look at medical issues 

from contrasting perspectives is a well-known 

problem.  
The process of remembering a communication is 

influenced by our human tendency to recon-struct 

messages into a system that makes sense to us (42). 

However, because these belief sys-tems are different 

for each individual, pertinent information can get lost 

(21). Our evaluation of a message is influenced by 

our personal biases, prejudices, and assumptions and 

what we con-sider to be facts versus someone else’s 
opinion. The last step in the listening process is 

respond-ing by providing immediate feedback 

indicating that the message was received correctly. 

The omission of this step interferes with closed-loop 

communication (Table 2). 

 

A countermeasure to the lack of listening is to 

become educated in active listening. Active listen-ing 

refers to making eye contact and aligning your body 

language to demonstrate that you are ready to receive 

a message, summarizing what you heard to 

demonstrate that you received the message correctly, 

and/or asking questions for clarification, if needed. A 

lack of listening also occurs when a team leader 

clearly receives a message but chooses to ignore it. 

This issue will be discussed later in the section on 

“Fear of Challenging Authority.” 

 

Fear of Disrespect.—In today’s society, disrespect 
in the workplace is common; 53% of employees 

reported experiencing disrespect in the work 

environment in 2011 (43).The 25% of employ-ees 

who reportedly experienced disrespect in  
1998 has been slowly increasing (43). Moreover, 

disrespect has a negative effect on performance: 

Porath and Erez (44) found that performance 

decreased by 61% and creativity decreased by 58% 

among workers who directly experienced disrespect. 

It is interesting that even people who have not 

witnessed disrespect at work are afraid of it, possibly 

owing to a secondary effect, having heard about an 

act (or acts) of disrespect from a coworker who 

witnessed or experienced it. In the recent study (3), 

53% of staff members report-edly were afraid of 

being the subject of disrespect, even though only 

39% of them had actually witnessed it. 

 

 

The performance of staff who merely witness (and 

do not directly experience) disrespect also is affected, 

with decreases in performance and creativity 

observed in 22% and 28% of wit-nesses, respectively. 

In health care, an expres-sion of disrespect can occur 

in a variety of settings, including situations involving 

hier-archy, peer-to-peer interactions, and interac-

tions between patients or their family members with 

health care workers. Riskin et al (45,46) found that an 

expression of disrespect toward an individual, even 

when it is not witnessed by others, interferes with not 

only the individual’s performance, by affecting his or 
her diagnos-tic and procedural work, but also the 

team’s performance. As the individual 
psychologically retreats and no longer engages in 

team collabor-ative processes such as information 

sharing and help seeking, the overall collaboration of 

the team weakens. Results of health care personnel 

surveys (43) indicate that being exposed to dis-

respect has been tied to 71% of medical errors and 

21% of patient deaths. 
 

 

Expressions of disrespect can be subtle and 

include eye rolling, sighing, and using sarcasm 

(Table 3) (47). Awareness of these behaviors is 

critical, as some behaviors, such as eye rolling and 

sighing, may be almost involuntary and need to be 

actively managed.  
To create a culture of respect, appropriate 

behaviors need to be identified and practiced among 

staff members (Table 3). Key behav-iors could be 

included in codes of conduct and employee 

orientation processes. Individuals who continue to 

experience difficulties should receive personal 

attention, including targeted coaching in a 

professionalism program.  
It is interesting that a respectful work en-

vironment not only has a positive effect on 

employees but also has been shown to have a positive 

effect on patient care (48,49). In a multicenter study 

(48) involving patients who underwent total hip and 

knee arthroplasty, post-operative pain and function, 

as well as the length of stay, were positively 

influenced by the way the staff interacted. The 

mutual respect expressed among staff during 

communications at the pa-tient’s bedside, combined 
with the frequency of communications and 

demonstration of a shared goal, was associated with 

less pain, better func-tion, and a decreased length of 

stay. Catron et al  
(49) similarly noted a lower incidence of adverse 

surgical outcomes among surgeons who treated their 

patients with respect. 
 

Authority issues  
Authority gradients represent a well-known stand-

alone issue and are related to fear of chal- 
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 Table 3: Respectful and Disrespectful Behaviors   
    

 Respectful Behaviors Corresponding Disrespectful Behaviors* 
    

 Addressing someone by his or her name Addressing someone by his or her role or not at all 

 Making eye contact, smiling, nodding Eye rolling, sighing, laughing at someone in public, 
  other nonverbal gestures 

 Asking someone to do something Telling someone to do something 

 Giving someone your undivided attention Not listening or paying attention, for example, texting 
  or taking a phone call in the middle of a conversation 

 Validating someone’s opinion and ideas Talking over someone, being sarcastic, ignoring the 
  topic being brought up, not responding to an e-mail 

 Referring to or seeking someone’s opinion and ex- Using subtle condescending language such as “I know 
 pertise, asking for someone’s help, recommending better than you” 
 someone to others   

 Giving public recognition, offering a verbal compli- ...  
 ment or “thank you”   

 Including everyone in discussions Excluding someone from discussions, e-mails, and/or 
  meetings 

 Discussing performance issues privately, defending Blaming someone in public 
 someone in public   

 Being completely candid in person Sharing private comments publicly 
    

 *Adapted from reference 37.   
     
 

 

lenging authority and issues of physician au-tonomy, 

self-regulation, and collegiality (24,50). Fear of 

retribution also falls under the category of authority 

issues and was discussed earlier, in the 

“Organizational Culture” section. 
 

Fear of Challenging Authority.—Fear of chal-

lenging authority is a well-known barrier to safety 

event reporting. Research involving the airline 

industry in 1983 (51) revealed that  
40% of copilots did not speak up with regard to 

safety concerns to their pilot superiors. This was 

substantiated by the 21% increase in safety problems 

observed when pilots of different ranks worked 

together. This phenomenon has been termed the 

cockpit authority gradient and is related to the 

possibility that lower-ranked copilots are reticent to 

raise safety concerns with higher-ranked pilots. 

 

While the airline industry has made tremen-dous 

improvements to address this barrier to safety event 

reporting, including the introduc-tion of crew 

resource management (27,52), communication 

issues in authority-related situations remain, as 

evidenced by the increase in cockpit errors during 

the merger of United Airlines with Continental 

Airlines in 2015 (53).  
This problem is known to exist in other in-

dustries. In a survey of 260 employees from 22 

organizations across the United States (10), 70% of 

the employees reported fear of challenging author-ity 

as a barrier to speaking up. This has also been 

observed in the health care industry. A 2005 survey 

 
 

 

(8) involving more than 1700 health care employ-ees 

(physicians, nurses, clinical care staff, and ad-

ministrators) from 13 hospitals across the United 

States revealed that as many as 90% of health care 

workers experience this barrier. Sixty-seven percent 

of participants in a recent survey at an academic 

radiology department (3) reported this barrier.  
Authority gradients in health care are a double-

edged sword (54,55). In teaching settings, authority 

gradients are necessary because they allow teaching 

in a safe environment, with the most experienced 

person carrying the responsi-bility and making the 

final decisions. However, workers adhere to authority 

against their better judgment in some cases, and steps 

must be taken to avoid this. Case reports describe 

incidences of residents performing surgery at the 

wrong anatomic site or ordering the wrong 

medication, despite having doubts about the 

instructions they received from more senior members 

of the team (5–7). In a simulation study (56), 95% of 

nurses obeyed “wrong” physician orders despite the 
fact that 81% of them were aware that the order was 

“wrong” or “against protocol.” 

 

The misperception that a communication 

represents a challenge to authority can involve 

different aspects of the communication pro-cess, 

including the information contained in the 

message; the language, tone, or timing of the 

message; and/or the belief systems of the sender 

and/or receiver of the message. In the setting of a 

safety concern, the information itself should not be 

considered a challenge to authority, as 
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it is critical for the team leader to know about the 

issue. Mehrabian’s (57) research on effec-tive 

communication yielded surprising results 

regarding the relative effects of the individual 

components of the communication process:  
Only 7% of a message is transmitted through the 

spoken words. Thirty-eight percent of a mes-sage is 

relayed in the sender’s tone, and 55% of a message is 
transmitted through body language (57). Therefore, 

neutral phrasing of the message itself is an important 

element in keeping the communication a systems 

issue rather than an issue related to the personal 

performance of the receiver. 

 

The language script provided in Table 2 is an 

example of how to modify the wording of a 

communication so that the observation is stated in a 

neutral fashion and received as a nonchal-lenging 

message. To apply Mehrabian’s findings regarding 
the importance of nonverbal commu-nication, it is 

critical to align the tone and body language with the 

message. In addition, the tim-ing of the message 

should be carefully chosen; nonurgent safety issues 

can be addressed at a noncritical time, while 

emergent safety issues must be brought up in real 

time.  
Much work is needed to address the cultural 

beliefs of the report sender and receiver. For 

leadership employees (ie, receivers) in particu-lar, it 

is important to develop a new perspec-tive with 

regard to frontline staff raising safety concerns. 

Many physicians still perceive an employee’s raising 

of a safety concern as ques-tioning their competency 

and/or believe that un-experienced team members 

should not question the decisions of experienced 

staff. In a study by Sexton et al (55), it was revealed 

that 40% of surgeons and 25% of anesthesiologists, 

but only 2% of pilots, held these beliefs. Leadership 

and frontline staff should instead come to an 

understanding that bringing up a safety concern is a 

positive act that protects the patient and can save the 

team and its leader from failure. 

 

St Pierre et al (4) made the interesting observation 

that not reporting safety events is equally common 

among physicians who are easily approachable, well 

liked, and respected and those who are not. In their 

study, the reluctance to bring up safety issues was 

due to a higher perception of the physicians’ compe-

tency. The staff were willing to trust physicians in an 

unquestioning fashion (“blind trust”) and questioned 
their own perception of the given safety concerns. 
 

 

To counteract these perceptual issues, an un-

derstanding that team leaders are human beings who 

are prone to errors is warranted. Human factors that 

are barriers to safety event reporting 

 

 

and possible countermeasures to these factors are 

summarized in Table 1. 

 
Physician Autonomy, Self-regulation, and 

Colle-giality.—In the medical field, a long-time 

culture that values professional autonomy among 

physi-cians, collegiality, and self-regulation (24,50)  
is a common barrier to safety event reporting. 

Professional autonomy leads to known resistance to 

clinical protocols among many physicians. However, 

the absence of clinical protocols inter-feres with the 

recognition and thus reporting of safety events 

among nonphysician staff. A culture of collegiality 

and self-regulation interferes with reporting of safety 

events, as physicians do not want to be perceived as 

whistle blowers. Counter-measures include 

developing a new understand-ing of safety event 

reporting as a positive event that leads to health care 

improvements. 
 

Creating a New Culture of Safety: 
implementation of Countermeasures  

The creation of a new culture of safety involves the 

entire organization, including organization and 

department administrators, leadership, and frontline 

staff. While organization leaders have to develop 

policies and put a variety of systems in place to work 

toward a cultural change, employee leaders and 

frontline staff need to acquire new skills, accept 

safety as an individual responsibility, and support the 

changes proposed by the lead-ership. 

Countermeasures that can be instituted at each staff 

level are summarized in Table 4. Cultural change is 

possible, particularly when the staff members believe 

that it will lead to positive change (58). However, 

cultural change takes time; Maxfield et al (9) 

observed an increased incidence of speaking up 

among the nursing staff, from 10% to 31%, during a 

5-year period. 

 

Organization and Department Leadership 

 

Establish a Nonpunitive Safety Culture.—In 

March 2017, The Joint Commission (1) issued a 

sentinel event alert regarding the essential role of 

leadership in developing a culture of safety. In the 

alert, The Commission makes several recom-

mendations, starting with a transparent, nonpu-nitive 

approach to learning from adverse events, near 

misses, and unsafe conditions. The greatest 

disincentive to safety event reporting cited in the 

literature is a punitive approach to safety and the 

associated fear of retribution. 

 
Revise Job Descriptions, Employee Orientations, 

Codes of Conduct, and Mission Statements, and 

Provide Feedback.—Written materials such as job 

descriptions, codes of conduct, and mis- 
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table 4: Countermeasures to Eliminate Hu-
man Factor Barriers   
At organization or department leadership level 

Establish a just culture of safety  
Revise job descriptions, employee orientations, 

codes of conduct, and mission statements to 

include speaking up about safety, listening to 

safety concerns, thanking staff (for bringing up a 

safety concern), and respectful behavior as 

everyone’s responsibility, and provide feed-back 

regarding these expectations  
Recognize employees’ commitment to safety  
Ensure staff awareness that safety event report-ing 

is protected by law  
Establish professionalism program  
Implement concern-escalation process  
Ensure ease of use of reporting systems  

At leadership employee level*  
Acquire active listening skills, use closed-loop 

communication  
Understand that bringing up a safety concern is a 

positive event  
Provide positive reinforcement to frontline staff 

for bringing up a safety concern  
Exhibit transparency in addressing mispercep-

tions regarding retribution  
Accept uncertainty as normal in a complex 

medical environment  
If needed, receive professionalism coaching 

At frontline employee level  
Accept safety as a responsibility shared by 

everyone  
Accept uncertainty as normal in a complex 

medical environment  
Understand that bringing up a safety concern is a 

positive event  
Learn language scripts to voice concerns and 

escalate processes   
*Leadership employees include all attending physi-
cians, managers, and shift supervisors. 

 
 

 

sion statements are high-visibility documents in 

which institutional priorities can be declared and 

cultural change can be initiated. Making patient 

safety an institutional priority in these forums sends 

a strong message to employees. This prior-ity can be 

reemphasized at employee orientation events, where 

it could be brought up by several speakers. It is 

important to discuss speaking up about safety 

concerns specifically as a practice that is expected of 

frontline employees. Providing continued feedback 

regarding safety reporting in evaluations is helpful 

for letting employees know how they are doing and 

how they can improve.  
Employees with leadership roles have to un-

derstand that bringing up a safety event is a posi- 

 

 

tive, supportive event. Listening to the concerns of 

frontline employees and thanking workers for raising 

safety concerns must be established as practices that 

are expected of leadership employ-ees, and 

appropriate feedback must be provided. These 

efforts effectively result in the flattening of hierarchy 

(19), which has proven to be effec-tive in the airline 

industry and the military (27). Along the same lines, 

the cultural expectations of a practice focused on 

respect and transparency should be included in the 

written materials and described as expectations for 

all employees. 

 

Establish Staff Recognition Programs.—Policies 

need to emphasize a culture of safety and encour-age 

the reporting of adverse events, near misses, and 

unsafe conditions, with emphasis on recog-nizing 

team members who report these events. Success in 

addressing these events could be celebrated with 

safety awards of the month, spot bonuses, lunches 

with department leadership, and a wall of fame 

displaying photographs of award recipients. 

However, the greatest effect has been ascribed to 

providing timely positive verbal feedback to 

employees after the desired behavior has been 

demonstrated (59). 

 

Establish a Professionalism-centered Organiza-

tion.—An organizational commitment to profes-

sionalism is paramount. While leaders should serve 

as individual role models by exhibiting the appro-

priate behavior, organizations should make every 

effort to eradicate intimidating behaviors. This can be 

achieved by forming an organization of 

professionalism to educate staff about professional 

behavior and manage unprofessional behavior  
(60). The office can establish behavioral expecta-

tions, create an intake process for professionalism 

concerns, assess and respond to concerns, develop a 

remediation plan, and monitor improvement. In 

offices at major medical centers, usually about 80 

physicians are mentored annually. 

 

Other Countermeasures.—Additional counter-

measures can be introduced at the department or 

organization leadership level. These include 

implementing a concern escalation process, ensuring 

the ease of use of reporting systems, and engaging in 

efforts to make staff aware that safety event reporting 

is protected by law. 
 

Leadership Employees  
Leadership employees, including all attending 

physicians, managers, and supervisors, need to 

develop new communication skills, particularly by 

receiving training in active listening to en-able 

closed-loop communication. In addition, 

respectfulness and professionalism training may 
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be needed. To decrease the chance of misunder-

standings and avoid the frontline staff ’s percep-

tion of actions as retaliation, leadership employ-

ees need to strive for transparency when making 

any decisions that affect individuals (21). Finally, 

the understanding that calling out a safety con-

cern is a positive event and thanking the frontline 

employee for bringing forward an issue will go a 

long way.

Frontline Employees
Frontline employee orientation needs to include a 

process to relay the clear expectation that patient 

safety will be everyone’s responsibility. Employees 

are happy to assume this responsibility once this 

expectation has been clarified. In order for staff to 

be able to freely speak up about safety issues, they 

have to learn communication skills that will en-

able them to feel comfortable doing so. They also 

need to be educated on the use of the language 

scripts developed for their institution. Finally, an 

understanding that team leaders are human, make 

mistakes, and need support from the group will 

reassure the frontline staff that speaking up about 

safety concerns is greatly needed and contributes 

to the success of the team.

Conclusion
Many human factor barriers to safety event 

reporting exist. The creation of a culture of safety 

in which safety event reporting is possible without 

repercussion is foremost the responsibility of the 

organization leadership. The organization needs to 

promote a just culture, establish a professionalism 

program, establish safety and respect as everyone’s 

responsibilities, and recognize employees’ com-

mitment to safety. Leadership employees need 

to acquire active listening skills, understand that 

bringing up safety concerns is a supportive event, 

and provide positive reinforcement to frontline 

staff for doing so. Frontline employees need to 

become familiar with language scripts and accept 

safety as a responsibility shared by all staff.
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QUESTIONNAIRE 
A21 (21) 

Overcoming human barriers to safety event reporting in radiology  
INSTRUCTIONS 

• Read through the article and answer the multiple-choice questions provided below. 

• Some questions may have more than one correct answer; in which case you must mark all the correct answers. 

Question 1: You are requested to develop a safety event 
reporting system in your practice. A colleague remarks that 
“You get all the easy jobs, as it is well known that reported 
errors should be limited to serious reportable adverse 
events, that reporting should be done by senior staff 
members, that insight can only be gained retrospectively, 
and that it is bad luck to talk about near misses”. Is the 
colleagues’ statement……………..?        
 

A: Absolutely spot on! 
B: In need of a little fine-tuning 
C: Correct, except that near misses must be discussed 
D: Incorrect in most respects  

 
Question 2: The rate of underreporting of adverse events in 
the United States was as high as 50% - 96%. Is it TRUE that 
this finding could not be confirmed?   
 

A: YES 
B: NO   
 

Question 3: Human factor barriers reported in the literature 
can be divided into which of the following categories?  
 

A: Authority gradients  
B: Organizational culture  
C: Accountability  
D: Communication issues  

 
Question 4: You investigate a lack of professionalism as a 
human factor barrier to reporting adverse events, and find 
which of the following? 
 

A: In the airline industry, the term toxic captain has 
been used to refer to a single person who’s 
unprofessional behaviour creates an 
uncomfortable work environment  

B: A lack of professionalism has a substantial effect on 
individuals and can result in anxiety, depression, 
and health issues  

C: The rehabilitation of an individual to a well-
respected team member is a complicated process, 
and research suggests that 65% of cases are only 
resolved after twelve months’ participation in a 
professionalism program 

D: All the above 
 
 
 
 
 
 
 
 

Question 5: While speaking with colleagues you get a clear 
sense of a fear of retribution for not speaking up, as well as 
anticipated punitive measures when speaking up. Which of 
the following are TRUE in this context?  
 

A: Fear of retribution, against all expectations, is not a 
common reason for not speaking up 

B: Retribution does not include receiving a negative 
response from a supervisor or not receiving a good 
performance evaluation 

C: Punishment for making errors has been identified 
as the greatest impediment to error reporting in 
health care  

D: Counselling after making a mistake is an indirect 
punitive measure 

 
Question 6: A colleague suggests that the following be 
added to your practice’s code of conduct: “If errors occur 
because of protocols not being following owing to a lack of 
knowledge, or when individuals demonstrate reckless 
behaviour by intentionally not following existing protocols, 
disciplinary actions should be taken”. Is this suggestion 
……………………………?  
 

A: Correct in all respects 
B: A half-truth  
C: Totally incorrect 
D: Correct, but disciplinary action should be clearly 

defined 
 
Question 7: If feedback is not provided after reporting a 
safety event, employees can start to doubt whether 
reporting safety events is of benefit, can lose faith in safety 
efforts, and eventually stop reporting. Is this statement 
TRUE or FALSE?  
 

A: TRUE  
B: FALSE  

 
Question 8: Accountability issues relate to which of the 
following?  
 

A: Unclear responsibility within a team  
B: A high reporting threshold  
C: Liability concerns  
D: Time constraints   

 
 
 
 
 
 
 

 



Question 9: Your research on accountability issues highlights 
which of the following?  
 

A: A recent academic radiology department survey 
revealed that 60% of the staff in the department did 
not consider patient safety a part of their job 
responsibility 

B: The most frequent barrier to speaking up, reported 
by 35% of employees in the academic radiology 
department study, was a high reporting threshold, 
whereby observations that carry some uncertainty 
were not reported 

C: Bringing up an observation involving some 
uncertainty has tremendous risks for the reporter 
and is closely tied to the fear of being wrong and 
thus labeled incompetent in public  

D: As a result of high workloads, health care providers 
are experiencing increasing time pressures, and 
30% have reported not having enough time to 
report errors 

E: All the above 
 
Question 10: Which of the following is not included when 
raising or responding to a safety concern?  
 

A: Clearly stating the observation 
B: Stating the concern 
C: Stating an alternative solution 
D: Asking for feedback 
E: Referring to the applicable protocol  

 
Question 11: You believe that there are also communication 
barriers to receiving safety event reporting. In this context 
which of the following are CORRECT?  
 

A: The act of listening is a straightforward process that 
seldom is a barrier to receiving a safety event report 

B: An expression of disrespect is not recognized as a 
barrier to receiving a safety event report 

C: The act of listening involves receiving, 
understanding, remembering, evaluating and 
responding  

D: All the above 
 
Question 12: A junior colleague of yours frequently sighs 
when you discuss new protocols with her and combines this 
with rolling her eyes when made aware of an error. This 
bothers you but other colleagues say: “This is just the way 
she is, don’t worry about it”. What do you find when reading 
about this in this article?  
 

A: Expressions of disrespect can be subtle and include 
eye rolling, sighing and using sarcasm  

B: Disrespect in the workplace is common  
C: The performance of staff who only witness and do 

not directly experience disrespect, is not affected  
D: Porath and Erez found that performance decreased 

by 61% and creativity by 58% among workers who 
directly experienced disrespect  

E: All the above  
 
 
 
 
 

Question 13: You believe that your management style and 
communications skills are such that fear of challenging 
authority is not an issue in your practice. Which of the 
following will make you rethink your opinion?  
 

A: A 2005 survey found that as many as 90% of health 
care workers in the US experienced fear of 
challenging authority as a barrier  

B: Sixty-seven percent of participants in a recent 
survey at an academic radiology department 
reported this barrier  

C: Case reports describe incidences of residents 
performing surgery at the wrong anatomic site or 
ordering the wrong medication, despite having 
doubts about the instructions they received from 
more senior members of the team  

D: In a simulation study 95% of nurses obeyed 
“wrong” physician orders despite the fact that 81% 
of them were aware that the order was “wrong” or 
“against protocol”   

 
Question 14: According to Mehrabian’s research, 55% of a 
message is relayed through spoken words, 38% is relayed in 
the sender’s tone and 7% of a message is transmitted 
through body language. Is this statement TRUE or FALSE?  
 

A: TRUE 
B: FALSE  

 
Question 15: Countermeasures to eliminate human factor 
barriers include which of the following?  
 

A: Not accepting uncertainty as normal, even in a 
complex medical environment  

B: Ensuring ease of use of reporting system  
C: Acquiring active listening skills  
D: Providing positive reinforcement to frontline staff 

for bringing up safety concerns   
E: All the above  
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