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ACTION PERIOD GUIDE 

Webinar 1: Building the Foundations of Strong Teamwork and Communication 

 
By the end of this webinar, participants will be able to:  

 Recognize the importance of team culture and non-technical skills in their work 
 
Summary of webinar content: 

 The impact of culture on healthcare 

 Definition of non-technical skills and their importance in health and care 

 Power distance index 

 Mitigated Speech 

 Silence  

 Psychological Safety 
 

Action period outcomes: 

 Raise awareness of how your own team functions. 

 Identify how non-technical skills impact how you work as a team. 
 

Your action period challenge this week 
 

Required - Personal reflection:  
1. Think about the team you currently work on.  

 What do you love about working on this team?  

 What aspects of the team’s culture could be improved?  
2. Is Power Distance Index (PDI) an issue on your team?  

 What steps could you take to mitigate PDI on your team?  
3. Are you mitigating your speech with your team?  

 What purpose is it serving? 
4. Do you feel psychologically safe to speak up on your team?  

 What needs to change in order for you to feel safe?  
5. Sometimes we may feel that we don’t have the power to act to make any changes. Sometimes 

that is true as there are policies or procedures or directives that guide our work. However, you 
always have at least 15% of your work that can be solely dictated by you, or maybe more! Think 
of your 15% solution and answer the question:  Where do you have discretion and freedom to 
act? What can you do without more resources or authority that would help improve the culture 
on your team? 

 
Applied learning activities: (see following pages for detailed instructions) 

Required – 1. Create a teamwork agreement 
Optional – 2. Guided discussion on webinar topics 
Optional – 3. Watch and discuss “how does your team communicate video” 
Optional – 4. TRIZ 
Optional – 5. 15% Solutions 
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Applied learning activities 
 

For this section, all teams are required to do activity 1. Then, it is up to your team to pick 1 or 2 (or all of 
them if you’re keen!) to do as a team, depending on how much time you have set aside. Each activity 
gives a rough estimation of how long it will take.  
 
 

Activity 1: Create a teamwork agreement       (estimated time is 30-40 minutes) 

 
Using the “Creating a Teamwork Agreement” guide, create a teamwork agreement for your team. 
Teamwork agreements are a powerful way to have a set of ground rules that all team members can 
agree to that will help them move forward in their work. It can help facilitate collaboration and 
teamwork within a team.   
 
Please note: The “Creating a Teamwork Agreement” guide is adapted from the IPC on the Run resources. 
This is an excellent free online resource designed for any health care practitioner to enhance their ability 
to practice collaboratively. 
IPC on the Run. University of British Columbia, 2017.  http://www.ipcontherun.ca/  
 

Creating a Teamwork 
Agreement.pdf

      Click on the link in the attachments tab to open the document. 
 
Resources needed for this activity:  

 Creating a Teamwork Agreement guide  

 Flipchart paper 

 Pens 

 Marker(s) or dots for dot-voting 

 Your team! 

 Tape to post your teamwork agreement – note: throughout the action series we will be asking 
you to revisit your teamwork agreement, so please post it in a place where edits can easily be 
made.  

 
 

 

 

 

 

 

http://www.ipcontherun.ca/
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Activity 2: TRIZ       (estimated time is 20-30 minutes) 

A TRIZ is a fun way to flip things on their head by asking your team how you can achieve the worst result 

imaginable!  

Step 1: Answer this question as a team  

 “How can we ensure we have the worst teamwork and communication possible?”  

Make a list of all you can do to make sure this happens. Be brave. Be bold. Be wild in your ideas.  

Step 2: Go down this list item by item and ask yourselves, ‘Is there anything that we are currently doing 

that in any way, shape, or form resembles this item?’ Be brutally honest. Circle all your 

counterproductive activities/programs/procedures. 

Step 3: Go through the circled items and identify actions you can take. If your list is very long, prioritize 

2-3 items to start working on.  

Resources needed for this activity: 

 Flipchart paper or a whiteboard 

 Marker(s)       www.liberatingstructures.com 

 
Activity 3: 15% Solutions     (estimated time is 20-30 minutes) 

Step 1: In the personal reflection portion of the action period work, we asked you to reflect on your 15% 
solution (see question 5 of the personal reflection portion of the guide for instructions).  
 
The questions you were asked to reflect on were: 
  
Where do you have discretion and freedom to act? What can you do without more resources or 
authority that would help improve the culture on your team? 
 
Step 2: With a partner, share your 15% solution. If you are a very small team, you may want to share as 
a group.  
 
Step 3: Share your 15% solution or the theme that emerged from your partner exchange with the rest of 
your team.  
 
Step 4: Reflect as a team: Are there any common themes of what actions people want to take? Are 
there any ideas that resonated with you that you want to try out?  
         www.liberatingstructures.com 
 
 

http://www.liberatingstructures.com/
http://www.liberatingstructures.com/
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Activity 4: Guided discussion          (estimated time is 20-30 minutes) 

 
Use the following questions as a guide to discuss the various topics discussed during the webinar and 
how they might be playing a role in your team.  
 

1. What does your ideal team look like? What does it feel like to work on that team? Where is this 
team missing the mark on being that ideal team? 

2. As a team discuss if and how Power Distance Index plays a role on your team. Is it an issue? 
What strategies could we use to mitigate its effect on our team?  

3. As a team, discuss if mitigated speech plays a role on your team. Is it an issue? What strategies 
could we use to mitigate its effect on our team?  

4. How can we ensure that everyone on the team feels safe speaking up?  
 
Resources needed for this activity:  

 None – just an open mind  
 
 

Activity 5: Watch and discuss the “How Does Your Team Communicate” video  
       (estimated time is 20-30 minutes) 

 
This short video, produced by the BCPSQC, uses a non-health care example to illustrate power distance 
index, mitigated speech, and silence. Watch the video as a team, allow a minute for everyone to reflect 
on what they’ve observed, and then use the following questions to facilitate a discussion (these 
questions can also be found in the video companion guide, attached below):  
 
1. What did you see and experience in this video?  
2. What did you notice about communication?  
3. What went well? What could have gone better?  
4. Were roles and responsibilities understood?  
5. Were errors made or avoided? 
 
 Now, watch the video again. Did anyone notice something new that was not mentioned in the previous 
discussion? In more detail, let’s look into each role: 
 
6. What did you observe in how the head mechanic communicated?  
7. What did you observe in how the assistant mechanic communicated?  
8. What did you observe in how communication with the customer occurred?  
9. What thoughts do you think each of these individuals had around the communication that was 
occurring? 
 
Resources needed for this activity:  

 How does your team communicate video (Internet connection required to watch the video) 
https://www.youtube.com/watch?v=gp9x3fvKjm4  

https://www.youtube.com/watch?v=gp9x3fvKjm4
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 Video companion guide

Video Companion 
Guide.pdf

      
   
 
 
 
 
 
 
 
 
 
 
Additional Resources 
 
If you are interested in doing some further reading on the topics we covered today, here are a few 
articles that we recommend. Click on the attachment on the side to open the file.  
 
Power Distance Index & Psychological Safety 
The effects of power, leadership, and psychological safety on resident event reporting. 
 

Effects of power, 
leadership and psychological safety.pdf

  
 
Mitigated Speech 
Say It Again, Sam! Effective Communication Strategies to Mitigate Pilot Error 

Say it again sam 
effective communication strategies.pdf

 
 
Psychological Safety 
Finding Antecedents of Psychological Safety: A Step Toward Quality Improvement 

Antecedents of 
psychological safety.pdf

 
         

There will be two informal support webinars held on April 12th from 9-10am and April 20th from 2-3pm. 

There will be no formal agenda. Feel free to attend if you have questions or want to share your 

experiences or have a tricky situation you want to talk through.  An organizational development 

consultant who works with the Council will also be on hand to provide group support. 

The next formal action series webinar is April 27th at 2pm. 

Click on the link in the attachment tab to 

open the file 

Click on the link in the attachment tab to open the file 

Click on the link in the attachment tab to open the file 

Click on the link in the attachment tab to open the file 





HOW DOES
YOUR TEAM
COMMUNICATE?







In health care, communication breakdowns often seem small and go 
unnoticed, when they can greatly influence the outcome of patient 
safety and quality of care. Shifting to a healthier workplace culture is 
not an easy task but it starts with the question: “How well does my 
team communicate?”


Communication, both verbal and nonverbal, is complex and subject 
to misunderstanding and misinterpretation.  How we work as a 
team and communicate with each other are essential parts of a 
healthy culture.  If you want to shift culture, then teamwork and 
communication are key components to consider. 


Dysfunction in teamwork and communication is often “the elephant 
in the room”. We are so pleased to share with you our newly 
released video to help start talking about your own elephants and 
how your team communicates!  We purposefully left it symbolic 
with no statistics or facts, and hope it generates discussion.


This guide aims to help you facilitate a debriefing conversation with 
your team after seeing this video. By engaging teams with a creative 
and non-clinical example, we hope to provide an opportunity to 
hone your observation skills and work to develop and improve how 
your team communicates.  
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https://youtu.be/gp9x3fvKjm4





This guide is meant to be used in conjunction with the “Teamwork & 
Communication Video” designed by the BC Patient Safety & Quality 
Council. 


Watch the video as a team, allow a minute for everyone to reflect on 
what they’ve observed, then use the following questions to facilitate a 
discussion:


1. What did you see and experience in this video?
2. What did you notice about communication?
3. What went well? What could have gone better?
4. Were roles and responsibilities understood?
5. Were errors made or avoided?


Now, watch the video again. Did anyone notice something new that was 
not mentioned in the previous discussion? In more detail, let’s look into 
each role:”


1. What did you observe in how the head mechanic communicated?
2. What did you observe in how the assistant mechanic 


communicated?
3. What did you observe in how communication with the customer 


occurred? 
4. What thoughts do you think each of these individuals had around 


the communication that was occurring?


Now, let’s guide this team with some improvement ideas around their 
communication. Some tools and tips are outlined in the pages that 
follow.


Debriefing on the Video



https://youtu.be/gp9x3fvKjm4

https://youtu.be/gp9x3fvKjm4





Our goal with Teamwork and Communication Tools and Tips is to 
increase the situational awareness of the team, reduce the ‘power 
distance index’ or hierarchy, and empower all team members to 
speak up if they are concerned or have a suggestion for improved 
quality and safety.  


Situation awareness is the knowledge, cognition, and anticipation 
of events, factors and variables in an environment.  It is simply an 
individual’s internal model of the world around them at any one 
point in time. 


Power distance index, or hierarchy, is defined as the extent to 
which less powerful members of institutions and organizations 
expect and accept that power is distributed unequally. 


A selection of tips and tools is described in more detail in the 
pages that follow. For more tools and tips, please see the Culture 
Change Toolbox.


Teamwork & Communication Tips
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https://bcpsqc.ca//documents/2014/01/SQAN-Culture-Book_6x8_2013_web-FINAL.pdf

https://bcpsqc.ca//documents/2014/01/SQAN-Culture-Book_6x8_2013_web-FINAL.pdf





Closed-Loop Communication
When we communicate with others, we cannot know if they heard us 
as intended unless they tell us what they heard. This is the idea behind 
closed-loop communication; you want to make sure the message was 
received as you intended it to be. 


When the receiver repeats back what they heard, it provides an 
opportunity for the sender to confirm this indeed was their message. 
In the examples below, the details are repeated in the response.


example 1:
Nurse: “Dr. Smith, I’m calling about a Critical Action Value lab result 


for resident Mr. Jones, MRN12345. His INR is 6.0 today.”
Doctor: “Ok – Mr. Jones, MRN12345, has an INR of 6.0. Is that 


correct?”
Nurse: “Yes, it is.”
Doctor: “Please hold warfarin for 2 days then reduce dose to 2 mg 


daily and repeat blood work on Thursday.”
example 2:


Doctor:  “Please give 0.5 ccs of epinephrine!”
Nurse: “Confirming you said 0.5 ccs of epinephrine.”
Doctor: “Yes.”
Nurse: “0.5 ccs of epinephrine given.”


SBAR – Situation, Background, Assessment, Recommendation


SBAR is a framework for communicating information most 
effectively used during urgent situations. When all team members 
are consciously aware that they are using the same framework, 
communication is much easier for everyone involved. SBAR can be 
used in person or over the phone. SBAR has 4 components:


Situation What is the situation at hand? 
Background What is the relevant background information 


about the patient? 
Assessment What is your assessment of the situation? 
Recommendation What do you think should be done, or what 


is it that you need? What is the specific 
solution to the problem? 







Team Huddles
Team huddles occur at the beginning of a day (or shift) with all 
members of the team. The purpose of a team huddle is to increase the 
situation awareness of the entire team by talking through a high-level 
plan of what is happening, expectations, anticipated concerns, and 
any other information that keeps the team on the same page.  Team 
huddles decrease disruptions and improve communication, compliance, 
and overall perceptions of the safety climate of a team. 


During a team huddle, three questions can be discussed. These include:
 
1. What is the plan for the day or shift?
2. What are major pieces of information the team needs to know?
3. Are there any safety concerns or questions?


Briefing and Debriefing
Structured briefings and debriefings promote open discussion 
among interdisciplinary team members and provide a systematic 
process to ensure critical information  and concerns are revealed and 
shared with all team members.  Briefings and debriefings are short, 
scheduled conversations or meetings with a group of people working 
together. They should come as a pair and occur before and after a 
given procedure, case, or shift. 


The purpose of the briefing and debriefing is to increase the situation 
awareness of the team to ensure everyone has essential information 
moving forward. A team huddle is similar to a briefing, however it 
focuses on the anticipated high-level components of the day or shift. 


During the briefing, three questions can be discussed. These include:
1. What is the plan for the procedure?
2. What are major pieces of information the team needs to know?
3. Are there any safety concerns or questions?


During the debriefing, three questions can be asked. These include: 
1. What did we do well?
2. What could we do better? 
3. What do we want to do differently tomorrow or next time?
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Power Distance Index
The term ‘power distance index’ means “the extent to which the less powerful members 
of organizations and institutions accept and expect that power is distributed unequally.”  
The higher the power distance in a culture, the less likely those in subordinate roles 
are to question the actions or directions of individuals in authority. The hierarchy in 
a team or environment is also another way to describe the power distance index. A 
perceived hierarchy or high power distance index can lead to possible breakdowns in 
communication and potential safety concerns.


Awareness of the power distance index in a team or culture can impact how easy it is 
for different members of the team to speak up. Changing the power distance index in 
a culture is extremely difficult and can take time. However, one way to begin expanding 
your own awareness of the power distance index within your team is by asking yourself 
the following questions:


•	 Are you aware of how others react to you? 
•	 Do they start or stop talking when you enter the room? 
•	 Do you feel you cannot talk to higher levels in the organization without permission?
•	 Does your organization encourage the use of titles and position?


Once you have an awareness of the power distance index from a variety points 
throughout your system, you can start to think about how to influence it. The best place 
to start is within your own team. Reducing the hierarchy through neutral titles, openness, 
and using the communication tools described in this section can start shifting the 
conversation and culture. 
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Communication Levels in Question-Asking 
Communication levels show us there are various ways to ask a question – from indirect 
to direct. These levels show an escalation process in which each communication level 
increases the level of directness. Teams with a high power distance index may struggle 
to be direct in their communications and are less likely to articulate their thoughts and 
concerns in a challenging cultural environment. 


The six escalating communication approaches we focus on (from least direct to most 
direct) are hint, preference, query, team suggestion, team obligation statement, and 
command.


Hint: Is intended to be very general.  A hint does not have any personal reflection or 
engagement in it; it is not a personal statement! Think “insinuation, innuendo, pointer, 
whisper….”
e.g. “This patient looks complicated.”


Preference: A weakly stated request that recognizes several options exist.  The person 
stating the preference does take personal ownership of their idea or request, but it 
lacks a really strong stance.
e.g. “I think we should be careful with this patient.”


Query: A query is a question to draw others’ attention to a situation without being very 
direct. The person asking the question is weakly attempting to raise the situational 
awareness of the rest of the team by calling into question the validity or accuracy of an 
emerging situation.
e.g. “Is that the correct X-Ray?”


Team Suggestion: Elevates the personal statement of one member of the team to 
engage the situational awareness of the rest of the team.  It may be couched as a 
personal statement, but it clearly raises the comment to the level of the team; look for 
‘we’! The suggestion is not a command and does not suggest an obligation to act: it is 
only raising awareness.
e.g. “We need to double check that this is the correct X-Ray.”


Team Obligation Statement: A team obligation statement is a strong call to mobilize 
the situation awareness of the team.  It involves a ‘we’ but includes a ‘must’ or a ‘should’ 
as well.
e.g. “Before we go any further, we should verify which side this patient has consented to.”  


Command: A command is the highest form of one member of a team raising the 
situation awareness of the team.  It is an imperative to either act or to not act due to 
impending harm.
e.g. “Stop!  We are about to make a mistake that will harm this patient!”  







Critical Language 
Critical language refers to an agreed upon phrase by a team that can 
be used to “stop the line” or halt activity if someone feels safety is a 
concern. For example, the phrase “I need clarity” can be used as critical 
language. Critical language can also be used through ‘CUS’ words 
described below.


‘CUS’ Words
‘CUS’ is an acronym that stands for the following:


•	 “I’m concerned”
•	 “I’m uncomfortable” or “This is unsafe” 
•	 “I’m scared” or “This is a safety issue”
•	 “STOP”


This set of words is effective at increasing the level of concern about a 
safety issue without generating too much confrontation. Using CUS words 
can make it easier to speak up about a safety concern because it gives us 
something easy and automatic to say. All members of a team need to be 
aware that these words are meant to imply a safety concern.


Ask for Feedback
Our ability to speak up depends on the situation, but also on our 
personalities. A great technique to increase input from all team members is 
to explicitly ask for feedback from them using their names. For example, you 
could ask: “What do you think, Barbara?”  Listen and then say “thank you for 
your feedback!”


Respecting and acting on the feedback is just as important as asking 
for it. This tool can improve the sense that input is valued and promote 
coordination between team members. 


Asking for feedback is very helpful when you want to break a pattern of 
silence or when some members of your team are naturally shy. To implement 
this tool, think about the appropriate person to be asking for feedback. Is it 
someone in a leadership role or anyone on the team?







We would like you to reflect on and discuss potential strategies to 
improve the teamwork and communication interactions you observed in 
the video.


1. How could this team improve their communication? What strategies 
could this team implement to improve their communication? 


 In more detail:
 a. What could the lead mechanic do?
 b. What could the assistant mechanic do?
 c. What could the customer do?


2. Let’s practice: What tangible things could you say to help this (team 
or individual)?


 a. What questions could you ask?
 b. What phrases could you use?
 c. What strategies could you suggest?


Improvement Strategies







Finally, we would like you to reflect on and discuss this video based on 
your own communication style and experiences.


1. Have you observed communication breakdown within your own work 
environment that is similar to what you saw in the video? What did it 
look like and what were the results?


2. Does your organization encourage the use of titles and position?
3. Do you feel you cannot talk to higher levels in the organization 


without permission?
4. How could you translate what you saw into a learning opportunity/


teaching moment for your own team?
5. What is one thing that your team could commit to trying/doing 


differently in the next week to help improve teamwork and 
communication where you work?


6. What is one thing that your team could commit to trying/doing 
differently in the next month to help improve teamwork and 
communication?


For more information on teamwork and communication resources 
and tools, please visit our website at shiftculture.ca or contact the BC 
Patient Safety & Quality Council at culture@bcpsqc.ca.


For You + Your Team



https://bcpsqc.ca/culture-engagement/teamwork/tools-ideas/

https://bcpsqc.ca/

https://bcpsqc.ca

mailto:culture@bcpsqc.ca
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The effects of power, leadership and psychological
safety on resident event reporting
Nital P Appelbaum,1 Alan Dow,1 Paul E Mazmanian,1 Dustin K Jundt2 & Eric N Appelbaum3


CONTEXT Although the reporting of adverse
events is a necessary first step in identifying
and addressing lapses in patient safety, such
events are under-reported, especially by front-
line providers such as resident physicians.


OBJECTIVES This study describes and tests
relationships between power distance and lea-
der inclusiveness on psychological safety and
the willingness of residents to report adverse
events.


METHODS A total of 106 resident physicians
from the departments of neurosurgery, ortho-
paedic surgery, emergency medicine, otolaryn-
gology, neurology, obstetrics and gynaecology,
paediatrics and general surgery in a mid-
Atlantic teaching hospital were asked to com-
plete a survey on psychological safety, per-
ceived power distance, leader inclusiveness
and intention to report adverse events.


RESULTS Perceived power distance
(b = �0.26, standard error [SE] 0.06, 95%
confidence interval [CI] �0.37 to 0.15;
p < 0.001) and leader inclusiveness (b = 0.51;
SE 0.07, 95% CI 0.38–0.65; p < 0.001) both
significantly predicted psychological safety,


which, in turn, significantly predicted
intention to report adverse events (b = 0.34;
SE 0.08, 95% CI 0.18–0.49; p < 0.001). Psycho-
logical safety significantly mediated the direct
relationship between power distance and
intention to report adverse events (indirect
effect: �0.09; SE 0.02, 95% CI �0.13 to 0.04;
p < 0.001). Psychological safety also signifi-
cantly mediated the direct relationship
between leader inclusiveness and intention to
report adverse events (indirect effect: 0.17; SE
0.02, 95% CI 0.08–0.27; p = 0.001).


CONCLUSIONS Psychological safety was
found to be a predictor of intention to report
adverse events. Perceived power distance and
leader inclusiveness both influenced the
reporting of adverse events through the con-
cept of psychological safety. Because adverse
event reporting is shaped by relationships and
culture external to the individual, it should be
viewed as an organisational as much as a per-
sonal function. Supervisors and other leaders
in health care should ensure that policies, pro-
cedures and leadership practices build psycho-
logical safety and minimise power distance
between low- and high-status members in order
to support greater reporting of adverse events.


Medical Education 2016: 50: 343–350
doi: 10.1111/medu.12947


Discuss ideas arising from the article at


www.mededuc.com discuss.
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INTRODUCTION


The maintenance of patient safety is a global chal-
lenge affecting health care delivery across cultures
and societies.1 Effective systems of event reporting
are critical to improved patient safety and enable
those responsible for evaluating adverse events to
understand their impacts and causes.2 Unfortunately,
despite an emphasis on the reporting of adverse
events, such occurrences remain under-reported.


Many adverse event reporting efforts fail to acknowl-
edge the complexity of the organisations in which
care is delivered and the psychological factors that
influence event reporting.3 Barriers to event report-
ing include fear of retribution, worry about litigation,
lack of knowledge on what constitutes a reportable
event, time constraints, unsupportive colleagues, and
the notion that no systematic change will result from
reporting an adverse event.4 Researchers have
described the failure of hospitals to take other factors
(e.g. motivational drivers, barriers against reporting,
training on reporting, reporting culture) into
account when implementing technological solu-
tions.5 Outside health care, Probst and Estrada3


found, on average, 2.48 unreported events for every
reported event in a sample of 425 employees across
five industries, including manufacturing, heating and
cooling, dental manufacture, paper milling and hos-
pitality. Those organisations with poor safety cultures
and little emphasis from supervisors on safety had
the lowest numbers of adverse event reports, exem-
plifying the importance of culture and leadership.3


Adverse event reporting can be seen as an output
from a complex system of personal, interpersonal
and environmental relationships.


The Institute of Medicine highlighted a systematic
problem underlying the reporting of adverse events
within health care: ‘. . .counterproductive hierarchi-
cal communication patterns that derive from status
differences are partly responsible for many medical
errors.’6 Although the hierarchical relationship
between physicians and nurses is commonly cited in
the literature,7 a similar relationship of status differ-
ences may exist between residents and attending
physicians. Although they have earned a medical
degree, residents appear to be subject to a differ-
ence in status because they are trained under the
leadership of attending physicians whose supervisory
roles are not only integral to the tradition of
apprenticeship in medicine, but are also regulated
by the business of medical education.8–10 However,
poor working relationships between faculty staff and


residents may suppress behaviours necessary for
patient safety.11,12


In academic health centres, residents are usually the
doctors most directly engaged in patient care and,
therefore, on the frontlines of adverse event report-
ing. A study of 144 residents and 42 senior doctors
showed that residents were significantly more likely
than senior doctors to report events (85.4% and
58.4%, respectively; relative risk 0.58, 95% confi-
dence interval [CI] 0.46–0.73),13 but residents still
significantly under-report adverse events through
the formal system.14 Although there is a formal,
hierarchical link between attending physicians and
residents, the actual variation in attending physi-
cian–resident relationships and its impact on event
reporting is still unclear.5 Vincent et al.4 found that
one reason why junior staff do not report adverse
events is that they fear they will be blamed for the
event. Similarly, in medical students, increasing hier-
archical distance has been shown to affect intention
to report adverse events.15


Psychological safety


When discussing the relationship between high- and
low-status members, psychological safety is defined as
the belief that a person can express himself or herself
without negative consequences.16,17 Low-status mem-
bers can feel anxiety and fear in situations in which
they are required to take interpersonal risks such as
by asking for help or feedback, experimenting,
reporting events or proposing novel ideas.18–20 Fear
of being labelled ignorant, incompetent or disruptive
in the workplace by colleagues can lead to low psy-
chological safety.19 The consequences of taking a risk
can also diminish one’s self-image, status, or even
career within an organisation.19–21 Accordingly, a lea-
der has the power to influence a follower’s psycho-
logical safety, both positively and negatively.7 A
leader can exhibit behaviours that shape climate and
culture, which influence a follower’s sense of security
and affective state.22


Low psychological safety in low-status members is
thought to be a key contributor to medical adverse
events.7 Negative tension between high- and
low-status members can easily bleed over from inter-
personal strains to poor health care outcomes for
patients.6,7 In addition, low-status members (e.g.
nurses, residents, technicians, medical students)
may avoid engagement in quality improvement
initiatives, including event reporting, out of fear of
negative consequences such as public criticism and
loss of rewards or opportunities.7,13 Previous studies
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have identified psychological safety as a key antece-
dent to intention to report events,20,23,24 as well as
actual reporting behaviour.25


Leader inclusiveness


Adequate leader support may minimise perceived
negative consequences attributed to event reporting,
especially for low-status members. Leader inclusive-
ness, the explicit display of openness, availability and
accessibility by leaders, focuses on followers’ percep-
tions that leadership acknowledges their contribu-
tions.7,26 Low-status members are provided with the
opportunity to contribute new ideas and opinions
that may be perceived as risk-taking and as defying set
norms.26 Importantly, how followers perceive leader
behaviours or values may be more telling of subse-
quent follower actions than actual leader behaviours
or leaders’ perceptions of their own behaviours.7 In
health care, the expectation of leader inclusiveness is
often espoused but not always experienced by low-sta-
tus members, particularly in the context of the tradi-
tional power structure within medical institutions.27


Nembhard and Edmondson7 found perceived lea-
der inclusiveness positively predicted engagement in
quality improvement work; this relationship was fully
mediated by psychological safety. Two additional
studies26,28 tested the relationship between leader
inclusiveness and psychological safety at the individ-
ual level, as opposed to the group level of analysis
used by Nembhard and Edmondson,7 and also
found leader inclusiveness positively predicted fol-
lower psychological safety.


In a review of the literature, we were unable to iden-
tify any study examining the effects of leader inclu-
siveness on psychological safety as the latter pertains
to intention to report adverse events.


Power distance


Power distance is the extent to which an individual
perceives unequal distributions in status and power
within institutions and organisations.29,30 If an indi-
vidual of low status perceives a high level of power-
related distance, he or she is less likely to question
someone of high status.31 In health care, the culture
is deeply rooted in hierarchy.32,33 Kaiser Perma-
nente, one of the largest US not-for-profit health
plans serving 10.1 million members, highlighted
power distance as a substantial barrier against
people speaking up about patient safety concerns in
their system.33 Another study found that followers
in the USA expressed their opinions, a behaviour


reflecting high psychological safety, most frequently
when power distance was low and the relationship
between leader and follower was perceived posi-
tively.34 A study of Taiwanese nurses found that
45% of the variance in barriers to reporting medica-
tion administration errors was attributed to per-
ceived power distance in decision making.35 Power
distance has the ability to diminish psychological
safety across different countries and health systems.
We were unable to find any empirical reports assess-
ing the indirect relationship between power distance
and intention to report adverse events as mediated
through psychological safety.


Study aims


Based on these observations in the literature, we
hypothesised that psychological safety mediates the
positive relationship between leader inclusiveness
and intention to report events, as well as the nega-
tive relationship between power distance and inten-
tion to report events. The current study aimed to:
(i) describe the relationship between psychological
safety and intention to report adverse events; (ii)
test for the presence and strength of the hypothe-
sised negative correlation between perceived power
distance and psychological safety as a mediator of
the intention to report adverse events, and (iii) test
for the presence and strength of the hypothesised
positive correlation between leader inclusiveness
and psychological safety as a mediator of the inten-
tion to report adverse events.


METHODS


Setting and procedure


This study was approved by our institution’s internal
review board. Participants were recruited through
convenience sampling from a mid-Atlantic teaching
hospital serving a large urban population. Data were
collected between June 2014 and January 2015
among residents with at least 1 month’s experience
as physicians. Programme directors were e-mailed to
gauge interest in study participation. Programmes
expressing interest were asked to indicate meeting
times in which the lead investigator could be allotted
10 min of agenda time to recruit residents and
interns for study participation. The consent and data
collection sessions occurred at the start of journal
club or grand rounds, in contexts in which attendees
were spread out across the room. Some attending
physicians were present while residents completed
the survey as we were taking time from an existing


345ª 2016 John Wiley & Sons Ltd. MEDICAL EDUCATION 2016; 50: 343–350


Psychological predictors of event reporting







meeting to recruit participants. Paper surveys were
anonymous and were submitted directly to the lead
investigator at the end of the consenting session. Par-
ticipants were able to skip questions they deemed to
be sensitive and could turn in blank surveys to avoid
their identification as a study participant.


Measures


Power distance was measured using the seven hierar-
chy-specific items from the Cultural Perspective
Questionnaire Version 4 (CPQ4) survey
(a = 0.79).36 A validation survey across five countries
showed the orientation domain that included the
hierarchy items had an acceptable goodness-of-fit
index of 0.92.37 The hierarchy items resulted in con-
sistent differences in power distance between coun-
tries, as found in previous research.37 All items were
interpreted at the individual level of analysis and
were tailored to reflect perceived power distance
within the respondents’ current health systems.


Leader inclusiveness was assessed using Carmeli
et al.’s26 nine-item measure because it is the most
developed scale on the construct and showed high
internal reliability (a = 0.89). Similar to our factor
analysis results, their construct validity results26


showed acceptable fit, with an eigenvalue of 6.18,
68% of variance explained by the single-factor model,
and factor loadings ranging from 0.51 to 0.82.


Psychological safety in the context of each partici-
pant’s department was measured using Edmond-
son’s scale,20 a seven-item survey on which
agreement is indicated using a five-point Likert
scale, which demonstrated reliability (a = 0.79). Var-
ious studies have shown sufficient construct validity
evidence for the scale across different levels of anal-
ysis and populations.20,21,38


Guided by Ajzen,39 we developed a scale to measure
intention to report adverse events. Internal consis-
tency among the six items on likelihood of inten-
tion was high (a = 0.72). We used intention to
report instead of actual reporting behaviour as
actual reporting is contingent on an event occurring
and because other factors may inhibit the behaviour
of reporting (e.g. technology).40 Intention has been
shown to predict behaviour across a wide range of
studies.41 Respondents indicated the likelihood of
their reporting events that varied in severity on a
five-point Likert scale (1 = highly unlikely,
5 = highly likely). The adverse events were devel-
oped to be relevant across different departments
within the hospital and were reviewed by subject


matter experts in medicine and performance
improvement within the health system.


Analyses


A factor analysis was conducted on each of our mea-
sures using IBM SPSS Statistics for Windows Version
22.0 (IBM Corp., Armonk, NY, USA) prior to testing
our path model. Subsequently, a path analysis con-
ducted in MPLUS Version 6.1242 was used to describe
the relationships between study variables. Although
path analysis can be conducted through multiple
regression, we used a structural equation modelling
(SEM) framework.43 Structural equation modelling
provides both individual path coefficients (like mul-
tiple regression), whereby a single-ended arrow rep-
resents a regression path between two variables, as
well as the added benefit of overall model fit statis-
tics which allow for the simultaneous examination
of our entire specified model. It does not provide
direct evidence of causality, but it can test associa-
tions specified by a theoretical foundation. Overall
model fit was evaluated using a root mean square
error of approximation (RMSEA) value of < 0.05, a
comparative fit index (CFI) of > 0.90, a non-signifi-
cant chi-squared value, and a standardised root
mean square residual (SRMR) value of < 0.10.43


Leader inclusiveness and perceived power distance
were identified as independent variables; psychologi-
cal safety was the mediator variable, and intention
to report was the dependent variable. Departmental
affiliation was used as a cluster variable.


RESULTS


Factor analysis


A factor analysis on each of our measures showed
adequate validity (Table 1). Although some items
had low loadings, all items were retained in the
path analysis to maintain scale integrity. A principal
components analysis with varimax rotation showed
adequate validity for our newly developed intention
to report adverse events measure.


Demographics


A total of 106 residents from eight different residency
programmes completed our survey. Participating
departments included neurology (n = 6), paediatrics
(n = 29), emergency medicine (n = 15), obstetrics
and gynaecology (n = 12), general surgery (n = 14),
otolaryngology (n = 7), neurosurgery (n = 6), and
orthopaedic surgery (n = 17). Men and women were
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equally represented (n = 53, 50% each). The major-
ity of respondents identified as White (n = 76,
72%), and the remaining respondents identified as
Asian (n = 20, 19%), African American (n = 4, 4%),
and Other (n = 5, 5%). One respondent did not
identify their ethnicity. The average length of expe-
rience working at the mid-Atlantic teaching hospital
was 4 years across departments.


Descriptive analyses


Perceived power distance was negatively correlated
with psychological safety (r = � 0.36, p < 0.01) and
reporting intentions (r = � 0.21, p < 0.05)
(Table 2). Conversely, leader inclusiveness was
positively correlated with psychological safety
(r = 0.52, p < 0.01) and reporting intentions
(r = 0.21, p < 0.05). Psychological safety was also
positively correlated with reporting intentions


(r = 0.31, p < 0.01). Department, gender, years of
experience and race were not correlated with any of
the study variables. Means and standard deviations
for study variables are listed in Table 2.


Path analysis


Our model indicated good fit (RMSEA 0.032, CFI
0.999, v2 = 2.22, p = not significant, SRMR 0.029).
Perceived power distance (b = �0.26; SE 0.06, 95%
CI �0.37 to 0.15; p < 0.001) and leader inclusive-
ness (b = 0.51; SE 0.07, 95% CI 0.38–0.65;
p < 0.001) both significantly predicted psychological
safety, which, in turn, significantly predicted
intention to report adverse events (b = 0.34; SE
0.08, 95% CI 0.18–0.49; p < 0.001) (Fig. 1). Both
the indirect effect of perceived power distance on
intention to report mediated through psychological
safety (indirect effect: �0.09; SE 0.02, 95% CI �0.13


Table 1 Sample survey items and factor analysis results for construct validity


Construct Sample survey item Model


Range of


loadings Eigenvalue


Variance


explained, %


Perceived power distance X medical centre has a hierarchy of authority One-factor model 0.53–0.71 3.17 36


Leader inclusiveness Attendings in my department are open to


hearing new ideas


One-factor model 0.79–0.87 6.12 68


Psychological safety It is safe for me to take a risk in this


department


One-factor model 0.33–0.76 3.23 38


Intention to report


adverse event


I would report a breach in confidentiality Two-component


model


0.64–0.80 2.54 42


0.52–0.89 1.09 18


Table 2 Summary of intercorrelations, means and standard deviations (SDs)


2 3 4 5 6 7 8 Mean SD


1 Department �0.20* �0.17 �0.01 �0.01 �0.07 �0.15 �0.06 – –


2 Gender 0.05 �0.05 0.07 0.05 �0.10 �0.01 – –


3 Years of experience 0.00 0.06 0.03 �0.03 0.12 4.00 2.52


4 Race 0.09 �0.04 0.04 0.03 – –


5 Power distance �0.14 �0.36† �0.21* 3.10 0.62


6 Leader inclusiveness 0.52† 0.21* 4.01 0.51


7 Psychological safety 0.31† 3.52 0.54


8 Intention to report adverse event 3.68 0.60


* p < 0.05
† p < 0.01
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to �0.04; p < 0.001) and the indirect effect of per-
ceived leader inclusiveness on intention to report
mediated through psychological safety (indirect
effect: 0.17; SE 0.02, 95% CI 0.08–0.27; p = 0.001)
were statistically significant. As low-status members
increased one unit in perceived power distance,
psychological safety decreased by 0.26 unit, and as
low-status members increased one unit in perceived
leader inclusiveness, psychological safety increased
by 0.51 unit. Subsequently, as psychological safety
increased one unit, intention to report adverse
events increased by 0.34 unit.


DISCUSSION


Our proposed model was supported, suggesting that
as residents perceived reduced power distance and
increased leader inclusiveness, their sense of psycho-
logical safety and intention to report adverse events
increased. Our results have several implications for
leaders in education, residents and researchers.


Because health care leaders and policymakers seek
to increase adverse event reporting, faculty staff
should strive to create a culture in which the power
distance between high- and low-status members is
minimised and leader inclusiveness is increased.44


Pfeiffer et al.’s24 literature review on motivations for
event reporting highlighted psychological safety as a
barrier: ‘Faculty do not encourage residents to
report [adverse] medical events.’ Initiatives to
increase event reporting amongst resident physi-
cians must support high psychological safety by com-
municating clearly the process of reporting and its
terms of confidentiality, and providing safeguards to
avoid any punitive backlash.4,14 In addition, attend-
ing physicians should exhibit behaviours that are
inclusive of residents, such as by sharing critical
information, initiating meetings to discuss the pro-
gress of both patients and learners, being available
for consultation, and representing an ongoing pres-
ence within the team.20,21 Leaders, such as pro-


gramme directors, should strive to help clinical
faculty staff develop as open, available and accessi-
ble to low-status team members.


For graduate medical education (GME) in particular,
the current study provides empirical evidence that
residents’ perceptions of attending physicians impact
on psychological safety and can inhibit the intention
to report adverse events. In the context of recent US
efforts to improve the engagement of residents in
the provision of safe, high-quality patient care,45 our
study constructs may provide an approach with
which to assess the learning culture and measure the
impact of interventions. Organisations, in turn, must
take on the role of facilitating positive relationships
between high- and low-status team members through
procedures and policies that flatten hierarchy and
develop leaders who exhibit inclusive behaviours. A
recent conceptual framework for integrating quality
and safety into teaching hospitals identified organisa-
tional culture as one of six key elements requiring
focus for a paradigm shift in GME.45 Leaders should
encourage and engage residents in event reporting,
support a systematic review of events without blame,
and leverage GME conferences (e.g. morbidity and
mortality conferences) as fora in which to discuss
adverse events.45 In practice, Kaiser Permanente
implemented structured communication across team
roles to facilitate a safe way of allowing individuals to
speak up regarding patient safety concerns.33 As part
of this programme, clinical leaders provided oppor-
tunities within daily work to surface patient safety
issues through preoperative debriefings. As such,
event reporting should be seen as signalling organi-
sational and cultural competency, as much as the
individual competency of a learner or practitioner.


Investigators can extend this study in several ways.
Tools for measuring the concepts in this study can
be further refined and additional antecedents to
reporting intention may be identified. More impor-
tantly, by tracking changes in perceptions of power
distance, perceived leader inclusiveness and psycho-


Perceived power
distance


Leader inclusiveness


.51†


–.26†


.34†Psychological safety Intention to report
adverse events


R2 = 0.36† R2 = 0.10*


Figure 1 Perceived power distance and leader inclusiveness significantly predict intention to report adverse events through
psychological safety. *p < 0.05, †p < 0.01


348 ª 2016 John Wiley & Sons Ltd. MEDICAL EDUCATION 2016; 50: 343–350


N P Appelbaum et al







logical safety over time, we can better define ways to
increase patient safety.


Limitations


Key limitations to the present study include its use
of intention to report an adverse event as the pri-
mary outcome. Actual event reporting behaviour
can only be inferred.40 Likewise, there is no com-
monly used measure of reporting intention in the
literature and therefore a measurement tool was
developed for this study. The scale reliability statistic
and factor analysis was adequate, but the actual
items were specific to reporting concrete events and
the tool requires further psychometric validation.
The study data were also limited to one health care
system and were cross-sectional, which limits their
generalisability. A procedural limitation refers to
the fact that some residents were surveyed in the
presence of attending physicians.


CONCLUSIONS


In this study, we demonstrated that intention to
report adverse events is affected by psychological
safety, which is positively associated with leader
inclusiveness and negatively associated with power
distance. These findings identify important antece-
dents to desired behaviours among resident physi-
cians and have broader implications for the
organisation of health care, training of residents,
and evaluation of the health care environment.
Adverse event reporting should be seen as a com-
plex cultural phenomenon in health care. Educators
and leaders should integrate these concepts into
new initiatives as they seek to increase patient safety
and the overall quality of care.
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Creating a Teamwork Agreement 


Overview 
 
Teams are more effective when each member knows what is expected of them and how members of 
the team will work together.   
 
For this reason, one of your team’s first steps in the action series is to take the time to establish a 
teamwork agreement. Your group’s teamwork agreement should be simple and no more than a page.  It 
should outline:  


• a broad statement of what you want your team to achieve; 
• how your team will work together to foster teamwork and communication; and 
• how conflicts and challenges will be resolved. 


 
Not sure how to do this?  Don’t worry, we’ve outlined the steps to make it easy for you! 
 
Here are the supplies that you will need: 


• Flipchart paper 
• Pens 
• Post-it notes 
• Markers or dots for dot-voting 
• Your team! 


 
Here are the steps to follow: 
1. Set aside a time for your team to come together to build your teamwork agreement.   


• Can’t get together in person?   
• Follow the same steps on a whiteboard or bulletin board in your hallway and provide a 


couple of days for each step in the process to allow time to solicit feedback from each 
member of the team.   


• Alternatively, complete your collaboration agreement through a series of brief huddles 
where you work through the steps. 


2. Using post-it notes, have team members identify things that they think will contribute to effective 
teamwork and communication.  These might include: 
• Respect 
• Trust that others will do their work 
• Accountability 
• Direct communication 
• Address conflicts before they become destructive 
• Create the space for all team members to participate and have input 


 
3. Have everyone post their individual ideas on your flipchart paper. 
4. Review the ideas together as a team and theme into main categories.   







 
 
5. Looking at your ideas on teamwork and communication, consider those factors that may make it 


challenging for your team to work as a group: 
• Personality styles 
• Jargon/different language 
• Team members who don’t contribute 
• How/when the team wants to communicate (in person, meetings, email, video conference, etc.) 
• How your team wants to address power distance index (PDI) or perceived hierarchies. 


6. Add additional ideas/themes that you might want to include after you have discussed these 
challenges. 


7. Provide a final summary of the different themes/elements that you wanted included in your 
collaboration agreement. 


8. Get your team to “dot vote” by selecting the top 8-10 items that they wanted included in your 
teamwork agreement. 


9. These items will form the foundation of your collaboration values and serves as the guiding 
principles for the relationships and how your team will work together.  


10. Once your teamwork agreement is complete, it is important that you: 
• Share it with all members on your team; 
• Post your teamwork agreement somewhere visible; 
• Model the agreement in your own practice; 
• Challenge team members on adhering to the agreement early and often;  
• Refer back to the agreement when you sense that the team is not functioning as it should; and 
• Revisit the agreement occasionally – it should be a living document that reflects the needs of 


your team.  In fact, as your team learns and grows, we will encourage you to revisit your 
teamwork agreement after each webinar, so please keep it somewhere we you can easily 
refer to it.  


 
Note: If your team is unclear how they want to work through conflict, we will be encouraging you to 
revisit your teamwork agreement after webinar 3 on conflict resolution. This will offer you a chance to 
revise the agreement. 
 
Adapted from:  IPC on the Run. University of British Columbia, 2017. www.ipcontherun.ca  
 



http://www.ipcontherun.ca/





 
 
Sample Teamwork Agreement #1 
To advance the teamwork and communication of the <<team name>> team, we have created this 
collaboration agreement to define how we will work together.   
 
Each member of the team is responsible and accountable to uphold our collaboration values as we work 
together to improve our teamwork and communication as well as the outcome of our patients/clients. 
 
The collaboration values we commit to be accountable include: 


• Respect 
• Direct communication 
• A commitment to complete tasks for which we are responsible 
• Kindness 
• Appreciation of each other 
• Trust 
 


Where differences arise, our team is committed to resolving conflict by: 
• Addressing differences in a  timely, open and honest manner and 
• Resolving issues at the staffing level at which they occur. 


 
Sample Teamwork Agreement #2 
To advance the teamwork and communication of the <<team name>> team, we have created this 
teamwork agreement to define how we will work together.   
 
Each member of the team is responsible and accountable to uphold our teamwork agreement as we 
work together to improve our teamwork and communication as well as the outcome of our 
patients/clients. 
 
The teamwork agreement we commit to: 


• Be respectful of our team members 
• Direct communication, rather than side bar conversations 
• A commitment to complete tasks for which we are responsible 
• Kindness and compassion towards each other 
• Trust in each other 
• Not being afraid to say “I don’t know” and ask for help 
• Avoid interrupting others when they are speaking 
• Holding each other accountable when someone is not acting in accordance with this agreement 
 


Where differences arise, our team is committed to resolving conflict by: 
• Addressing differences in a  timely, open and honest manner, 
• Speaking to the people directly involved in the conflict first, before approaching a third party 


mediator, such as a manager or director, and 
• Avoiding using blaming language. Use “I” language instead of “you” when talking about the 


issue. 
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PURPOSE. The study’s aim is to review the literature on psychological
safety in the healthcare setting, more specifically, to identify environmen-
tal climates which promote and support psychological safety in healthcare
organizations.
CONCLUSION. The findings show the complex dyadic interplay between
leaders and team members. Current literature supports the significant
role of leaders as one of the major contextual influences in promoting a
psychologically safe environment. Specific leadership behaviors found in
this review, including leadership inclusiveness, trustworthiness, change-
oriented leaders, and ethical leadership, can foster a psychologically safe
environment. The development and training of such leaders must incor-
porate cultivation of different domains of leadership.
PRACTICE IMPLICATION. Knowledge of the factors influencing psycho-
logical safety will assist healthcare organizations to cultivate and promote
the psychological safety among healthcare personnel, thereby promoting
patient safety and increasing healthcare quality.


Background


Quality improvement in health care has been under-
scored since the Institute of Medicine (IOM) published
its landmark report, To Err is Human (IOM, 2000),
followed by Crossing the Quality Chasm: A New Health


System for the 21st Century (IOM, 2001). The focus on
quality improvement necessitates the need for an orga-
nization to adapt and learn from the continuous and
dynamic changes. The study conducted by Tucker and
Edmondson (2003) illustrates that operational failures
are common occurrences in the everyday work process.
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Edmondson (2004) reported that interpersonal climate
in the workplace has a direct effect on the employees’
behavior to report or to discuss and analyze problems or
failures in the workplace. Also noted is the high preva-
lence of healthcare workers choosing not to speak up
about their concerns (Maxfield, Grenny, Lavandero, &
Groah, 2011). To create an improvement is to under-
stand the processes that need to be improved. One of
the central tenets of quality improvement is the belief
that people are forthcoming and honest about quality
issues. Interpersonal climates that elicit a belief about
the social consequences of speaking up about sensitive
topics like errors are silent but potent barriers of any
improvement initiative.


There is evidence to suggest that psychological safety
leads to organizational learning and team effectiveness
which leads to positive outcome. The purpose of this
review is to summarize current research literature illus-
trating environmental climates that promote and support
psychological safety in the healthcare organizations. It
will attempt to answer “What are the interpersonal con-
textual factors that foster psychological safety?”


Psychological Safety


Psychological safety is described as one’s perception
of consequences for taking interpersonal risk in their
work environment. Edmondson (2004) described it as
a “tacit calculus at micro-behavioral decision point, in
which they assess the interpersonal risk associated
with a given behavior” (p 4). Based on this tacit assess-
ment, and the degree of perceived consequences, an
individual can proceed or retract from a given situa-
tion (Edmondson, 2004).


In their study on organizational change, Schein,
Bennis, and Blake (1965) describe psychological safety
as “an atmosphere where one can take chances . . . (p.
44)” which is needed for an individual to feel secure
and be capable of change. In a study that examined
the general psychological conditions at work, Kahn
(1990) found psychological safety as one of the con-
tributing factors that affect the personal engagement
and disengagement at work. He observed that the
association between feeling safe and showing one’s
self reflects a tenet of clinical therapeutic work involv-
ing individuals, relationships, families, groups, and
organizations. Psychological safety was described as
“feeling able to show and employ one’s self without
fear of negative consequences to self-image, status, or
career” (Kahn, 1990, p. 708).


Psychological safety has been found to promote
team learning behavior and consequently enhancing
team performance (Edmondson, 2004). Perceived psy-
chological safety in a group encourages giving and
seeking feedback (Wang & Hong, 2010; Wilkens &
London, 2006), which in turn advances creativity
and improves decision-making and the group’s
outcome without damaging team interaction (Bradley,
Postlethwaite, Klotz, Hamdani, & Brown, 2012;
Wilkens & London, 2006). Drawing from Dewey’s
learning theory, Edmondson conceptualized learning
as an ongoing process of reflection and action charac-
terized by seeking feedback, reflecting, asking ques-
tions and discussing problems, issues, and/or concerns.
Team members who perceive they are psychologically
safe are more confident to engage in learning behavior
that leads toward goal achievement and overall
improved outcomes.


Psychological safety enables team members to bring
forth concerns and issues that in turn afford the team
a valuable source of information. It facilitates the
climate of productive discussion, creating opportuni-
ties for improvement that can lead to overall organi-
zational improvement. Edmondson (1996) found that
team self-correcting behaviors were more prevalent in
units in which members were less concerned about
being caught making a mistake. She noted that high-
performing groups had higher error rates than lower-
performing groups. Looking more deeply into this
puzzling result, Edmondson found that the difference
was in the perceptions of the risk of reporting medi-
cation errors. Units with high error rates had members
who openly acknowledged medication errors and dis-
cussed ways to avoid their recurrence; units with the
lower error rates had members who kept their knowl-
edge of a drug error to themselves. This is congruent
with other studies that reported a significant relation-
ship between psychological safety and the teams’ will-
ingness to learn from failure (Carmeli & Gittell, 2008).
In addition, psychological safety has also been found
to have a positive impact on employees’ organizational
commitment.


In the healthcare arena, where the stakes in deliv-
ering high-quality care are higher, the consequences
of a psychologically safe environment become vital
in ensuring a positive performance outcome. Staff
should be comfortable speaking up, which in turn can
lead to improved patient safety. With the increasing
and ever-changing demands in health care, it is
imperative to gain a better understanding of the
factors which foster psychological safety. This can
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better equip organizations and their leaders in the
promotion of psychological safety.


Literature Search Strategies & Methods


An integrative literature review process outlined by
Whittemore and Knafl (2005) was followed. A search
was performed on Medline, CINAHL, Scopus, and
PsycINFO databases for English research articles on
quality improvement in the period from January 2000
to present. Initially, the search was done on Medline
using free text terms describing “psychological safety”
or “performance improvement” or “quality improve-
ment”; these were combined with the keywords
“work environment” or “organizational culture” or
“leadership” or “acute care” or “organizational struc-
ture.” These steps were repeated for the other data-
bases. In addition, ancestry approach (Cooper, 1998)
was utilized to examine citations from relevant
research reports.


In an effort to have an extensive literature review of
the subject, help from a librarian from a large medical
center was solicited. She performed the search on
Scopus, Web of Science, Business Source Complete,
and Psychology and Behavioral Sciences Collection
using the keywords “climate” and “psychological
safety” or “psychosocial safety.”


Selection of Articles


Research articles were selected based on the follow-
ing criteria: (a) primary studies of how an individual
or team member develops psychological safety;
and (b) studies illustrating environments supportive
of psychological safety. Schematics were created
(Table S1) emphasizing the research question,
research design, sample size, and result. These articles
were reviewed to determine the factors in the
work environment which contributed to psychological
safety. Identified factors were then sorted and grouped
based on common characteristics. They were reviewed
to identify gaps and areas that need further study.
Study articles that focused on tool review and testing
were not included in the study, nor were articles on
psychosocial studies.


Findings


Themes identified were grounded in the inter-
personal contextual factors. Two major themes iden-


tified were leadership behavior and network ties.
Leadership behaviors were further divided into sub-
categories: leadership inclusiveness, change-oriented
behavior, trustworthiness, and ethical leadership. The
behaviors of leaders played a critical role in promot-
ing psychological safety. Leaders are pivotal for
removing the constraints that often discourage fol-
lowers from expressing their concerns and other
ideas. Multiple studies have identified different lead-
ership behavior as key antecedents of psychological
safety (Bienefeld & Grote, 2012; Carmeli & Gittell,
2008; Detert & Burris, 2007; Edmondson, 1996,
1999; Halbesleben & Rathert, 2008; Hirak, Peng,
Carmeli, & Schaubroeck, 2012; Li & Yan, 2009;
Milliken, Morrison, & Hewlin, 2003; Nembhard &
Edmondson, 2006; Probst & Estrada, 2010; Rathert,
Ishqaidef, & May, 2009; Schaubroeck, Lam, & Peng,
2011; Schulte, Cohen, & Klein, 2012; Walumbwa &
Schaubroeck, 2009; Wang & Hong, 2010). Network
ties, the second theme identified, highlights the sig-
nificance of a positive relationship between the
leader and the team member(s) in the development
of psychological safety.


Leader Inclusiveness


Leader inclusiveness, defined as “words and deeds
by a leader or leaders that indicate an invitation and
appreciation for others’ contributions” (Nembhard &
Edmondson, 2006, p. 947), has been found as one of
the leadership behaviors that promote psychological
safety. Nembhard and Edmondson (2006) suggested
leaders that indicate an invitation and appreciation
for team members’ participation can be perceived by
members as accepted and valued, therefore increas-
ing psychological safety. Nembhard and Edmondson
(2006) investigated factors which promote engage-
ment in quality improvement work in the inter-
professional healthcare setting; they found leader
inclusiveness predicts psychological safety.


Hirak et al. (2012) conducted a study with 277 unit
members from 67 work units in a large hospital in Israel
and examined the relationship between leadership
inclusiveness and unit performance. The authors
reported that leader inclusiveness plays a significant
role in facilitating psychological safety, thereby
potentially enabling the unit to better learn from its
failures and, in turn, enhance its performance. This is
congruent with other studies that found leaders who
exhibit openness, accessibility, availability, fallibility
(Edmondson, 1996, 2004; Nembhard & Edmondson,
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2006), and approachability (Milliken et al., 2003)
lower the threshold for fear of interpersonal risk which
aids team members in work engagement and innova-
tion, thereby potentially increasing group perfor-
mance. In a time-lag study (10 months) by Detert and
Burris (2007), they reported leadership openness con-
sistently showed to be a significant predictor of employ-
ee’s decision to speak up on phase I and phase II study
of a time-lag study. Baer and Frese (2003) linked man-
agers’ openness to creating a climate of initiative. They
reported a significant correlation between climate for
initiative and climate for psychological safety. Employ-
ees that felt supported and encouraged to bring forth
issues and concerns were more likely to feel safe
showing initiative without fear of reprisal.


Team leaders must assure that issues and concerns
brought forth by team members are given a fair con-
sideration (Edmondson, 2003; Tucker, 2007) and
appropriate action (Detert & Burris, 2007; D. Wang &
Y. Hong, 2010). This is congruent with findings in
which Probst and Estrada (2010) reported the per-
ceived supervisor’s responsiveness and degree of poli-
cies enforcement is a predictor of accident under-
reporting in five industrial facilities.


Change Oriented/Empowering


Improvement is one of the desired consequences of
psychological safety. Improvement implies change.
Rathert and Fleming (2008) described continuous
quality improvement (CQI) leadership behaviors as
making team members feel valued for their contribu-
tions, motivating team members to embrace shared
goals, getting facts before making decisions, and facili-
tating communication across professional boundaries.
Such behaviors will enhance the interpersonal dynam-
ics and effective teamwork across disciplines, thereby
increasing the perception of psychological safety.
Nembhard and Edmondson (2006) found that team
leaders who facilitated collaboration across professional
boundaries increased psychological safety among lower
status team members. Such teams were characterized
by interpersonal trust and respect, and were more likely
to participate in quality improvement efforts.


Several studies examined the employee’s percep-
tion of attributes of the work environment to better
understand the variables that can facilitate success on
quality improvement implementation (Halbesleben
& Rathert, 2008; Rathert, Ishqaidef, & May, 2009;
Rathert & May, 2008). The authors reported manage-
ment style, characterized by encouraging employee’s


vigilance to their work processes and empowering
them to influence change without fear of reprisal,
creates the climate of psychological safety that in turn
facilitates learning from failure. This is congruent with
a related study done by Rathert et al. (2009). Rathert
and colleagues described management style which
supported CQI influenced outcome variables including
psychological safety. Wang and Hong (2010) found
that supervisory support can increase team psycho-
logical safety which can lead to team creativity.


Leadership styles that support quality improvement
efforts most likely foster an environment with high-
quality relationships. High-quality relationships
(Carmeli & Gittell, 2008), as manifested by shared
goals, shared knowledge, and mutual respect, create a
positive social context in which people feel safe to
perform and to engage in work processes and tasks that
lead to increased perception of psychological safety.


Trustworthy


Edmondson (2004) noted that team members’ trust
toward the leader is needed to develop psychological
safety. Further, such trust is not related to rational expec-
tations, but rather is conceived in a relational way in
which “choices are more affective and intuitive rather
than calculative” (p. 243). When members have a strong
and favorable emotional connection with the leader, this
positively influences the team members to be open in
sharing information with the team (team members and
leader) in a way that promotes team performance
(Schaubroeck et al., 2011). Such trust is associated with
the expectation that the leader supports a team context
of respect which allows members to speak up without
fear of recriminations from each other or the leader.


Schaubroeck et al. (2011), in their study, suggested
that the leader’s behavior, transformational leaders
and servant leadership, can foster cognitive and affec-
tive base trust that can in turn promote psychological
safety. Transformational leadership refers to leader
behaviors and communications that elevate followers’
interest in furthering the collective purposes of groups
and organizations (Bass, 1985). Servant leadership is
conceptualized as a leadership approach that empha-
sizes serving others, building a sense of commu-
nity, emphasizing teamwork, and sharing power
(Walumbwa, Hartnell, & Oke, 2010). The authors
argued that transformational leadership can elicit
cognitive-based trust while servant leadership cor-
responds to affective base trust. Drawing from
McAllister’s (1995) framework, the authors suggested
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that once employees reach a cognitive level of trust,
they are more ready to develop affective-based trust.


Along the same line, Li and Yan (2009), also
drawing from the McAllister (1995) assumption,
examined the relationship of trust climate in develop-
ing the level of psychological safety and how it impacts
task performance. The authors argue that cognitive
trust lays the foundation ensuring the feeling of safety
to express ideas and concerns. In addition, affective
trust helps reduce the fear for the potential loss, as a
result of taking interpersonal risks, fortifying indi-
vidual psychological safety. The results of their study
showed a mediating effect of psychological safety
between climate of trust and task performance.
Perceived trust among team members creates a safe
environment which promotes positive psychological
conditions that lead to increase task performance.


Team leaders must assure that reflection follows
action (Edmondson, 2003; Tucker, 2007) and must be
given fair considerations (Detert & Burris, 2007; Wang
& Hong, 2010). This is congruent with the findings
reported by Probst and Estrada (2010) that the
perceived supervisors’ responsiveness and degree of
policy enforcement is a predictor of accident under-
reporting in five industrial facilities.


Ethical Leadership


Conscientiousness, agreeableness, and neuroticism,
derived from Brown and Treviño (2006), are the three
individual traits that Walumbwa and Schaubroeck
(2009) included in their study, linking ethical leader-
ship to psychological safety. Ethical leaders are
described to value honest and truthful relations with
their subordinates. They act according to their “funda-
mental values and beliefs, rather than to respond
to external pressures and transitory interests”
(Walumbwa & Schaubroeck, 2009, p. 1276). As cited
previously from other studies, the authors agree that
leaders’ openness and truthfulness can promote inter-
personal trust and mutual respect within the team. In
addition, leaders that demonstrate high personal moral
standard create a work environment that hinders social
undermining, blaming, and unfair punishments
(Rathert & Fleming, 2008; Walumbwa & Schaubroeck,
2009). Employees that perceive their leaders to have
sufficient ability, benevolence, and integrity will
engage in interpersonal risk taking. The result of
Walumbwa and Schaubroeck’s (2009) study found that
ethical leadership predicted psychological safety.


Network Ties


Drawing from social learning theory, in which
learning is described as a relational activity involving
human interactions, Carmeli (2007) posits that social
capital is an important factor that builds psychological
safety. Through the interactions among and between
participants, better understanding and knowledge are
created. At the same time, the quality of interpersonal
relationships that arise from this interaction creates a
shared perception of safe interpersonal risk taking
(Carmeli, 2007). Schulte et al. (2012) argued that
emergent team states and team social network ties are
each key antecedents of the other; that two are mutu-
ally influential and coevolve over time. In other
words, the team member’s perception of the team and
the team member’s social network are likely to
coevolve. In a dyad or group interaction, each indi-
vidual brings his/her own beliefs and perceptions
based on their previous experiences. Each team
member reacts to a situation based on his/her previous
knowledge and beliefs, which in turn can influence
other beliefs and perceptions and, consequently, their
actions/reaction.


Schulte et al.’s (2012) framework and findings
illustrate the varied, complex, and intertwining
mechanisms by which team members’ perceptions of
their team’s psychological safety and team members’
ties, of advice, friendship, and difficulty, may coevolve.
Implications from this study support several studies
previously mentioned. Leader inclusiveness that can
be characterized by seeking opinions and suggestions
from team members can increase perceived psycho-
logical safety. This is related to the “reaction mecha-
nism” which refers to an individual perception, based
on the network ties they receive, and may influence
the individual’s subsequent perceptions of the team.
Other mechanisms that are found to support the rela-
tionship between network ties and psychological
safety give confirmation to the importance of leader-
ship involvement in fostering and increasing psycho-
logical safety of the team. Prospective action refers to
the mechanism in which one’s perceptions of the team
influence the ties he/she “sends” and assimilation
refers to the mechanism where one’s perception of the
team becomes similar to those to whom they send ties.


Discussion


This review set out to examine the current litera-
ture regarding the contextual factors that foster psy-
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chological safety. The findings show the complex
dyadic interplay between leaders and team members.
The current literature supports the significant role of
leaders as one of the major contextual influences
in promoting a psychologically safe environment. The
important consequences of psychological safety are
profound. Employees or team members who feel
psychologically safe tend to engage in more quality
improvement efforts (Nembhard & Edmondson,
2006), they are more open to learning from failure
(Carmeli & Gittell, 2008), and have less workarounds
(Halbesleben & Rathert, 2008). Furthermore, psycho-
logically safe staff also tend to be more engaged in
their work (May, Gilson, & Harter, 2004; May et al.,
2004), thereby increasing job performance (Detert &
Burris, 2007; Edmondson, 1999; Hirak et al., 2012; Li
& Yan, 2009; Schaubroeck et al., 2011). In the health-
care arena, where stakes in delivering high-quality
care are higher, the consequences of a psychologically
safe environment become vital in ensuring a positive
performance outcome. Improvement in patient safety
could stem from identifying concerns and issues and
correcting imperfect processes. With the increasing
and ever-changing demands in health care, it is
imperative to gain a better understanding of the
factors that foster psychological safety. This can better
equip organizations and their leaders to promote a
climate of psychological safety.


The findings of this integrative review suggest that
there are specific leadership behaviors, rather than
generically positive or personalized behaviors, which
may be needed to offset the perceived interpersonal
risk of employees in voicing concerns and issues that
can further open the door for improvement efforts,
elimination of workarounds, and increasing employee
work engagement. These leadership behaviors—
leadership inclusiveness, trustworthiness, change-
oriented leaders, and ethical leadership—can elicit
psychological safety among employees to overcome
employee restraint.


Specific leadership behaviors identified in this
review are not conflicting, but complementary. Lead-
ership behaviors and network ties are attributes an
organization can modify and develop by training or
other types of interventions. The challenge lies in how
to cultivate a leader’s ability to identify and implement
specific leadership behaviors warranted for a specific
situation. Edmondson (2004) suggested that “practice
fields,” referred to as “dry-runs” or simulations, may
enable leaders to practice and learn from failure
without the real consequences. However, there is


much more to be learned. Studies still report employ-
ees’ reluctance to voice their concerns and issues
(Detert & Edmondson, 2011; Milliken et al., 2003).
The airline industry has a long-established “just-
culture” practice (Dekker, 2007), which means that
their crew members feel safe and supported when
voicing issues and concerns. In the most recent study
on Airline Company, Bienefeld and Grote (2012)
revealed that crew members are still reluctant to speak
up even though they are aware they should for safety.
The question regarding why and what makes someone
decide it is safe to speak up about their concerns and
issues continues. Edmondson (2004) described psy-
chological safety as interpersonal beliefs that can vary
from team to team, even to the organization with
strong context and culture.


The literature shows that there is room to explore
psychological safety in healthcare settings. Organiza-
tions in high-reliability industries like health care are
under tremendous pressure to improve the patient
experience and increase the overall value of health
care, to include achieving basic day-to-day operational
effectiveness. Further research might be warranted to
examine specific factors employees and healthcare cli-
nicians consider when making a choice of speaking up
or not.


Conclusion


Psychological safety is grounded in elusive interper-
sonal beliefs and predictions. Although studies in a
variety of work settings make explicit that there are
actions leaders can take to build psychological safety, it
cannot be mandated or altered directly. In this sense,
theory and practice related to psychological safety
must be advanced by research. Specific leadership
behaviors found in this review, leadership inclusive-
ness, trustworthiness, change-oriented leaders, and
ethical leadership, can foster a psychologically safe
environment. The development of such leadership
behaviors must incorporate cultivation of the different
domains of leadership. Leadership development pro-
grams must be designed to cultivate the ability of a
leader to identify when to implement a specific lead-
ership domain, being sensitive to the individual needs
and context, in order to develop and sustain a psycho-
logically safe environment. The complexity and ever-
changing environment in health care and the demand
for safety, efficiency, and effectiveness require a leader
that can adapt and engage in behaviors as the situation
warrants. An examination of specific leaders’ behav-
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iors that establish psychological safety highlights the
importance of understanding the development of each
behavior, in addition to its application synchronous
with the need of team members.
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ABSTRACT


Study 1 investigated role and status effects on
communication strategies, using responses to written
problem scenarios.  Responses were assigned to eight
classes of communications differing in terms of
request perspective, explicitness and directness.
Analyses revealed that captains predominantly used
commands while first officers preferred hints, i.e.
problem and goal statements.  Study 2 examined the
effectiveness of the eight communication types, using
pilots’ effectiveness ratings.  Both crew positions
rated crew obligation statements as more effective
than commands.  Overall, effective communication
strategies were those that made clear what to do while
appealing to the crew’s shared responsibility for
coping with problem situations.  


INTRODUCTION


    The essential thrust of Crew Resource
Management (CRM) is to promote team work among
pilots and thus to reduce human error.  In addition to
performing their individual tasks, crew members are
expected to support each other by monitoring the
situation as well as each other’s performance and to
intervene if a problem is detected.  However, failures
to do so are not infrequent.  The National
Transportation Safety Board reviewed all flightcrew-
involved major accidents of US air carriers between
1978 and 1990 and identified monitoring or
challenging errors in 75% of these 37 accidents
(NTSB, 1994).  Similarly, Jentsch et al. (1997)
analyzed ASRS reports on junior first officer errors
and found that 54% of the cases concerned
monitoring/challenging or assertiveness.  


Pilots may fail in this critical crew function either
because they did not notice a problem, or because
they did not succeed in communicating their concerns
to the other pilot.  Our work addresses the second
issue.  Study 1 examined pilots’ communication
strategies to correct an error or problem on the flight
deck.  Study 2 investigated how first officers and
captains could do so effectively.


STUDY 1


This study was conducted to determine which
communication strategies pilots claim they would
use to mitigate errors by another crew member.
Based on previous research (Linde, 1988;  Orasanu &
Fischer, 1992) we hypothesized that pilots’
communications would be influenced by three
variables:  (1) the status of the speaker relative to the
status of the addressee; (2) the risk inherent in the
situation; and (3) the degree of “face-threat” involved
in challenging an error.  Previous analyses of crew
discourse during simulated flight found that captains
were more direct in addressing first officers than first
officers were in addressing captains (Linde, 1988;
Orasanu & Fischer, 1992).  However, for both crew
positions communications were more direct during
problem and emergency situations than during
normal flight segments.  In addition to risk we
suspected that pilots’ communications would be
sensitive to the degree to which an error implied a
threat to the professional “face” of a crew member.  If
others have made an obvious error, calling it to their
attention may involve a direct challenge to their
status, judgment or skill.  According to politeness
theory (Brown & Levinson, 1987), in situations like
these speakers will seek to protect their addressee’s
face and use more indirect speech as compared to
situations that are less face- threatening.  


METHOD


157 pilots (69 captains and 88 first officers) from
three major US airlines participated in the study.  All
participants were male.  


Participants received eight short descriptions of
aviation incidents which varied in their threat to
flight safety ( high or low risk) and type of problem
(high or low face-threat errors).  Minor errors, such as
an oversight, were considered to be low in face-threat
because they did not involve a direct challenge to the
pilot’s skill or judgment.  Major errors, such as an
altitude bust, were considered to be high in face-
threat because correcting them necessitated a direct
challenge to the pilot’s skill.  For participating







captains, low- and high-risk incidents were described
from the perspective of the captain and involved
errors or oversights on the part of the first officer, the
pilot-flying.  For first officer participants, the
incidents were identical except that they described
captains making errors and oversights.


Participants read the incident descriptions and
were asked to imagine themselves in the position of
the non-flying pilot  (captain or first officer -
depending on the crew position of the participant).
Each incident description was followed by a goal
statement.  The participants’ task was to write out
verbatim what they would say to the pilot flying (the
first officer or the captain) in order to achieve the
stated goal.  For instance, captain participants saw
the following description and goal statement:


While cruising in IMC at FL 310, you
notice on the weather radar an area of
heavy precipitation 25 miles ahead.  First
Officer Henry Jones, who is flying the
aircraft, is maintaining his present course
at Mach .73 even though embedded
thunderstorms have been reported in your
area and you encounter moderate
turbulence.


You want to ensure that your aircraft
will not penetrate this area.


Following the coding scheme of Blum-Kulka,
House, and Kasper (1989) responses were assigned to
eight classes of communication that differed in terms
of their focus, explicitness and directness.  Other-
directed communications or requests referred to an
action the addressee was to perform, while speaker-
centered communications specified an action by the
speaker.  Both types of communications could vary
in the extent to which speakers were direct and
explicit about what action to take and who is to do
it.  Overall six classes of other-directed
communications, and two classes of speaker-centered
communications were distinguished, as shown in
Table 1.


Responses were also coded in terms of their
structure, either simple or complex.  Simple
communications involved only a request or a speaker-
centered communication.  Complex communications
consisted of two parts: one that realized the stated
goal and a second one that provided reasons for the
request or speaker-centered communication.  An
example of a complex communication is “I see we
have some cells painting on radar. I think we should
turn left about 30°.”


Table 1.  Classes Of  Communications


REQUESTS
(= OTHER-DIRECTED COMMUNICATIONS)


Commands Turn 30° right.
Crew Obligation
Statements


I think we need to
deviate right about
now.


Crew Suggestions Let’s go around the
weather.


Queries Which direction would
you like to deviate?


Preferences I think it would be wise
to turn left or right.


Hints That return at 25 miles
looks mean.


SPEAKER-CENTERED COMMUNICATIONS


Self-Directives I am going to get a
clearance to deviate
around these storms.


Permission-seeking
Questions


You want me to ask for
clearance to deviate
around this weather?


RESULTS AND DISCUSSION


Analyses of the responses revealed that first
officers most often used hints to get action from the
captain.  That is, first officers preferred statements
such as “That return at 25 miles looks mean” that
did not specify any corrective action, but instead
pointed to a problem or reminded the captain of a
previously established goal.  Apparently first officers
assumed that the captain would feel committed to a
corrective action once he agreed with their assessment
of the situation.  In so doing, first officers at most
questioned the captain’s understanding of the
situation.  But they minimally challenged his status
since the decision about how best to respond to the
problem was left to the captain. Captains, in contrast,
predominantly used commands to correct first
officers.  This pattern of findings indicates that while
pursuing identical communicative goals, captains
take a more direct route than first officers.  As
expected, captains were more likely than first officers
to specify the action that should be taken.  Moreover,
in issuing more commands and fewer hints than first
officers, captains expressed their intentions more
forcefully than first officers; i.e., there was a stronger
obligation for first officers to comply with captains’
requests than vice versa.







Figure 1.
Distribution Of Captains’ And First Officers’


Request Strategies (In Percentage Of All Other-
Directed Communications)
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Similar status differences were observed for
communications that concerned actions by the
speaker.  First officers were likely to assure that the
captain agreed with their planned action as in ”Do
you want me to ask ATC if they still want us on this
heading?” 57% of all first officers’ speaker-centered
communications were of this kind.  Captains, on the
other hand, almost never used permission-requests
relying instead on self-directives (91% of the time)
such as “I’ll call ATC and find out if he still wants
us on this heading.”


While both captains and first officers became more
direct when risk increased, status differences
nonetheless persisted.  Captains adjusted to higher
risk levels mainly by issuing even more commands
than in low-risk situations (from 47% to 63%).  First
officers, in contrast, quadrupled their use of crew
obligation statements (from 4% to 16%) as risk
increased.  However, hints remained their
predominant strategy, even in high risk situations.
Captains’ and first officers’ request strategies not
only varied with risk but also changed with error
type.  Though commands were captains’ preferred
response to both low face-threat and high face-threat
errors, captains tended to use more hints in situations
in which first officers committed some major error,
e.g., an altitude bust, rather than some minor
oversight.  First officers were likely to increase
commands, crew obligation statements and
suggestions in these situations while hints remained
their dominant strategy.


Concerning the structure of pilots’
communications we found that for both crew
positions, more direct requests were usually
accompanied by justifications as in the following
example: “We are too far left of centerline for
parallel approaches - correct right immediately!”
On average, 63% of captains’ and first officers’ direct
requests (i.e., commands, crew obligation statements
and suggestions) were of this kind.  As the example
illustrates, justifications may serve several social and
cognitive purposes.  By referring to some problem or
goal in addition to making a direct request, speakers
decrease the imposition of their communication on
the addressee.  Since there is some objective event
requiring an action, the speaker’s request becomes
reasonable and his role in requesting is thus
minimized.  In addition, speakers who mention a
problem and action make their thinking transparent
and may thus facilitate a crew’s shared understanding
of the situation.  Interestingly, we also observed that
captains and first officers generally supported speaker-
centered communications with problem or goal
statements.  This finding may indicate two points:
First it may suggest that speaker-centered
communications are considered to be rather bold
communicative moves that require some mitigation.
Recall that the speaker in all scenarios is the pilot-
non-flying.  Or, it may imply that the speaker seeks
to coordinate the activities of the crew and in order to
do so, provides the broader context.


Before leaving the discussion of differences
between captains’ and first officers’ communication
strategies we want to stress that our analyses concern
pilots’ initial reactions to errors or oversights of the
pilot flying.  Study 1 neither allows conclusions on
how effective captains’ and first officers’
communications actually would be in getting another
crew member to comply with their intended action.
Nor does Study 1 allow inferences on how captains
and first officers would proceed if their initial attempt
to mitigate a pilot error should fail.  Study 2 was
conducted to follow up on the first issue.  In this
study we examined whether the communications
captains’ and first officers’ indicated they would use
for error mitigation are considered to be effective
strategies, or  whether captains and first officers could
be more effective if they relied upon different
strategies.


STUDY 2


This study had several objectives.  We wanted to
determine which of the communication strategies
discerned in Study 1 would be effective in mitigating
pilot error, and whether supporting statements would
enhance the effectiveness of strategies.  Moreover, we







wanted to see whether the perceived effectiveness of
strategies varied for captains and first officers, as well
as with the risk level and degree of face-threat
inherent in an incident.


63 pilots (31 captains and 32 first officers) from a
major US airline participated in this study.
Participants received the eight incident descriptions
as well as instances of the different communication
strategies that we could distinguish in Study 1.  Per
incident we listed one example of each of the request
strategies and speaker-centered communications listed
in Table 1.  Participants were asked to imagine that
they had just committed the mistake described in the
scenario and that the communications were directed at
them.  Their task was then to rate on a 9-point scale
how effective each communication would be in
getting them to carry out the speaker’s intent.
Communications they judged to be most effective
were to receive a rating of “9.”  These were defined as
“highly appropriate to the problem while maintaining
a positive crew climate.”  Least effective
communications were to receive a rating of “1” and
were defined as “tactless, excessive or inappropriate.”
In a second task, participants were asked to rate how
direct each communication type was; i.e., “how clear
it was what the speaker wanted done and how much
pressure he put on the addressee to act.”  The order of
effectiveness and directness ratings were
counterbalanced across participants.


Participating captains were told that the
communications were from first officers.  First officer
participants received the same communications, and
were told that these were captains’ communications.
Half of the participants in each pilot group received
simple communications; i.e., the communications
consisted only of a request or a speaker-centered
communication.  The remaining participants received
complex communications; i.e., they were asked to
rate requests and speaker-centered communications
that were supported by problem or goal statements.  


RESULTS


Analyses of captains’ and first officers’ mean
ratings of the communication types per scenario
revealed the following statistically significant effects:
(1) Communications that were supported by a
problem or goal statement received higher
effectiveness ratings (Mean = 5.8) than unsupported
communications (Mean 5.5).  Complex and simple
communications, however, were perceived as equally
direct (Mean = 5.8).  That is , both constructions
were comparable in the extent to which they specified
a corrective action and enforced compliance.  (2) As
shown in Figure 2, the most effective strategies for
both crew positions were neither too direct  (i.e.,


commands) nor too indirect (i.e., permission
requests).  Captains judged first officers’ crew
obligation statements, preference statements and hints
to be significantly more effective than their
commands, self-directives and permission requests.
First officers thought that captains were significantly
more effective when they used crew obligation
statements rather than commands, queries, hints, self-
directives and permission requests.  


Figure 2.
Captains’ And First Officers’ Mean Effectiveness


Ratings Of Different Types Of Other-Directed And
Speaker-Centered Communications (Aligned from
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(3) The judged effectiveness of communication
strategies varied with the level of risk inherent in a
situation.  In high-risk as compared to low-risk
situations, the effectiveness rating of more direct
communication strategies increased, while it
decreased for less direct strategies.  However, even in
high-risk situations crew obligation statements were
rated as more effective than commands.  (4) Face
threat inherent in an incident also played a role in
pilots’ effectiveness ratings.  In particular, hints were
judged to be more effective when used to correct
highly embarrassing mistakes rather than minor
errors.  In high face-threat situations pilots rated this
strategy to be as effective as crew obligation and
preference statements, and considered it to be more
effective than all the remaining strategies.







With the exception of commands, captains’
judgments corresponded reasonably well to the
frequencies with which first officers in Study 1 used
the various request strategies.  Overall, a medium
strong rank order correlation between captains’
effectiveness ratings and observed frequency of first
officers’ strategies was observed (rho = .46).  That is,
hints, crew obligation and preference statements were
both produced frequently by first officers and were
judged by captains to be very effective.  In contrast,
first officers’ effectiveness ratings of captains’
strategies did not correlate as strongly with captains’
strategy use in Study 1 (rho = .30).  The low
correlation coefficient indicates a mismatch between
first officers’ opinions about effective captain
strategies and captains’ actual responses.  Crew
obligation statements, crew suggestions and
preference statements, the top three captain strategies
according to first officers, were rarely used by
captains (4%, 17% and 6% of all captain requests,
respectively).  On the other hand, commands -
captains’ dominant request strategy - received a
considerably lower effectiveness rating.


CONCLUSIONS


Together, studies 1 and 2 suggest that the
strategies pilots indicated they would use to mitigate
pilot errors, may not be the most effective ones.
While we obtained striking differences in captains’
and first officers’ communication strategies, there was
considerable agreement between captains and first
officers on what constitutes effective communication.
Both pilot groups gave high effectiveness ratings to
crew obligation statements, preference statements,
crew suggestions and hints, and consistently rated
commands, the most direct communication strategy,
as less effective.  The common element of these
strategies is that they address a problem without
disrupting the team context.  Crew obligation
statements, crew suggestions, and preference
statements are like commands insofar as they
explicitly state what should be done.  But unlike
commands they do not rely on status differences to
assure compliance.  Crew obligation statements seek
compliance by appeal to a shared obligation.  Crew
suggestions and to some extent preference statements
do so by referring to the solidarity between speaker
and addressee.  Hints are similar to crew obligation
statements insofar as they too seek compliance by
appeal to an external necessity.  Many of the hints
that first officers produced in Study 1 are problem or
goal statements that strongly imply what action
should be taken as for example “Clearance was to
9000!”  or “I show you 15 kts slow.”  That is, once
the addressee acknowledges the problem, he is also
committed to the appropriate action.  


Effective communication strategies thus appeal to
a crew’s shared responsibility for coping with
problem situations.  This characteristic is again
reflected in pilots’ judgments of complex
communications.  Requests and speaker-centered
communications that were supported by problem or
goal statements were rated as more effective than
communications without supporting statements.  The
advantage of complex communications is that they
may facilitate the crew’s shared understanding of
problem situations and their joint problem solving
(Orasanu, 1994).  Speakers who mention a problem
in addition to requesting an action or stating their
intention to act ensure that other crew members are
able to see why a particular corrective action ought to
be taken.  Moreover, crew members are then in a
position to verify for themselves that the speaker’s
problem understanding is appropriate, and that the
intended action is indeed the best response.  
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