
UNIQUE AVIATION-BASED safety train-
ing has helped a Tennessee medical fa-
cility make huge strides in patient
safety and quality care.

In 2003, Vanderbilt University Med-
ical Center’s chief medical officer, Dr.
John Sergent, made a bold statement
about the Tennessee medical facili-
ty’s future: “Our goal is to make Van-
derbilt the premier institution in the
country when it comes to safety.”

While many of the medical center
personnel admit that VUMC is not
there yet, none would disagree that the
training the facility undertook three
years ago has helped the hospital gain
respect among its peers.

“The difference between where we
were three years ago and where we are
today is dramatic,” says Dr. Drew
Gaffney, associate dean for clinical af-
fairs. “I believe that the crew resource

management or CRM training provid-
ed the foundation and created the
awareness to make it happen.”

Recent high marks in two industry
surveys for hospital patient safety
have validated this recent culture
shift at Vanderbilt . The hospital
ranked in the top 10 of almost 900
hospitals that submitted information
for the 2005 Leapfrog Hospital Quality
and Safety Survey.

Further confirmation that VUMC’s
safety training is working is that the
hospital ranked in the top fifth for pa-
tient outcomes of all hospitals repre-
sented on the University Healthsystem
Consortium’s list of safest hospitals.
The extensive study of quality and pa-
tient safety included data from every
patient from academic medical centers
that met strict UHC criteria.

“By giving people the tools to help
them avoid error, we are creating a
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Medical center changes workplace culture 

with innovative safety training program.
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Physicians Rhea Seddon and Drew

Gaffney play a major role in the

Crew Resource Management 

training program at Vanderbilt 

University Medical Center.

(Inset) Both physicians are former 

astronauts who flew a 1991 

Columbia Shuttle mission that was

dedicated to biomedical studies.



culture of safety,” says Dr. Rhea Seddon,
assistant chief medical officer of the
Vanderbilt Medical Group. “We wanted
to improve our safety record.”

Eye-opening experience
Five years ago, the nation woke to a crisis
in patient safety when an Institute of
Medicine report highlighted studies sug-
gesting that medical error was responsi-
ble for between 44,000 and 98,000 deaths
per year. That statistic ranks medical er-
rors in the top five causes of death annu-
ally in the United States.

A study in the early 1990s reported that
the average intensive care unit patient ex-
periences almost two errors per day,
which translates to a level of proficiency of
99 percent. If applied to the airline and
banking industries, that proficiency level
equates to two dangerous landings per
day at O’Hare International Airport in
Chicago or 32,000 checks deducted from
the wrong account per hour.

“You see things happen every day that
don’t have to happen,” Gaffney says. “I re-
alized that if there had been a system in
place, the proper training, or someone had
spoken up, a bad thing would not have
happened.Physicians want to help people.
These failures in the system forced us to
begin to look at ways to do better.”

Gaffney stresses that VUMC doctors
and nurses are committed to safety and
have based their lives on helping pa-
tients, so medical error occurs more often
because of flaws in the system, not indi-

vidual intentions. “Most problems don’t
occur because of lack of medical skill or
knowledge,” he explains. “Medical per-
sonnel are highly trained, highly skilled,
and highly motivated.They really want to
do a good job. It’s the systems put in place
that cause morbidity and mortality.”

When VUMC committed itself to im-
proving patient safety and quality, Mem-
phis-based Crew Training International’s
healthcare arm, LifeWings Partners, pro-
vided some solutions.

Culture change
Using proven safety tools and practices
that are utilized throughout the U.S. mili-
tary and commercial aviation, LifeWings
teaches safety and risk management
training services that consistently pro-
duce measurable results.

As aviation technology improved
during the late 20th century, the role of
human error in plane crashes became
more apparent. Many of the crashes
were traced to poor communication
among pilots, crew, and ground control.
Decades of study led the military to de-
velop training to make safety awareness
and good communication a habit
among flight crews. Training in crew re-
source management is now mandatory
for all U.S. military aviation units and
commercial airline crews.

Seddon and Gaffney have firsthand
knowledge of aviation practices. Both
were astronauts with NASA and were
part of the crew that flew a nine-day mis-

sion in June 1991. That Columbia shuttle
mission was the first dedicated to bio-
medical studies.

The crew resource management train-
ing that Vanderbilt began in 2003 teaches
participants about patient safety break-
downs and how to avoid them, team
building, recognizing adverse situations,
cross-checking and communication, deci-
sion making, and performance feedback.

“As humans, we all make mistakes, but
we can minimize those mistakes if we
create a standardized approach to health-
care,” Gaffney says. “It was pretty clear
that if we didn’t get the skills in place and
if we didn’t start moving toward a culture
change, we would only achieve a fraction
of what we needed to achieve.”

LifeWings began its affiliation with
VUMC when it initiated safety training in
the nursing school.When a physician sat
in on the classroom training, he immedi-
ately alerted senior leadership at VUMC
that the facility would benefit from this
type of patient-centered training.

Comprehensive training
Classroom training is only one small part
of crew resource management.

“Training alone doesn’t change be-
haviors,” explains Richard Clark, vice
president of LifeWings. “If you get any
type of attitude change with a training
course, it will be short-lived at best.”

Before the classroom training takes
place, LifeWings works with the facility
leadership to prepare the organization to
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make the culture shift. Everyone from se-
nior administrators and senior medical
directors to the nursing staff attends a
boot camp, which highlights the ins and
outs of rolling out this comprehensive
CRM project throughout the hospital.

“To really be able to change the cul-

ture, the client has to have ownership of
the program,” Clark says. “This sets the
tone for the program.”

Vanderbilt has implemented CRM by
medical center department and in the
medical school. VUMC has trained about
2,700 employees and put CRM into prac-
tice in the emergency room, trauma 
center, obstetrics and gynecology depart-
ment, the oral surgery outpatient clinic,
and the surgical ward.They are continuing
the training and will eventually imple-
ment this type of care throughout their
four hospitals. At the moment, senior
medical students receive the training, but
Gaffney plans to introduce this new way of
thinking to freshman medical students.

Before starting the classroom train-
ing, LifeWings conducts a safety cli-
mate survey to determine how a
certain department perceives the orga-
nization’s attitude toward safety prac-
tices and patient safety issues. Then,
LifeWings assesses each department
to find inherent built-in errors that are
systemic problems and to evaluate
how the team communicates and
deals with conflict.

After LifeWings reviews the survey
and assessment, they return for the
classroom training. The comprehen-
sive course (see “Classroom Safety
Training Modules” on this page) shows
attendees how aviation training can
be applied to patient safety and quali-
ty care by talking about how to create
an effective team (crew), how to com-
municate effectively (briefings), how
to recognize red flags and what to do
about them, how to make an informed
decision, and how to critique perfor-
mance (debriefing).

“Everyone is overwhelmingly enthusi-
astic about the training,” Gaffney notes.
“We do pre- and post-course question-
naires and about 97 percent of the atten-
dees say the training will help them
personally and professionally.”

The only part  that has been a
tough sell is the fatigue/sleep depriva-
tion module. Although no one dis-
agrees that fatigue plays a major role
in accidents and errors, physicians
have no choice but to be on-call for a
24-hour period.

“Aviation has addressed this issue
by limiting the number of hours a
flight crew can work in a day and in a
month. The crew can not work more
than 100 hours a month—they have a
fixed amount of hours that they can-
not be called in to work,” Gaffney ex-
plains. “Medicine, a few years ago, lim-
ited the number of hours house staff
can work in a week to 80. We have a
rule that residents and fellows can on-
ly work 80 hours a week, and after they
have been on-call for 24 straight hours,
they have to stop having assigned du-
ties and be out of the hospital by the
30th straight hour.”

Physicians, Gaffney says, hear the
data on fatigue, but they are forced in-
to a system of work, even though we
are now telling them this is not a good
way to do it. “This course tells them
when the best time to get sleep is,
some critical data about circadian
rhythm disruption, and more. We are
trying to help them make the most of
a bad situation,” he explains.

Clark and Gaffney both agree that the
most important part of the training be-
gins after the eight-hour classroom
course. LifeWings then hardwires the de-
partments to implement the strategies
and tools needed to improve safety. Van-
derbilt created checklists for certain pro-
cedures, such as patient handoffs,
medication administration, and briefing
and debriefing sessions.

“It is all geared around stopping human
beings from making mistakes,”Clark says.

Gaffney agrees, adding, “To make the
training effective, you have to hardwire
the change. If you don’t do that organi-
zationally, then you lose credibility.”

Vanderbilt recently implemented an S-
BAR model that is based on a standardiza-
tion model used by the military’s nuclear
submarines. When an officer is in charge
and a new officer comes in to take over,
the officer in charge gives the new officer a
standardized briefing called an S-BAR: 
● Situation—current situation
● Background—quick history
● Assessment—situation evaluation
● Recommendation—remedies.

“Vanderbilt is using this method to
standardize handoffs,” Clark explains.

During the classroom training,
LifeWings covers several areas of
human factor improvement.

Introduction to Crew Resource

Management module—how CRM
is applied to healthcare and how it
improves patient safety and quality
of care
Fatigue Countermeasures 

module—how fatigue plays a role
in human accidents and errors,
night-shift issues, when to sleep,
and how much sleep to get
Building an Effective Team 

module—how to change attitudes 
and behaviors, how to create an
effective team, how to recognize
mistakes, and how to speak up
about them
Recognizing Adverse Situations

module—how to recognize red
flags and how to prepare to do
something about it
Cross-check and Communicate

module—how to watch out for
other people and how to speak 
up, instead of hinting and hoping
someone catches on
Decision-making module—
how to harness all the information
available to make an informed 
decision
Performance Feedback module—
how to debrief after a procedure to
talk about things that went well,
things to improve, and changes to
be made for future procedures.

Classroom Safety 
Training Modules
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“That way, any physicians or nurses
coming on duty will know the situation
and if some information is not given to
them, they know to ask for it.”

The final part of the safety training
process involves observation, coaching,
and feedback. It’s the last thing done in
the department assessment.

Patient involvement
To improve safety and quality, patients
must be part of the process.

“We are very concerned about get-
ting the right patient and the right pro-
cedure, so we make the patient part of
the briefing process,” Gaffney says. “We
ask the patient to state their name and
we explain the procedure.”

Vanderbilt, using a popular local
news anchor, has created a video that
patients are asked to view when they
enter the hospital. It stresses the im-
portance of asking questions about

medication, medical procedures, and
more.

“We are creating post-briefing sur-
veys to ask the patients if they felt
like they were in the care of a team
that looked at them as an individual,”
Seddon says. “We will definitely be
doing more of that in the future.”

Return-on-investment
Gaffney and Seddon agree that the in-
vestment was worth it.

“We perform between 35,000 and
40,000 operations per year, and we have
virtually eliminated the wrong surgery,”
Gaffney said. “And the percentage of
safety reports involving actual or poten-
tial harm to patients in the operating
room is down.”

The Joint Commission on Accredita-
tion of Healthcare Organizations has
started to require a series of systems that
are right out of the CRM textbook, such as

briefings and making sure you have the
right patient for the right procedure.

“We are almost at 100 percent compli-
ance of the Joint Commission’s require-
ments, and that has not been easy for
us,” Gaffney says. “A lot of hospitals are
still struggling with that.”

The cost of the program, Gaffney
notes, is paid for if you have one less
wrong site surgery a year. “If we prevent
one major malpractice case a year, we
have paid for CRM tenfold. We know
we’ve done that,” Gaffney says.

“A lot of healthcare providers consider
malpractice to be a cost of doing busi-
ness,” he adds.“The idea that malpractice
expense can be managed is something
that most medical personnel don’t real-
ize. Quality and patient safety should be a
business strategy.”TD
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