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Housekeeping Instructions

• This webinar will be recorded and available for viewing on the NAA website.

• Please use the ‘Chat’ function to engage with us throughout to webinar and 
to ask any questions. 

• Closed Captioning (CC) is available.



Questions to Run On

• What safety design strategies exist that healthcare organizations 
could use now to redesign their processes to prevent harm?

• What strategies are some healthcare organizations already using 
successfully that incorporate safety engineering principles to 
prevent harm?



Share with us!

What would you wish to "re-design” in your organization for safety?

If you have already "re-designed" a process/system (to be safer, more 
efficient, less burdensome) in your organization, please share in the chat!



Speaker Welcome

Dr. Jane Fogg, MD, MPH
Physician Director of Organizational Transformation, Professional Satisfaction

American Medical Association



Professional Satisfaction 
Patient Safety: 

designing care to reduce burnout and improve patient safety

National Action Alliance Webinar: Making Healthcare Safer by Design
Jane F. Fogg, MD, MPH

Physician Director of Organizational Transformation 
Physician Satisfaction, American Medical Association 
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No disclosures 



© 2024 American Medical Association. All rights reserved.8

Agenda

• Physician burnout and patient safety
• Physician burnout  - definitions, data, drivers 
• Strategy, solutions, safety 
• Relational care - values in mitigating burnout and improving safety
• AMA resources 
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Evidence for the association of Patient Safety and 
Professional Burnout   

• Review of 22 studies, 2005-2016
• Hospital-based health care setting
• Relationships between burnout (BO) 

and safety culture or clinical error (10 
studies), BO and patient outcomes ( 2 
studies) 

• Less data on engagement
• Encourages more research in BO, 

engagement, and patient safety 
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Physicians 
with BO 
more likely 
to report 
making 
medical 
errors 

2018 

“Burnout associated with twice the odds of self-
reported medical error, after adjusting for specialty, 
work hours, fatigue, and work unit safety rating,
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What 
improves 
clinical 
practice for  
physicians 
and patients? 

Continuity of care Team Care 

Stable 
relationships 

Effective EHR
High reliability 

systems

Optimize cognitive 
load 

High functioning clinical 
practices and health 

systems

Professional satisfaction 

Patient safety 
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Definitions, Data, Drivers 
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Burnout 

• A syndrome, in the context of occupation, characterized by: 
• Emotional exhaustion
• Feelings of cynicism and detachment from work; lack of engagement
• Sense of low personal accomplishment or decreased efficacy in work

• Impact 
• Workforce stability – turnover, disrupted relationships, reduced access
• Patients - decreased experience, quality, and outcomes
• Organizations/systems – higher costs
• Physicians – increased rates of death, divorce
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Burnout levels remain 
high in physicians 
compared to 
population 

Longitudinal evaluation of burnout 
in physicians compared with the 
population done every 3 years 
https://www.mayoclinicproceeding
s.org/article/S0025-
6196(22)00515-8/fulltext

AMA survey data continue to show 
~50% of MDs report burnout 
(2022, 2023)
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https://www.mayoclinicproceedings.org/article/S0025-6196(22)00515-8/fulltext
https://www.mayoclinicproceedings.org/article/S0025-6196(22)00515-8/fulltext
https://www.mayoclinicproceedings.org/article/S0025-6196(22)00515-8/fulltext


2023 KPI from AMA Organizational Biopsy® Data

Satisfaction
Agree Strongly/ 

Agree

Stress
Agree Strongly/ 

Agree

Burnout
Experiencing at least one 

symptom of Burnout

Intent to Leave
Definitely/ Likely/ 

Moderately

Feeling Valued
To a great extent/ 

Moderately

Physicians
N= 12,422

72.1%

↑ By 4.4% since 2022

50.7%

↓ By 4.9% since 2022

48.2%

↓ By 5.1% since 2022

35.7%

↓ By 3.6% since 2022

50.4%

↑ By 4.1% since 2022

Advanced 
Practice 

Providers 
N= 6,998 74.9%

↑ By 4.5% since 2022

46.9%

↓ By 4.4% since 2022

50.6%

↓ By 5.1% since 2022

39.4%

↓ By 3.7% since 2022

47.9%

↑ By 6.3% since 2022

© 2024 American Medical Association. All rights reserved.



© 2024 American Medical Association. All rights reserved.

Drivers of Burnout – how we work 

• EHR is not routinely optimized 
for clinical practice

• Practice inefficiencies, lack of 
teaming, and obstacles in 
patient care

• Physician task load

16
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Cognitive Load and Diagnostic Accuracy 

“Diagnostic reasoning has historically been treated 
as intrinsic to the individual clinician, likely due to 
difficulty visualizing and measuring cognition based 
on the inherent complexity and internal nature of 
mental processes. However, there is now growing 
recognition that cognition is complex and affected by 
context, cognitive biases, resources, and physical, 
social, and technological environments.”
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Everyday examples, obstacles, and cognitive overload

I am frequently 
interrupted to enter  

computer orders while I 
am taking care of my 

patients.  

My patient keeps 
missing appointments 
and going to the ED at 

night because they don’t 
have transportation…. I 
can’t get any help for 

them.

Reconciling and 
renewing medications is 

hard to do in our 
computer system and I 
don’t always have the 

information I need.

I keep a tickler list of 
important referrals to 

ensure that my patients 
get an appointment…. I 

never know if my 
referrals are successful.
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Strategies, Solutions, Safety 
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Overview of Solutions for Burnout 
Culture and organizational 
resilience: our leaders, our 
practice culture, and our 
commitment to well-being drives 
joy in practice.

1. Wellness-centered 
leadership

2. Culture of wellness

Stanford WellMD Model

Efficiency of practice: the 
system we work in impacts our 
ability to care for patients in an 
efficient and effective manner:

1. EHR optimization and in-
basket reduction

2. Team-based care 
3. Practice infrastructure 

and operations
4. Reduce administrative 

and regulatory burden

20
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AMA STEPS Forward® 
Playbook Series

AMA STEPS Forward® 
playbooks combine the best 
elements of our open-access 
program—toolkits, webinars, 
podcasts, success stories, and 
ready-to-use resources—into 
topical guides with practical, 
actionable strategies and 
tactics to help you create 
change in your practice.
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Taming Technology: EHR 

A system-level approach to EHR inbox 
reduction | American Medical 
Association (ama-assn.org)

https://www.ama-assn.org/practice-management/digital/system-level-approach-ehr-inbox-reduction
https://www.ama-assn.org/practice-management/digital/system-level-approach-ehr-inbox-reduction
https://www.ama-assn.org/practice-management/digital/system-level-approach-ehr-inbox-reduction
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Share the Necessary Work: Team Care & Workflows

Key workflows to save time and share the work:
• Pre-visit planning and pre-visit laboratory testing
• Advanced rooming and discharge
• Team documentation
• Annual prescription renewals and medication management
• EHR inbox and patient portal management

Saving Time Playbook: Stop Unnecessary Work, Share Necessary Tasks 
With the Broader Team, and Gain Leadership Support | Workflow and 
Process | AMA STEPS Forward | AMA Ed Hub (ama-assn.org)

https://edhub.ama-assn.org/steps-forward/module/2813034?resultClick=1&bypassSolrId=J_2813034
https://edhub.ama-assn.org/steps-forward/module/2813034?resultClick=1&bypassSolrId=J_2813034
https://edhub.ama-assn.org/steps-forward/module/2813034?resultClick=1&bypassSolrId=J_2813034
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Share the Necessary Work: Team Care & Workflows

• High functioning teams have a 
shared purpose, mutual 
accountability, and a mix of skills 
and roles 

• The values of trust, empathy, 
relationship, and communication 
are essential to their success

• Take time to assess your team’s 
strength before implementing new 
workflows and roles!

Mutual 
accountability 

Shared purpose 

Complementary 
skills and roles

24
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Practice Operations and System of Care 

When a practice runs well, doctors trust that their patients’ experience 
and needs will be met across the care continuum. 

Examples
• Referral systems that ensure access across departments and closed loops
• Care for urgent and 24/7 needs – telecom, on-call, off hours care
• Shared services to support health related social needs 
• Reliable clinical operations – scheduling, telephone, telehealth, cross 

coverage, care coordination across departments 
• Timely communication and access to relevant clinical information at every 

point of care. 
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Reducing Regulatory and Rule Burden 
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The value of relationships

Dr. Christine Sinsky

Radical Reorientation of the US 
Health Care System Around 
Relationships - Mayo Clinic 
Proceedings

https://www.mayoclinicproceedings.org/article/S0025-6196(22)00471-2/fulltext
https://www.mayoclinicproceedings.org/article/S0025-6196(22)00471-2/fulltext
https://www.mayoclinicproceedings.org/article/S0025-6196(22)00471-2/fulltext
https://www.mayoclinicproceedings.org/article/S0025-6196(22)00471-2/fulltext
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Stable Care Teams 

ED teams that work together more 
often have a shorter “door to 
needle” (DNT) time in acute 
ischemic stroke care.

Surgeons and anesthesiologists 
that work together more often 
have reduce patient morbidity 
after complex gastrointestinal 
surgery. 
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Stable Care Teams

1:1 stable pairings MA:MD​

• ↑ RVUs (11%)​
• ↑ A1c control, Pap smears, 

depression screening​
• ↑ MD satisfaction​
• ↑ MA retention

29
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High Cost of Broken 
PCP-Patient 
Relationships

PCP turnover increases health 
care spending: 
• $1B per year in excess 

healthcare expenditures 
• $260M attributed to PCP 

turnover from burnout
• $189 per Medicare pt; $61 per 

non-Medicare pt
• $86K per departing PCP

30

Sinsky et al, MCP  March 2022 
https://www.mayoclinicproceedings.org/article/S0025-
6196(21)00709-6/fulltext

https://www.mayoclinicproceedings.org/article/S0025-6196(21)00709-6/fulltext
https://www.mayoclinicproceedings.org/article/S0025-6196(21)00709-6/fulltext
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Research, 
Measure, Act, 

Recognize, 
Convene
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AMA Professional Satisfaction

• Measurement: AMA Organizational Biopsy®
• Act: Steps Forward ® , mentoring, speaking
• Recognize: AMA Joy in Medicine  Health 

System Recognition Program 
• Convene: ACPH & ICPH, Boot Camps, 

Learning Collaboratives 
• Research: National burnout survey and 

derivatives q 3 yr ​, EHR event log research​, 
Data Lab research

AMA Professional 
Satisfaction Unit

Research, Measure, Act, 
Recognize, Convene
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Questions and 
Comments?
Dr. Jane Fogg is the former Executive 
Chair of Atrius Health Internal Medicine 
Family Medicine service line (2016-2023), 
a value based, primary care centered 
organization. Prior to this, she was the 
Medical Director of Adult Medicine at The 
Dimock Center, an FQHC in Roxbury, MA 
(1996-2004).  Subsequently,  she led 
primary care practice redesign and 
systems level transition from volume to 
value based care in the Beth Israel Lahey 
academic health system in Boston (2004-
2016).    She joined the AMA PS2 team 
October 2023 is currently the Physician 
Director of Organizational Transformation, 
Professional Satisfaction, adjunct faculty at 
the HMS Primary Care Center,  and is a 
lecturer at Harvard Medical School. 
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Speaker Welcome

Dr. Bruce Hansel, PhD, CCE
Chief Scientist, Device Safety, ECRI



Speaker Welcome

Jeffrey Feldman, MD, MSE, FASA

Senior Anesthesiologist, Children's Hospital of Philadelphia
University of Pennsylvania, and Chair of the Committee on Technology for the Anesthesia Patient Safety Foundation
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Surgical Fire Prevention: 
Technical and Clinical 
Application
National Action Alliance
Making Healthcare Safer by Design: Redesigning for Safety, Efficiency and Burden Reduction

Bruce Hansel, PhD, CCE, Chief Scientist, Device Safety, ECRI

Jeffrey Feldman, MD, MSE, FASA, Attending Anesthesiologist, CHOP, Adjunct Professor of Clinical 
Anesthesiology, Perelman School of Medicine
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Agenda

• Hazard Identification, Investigation, and Remediation
• “Quick Fixes” – Engineering Solutions to Clinical Hazards
• Surgical Fire Prevention
• Clinical Implications of Prevention Strategies
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Hazard Identification, Investigation, and Remediation

Awareness and 
Reporting

Problem reporting through ECRI, 
PSO, and internal programs. 

Maintain compliance with state and 
federal requirements.

Investigation and 
Communication

Internal or external investigation, 
identify root causes, determine if 

technical hazard exists, 
communicate hazards

Engineering 
Solutions

Implement technical, systems 
based, human factors-oriented 

solutions and continuously monitor 
effectiveness by problem reporting 

/ post-market surveillance.



Health Technology Hazards: “Quick Fixes”

2024
#7

Increased Burn Risk with 
Single-Foil Electrosurgical 

Return Electrodes 

Adult patients are placed at 
an unnecessary risk of 
burns during electrosurgery 
when single-foil conductive 
return electrodes are used 
instead of dual-foil 
electrodes or other safer 
options.

2023
#3

Inappropriate Use of 
Automated Dispensing 

Cabinet (ADC) Overrides 
Can Result in Medication 

Errors

ADCs should be configured 
to require pharmacist 
approval prior to allowing 
access to a drug. Use of an 
ADC’s override feature 
should be routinely tracked 
and monitored.

2023
#6

Inflatable Pressure Infusers 
(IPIs) Can Deliver Fatal Air 
Emboli from IV Solution 

Bags

Avoid the use of IPIs for 
continuous infusion 
through vascular sheaths 
and catheters that 
terminate in the left heart. 
Even small amounts of air 
introduced in this location 
can be fatal.

2023
#7

Confusion Surrounding 
Ventilator Cleaning & 

Disinfection Requirements 
Can Lead to Cross-

Contamination

ECRI challenges 
manufacturers to provide 
instructions for cleaning & 
disinfecting ventilator 
components that are 
complete, clear, well 
documented, and 
realistically achievable.

https://www.ecri.org/components/HDJournal/Pages/Top_10_hazards_2024_No_7_ESU_electrodes.aspx?tab=1
https://www.ecri.org/components/HDJournal/Pages/Top_10_hazards_2024_No_7_ESU_electrodes.aspx?tab=1
https://www.ecri.org/components/HDJournal/Pages/Top_10_hazards_2023_No_3_ADC_overrides.aspx?tab=1
https://www.ecri.org/components/HDJournal/Pages/Top_10_hazards_2023_No_3_ADC_overrides.aspx?tab=1
https://www.ecri.org/components/HDJournal/Pages/Top_10_hazards_2023_No_6_inflatable_pressure_infusers.aspx?tab=1
https://www.ecri.org/components/HDJournal/Pages/Top_10_hazards_2023_No_6_inflatable_pressure_infusers.aspx?tab=1
https://www.ecri.org/components/HDJournal/Pages/Top_10_hazards_2023_No_7_ventilator_disinfection.aspx?tab=1
https://www.ecri.org/components/HDJournal/Pages/Top_10_hazards_2023_No_7_ventilator_disinfection.aspx?tab=1
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Surgical Fire: Preventable

• Fuel: Prep solution, 
drapes, towels

• Oxidizer: Oxygen, 
nitrous

• Ignition: ESU, laser, 
cautery
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Fire Prevention: Nuclear and Airline Industries

• Nuclear
• Extensive policies on fire prevention, fire identification, and fire extinguishing
• Two approaches to manage fire safety:

• “Deterministic fire protection”: system-based approach – components will survive a fire
• “Risk-informed, performance-based fire protection”: focus fire protection activities on areas 

of greatest risk

• Airline
• In-flight fire prevention: Limit possibility of fire (e.g. no smoking in lavatory)
• Post-crash fire survivability: Material flammability and insulation
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Surgical Fire: Areas of Greatest Risk

• Anatomic Locations
•  44%   Face, Head, Neck, Upper Chest 
•  21%   Airway
•  26%   Elsewhere ON body
•    8%   Elsewhere IN body

• >70% involve oxygen enrichment
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Surgical Fire Harm: Preventable

• Use pre-op time-out to assess fire risk and 
discuss mitigation efforts.

• Allow 3-min dry time for prep before draping. 
Watch for pooling.

• Secure patient airway if supplemental O2 is 
required.

• If open delivery is used – reduce O2 to less 
than 30%. 

IGNITION SOURCE



Surgical fires near the upper chest, neck, both internal and external, 
and head which occurred in oxygen-enriched atmospheres

0.83
0.24

71%
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Yes

Yes

Yes

No

No

No
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Surgical Fire Response

• Immediate action
• Mitigate risk of injury
• Protect patient, protect staff, 

protect equipment
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99% of Cautery Fires during MAC

Ref:  Mehta, SP. Anesthesiology, 2013:118;1133–1139



We have Met the Enemy …

OXYGEN!

We are the Accomplice

SMOKING GUN  - Auxiliary O2 Flowmeter
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ASA Advisory
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Critique of ASA Advisory

• Allows for Open Delivery of Oxygen
• Auxiliary oxygen flowmeters deliver 100% oxygen
• Cannot measure Oxygen concentration in the field
• More importantly…

• Surgeon notifies intention to use an ignition source
• Anesthesia professional stops oxygen flow and waits …
• Is there a high concentration of oxygen in the field?
• If the patient requires oxygen to prevent hypoxemia, what do you do when the 

oxygen is turned off?



©2024 ECRI  |  ECRI Confidential52

Opportunities to Ensure Surgical Fire Prevention

• Culture
• Surgical team recognizes value of controlling the airway even in short procedures
• Anesthesia provider recognizes the risk of delivering 100% oxygen

• Education
• Teach sedation techniques that do not require enriched oxygen concentrations

• Technology
• Oxygen/Air blender STANDARD at every anesthetizing location
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Key Takeaways

• Patients
• Ask your surgical team how you will be anesthetized. 
• What are the fire prevention strategies?

• Engineers
• Design equipment that will foster compliance with prevention strategies e.g. ready access to 

oxygen/air blenders.

• Providers
• Time out to identify high-risk scenarios and agree on prevention strategies, especially oxygen 

delivery.
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Resources

APSF.ORG/FIRE
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Contact Information

Bruce Hansel, PhD, CCE
Chief Scientist, Device Safety, ECRI

Jeffrey Feldman, MD, MSE, FASA
Attending Anesthesiologist, CHOP
Professor of Clinical Anesthesiology and Critical Care, 
Perelman School of Medicine, University of Pennsylvania

APSF Board of Directors
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Thank You
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Question & Answers



Let Us Know!

58

Based on what you have learned today, what will you do to 
"re-design" a safety challenge you have within your system?

*Please submit your response in the chat



Upcoming Events of Interest

59
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Registration is open and can be found on the AHRQ website. 



Thank You!

Announcing the Next NAA Monthly National Webinar
Promoting Safe Care Everywhere by Leveraging a Competency 

Framework

August 20, 2024
12:00 – 1:00 PM ET 

Registration is open and can be found on the NAA website 
https://cma.ahrq.gov/actionallianceaugust

Stay Connected!
Subscribe to the NAA Listserv Monthly Bulletin 
Email us at NationalActionAlliance@hhs.gov
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https://cma.ahrq.gov/actionallianceaugust
https://subscriptions.ahrq.gov/accounts/USAHRQ/subscriber/new
mailto:NationalActionAlliance@hhs.gov
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