
Patient Safety Science 
and Psychological 
Safety in Veterinary 
Medicine

Copyright © 2022 Mars, Incorporated — Confidential 1

Rochelle Low, MHL, MaS, DVM
Global VP of Patient Safety and Quality

CVMA
October 18, 2024



AGENDA

What is Patient Safety? 

Value of Patient Safety Data

Systems-Approach + Culture of 
Safety 

Impact of Patient Safety Events 



Banks
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4-year-old Jack Russell Terrier

Head trauma
Splenic laceration

Diaphragmatic hernia
Multiple fractures

Multiple transfusions 
Two emergency surgeries



Banks
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1
CT scan

3
blood transfusions

2
emergency surgeries

9
days spent in the ICU



Patient safety is an applied science that involves systematic study of 
errors and the rigorous design and testing of change interventions 
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What is a Patient 
Safety Event?

Harm or potential harm 
caused by medical 

management / treatment 
rather than the underlying 

condition of the patient
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What is different in 
healthcare is that there 

still remains an element of 
a culture of infallibility 

that denies the prevalence 
of error
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The patterns of error in 
healthcare are no 
different from the 
situations that exist in 
other high-risk industries



Medical Error is a 
complex issue, but 

error itself is an 
inevitable part of 

being human 
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PATIENT SAFETY IN HUMANS
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33.6 MILLION
admissions to U.S. hospitals

44K – 98K
Americans die in hospitals each year as a 

result of medical errors

EXCEEDED THE DEATHS ATTRIBUTABLE TO:

43,458
Motor vehicle accidents

42,297
Breast cancer

16,516
AIDS

Source: Agency for Healthcare Research and Quality (AHRQ) www.ahrq.gov



Globally, 4 in 10 patients 
are harmed in primary 

and outpatient care
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Up to 80% of these are 
preventable

80%

Source: World Health Organization (WHO) Patient Safety www.who.intCopyright © 2020 Mars, Incorporated — Confidential



SAMPLE MEDICAL ERRORS

Many patient safety events are PREVENTABLE
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Administration of 
6mls of Ketamine 

to a cat as 
induction agent

Cefazolin given 
epidurally 

2-year-old dog 
presented for 
mass removal. 

Accidently 
performed 

neuter.

4-year-old 
Westie with 
burn from 

patient 
warming device

Patient sent 
home with 

wrong insulin 
dose
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TOP PATIENT SAFETY EVENT CATEGORIES
HUMAN MED vs. VET MED
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VETERINARY MEDICINE:HUMAN MEDICINE:

Diagnostic Errors

Medication error

Hospital Acquired Infection

Surgical Errors

Surgery + Procedures

Medication Error

Patient Care + Handling

Anesthesia

Source: World Health Organization (WHO) Patient Safety www.who.int + Halo system MVH l

http://www.who.int/


Why do 
Errors 
Happen?
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Rochelle Low, MHL, MaS, DVM
Global VP of Patient Safety and Quality



95% 
of errors are made by well-trained, well-
meaning, conscientious people who are 
trying to do their jobs well but are caught 
in faulty systems that set them up to make 
mistakes.

Lucien Leape,  Harvard School of Public Health 14
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COULD 
THIS BE A 
PROBLEM?
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Look-Alike Sound-Alike: ‘LASA’ Drugs



What is a System?
• Making a cup of coffee

• Driving a car

• Taking a blood sample

• Clinical handover

• Managing test results

• Running a hospital ward

• Veterinary practice
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A set of interconnected   

components organised 

for a purpose



Types of Systems

Copyright © 2022 Mars, Incorporated — Confidential 19

Simple

• Recipe for 
baking a cake

Complicated

• Engine

Complex

• Veterinary 
care



WHAT IS A 
SYSTEMS-BASED 
APPROACH TO 
ERROR?

WHERE ARE THE 
WEAKNESSES IN THE 
SYSTEM?
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All systems and processes 
can fail 

Focus on finding and fixing 
unsafe conditions before 
injury happens

Errors most often due to a 
complex series of events, not 
a single event



If the system lets you make the 
error, it is badly designed. And if 
the system induces you to make 
the error, then it is REALLY badly 

designed.
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Don Norman, IHI



SWISS CHEESE 
MODEL OF 
ERROR

by Jim Reason
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Funding and 
resources

Patient harm

Technical / Equipment 

• Poor designs

• Deferred maintenance

Healthcare team

• Training

• Distractions

• Fatigue 

Team

• Shifting responsibilities

• Handovers

Organization

• Culture

• Leadership 

• Incomplete policies
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FISHBONE DIAGRAM: ROOT CAUSE ANALYSIS 

Problem/Effect 
(undesired 
patient 
outcome)

Environment
People

Equipment/materials

LeadershipManagement

Process 

Policies
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by Kaoru Ishikawa



What is HUMAN-FACTORS?

The interrelationship between individuals at 
work, their equipment and tools, and the 
environment in which they live and work

  3 domains:

1. Physical (workplace layout)

2. Cognitive (mental processes)

3. Organizational (communication and teamwork)
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The study of all the 
factors that make it 
easier to do the work 
the right way

Human Factors
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Human Factors Aims
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Human 
Factors

Improved system 
performance

Optimised human 
wellbeing



Where does this fit into understanding patient 
safety events and Culture of Safety?
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People do what makes sense at the time. Try to put yourself in their 
shoes. Why did they do what they did?

What features of the task, job, equipment, environment or system 
made the event more likely to happen?

Where could changes make the system more compatible with the 
needs, capabilities and limitations of people?



Defining a Culture of Safety

Shared values, beliefs, norms 
related to safety. It is the compass 
team members use to guide their 
behaviors, attitudes and perceptions 
on the job.

What will I get praised for?

What will I get reprimanded for?

What is the “right” thing to do?

Behavior and 
attitudes on 

the job

28

Culture

Patient 
Outcomes



Psychological Safety

Psychological safety is the individual confidence that 
speaking up will not result in embarrassment, 
rejection, criticism, or punishment from others. 

Strong psychological safety has been linked to less 
burn out in caretakers  

29

Ref: Ma Y et al.
J Nurs Manag. 2021 
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A strong Culture of Safety supports Psychological 
Safety as all team members, regardless of position 
or rank, have a voice. Psychological safety helps 
flatten power dynamics that, when present, have 
been shown to lead to adverse events in healthcare. 



Why a Culture of Safety matters
  Safety culture is related to outcomes

31
Ref:Huang et al., 2010; Mardon et al., 2010; MacDavitt et al., 2007; Singer et al., 2009; Sorra et al; 2012; Weaver, 2011

• Patient care experience

• Infection rates

• Sepsis

• Post-op hemorrhage

• Respiratory failure

• Treatment errors

Patient Outcomes

• Incident reporting

• Burnout

• Engagement

• Turnover

Clinician Outcomes



Key Qualities of a Strong Culture of Safety
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People are 
comfortable 

speaking up, asking 
for help and 

reporting errors

People are 
supported when 
things go wrong. 

Culture is non-
judgmental and 

non-punitive

Errors/events are 
dissected and 

discussed in order 
to prevent future 

errors
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An environment 
where it is safe to 
learn, grow and 
ask questions



How PSE’s 
can drive 
safety and 
culture 

Fix

Monitor

Learn

33

 Report eventsALL 
EVENTS

Data

Culture 
change

Analyze

Reality Reduced
 harm

**Feedback to Reporters



Measurement of CoS
Safety climate survey Johns Hopkins 

Key dimensions: teamwork, 

communication, leader commitment, response to 
errors, overall assessment of safety

Response rates >60% needed; debrief

Measure Q 18-24 months  

  1. I would feel safe being treated here as a 
patient.

 2. Medical errors are handled appropriately in this 
work setting.

 3. I know the proper channels to direct questions 
regarding patient safety in this work setting.

 4. I am encouraged by others in this work setting 
to report any patient safety concerns I may have.

 5. The culture in this work setting makes it easy to 
learn from others.

34



IMPACT 
of Patient Safety Events
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Bosley
8-year-old male Labrador retriever

36



Burn injury 
from warming 
device

• Initially discharged but then 
represented

• Hospitalized 12 days

• 6 general anesthetics

• 2 sedations

• Daily wet-dry bandage wound 
care

37



Patient Safety Event Impact – beyond the patient

3
8

Event

Emotional impact

Lost time for Associates & leaders

Workflow disruptions & inefficiencies

Increased Associate stress

Resolution & settlements

Potential lost revenue



Impact on Veterinarians 2019

reported that adverse events 
affected both professional 
and personal lives

l

3
9

JAVMA, 2019 Kogan et al. Veterinarians Experience with 
Near Miss and Adverse Events

of veterinarians had 
experienced 1 or more 
adverse events in the last 12 
months

74% 

50% 



Impact on Veterinary Team Members 2024

• 45% feel inadequacy regarding patient care abilities

• 38% wondered if they weren’t good health providers

• 36% became afraid to perform difficult or high-risk 
procedures

Self Efficacy::                                 

40

• 50% feel embarrassed from these events

• 48% feel fearful of future occurrences

• 42% feel deep remorse for these events

Psychological Impact:
The effects of patient safety 

events and the potential 

mitigating roles of personal 

resilience, good leadership, 

and a psychologically safe 

culture

L Kogan et al. 



Second Victim Syndrome

Question their own 
competence

“Health care providers who are involved with a patient-related 
adverse event or medical error, and as a result, experience 

emotional and sometimes physical distress.”

Feel responsible for 
the outcome

Feel they failed the 
patient



In a survey of  3,171 
physicians in the U.S. and 
Canada, physicians 
reported increased anxiety 
about future errors, loss of 
self-confidence, difficulty 
sleeping and reduced 
satisfaction following 
medical errors
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BMJ 2000



PEER SUPPORT

Source: SAMHSA



Patient Safety’s Critical Impact
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Medical error is a top leading cause of death 
in humans in the US

(Est. only 40% of errors reported) 

The same errors that harm patients also 
traumatize healthcare workers

Strong 
Culture of 

Safety

Increased 
retention and 
engagement

Improved 
patient 

outcomes
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