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My journey and 
future plan

Quinnipiac-PA school

Private practice-6 years

Baylor College of Medicine-15 years

MD Anderson-3 years



GOAL: Understanding patient safety quality 
improvement (PSQI) tactics applicable to 
future practice

• OBJECTIVES: After this session, the 
attendee will be able to:

• Describe history leading to PSQI methodologies

• Identify common patient safety concerns observed in 
surgical pathology

• Recognize how communication failures can impact patient 
safety and how PAs can bridge that gap

• Describe a process of safety reporting with psychological 
safety in mind

• Describe how early, mid or late-career PAs can obtain 
leadership competencies that align with future roles in 
PSQI



What's is QC/QA/QI?

Q. Control-program

Q. Assurance-pre-emptive measures

Q.  Improvement-the intervention and 
monitoring 



ThePhoto by PhotoAuthor is licensed under CCYYSA.

PSQI Team: Collaborative multidisciplinary unit in place to 

improve quality of patient care focusing on designing and redesigning 
care structures to improve outcome for the providers, health system 
as a whole, and most importantly, patients.

NURSES
PHYSICIANS RISK MANAGERS STATISTICIANS

PHARMACISTS
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PSQI Team-
Pathology

histotechs
Lab 
managers/directors

Quality managers Medical lab scientists
Pathologists/PAs



Why is there an 
emphasis on PSQI 
these days??



National Academy of Sciences
(formerly Institution of Medicine)-Crossing the Quality Chasm

Why is US healthcare not better? 
Why isn't there an emphasis in QI and 

patient safety?

"highly complex web 
of highly specialized health care professionals

who are all individually experts but who 
are unaware of anyone else on 

the [healthcare team] and how to work best 
with them" (3)



Other 
Problems:

•  Association of American Medical Colleges (AAMC) 
encouraged PSQI programs. SOME medical schools had 
formal PSQI programs. (4)



Accreditation Council of Graduate Medical 
Education (ACGME) encouraged medical 

education for PSQI.
Status: Only 50% of fellowships have training 

due to the lack of faculty to train (5)



Reframing needed for 
medical education:

• Collaboration

• Continuous improvement

• Data driven/evidence based projects

• Patient-centered care demonstrated with 
case-based learning 
interlaced with traditional basic science 
and clinical skills

• Active learning: team-based, 
asking questions related to process 
improvement



Reframing needed

• New basic sciences: error 
causation, human factors, 
leadership, management (3)

• handful of US institutions 
have seen early success in 
integrating systems improvement 
learning into clinical learning



US National Academy of Medicine in 2015 (3)

Crossing the Quality Chasm

Looked at what kind of care people received

6 aims for improvement: To have safe, effective, patient-centered, 
timely, efficient, equitable care incorporated into daily activities

Process: focus was on safety with desired outcomes, those 
outcomes relied on evidence with continuing development

Process involves a team (3)



Once in practice, health practitioners may be 
employed in institutions encouraging systemic 
behavioral change like adopting high reliability 
organization (HRO) principles featured in 
PSQI programs to reduce errors before they 
occur and enhance patient safety.



Institutional Emphasis on Safety

• Use HRO in mind which 
requires
oLeadership commitment to

have a 
strong safety culture in 
place using strategies 
like Lean Six Sigma 
(LSS) process improvement



Origin of HRO

• 1984 UC Berkeley

• LaPorte, Rochlin,

Roberts



WHAT IS HRO?

https:/ /hansre itzel.dk/products/sensemaking-bog-36 794-97 887 412 585 84 https://hub.jhu.edu/2 019 /12 /03 /still-not-safe-sutcliffe/MANAGING THE UNEXPECTED (6)



described this process in 
organizations operating in 

high risk or hazardous 
environments without 
errors for an extended 

time

value=safety within an 
error-free environment (6)



Adapted from Ray et al., 2011 (7)

HRO PROCESS/PRINCIPLES:

Reluctance to 
Simplification

Commitment to 
Resilience

Mindfulness
Error-free 

environment where 
safety is valued

Preoccupation with Failure

Sensitivity to Operations

Deference to Expertise



"bother me in the cockpit"



Close attention paid to the front lines in real time, taking 
immediate action re: adversity



Co-production, regardless of rank



organization is a 
complex 
organism-
rejecting the 
status quo



Preparedness to combat adverse outcomes, maintain competency 
of the team



What are the 
foundational prompts to 
apply HRO in medicine?



Healthcare Management + HRO

https://business.vanderbilt.edu/bio/tim-vogus/ https://hub.jhu.edu/2019/12/03/still-not-safe-sutcliffe/



Foundational Prompts-the quest 
to establish a "safety culture"

Vogus and Sutcliffe (2007) had shown “safety culture” organization in 
hospital nursing units by utilizing their Safety Organizing Scale (SOS) related 
to patient falls. The purpose of this study was to show that patient safety 
and “safety culture” was sustained by “supportive leadership” (8)

The Joint Commission announced that healthcare institutions should 
attempt to reach HRO status. A huge problem is the number of 
stratifications present in a healthcare system. (9)

According to the Joint Commission, all members and levels of an 
organization must share the same goal with their supportive leadership.



According to the Joint Commission, 
all members and levels of an organization 
must share the same goal with their 
supportive leadership.



Quality Improvement Methodology



Robust 
Process 

Improvement 
Methods (10)

Plan, Do, Study, 
Act (PSDA)

Lean Method



Lean Six Sigma (6 
SIGMA)-reduce 

defects and variations 
in operations (10)

DEFINE

MEASURE

ANALYZEIMPROVE

CONTROL IMPROVE TIME 
BUT NOT TO 
COMPROMISE THE 
OUTCOME

ThePhoto by PhotoAuthor is 
licensed under CCYYSA.



LEAN SIX SIGMA BELTS

White Belt

Yellow Belt Team Member

Green Belt Project Leader

Black Belt Project Expert

Master 
Black Belt

Strategy & Coaching

[Source
s]



WHAT CAN I DO AS A PA???



Common PSQI concerns observed in surgical pathology workflows

TAT without 
compromising 
patient safety

Patient identification Carry over

Cassette 
misplacement/order

Working on one 
case at a time

Specimens 
accidentally 

discarded before 
processing



Safety Officer
• Monitoring waste removal

• Spill kits

• SI events, intervention and continuous 
outcomes

• Quarterly meetings-interaction with CLIA 
directors

• Safety checks (eye wash safety shower works, 
disposal of hazardous waste)

• All donning and doffing PPE

• CAP Inspection

• Internal Safety Inspections



A time for 
storytelling:
Championing frozen 
section TAT, ischemic 
time for breast tissue 
and tissue for 
banking.





GOAL: 
With partnership in mind, the pathology lab will describe the form and 
functions of the pathology frozen lab to your service to help provide 

optimal patient care with rapid results.

• OBJECTIVES: After this 10-15 minute session of 
interprofessional education, the learner will be able to:

• Recognize the key players within the frozen lab

• Describe the order of operations following tissue transport

• Discover the national guidelines and the importance of timely tissue 
transport to the frozen lab for therapeutic intent and research 
purposes



Overview of a Pathology Department

BRANCHES:

Clinical Pathology

• Clinical Chemistry

• Microbiology

• Hematology

• Molecular Studies

• Cytology

• Anatomic Pathology

• Histology

• Autopsy

• Forensic Pathology





What is histologic assessment?
Steps in Pathology Routine Processing



Time is of the essence!

• Tissue bank at least 10 minutes once out of the body 
(anoxic/ischemic)

• 20 minutes-if specimen is placed on ice, indirectly

• We must perform a frozen and intraoperative assessment first if 
requested which prolongs the ischemic time.

• Anoxic and fixation times are recorded.



DNA/RNA

• DNA begins to degrade after 
60 minutes of cold ischemic 
time.

• RNA begins to degrade after 
30 minutes of cold ischemic 
time. 



EVIDENCE-BASED GUIDELINES:

BREAST TISSUE ISCHEMIC TIME



Why is ischemic fixation time important 
especially for breast cancer and why is it to be 
monitored?
• ER, PR, HER2 biomarkers determine a patient’s treatment 

options

• ER, PR, HER2 negative patients have limited options

• American Society for Cancer Oncology and College of 
American Pathologists guidelines-HER2 (human epidermal 
growth factor) strongly recommend a fixation by one hour. (12)
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Key take away-We maintain optimal patient 
care as a team by minding tissue integrity 
with accurate, rapid results.



As a form of communication across practices and 
internally, a PA can report safety events 

******BREAK TO POLL RESULTS*******



What is a safety 
event-"SI" event?

• Significant Incident (SI) event?  
(Concern, Uncomfortable, Safe)

• Anyone can report

• Write the facts-consider the 
lesson learned

• Exclude names in the description 
of the event



REPORTING IS SAFE 
PRACTICE!

OTHERS MAY NEVER LEARN FROM OUR MISTAKES 
UNLESS REPORTED, DISCUSSED, AND SOLUTIONS ARE 
IN PLACE!







Report Sent

Now what    
happens?
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PSQI Team

NURSES
PHYSICIANS RISK MANAGERS STATISTICIANS

PHARMACISTS



What is a quality professional?(13)

• Supporter

• Facilitator

•Educator
• Oversees improvement and reports results

• Could/should work in the frontlines emulating good quality practice!
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Things to remember:
"Every moment is a teaching moment." (13)



Quality Assurance Performance Improvement 
(QAPI) CYCLE

MEETING 1

MEETING 2

SAFETY 
EVENTREMEDIAL 

INTERVENTION

INTERIM 
INTERVENTION

CORRECTIVE 
ACTION

MEETING 3

QAPI COUNCIL

LESSONS 
LEARNED

MONITORING 
METRICS

FOLLOW 
UP

ONGOING 
EVALUTION



Example team function:

• Root Cause Analysis- a problem-solving event resulting in corrective 
action so the event ceases to occur (14)



CONSIDERATIONS for Root Cause Analysis 
(RCA) (14)
• Define the problem.

• Identify major categories.

• Draw backbone.

• Brainstorm causes.

• Analyze group causes.

• Identify sub causes.

• Analyze relationships.



Ishikawa Fishbone Diagram (14)

environment machine man

measurement material method

effects
causes



5 Whys? (14)

Why did the error 
occur?

Because of A-Why?

A happened 
because of B-Why?

B happened 
because of C-Why?

C happened 
because of D-Why?



CASE STUDY 1

A mastectomy is accepted by the pathology laboratory with an order 
for an intraoperative consultation at 8:15 am labeled as right total 
mastectomy with patient label "ABC"

The OR schedule shows patient "ABC" is scheduled for a noon surgery 
and for breast reconstruction. A different patient was scheduled for the 
right total mastectomy. The HT accepted the specimen and confirmed 
receiving the correct patient in LIS. PA ordered a hard stop.

Why did the error 
occur?

Because of A-
Why?

A happened 
because of B-

Why?

B happened 
because of C-

Why?

C happened 
because of D-

Why?



Human Factors (15)

• Human Factors are determined, coded, and the events are then 
reported to the institution to collect data related to the cause.

• Examples: lack of medical knowledge, physical constraints 
(exhaustion), reckless behavior, rushed practice, feeling 
psychologically unsafe











Case Study 2

The was a storm and the entire hospital building suffered power loss.  
The frozen lab was in darkness and without accessible LIS during an 
intraoperative consultation requiring the transfer of specimen 
radiographic images in the LIS. The lab works remotely. The 
pathologists and radiologists were offsite. There were no emergency 
lights. The power plugs installed were not linked to a backup generator.



5 Whys? (14)

Why did the error 
occur?

Because of A-Why?

A happened 
because of B-Why?

B happened 
because of C-Why?

C happened 
because of D-Why?



Ishikawa Fishbone Diagram (14)

environment machine man

measurement material method

effects
causes



What if the event 
happens again?

• Report again

• Report as a CAPA

=Corrective and Preventative 
Action



UT MD Anderson Clinical Safety & Effectiveness 
Program-Multidisciplinary Team Functions

• Classes

• Aim

• IPE

• LSSYB-proceed to LSSGB

• RCA

• Intervention

• Presentation

• Ongoing Study

CAPA



APP PSQO
Works as a dyad with the divisional physician PSQO, and AP and CP 

PSQO



Departmental APP Patient Safety Quality Officer

Core Focus
• Professional Practice 
Evaluations (FPPE & OPPE) 
Focused and Ongoing 
Readiness
• Patient Safety Leadership
• Quality Improvement
• High Reliability & Just 
Culture
• APP Development



Key Functions & Responsibilities

• Regulatory compliance and accreditation 
readiness
• Develop APP competency standards
• Create and track FPPE/OPPE metrics
• Review compliance timelines
• Lead practice-changing quality initiatives
• Participate in RCA and safety 
investigations
• Educate and mentor APPs
• Prepare annual safety and quality 
reports



Early Career Opportunities

• AAPA-preceptor program, SIG for safety and management

• ASCP Leadership Academy

• CAP Inspector Training

• Educational Centers-LEADSelf and Others, Safety Reporting, Safety 
Report File Management, Lean Belts, CS&E Programs

• Mentorship programs

• Volunteer with strategic planning committees

• Network LinkedIn



Key Take Aways:

• Patient safety concerns are often observed in surgical pathology and PAs have a 
role to mitigate when they occur.

Human factors can impact patient safety and PAs can bridge that gap.

• Safety reporting involves writing the facts, and anyone can report a safety concern. THE 
ARE TEACHING MOMENTS.

• PAs can obtain leadership/PSQI competencies that align with future roles in PSQI



What do you 
think?
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Thank You!
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