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Learning Objectives

• Understand why a culture of peer feedback fosters psychological 
safety, respect, and patient outcomes.

•
Cite reasons why using peers vs leaders creates a culture of 
support and understanding. 



What is your role?
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CPPA Partner Sites



PARS and CORS (Effective Tool & Process)

PARS ® Patient Advocacy Reporting System

• To identify and intervene with professionals who have 

greater risk for malpractice claims and suboptimal 
outcomes of care

• Utilizes unsolicited observations and experiences of 

patients & families, as reported to an office of patient 
relations. 

CORS sm Co-Worker Observation Reporting System

• To identify and intervene with professionals at risk for suboptimal 

outcomes of care because of unprofessional behavior towards 
coworkers

• Utilizes observations and experiences of fellow medical team 

members (coworkers) from organization’s existing incident reporting 
system(s). 
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By Coworker Observations

3% of professionals

44% of reports

By Patient Complaints

5% of professionals 

35% of unsolicited complaints



A Safety Culture Includes:

• Psychological Safety

• Trust

Leadership / Authority

High Reliability

Vision / Goals / Core Values

Nolan, et al., Institute of Medicine, 2001  |  Nolan, et al., Institute for Healthcare Improvement, 2004  |  Hickson, et al.,  Joint Commission Resources, 2012

Reliability: failure-free 

operation over time

Health care should be safe, 

effective, efficient, timely, and 

patient-centered.

However, an institution cannot 

achieve high reliability and safety 

on will alone, it requires a plan.



Professionalism and Self-Regulation

Carlasare and Hickson, AMA J Ethics, 2021  |  Hickson, et al., Joint Commission Resources, 2012 

Technical & 
Cognitive 

Competence

Effective 
Communication

Availability

Teamwork

Self-
awareness

Respect

Professional
Commitment



Professionals commit to…

Self Group

AND

regulation of behavior and performance

Hickson et al., From Front Office to Front Line, 2012

Professionalism and Self-Regulation



…asked Nurse AA to verify the 

instrument count before I 
brought the patient back… 

said, 'You're ridiculous, no one 

else has to do it before the 
patient comes back.'

I had my room set up for the 

craniotomy… Resident ZZ 
came in… took my headrest  

without asking…

Orientee asked for clarification 

about a set-up… Nurse YY 
smirked... ‘nope, the only way 
to learn is do it yourself and 

learn from your mistakes’…

During the case… was 

pointed out to Dr. XX that 
they walked between 
sterile fields… Dr. XX 

said “concentrate on 
getting my instruments 

not me”…

Sometimes We are Not the best version of ourselves...



Unprofessionalism Bullying and Incivility

American Organization for Nursing Leadership Foundation’s 2024 Longitudinal Nursing Leadership Insight Study

AONL Longitudinal Nursing Leadership Insight Study

Incivility – 77%

Bullying – 63%

Witnessed or Experienced

Who From



Covert unprofessionalism is like a crack in the mortar 

You got 

the “B” 

team 

today

When I offer 

input, 

everyone 

goes silent

They never 

include me

They’re good 

at what they 

do, just a little 

rough around 

the edges

Did you 

miss that 

part in 

training?

Guess we can’t 

joke around 

when XX is 

working.

I ask for help 

setting up and 

they ignored me



What examples of covert 

unprofessionalism have 

you seen or experienced?
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Behaviors That Undermine a Culture of Safety

Excerpts from Vanderbilt University and Medical Center Policy #HR-027, 2021 

It’s About

Safety

Disregarding care pathways and established practices (including 
conflicts of interest and compliance)

Threaten safety (aggressive or violent physical actions)

Create intimidating, hostile, offensive (unsafe) work environment 

Team jousting

Dismissing work-flows

Rude and disrespectful communication

Delayed responses to pages

Ignoring timeouts and handwashing
e.g.{

ANY behaviors 
that interfere with 
the team’s ability 

to achieve 
intended 
outcomes

and quality



Why is it important to address?

Hickson, et al., JAMA, 2002  |  Moore, et al., Vanderbilt Law Review, 2006  |  Felps, et al., Research & Organizational Behav ior, 2006  |  Hickson, et al., So Med J, 2007   
Cooper, et al., JAMA Surgery 2017 & 2019  |  Cooper, et al., Annals of Surgery, 2022  |  Doub, et al., Journal of Bone & Joint Surgery, 2024

INCREASED

• Withdrawal

• Anxiety

• Jousting

Disrespectful team 

members create a ripple 

effect that impacts 

culture, performance, 

and retention

DECREASED

• Creativity

• Learning

• Motivation

20-30% 
more likely to have a 

surgical site infection…

Patients under the care of 

disrespectful physicians are

Physicians who model 

disrespect account for

50-70% 
of your organization’s 

malpractice claims 

experience and cost

20-40% 
more likely to 

develop sepsis…

24-30% 
more likely to die if 

trauma care is required



15

Individuals 

exposed to 

rudeness during 

an emergency 

were 4 times 

more likely to 

underperform.

Teams exposed 

to disrespect 

don’t share 

information 

and don’t seek 

help, and as a 

result the team 

underperforms.

Katz, et al., BMJ, 2019  |  Weinger, et al., Anesthesiology, 2017 Riskin, et al., Pediatrics, 2015

Rudeness alone 
explained nearly 

12% 

of the variance 
in performance.

Residents who Performed 

Below Expected Level

8.8% vs. 36.4%
Control Condition Rudeness Condition

Vigilance – Communication – Teamwork

Impact of Rudeness on Performance 



Nurse Leaders are uniquely positioned but 
equally challenged when trying to address 
these behaviors…

American Organization for Nursing Leadership Foundation’s 2024 Longitudinal Nursing Leadership Insight Study



Deciding whether to address

Risk Management costs

Staff Retention

Reputation

Supportive Culture

Do SomethingDo Nothing

Patient SafetyCompeting Priorities

Can’t change…

Fear of antagonizing

Leader follow through

Not sure how

Studer, et al., June 2009  |  Hickson, et al. Ntnl. Pt. Safety Fnd. Stand Up for Pt. Safety Resource Guide, 2008  |   
Pichert, et al., Handbook of Human Factors and Ergonomics in Healthcare and Pt. Safety, 2007



What barriers do you face 

when trying to address?



CORS
sm

 : Coworker Observation Reporting System

CORS

Baldwin, et al., The Joint Commission Journal on Quality and Patient Safety, 2022  |  Martinez, et al., Journal of Patient Safety, 2018
Catron, et al., American Journal of Medical Quality, 2016  |  Webb, et al., The Joint Commission Journal on Quality and Patient Safety, 2016

Effective tool and process 

to identify and intervene 

with professionals at risk 

for suboptimal outcomes of 

care because of 

unprofessional behavior 

towards coworkers

Coworker Concerns

FA rolls their eyes and walks when the 

nurse asks for assistance during turnover.

ST reports: “Asked for clarification on an 

instrument and RN BB says "How can you not 

know this by now? Are you even paying 

attention?"

Nurse reports: “I called PACU to give 

report on the patient. Nurse AA hung up on 

me.”



In
d
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o
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Percent of Professionals

Report Distribution is Similar for All 
Professionals (National CORS

sm 

Database)

Webb, et al., The Joint Commission Journal on Quality and Patient Safety, 2016  |  Martinez, et al., Journal of Patient Safety, 2018 
Cooper, et al., JAMA Surgery, 2019 | Baldwin, et al., The Joint Commission Journal on Quality and Patient Safety, 2022  |  Leitman, et al., Jama Network Open, 2022

Index Scores of Nurses

Index Scores of APCs

Index Scores of Physicians

Threshold for Awareness Intervention

Index Scores of Non-Clinical Faculty



Hickson, et al., Acad. Med., 2007 Nov

Majority of Professionals: Routine Feedback
Majority of Professionals No Concerns Reported; 

Respond To Routine Feedback In The Moment

No
Change

Apparent Pattern

Single 
Concern

(merit?)

Pattern 
Persists

Reports are screened to identify 
potentially egregious or mandated 

reports that may require immediate 

investigation/escalation

LEVEL 3:  Intervention through Formal Process

LEVEL 2:  “Guided” Intervention by Authority

LEVEL 1:  “Awareness” Intervention

INFORMAL:  “Cup of Coffee”

Delivered by PARS: Authority

CORS: Authority

Delivered by PARS: Peer Messenger

    CORS: Peer or Authority Messenger

Delivered by PARS: Patient Relations

     CORS: Peer Messenger

CPPA’s Approach: Promoting Professionalism Pyramid

We utilize a tiered intervention model to provide the right-level of conversation / action at the right time. 



Data-Driven Tools

Observations
Patterns & 

Insights

Unsolicited Patient Complaints

Coworker Reports

Transforming Subjective Observations to Impactful Results

Measurable

Data
Local & National 

Comparisons
Changes & 

Improvements

Confidential. Do Not Distribute.       22



Let’s look at a case…

“I saw Joy skip parts of the surgical safety 
checklist. I spoke up, and she said, ‘I’ve been 
working with this team all day.”



Majority of Professionals: Routine Feedback

We utilize a tiered intervention model to provide the right-level of conversation / action at the right time. 

Majority of Professionals No Concerns Reported; 

Respond To Routine Feedback In The Moment

No
Change

Apparent Pattern

Single 
Concern

(merit?)

Pattern 
Persists

Reports are screened to identify 
potentially egregious or mandated 

reports that may require immediate 

investigation/escalation

LEVEL 3:  Intervention through Formal Process

LEVEL 2:  “Guided” Intervention by Authority

LEVEL 1:  “Awareness” Intervention

INFORMAL:  “Cup of Coffee”

Delivered by PARS: Authority

CORS: Authority

Delivered by PARS: Peer Messenger

    CORS: Peer or Authority Messenger

Delivered by PARS: Patient Relations

     CORS: Peer Messenger

CPPA’s Approach: Promoting Professionalism Pyramid

Hickson, et al., Acad. Med., 2007 Nov

Trained Peer 

Messenger

Joy



Elements of a Cup of Coffee

Elements of “Informal” Conversations

• I am here as ____ (peer, professionalism committee, etc.)

• You are an important team member…

• I observed/received a report…wanted you to know

• We are committed to sharing…

• We don’t investigate… two sides to every story

• Inconsistent with our core values…

• …could this have gone differently

Hickson, et al., Acad. Med., 2007 Nov  |  Dubree, et al., American Nurse Today, 2017 May



26

Authority

Formal

Cup of Coffee

Awareness

Our Findings: Most Professionals Respond…

Confidential. Do Not Distribute.       

186,203 Professionals in the

CORS National database

Depart Unimproved:  19 / 0.01%

26,607 Nurses in the

CORS National database



High Risk Clinicians can be affected by a number of influences…

Percent of Clinicians

P
A

R
S

®
/C

O
R

S
 M

e
tr

ic

Samenow et al., Physician Executive, 2008. 

Life stressors

Substance abuse

Faulty systems

Lack of awareness 
of impacts on 

others

Mental or Physical 
Health

Skill deficits

It worked
before, wasn’t

addressed
earlier…

Behaviors that
Undermine a

Culture of Safety

Samenow, et al., Physician Executive, 2008  |  Cooper, et al., American Journal of Geriatric Psychiatry, 2018  | Stimson, et al., J Urol., 2010    
Moore, et al., Vanderbilt Law Review, 2006  |  Cooper, et al., JAMA Surgery, 2017

The High-Risk Clinician
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Joy’s
Reports 
Continue

Nurse Reports: “… Nurse Joy didn’t call to report before 

bringing their patient to PACU. I didn’t have a vent set up 

or anything…”

Resident Reports: “Nurse Joy told me to stand in the 

corner until the patient was draped… I was humiliated.”



Majority of Professionals: Routine Feedback
Majority of Professionals No Concerns Reported; 

Respond To Routine Feedback In The Moment

No
Change

Apparent Pattern

Single 
Concern

(merit?)

Pattern 
Persists

Reports are screened to identify 
potentially egregious or mandated 

reports that may require immediate 

investigation/escalation

LEVEL 3:  Intervention through Formal Process

LEVEL 2:  “Guided” Intervention by Authority

LEVEL 1:  “Awareness” Intervention

INFORMAL:  “Cup of Coffee”

Delivered by PARS: Authority

CORS: Authority

Delivered by PARS: Peer Messenger

    CORS: Peer or Authority Messenger

Delivered by PARS: Patient Relations

     CORS: Peer Messenger

CPPA’s Approach: Promoting Professionalism Pyramid

Hickson, et al., Acad. Med., 2007 Nov

Trained Peer 

Messenger

Joy



CORS
sm

 Awareness Intervention Tools

Local Comparison National Comparison

Number of Professionals
3 Year Audit Period

CORS Index Score Comparison at Your Institution

NOTICE: This information is privileged and protected by law as peer review information. Please keep it strictly confidential, and do not disclose it to anyone except to other individuals

Webb, et al.,  The Joint Commission Journal  on Qual ity and Patient Safety, 2016  |   Martinez, et  al. , Journal of Patient Safety, 2018
Cooper, et al.,  JAMA Surgery, 2019  |   Baldwin, et al. , The Joint Commission Journal on Quality and Patient Safety, 2022
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What if a change of culture could…

• Quality Outcomes

• Safety Culture

• Staff engagement and satisfaction

• Travel nursing costs

• Continuity of care

• High Reliability

…Support Nurse Retention?

What other benefits might you see?

Baldwin, et al., The Joint Commission Journal on Quality and Patient Safety, 2022  |  Arnetz, et al., Journal of Nursing Care Quality, 2019 
Braithwaite, et al., BMJ, 2017  |  Nelson-Brantley, et al., The Journal of Nursing Administration, 2018



Value of Culture & Team Engagement:              
MD Anderson Reduction in Staff Turnover

Wright, et al., Joint Commission Journal on Quality and Patient Safety, 2024  |  Hickson, Joint Commission Journal on Quality and Patient Safety, 2024

We recommend hospital 

organizations consider implementing 

appropriate organizational 

approaches to ensure lapses in 
professionalism are addressed early 

in order to enhance workplace 

culture, employee well-being and 

patient safety.

“
“

0%

5%

10%

15%

20%

6.7%
Turnover Rate
Post-Pandemic

Estimated $2.16M 
Savings and 

Turnover Rate 
Less than Pre-

Pandemic Levels 

MD Anderson: Impact of Professional Accountability 

Model on Turnover Rates in Perioperative Setting 

15.5%
Turnover Rate

Pandemic

8.3%
Turnover Rate
Pre-Pandemic



Culture & Team Engagement                             

Ashley, Becker’s Hospital Review, Jan 2024  | Gooch & Kayser, Becker’s Hospital Review, Dec 2023  |  *NSI, 2023

Keck Medicine of University of Southern California: Nurse Attrition

30%

25%

20%

15%

10%

5%

0

NATIONAL TURNOVER AVERAGE*

7.2%
Turnover Rate

60% Below National 
Average

Estimated $1.9M 
Annual Savings



VUMC Professional Accountability Model

WHAT OUR MODEL HAS TARGETED DOES IT WORK? THE RESULTS

Improve and sustain hand hygiene practice From 50% to > 95% compliance 1

Reduce malpractice claims expenses By >70% 3, 4

Improve unprofessional behavior towards 

patients and coworkers

Approximately 85% of professionals 

improved (PARS/CORS) 2, 4

Improve and sustain vaccination compliance From 80% to 97% 5

Adhere to surgical bundles to reduce infections Improvement 5

1 Talbot, et al., Infect Control Hosp Epidemiol, 2013
2 Schaffner, et al., JAMA, 1983  |  Ray, et al., JAMA, 1985 & 1986
3 Catron, et al., Am J Med Qual, 2016  |  Webb, et al., Joint Commission, 2016

4 Hickson, et al., JAMA, 2002  |  Hickson, South Med J, 2007 |  Pichert,  AHRQ, 2008  |  Hickson, Jones & Bartlett Publishers , 2012  |  Pichert, Jt Comm Jnl, 2013 | Webb, et al., Joint Commission, 2016
5 Talbot, et al., Infect Control Hosp Epidemiol, 2021



Thank you

Follow us on LinkedIn Follow Dr. Krumm on LinkedIn 
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