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t took a tragic set of circumstances for Chris Dickinson, M.D. (Fellowship 1986), to find his voice as a
champion of patient safety.
Years ago when Dickinson was a resident at
another hospital, a young patient came to his ward
from the neonatal intensive care unit and needed a
monitor. But there were not enough monitors, so
Dickinson took one from the child he thought was healthiest
to use on the newly admitted patient. Sadly, the next night,
the child without the monitor arrested and died.
The child’s mother was understandably grief-stricken and
took out her anger on Dickinson. You told me I couldn’t take my
kid home because he wouldn’t be safe and he’d be safe in the hospital. How
could you have done this? Dickinson had no answer for her, and,
devastated, he went to a stairwell and cried.
But it was a remark by Dickinson’s chief resident that put
the child’s death in a different context. The monitor shortage
had long been a problem, he told Dickinson, and this death
would force change. Dickinson also remembers the chief resident telling him he shouldn’t feel bad, that it wasn’t his fault.
But Dickinson understood there was something he could
do, vowing to no longer sit quietly when he noticed something
endangering the lives of patients.
“I decided that a resident’s job is pretty lousy, so they weren’t
going to fire me if I spoke up,” says Dickinson, now pediatric
associate chief medical officer at C.S. Mott Children’s Hospital and professor of the U-M Department of Pediatrics and
Communicable Diseases. “So there’s a great deal of freedom in
[being able to say], ‘This is just wrong. We’re not going to do
this unless you can explain to me why I’m totally crazy. We’re
going to make this safe for this kid, politics and everything else
be damned.’
“I carried that with me in my
career here.”
Now, every weekday at 8:45
a.m. at Mott, Dickinson stands
in front of a few dozen colleagues
who represent areas across the
hospital — from housekeeping,
patient equipment and supplies to
infection prevention, urgent care,
surgery and nursing — to run a
15-minute safety huddle. Participants crowd into the nondescript
conference room, grabbing a seat
wherever they can find one, to report on their units’ safety problems
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or issues that could potentially cause harm.
Dickinson, clipboard in hand, starts the huddle — as he
does every day — announcing the number of days it has been
since a child has been temporarily or permanently harmed.
He calls out roll, and when each floor or division is named,
its representative answers “safe” if there are no issues. If there
are existing or potential problems, they say “not safe” and
give details.
Issues run the gamut: supplies shortages; delays in delivering antibiotics; rooms slow to be cleaned; or, on a recent
day, a mother who insists she, not the nurse, will dispense
medicine to her child.
One issue that recently inspired discussion involved the
computerized medical charting system that, in an unannounced move, had temporarily been taken offline. Some
staff members were left to scramble to take notes with pen
and paper, rather than via the computer system. After telling
the group he would look into it, Dickinson reported back a
few days later that an announcement wasn’t made to avoid
alarming patients. A better process, he said, was already being
developed.
Dickinson began the huddles in January 2013 with his
Mott colleagues Ken Bandy, director of respiratory care;
Loree Collett, associate hospital director for Mott and Von
Voigtlander Women's Hospital; Marie Lozon, M.D., UMHS
associate chief of staff and associate professor of pediatrics and
communicable diseases and pediatric emergency medicine;
and Margay Britton, director of pediatric nursing services.
Michelle Stanley, a nurse in the Mott Pediatric Dialysis
Unit, has been attending the safety huddles since the start.
“I just like to know what’s going on in other units that
may affect us,” she says. “[Without the
huddles] we probably wouldn’t know
about things happening [in other areas
of] the hospital … Plus, our problems get
solved quicker.”
In March 2014, a similar safety huddle
began at University Hospital. The issues
are familiar — sediment in tubing, wonky
beds, a belligerent patient.
Despite the obvious seriousness of the
issues, some welcome levity does find
its way into the huddles — a sign maybe
that the staff is growing more comfortable with each other as they share daily
challenges. When a recent request from
the facilities representative for an update

“It’s not a
problemsolving exercise,
although it
does that. It’s
a culturalimprovement
exercise.”

on a broken elevator was met with silence, someone in the
room quipped that he must still be waiting for the elevator.

From Business to Health Care

T

he organization-wide responsiveness of the
huddles is one of many reasons they are a favored
approach of high reliability organizations, or
HROs, a term coined in the business world. These
types of organizations are defined by their ability
to perform reliably and safely in the face of complexity and
dynamism. Examples of industries already using huddles include
commercial aviation, nuclear plants and naval aircraft carriers.
After HROs became a well-known part of business practice,
faculty at business schools began applying certain principles to
other organizations — including hospitals.
One of those faculty members is Kathleen Sutcliffe, Ph.D.,

formerly of the U-M Ross School of Business. In 2012, she and
other professors studied the effectiveness of huddles that were
introduced at Cincinnati Children’s Hospital Medical Center.
“When thinking about reliability, it takes logic of anticipation — what could go wrong, how it could go wrong,” says
Sutcliffe, now a professor of business and medicine at Johns
Hopkins University. “We know there are going to be surprises.
People are human. Humans are fallible.”
At about the same time Sutcliffe first began researching
huddles, Dickinson and the folks at Mott joined with Children’s Hospitals’ Solutions for Patient Safety — a national
group of children’s hospitals that gathered quarterly to share
best practices. Dickinson first heard about Cincinnati’s huddles
at one of these meetings and, right away, became intrigued.
Cincinnati Children’s has several types of huddles including
a daily operations briefing, which consists of a conference
call among different units talking about each day’s activities.

Left: Chris Dickinson; Right (above and below): Huddle participants
discuss the issues of the day.
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Everyone at the hospital is connected.
“I took a little bit of a different approach here with it,” Dickinson says. “Having read Kathleen Sutcliffe’s work, for me, it
was important to get this down as low as possible to the people
who are actually doing the work. We call it a safety huddle
with the idea that we’re there to prevent harm to kids.”

More than a Meeting

T

o get buy-in on the huddles, Dickinson and
Scott Marquette, manager of quality and patient
safety at Mott and Von Voigtlander Women’s
hospitals, spoke individually to all the groups
around the hospital. They told them the idea
behind safety huddles and asked if they would participate.
They promised the huddles would last no longer than 15
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Mott colleagues who represent areas across the hospital partcipate in a 15-minute safety huddle.
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minutes. (They average about 12.) About 90 percent of the
areas at the hospital usually are covered.
“It’s not a problem-solving exercise, although it does that,”
Dickinson says. “It’s a cultural-improvement exercise. Making
people aware to feel free to talk about things and then putting
everybody in the room.”
Sutcliffe says safety huddles in hospitals “sensitize people to
failure.”
“Medical mistakes are not going away,” she says. “You
can’t avoid them. Huddles empower everybody, and safety is
everybody’s responsibility. Safety emerges from the interaction
of the system.
“A big part of huddles is that you want people to speak up.
Somebody somewhere probably knows something that is
going wrong.”
An added benefit, though probably not an official tenet of

the huddles, is that if someone is not
performing as well as they should be
and they hear about it day after day,
“that person is much more likely to
fix it than if they just got an email,”
Dickinson says.
An example Dickinson gives is of a
staffing shortage in one department.
There were plans to hire someone in
a few months, but the huddles were a
constant reminder of the effect of the
shortage.
“Finally, they said, ‘Enough’s
enough. We’ll do it now. We’ll pay
the overtime,’” Dickinson says. “And
so you feel it much more directly,
and that’s what we want. And when
other areas see that, they say maybe
that’s what we should do too. And I think that’s very, very
helpful.”
Prior to safety huddles, Dickinson says Mott had a “whacka-mole” approach to safety. When a problem popped up,
hospital staff would dedicate their efforts to tamp it down.
But as soon as that issue was taken care of, another would
pop up, and the hospital would rush to address it. Round
and round it went.
The huddles seem to be a more effective approach.
Although a small sample size, the numbers show encouraging
trends. Safety incidents reporting jumped more than 20
percent between 2012, the first full year in the new Mott
hospital and the last year before huddles began, and 2014.
During the same time period, reports of temporary and
permanent harm have decreased by about 7 percent.
“The important part of the story of the relationship between
the two metrics is not the exact percentages, but really the diverging directions of the two,” says Marquette. “As we continue
down our safety journey, we would hope to see this trend continue indicating that we are investigating and resolving opportunities before they reach our patients and cause harm.”

The smallest
suggestion can
save a life, can
keep someone
from making
a mistake they
will never
forget.

A Safe Day

M

ott’s safety journey, however, hasn’t been
without turbulence. Dickinson admits
that there was some resistance, at first, to
being so open and honest about mistakes.
He says a couple managers questioned

the huddles, saying they didn’t want
to talk about problems or errors. And
besides, the problem was fixed so why
bring it up?
“The obvious answer is, it could happen
someplace else,” Dickinson says.
There was also teeth-gnashing when
Dickinson invited an inspector — already at Mott to check the hospital for
accreditation — to a huddle. Some told
Dickinson it was a bad idea because the
inspector might “find out about stuff
that’s gone wrong.” Dickinson told those
worried that the inspector probably
knows things go wrong at Mott, and the
huddle was to show him how they were
addressing the problems. The inspector
loved the huddle, seeing it as an example

of a best practice.
“But that’s the cultural divide that you have,” Dickinson says
of hospitals. “You keep [errors] quiet.”
Because of the reluctance of some on the staff to self-report,
it was important that leaders such as Dickinson admit their
mistakes at huddles. If leadership didn’t admit mistakes, the
entire premise of the huddle could seem like finger-pointing.
“It’s really easy for me to step forward and say, ‘The nurse
didn’t do this, the pharmacist didn’t do that, but I’m perfect,’”
Dickinson says. “But it’s really important that when I make
mistakes, and I have, that I bring them forward.”
Coming to trust the purpose of the huddles, and to feel
comfortable with them, took time, says Ron Dechert, administrative director for respiratory care at Mott.
“Most of the reports generated by my staff are self-reporting
events,” he says. “I am very proud of my staff’s willingness to
report on concerns and errors we make during the daily support of our patients. [The huddle] provides a direct opportunity to review our practices and policies and to modify those
when appropriate. It also provides a unique opportunity to
work with our peers to address joint concerns as they occur.”
Dickinson, too, sees these opportunities. He knows all
too well that the smallest suggestion can save a life, can keep
someone from making a mistake they will never forget. He will
always think of that day during his residency and of that child,
and so he will keep working to make hospitals safer places.
At the end of each huddle, he thanks everyone in
attendance for doing just that.
“Thank you,” he says, “and have a safe day.” [M]
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