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Mayo Clinic will provide 
an unparalleled experience as the 

most trusted partner for health 
care. 

Mayo Clinic’s Vision



Culture

• “Cultivate the Mind”

• The quality in a person or society 
that arises from a concern for 
what is regarded as excellent



Safety

• “The condition of being protected 
from or unlikely to cause danger, 
risk or injury”



Commitment to Safety Historical Perspective

Culture of Safety Survey Performed

Leadership recommits to creating a Culture of Safety

Multi-site Culture of Safety Oversight Group develops recommendations

Mayo Clinic’s Commitment to Safety

Serious Adverse Events Leading to Patient Harm

Ongoing Patient Safety Efforts



Responses
Some of the Culture of Safety survey 

feedback:
• We’re good, but we can do better 
• Remove barriers to safe patient care and 

quality (such as transitions in care, fear, lack of response to concerns 
raised)

• Create communication openness and 
shared behavioral expectations (such as openly 
confronting problems, ability to speak up, willingness to report mistakes

• Build a more fair and just response to 
errors

• Strong belief in leadership



Fair and Just Culture
Error, event
or near miss

Was it the system?
Faulty design

or
lack of system?

Was it the behavior?
• Human error
• Risky behavior
• Reckless behavior

Accountability
is not determined by 
the outcome

Near misses or 
undesirable outcomes 

reviewed and 
responded to

in a consistent manner

What can we learn from 
this to prevent future 

harm?



Mayo Clinic’s Commitment to Safety

System 
Competency

Behavioral 
Competency

Clearly Defined 
Behaviors

•Pay attention to detail
•Communicate clearly
•Have a questioning 
and receptive attitude
•Hand-off effectively
•Support each other

Accountability for
Behavior

Commitment to Safety 
in a fair & just cultureStandardization & 

Diffusion of Best Practices

Safe 
Care

•Standard practice 
guidelines
•Knowledge management
•Value creation system
•Design for human factors

Preventable 
Harm



Unit Leadership Team
-Physician Leader
-Nurse Manager
-Human Resources

TEM Facilitator Team
-Physician
-Nurse Administrator
-Operations Admin

Resource Team
-Org Development 

Specialist
-S&P Analyst

-additional as needed

Support and Resources

Commitment to Safety
Liaison Leaders

The Patient

Clinical Unit



What is Mayo’s Commitment to 
Safety?

• A carefully developed approach to 
strengthen our culture and 
eliminate preventable harm to our 
patients and staff.
♦Long-term, sustainable change
♦An ongoing process

• Not an “add-on” or “one more 
thing to do” – but shared 
understanding of how we work, 
how we interact, and how we 
respond to errors.



Error Detection & Reporting

• Does non-punitive error reporting 
mean that all errors are blame-free 
and there is no consequence to 
the individual?

• Individuals do need to be 
accountable for their own actions, 
but not for faulty systems and 
process

⇒ Fair and Just Culture



Transport Environment

• How does “Mayo’s Culture of 
Safety” impact the transport 
environment?







Safety Initiatives

• Ground: 
♦ Drive Cam
♦EVOC Driving Course
♦12 hour shifts
♦Vehicle maintenance
♦Q-10
♦Ability to call yourself “out”



Safety Initiatives

• FW
♦Standardized survival pack
♦Monthly safety meeting
♦Use of debrief form
♦Survival training 





Safety Initiatives

• RW
♦MOST training
♦Scoring system for pilot and crew
♦IFR decision tree
♦Debrief form
♦Choice of aircraft
♦“Three to say yes, one to say no.”





Aircraft Safety Features

• Single pilot IFR
• Hospital GPS approaches
• TAWS
• Radar altimeter
• TCAS
• Weather
• NVG lighting













Safety Initiatives

• Crew
♦Yearly Safety and Wellness Day
♦Multiple Safety Committees
♦MTDS discussed at monthly meeting
♦NVG worn on every night flight











Safety Initiatives

• Dispatch
♦Flight following
♦Nomad system for ground
♦Cameras on all helipads
♦Radio and satellite communication





Impacts

• Handoff
♦VOMIT report
♦Standardized report
♦More open and honest 

communication between staff and 
management



Impacts

• Self reporting
• MTDS reporting














