
   

 

   

 

IHQI PROPOSAL 
 
Raising the bar: Leveraging the SAFE platform and Patient Relations reports to identify patient harm 
related to Diversity, Equity and Inclusion and take action to reduce bias and inequities in patient care 
 

1. Project Lead/Key Contact (name, email & phone number) 

 Babette Stern 
Elizabeth.stern@unchealth.unc.edu 
917-497-6230 

 Joshua Garcia 
jgarcia8@email.unc.edu 
956-286-0754 

 
2. Why are you interested in participating in the Improvement Scholars Program? 

As academic clinicians, we have a specific interest in improving diversity, equity, and inclusion (DEI) in 
the care UNC Health provides to its diverse patient population. Our purpose in participating in the 
Improvement Scholars Program is to develop skillsets in quality improvement (QI) methods, leadership 
and team building and implementation science that will allow us to become QI leaders in DEI at UNC 
Health. Specifically, our goal is to develop processes measures, outcomes and implement change 
toolkits to move the needle forward in recognizing the importance of DEI as a quality measure in the 
care of hospitalized patients. Our participation in IHQI would provide a springboard for us to continue to 
work on quality improvement initiatives that address systemic DEI issues in order to create a more 
inclusive and equitable culture of medicine. 
 

3. Which UNC Health improvement priority will your project address? 
The purpose of this project is develop a standardized process for data collection and response to patient 
safety events related to diversity, equity, and inclusion (DEI) using patient relations reports and SAFE 
reports. By “patient safety events related to DEI,” we are referring to inequalities in the healthcare 
experience, emotional harm, adverse events, or near misses attributed to a patient’s race, ethnicity, 
language, sex, age, gender, sexual orientation, or disability. By analyzing this data, we can identify and 
address areas for improvement in order to create a more inclusive and equitable health system and a 
more positive and affirming patient experience at UNC Health.  Therefore, our grant proposal will 
address an intersection between health equity promotion, patient experience promotion, and patient 
harm prevention. 
 

4. What is the problem or gap in quality you seek to improve? 
Historically healthcare disparities in minority groups in the United States have been well documented 
through numerous research studies and articles1.  This has led the Centers for Disease Control and 
Prevention (CDC) to label discrimination including racism as a serious threat to public health. Racial and 
ethnic minority groups experience higher rates of disease and death related to multiple health 
conditions including but not limited to diabetes, hypertension, and heart disease. In addition, sexual and 
gender minorities have had difficulty accessing health care due to discrimination and stigma leading to 
disparities associated with their sexual or gender identities2. For example, there are still a very low rate 
of use of HIV preexposure prophylaxis (PrEP) in Black and Latinx LGBTQ patients despite rates of HIV 
transmission remaining disproportionately elevated among this patient group especially among Black 
transgender patients3. Most recently, the COVID-19 pandemic highlighted the disparities in care 
received by the Hispanic and Latinx community4,5. 
 



   

 

   

 

Currently, UNC Health does not effectively collect adverse events associated with DEI in the care of 
hospitalized patients in a standardized fashion, nor is there a forum in place to specifically address these 
concerns. At UNC Hospital, data on DEI related patient safety events is generated from patient relations 
reports containing allegations of discrimination and SAFE reports. At this time, neither of these systems 
involves a review of DEI related events as a group to identify trends and allow for improvement 
opportunities. 
 
Though the SAFE reporting system has the ability to track DEI related events, it is being underutilized for 
this purpose. This gap is illustrated in our recent review of SAFE reports.  In the process of submitting a 
report, there is an option for the author to flag it as being related to “race/ethnicity, national origin, 
language, socioeconomic status, age, disability, sexual orientation, or gender identity,” but this flag is 
rarely used. We surveyed all SAFE reports submitted on department of medicine inpatients in the 12 
months from 8/1/2021-7/31/2022 and found only 25 out of about 3000 total SAFE reports were flagged 
as related to these DEI elements. Meanwhile, based on the lived clinical experiences of our project 
team, we appreciate that incidents of bias and racism impacting care are common and 
underrepresented in SAFE reports. 
 

5. Describe the patient population affected, scope, and impact of the problem (1 page) 
a. What is the specific patient population your project will impact? 

Our project will focus on the experience of hospitalized patients cared for by the department of 
medicine at UNC Chapel Hill and Hillsborough Hospitals. There is certainly opportunity to expand this 
work in the future to apply to all patients at all UNC Hospitals as well as to include the team experience 
but for the initial pilot, we plan to keep our focus smaller. 

b. How many patients are in the population? 
On any given day the average number of patients admitted to UNC Chapel Hill and Hillsborough 
hospitals under the department of medicine is 194. 

c. How frequently does the problem occur? 
The true prevalence of DEI related patient safety events at UNC Hospitals is unknown. A primary aim of 
the proposed project is to develop a reliable and sustainable workflow for collecting this data. 

d. What is the impact of the problem? 
We know that bias in healthcare perpetuates health disparities for historically marginalized populations 
including people who identify as African American, Hispanic, Native American, disabled, non-English 
speaking, and LGBTQ.  While it’s clear that bias impacts healthcare quality, how to identify and address 
DEI related patient safety events from a quality improvement perspective has not been adequately 
explored. 
 
Currently at UNC, there is work being done to identify and respond to inequalities in health outcomes. 
However, we are not consistently collecting data on patient safety events related to DEI or reviewing 
those events in a designated forum to evaluate and respond to trends. As hospitalists, we are involved in 
the care of a broad variety of inpatients in many locations in the hospital and have frequent firsthand 
experiences with this. In addition, through this work we have spoken with many nurses and interpreters 
who are also on the frontlines of patient care and frequently witness these events. 
 
There was the Spanish speaking woman admitted 4 weeks post-partum for fever and cough who did not 
receive a breast pump until the provider noticed 24 hours after she arrived in the emergency room; The 
Spanish-speaking COVID-19 patients who were not given information about isolation guidelines to 
protect themselves and their families; The African American woman with abdominal pain who was 
treated with pain medication without any work up until the following day when she was discovered to 



   

 

   

 

be in hemorrhagic shock due to intra-abdominal hemorrhage and died; The transgender woman who 
was repeatedly intentionally misgendered; The extraordinarily devoted and loving African American son 
who the team filed an APS report against when he raised his voice after his mother spit in his face; The 
hearing impaired patient who doesn’t hear a word of what the provider tells her as they talk to him from 
the doorway of their hospital room. The list continues and all of these events are missed opportunities 
to improve and become a more inclusive and equitable institution. 
 
While the work that is already being done to evaluate and respond to inequalities in health outcomes is 
crucial to providing equitable healthcare, we are currently missing a piece of the puzzle. Collecting data 
on and responding to DEI related patient safety events is needed to provide inclusive and affirming care. 
This data may identify areas for improvement before those problems cause visible disparities in health 
outcomes, giving us the opportunity to respond proactively and potentially providing information about 
factors that mediate existing disparities. Additionally, this data uniquely reflects and enables us to 
respond to the patient experience in real time. 
 

6. What do you think are the underlying causes of the problem? Why do you think the problem is 
happening? (1/2 page) 
The value of collecting and responding to data on patient safety events related to DEI is currently under 
recognized. 
 
The SAFE reporting system is designed to collect this data and there are likely multiple reasons why it is 
being underutilized. First, based on our conversations with teammates and care providers, most people 
are not aware that the DEI checkbox on the SAFE report form exists. On the SAFE reporting form, the 
checkbox that one has to select to flag a SAFE report as being related to a DEI problem is written in small 
text and is not required, making it easy to miss. Therefore, people may be submitting DEI related 
concerns that are not being appropriately flagged as such. Additionally, many providers may not know 
that DEI related concerns can be reported using SAFE. In fact, we did not realize this was an option until 
we started working on this project. There are also reported patient safety events that the SAFE reporter 
doesn’t recognize as being related to a DEI concern. In talking with the nurse managers, it seems that 
sometimes events are not reported because of concern about the reporter being judged for identifying 
an event as discriminatory or because people feel they cannot prove the event was discriminatory and 
therefore nothing can be done about it. 
 
As for why UNC does not have a process in place to analyze DEI related SAFE reports and patient 
relations allegations of discrimination in order to identify and address trends, it is likely that this does 
not exist at least in part because of inadequate data collection. Additionally, the data that we do have is 
not in an accessible format for data analysis. 
 

7. What is the history of improvement or attempted improvement at UNC Health? What work will your 
proposed improvement build on? (1/2 page) 
At UNC Health there is currently quite a bit of work happening to address health disparities. We have 
recently joined the ‘UNC Medical Center Health Equity Strike Team,’ which is a multidisciplinary team 
working to identify and address disparities in healthcare access, quality and outcomes. We would look 
forward to collaborating with the strike team to see if our data can be used in conjunction with theirs to 
help identify potential mediating factors, better understand the significance of the DEI related patient 
safety concerns that we identify, and guide effective quality improvement together. 
 
We plan to collaborate closely with the patient relations department and have partnered with Michelle 



   

 

   

 

Squire (Manager of Patient Relations) as a key member of our improvement team. The patient relations 
department is in the process of developing a data collection system that will mirror the SAFE reporting 
system so that their data will be easier to search and review and can be better utilized to make quality 
improvements. One aspect of this work will be that they are strongly considering adding a required field 
for patient relations reviewers to flag any allegations related to DEI. As an example of the importance of 
including patient relations in this work, here is an example of an actual patient case that involves a clear 
opportunity for improvement work. A transgender patient at UNCMC was distressed to see that they 
were misgendered on their EKG. The question was raised as to whether it is important for EKG analysis 
to use sex assigned at birth as opposed to the patient’s gender. The director of the cardiac 
catheterization lab, Dr. Joseph Rossi, responded with a clear statement that “any issues caused by 
variability in LVH criteria based on sex assigned at birth as opposed to gender are dwarfed by the harm it 
causes the patient to be misgendered.” Using the current model, the response to similar DEI related 
concerns is inconsistent and relies heavily on the individuals who are contacted. As part of our project, 
we plan to develop a pathway through which similar concerns could be addressed in a more 
standardized way. 
 
We will continue to collaborate with patient relations as they design their data collection form and 
consider what to do with the data that they collect. We hope to collaborate with the Strike team to 
think about how best to respond to data on DEI related patient safety events from both SAFE and 
patient relations, as that work is very similar to the Strike Team work involving developing a sustainable 
process through which to respond to health disparities data. 
 
 

8. Measures Table 

Measure Name 
Measure 

Type 
Measure 

Calculation 
Measure 
Exclusion 

Data Source 
Baseline 

Goal 
Collection 
Frequenc

y 

Increase in the 
average 

number of 
SAFE reports 

submitted per 
month for dept 

of medicine 
inpatients at 

UNCH and HBR 
Hospitals that 
are flagged for 
a DEI concern 
from 8/1/21-
7/31/22 to 

2/1/23-1/31/24 

Outcome Numerator:  
Number of 

SAFE reports 
submitted on 

dept of 
medicine 

inpatients at 
UNCH and 

HBR with DEI 
flag checked 

2/1/23-
1/31/24 

Denominator
: 

12 months 

N/A SAFE 
reporting 

system 

25/12  
= 2 

50/12 = 4 Yearly; 
Will also 
monitor 
monthly 

for a total 
of 12 

months 



   

 

   

 

Measure Name 
Measure 

Type 
Measure 

Calculation 
Measure 
Exclusion 

Data Source 
Baseline 

Goal 
Collection 
Frequenc

y 

Percentage of 
DEI related 

dept of 
medicine SAFE 

reports 
submitted that 

undergo a 
standardized 

multidisciplinar
y review 
process 

Outcome Numerator: 

Number of 
DEI related 

dept of 
medicine 

SAFE reports 
that undergo 

a 
standardized 

review 
process 

Denominator
: 

Total 
number of 
DEI related 

dept of 
medicine 

SAFE reports 

X 100 

N/A SAFE 
reporting 

system and 
monitoring 

done 
through this 

project 

0% 100% Monthly 

Teammate 
awareness of 
the ability to 
use the SAFE 

system to 
report DEI 

related patient 
safety concerns 

Process Numerator:  
Number of 
teammates 

who 
answered 
“yes” that 
they were 

aware of the 
ability to use 

SAFE to 
report DEI 

related 
patient 
safety 

concerns 
Denominator

: 
Total 

number of 

Teammate
s who did 

not answer 
the survey 
question 

Qualtrics 
survey 

administere
d to 

teammates 
who 

participate 
in education 

sessions 

Currently 
collecting 

data 

Tentativel
y 50% 

pending 
baseline 

data 

Quarterly 



   

 

   

 

Measure Name 
Measure 

Type 
Measure 

Calculation 
Measure 
Exclusion 

Data Source 
Baseline 

Goal 
Collection 
Frequenc

y 

teammates 
who 

completed 
the survey 

Increase in 
number of DEI 

related QI 
projects driven 
by SAFE reports 

initiated per 
year  

Process Total 
number of 
DEI related 
QI projects 
driven by 

SAFE reports 
initiated 

from 9/1/23-
8/31/24 

DEI related 
QI projects 
that were 

not started 
in 

response 
to SAFE 
report 
data 

Monitor 
number of 
DEI related 
QI projects 
driven by 

SAFE reports 

0 – this has 
never been 
done before 

3 Yearly 

Increased 
negative 

feelings about 
SAFE reporting 

due to SAFE 
reports leading 
to discussions 

of sensitive DEI 
related 

concerns 

Balancin
g 

Numerator: 
Total 

number of 
teammates 

who feel that 
SAFE reports 

increase 
tension 

between 
teammates 

Denominator
:  

Total 
number of 
teammates 

who 
completed 
the survey 

Teammate
s who did 

not answer 
the survey 
question 

Qualtrics 
survey 

Pending – 
currently 

administerin
g survey 

Pending 
baseline 

data 

Quarterly 

 
9. What ideas do you have for changes that will result in improvement? (1-2 pages) 

The first step is to encourage teammates to report DEI related patient safety events using the SAFE 
reporting system. In the fall of 2022, we began educating healthcare providers and nurses who care for 
medicine patients on the use of SAFE reporting to report DEI concerns.  Since November 2022 we have 
presented to the department of hospital medicine, all medicine department nurse managers, the 
interpreter department, and emergency department faculty. Each nurse manager presented to their 
team of nurses. In the coming months we plan to present to other emergency room staff and nurses, 



   

 

   

 

the department of palliative care, and medicine residents. In addition to increasing reporting of DEI 
related patient safety events and the use of the DEI flag on SAFE reports, we are hoping our educational 
presentations will raise awareness of DEI issues in inpatient care. In tandem to our presentations about 
using SAFE to report DEI related patient safety events, we are also working on a flyer with this 
information to post around the hospital (see attached). We anticipate that over the next 6 months after 
completing this first round of education, more DEI related SAFE reports will be submitted and flagged as 
being related to DEI concerns. 
 
We are collaborating closely with patient relations and risk management already. There are a few things 
we would like to do to improve the utility of the SAFE report submission form and the review form for 
data collection. Just as it sounds like the patient relations review form will include a mandatory question 
of whether the report is DEI related, we would like to see this on the SAFE report review form as well. 
Within the department of medicine, we hope to implement this soon with the assistance of Clare Mock. 
This will help to catch those SAFE reports being submitted that are DEI related but do not have the DEI 
box checked on the submission form. In addition, we believe the DEI check box on the SAFE report 
submission form should be a required field so that every time a person submits a SAFE report, they must 
ask themselves whether it is DEI related. This would raise awareness of DEI concerns in patient care, 
improve reporting, and increase utilization of the flag so that less of the burden falls on the reviewers. 
To accomplish this requires collaboration across the entire UNC Hospital system but remains an 
important goal.  
 
Risk management has many dashboards through which they monitor patient safety events. For example, 
there is a medication error dashboard. However, there is currently no dashboard for DEI related SAFE 
reports. Creating a DEI SAFE report dashboard is a potential opportunity to make data on these events 
more accessible for analysis and subsequent quality improvement work. 
 
UNC Health Risk Management is currently sending us monthly summaries on SAFE reports submitted 
that were flagged for DEI concerns. At present, patient relations reports are in a continuous text form 
only. However, our hope would be to set-up a similar system to collect monthly data on DEI related 
patient relations reports once their system is up and running. 
 
Finally, we will need to develop a process through which to review and analyze patient relations 
allegations of discrimination combined with DEI related SAFE reports to identify those concerns that are 
highest priority to be addressed based on frequency and severity of events as well as whether this issue 
is perpetuating a known disparity in health outcomes. We anticipate the formation of a DEI patient 
safety committee that will work in conjunction with the already established Patient Safety Tiered 
Huddles. 
 
Through this project we seek to initiate an ongoing quality improvement process through which we will 
make meaningful change to improve healthcare quality and equity at UNC Health long-term. 

 
10. How has this problem been addressed successfully elsewhere? (1 page) 

Leading organizations and agencies within health care, both globally and nationally, have highlighted 
and prioritized the importance of patient safety and inclusive and equitable health care. 
 
The World Health Organization (WHO) has made patient safety a global health priority. It has been 
estimated that adverse events due to unsafe care is one of the ten leading causes of death and 



   

 

   

 

disability6.  The most common patient safety events monitored and associated with adverse outcomes 
include medication errors, healthcare associated infection, venous thromboembolism, unsafe 
procedural/surgical practices, needle stick practices, and diagnostic errors. Fortunately, there has been a 
large amount of research focused on identifying and implementing effective strategies and interventions 
to decrease the incidence of adverse events. 
 
Likewise, there has been an increased focus on equity in healthcare and nationally the CDC and the 
National Institute on Minority Health and Health Disparities have been at the forefront of education and 
raising awareness of ongoing health disparities as well as leading research to improve minority health 
and close the gaps leading to health disparities. 
 
While many studies have described disparities in hospital care based on gender, race, ethnicity, and 
sexual orientation7,8,9,10 , few studies describe quality improvement work with the goal of improving 
health equity11,12,13 and no prior research has presented a system to prevent health disparities or to 
identify, document, and reduce inequalities in the healthcare experience in hospitalized patients. 
Furthermore, SAFE reporting has never been used to directly evaluate or address trends in racial, ethnic, 
or gender biases. 
 
Thus, this project would provide a novel data set on health disparities from direct patient experiences 
and perspectives of the involved care team members that has not been evaluated or addressed in the 
field of quality improvement. By focusing on events in real time, this data presents a potential 
opportunity to prevent health outcome disparities while actively improving patient safety and the 
patient experience. 
 

11. How will high performance management tools (Just Culture, SAFE reporting, team communication and 
teaming skills, huddles, and visual management boards) be used to support the work?  
Through our project, we intend to uphold the vision of Carolina Quality in order “to provide the highest 
quality, safest, most reliable, and equitable care anywhere.” Information of DEI related patient safety 
events will be obtained from the SAFE reporting system and patient relations reports. 
 
The SAFE reporting system is the most appropriate method to obtain data on DEI related patient safety 
events witnessed by teammates. It is an established system at UNC Hospitals that has proven to be an 
effective model to identify and implement quality improvement projects and interventions to enhance 
patient safety.  This is exemplified by SAFE reports submitted on lab delays, which led to the hiring of 8 
additional phlebotomists as well as the creation of a workflow to cascade information regarding delays 
via the intranet.  Additionally, multiple changes to the hospital system were made regarding violence at 
the health center that stemmed from reporting through the SAFE system. This resulted in the 
development of a workplace safety committee, addition of “patient expectations” section to the patient 
rights document, development of new patient belonging policy, and increased signage identifying the 
hospital as a “weapons free” zone. Most importantly, the SAFE reporting system enhances patient safety 
through viewing patient safety events using the approach of a just culture (recognizing that system 
failures rather than individuals are responsible for errors) and thus is not punitive. 
 
Similarly, patient relations is an established department where patients already submit grievances about 
the care that they receive at UNC Hospitals. Patient Relations flags reports that involve an allegation of 
discrimination. The patient relations department is currently working on updating their data collection 
forms to mimic the SAFE form, which will enable their reports to be more easily accessed for data 
analysis and quality improvement work. 

https://www.med.unc.edu/intranet/2022/10/carolina-quality


   

 

   

 

 
The combination of these two resources provides the unique data set we need to identify inequalities in 
the patient experience and enable quality improvement. These two departments (risk management and 
patient relations) already work closely together and we look forward to continuing to collaborate with 
them on this work. 
 

12. Please describe how your project addresses each of the 5 elements reflected in the Quintuple Aim for 
Health Care Improvement. (1 page) 
Over the past 20 years when health equity was first recognized as an important aspect of quality 
improvement, little progress has been made to create a more equitable healthcare system. The reason 
for this is likely at least in part that we have failed to address the underlying causes of health disparities 
and as a result, while healthcare quality improvement has moved forward, we have moved forward 
inequitably14. 
 
The primary purpose of this project is to improve health equity but to do so through the improvement of 
the patient experience and patient safety. As opposed to identifying disparities in health outcomes, our 
work seeks to identify disparities upstream from there. Our attention to inequities in the healthcare 
experience will lead to an exploration of the primary measures of health equity such as racism, 
discrimination, mistrust, miscommunication, and language barriers. By focusing improvement efforts 
driven by this data, we can help to create a more equitable and inclusive healthcare system for the 
future. 
 
As described in the “Quintuple Aim for Health Care Improvement” paper in JAMA, this work to address 
primary measures of health equity will have a bottom-up effect on each of the other elements of health 
care quality improvement. 
 
Our work directly targets health equity, patient safety and the patient experience, which each in turn 
reduces health costs. The patient experience of racism and discrimination is traumatic, with long-lasting 
negative impacts on health and well-being. Racial health inequities have been shown to carry significant 
direct costs such as the burden of chronic disease and early death, and indirect costs, such as decreased 
productivity15. Finally, our system of improving equity in care can empower clinicians and teammates by 
enabling them to become an agent of change within the healthcare system. In this way, our project will 
improve the clinician and teammate experience as well. 
 

13. Please describe the support and engagement you have from leadership for the work you are 
proposing. Please indicate leaders with whom you have consulted about this proposal. (1/2 page) 
We have worked closely with Dr. Clare Mock, Director of Patient Safety for the Department of Medicine, 
and Dr. Keisha Gibson, Vice Chair of DEI for the Department of Medicine, in the design and 
implementation of this project up to this point. They have been present at our monthly meetings and 
given feedback at each step of our project design thus far. 
 
We have also worked directly with leaders in health equity from patient relations (Michelle Squire) and 
risk management (Crystal Wilkins). We collaborated with Lilia Galvan Miranda, the interim manager of 
interpreter services, to train all interpreters on how to submit SAFE reports related to DEI. Lilia Miranda 
has been very supportive of this work and plans to make this training part of the on-boarding for new 
interpreters in the future. We have also collaborated closely with Keisha Brown, who is the nurse 
manager on 6 Bedtower. After presenting to all the medicine nurse managers with Keisha, the nurse 
managers were eager to pass this knowledge on to their teams. 

https://jamanetwork.com/journals/jama/article-abstract/2788483
https://jamanetwork.com/journals/jama/article-abstract/2788483


   

 

   

 

 
We also spoke with Dr. Katie Davenport, Medical Director of the Emergency Department, and Dr. Joey 
Grover, Director of Patient Safety for the Emergency Department. Dr. Davenport presented on how to 
submit DEI related SAFE reports to the emergency department faculty. Dr. Grover plans to add a check 
of whether SAFE reports submitted to the ED are DEI related during his monthly review process moving 
forward, which has the potential to offer an interesting collaboration in the future. 
 
Overall, everyone we have spoken to has been enthusiastic about this work and we have developed 
strong partnerships for collaboration moving forward. 
 

14. Who will comprise the project team? 

 Turkeisha S. Brown, MSN, RN, NE-BC, 6 Bedtower Nurse Manager 
Keisha Brown has been Nurse Manager of 6 Bedtower since 2010 and during that time has been an 
incredible leader to her team. Most recently, she ran the COVID-19 acute care unit. During the 
pandemic she collaborated with UNC psychiatry to provide wellness sessions to her staff and worked 
tirelessly herself to make sure patients and her staff received the care they needed. She has always 
been a strong patient advocate and is passionate about healthcare equity. She presented to all the 
medicine UNC nurse managers about the use of the SAFE system to report DEI related patient safety 
events. Keisha attends our monthly team meetings, provides the nursing prospective, serves as a 
liason to the nurse community at UNC, and has become a champion of this initiative. 

 Thomas Liu, JD, MHA, CPPS, UNC Clinical Risk Manager 
Thomas Liu has been our primary liaison within the UNC risk management department, and he was 
able to design the criteria that was used to identify SAFE reports flagged for DEI events and develop 
the algorithm to provide the baseline data for the project.  He will continue to work closely with the 
project attending our monthly team meetings, sending monthly summaries of SAFE reports flagged 
for DEI, and advising how best to identify the relevant data within the SAFE system as the project 
evolves. 

 Crystal Wilkins, JD, UNC Clinical Risk Manager 
Crystal Wilkins has been a liaison and champion in the UNC risk management department with 
specialized interest in DEI. She provides important insight into the current risk management 
dashboards and will aid in advising the project and advocating for the development of a dashboard 
specific for DEI related SAFE reports. 

 Michelle Anderson Squire, Manager of UNC Patient Relations 
Michelle Squire was a champion of healthcare equity and inclusion long before joining this project. 
She has extensive knowledge of the structure of the Patient Relations Department and is leading an 
effort to improve the format of data produced from patient relations reports with a focus on DEI. It is 
only with Michelle’s collaboration that we have been able to include patient relations reports in this 
work. We look forward to continuing to work together moving forward as we design the standardized 
review process for the data that we collect. 

 Mackenzie Drake, UNC Patient Relations Business Analyst 
Mackenzie Drake has been assisting with data pulls from the Department of Patient Relations. Her 
assistance has enabled us to review patient relations reports of allegations of discrimination. We will 
continue to work together on patient relations data review. 

 Charles Webster, UNC Interpreter Services 
Charles is an interpreter at UNC Hospital and a champion of this initiative. He presented to all of the 
interpreters in the department on the use of the SAFE system to report DEI related patient safety 



   

 

   

 

events. He participates in our monthly meetings and will continue to serve as the liason to the 
interpreters group moving forward. 

 Clare Mock, MD, Associate Professor of Hospital Medicine, Director of Patient Safety for 
Department of Medicine, Faculty of The Institute of Healthcare Quality Improvement 
Dr. Mock has extensive experience and training in quality improvement and is a leader in patient 
safety at UNC. As the Director of Patient Safety for Department of Medicine she was one of the first 
teammates involved in this project and continues to play a key role in the design and implementation 
of this work. She will serve as our IHQI project sponsor.  

 Carlton Moore, MD, MS, Professor of Hospital Medicine, Associate Chief for Research and Quality 
Improvement 
Dr. Moore’s extensive experience in quality improvement has been integral in helping us to shape an 
idea into a measurable quality improvement initiative. His continued involvement will provide support 
as we work towards publication in the future. 

 Keisha Gibson, MD, MPH, Associate Professor of Pediatric Nephrology, Department of Medicine 
Vice Chair of Diversity and Inclusion 
Dr. Gibson is a pediatric nephrologist whose research has focused on socioeconomic disparities and 
the impact of those disparities on patient outcomes. She is the Vice Chair of Diversity and Inclusion for 
the Department of Medicine and in this role serves as an advisor on DEI concerns within the 
department. Her guidance and insights have been vital to the development of this project from the 
start. Moving forward, particularly as we design the standardized process through which to review DEI 
related patient safety events, her advice and extensive experience will be crucial.  

 Lauren Baumgardner, MD, Palliative Care Fellow 
Lauren is a palliative care fellow this year who has as strong interest in health equity. She has become 
a champion of this initiative and she will be presenting to the department of palliative care on the use 
of the SAFE system to report DEI related patient safety events. 

15. How will you ensure sufficient time to dedicate to the project over the scholar year?  
We will be available to respond to emails daily and each put aside on average 10 hours per week when 
we are not responsible for clinical duties to work on this project. Our schedules as hospitalists vary 
enabling us to have this flexibility. 
 

16. What factors do you anticipate will foster and hinder improvement? (1 page) 
We have a uniquely diverse team of administrators and healthcare providers who are inspired and eager 
to work on this project due to the opportunity to empower our community to become more inclusive 
and affirming and the potential to make real-time improvement in the care that we provide at UNC. 
There is quite a bit of parallel work going on at UNC right now to identify and address health disparities, 
which will enhance the impact of our work and makes this a particularly exciting time to pursue this 
project. 
 
There may be some delays in improvement due to waiting for data to be available as I’m not certain of 
the timelines for patient relations reports to be available in SAFE report data format.  
 
Additionally, I would anticipate difficulty encouraging teammates to report more patient safety events 
related to DEI. I suspect we will still be working on the education piece into the coming year.  
 
This topic brings with it a lot of emotions and it will be difficult to respond to reports in a way that 
satisfies everyone involved. One of the criticisms of the SAFE system is that reporters often never hear 
back making people question the value of reporting. As we’ve described, our focus will not be on 



   

 

   

 

responding to individual reports but rather identifying trends. That said, if possible, it will be important 
to reinforce reporters of DEI related SAFE reports, which may involve providing a response to their 
submission in writing so that people know that we are reviewing and responding as best we can. This 
could be time intensive. 
 
Lastly, once we develop a system to identify and address inequalities in the patient experience, we will 
have staffing limitations as to how many quality improvement projects we can pursue and may need to 
depend on relevant teammates and faculty to assist in implementing quality improvement projects. This 
is an ongoing struggle for the SAFE system in general. 
 

17. What ideas do you have for sustaining the improvement? How do you see the work you start with 
IHQI’s support continuing? (1/2 page) 
We anticipate that we will form a committee that will utilize a standardized process to analyze and 
address SAFE reports related to DEI and patient relations reports with allegations of discrimination. This 
committee might include representatives from patient relations, risk management, nursing, interpreter 
services, and a physician. There are various ways in which members of such a review committee could 
be selected or elected on an annual basis. Eventually our hope would be that this “DEI patient safety 
committee” would serve all UNC patients. 
 

18. Implementation Timeline (1 page) 
 

Task      Now 

through 

Jul 

Aug  Sep  Oct  Nov  Dec  Jan  Feb  Mar  Apr  May  Jun  

Continue to hold 

education 

sessions on the 

use of SAFE for 

reporting DEI 

related patient 

safety events 

using train the 

trainer model 

x x x x x x x x x x x x 

Administer 

Qualtrics Survey 

broadly to 

teammates in the 

dept of medicine 

to evaluate 

knowledge and 

attitudes about 

SAFE reporting 

x   x   x   x   



   

 

   

 

Collaborate with 

Patient 

Relations to 

build a data 

collection form 

that enables data 

collection on 

DEI related 

events 

x x x          

Work with Risk 

Management 

and Patient 

Relations and 

Data Analytics 

to develop a 

DEI patient 

safety dashboard 

x x x          

Establish 

members of the 

new DEI patient 

safety 

committee 

x x x          

Develop a 

process map for 

analyzing and 

addressing DEI 

related patient 

safety events 

x x x          

Review DEI 

related SAFE 

reports and 

patient relations 

allegations of 

discrimination 

from department 

of medicine 

inpatients 

  x x x x x x x x x x 

Initiate QI 

projects to 

address DEI 

      x x x x x x 



   

 

   

 

related patient 

safety concerns 

identified 
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