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Protecting 5 million lives campaign
www.ihi.org/IHI/Programs/Campaign
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| don’t mind If you date

my sister
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Honours are not for sale
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We’'re winning the war

on patient safet
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It's really
surprising
to suddenly

find the
elephant !
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We imagine that patient safety Is a
material problem and focus on
technical solutions.

*To Err is Human
/HI Five million lives campaign

*All of the research on patient safety

- only considers physical harm

But feeling safe Is an emotion
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‘Unsafe’
attractor

‘UNSAFE’ MODE

professional

safe
‘SAFE’ MODE

\
\

‘Safe’
attractor

professional
unsafe
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Belief DOCTOR Behavi our

*Managers will ‘name, *Hide mistakes

shame and blame’ ,
eDon’t report errors
*Complainants are -Blame manaders
unreasonable 9

*Don't tell patients

1/

Disclosure increases my

*No system learning *Complain to the hospital  §

risk «Clinical detachment Belief PATIENT Be haviour
7
*Harm is caused by «Lack of system enquiry\ *Doctors have something *Blame the individual
individual error o to hide
\

*Managers don't care *Harm was caused by an

S *Complain to the -
about safety individual Commission
*Clinical detachment *Hospitals don't want to -Obsessive attachment to =]
protects me be responsible injury and prolonged
*Doctors don'’t care dispute
| must stop this from
happening to somebody
Belief MANAGER Behavi our terluse (”%?Odi’ else will fix
e problem
*Harm is caused by L egalistic response to
individual errors complaint
*Blaming individuals *No proactive /
protects the hospital management of critical ‘ y
*Complainants are events Th e u nsafe
unreasonable *Find a scapegoat ~ tt t
Disclosure increases risk eLack of system enquiry / a raC Or
*Doctors don't care about *No system learning \
safety

*Nothing | can do
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Belief

DOCTOR

Behavi our

Managers will ‘name,
shame and blame’

Complainants are
unreasonable

*Disclosure increases my
risk

Harm is caused by
iIndividual error

Managers don’t care
about safety

Clinical detachment
protects me

*Hide mistakes

eDon’t report errors
*Blame managers
*Don’t tell patients
Clinical detachment
sLack of system enquiry

*No system learning
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Belief

*Managers will ‘name,
shame and blame’

*Complainants are
unreasonable

Disclosure increases my
risk

eHarm is caused by
individual error

*Managers don't care
about safety

*Clinical detachment
protects me

DOCTOR

Behavi our
*Hide mistakes
eDon’t report errors
*Blame managers
*Don't tell patients

*Clinical detachment

~

sLack of system enquiry

*No system learning
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Belief

MANAGER

Behavi our

eHarm is caused by
individual errors

eBlaming individuals
protects the hospital

eComplainants are
unreasonable

*Disclosure increases risk

*Doctors don’t care about
safety

eNothing I can do

eLegalistic response to
complaint

*No proactive
management of critical
events

*Find a scapegoat
eLack of system enquiry

*No system learning

\

Belief

PATIENT Be haviour

*Doctors have something

eHarm was caused by an
individual

*Hospitals don’t want to
be responsible

*Doctors don’t care

| must stop this from
happening to somebody
else (nobody else will fix
the problem)

*Blame the individual
*Complain to the hospital

*Complain to the
Commission

injury and prolonged
dispute

A
—

=
*Obsessive attachment t0  mm

The ‘unsafe’
attractor
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Belief DOCTOR Behavi our

*Managers will ‘name, *Hide mistakes

shame and blame’ , -
*Don’t report errors

*Complainants are

*Blame managers
unreasonable

*Disclosure increases my *Don't tell patients \
risk «Clinical detachment Belief PATIENT Be haviour

7
*Harm is caused by sLack of system enquiry *Doctors have something *Blame the individual
individual error *NO System learning AN to hide «Complain to the hospital
-Managers don't care \ — | -Harm was caused by an -Complain to the —
about safety individual Commission
-Crl(l)lggflsl ?ne;achment [:)Heorsepsltilis?tc))lgt want to *Obsessive attachment to ==
P P injury and prolonged

eDoctors don'’t care dispute

| must stop this from
happening to somebody

Belief MANAGER Behavi our else (nobody else will fix
the problem)

*Harm is caused by L egalistic response to
individual errors complaint
*Blaming individuals *No proactive /
protects the hospital management of critical ‘ y
*Complainants are events T h e u n Sa-fe
unreasonable *Find a scapegoat ~ tt t
Disclosure increases risk eLack of system enquiry / a rac Or
*Doctors don't care about *No system learning \
safety

*Nothing | can do
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Belief DOCTOR

Behavi our

*Managers will support
me through this

*Complainants are
reasonable

Disclosure & apology
reduces my risk

eHarm is caused by
system failures

*Managers care about
safety

el should show that I still
care for the patient

*Don’t hide mistakes
*Report errors \
*Work with managers

*Open disclosure \

*Show that | care

\

*Do system enquiry

eUncover system errors =

Belief PATIENT

Be haviour

\

Belief

MANAGER

Behavi our

*Harm is caused by
system errors

*Blaming individuals
doesn'’t help

*Complainants are
reasonable

*Disclosure reduces risk

*Doctors willing to report
errors and work with me

eLots | can do to improve
safety

*Non-defensive response /
to complaint

S

*Proactive management of
critical events and open
disclosure

*No need for scapegoat |
*Root cause analysis /

*System learning

*Doctors not trying to
hide

eHarm was caused by a
system failure

*Hospitals want to fix the
problem

*Doctors do care

°| can work with the
hospital to stop this from
happening to somebody
else

*Don’t blame the
individual

*Work with the hospital

*No need to complain to
the Commission

*Find swift resolution
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The ‘safe’
attractor
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Belief

DOCTOR

Behavi our

Managers will support
me through this

Complainants are
reasonable

*Disclosure & apology
reduces my risk

Harm is caused by
system failures

Managers care about
safety

| should show that | still
care for the patient

eDon’t hide mistakes
*Report errors

*\Work with managers
*Open disclosure
«Show that | care
Do system enquiry

eUncover system errors
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Belief

PATIENT

Behav iour

eDoctors not trying to
hide

Harm was caused by a
system failure

*Hospitals want to fix the
problem

eDoctors do care

| can work with the
hospital to stop this from
happening to somebody
else

Don’t blame the
Individual

*\Work with the hospital

N0 need to complain to
the Commission

*Find swift resolution
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