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This Is Us



Today
400,000 Hospitalized patients/yr


suffer preventable harm
200,000 patient deaths/yr

from preventable errors

Adverse events cost

Healthcare system 


$20 billion/year

Hospital Acquired 

Infections cost


Healthcare system 

$35-$45 billion/year

4,000 preventable

Significant Surgical 

Events Every year 

Doctors, Nurses 

and staf

Patients & Families



Serious Safety Event 
• Reaches the patient 

• Results in moderate to severe harm or death 

Precursor Safety Event 
• Reaches the patient 

• Results in minimal harm or no detectable 
 harm 

Near Miss Safety Event 
Does not reach the patient – error is 

caught by a last strong detection 
barrier designed to prevent event 

Precursor 
Safety 
Events 

Serious 
Safety 
Events 

Near Miss Safety Event 

Classifying

Safety Events
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Serious Safety Event 
• Reaches the patient 
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How Do Systems 

Learn of Errors?



Safety Culture



Safety Culture
• Commitment to Report any and all safety concerns

• Supporting psychological safety for all those who report


• Identifying the contributing factors and events

• Developing multifaceted prevention protocols

• Implementing these strategies

• Transparency with what is learned



High Reliability Organizations (HRO)
• Sensitivity to operations: how does the current state 

affect safety

• Preoccupation with failure: being alert to small signs of 

potential problems

• Reluctance to simplify: Avoid simplistic interpretations

• Resilience: Being able to recover from failures

• Deference to expertise:  making decisions based on the 

knowledge of the most qualified



HRO & Safety in Clinical Medicine 
• Culture that supports reporting - Praise the reporters

• Reviewing and acting on reports

• Share what is learned across the organization - all sites

• Be transparent with the data

• Flatten the “Power Gradient” 


everyone speaks on behalf of safety 



How Do People 

In Safe Systems 

Respond?



Disclosure



… a humanistic risk management policy that includes 
early injury review, steadfast maintenance of the 
relationship between the hospital and the patient, 
proactive full disclosure to patients who have been 
injured because of accidents or medical negligence, 
and fair compensation for injuries. 



Disclosure Program
• A communication with patients and families that is based on 

transparency, integrity, compassion and accountability


• Shift from a culture of “Delay, Deny and Defend” to “Real-time 
Communication and Collaboration”


• A sincere apology


• An explicit statement that an adverse outcome or an error occurred

- What the error was

- Why the error occurred

- How recurrences will be prevented



The Disclosure Goals

What Does 
The Patient 

Understand?

Patient 
&  

Family

Convey  
What We  

Know

Support  
The Patient, 

Family & Team 
Emotionally

Speak To 
The Plan

Apology Commitment



What Patients Want To Hear
An Expression of Compassion:
“I am so sorry that this has happened”

A Commitment between patient, doctor and hospital:
“We will review what happened and meet with you to let you know 
what we find.”

An Expression of Responsibility only when we know there has 
been an error:
“I gave you the wrong dose of medicine”



What Patients Should NOT Hear
• Failure to take 

responsibility

• Minimizing the error

• Normalizing the error

• Blaming others





P:  Perceptions

K:  Knowledge

S:  Set Up

I:  Invitation

E:  Empathy

S:  Strategy

Prepare yourself & the team; know 
the facts; sit down, connect

Assess the patient’s and family’s 
current understanding

Obtain the patient’s and family’s 
invitation, permission to meet

Give knowledge, state the facts, 
what happened, how

Address emotions with empathy, 
apologize, accountability

Strategy to take action to prevent 
future occurrences



Does It Work?



Does It Work?
Practice & Coaching

Perspective



Does It Work?

Disclosure



The Right To Know

The Patient & Family

Disclosure



Culture & Risk

The Hospital, The Practice

Disclosure



Disclosure Programs
• Communication & Resolution 

Programs (CRPs)


• Funded by AHRQ grant in 2010


• By early 2014, 6 programs 
published their early results:


- Substantial reduction in 
liability costs


- improved patient safety



Integrity & Accountability

Healthcare Team

Disclosure



Healing & Recovery

Patient, Family, Healthcare Team

Disclosure
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Family
Clinical
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Hospital IntegrityCompassion



Hospital

Clinical

Team
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Integrity

Accountability

HealingRecovery
Improved Safety

Compassion



Thank You





System Responses to Errors
Objectives for today:


• The problem:  size, frequency and scope

• How we recognize the problem

• Our response to problems

- As an institution

- As clinicians


• Why we do this


