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Disclosures

• Money money everywhere and not a $ for me 

• I have done some expert witness work



Goals for today

• Understand that “to error is human”

• Errors can (and do) cause harm

• Understand that the harm is not just to the patient

• Understand that we suck at helping the “perpetrator”

• Blame is not the solution

• Just culture helps but isn’t designed for this

• Our legal system is worse



•None of this is meant to take away 
from the suffering of patients or 
their families 



Errors are not just common

• They are universal

• Everyone in the room will commit multiple errors

• If you are really really lucky you won’t kill anyone with your errors

• Commonly quoted “third leading cause of death”

• I firmly doubt this is true but

• Still an entirely too common cause of death and disability



Errors are common in medicine

• Autopsy studies indicate diagnostic error rates of 40-60% with errors 
that potentially significantly affect Pt outcome of 10%

• These have changed little across time and improvements in diagnostic 
technology.

• There is a whole science on how to screw up which is another lecture



Disclosure

• Ethics and all major organizations say that patients should be informed of 
errors 

• And supported in dealing with results

• Root cause analysis should/will be done

• We have figured out precious little to do for the person who “performed” 
the error.



Medical education at all levels doesn’t deal 
with this

• In spite of the fact that we will all make errors
• That is almost (being generous here) never acknowledged in training

• Ever take an ACLS course and have the instructor admit that people get it 
wrong and discuss how to deal with that??

• Mistakes are not tolerated

• Mistakes/errors (in spite of all the changes) still go back to an individual



Hilfiker, D. Facing our mistakes, NEJM 1984

• An obviously competent family physician describes his experience 
with a bad mistake

• Describes the mental anquish associated with it

• A tremendous sense of isolation in dealing with the mistakes

• Discovered “errors are common”

• Issued several challenges to the medical profession
• Find healthy ways to deal with the inevitability of making mistakes

• Find ways to utilize the mistakes to improve

• “Our profession is difficult enough without having to bear the yoke of 
perfection”

• Since then multiple articles but little progress on his challenges to us



The Second Victim

• First coined for medical personnel by Wu in 2000



So how do we deal with them?

• Poorly

• “Just culture” is designed to deal best with “near misses”

• Our human tendency when we hear of, witness, etc errors is to:
• Immediately figure out why “that could never happen to me”

• Even if it is a system problem I would do better

• The worse the outcome the harder we do this

• This makes it difficult to be supportive

• Just Culture focuses on “fixing the system” 

• Little consideration on how the provider is affected

• This is not just in medicine.



What happens?

• In training 
• May drop out change careers

• Negative self image

• Especially if feel (true or not) that colleagues judge them adversely.

• Worse if have long relationship with patient/family

• Worse if “nobody will talk about it”

• Worse if “just culture” exists on paper but reality is the old 
blame/shame game.



So how do we cope?

• Mostly alone

• Just culture says “system problem” but I was still the one who gave 
the wrong medicine, failed intubation, failed CRIC etc.

• The “system” feels no “guilt” about the dead patient, devastated 
family etc.

• Most systems feel good that “we told you it wasn’t your fault but a 
“system” problem”

• But I don’t think that actually fixes the problem.

• And certainly doesn’t help you feel like you “learned something that 
will keep it from happening again”



So we can talk to each other right

• Well unless risk management or your lawyer says don’t talk to 
anybody about the case

• M&M conferences really help

• Discussion is discouraged

• And the human tendency is to blame ourselves

• Silence feels like “blame/lack of trust in me etc”



Medical personnel 

• Often get no support

• Develop many of the attributes of PTSD
• Decreased memory

• Depersonalization

• Anxiety, depression, etc

• Their performance is impacted
• OOPs that causes more errors

• Compounding the problem



Lawsuits
• These are almost universally described as “the worst experience 

ever”

• Depositions are mostly akin to “inquisitions”

• The adversarial system means the plaintiff attorney makes every 
effort to portray the provider as uncaring, unprofessional, and totally 
incompetent 

• and the defense attorney can’t/shouldn’t/ won’t put up any 
“defense” at the deposition.

• Most professionals identify strongly with their professional life

• Ie say what you will about me as a wife/husband/father etc just don’t 
call me a bad doctor/paramedic/nurse.

• Most of us are harder on ourselves and this reinforces this.



One physician quote

• It is a crime. I am not sure why or how it gets translated that way, but it 
is. Medicine has always had this very high ethical standard and to fail 
that standard is to be guilty. There is some anonymous court that has 
been set up some place—I mean Osler or God or somewhere at the 
Massachusetts General Hospital—and you’ve been convicted and tried 
at the same time



Personal View Looking back  BMJ 2000

• Personal story of a medical error and one of the earliest “discussion” 
of being the second victim.



Burnout

• Mayo Clinic proceedings 2018 Survey looking for burnout among 
6695 physicians:

• 55% reported symptoms of burnout

• 10.5% reported a major error in the preceding 3 months

• After adjusting high burnout rate resulted in twice the medical errors

• Which then increases burn out



Robertson and Long: Suffering in silence: medical 
error and its impact on health care providers: J EM 

2017
• Literature review: Discussion of effects, causes and potential solutions 

is a good read for understanding this problem.



What not to do

• “Shame the individual” appears to be the worst response.
• Involvement in a single mistake does not make you a bad person

• Zero-tolerance for errors is a bad idea even though it sounds great.

• Shame causes withdrawal depression and even suicide

• Prevents “growth” learning and improvement

• Actually leads to more errors



What to do?
• “Loving” response:

• acknowledges the error with a consoling smile and objective listening.
• It holds providers accountable for their errors, but
• it also provides support and understanding. 
• Finally, a love response works to engage providers to improve systems and
• avoid errors in the future

• Medical people (like all human beings) have two responses to 
mistakes:
• Emotional
• Intellectual

• Playing to the intellectual helps to defuse the emotional
• Improves ability to cope
• And improves future patient outcomes

• Self forgiveness is important



What could we do
• Little to no evidence (anecdotal mostly)

• “victims” relate the following have been/felt helpful
• Ability to “review’ the case and work on solutions/education etc. ie a plan

• Ability to be involved in “telling” the involved patient/family(two edged sword)

• Ability to discuss with respected peers and reassurance that they are not “bad” 
doctor/nurse/paramedic but rather are human and made a mistake.

• Access to counseling 

• Administrative support.

• System changes:
• JCO, State boards, hospital staff accreditation boards



Change the culture

• Most important change is to move from a culture of blame to

• A culture where “mistakes are wrong but that doesn’t make you a bad 
person”

• A culture where “mistakes” are also an “opportunity” to grow and 
improve:

• Wisdom comes from knowledge, knowledge comes from screwing up



Programs

• ‘‘Support our Staff,’’ established for the Barnes-Jewish/Christian 
HealthCare system.
• group staff debriefing, 

• individual counseling, and 

• root cause analysis (44). 

• professionals who use the Barnes-Jewish/Christian services felt much 
less
• alone and better prepared for more formal analyses of the errors 


