vy London @
T AE T South Bank

University andersonwalloce

ETHICAL INQUIRY. INDEPENDENT VOICE

EST 1892

Exploring Healthcare Harm

Prof. Murray Anderson-Wallace

murray @andersonwallace.co.uk
www.andersonwallace.co.uk
@murrayawallace



mailto:murray@andersonwallace.co.uk
http://www.andersonwallace.co.uk

ATIENTSTORIES OR6.0K

TNENTSTORIES s a soocal enterprse which uses drama-documentary fimmaking lechnigues 10 provoke deban

&

ondersonwdlloce

ETHICAL INQUIRY. INDEPENDENT VOICE

networks
nealthcare

Managing Complex Relationships
P R e East Midlands¥<

. Academic Health
Science Network

1 Innovation

University

%" London

London Leadership Academy

The London Darzi |
Fellows Programme el (s




A UK world sport football opinion  culture  economy

home

Murray Anderson-
Wallace

Decerndber 2013 .
@@ Five obstacles that prevent
people acting on their concerns

Murtay Anderson Wallace Suranne

Shale

May 2003

@%@ Can health services learn from
their mistakes over baby
Alexandra's death?

Muarray Anderson-Wallace Roland Denning

Chns Askew
Political leaders should make =

clear that they are getting sericus !

about prevention H

Home News HSJLocal Leadershlp Resource Centre [ U U3 Events Awards Jobs  Sube

MIALTH SERVICE JOURNAL

Leader Frall older people Readers comments Feedback End Game Twitter Linkedin

Home | Comment

The NHS shouldn't accept failure to learn from
preventable errors

24 October, 014 y James Titcombe, Murray Anderson-Wallace

There is evidence that the NHS is not learning from Share this
preventable errors. While there are some patient

safety initiatives actively supporting a cultural oo nog oo
change, unless we listen to the experiences of 2 o

families in a timely way, we won't learn, writes

James Titcombe and Murray Anderson-Wallace Related Articles
Ombudsman: ‘Lack of openness an
honesty” at Morecambe Bay

2T February 2014

When avoidable mistakes or failures lead to the most tragic
consequences - the preventable death of a child or loved one
Mot would agree that leaming lessons 10 prevent future
recurrence must be the primary focus of any response. HSJ Uive 24.10.2014: Osborme
comments on forward view funding
demand
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Can health services learn from their
mistakes over baby Alexandra's death?

The death of baby Alexandra came after her parents repeatedly
asked for a caesarean, only to feel ignored and mistreated

Murray Anderson-Wallace and Roland Denning
guardian.co.uk, Tuesday 28 May 2013 11,31 BST
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'"Proper support is needed for all if we
are to learn from errors'
Noemaes, 2014 How do we learn from patients’ poor experiences?
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Far from sapping their time and energy, nurturing Pare s
the healing relationship at the heart of medicine
sustains clinicians’ vitality, write Suzanne Shale and

Murray Anderson-Wallace
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A culture of passive denial? ncersonwallace

“In healthcare organisations, calm confidence is prized and the
system has honed its ability to achieve it. Emerging issues,
which exacerbate anxiety - like safety concerns, near misses and
actual errors - are therefore often not welcome.

In this context there is a risk that people are too keen to be easily
reassured and therefore close down difficult conversations and
guestions too early. This frustrates those who have concerns and
speak up, while others become accustomed to deficiencies and
dangerously accepting and passive”

Dame Elizabeth Buggins
Evidence to the Mid Staffordshire Public Inquiry led by Sir Robert Francis QC

(2011)



Isabel Menzies Lyth

Social Systems as a Defense
Against Anxiety

An Empirical Study of the Nursing Service of a
General Hospital*

Introduction

This study was initiated by the nursing service of a general teaching hospital in
London which sought help in planning the training of student nurses of whom
there were 500 in the hospital. Trained nursing staff numbered 150. The
student nurses spent all but six months of their three years of undergraduate
training working full-time in wards and departments as “staff”” while learning
and practicing nursing skills. They carried out most of the actual nursing. The
task with which the nursing service was struggling was effectively to reconcile
two needs: for wards and departments to have adequate numbers of appropriate
) student nurses as staff; for student nurses, as students, to have the practical
experience required for their training. Senior nurses feared the system was at
the point of breakdown with serious consequences for student nurse training
since patient care naturally tended to take priority whenever there was conflict.
The study was carried out within a sociotherapeutic relationship the outcome of
which, it was hoped, would be institutional change. The early part was devoted
to an exploration of the nature of the problem and its impact on the people
involved. While doing this “diagnostic” exploration we became aware of the
high level of tension, distress and anxiety in the nursing service. How could
nurses tolerate so much anxiety? We found much evidence that they could not.
Withdrawal from duty was common. One-third did not complete their training;
the majority of these left at their own request. Senior staff changed their jobs
appreciably more frequently than workers at similar levels in other professions.

I S a b e l Me n Z'i es L t h 1 9 60 Sickness rates were high, especially for minor illnesses requiring only a few
y days’ absence from duty.

*A shortened version of the original—Human Relations, 13:95—121, 1960.
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Sense-making in the
odd moral world of healthcare

wallace
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“In the hospital it is the good people, not the bad, who take

Knives and cut people open, here the good stick others
with needles and push fingers into rectums and

vaginas, tubes in to urethras, needles into the scalp of a

baby, here the good, doing good, peel dead skin from a

screaming burn victim's body and tell strangers to take

off their clothes... The layperson’s horrible fantasies

here become the professional’s stock in trade.”

D. Chambliss Beyond Caring Chicago UP 1996









Violations in Healthcare

* Healthcare has fewer explicit rules relative to
other high risk industries. Whilst there are many
procedures and protocols, clinical judgment
offers a great deal of flexibility

* Much information about safety come from
incident reporting systems. Under-reporting and
the lack of narrative makes violations hard to
spot



Perspectives

e Motivation & Attitude

— Based on a personal assessment of the local and contextual factors (Aizen
1991, Parker 1992)

 Organisational and Cultural Approaches
— Vulnerable System Syndrome (Reason et al 2001)
— 1stand 2" order problem solving (Reason 2001, Tucker 2003)
— Pathological cultures (Vaughan 1996)

 Adaptability and Flexibility

— Violations are seen as an adaptive & intelligent response by frontline workers to
complex work situations (Piaget, 1974; Vitgosky, 1978; de Terssac, 1992; Girin
& Grosjean, 1996; Clot, 1997)

— The law of requisite variety (Ashby 1956, Weik and Sutcliffe, 2001)
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Attentiveness to negative perceptions of care, and supportive action in
response to complaints

Supportive disclosure to patients and their interested supporters

Support for clinicians, clinical teams and other affected staff

Transparent, impartial and authoritative inquiry

Implementation of actions approved and collaboratively developed with
patients and supporters

Restorative approach to restitution

Institutional and individual accountability

(Anderson-Wallace & Shale 2014)
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