
PROTECTING THE VICTIMS OF 
HEALTHCARE: 

How to build a safety culture in the 
workplace



What is the problem?
Who are the victims?

How can we fix it?



March 2014: MH370 (239 missing)



July 2014: MH17 (298 dead)



October 2018: JT610 (189 dead)



March 2019: ET302 (159 dead)



If you are scared of flying, you should 
be terrified about being a patient

• In the USA deaths from medical errors equate to one jumbo jet crashing every day 
(Institute of Medicine, 2000)

• Medical error is the third leading cause of death in the USA (Makaray & Daniel, 2016)

• Globally the chances of being harmed on a plane are 1:1,000,000; in health care the 
chances of being harmed are 1:300 (WHO, 2018)

• In high income countries 1 in 10 hospitalised patients are harmed, 50% of which is 
deemed preventable (WHO, 2018)

• 7.7% of surgical episodes in Australia are linked to adverse events (AIHW, 2018)



All of us, have at some point, 
been involved in an episode 

of care that resulted in 
patient harm.



When healthcare goes wrong, 
there are two victims



The 2nd Victim: You
When a health care provider is traumatised by their involvement in an 

episode of care that resulted in patient harm.

Reliving the event    Insomnia   Shame Guilt
Anxiety Depression   Suicidal Ideation   

Stress Loss of Confidence  Avoidance   Grief
Anger Lack of Concentration   Memory Loss
Withdrawal Agitation Numbness Doubt



The Case of Grace Wang



Safety Tips
1.Layers of protection
2.Patient centred care
3.Preoccupation with failure
4.Deference to expertise
5.Teamwork
6.Risk reporting



Layers of Protection



Hierarchy of Control

Elimination

Substitution

Engineering Controls

Administrative 
Controls

PPE



Involve the Patient

“A patient centred approach makes care 
safer and of higher quality”

(Australian Commission on Safety and Quality in Healthcare, 2011) 



Preoccupation with Failure

Practice Awareness and Mindfulness

“[High reliability organisations] expect to 
make errors and train their workforce to 
recognise and recover them” (Reason, 2000)



Deference to Expertise

Sometimes it is your right and 
responsibility to speak up. Sometimes it is 
your responsibility to listen and defer to 

expertise.



Teamwork

• Complications including 
death are 5 times more 
likely in the context of poor 
teamwork (Mazzocco et al., 
2009)

• Poor communication in 
teams was found to be a 
root cause in 63% of sentinel 
events and contributes to 
over 25% of surgical errors 
(Cooke, 2016)



A healthy 
reporting 
culture:

Not a blame 
game!



Take Home Messages
• To protect our patients and ourselves we must build a culture of 

safety

• You need lots of layers of cheese- as many as you can get

• Involve the patient in their care

• Defer to expertise, not to the hierarchy

• Work as a team

• Report, don’t blame
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Sources for Images
• https://www.independent.co.uk/travel/news-and-advice/mh370-malaysia-

airlines-missing-plane-disappearance-investigation-final-report-mystery-
unsolved-a8803836.html

• https://www.straitstimes.com/world/europe/mh17-wreckage-reveals-horror-of-
planes-last-moments

• https://www.liputan6.com/news/read/3678866/update-berita-terkini-pesawat-
lion-air-jt-610-jatuh-di-karawang

• https://onemileatatime.com/ethiopian-airlines-737-max-crash/

• http://www.byaz.be/publications/total-respect-management-framework-
cube/swiss-cheese-3/

• http://www.pulsetoday.co.uk/views/blogs/open-surgery-the-flu-blame-
game/20037884.article

• https://www.babycenter.com/0_epidural-pain-relief-for-labor_1489911.bc

• https://uu-hokkaido.com/beef/index.html


