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In honour of 

those who have died, 

those who have been left disabled, 

our loved  ones today,

we will strive for excellence, 

so that all people receiving healthcare 

are as safe as possible, 

as soon as possible. 

This is our pledge of partnership

- The Patient Experience/Story as a Catalyst for Change -



INTRODUCTION 

 Personal background and motivation

 Need to address the heart of  the matter – the patient and 

family experience of  care (Patient Story)

 Recognising the potential of  patient experience to drive 

improvement in all aspects of  care

Tell me a fact 
...and I’ll learn

Tell me a truth 
…and I’ll believe

Tell me a story 
…and it will live in my heart forever

(Indian Saying)



THE STORY AS A LEARNING TOOL 

 Facilitating reflective learning

 Providing insight into adverse events and impact on patient, 

family and clinician

 Allowing the experience become a catalyst or change

 Using the past to inform the present and influence the future

Making the status quo uncomfortable

While making the future attractive
J. Conway, IHI



EVERY POINT OF CONTACT FAILED HIM……

SIMPLE 

MEASURES

SAVE LIVES



THE UNFOLDING STORY
DATA – THE RECORD

Persistent back pain – GP Visits, X-Rays
Orthopaedic Surgeon – Bone Scan, Blood Tests

1997 1999
•Calcium 3.51mmol (2.05-2.75) 5.73 mmol(6.1)

Described as ‘inconsistent with life’.
•Creatinine 141 (60-120) 214
•Urate 551 (120-480) 685
•Bilirubin Direct 9.9 (0-6)
•Alk Phosphate 489 (90-300)



YOU IGNORE AT YOUR PERIL

THE CONCERNS OF A MOTHER

A KEY MESSAGE



PEER REVIEW

Research  96% Success;  1% Complication Rates

“Kevin would have had surgery to remove 
the over-active parathyroid gland.  He 
would have been cured and would still 
have been alive today.”

“The combination of bone pain, renal 

failure and hypercalcaemia in a young 

patient points either to a diagnosis of 

primary hyperparathroidism or metastatic 

malignancy and these ominious results 

should have been investigated as a 

matter of urgency”.

“Kevin would have had surgery to remove 
the over-active parathyroid gland.  He 
would have been cured and would still 
have been alive today.”



An Adverse Event – The Aftermath

Confidence in 

ascertaining the 

truth shattered

Forced to 

reluctantly 

pursue the 

litigation route

Reluctance to 

be open and 

transparent

Closing ranks 

Lame excuses

Muddying 

waters



Legal Route to Finding Answers

 System favours defendants

 Disempowerment of plaintiff

 Plaintiff takes huge personal risks

 “David and Goliath” experience

 Wearing-down process

 Lack of compassion

 Focus needs to be on learning rather 

than on blame



“It is very clear to me that Kevin

Murphy should not have died.”

Judge Roderick Murphy at High Court Ruling

May 2004

Court Ruling



ADVERSE EVENTS AND HEALTHCARE STAFF??



A Wish List : Do it Right!
 Observe existing guidelines, best practice and SOP’s.   

Be prepared to challenge each other in that regard

 Following adverse outcomes undertake “root cause analysis” "system 
failure analysis"/"critical incident investigation”.

 Communicate effectively within the medical community 
and with patients

 Keep impeccable records and refer constantly to those records

 Listen to and respect patients and families

 Know your personal limitations

 Replicate what is good and be always vigilant for opportunities to 
improve.

ACKNOWLEDGE ERROR AND ALLOW LEARNING TO OCCUR



A Wish List Contd

 Learn and disseminate that learning

 Practice dialogue and collaboration – meaningful 
engagement with patients and families

 Create a coalition of healthcare professionals 
and patients

 Be honest and open and seize the opportunity to give some 
meaning to tragedy

 It could not happen here 
– 5 most dangerous words

ACKNOWLEDGE ERROR 

AND ALLOW LEARNING TO OCCUR



A Resolution going Forward
- RESCUE and CO-PRODUCTION -

More than anything, 

what distinguishes 

the great from the mediocre, 

is not that they fail less, 

it is that they rescue more.

- Atul Gawande

In honour of 
those who have died, 

those who have been left disabled, 
our loved  ones today, 

we will strive for excellence, 
so that all people receiving healthcare 

are as safe as possible, 
as soon as possible. 

This is our pledge of partnership



The Effectiveness of the Story

“Facts do not change feelings and 
feelings are what influence 

behaviours.  The accuracy, the clarity 
with which we absorb information has 

little effect on us; it is how we feel 
about the information that determines 

whether we will use it or not”.
- Vera Keane, 1967

An Example of Student Feedback
RCSI Dublin



• Care delivered with Head, with Heart, with 

Hand - IHI

• Reporting and Learning

• Transparency, Accountability, Open 

Disclosure

• Patient engagement/involvement  as a ‘right’

“To err is human, 

to cover up is unforgivable 

but to fail to learn is inexcusable.”
-Sir Liam Donaldson,Chair, WHO Patient Safety

My Call for……





‘The task of the leader is to get his 

people from where they are…..’

‘…..to where they have not 

been.’ 

Source: Henry Kissinger



Source: Edgar Schein

Professor Emeritus

MIT Sloan School

‘You can’t impose anything on 

anyone and expect them to be 

committed to it’



20.10.16 Q community event



strategy

Head

narrative

Heart

Shared
Understanding leads to

action

Hands
Source: Professor Marshall Ganz

Leadership, Organising, Action: Leading Change



action

values

emotion

• Values inspire action through 

emotion

• Emotions inform us of what 

we value

• Decisions are based on 

judgments of value

Source: Professor Marshall Ganz
Leadership, Organising, Action: Leading Change



story of

self
call to leadership

story of

now
strategy & action

story of

us
shared values &

shared experience

PURPOSE

Source: Professor Marshall Ganz
Leadership, Organising, Action: Leading Change



We all have a story…..



Challenge, Choice, Outcome


Character is ‘self’ CHALLENGE

CHOICE

plot

OUTCOME

moral
Source: Professor Marshall Ganz

Leadership, Organising, Action: Leading Change



Now…..

…..it’s over to you!



Comfort zone



Challenge, Choice, Outcome


Character is ‘self’ CHALLENGE

CHOICE

plot

OUTCOME

moral
Source: Professor Marshall Ganz

Leadership, Organising, Action: Leading Change



Comfort zone

Where the magic 
happens











CLOSING THE LOOP

 What happened next?

 Another Question - What do we do now?

 How use the accumulation of  information/insights

 The World Alliance for Patient Safety and Patients for 

Patient Safety

 A Better Way – Sir Liam Donaldson



Patients for Patient Safety Workshops
500+ Champions in 52 Countries – Collaborating organisations



Getting to the Core

 Providing engagement opportunities

“There is one thing worse than being blind 

and that is having sight but no vision”     - Helen Keller

 Using the experience as a catalyst for change

 Being worthy of  the trust of  vulnerable patients and concerned 

carers

Disclosure ≠ BLAME

Disclosure = INTEGRITY, DEMONSTRATION OF 

TRUE PROFESSIONALISM



THE ACID TEST

 Personal challenges

 Identifying our resolve

 Appetite for risking challenging the status quo

 The goal of  achieving the attractive future

 Committing to meaningful engagement

 What is a culture of  safety?

 IHI guidance on respectful management of  events

 Facilitating engagement with ‘critical friends’

 Grasping the nettle as privileged individuals

“No one is ever hesitant to speak up regarding the well being of a patient and 

everyone has a high degree of confidence that their concern will be heard 

respectfully and acted upon”     - Michael Leonard, Kaiser Permanente


