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Background
Every health care leader dreads the call. Two new mothers
have died within 24 hours of each other in the maternity
unit; a senior staff member in the paediatric unit is found in
possession of indecent images of children; reporting errors in
mammography have left hundreds of women at risk of being
given the wrong diagnosis. Health care organisations usually
plan for power cuts, floods and epidemics, but we frequently
don’t plan for serious clinical crises like these.
Yet all organisations, even the best, will experience such crises.
How they respond will provide clear and compelling insights
into their culture. Failure to respond promptly with empathy
and transparency can have a lasting impact on the organisation
and the people who work there. It can make a bad situation
much worse. On the other hand, organisations that embrace
a crisis as an opportunity to act transparently, to learn and
improve can enhance their reputations and contribute to their
journey of becoming truly high performing.1,2,3,4
In our roles as chief executive of a children’s hospital for 26
years in San Diego, California and as chief medical officer of a
medium-sized general hospital trust in the south of England
for five years, we have experienced at first hand the pressures of
being a leader in crises where patients were harmed – as briefly
described in the boxes on the following pages.
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We have felt the anxiety and fear, endured the sleepless nights
of second guessing ourselves wondering whether we had done
the right thing, shared tears with those harmed, and the despair
and worry that are part of it all when things go wrong. These
are, after all, intensely personal experiences and ones that are
life-changing and stay with us forever.
Blair L Sadler
I vividly remember, as a 39-year-old chief executive who
had been on the job just two weeks, dealing with the shock
that three babies had died in our neonatal intensive care unit
(NICU) for reasons we could not understand. I remember
our experienced medical director, David Chadwick, asking
experts at the Centers for Disease Control and Protection
(CDC) and the California Department of Health to get on the
next plane and help us figure it out. I remember talking to
every family who had a child in our hospital, explaining what
we knew and didn’t know and offering to transfer their child
to another hospital in San Diego if they preferred (only one
said yes). I remember going public with a news conference
the next day, and for the next five days, explaining what
we knew and what we didn’t know. I remember the
discovery that we were dealing with an adenovirus that was
transmitted in the air handling systems of our NICU (the first
time this had happened in the US). I remember feeling the
relief that no other patients were harmed and, subsequently,
to our surprise, receiving awards from the media for our
honesty and transparency.
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I remember 20 years later dealing with a surgical error that
caused harm, taking the same approach to apology and
disclosure, and inviting the parents to a board of trustees’
meeting where we made a promise to them that the
systems failures that occurred would be corrected and that
they would receive periodic reports of the changes we had
made. We promised that they would be invited to a future
board meeting each year until they were convinced that we
had fulfilled our promise.
We also made an 11-minute video about our experience and
showed it to all 3,000 employees, 700 physicians and all our
volunteers. We continued to show it to all new employees
and physicians. I remember asking everyone to voluntarily
sign a pledge that, if they thought of anything that could
help make our care safer and better, that they would let us
know. I remember how our culture strengthened as a result,
the remarkable employee engagement, and the several
media awards that followed.
Six years later, I remember when the police informed us
that we had an employee who was trafficking in massive
amounts of child pornography and may have taken
inappropriate photos of some of our patients without their
knowledge. I remember the press conference we had
with the chief of police explaining what had happened,
expressing the pain we were feeling, and seeing over half of
the assembled media in tears as they shared our pain with
us. I remember the relief when the former employee was
sentenced to a very long time in jail and the community and
media recognition that followed.
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Kevin Stewart
I was the chief medical officer of a medium-sized general
hospital in the south of England for five years. During
Christmas 2007, two new mothers died within 24 hours of
each other in our maternity unit from Group A streptococcus
infection. There had not been a maternal death in the unit for
11 years. The organisation was in transition, with a new CEO,
new board chair and several executive director vacancies.
I found myself starting with a blank sheet of paper and a
skeleton team that was depleted further through vacancies
and holidays. I vividly remember the devastation that affected
the whole organisation, the vilification by the media and the
trauma of an 18-month coroner’s investigation and subsequent
inquests. But a decision from the outset to say sorry,
acknowledge failures, and be completely transparent with
the families and with the public served us well. Despite the
terrible tragedy, the organisation emerged with its reputation
enhanced and a determination to learn from events.
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Since these events, we have had the opportunity to work with
leaders in numerous health care organisations in the US, the UK
and elsewhere. Despite their differences, it is striking to observe
and experience how similar the core issues are – the fears, the
shock, the sadness, the extraordinary time pressures, and the
need to act from the heart as well as the head.
In this paper, we review the management of serious clinical
crises in the United States, lessons learned from other
industries, the experience of the Mid-Staffordshire crisis in the
NHS and the subsequent reports by Robert Francis and Don
Berwick. We discuss legal and media barriers to effective action,
review lessons learned from the ‘second victim’ literature
and provide our recommendations for action.1,5,6 These
recommendations are heavily influenced by our previous roles
and the experiences we have briefly described above.
The power of transparency emerges as a recurrent theme from
all this work. Leaders who promote and model transparent
behaviours and instil a transparent culture in their organisations
can use crises as learning and improvement opportunities.
Those that don’t may be destined to recurrent failure.
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Introduction
There are three types of victims of any serious clinical crisis.
••
••

••

The first victims are patients and their families, including
those directly harmed and those put at risk.
The second victims are front-line clinical staff and those
who support them, in whom there are well-recognised
psychological effects of involvement in an adverse patient
safety incident. These effects can extend to managers, leaders
and all those with a direct relationship with the organisation.
The third victim is the organisation itself, whose
reputation can be significantly harmed in the eyes of its
patients, stakeholders and the general public.

Organisations need to be clear about their priorities among
these three and all of their behaviour needs to flow from these.
There is a moral and ethical imperative to prioritise the needs
of patients and families above all others, followed by addressing
the needs of those working at the front line and others who
may have been second victims. The welfare of the organisation
can be best assured by taking this approach, which will help
minimise damage to its reputation and may even enhance it.
Despite several individual examples of courageous and
transparent behaviour, too often organisations are not prepared
to act transparently and rapidly when a crisis occurs. Often
the result is denial that a problem exists, disagreements about
assigning blame, lack of clarity about priorities among the three
victims and how to proceed. This can lead to confusion, mixed
messages and an erosion of trust.
8
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Lessons from the
United States
Over the years, senior leaders at the Institute for Healthcare
Improvement (IHI) have received calls from executives in
hospitals throughout the United States seeking urgent help with
serious clinical crises. Although they described very different
clinical situations, the similarities in the calls are striking.
Leaders were devastated by what had happened, desperate to do
the right thing, yet usually starting with a blank sheet of paper.
They worried about how much or how little to say publicly,
how to deal with the media, how to engage with their legal
advisers and how to deal with staff. Too often they had already
compounded the situation with a clumsy initial response.2
Drawing on its experience in helping these organisations, and
on lessons from the business literature,7,8,9,10 IHI developed a
suite of materials to help others, summarised in the white paper
Respectful management of serious clinical adverse events.1
The IHI white paper has proposed a leadership approach to
addressing crises based on transparency, and on a model which
makes the needs of patients and families the first priority,
followed by those of staff, then those of the wider organisation.
It describes a culture that organisational leaders can model and
promote to facilitate maximum engagement.
In recent years, several health care systems in the US have
shown courage and compassion during a crisis. However, too
many organisations still have not made a clear and explicit
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commitment to hold themselves accountable in a world
of increasing transparency. Too often there seems to be a
significant gap – indeed a chasm – between what organisations
acknowledge they should do and what they actually do. The
end result is that, while they may survive the initial crisis, they
fail to learn from it, fail to develop systems to detect, prevent or
mitigate the next crisis and, ultimately, when that does occur,
they may be starting with a blank sheet of paper again.
The IHI approach is founded on an open, learning
organisational culture based on transparency at every level.
It fosters an environment where open disclosure to patients
after adverse events is supported, as well as an organisational
level transparency dealing with patients, the wider public and
other stakeholders in times of crisis. Such an approach has
also been proposed by Berwick6 and is implicit in Bohmer’s3
description of the components of high performing health care
organisations. However, this type of culture in health care is
often the exception rather than the rule.
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What can we learn
from other industries?
Common themes emerge from the business literature that
have a remarkable resonance for us in health care. 7,8,9,10,11
An organisation’s response to a crisis often has as much
potential to cause harm as the crisis itself, but in the early
days and weeks, organisations frequently fail to recognise a
problem at all; if and when they do, they fail to understand its
gravity and its potential adverse effects on the business and
its customers. Decisive, respectful, transparent leadership in
the face of a serious crisis can begin to repair damage, rebuild
public confidence and ultimately enhance the reputation of
the organisation. A delayed, defensive, inadequate response
will have the opposite effect and will be what defines the
organisation in the face of the public. The events leading to the
crisis may be beyond the control of the leadership, but how they
react is not.
Serious crises are rarely unique and, in retrospect, are rarely
found to have come completely out of the blue. When the
Deepwater Horizon oil rig spilled 4.9m barrels of oil into the
Gulf of Mexico in 2010, it was assumed that it was a ‘one-off’
event. The subsequent investigation revealed that most oil
workers didn’t want to work on the rig because they knew that
safety incidents regularly occurred but weren’t addressed. They
called it the ‘well from hell’.11
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When businesses do acknowledge crises, they may address
them as one-off catastrophic events to be dealt with and
forgotten before moving on. This fails to recognise what crises
really are and makes the organisation susceptible to further
catastrophic failures. Crises are often an extreme manifestation,
precipitated by force of circumstance or misfortune at the time,
of underlying problems within an organisation that create the
latent conditions in which a crisis can arise. As in the ‘well
from hell’, safety monitoring systems are either inadequate to
detect ‘weak signals’ of problems or are repeatedly ignored or
rationalised as insignificant.9,11,12 Viewed in this light, crises also
provide real opportunities for organisations to reflect, learn,
develop and grow.6
As humans, we work against well recognised cognitive and
cultural biases which prevent us from recognising warning
signals, acknowledging crises when they do arise and then
accepting and learning from failures.8 Human factors science
teaches us that individual clinicians will often rationalise their
patient’s falling blood pressure or reducing oxygen saturations
as due to faulty equipment rather than an obvious sign of
a clinical problem.13 In clinical practice we have developed
forcing functions and other processes to mitigate such biases
(eg checklists, alarms, override functions). The same biases
affect organisational leaders faced with what in retrospect seem
to have been obvious signs of trouble.8 The Harvard Business
Review devoted an entire issue (April 2011) to exploring
and understanding the cultural and other factors that prevent
organisations from learning from failures.14 Leaders who have
emerged from a serious crisis may be naturally less inclined to
explore and re-examine the painful episode. Most pressures
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within the organisation will be to achieve closure and move on.
What’s more, a leadership culture that celebrates and promotes
success may be less likely to encourage leaders to examine their
organisation’s mistakes. No CEO wants to be remembered for
their failures.
The failures of automobile manufacturers to respond to their
safety defects that killed and harmed many people are powerful
examples of a lack of transparency.15 As the US government
hearings unfolded, testimony revealed numerous examples of
cover-ups, lack of accountability, and refusal to treat the victims
harmed with empathy, transparency and support. When
viewing harm caused by any organisation, Ben Heineman says
it well: ‘It’s our problem the moment we hear about it.’16
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Lessons from the UK
Most UK readers will be familiar with the details of the multiple,
repeated failures between 2005 and 2009 when hundreds of
patients died or were harmed as a result of substandard care at
the Mid Staffordshire NHS Foundation Trust. The subsequent
public inquiry and the recommendations of the Francis report
will dominate the NHS quality and safety agenda for many
years.17 Mid Staffordshire was not an isolated example, although
it was an extreme one.18,19
Much of the subsequent analysis has uncovered familiar
themes.5,6
••

A repressive, opaque leadership culture contributed to the
failings in the first place, exacerbated the situation when
problems did emerge and compounded the harm with
repeated denial and defence during the investigation. The
lack of transparency extended beyond failure to listen to
concerns about individual incidents to a failure to respond
to regulators, politicians, patient groups and the media
when faced with evidence of system-wide failure. This
happened despite the fact that the NHS has promoted
policies supporting transparency for many years20 and
the existence of a much more benign approach to medical
litigation in the UK than in the US.

••

Clinical staff and others who did raise concerns about quality
of care were ignored, marginalised or even victimised.
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••

The predominant focus for the leadership was financial
and operational performance, which took priority over all
other issues including quality of care.

••

Systems for measuring and monitoring quality and safety
were inadequate to deal with repeated early warnings
and ‘weak signals’ of safety risks; they were ignored,
disregarded or dismissed. Macrae has called on health care
to learn from other safety critical industries that develop
monitoring systems to amplify and proactively investigate
such ‘weak signals’.12

••

Initial public and media reaction questioned the
motivation of staff, especially nurses, some of whom
were blamed for an ‘uncaring’ or ‘unprofessional’ attitude
and most of whom were characterised as having come
to accept substandard care as the norm. While a small
number of staff have faced regulatory or legal sanction
because of unprofessional behaviour, it has emerged that
many did attempt to raise concerns but these were ignored
or dismissed. While there had been a perception that the
hospital’s staff had been silent, in retrospect it transpired
that the organisation had been deaf.21

Don Berwick, former president and co-founder of the Institute
for Healthcare Improvement led a team of patient safety
experts to help the NHS develop a system-level response to the
Francis report. He recommended a complete refocusing of the
health care system so that quality of care, and patient safety in
particular, became the clear priority above all others. To achieve
this, he stressed the need for widespread culture change to one
that embraced transparency, with patients involved at every
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level from the front line to the board.6 He promoted the concept
of a learning organisation founded on ‘trust in the good will
and good intentions of staff’, supported by opportunities for
training and experience in quality improvement skills.22
Since the publication of the Francis and Berwick reports, the NHS
in England has introduced a statutory duty of candour, obliging
organisations to disclose details of moderate and severe harm
to patients, along with an apology.23 Criminal sanctions can be
applied to those failing to do this. The NHS inspection regime
has been redesigned and now involves more front-line clinicians.
A new independent body is to be established, organised in a
similar way to that which exists for airlines, to investigate serious
failings in care and to promote a learning approach.
A further review led by Sir Robert Francis found numerous
examples throughout the NHS of staff who spoke out
about poor care (so called ‘whistleblowers’) being ignored,
marginalised or even victimised. This led to the Freedom to
speak up report,24 which recommended that independent
advocates be appointed in NHS organisations to support staff
and prevent victimisation.
Professional bodies representing clinicians have been strongly
supportive of the need to improve transparency and to promote
a learning culture but recognise that top-down initiatives can
only have a limited impact.25
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What inhibits
transparency and
open disclosure?
Five specific factors seem to inhibit transparency in health
care: actual or perceived litigation risk, inadequate training in
disclosure, fear of negative media coverage, lack of effective and
transparent leadership, and unresolved ‘second victim’ effects.
Fear of litigation
In the US, the challenges of achieving alignment and consensus
with an organisation’s legal counsel and insurer continue to be a
barrier to offering prompt apologies and disclosure to patients.
Fear of litigation often causes clinicians to say less rather than
more when something goes wrong. A traditional, conservative
approach from their legal counsel often supports this. Initially,
the evidence of whether open disclosure of harm following
adverse events affects the risk of litigation has been mixed:
some health care systems have reported reduced litigation
costs, while others found a neutral effect. However, there are
compelling moral arguments in favour of open disclosure and
most clinicians and patients support it.26,27,28,29
In recent years, there have been several promising innovations
including the Disclosure, Apology and Offer (DA&O)
programme at the University of Michigan, which has shown
impressive results.30 The COPIC insurance programme in
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Colorado31 and a recent Hospital-Based Communication
and Resolution programme in New York City involving five
hospitals also show promise.32 A study of communication
and resolution programmes in six different health systems
has shown positive effects but their experience reinforces the
importance of strong champions for change and devoting
significant resources and time to the effort.33 When weighing
and balancing key decisions in a crisis, legal counsel should get
a vote, but not the only vote. The traditional ‘deny and defend’
legal mantra seems outmoded and even dangerous.30,31
Although litigation concerns by individual clinicians and by
organisations are frequent in the US, there are clearly other
factors inhibiting transparency that are common to all health
care systems. In the NHS, litigation risks are low by comparison
and the service is indemnified by a government agency. Policies
and procedures promoting transparency and backed by various
regulations have existed for a decade,20 yet a lack of transparency
was still a prominent feature of the Mid Staffordshire failure.
Insufficient training
While at an individual level most clinicians and managers
support the concept of an open dialogue with patients
who have been harmed, many have not been trained in the
delicate communication skills required to have these difficult
conversations. In addition, the leadership culture in many
organisations, does not support such transparency. Without
appropriate training, preparation and support, it is
not surprising that organisations can be paralysed with fear
during a crisis, and incapable of prompt, effective action.
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Negative media coverage
Negative media coverage can also be highly damaging. Some
organisations try and avoid the media rather than learn how
to deal with it promptly, honestly and transparently. The
unmistakable reality is that in today’s era of the internet, social
media and 24/7 news coverage, coupled with increasing public
expectations, the old rules no longer apply. Protectionist legal
and media advice has become bad advice. Communicating with
the media is a learned skill, and organisations should provide
media training to key leaders and those who will be speaking
publicly on their behalf. Developing positive, collaborative
relationships with the media over time can actually build
mutual trust and respect that provides a solid platform for
communication when a crisis occurs. The words ‘no comment’
should be avoided – they are disrespectful and encourage
cynicism and criticism. Proactive approaches to external
communications over time can set the stage for mutually
respectful interaction in many cases.34,35,36
Lack of effective and transparent leadership
When a serious crisis occurs, effective and courageous
leadership is essential. But too often organisations have not
been explicit about what they expect from their leaders. Do
they have leaders who are skilled and experienced in effective
communication internally and externally in times of crisis? Do
they have the ability to act knowing that, if they do, they will
receive the support of the board? If not, it is likely that fear and
undue caution will prevail over courage and transparency.
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Unrecognised ‘second victim’ effects
When patients suffer adverse events, the clinicians who
have been caring for them are themselves susceptible to
psychological trauma. This can have symptoms ranging from
sleep disturbance and anxiety to clinical depression and a
condition resembling post-traumatic stress disorder. In 2000,
Albert Wu coined the term ‘second victims’ to describe this
phenomenon,37 and the term has since expanded with the
work of Susan Scott and colleagues from the University of
Missouri.38,39,40 Their definition of second victims is:
Healthcare providers who are involved in an unanticipated
adverse patient event, in a medical error and/or a patient
related injury and become victimized in the sense that the
provider is traumatized by the event.
These effects are common in clinicians from all disciplines and
their gravity is proportionate to the severity of the harm caused
to patients. Effects can be mitigated by a supportive, collaborative
work environment and exacerbated by the investigation of the
incident or legal proceedings, especially if a punitive approach
is taken. In the immediate aftermath of an incident, such effects
in clinicians will tend to suppress transparency. In the longer
term, if unaddressed, they erode a safety culture by fostering a
defensive approach to clinical practice.36
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Conclusion and
recommendations – the
power of transparency
Serious clinical crises should force health care organisations to
look in the mirror. When they do, what will they see? If they see
an organisation with a culture that encourages prompt disclosure,
apology, transparency, and collaborative resolution, then they are
likely to learn, grow and develop. If they do not, and the culture
seems to be to deny and defend, it could erode efforts to become a
highly reliable and optimally safe organisation.
We are often asked, ‘Based on your experiences and what
you have learned from others, what would you advise a
health care leader?’ In response, we have developed two sets
of recommendations: one for organisations and the one for
individual leaders at all levels.
Recommendations for organisations
••

Embrace an organisational culture of transparency.
The board and leadership espouse and support core values
of transparency, compassion and respect at every level
of the organisation. Leaders promote and model a truly
open culture where patient care is prioritised above all
else and harm is seen as a failure of systems, not people.
Conversations are encouraged in an open and just culture,
with supporting policies and practices in place.
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••

Actively support compassionate patient, family and
employee communication. Ensure that this policy is
well known throughout the organisation and includes
appropriate apology and disclosure when harm occurs.
Legal advisers share the organisation’s commitment to
rapid disclosure and support.

••

Design, disseminate and regularly test a crisis
management plan. There is a written crisis management
plan that is regularly tested, modified and reviewed by
executive leadership, clinicians and the board. It includes
the core principles of internal and external transparency
and support for second victims.

••

Develop and implement adequate training. Training
programmes are in place about communication with
patients, families and other carers when harm occurs.
Programmes include coaching and training for making
disclosures and apologies. There is adequate media training
for key personnel.

••

Commit to learning from serious clinical crises. The
organisation conducts a thorough assessment of all clinical
crises to understand and learn from failings and help reduce
risk of future events. Outside advisers are welcomed and
provide their perspective. The organisation is continually
learning and improving, and shares lessons learned.

••

Recruit, develop, and support leaders who act with
courage and transparency. The organisation recognises
that, in times of crisis, prepared and effective leadership is
essential. It provides support for leaders to ensure that they
can communicate and act effectively on its behalf.
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Recommendations for leaders
During your time as a leader, it is likely that something will
unexpectedly go seriously wrong, resulting in a patient or
patients in your care being harmed. A crisis will result. In
today’s age of 24/7 media coverage, there will be intense and
immediate pressure to provide answers that you may not have,
and before you are fully prepared. Should this happen, we
provide the following ten suggestions, based on our experience:
1.

Throw away your calendar, act with intense urgency, own
the problem and form a crisis management team.

2.

Never worry alone. Leading in a crisis is both an individual
and a team exercise. Don’t be afraid to ask for help.

3.

Notify all key stakeholders quickly.

4.

Apologise to those harmed and offer to help in any way
possible.

5.

Lead with your genuine feelings – empathy, outrage,
sadness and disappointment. Lead from your heart, as well
as your head.

6.

Get media training. Communicating with the media is a
learned skill. There is no excuse not to develop it.

7.

Promise to correct any error and do so.

8.

Lead with courage and compassion for the victims.

9.

Acknowledge when you are scared, confront your fears and
embrace uncertainty.

10. Commit to a culture of transparency. It is the platform on
which everything rests.
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We believe that these two sets of recommendations, if widely
adopted and embedded in the culture of health care organisations,
could make significant positive impacts on patients, families,
staff and the organisations themselves. We believe they are
vitally important components of the larger goal of becoming
transparent, constantly learning, high reliability enterprises.
At its core, this approach places priority on the people directly
harmed (the first victims), includes care and compassion for
carers and staff (the second victims), and understands that the
reputation of the organisation itself (the third victim) can be less
damaged, even enhanced, through transparency.
Don Berwick’s advice to the British health care system could
probably equally apply to health care leaders in every system in
the world.
Place the quality of patient care, especially patient
safety, above all other aims. Engage, empower, and hear
patients and carers at all times. Foster whole-heartedly
the growth and development of all staff, including their
ability and support to improve the processes in which
they work. Embrace transparency unequivocally and
everywhere, in the service of accountability, trust, and
the growth of knowledge.6
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