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Trust me I’m the Doctor

• Public View: 8 out of 10 people were very
confident or fairly confident that their doctor
would tell them if there had been a
mistake/oversight in the course of their care.

• Doctor’s View: 63% agreed that doctors should
disclose all significant medical errors, but 85% of
doctors surveyed admitted that they had not
fully disclosed a mistake to a patient because
they were afraid of being sued (Medical Council,
2014).



The primary reasons given by Irish 
doctors for decisions not to report 
concerns about a colleague were:
• "nothing would happen as a result" 

(44%); 
• "fear of retribution" (25%); 
• and "thought someone else was 

dealing with the problem" (19%).

Source: Medical Council, 2014:34.

 
Each time someone is deterred from speaking up, 
an opportunity to improve patient safety is missed.
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Imbuing Medical Professionalism in Relation to Safety

• Project Aim
– To imbue a culture of medical professionalism in hospital culture and

support junior doctors to raise issues of concern, whilst shaping a
culture of trust, transparency, responsiveness and learning.

• Project Activity
– Trialling an embedded learning approach that centres on the use of a

custom designed game to encourage speaking up, as well as inclusive
leadership (words and deeds by leaders that invite and appreciate
others’ contributions) and responsiveness in the hospital system.



Study Sites - Incident Reporting Systems 

• Hospital A:
– Uses a computer based system.

– 7,973 incidents between 
1/1/15 to 31/12/15.

• Hospital B:
– Uses a paper based system.

– 3,886 incidents between 1/1/15 
– 31/6/16.
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Participants

• Hospital A:
– 46 out of 56 interns.

– 82.14% took part.                

• Hospital B:
– 35 out of 42 interns.

– 83.33% took part. 

• Data collection facilitated in both sites via Intern Teaching 
slots.

• Key Enablers: Protected intern teaching; Support received 
from the intern tutors; Support from clinical leads,  directors 
of postgraduate medical education and from quality and 
safety teams within both sites. 



The PlayDecide Patient Safety Game

• PlayDecide is a versatile tool that
allows you to create a serious
discussion game about contentious
issues.

• The PlayDecide Patient Safety Game
looks at Medical Professionalism,
and in particular speaking up,
through story, information and
issues cards. At the end of the game
players vote on four predefined
policy statements.
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IMP-S PlayDecide Positions

• Hospital A:
– 39 interns took part.

• Hospital B:
– 22 interns took part. 

Support Not Acceptable

Hosp. A Hosp. B Hosp. A Hosp. B

Statement 1 97.20% (35) 100% (22) 2.80% (1) 0% (0)

Statement 2 85.70% (30) 83.30% (15) 14.30% (5) 16.70% (3)

Statement 3 10.80% (4) 22.20% (4) 89.20% (33) 72.20% (13)

Statement 4 0% (0) 0% (0) 97.40% (38) 94.40% (17)



IMP-S PlayDecide – Alt Statements

• Hospital A:
– “Senior members should help filter the concerns of junior staff and

support serious concerns.” - 90% (9) general support from a group of
10 interns.

• Hospital B:
– “All staff should report all reasonable concerns they have regarding

patient safety, without fear of recrimination, in the knowledge that
learning will happen and the system will be improved. Patient safety
should be our top priority as healthcare professionals.” - 100% (6)
general support from group of 6 interns.



Interns Playing the PlayDecide 
Patient Safety Game 

• Majority in both hospital sites said they were unclear of the reporting
process, some could not recall having received any training.

• Some felt reporting was being used against them as a threat causing fears
of having a ‘black mark’ on their record- examples of nursing staff using it
to get doctors on call to attend to patients.

• Many saw that it was nurse jobs to report and nursing staff often reported
for them.

• No time to report and not a priority.

• A lack of consistency with regard protocol in wards was causing conflicts.

• Why bother? - No feedback when people did report.



Semi-Structured Interviews 

• Semi-structured interviews
were undertaken. The interview
approach used Flanagan’s
(1954) Critical Incident
Technique (CIT).

• CIT is a methodology for
collecting and analysing data
with the aim of providing
solutions to practical problems
(Kemppainen 2000).

• Theme 1: General Profile and 
Overall Experience.

• Theme 2: Interviewees 
understanding of an incident.

• Theme 3: Interviewees 
experience/observation of an 
incident.

• Theme 4: Suggestions for shaping 
a safety culture and a supportive 
environment.



Understanding of the reporting system

‘I do remember them saying there was an incident report
but it was kind of blurred in with a lot of other things.’
- Carli (Hospital B).

Nursing staff reporting on their behalf

‘Nurses are definitely more inclined…They would
encourage each other to help each other to maybe put in
the incident report form and say ‘No that is definitively an
incident you need to put that in. Listen you go put that in
now and I will do your job’. They are definitely more
inclined.’ - Janet (Hospital A).



Barriers to Reporting

‘I guess other things that would put it in perspective if you
are working with somebody that it was related to on a one
to on basis it could cause some conflict and maybe further
problems again in the future.’- Gail (Hospital A).

‘If there is an incident with someone more senior to you on
your team that’s when you you are least likely to you know
to say anything…we cannot really critique people above us
as a rule. It just doesn’t happen.’ - Angelo (Hospital B).

‘Its just I suppose a bit depressing but I feel like we cannot
change the system at all that there is no point of filling out
one form.’ - Mia (Hospital B).



Encouraging a Culture of Openness and Accountability 

• Frequent feedback sessions that
would support learning was the
most popular suggestion.

• Closing the feedback loop: Sharing
outcomes & providing updates.

• Participants stressed the need for
changing the culture by providing
support and embedding learning.



Current Practice –
Significant Impact for Policy? 

• Existing system is not supporting Interns: 

• Training provided seen as a tick box exercise; Purpose is not well understood; Lack 

of continuing education or focus on learning. 

• Lack of Visibility of Reporting by Peers: 

• ‘From the point of my internship I never had a Registrar or SHO or a Consultant that 

would tell me that they are goanna report an incident or do one.’ - Carli (Hospital 

B).

• Reporting Rationale? Interns don’t see the Point of Reporting:

• ‘There would be a strong feeling that these forms we fill in just end up in a 

shredder.’ - Angelo (Hospital B).



• Disconnect between academic teaching and the                                           ‘       
‘real world’:
– where the focus is on reducing your patients list rather than providing the best care.

• Time to reshape Medical Education: 
– Focus should be developing a safety culture that is embedded on education and learning   

IMP-S PlayDecide Game  provides a framework to enable open discussions.

• Key is to  involve interns as key stakeholders in any changes: 
– ‘A good starting point would be well the junior doctors are to the forefront who

experience incidents it isn’t the higher up people that would be aware of incidents ... or
that there is an awareness of what’s going on….that is a general feeling amongst the
junior staff.’ - (Angelo, Hospital B).

Current Practice –
Significant Impact for Policy? 
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