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The patient safety movement of the early 21st century rode into town on the ‘systems’ horse.
The Institute of Medicine report confidently declared that ‘“The problem is not bad people;
the problem is that the system needs to be made safer.’1 Recognising humans as inherently
fallible, advocates for patient safety proposed that it was wrong to blame individual
clinicians for poorly designed systems that were full of error traps.2 Iconic examples—such
as administration of vincristine via the wrong route—were used to show how punishing
doctors one at a time did nothing to prevent catastrophic errors from recurring.2 ,3
Individual blame was, therefore, deemed the wrong solution to the problem of patient safety;
as long as specific individuals were deemed culpable, the significance of other hazards
would go unnoticed. The systems approach sought to make better diagnosis and treatment of
where the real causes of patient safety problems lay: in the ‘latent conditions’ of healthcare
organisations that predisposed to error.4 In order to promote the learning and commitment
needed to secure safety, a ‘no-blame’ culture was advocated.5 With the spotlight switched
off individuals, the thinking went that healthcare systems could draw on human factors and
other approaches to improve safety.

Almost certainly, the focus on systems has been an important countervailing force in
correcting the long-standing tendency to mistake design flaws for individual pathologies.
There can be no doubting the ongoing need to tackle the multiple deficits in how healthcare
systems are designed and organised. Encouraging examples of just how much safety and
other aspects of quality can be improved by addressing these problems continue to appear.6—
10 Yet, recent years have seen increasing disquiet at how the importance of individual
conduct, performance and responsibility was written out of the patient safety story.11,12 In
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this issue, Bismark and colleagues13 show why we need to take seriously the performance
and behaviours of individual clinicians if we are to make healthcare safer for patients.

This study of formal patient complaints filed with health service ombudsmen in Australia
found that a small number of doctors account for a very large number of complaints from
patients: 3% of doctors generated 49% of complaints, and 1% of doctors accounted for 25%
of all complaints. Moreover, clinician characteristics and past complaints predicted future
complaints, with the authors” model identifying those doctors relatively unlikely to generate
future complaints within 2 years (<10% risk) as well as those highly likely to attract further
complaints (>80% risk). These findings are consistent with other recent research, including
work showing that some doctors are repeat offenders in surgical never events,14 and a
broader literature that has explored the phenomenon of ‘disruptive physicians’ with
behaviour problems as well as those facing health or other challenges that impact on patient
care.15,16

These studies shows that a very small number of doctors may contribute repeatedly not just
to patient dissatisfaction, but also to harm and to difficult working environments for other
healthcare professionals.17 Bismark et al’s study suggests that identifying and dealing with
doctors likely to incur multiple complaints may confer greater benefit than any general
strategy directed at clinicians in general. This study represents an extreme example of the
*80-20" rule—also known as Pareto principle or the ‘law of the vital few’, which suggests
that around 80% of events can be accounted for by 20% of the causes. It is unlikely that this
rule applies so dramatically to other patient safety problems. For instance, adverse event
studies in the USA, UK, Canada and The Netherlands indicate that approximately 5-10% of
hospitalised patients experience harm from their medical care, and about one-third of these
events are preventable.18-21 US hospitals admit 40 million patients a year in the USA,22
suggesting approximately 500 000 preventable adverse events. It seems inconceivable that a
small minority of healthcare professionals could cause the majority of these events.

Yet ‘bad apples’—individuals who repeatedly display incompetent or grossly unprofessional
behaviours—clearly exist.23-25 While they may not account for most patient safety
problems, the field has probably reached the point where we can at least name the problem
of bad apples without detracting from still crucial efforts to improve the design of
organisational systems and human factors.

Many countries, including the USA and the UK, have introduced periodic recertification or
‘revalidation’ of doctors in an attempt to take a systematic, preventative, risk-based
approach.26 In theory, relicencing should pick up doctors whose practice is unsafe, and
ensure they are enabled to improve or that their licences are restricted or removed. But
relicencing systems are remarkably difficult to design and operate, not least because it is
hard to ensure that bad apples are detected (and appropriate action taken) while also
encouraging good apples to thrive. Any regulatory system of “prior approval’ involves a
high regulatory overhead,27 typically imposing high burdens both on the regulatees
(individuals and organisations) as well as on the regulators. The ‘good apples’ may have to
divert their time and resources in demonstrating that they are good, while the bad apples
may find ways of evading detection. Therefore, it is perhaps unsurprising that relicencing
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regimes for doctors typically attract a high level of regulatee complaint, both about burden
and lack of efficacy.28 ,29

While it may remain difficult for doctors to prove they are ‘good’, perhaps too little is done
to address those whose practice patterns, communication styles, or other behaviours pose
risks to their patients. If the natural history of the bad apple is one of repeated concerns,25
and if one of the risk factors for a medico-legal complaint is a previous complaint, then one
solution involves focusing more resources on doctors who throw up red flags.

Despite the relative lack of research into this area, several studies demonstrate the possibility
of early identification of warning signs related to physician behaviour. One study analysed
documentation of unprofessional behaviours in routine evaluations of students at three US
medical schools, and showed a threefold increased odds of eventual disciplinary action by
state medical boards.30 Another US study correlated a low professionalism rating on the
Residents’ Annual Evaluation Summary with subsequent disciplinary action.31 A third
study identified the predictive value of low scores on the Patient-Physician communication
component of the Medical Council of Canada clinical skills examination in terms of patient
complaints against these physicians that were filed with medical regulatory authorities.32
And now, Bismark et al have demonstrated the extent to which past complaints identify
doctors at high risk for further complaints. For instance, doctors named in a third complaint
had a 38% chance of generating a fourth complaint within 1 year and a 57% probability
within 2 years.

Though focusing on ‘bad apple’ individuals may seem at odds with the systems approach to
patient safety, a good way of thinking about their behaviour is as a system problem. We
have always known about physicians who generate recurrent complaints from patients and
repeatedly exhibit questionable competence or unprofessional behaviours. Studies, such as
those by Bismark and colleagues, as well as others30-32 demonstrate that it may be possible
to identify these individuals and focus resources on dealing with them. Just as early warning
systems detect deteriorating patients and alert medical emergency teams to intervene, the
time may have come to recognise the need for early warning systems to identify physicians
in need of intervention. In some cases, remediation may well improve behaviour. In others,
recalcitrant behaviour or continued legitimate complaints from patients will warrant
restricted licences or even removal from practice.

Any system focusing on doctors who throw up concerns requires, of course, that concerns
are raised. This is not straightforward. Complaints from patients are likely to be a valuable
resource in identifying problematic behaviours. But on their own, patient complaints may
not satisfy criteria for sensitivity and specificity. Patient complaints will only ever represent
the tip of the iceberg, since they consist only of complaints reported to formal authorities.
Some problematic clinicians—such as the UK mass murderer, Dr Harold Shipman, and the
nurse murderess, Beverley Allitt—enjoy very high esteem from their patients. On the other
hand, some doctors who attract repeated complaints may, in fact, themselves be victims of
contextual or system problems unrelated to the individual clinicians including understaffing,
excessive wait times, fragmented care and inadequate supports for home care. Some practice
settings or specialties may be more likely to provoke patient complaints, and patterns of
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unnecessary procedures, missed diagnoses, and operative complications may be apparent
only when multiple forms of intelligence are compiled over time.

Relying on colleagues to report poor conduct or performance is also unreliable. In one
survey of physicians, 96% of respondents agreed that physicians should report impaired or
incompetent colleagues to relevant authorities, but only about half who had actually
encountered such colleagues had in fact reported them.33 In another study,34 17%
physicians reported direct personal knowledge of a colleague whom they regarded as
incompetent to practice medicine in their hospital, group, or practice. Those who
acknowledged that they had taken no action cited the belief that someone else was taking
care of the problem, the belief that nothing would happen as a result of the report, and fear
of retribution. Beyond this study, we know that coworkers are inhibited by strongly held
beliefs about shared fallibilities, institutionalised deference to particular professional (and
gendered) hierarchies, and the inherent complexities and difficulties of everyday
professional life.35

For the present, the science is probably not at the stage where a particular policy solution
presents itself readily. What is perhaps clear is that identifying the problem clinician will
likely involve multiple sources of intelligence, and taking very seriously warning signs that
do appear from any source. A research agenda in this field must be pursued vigorously. The
field of patient safety (and quality improvement more generally) probably could not have
achieved the traction it has without first focusing on identifying and correcting systems
problems. But the time has now come to design and evaluate systems that identify
problematic individuals. A one-horse race will no longer do.

Acknowledgments

Mary Dixon-Woods’ work is funded by a Wellcome Trust Senior Investigator Award (WT097899MA). Kaveh
Shojania receives salary support from the Government of Canada Research Chairs Program. The authors also
gratefully acknowledge the helpful comments of Drs Frank Davidoff and David Stevens on an earlier draft of this
manuscript.

References

1. Kohn, LT.; Corrigan, JM.; Donaldson, ML. To Err Is Human-Building a Safer Health System.
Institute of Medicine (IoM), Committee on Quality of Health Care in America; 2000.

2. Yeung K, Dixon-Woods M. Design-based regulation and patient safety: a regulatory studies
perspective. Soc Sci Med. 2010; 71:502-9. [PubMed: 20538395]

3. Berwick D. Not again! Preventing errors lies in redesign not exhortation. BMJ. 2001; 322:247-8.
[PubMed: 11157508]

4. Reason J. Human error: models and management. BMJ. 2000; 320:768-70. [PubMed: 10720363]

5. Department of Health. An organisation with a memory—report of an expert group on learning from
adverse events in the NHS. 2000.

6. Poon EG, Keohane CA, Yoon CS, et al. Effect of bar-code technology on the safety of medication
administration. N Engl J Med. 2010; 362:1698-707. [PubMed: 20445181]

7. Arriaga AF, Bader AM, Wong JM, et al. Simulation-based trial of surgical-crisis checklists. N Engl
J Med. 2013; 368:246-53. [PubMed: 23323901]

8. Neily J, Mills PD, Young-Xu Y, et al. Association between implementation of a medical team
training program and surgical mortality. JAMA. 2010; 304:1693-700. [PubMed: 20959579]

BMJ Qual Saf. Author manuscript; available in PMC 2014 June 24.



syduiosnuel Joyiny sispun4 JINd adoin3 ¢

syduosnuelA Joyiny sispun4 DA @doing ¢

Shojania and Dixon-Woods

9. Kobayashi L, Parchuri R, Gardiner FG, et al. Use of in situ simulation and human factors
engineering to assess and improve emergency department clinical systems for timely telemetry-
based detection of life-threatening arrhythmias. BMJ Quality and Safety. 2013; 22:72-83.

10. Gurses AP, Kim G, Martinez EA, et al. Identifying and categorising patient safety hazards in
cardiovascular operating rooms using an interdisciplinary approach: a multisite study. BMJ
Quality and Safety. 2012; 21:810-18.

11. Wachter RM, Pronovost PJ. Balancing “no blame” with accountability in patient safety. N Engl J
Med. 2009; 361:1401-6+1328. [PubMed: 19797289]

12. Goldmann D. System failure versus personal accountability—the case for clean hands. N Engl J
Med. 2006; 355(2):121-3. [PubMed: 16837675]

13. Bismark M, Spitall M, Gurrin L, et al. Identification of doctors at risk of recurrent complaints: a
national study of health care complaints in Australia. BMJ Quality and Safety. 2013

14. Mehtsun WT, Ibrahim AM, Diener-West M, et al. Surgical never events in the United States.
Surgery. 2012

15. Rosenstein AH, O’Daniel M. A survey of the impact of disruptive behaviors and communication
defects on patient safety. Jt Comm J Qual Patient Saf. 2008; 34:464-71. [PubMed: 18714748]

16. Leape LL, Fromson JA. Problem doctors: is there a system-level solution? Ann Intern Med. 2006;
144:107-15. [PubMed: 16418410]

17. Brewer CS, Kovner CT, Obeidat RF, et al. Positive work environments of early-career registered
nurses and the correlation with physician verbal abuse. Nurs Outlook. 2013

18. Vincent C, Neale G, Woloshynowych M. Adverse events in British hospitals: preliminary
retrospective record review. BMJ. 2001; 322:517-19. [PubMed: 11230064]

19. Baker GR, Norton PG, Flintoft V, et al. The Canadian Adverse Events Study: the incidence of
adverse events among hospital patients in Canada. CMAJ. 2004; 170:1678-86. [PubMed:
15159366]

20. Thomas EJ, Studdert DM, Burstin HR, et al. Incidence and types of adverse events and negligent
care in Utah and Colorado. Med Care. 2000; 38:261-71. [PubMed: 10718351]

21. Baines RJ, Langelaan M, De Bruijne MC, et al. Changes in adverse event rates in hospitals over
time: a longitudinal retrospective patient record review study. BMJ Quality and Safety. 2013;
22:290-8.

22. American Hospitals Association. [accessed Apr 2013] Fast Facts on US hospitals. 2013. http://
www.aha.org/research/rc/stat-studies/fast-facts.shtml

23. Elkin K, Spittal MJ, Elkin D, et al. Removal of doctors from practice for professional misconduct
in Australia and New Zealand. BMJ Quality and Safety. 2012; 21:1027-33.

24. Alam A, Klemensberg J, Griesman J, et al. The characteristics of physicians disciplined by
professional colleges in Canada. Open Med. 2011; 5:166—-72. [PubMed: 22567070]

25. Dixon-Woods M, Yeung K, Bosk CL. Why is U.K. medicine no longer a self-regulating
profession? The role of scandals involving “bad apple” doctors. Soc Sci Med. 2011; 73:1452-9.
[PubMed: 21975027]

26. Shaw K, Cassel CK, Black C, et al. Shared medical regulation in a time of increasing calls for
accountability and transparency: Comparison of recertification in the United States, Canada, and
the United Kingdom. JAMA.. 2009; 302:2008-14. [PubMed: 19903922]

27. Ogus, A. Legal form and economic theory. Hart; Oxford: 2004.

28. Iglehart JK, Baron RB. Ensuring physicians’ competence—is maintenance of certification the
answer? N Engl J Med. 2012; 367:2543-9. [PubMed: 23268670]

29. McGivern G, Ferlie E. Playing tick-box games: interrelating defences in professional appraisal.
Human Relations. 2007; 60:1361-85.

30. Papadakis MA, Teherani A, Banach MA, et al. Disciplinary action by medical boards and prior
behavior in medical school. N Engl J Med. 2005; 353:2673-82. [PubMed: 16371633]

31. Papadakis MA, Arnold GK, Blank LL, et al. Performance during internal medicine residency
training and subsequent disciplinary action by state licensing boards. Ann Intern Med. 2008;
148:869-76. [PubMed: 18519932]

BMJ Qual Saf. Author manuscript; available in PMC 2014 June 24.

Page 5


http://www.aha.org/research/rc/stat-studies/fast-facts.shtml
http://www.aha.org/research/rc/stat-studies/fast-facts.shtml

syduiosnuel Joyiny sispun4 JINd adoin3 ¢

syduosnuelA Joyiny sispun4 DA @doing ¢

Shojania and Dixon-Woods Page 6

32. Tamblyn R, Abrahamowicz M, Dauphinee D, et al. Physician scores on a national clinical skills
examination as predictors of complaints to medical regulatory authorities. JAMA. 2007; 298:993—
1001. [PubMed: 17785644]

33. Campbell EG, Regan S, Gruen RL, et al. Professionalism in medicine: results of a national survey
of physicians. Ann Intern Med. 2007; 147:795-802. [PubMed: 18056665]

34. DesRoches CM, Rao SR, Fromson JA, et al. Physicians’ perceptions, preparedness for reporting,
and experiences related to impaired and incompetent colleagues. JAMA. 2010; 304:187-93.
[PubMed: 20628132]

35. Ehrich K. Telling cultures: “cultural’ issues for staff reporting concerns about colleagues in the UK
National Health Service. Sociol Health 1lin. 2006; 28:903-26. [PubMed: 17163859]

BMJ Qual Saf. Author manuscript; available in PMC 2014 June 24.



