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(edited for clarity)

Introduction

My name is Amy Edmondson, and I'm actually in the TOM [Technology and Operations
Management] faculty, although my degree is in organizational behavior. So | am—without even
moving very far—I| am already crossing bridges right and left.

My research for the past, more than ten years, fifteen years or more has been on this
phenomenon of organizational learning, and I'll say more about what that is and why we should
care about it in just a second.

A lot of that work and really most, if not all, of what I'll talk about today has been in the healthcare
setting, and specifically in the hospital setting. And this is a particularly important setting to talk
about learning, for reasons | will describe as we go. It's also a setting that | think has analogs to
other service contexts, but in Technicolor.

So service contexts can be challenging places to manage because you never really know when a
customer is going to show up and exactly what they are going to need and what their capabilities
are going to be. So in healthcare that is true and then magnified a little.

So people who manage hospitals and manage the many professionals that work in hospitals face
a challenging job. Not only is it a challenging job right off the bat, but it's a context in which, if
you're not learning and learning constantly and quickly and—for reasons I'll explain later—
learning collectively or learning together, you're falling further and further behind. So with the title,
| changed the title here from “Organizational Learning in Healthcare” to “Can Complex
Organizations Learn?” because | want to deliberately make connections to other settings as well.

And | want to start just by pointing out that we as a society entrust some of our more vulnerable
members to complex institutions. We have children in public schools whose future and sort of
livelihoods are at stake when we don’t educate them well. And we have patients, of course, in
hospitals, whose very life is often at stake and vulnerable to the workings of what I'll call “complex
institutions” or “complex organizations.”

Complex organizations are ones with many moving parts: many people, many professionals;
roles, groups, departments that need to be working together, so are interdependent to some
extent or another. And how you coordinate all of that activity is not always clear. So | say that
there are, at least in healthcare, frequent opportunities for learning—I'll describe what some of
those are—and yet at the same time, pervasive barriers: things that make it very challenging
indeed.

I wish my research had uncovered a magic solution or a magic bullet that helped us get through
all of this. But, unfortunately, | haven't as of yet.

So what I have instead is a mindset and a set of managerial practices that seem to increase the
likelihood of achieving successful outcomes in the form of learning.

Overview
So let me give you a little overview of where we’re headed. So I'll talk about what is
organizational learning and then a little bit about why is this particularly important in healthcare.
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And then we'll go to sort of the bad-news part, which is, why is this so rare or so difficult on its
own? The good news there is that it leaves a very important role for management for leadership.
So this is a problem in healthcare that is not going to be solved by ever smarter doctors, but it's
actually going to require managerial skills, which is why—as an aside, by the way—we’ve seen
the number of MDs in the MBA program having grown at about a factor of ten since many of you
were here. So we think that's good news.

So why is it rare? And then, what are some of the ways we can overcome the barriers?

And end with what, in a very particular sense, is the job of the leader? And I'll be talking about the
leader as not just the CEO or the chief executive of a hospital, but also people very much at the
department or unit level who are leading these smaller interdependent units.

Organizational Learning

So what is organizational learning? The definition that I'll put up here: It's a process of improving
organizational action. And this is important: It's a process that involves collective effort to develop
our knowledge.

So it doesn’t happen just simply by practice. That may lead to improvement but that's not
organizational learning. Organizational learning is mediated by cognition. We're going to think
about what's so now, and we are going to think together about ways to make it better. Then we're
going to try them out and see how we do. And it probably won't be quite right, so we’'ll do it again
and we iterate toward improvement.

Some examples to make it more concrete: | think total quality management in the manufacturing
setting would be a good example of an organization—a plant trying to learn. And, in fact, when
done well, learning, and learning about where the problems are and how to improve them.

In the boardroom we might see a senior management team working to assess, what is our
strategy? What is the state of the world? Is there a fit? Should we be making changes? And that
would also be a way that the organization is seeking to learn.

We also could talk about something as far away from business as raising student achievement in
a particular school district—clearly a complex organization and clearly a project that involves
collective learning. But we won't go into that much today.

A little aside on healthcare—just a couple of data points. At the moment, at the current time, there
are 30,000 new peer-reviewed articles every month in Medline, the medical database of journal
articles. So obviously, no one person reads 30,000 articles in a month. Hence, we have the
counterpart here of ever greater specialization so that yesterday’s specialists are now
subspecialists. And soon we’ll see more and more sub-subspecialists.

But the point is that the rate of change of knowledge, of technical knowledge, is nothing short of
staggering. | could go on about how many new devices the FDA reviews, how many new drugs.
All of it is basically to say there is knowledge. There is more knowledge than an individual
practitioner can easily keep up with, and hence there is a need for these many specialized
caregivers to coordinate and collaborate with each other to take care of patients.

So these two things come together to suggest that the organizations, whether they be a small
team of patients who care for diabetics, or who do cardiac surgeries, as I'll talk about later, or an
entire hospital as an organization that needs to keep learning and needs to keep learning
together.

This is not brand-new but it's clearly intensified in the last decade or so. And this intensification
comes with a heightened awareness of the problem of quality or the problem of medical error that
has hit the headlines in the last half decade or so.
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Opportunities for Learning
So hospitals need to learn. And they face, as | said, many opportunities for doing so. Let me give
you three.

One: Errors. There clearly are—we don't like to think about it, but there are a lot of errors that
happen in the day-to-day operations of most major hospitals. So I'll define an error here as the
execution of a task that's unnecessary or incorrectly carried out; something that in theory could
be avoided had the proper information and skill been present at the right time. And, generally, the
error makers are unaware of making a mistake at the time that it occurs or they wouldn’t do it.

The second exciting opportunity for learning are problems. Even more mundane than errors,
problems are interruptions in our ability to execute some prescribed task because something is
either in the way that shouldn’t be or something is missing that should be there to allow us to
carry out this task. Unlike errors, problems are usually—the people who are trying to execute the
task are quite aware of the problems. So that makes them an interesting thing to study, and I'll
describe a study of that.

And finally, from the outside or often from the inside, new technologies are developed or new
techniques or practices. In medicine this happens all the time. There’s a new sort of state-of-the-
art practice for taking care of diabetes, for example, and we want our hospital to learn that quickly
so that we are up to the state-of-the-art. So here are the opportunities.

And now we shift gears and take a look at some of the barriers. And from here I'll be drawing
from four field studies that I've done while on the faculty here.

I’'m going to just put up some data here. Now what these data are, are error rates expressed as a
function of error per thousand patient days in eight hospital units in two cleverly disguised Boston
teaching hospitals. So eight different patient care units, like wards, and these are just the
numbers. These numbers were collected by a team of medical investigators. | was a part of this
team. I'm not a medical investigator but | was a social psychologist working on this team. The
reason | was invited in is that the principal investigators, who were leading thinkers in the area of
medical error, wanted to have a social psychologist in there to assess whether the teamwork and
the levels of teamwork in these units would affect the error rate. So that's why | was brought on
board.

Now, after six months of data collection, these were the sort of definitive numbers that were given
to me so | could then plug those into my models and see what was happening. What do you
notice about those numbers? What are some of the things that . . .

__: Enormous range.

PROFESSOR EDMONDSON: Enormous range, you bet, absolutely. | think the first and most

important observation there is that we have a range from almost twenty-four in Memorial 1 to just
barely over two in Memorial 3. So the question at the top of this slide is actually meant to be—it's
a trick question. My students are tricked every time. They uniformly will say, well, where do | want
to be admitted? | want to be admitted to Memorial 3. Why? Well, they don’t make mistakes there.

So why might that not be the right answer? Austin?

__: The nature of the unit and how advanced and how recent there have been new introductions
of drugs and . . .

PROFESSOR EDMONDSON: You'd want to know more, for sure. These are two Harvard
teaching hospitals. Again, | won’t say which ones. But we can assume for the moment that they
both are really at the state-of-the-art care. Of course you also need to know, if I'm an oncology
patient, I'm going to be in a different unit than if I'm a post-op CABG—coronary artery bypass
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patient. But that said, if we knew nothing else, why else might that not be the right answer.
Steve?

__:All errors aren’t created equal. So some errors might lead to death and others might really not
be that important.

PROFESSOR EDMONDSON: You bet. These are all consequential. But again they are not going
to be equally consequential. Anything else? Dagmar?

___: Maybe they don’t recognize that they’'re making these errors.

PROFESSOR EDMONDSON: Very good point. So maybe, although we would expect the trained
medical investigators to be able to figure it out from the data, in a sense. And what they did was
go unit to unit and talk to people and look at the charts now and then, and so on and so forth.

So you're heading in the right direction. And I'll tell you how | suspected this. What | found— |
guess | should let you know this. So | run the numbers. Remember, my little part here was just to
say, do better teams make fewer mistakes? And they should make fewer mistakes because
they’re going to have better coordination, better ability to hand off. And it turns out a lot of medical
errors are made because of improper handoffs. So they’re often more a function of the
coordination and collaboration between people than simply individuals being incompetent.

So | ran the numbers and to my shock—well, initially to my shock—I was pleased to see that |
had a statistically significant relationship here between measures of teamwork that | got from a
well tested survey and the error rates. And then | noticed something wrong here, which was the
direction of the correlation was exactly backwards. So my survey was telling me that Memorial 1
and its friends up there were the highest teamwork units. And the ones toward the bottom here
were the worst team players. So that was a little bit discouraging, to say the least.

There was this moment of, how do | tell my advisor that his theory is just wrong? Because, really,
at that point it was his theory. And so | had to do some thinking, and it was easier to do some
thinking than to face my advisor. So | did. And then | was suddenly struck by what I think really
was a blinding flash of the obvious, which was, well, wait a minute, maybe these teams up here
don’t make more mistakes; maybe they just talk about them more, report them more, are more
comfortable discussing and revealing them to these nice nurses who are coming by with the
clipboard every other day. And so, rather delighted with myself, | went to the principal
investigators, these two prominent physicians who, by the way, had gotten a fair amount of
money from the NIH [National Institutes of Health] to identify the definitive error rate.

So when | came and said, “I think we may not have the definitive error rate. In fact, it may be
systematically lower or more off in some units than others,” they were not at all happy to see me.
And | had to jump through quite a few analytic hoops, which actually was a good exercise to have
to do—both with the data, and then ultimately through another means. Which was to say, if | was
right, and in fact there was variance in the reporting climate in these units, a number of other
things should be true in terms of the data. But beyond that, somebody else ought to be able to
detect that.

So | hired a young anthropologist. He was not given any knowledge about the error data, or about
the survey data, or even about what | was interested in. His name is Andy Molinsky. He is now a
professor at Brandeis. | said, “Andy, go live in these units for a while and just report back. What
are they like as little social systems?” And to make a long story short, he came back and he said
various times, “They're very different.” | said, “Okay, great. How are they different?” “Well, in
some, the nurse manager is in a business suit and behind closed doors of her office. In others,
she’s in scrubs. And she is the local leader, by the way. She’s in scrubs, sleeves rolled up, on the
floor helping people. He said, “Is that the kind of thing you're interested in?” | said, “Yeah, more of
that.”
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And ultimately he had lots of data, lots of quotes for how people saw the workplace, and so on
and so forth. And | said, “Can you rank order these hospitals in terms of"—his word, not mine—
“authoritarian-ness and openness?” He said, “Oh, yeah, | can do that.”

So it turns out that this rank order here from Memorial 1 to Memorial 3 is—these are sequenced
by Andy Molinsky’s rating, not by the numbers. And if you were looking carefully, and you are all
very quantitatively skilled—I know from having graduated from here—you would have noticed that
it looks like a sequential list. And then Amy gets a little mixed up in the middle here, right? Eleven,
eight, ten. Wait a minute, what's going on? No. That's Andy’s rank ordering of the units, which
happens to bear an extraordinarily high correlation with the actual error data.

So let me give you a little bit of a feel for some of the data he collected. So these are quotes from
nurses in units near the bottom of that chart: “She treats you"™—meaning the manager—"as guilty
if you make a mistake . . . | was called into her office and made to feel like a two-year old.” It's
very evocative language. “You get put on trial . . .” “People get blamed . . . You don’t want to have
made them.” And maybe this doesn’t surprise us much. After all, life and death is at stake here.
We don’t want people being cavalier about these things. So we go across the hall here or up to
the top of the chart and we see a very different type of picture. And I'm just selecting a few here.

Over here, Andy found people just telling him things like—the nurse manager in fact would say
things like, “Nurses are too hard on themselves . . . They're harder on themselves than | would
ever be.” | have a theory of management here, which is when someone is going to be that tough
on themselves, the last thing | would want to do is come down hard on them. It would be
counterproductive, this person is expressing.

And similarly, one of the most interesting quotes in Andy’s data: “Mistakes in this unit are serious
...” This is an oncology unit. “Mistakes in this unit are serious because of the toxicity of the drugs
...” Very serious toxic drugs. And, “so you are never afraid to tell someone.” So there is a theory
expressed there, a tacit theory: If toxic, then easy to speak up. Say what? That's not how their
colleagues across town and across the hall saw the world. But what Andy began to paint for me
was a picture in which this kind of mindset was taken for granted. If it's toxic you'd speak up
quickly so we can learn, so we can do something about it.

So | became fascinated by the idea of, how could the people at the bottom here learn? And |
became quite convinced, as ultimately did the principal investigators, that there are mistakes
happening there, but mistakes that were going unreported and hence unlearned from.

At the end of this big study, a lot of interesting and exciting changes were made at these hospitals
when they begin to collect the data rather than there always being an individual incident. You
begin to realize that some pumps are systematically hard to read. We get rid of them. We get new
ones with bigger dials, bigger numbers. So the organization learns. But the point here—and this
is a longwinded way of expressing it—the point here is that the organization can't learn unless the
people who work there are helping. They are the ones who are close to the data, who are close to
the task, who need to speak up and offer what they can see.

But as | already told you, this was not what | set out to study. | had set out to study, did better
teams make fewer mistakes? And at the end of this study, all | could say is we don't really know.
We know that better teams are reporting more mistakes, with the possible potential for learning
more from them, but we’d have to test that more systematically.

So | then kind of switched gears and thought, if this is true and this was an accidental finding, so

maybe it was just a one-off situation. If it's more than that, it should be something I can test more
systematically.
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So in my dissertation research, | set out to really pin this thing down, and | called it “differences in
psychological safety.” And let me just say a little more about that, because most of us don't think
about this very much. But on a day-to-day basis we go to work, we go to the workplace, and we
face these very minor little interpersonal risks. We all face the small risk of appearing to our peers
and managers ignorant or incompetent or negative or disruptive or something like that. And let’s
face it, none of us really wants to be seen in that light.

So it turns out there is a very easy solution that most of us have mastered, which is the following.
It's just a piece of cake: Problem solved.

What's wrong with our solution?
___: Not much learning goes on.

PROFESSOR EDMONDSON: Not much learning, exactly. I'm set, I'm safe. But our group
doesn'’t learn, or at least I'm not helping it learn. So the alternative is to create a climate—and
this, I'm going to argue later on and now, is really the job of managers and leaders—in which
interpersonal risk is minimized. I'm not talking about business risks, or all sorts of other
technological risks that we might want to engage in. But the last thing | want to do is have Mary
afraid of Trevor and Trevor afraid of Mary, because they are just not going to do the great things
they would be capable of doing. So | sort of was building on this insight.

Now often I'll ask groups, if | have gotten this far, how would you create psychological safety?

And there is usually a sort of deafening silence. So then | say, well, how would you destroy it?
And people have lots of ideas and those are captured here.

Some time-honored solutions: Make sure the boss criticizes people’s ideas right, left, and center;
spread rumors. These are good. Even if they're not true, you can still do it about people being
punished for well-intentioned error. Only accept input from experts. Put people down for being
different. And of course, as far back as Shakespeare, we've known that shooting messengers is a
good way to do this and limit what you hear in the future.

So how do we create it? Well, some more recent research that I've done, actually again in
healthcare, shows that one thing that makes a big difference is inclusive leadership, by which we
mean accessible, is around and about, not behind closed doors somewhere. But of course, it's
easy to say I've got an open door. Lots of managers say, “I have an open-door policy.” You can
stand by that door all day long and nobody ever goes in and out. So you have to go down a level
and say, “Actively inviting input. | need to hear from you. | need to hear from you, Catherine,
because | don't have the expertise you have. | have my own expertise and it's considerable, but |
need to hear from you.”

And then, finally, the toughest one for many people in positions of authority is to model fallibility. |
may be missing something. It's not that hard to imagine | might be missing something, but it can
be hard to say. These behaviors go a long way.

Let me give you an example of this and some data for this.

So these data come from a very recent study with a couple of graduate students in the ICU
[Intensive Care Unit] environment in which we have a large survey data set from about a
thousand people in twenty-three hospitals.

And we predicted and sure enough we found mean differences, just significant differences in

people’s self-reported number of six or seven survey items that get at this—the degree to which
they feel psychologically safe at work. That means able to express themselves, ask for help when
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they need it, ask questions when they don’t know how to do something, discuss an error that may
have gone on. And it turns out, not surprisingly, that the thing is perfectly correlated with status.

So these are role-based status categories: physicians, nurses, and respiratory therapists who
play a very important role in the ICU. So they come to us off the bat with this difference. But this
is a big data set. So then Ingrid Nembhard, the doctoral student with whom | wrote this paper up,
and | said, but is it deterministic? Is it this way in all of the units? So we had twenty-three units.

We take a look at them separately and we find that it's actually all over the map. In some of them,
sure enough—and this is just too confusing to look at all three. This is just physicians and nurses.
In some of them the difference is there. In others the difference is nonexistent statistically. In one
case it's reversed. I'm not sure what's happening there, and so on.

So what we go back to is, what made the difference was inclusive leadership. We had a variable
in this survey, the variable that helps us figure out when those status-based psychological safety
differences are small or when they’re big is the inclusive leadership by the physicians.

__: So do the physicians look better than the nurses, or are the nurses better than the
physicians?

PROFESSOR EDMONDSON: The physicians feel more able to express what'’s in their heads
than the others.

___: Higher is better.

PROFESSOR EDMONDSON: Yes. Higher is better in this. So these are items like the reverse of
if you make a mistake in this unit you get in trouble. It's easy to ask other people who work in this
hospital for help when you don’t know how to do something, and so on. So physicians, no
problem: | can ask you for help without even thinking about it.

The problem here is that the physicians actually float in and out. The nurses are really there all of
the time. The patient’s care is as dependent on the nurses and the therapists. So we want
everyone jumping in.

When we ask about leadership inclusiveness, we take out all of the physician ratings from the
data because they're uniformly high: “Yeah, I'm terrific.” So there’s just no variance there. It's not
very predictive. But when we ask the other people who work there, how inclusive are these
physicians? Then we get lots of variance in it and it's very predictive of a number of interesting
things.

So, okay, that’s a long pasture on the interpersonal climate and what a key role that can play in
an organization’s ability to learn. And I'll say more about how we change that later.

Do Hospitals Learn From Problems?

But let me just take a few minutes to talk about problems and learning from problems. So we saw
that it can be challenging to learn from errors. In this study—this is a study with a doctoral
student, Anita Tucker, who is now a professor at Wharton. Anita and | did this study in which she
wanted to understand how nurses solve problems in hospitals. She had a very good background.
She had a very interesting background. She had been a manufacturing engineer and she’d spent
a lot of time at Pillsbury. And she had spent time on the factory floor doing root-cause problem
solving with the operators. So when the frosting didn’t go in the can in quite the right way, there
was Anita on the floor helping the operators go down through the root cause, the Five Whys, and
so forth. And she was very impressed by their ability to do this.

And so when she came to graduate school she wanted to study healthcare. She thought that was
an important area to study, as do I. And she wanted to study how nurses respond to the problems
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they encounter. And she figured these highly skilled professionals—often bachelor’s-trained,
often even master’s-trained—would be extraordinarily good at this and she was eager to learn.

So off she went. She selected nine hospitals from Massachusetts by going to the Massachusetts
Organization of Nursing Executives and asking them to nominate hospitals that really were
excellent in terms of working on quality improvement because she wanted to know, what does
this look like when it's good? And so that's what she did. And rather than just sending a survey or
something arms-length, she really went in there essentially with a clipboard, with a stopwatch—
almost Frederick Taylor reincarnated—and she wanted to know exactly how long people spent
doing everything they did. She is a very patient soul.

This is one of the first things that | can say about what she found, which is that nurses are very
well aware of the problems that they encounter, and they encounter a lot of them. So on average,
she found a problem—so something that got in the way of completing a designated task—
occurred about once an hour.

Then the next thing we notice is that there are two qualitatively distinct responses to the problems
encountered. The first she called “first-order problem solving.” And it simply meant to do what it
takes to get by, get around, solve the problem so as to continue to care for the patient. The
second response is “second-order problem solving,” which is do what it takes to care for the
patient and something else to in some small way help either to learn from why did this happen or
prevent it from happening again. So bachelor’s-trained, nurse-trained. Anita, | might have
mentioned, is a very nice person, and she was rather lenient in her assessment of what
constituted a little bit of effort toward doing something to prevent this from happening again.

So that said, what percentage of the problems that we saw, which was something like 190, do
you think were responded to with second-order problem solving versus first-order? So just some
numbers.

__: Twenty percent.

___: Five.

PROFESSOR EDMONDSON: Twenty? Five? A pessimist. Other numbers?
__: Five percent.

PROFESSOR EDMONDSON: Five? Oh she’s a . . . You're a physician, Leila? Oh dear. Okay,
anything else? Five, twenty, well, you know what? | was hoping someone would just go up to forty
or something. But despite Anita’s great leniency—Leila is right and Katherine as well—only four
percent even got this partial-credit answer here.

And so the question becomes why. And with all of this lovely qualitative data that she collected
we're able to identify a few drivers of this response, of this phenomenon. And we have to be a
little careful because this list that I'm about to put up is actually a list that, as management
theorists and management teachers, we would consider a list of good things.

So here is the first one: Efficiency. Efficiency is clearly something you didn’t leave here five, ten,
twenty years ago thinking was a “bad.” It's a management “good.” So why would efficiency be a
problem here? Well, we know it's present. We're evermore cost-conscious in healthcare. Nurses
are evermore strapped for time. Most hospitals are full to capacity and people are really
struggling. And you can see how this might work. We're way too busy to even stop and make that
phone call. So it's not that puzzling. It is something that we’re going to have to wrestle with in a
minute.
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Second: Professional norms. Another good thing. You go to professional training to develop a set
of norms that is shared by your colleagues far and wide, whether you meet them or not. Now, one
of the—unfortunately, | think—partially antiquated norms in both nursing and medicine is the
norm that | can do it all by myself. That is what a professional does. A professional learns a body
of technical expertise and applies it toward, in this case, the care of others. And this is something
| was trained to do. | know how to take care of patients. | will do it. Fine.

Third: Empowerment, which in this case can easily be interpreted as don’t bother managers,
right? The problem here is that managers, especially in the hospital setting, are the very people
who are positioned such that they do cross the boundaries. A problem might be there are no
linens where you need them. Well, linens aren’t produced in the unit. They come from
somewhere else. So a very large number, in fact something like 80 percent of the problems she
identified, were problems that explicitly originated somewhere else other than where they showed
up to make difficulty.

So if that isn’t the job for managers, | don’t know what is. They are the ones who are now
positioned to see how the pieces fit together, while you are down there on the front lines taking
care of patients.

So we have drivers. We also have some reinforcers. Efficacy. It works, right? These little
workarounds work. So what's the big deal?

And of course, gratification. It actually does feel psychologically fulfilling to be able to pull this off.
And let me give you an illustration of that. An oncology floor nurse says, “Working around
problems is just part of my job. By being able to get IV bags or whatever a patient needs, | can do
my job and have a positive impact on a person’s life—like being able to get them clean linen . . .”
This was a recurring problem everywhere we went. “And | am the kind of person who does not
just get one set of linen. I'll bring back several . . .” for my friends. That's awfully nice. What's
wrong with it?

__: It doesn'’t solve the core problem.

PROFESSOR EDMONDSON: Not only does it not solve the core problem, it perpetuates it. And
in this moment made a problem for someone else somewhere else who, “Hey, we don’t have to

worry about them right now.” But wonderful attitude. | mean, healthcare is saved on a daily basis
by people with all of this commitment and motivation.

But, at the same time, we do have some rather significant unintended consequences of this
workaround or first-order problem solving dominance—96 percent of them.

First of all, with Anita’s careful note taking, she found that an average of over a half-hour per
nurse per shift was spent in workarounds, each one three or four minutes—not so bad. But when
you start adding them all up, it's real money. It's real money, it's real time. And she also found
that on average, nurses were working forty-five minutes overtime, unpaid, just to get things sewn
up to the point where they felt comfortable going home. So over time, that has some potentially
serious consequences of burnout, as I'll say in a minute. But also, as we have already discussed,
the organization is not learning from the great intelligence that they have.

So over time, what we have is a system that looks at first like it's in equilibrium because, hey,
problem happens, fix happens. Everything goes on. But, in fact, we see in system dynamics
terms, from our friends down the river, we see a system that is in a slowly eroding mode and very
much being seen in terms of nurse burnout and nursing shortages that we're beginning to see
across the board. And let me just illustrate that here.

“I put my heart and soul,” a nurse told us, “into my role as a nurse, and my reward is patient
satisfaction. Therefore, | would never quit my job. | do feel sometimes that I'm working with one
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hand tied behind my back, tied by lack of supplies, etc. My job is physically demanding. | don't
know how | will be able to continue until retirement.” And that's a sentiment we heard far and
wide.

Levers fostering a second-order problem-solving response

So what do we do? Well, in a paper that Anita and | wrote up for California Management Review,
we developed a little system dynamics model and found the levers: Where is a little bit of
managerial attention going to make a big difference?

And we suggest the following. Those managers that the empowered nurses don’t want to go to,
they need to provide a lot of support and help in this organizational learning process from
problems. Nurses need to feel a high level of psychological safety to be willing to go and tell the
other people from whom the problems originated that that had happened. And third, it's terrific to
collect all of this data, but if nothing ever changes, we can be sure that the behavior of bringing it
to our attention will also peter out. So just some small suggestions there.

A new cardiac surgery technology
And now I'll move on to another study that helps shed a little insight into, well, what are the
factors that determine when organizations do better or worse at learning?

So I'm going to tell you about a study of cardiac surgery teams that two of my colleagues and |
did. And this was an interesting opportunity. There was a particular new technology for
conducting minimally invasive coronary artery bypass graft and valve surgery. And so rather than
cutting open a very large incision, and sawing apart the breastbone, and having this great big
wound—but, from the surgeon’s point of view, a wonderful open surgical cavity in which to do the
operation—we're trying to go through a relatively small incision. And that means that we need to
have other ways of understanding exactly what's going on for the patient, for the heart, and so
forth.

So there was a particular technology that came out, and we studied sixteen hospitals learning it at
the same time. So what we found here was that the technology required people to work together
in a very different, far more “team-y” way. I'll say more about that. We studied sixteen hospitals.
All the teams studied were required by the company, to go through a three-day training program.
My colleagues and | went to the program and we found it to have very high quality, to do a terrific
job in not only emphasizing the technical skills but also the interpersonal skills that would be
needed to pull this off. And they all go back and try to implement in their hospitals.

And then it turns out in the course of our study that fewer than half really succeed. And by
succeed—nobody hurt anyone—but by succeed | mean they were able to pull off the
organizational changes necessary to get this new way of doing an old procedure to stick and be
used at least part of the time in their organization.

So the question is why. But before | give you what we found, let me just give you a quote from
one of the hospitals that gives you a good sense of how hard they found it. This is from a team
member. | won't tell you who yet. A team, by the way, an operating room team, consists of a
surgeon, an anesthesiologist, scrub and circulating nurses, and a perfusionist, who is a technician
who runs the heart-lung bypass machine.

And so this person says, “The perception that the surgeon has to know everything has to change.
Each person has an important job. For minimally invasive surgery, you can't stop talking. | have
to be able to tell the surgeon to stop. This is very new. | would never have dared to say anything
like that before.”

Imagine that: Nothing was that important that | would speak up to a surgeon. “So you have to
develop a way to deal with communication in advance, such as anesthesia can be telling the
surgeon what do,” and so on. “It's got to be legitimate. Everyone has access to key information
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and communication is essential. Anyone on the team can say something pertinent” —this is
new— “that will affect the operation.” Which of the four roles do you think uttered this quote?

__: The lowest one. The perfusionist.

PROFESSOR EDMONDSON: You might think the lowest one. It has that feel, doesn't it?
Absolutely, so this is the surprise. This is another highly trained subspecialist. So this just is fun to
include, because in this sort of medical status, we’ve got the technicians, and then the various
kinds of nurses, and then we’ve got sort of pediatricians, on up to all sorts of subspecialists. And
then way above, where the point is, are the cardiac surgeons, at least in their own . . . anyway we
had fun in this study.

But | love that someone, who is himself—and it is a man—such an accomplished individual,
saying, “I couldn’t possibly imagine having spoken up, without being asked, to a surgeon before.”
And this was not even a very young person.

And so, views from the field, another data point to illustrate what this felt like from the point of
view of the team members.

All these names are disguised—this is an urban academic teaching hospital. And here we have a
twenty-year veteran operating room nurse, cardiac nurse. So very specialized, very experienced,
saying, “Oh, boy, when | see one of these things"—these minimally invasive things on the list for
tomorrow—it’s like, “Oh, do we really have to do this? Just give me a fresh blade and I'll slash my
wrists right now.” | mean clearly, a little bit of an exaggeration. But you can tell, by the way, this is
a medical professional because of the fresh blade. We're not going to have any infections on the
way to suicide here. But really what she is saying is, “This thing is a drag. | just don’t want to
change. | don’t want to do this. It's not fun.”

You might think that this is shared far and wide. So we’re going to go across the country—
actually, a little bit north—to another urban academic medical center. And, lo and behold, we
have another twenty-year veteran coronary artery bypass specialist nurse, operating room nurse.
And she says, “l was so grateful | was picked for the team. Every time we’re going to do one of
these I'm excited. | feel like I've been enlightened.” So it's the same technology, the exact same
hospital, really—just one is in Chicago and one is in DC.

What's going on? Same career history. And so | need to now tell you what's going on, and it's a
leadership story.

Explaining Implementation Success

So, first of all, from the literature of technology adoption, none of that stuff matters in this case.
And I think you can probably see why. By the way, it's kind of curious that the academics didn’t
do better than the communities, but we can get into that later.

High-level, like CEO-level, support: not important here. But that's because these guys have so
many resources and they’re so important already it doesn’t matter.

Project-leader status. Here | mean, was the surgeon who decided to lead the charge here, lead
the change, a brand-new attending physician or the chief of the department? Not a difference. Of
course, we don't have a big data set, but anyway . . . So what did matter?

The journey: the implementation journey, the learning journey traveled by the team. I'll go into
some of the details of this just a little bit on the next slide.

But the way they approached it, the way they carried it out, in a sense, each operation was
treated as not an experiment in the sense of, “Gee, | wonder if it will work,” but an experiment in
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the sense of, “We have to learn as much as we can from this one so that the next one will be
even better.”

So just to look at some of the contrasts here, we have some of the unsuccessful teams where
they tell us that team preparation—by which | mean everybody went to training. So the difference
was, when they got back to the hospital, what did they do following training and before the first
patient? And here is a hospital who tells us, “Well, we kind of more or less looked at the room.”
So not a lot of team-based preparation.

Psychological safety. Here’'s one where the surgeon—a perfusionist reports to us that the
surgeon said to him, “John, are you the first perfusionist on this case?” Because there’s the first
and the second. He said, “No, I'm second.” “Well, in that case, | don’t want to hear from you.” So
John said—John wasn't his real name—"You see, it's a very structured form of communication.”
Not a lot of psychological safety.

Cross-boundary communication. This is an interesting variable. Here we have the cardiac surgery
operating room. Now, for those of you who took a course in supply-chain management, upstream
we have the cardiologists, who supply the patients who have the diagnosis that you might want to
consider surgery here, to the cardiac surgeons. We get back into the operating room, and from
here where do they go? Well, they go to the ICU for recovery.

So, in some hospitals we found enormous attention to sort of building relationships and
understanding up and downstream. We have to make sure the cardiologists know what we're
doing here so they will send us patients. We have to make sure the ICU knows that these
patients are different so that they will get them up and walking sooner, because they don't have
the big wound, and so on and so forth.

So here in places where they would say things like, “There’s a territorial war in this institution,” we
didn’t see a lot of adoption of the innovation. And “echo,” by the way, is the fluoroscopy
technology that allows them to see what'’s going on. It’s like ultrasound, basically, without being
able to really see. An echo is normally something that cardiologists use, and cardiac surgeons
have had no use for it. So if the cardiologist wouldn't let you use the echo machine, you're in
trouble here. You're not going to get very far.

So what does it look like when it works? Well, here, “We had a couple of talks in advance. We
walked through the process,” as if there were a patient there. “It took two and a half hours.” We're
talking. “What would you be doing now? Melissa, what would you be doing now?” We're talking
about it as if it were happening, so that tomorrow there are no surprises, and so on; “no qualms
about speaking up”; and a “hand-in-hand team approach” to taking care of patients.

So | wrote this up in another California Management Review paper. And the difference here as |
saw it, as | reflect back on what'’s really going on, is that the local leaders—in this case, the
surgeons—have framed the opportunity or the initiative, if you will, in a completely different way.
So we analyzed the text of 165 interviews, and so on. And in the successful learners, they have
framed the opportunity as an aspiration, as something that we can be excited about because
we’re going to make a positive difference in the world.

In some of these hospitals we heard things like, “This is about helping patients recover fast,” or
sometimes, “This is about being on the leading edge. We're great. We're going to adopt before
other people do.”

Down here we heard things like, “Well, the hospital across the street is doing it, and if we don’t do
it, they’re going to eat our lunch.” So that’s where the wrist-slitting groups come in.

That's just not a good reason to have all of that extra work and all of that extra fear of trying to
learn to talk to each other in a new way. The leader was much more expressive about needing to
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hear from people, needing their help, versus seeing it as something, “Hey, I've learned new
things before. I'm a really smart guy. I'll learn new things again.”

And finally, the team saw their own role as really being a team doing something exciting, versus
as support staff there to support the surgeon. And that really made a difference.

The Leader’s Job
So I'm talking about leadership. So let’s bring this home by specifically spending a little time
articulating, well, what is the leader’s job in all of this in getting learning going in the organization?

| think it's late in the day for most of you. You've heard a lot of talks. And so | thought maybe a
little multiple-choice test would make you feel good about your learning thus far.

So the question is, how do you become a learning organization? And option A is: You declare
yourself a learning organization. This is the option of choice for most of corporate America. And
B: You humbly embark on a long journey—and the “humbly” is important here—of building
collective capabilities, identifying performance and opportunity gaps, and then systematically
tracking results.

So I'll give you an example of an organization | think did this well. And we’ll start by saying that
the leader’s job here to make that journey happen is to start off with creating a sense of urgency,
getting people engaged. There’s got to be a reason why doing thing exactly as | do it now—
which, by the way, I'm pretty good at—has to change, because that’s not fun for most of us. None
of it's going to go very far, as I've argued before, if we don't create a climate of psychological
safety for taking these interpersonal risks.

And then finally, building and supporting a team-based infrastructure. And this is going to need a
little bit of illustration for experimentation and learning. So one at a time here.

Now, Julie Morath was the chief operating officer of Children’s Hospital and Clinics in
Minneapolis, Minnesota, and she came in, in late 1999. She was recruited to come in. And she
said, “Well, 1 will really only take this job if you let me lead a patient-safety initiative.” She said, “I
have a vision of this hospital becoming a place which is 100 percent safe for the children who are
admitted here.” So the CEO, and the Board, and so on, said, “That’s terrific. We're happy to have
you come and do that.”

She got all of the key people to sign off. And now she’s on board, and she goes out and she gives
lots and lots of talks. She provides people evidence from the Institute of Medicine report, which
was newly released, and gave us those rather staggering statistics that most of us are familiar
with by nhow—that somewhere between 49,000 and 98,000 people are killed each year in
hospitals in the United States by medical errors. So Lucien Leape and his colleagues have put
this in the evocative terms of some number of jumbo jets going down every day. And, you know,
we wouldn’t tolerate it.

Okay, so, Morath, Children’s Hospital. She’s talked about these data. They're still new.
Everybody hasn't heard them yet.

How do you think people who work at Children’s Hospital respond to this? Now, she’s a lovely
person, and | think they probably had no problem with her, but she just came from the outside.
“What does she know about us, right? And, by the way, what do those national data have to do
with us? Sure, we believe you. The U.S. healthcare system may have some problems, but not us.
We’'re doing very well here. Our quality is terrific. Oh and, by the way, we’re a children’s hospital
and we don’t hurt any children here.”

So, Morath bangs her fist on the table and says, “You guys just don't get it,” right? That's not what
she does.
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Actually what she does is a very interesting model of leadership for learning. She says, “Maybe
you're right. After all, | just got here. So let me invite you to think about, in the privacy of your own
mind, your experiences last week"—very concrete—"on the wards with your patients. Was
everything as safe as it could have been?”

She said, “My office became a confessional.” It's just inquiry. So how is that possible? How could
people shift from, “We don’t have a problem, because you’re absolutely right,” to everybody
realizing they have a problem? Are they just inconsistent? Are they lying? What'’s going on?

___: Maybe just creating a new forum in which people were safe to express . . .

PROFESSOR EDMONDSON: Absolutely. Creating a kind of context where she has made it safe.
And she’s clearly communicated that she’s a safe person. George?

___: Moving from “You have a problem,” to “We have a clear resolution to help you.”
PROFESSOR EDMONDSON: Right. So, it's encouraging.

__: But often there is a perspective that you don’t know you have a problem, so the introspection
causes folks actually to identify what they didn’t observe before.

PROFESSOR EDMONDSON: You bet. That's true. | had to stop to think, and then | realized,
“Oh, yeah, that thing is a hazard. That thing is a hazard. We just escaped by the skin of our teeth
with that one.” Dan?

__: Or perhaps she helped them have a different point of perspective to look from. They were
looking at safety in the past, safety as it is today, compared to what it was historically or
throughout their career.

PROFESSOR EDMONDSON: That's a good point. She’s reframed it for them, that we really
actually want it to be 100 percent.

Another phenomenon that we see in healthcare in particular is that most caregivers, whether
physicians or nurses, have either had a close call or a bad incident, or are very close to someone
who has experienced an adverse event caused by human error or system error.

So it turns out that most individuals have had an experience like that. And at the same time most
individuals think they're alone because it was not discussed. And so it became this very . . . She

unleashed the conversation by saying, “You may feel you're the only one, but you can now come
and talk to me.”

__: I would assume that that's how she delivered her original message. She didn’t come in and
say, “We’re making a lot of mistakes. We're going to 100 percent patient safety.”

This person, Julie Morath, was smart enough to know how to deliver the message.

PROFESSOR EDMONDSON: Exactly. But many leaders aren’t. | mean, she came in and said,
“The centerpiece of my activity is to create 100 percent patient safety.” Now there are going to be
plenty of people who think, “We’re actually doing pretty well on patient safety, but our bottom line
stinks. You're the COO.” So there are other things you could do. It turns out that they actually will
go well together. If we can nail this problem, some other things will start looking good, too.

But the point here is that this is first. | have to get your attention. And | think the way she got our
attention was very effective, really through that inquiry.
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And so second, we have to make it safe to speak up, which | think she did by her manner, but
she also did by a formal policy called “blame-free reporting.” And, by the way, with blame-free
reporting, she was at the same time very clear about what constitutes punishable misconduct. So
it's not just “anything goes, do what you whatever you want, it doesn’t matter.” In fact, her list of
punishable misconduct includes such things as reckless behavior. Of course it does, and on and
on. And then it goes down to things like “knowingly operating well beyond your own boundaries.”
That's a little more subtle. That's essentially a failure to ask for help when one should have asked
for help. That's punishable misconduct. Interesting.

But for all errors, all small things and big things that go on, we need to hear about them right
away so that we can learn from them. When we do this as a leader, whether we're leading a
police precinct, a school system, or anything else, and we say we're going to start talking about
the things that aren’t working, one of the things we have to do as a leader is inoculate ourselves
against the negative attention from ourselves, the press, our customers, whatever else—
anticipate the worse-before-better effect.

Now, this is Children’s Hospital at the moment that blame-free reporting is instituted and these
are events reported. So, as you can see, it worked. Although, as you can see also, suddenly our
numbers look awful, unless you're interested in learning, and then they look, well, at least we
have something to learn from.

But one doesn't quite know how to interpret. Are they doing better? How do we know? So this is
the sort of sticky tricky problem of measurement. But at the moment, we better make sure the
local paper knows that this is on purpose in some way, shape, or form.

A Team-Based Learning Infrastructure

And finally, empowering a team-based learning infrastructure. The key here is that no leader, no
matter how effective, is going to do all of this alone. The devil is in the details. The actual work of
the learning organization goes on at the level of tasks, at the level of where the work is done.

And so what Morath did here was, first and foremost, she said—I mean, she did come in saying,
“I have a vision. | want to lead a change.” But one of the very first things she did was to create a
leadership team for the change—not for the hospital; for the change. And the leadership team
was called the Patient Safety Steering Committee [PSSC]. And it was a deliberate diagonal slice
through the organization, with people from a variety of medical and other areas, and a variety of
levels. Union representation even had a parent on it. And this was the group that was going to
lead the change initiative. A very powerful device.

The other thing this group did was avoid telling everyone exactly what you should do. So this is
not a roll-out model of change management: “Here is the program. And by October 15, you will
have gotten everybody through the following training, and so forth.” Not that. It was sort of
spreading the message, creating some space and some time.

And what happened was, one day a nurse name named Casey Hook, an oncology nurse, came
up the idea for a safety action team in oncology. She said, “You know, we ought to have a team
meeting, and anyone who wants to be on it, sign up. We’'ll make a team. On Friday afternoons
we’'ll have a safety action team meeting, and we’'ll just identify, and discuss, and figure out how to
get rid of hazards in our unit.” Once people got wind of this idea, they started their own safety
action teams. So it wasn’'t my idea. It wasn't the PSSC's idea. It was a sort of organic evolution
from the front lines to try to attack this great big problem. And it worked rather well.

Another organic example came from the front lines. Somebody had the idea of a “good catch” log.
So these are the consequential errors that are caught and corrected before they come anywhere
near a patient, which is, of course, good news. So people want to celebrate them and spread the
news of these small wins. They’re also bad news in that something went wrong in the first place.
But they start giving us some very interesting data from which to learn.
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Recently, at Children’s Hospital, here in Boston, they made a list of the five years of the really big,
bad adverse events that had occurred for patients. And they discovered that all thirty had the
exact same cause, which is essentially a failure in horizontal communication across
subspecialties. So when you start accumulating data that used to be looked at one by one, you
learn new things. You get new insights.

So that’s Children’s Hospital. It's a wonderful case that we teach. And | think it tells a good story
of what does it really look like—this sort of organic, unfolding, iterative, messy nature of
organizational learning, and how it really does have to be led.

So in parting, two final slides. I'm going to speak to all of you now as managers, as leaders, with
some cautionary thoughts from Anita’s study. So we're going to rethink the ideal employee.

Most of us in our hearts of hearts, or maybe more explicitly, would like to have the ideal employee
working for us on our team. And the ideal employee, of course, is someone who, when facing
problems or small failures, adjusts and improvises; doesn’t bother anyone; seamlessly corrects
for errors; allows the impression of not making mistakes; very committed to the processes and
the organization.

So we can easily see the shortcomings here of the ideal employee: We are not going to learn
much, nor are her colleagues going to learn much. But we also don’t want to belittle this person,
because she is literally keeping healthcare alive day in and day out, as we speak.

So now, tongue firmly in cheek, I'm going to argue that who you really want working for you is a
noisy complainer, a nosey interrupter, a self-aware error maker, and a disruptive questioner who
just won't leave well enough alone.

So maybe not. The yellow [highlighted] terms are deliberately exaggerated. The white text
underneath them is not. It talks about the kinds of behaviors that your organizations actually need
for learning to occur. And we need those behaviors left, right, and center. And yet if our cognitive
and emotional processes are sometimes hard-wired to prefer and want these people around us—
we have a way of kind of subtly communicating to these others that we're less enthusiastic about
hearing from them—then we’re in trouble. So you make it happen.

Thank you very much for your time. Enjoy the rest of your time here.
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