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We read with interest the article by Buist and Middleton suggesting that the safety and quality “agenda” has failed to fundamentally alter the safety of healthcare systems, in part because of the disengagement of doctors from their responsibilities for healthcare safety.   We agree and would suggest that physician discontentment, cynicism and growing numbers of burnt-out clinicians all point to a serious trust gap which is exacerbated by competing and confusing regulations, national inquiries and the media onslaught afflicting healthcare.
This is a complex issue, the causation of which is embedded in professional and organisational norms including ongoing socialisation
 and a lack of transparency
. It is compounded by distorting policy settings which don't reflect the uncertain nature and complexity of much of care delivery
,
.   The lack of psychological safety felt by clinicians undermines safety practices and reporting, avoids tough conversations about the “un-discussable”, and keeps healthcare from becoming more reliable
. 
Failed safety systems in many industries often exhibit normalised deviance
.  In healthcare, clinicians find ways of getting around processes which seem to be unnecessary or which impede their work-flow. This approach reflects the practical nature of physicians and the complex dynamics of healthcare as a system, with workarounds and local custom and practice dictating care approaches in many settings rather than a “whole system” commitment to safety. Clinicians need regulations that are systematic, based in clinical practice and thus predictable and transparent.
We agree that the core business of the health care delivery system is the delivery and receipt of care, and that the behaviour of both clinicians and consumers is fundamental to the success of the healthcare transaction.    The challenge remains “how do we engage” or how do we use the normal language of clinicians sharing their thoughts and knowledge to provoke change.
The perception of a policy led safety and quality agenda as having failed is understandable, reflecting a now longstanding pattern of reliance in many countries on compliance based approaches which are now known to be weakly associated with clinical performance
 and which have in many settings failed to ensure the engagement or championship of patient safety by the majority of clinicians
. Perhaps of most concern, recent public reports into health system failure continue to find a widespread culture of denial, a lack of attentiveness to patient concerns and widespread normalised devianceiv. Whilst a clinical culture based in continuous improvement is embedded in some healthcare systems
, this has yet to achieve widespread uptake in most western healthcare systems,   in part as Buist and Middleton argue because of the disengagement of Doctors from the business of managing healthcare
.   
One of the key tasks of healthcare management must be to facilitate healthcare improvement.  In order to do this, managers and policy makers must effectively engage with clinicians and consumers in order to effectively make sense of that care
 as a series of processes which can and must be improved.  Ultimately, this new approach demands a willingness of all participants in the healthcare transaction to agree to focus on, and be accountable for, improving healthcare delivery and value Central to success in improving care is an ‘uncomfortable transparency’
,   something that Doctors in particular continue to grapple with.
Buist and Middleton describe the first priority being for those driving the quality and safety agenda to move out of their offices.   We disagree. In our view it is clinicians and consumers who must drive this agenda, with the support of healthcare managers and policy makers as enablers of high value and reliable care.  Ineffective engagement and inauthentic partnering with clinicians remains the biggest obstacle globally in addressing the growing implementation gap in providing cost-effective, and quality care. Clinicians and consumers are best placed to make sense of healthcare delivery,   and to be accountable to each other for the success of that process.  We agree with Buist and Middleton that a meaningful and authentic patient-centred approach, that engages and entrusts patients and their clinicians in all steps of the process are fundamental to sustainable healthcare improvement. We however add the caveat that this must be based on a willingness of clinicians and managers to authentically partner in a transparent and respectful manner with patients to lead improvement of care processes.  Improving safety and quality of care delivery is thus a clinical leadership task – we are all responsible.
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