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�ĂÿĄÿĄĉĀùþ÷�ćñĉă�Ąÿ�ôùăóõĂþ�øÿć�ăÿąþô�ôõóùăùÿþă�ñþô�ùþĄõĂĀĂõĄñĄùÿþă�ñĂõ�
ýñôõ�ýñĉ�òõ�ýÿĂõ�öĂąùĄöąü�Ąøñþ�ĀĂÿòùþ÷�Ąøõ�ĂõüõĆñþóõ�ÿö�ýùăĄñûõ�ñþô�õĂĂÿĂ͞

�þ�ĂõăĀÿþăõ�Ąÿ��ÿĆùô͠όϔ͛�ùþĄąòñĄùÿþ�ĄąĂþõô�ÿąĄ�Ąÿ�þÿĄ�òõ�òõþõ҉óùñü�Ąÿ�ăÿýõ�
ĀñĄùõþĄă�ΘøĄĄĀă͝ΆΆĂò͞÷ĉΆýúćĄĈώΙ͞� ñă�ùþĄąòñĄùÿþ�ñ�ýùăĄñûõͧ��þ�õýõĂ÷õþĄ�
óÿþôùĄùÿþă͛�ąþôõĂ�øù÷ø�ăĄĂõăă�óùĂóąýăĄñþóõă͛�ĀõĂøñĀă�ýùăĄñûõ�ùă�þÿĄ�ñüćñĉă�
the appropriate mindset. What mindsets could replace the search for error 
and blame? 


�óĂõñĄùĆõ�ĀĂÿóõăă�ÿö�Ăõôõăù÷þ�ćÿąüô�õþ÷ñ÷õ�öĂÿþĄ�üùþõ�ĀĂÿöõăăùÿþñüă�ùþ�
ñĀĀĂÿñóøõă�Ąÿ�ͬýñûõ�Ąøõ�öñýùüùñĂ�ăĄĂñþ÷õͭ͞ ��øùă�ùă�ñ�ĀĂÿóõăă�òĉ�ćøùóø�ćõ�
ćÿąüô�ñĀĀüĉ�þõć�ýõĄñĀøÿĂă͛�ăõõýùþ÷üĉ�ùĂĂõüõĆñþĄ�üõþăõă͛�ñþô�þõć�
ñăăÿóùñĄùÿþă�ùþ�ÿĂôõĂ�Ąÿ�òĂõñû�ôÿćþ�Ąøõ�óÿýĀÿþõþĄă�ÿö�ñþ��Ѭ��ñþô�
ĂõóÿþăĄĂąóĄ�Ąøõý�ùþ�ćñĉă�Ąÿ�õĈĀüÿĂõ�ĀĂñóĄùóñü�ñþô�ąăõöąü�ñüĄõĂþñĄùĆõă͞�
�ĄĂñĄõ÷ùõă�Ąÿ�ýñûõ�Ąøõ�öñýùüùñĂ�ăĄĂñþ÷õ�ýù÷øĄ�ôĂñć�ÿþ�ôù҆õĂõþĄ�ăõþăõă�Ąÿ�
include music, performance, sound, and smell. What if an M&M started 
ćùĄø�āąõăĄùÿþă�ĂñĄøõĂ�Ąøñþ�ñ�ĀĂõăõþĄñĄùÿþͧ��þ�Ąøõăõ�ćñĉă�ćõ�õĈĀüÿĂõ�Ąøõ�
õĈùăĄùþ÷�òÿąþôñĂùõă�ÿö�ćøñĄ�ñĂõ�ñþô�ñĂõ�þÿĄ�óÿýĀÿþõþĄă�ÿö�Ąøõ��Ѭ��ñþô�
ćøñĄ͛�ùö�ñþĉĄøùþ÷͛�òùþôă�Ąøõý�Ąÿ÷õĄøõĂ͞�

This may include a number of propositions including probing the 
instructional value of the M&M by gaining insight into the mental states of 
Ąøõ�ĀñĂĄùóùĀñþĄă͞�
þ�ñĀĀĂÿñóø�óÿąüô�ùþóüąôõ�ĀĂÿĄÿĄĉĀùþ÷�øÿć�Ąÿ�ăąĂöñóõ�
ćøñĄ�ùă�ÿþ�ĀõÿĀüõͫă�ýùþôă�ñă�Ąøõĉ�õþĄõĂ�ñ�óÿþöõĂõþóõ͞��ÿć�ôÿõă�ĄøñĄ�
Ąøùþûùþ÷�ăøùґ�ôąĂùþ÷�ñþô�ñґõĂ�Ąøõ�óÿþöõĂõþóõͧ�

 õ�òõüùõĆõ�ĄøñĄ�ôù҆õĂõþĄ�ćñĉă�ÿö�ăõõùþ÷�ñþô�ôĂñćùþ÷�ùþĄõĂĀĂõĄñĄùÿþă�ÿĀõþ�
the process to the discussion and consideration of ideas that cannot be 
÷õþõĂñĄõô�ćøõþ�ćõ�ăĄùóû�Ąÿ�Ąøõ�óÿþăĄĂñùþĄă�ÿö�õĈùăĄùþ÷�öÿĂýñĄă͞��Ą�ùă�þÿĄ�
õþÿą÷ø�Ąÿ�ăùýĀüĉ�õĆñüąñĄõ�ćøñĄ�ùă�ñüĂõñôĉ�ûþÿćþ͞��øùă�ćÿĂû�ćÿąüô�õþ÷ñ÷õ�
óüùþùóùñþă�ùþ�ýõĄøÿôă�ñĀĀüùõô�Ąÿ�õĈøñąăĄ�Ąøõ�ûþÿćþ͛�ñă�ćõüü�ñă�ćøñĄ�
ÿþñüô�
�ąýăöõüô�ăĀÿûõ�ÿö�ñă�Ąøõ�ͱąþûþÿćþ�ąþûþÿćþă͞ͱ��ÿ�ñóøùõĆõ�Ąøùă�ćõ�ýù÷øĄ�
decouple information from reports and oral presentations, and reconsider 
Ąøõý�ùþ�þõć�öÿĂýñĄă�ăąóø�ñă�ñ�ôĂñýñ͛�ñþ�ùþóÿýĀüõĄõ�ýñĀ͛�ÿĂ�ñĂóøñõÿüÿ÷ùóñü�
ôù÷͞� øñĄ�ćÿąüô�Ąøõ�ôùăĀüñĉ�ÿö�ĆùăąñüùĊõô�õĆùôõþóõ�üÿÿû�üùûõ�ùö�ćõ�óÿąüô�
õĈøñąăĄ�ôù҆õĂõþĄ�ûùþôă�ÿö�ĂõüõĆñþĄ�ùþöÿĂýñĄùÿþ�ñþô�ùþĀąĄăͧ�

Inverting the paradigm of expertise, authority, and hierarchy might also lead 
Ąÿ�þõć�ùþăù÷øĄă͞� øñĄ�ùö�Ąøõ�Ăąüõă�ÿö�õþ÷ñ÷õýõþĄ�ñþô�Ąøõ�Ăÿüõă�ùþôùĆùôąñüă�
ñĂõ�ñăăù÷þõô�ćõĂõ�ĂõĆõĂăõô�ñă�ñ�öÿĂý�ÿö�õĈĀõĂùýõþĄñĄùÿþͧ� øñĄ�ùö�óÿþôùĄùÿþă�
ćõĂõ�ăõĄ�ąĀ�Ąÿ�ćõüóÿýõ�ñþô�ăąĂöñóõ�ôùăñ÷ĂõõýõþĄ͛�óÿþҏùóĄ͛�ñþô�ñýòù÷ąùĄĉͧ�

Changing the conditions of the environment can also help reframe problems 
ñþô�ćøñĄ�ćõ�üÿÿû�öÿĂ͞� øñĄ�óÿþôùĄùÿþă�ćÿąüô�óüùþùóùñþă�óøñþ÷õ͛�ćøñĄ�þõć�
conditions might they imagine in order to create a space conducive to 
learning and mutual support? 

�ùþñüüĉ͛�òĉ�ĂõöĂñýùþ÷�Ąøõ�ùþāąùĂĉ�ñćñĉ�öĂÿý�õĂĂÿĂ�ñþô�ýùăĄñûõ͛�ćõ�óñþ�
ĂõóÿþăùôõĂ�Ąøõ�ͬõĆùôõþóõͭ�ăõĀñĂñĄõô�öĂÿý�Ąøõ�ĀĂõăąýĀĄùÿþ�ĄøñĄ�õĂĂÿĂ�ùă�Ąøõ�
óñąăõ�ÿö�Ąøõ�ñôĆõĂăõ�ÿąĄóÿýõ͞��øùă�óÿąüô�Ăõôąóõ�Ąøõ�öñóĄÿĂă�ĄøñĄ��ĂùĊõû�øñă�
ĀÿćõĂöąüüĉ�ùôõþĄù҉õô�ñă�ýÿĄùĆñĄùþ÷�ôùăøÿþõăĄĉ�ñþô�üõñôùþ÷�Ąÿ�ĄĂñąýñ͞��øõăõ�
may be the conditions needed to build useful learning environments. This 
process and even resistance to it, could reveal entrenched ideologies, bias, 
and their sources in service of improved outcomes.

�õĆùõć�Ѭ��õҏõóĄ͝ �õùýñ÷ùþùþ÷�Ąøõ�óñăõ�ĂõĆùõć�ĀĂÿóõăă͞�

 øùüõ�ćõ�õĈĀüÿĂõ�ñ�Ăõôõăù÷þ�ÿö��Ѭ�ă͛�ćõ�ĀĂÿĀÿăõ�Ąøõ�óÿþóąĂĂõþĄ�
ôõĆõüÿĀýõþĄ�ÿö�ñ�ĂõĀüñóõýõþĄ�ýÿôõü͝�Ąøõ��õĆùõć�ñþô��õҏõóĄ�Θ�Ѭ�Ι�
�ÿþöõĂõþóõ͞��Ѭ�ă�ćÿąüô�ÿ҆õĂ�ñ�þõć�ăĄĂąóĄąĂõ�ćùĄø�ñ�ôù҆õĂõþĄ�ĀąĂĀÿăõ͝�
ĂõĆùõćùþ÷�òõþù÷þ�ăùĄąñĄùÿþă�ñþô�÷ÿÿô�ÿąĄóÿýõă͞��øùă�õĈĀüÿĂñĄùÿþ�ćÿąüô�
ùôõþĄùöĉ�Ąøõ�óÿþôùĄùÿþă�ĀĂõăõþĄ�ćøõþ�Ąøùþ÷ă�÷ÿ�ćõüü͛�ăĀõóù҉óñüüĉ�ćøĉ�ñþô�
øÿć͞��ñĄøõĂ�Ąøñþ�öÿóąă�ÿþ�Ąøõ�ÿąĄüùõĂă͛�Ąøõ��Ѭ��ćÿąüô�üÿÿû�öÿĂ�üõñĂþùþ÷�
opportunities in the routine. Through a study of dramatic alternatives, the 
�Ѭ��óÿąüô�ĉùõüô�òõþõ҉Ąă�ĄøñĄ�ùþöÿĂý�ùýĀĂÿĆõýõþĄă�Ąÿ�Ąøõ��Ѭ�͛�ÿĂ�óÿąüô�
become the replacement epistemology if they prove more valuable and 
õ҆õóĄùĆõ͞�
Ăõ�ñăĀõóĄă�ÿö��Ѭ�ă�ñýĀüù҉õô͛�ćøùóø�ôñýĀõþ�ñăĀõóĄă�ÿö��Ѭ�ă͛�
or some other combination? The principle goal should be the adoption of 
ćøùóøõĆõĂ�ýÿôõü�ùă�ýÿăĄ�Ćñüąñòüõ�ñă�ñ�Ąõñóøùþ÷�Ąÿÿü͛�ùýĀĂÿĆõă�õāąùĄĉ͛�
confronts bias, reduces error and liability, improves patient care, and limits 
trauma to clinicians. 

�øùă�ñĀĀĂÿñóø�ćÿąüô�ăõĄ�Ąøõ�óÿþôùĄùÿþă�Ąÿ�üõĆõü�õĈĀõĂĄùăõ�ñþô�ñąĄøÿĂùĄĉ�ñþô�
øÿć�Ąøõ�Ăąüõă�ÿö�õþ÷ñ÷õýõþĄ͛�Ăÿüõă͛�ĀĂÿóõôąĂõă͛�ñþô�ĄÿüõĂñþóõă�óñþ�ăøùґ�
òõøñĆùÿĂă�ñþô�ÿąĄóÿýõă͞��øĂÿą÷ø�ñ�ĀĂÿóõăă�ÿö�Ăõùýñ÷ùþùþ÷͛�ćõ�óñþ�ñăăõăă�
Ąøõ�Ćñüąõ�ÿö�üõñĂþùþ÷�öĂÿý�ăąóóõăă�ĂñĄøõĂ�Ąøñþ�öñùüąĂõ͞� õ�óñþ�õĈĀüÿĂõ�øÿć�
Ąøõ�öÿóąă�ÿþ�õĈĄĂõýõă�óñþ�ăûõć�ÿąĂ�Ąøùþûùþ÷�ñþô�ćøñĄ�óÿþăĄùĄąĄõă�õĆùôõþóõ͞�
�Ѭ�ă�ćÿąüô�òõ�ñ�ĂõĀüñóõýõþĄ�õĀùăĄõýÿüÿ÷ĉ�Ąÿ�ùþöÿĂý�Ąøõ�ĀĂùþóùĀüõă�ñþô�
ĀĂñóĄùóõă�öÿĂ�õ҆õóĄùĆõüĉ�ýñûùþ÷�ôõóùăùÿþă͛�ñþô�ùýĀĂÿĆùþ÷�ÿąĄóÿýõă͞

ͬ õ�üõñĂþ�öĂÿý�ÿąĂ�ýùăĄñûõăͭ�ùă�ñþ�ñôñ÷õ�ćùĄø�ýñþĉ�óüñùýă�ÿö�ñąĄøÿĂăøùĀ͛�
ñă�öñĂ�òñóû�ñă�όϓώϒ͞��Ą�øñă�òõóÿýõ�ñþ�ąþāąõăĄùÿþõô�õĀùăĄõýÿüÿ÷ĉ͞��õóõþĄ�
ăóùõþĄù҉ó�ăĄąôùõă�ĂõĆõñü�ĄøñĄ�ͬĄøõ�òĂñùþ�ĂõăĀÿþôă�Ąÿ�ăąóóõăă�ñĄ�Ąøõ�üõĆõü�ÿö�
ùþôùĆùôąñü�òĂñùþ�óõüüă͛�òąĄ�Ąøõ�þõąĂÿþă�ăøÿć�ĆùĂĄąñüüĉ�þÿ�ĂõăĀÿþăõ�Ąÿ�
öñùüąĂõăͭ�ΘøĄĄĀă͝ΆΆĂò͞÷ĉΆ÷ϑĈûĀĈΙ͞��Ѭ�ă�ćÿąüô�ĀĂÿĆùôõ�Ąøõ�ÿĀĀÿĂĄąþùĄĉ�Ąÿ�ñĀĀüĉ�
the latest insights in brain science and might help repair damage done by 
cultures of blame and fear. 
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Threads Between the 5 Days



Emergency Medicine relies on Morbidity & Mortality Conferences 
Θ�Ѭ�ăΙ�Ąÿ�÷ąùôõ�ĄĂõñĄýõþĄ�ùþ�Ăõñü�Ąùýõ�ñþô�Ąÿ�ĂõĆùõć�ñôĆõĂăõ�
outcomes as a tool for systematic improvement1͞��øõĉ�ñĂõ�ñüăÿ�ćùôõüĉ�
òõüùõĆõô�Ąÿ�òõ�Ćñüąñòüõ͛�þÿĄ�úąăĄ�öÿĂ�ùýĀĂÿĆùþ÷�ýõôùóñü�ĀĂñóĄùóõ͛�òąĄ�
for a range of other insights relating to liability, ethics, and transpar-
ency.

�þ�ăÿýõ�óùĂóüõă��Ѭ��óÿþöõĂõþóõă�ñĂõ�Ćùõćõô�ñă�ñþ�ñþñóøĂÿþùăý͠͠�ñ�
ĆõăĄù÷ùñü�ăĄĂąóĄąĂõ�ÿö�ñ�ĄÿĈùó�óąüĄąĂõ�ćøõĂõ�ýÿĂõ�ĀÿćõĂöąü�Āøĉăùóùñþă�
lay blame on the less experienced. Many clinicians have been inspired 
òĉ�ĄøõùĂ�õĈĀõĂùõþóõ�ñþô�òĉ�Ąøõ�ùþăù÷øĄă�ÿö��øĂùă��ÿăû�ùþ�øùă�ăõýùþñü�
òÿÿû��ÿĂ÷ùĆõ�ñþô��õýõýòõĂ�Ąÿ�āąõăĄùÿþ�ćøõĄøõĂ�Ąøõ�ôõăù÷þ�ñþô�öÿóąă�
ÿö�Ąøõ��Ѭ��ýñûõă�ùĄ�҉Ą�öÿĂ�ĀąĂĀÿăõ͛�ñþô�ćøõĄøõĂ�Ąøõ�ĂõăąüĄñþĄ�
atmospheres of hostility could possibly be conducive to learning 8.

�ö��Ѭ�ă�ćñþĄ�Ąÿ�üñĉ�óüñùý�Ąÿ�ĄøõùĂ�ĆñüùôùĄĉ�ñă�ñ�Ąÿÿü�öÿĂ�ùýĀĂÿĆùþ÷�
ÿąĄóÿýõă͛�ÿĂ�Ăõôąóùþ÷�õĂĂÿĂă͛�Ąøõþ�Ąøõĉ�ñĂõ�ÿþ�ăøñûĉ�÷Ăÿąþô͞�
�õüö͠ĂõĀÿĂĄõô�ͬýõôùóñü�õĂĂÿĂͭ�óÿþĄùþąõă�ąþñòñĄõô͛�òĉ�ăÿýõ�ĂõĀÿĂĄă�
ýÿĂõ�Ąøñþ�ôÿąòüùþ÷�òõĄćõõþ�όϔϔϔ�ñþô�ύϋόϋ�όώ�. Equally alarming, past 
ĂõăõñĂóø�øñă�ăøÿćþ�ĄøñĄ�Ąøõ�öõñĂ�ÿö�òõùþ÷�òüñýõô�ñóĄąñüüĉ�üõô�
Āøĉăùóùñþă�Ąÿ�óÿþóõñü�ĄøõùĂ�õĂĂÿĂă͛�ćøùóø�ăą÷÷õăĄ�Ąøõ�þąýòõĂă�ñĂõ�
üùûõüĉ�øù÷øõĂ�Ąøñþ�ĂõĀÿĂĄõô͞�
þô�ùĄ�Ăõýñùþă�ͬöñĂ�öĂÿý�óüõñĂ�ĄøñĄ��Ѭ�ă�
ćõĂõ�Ąøõ�òõăĄ�ćñĉ�Ąÿ�ñôôĂõăă�Ąøõ�üñĂ÷õĂ�ĀĂÿòüõý�ÿö�ýõôùóñü�õĂĂÿĂă ͭ͟�8. 
The search for error and blame appears to subvert the stated goals of 
the M&M. 


ă��øÿýñă��ĂùĊõû͛��
�øñă�ćĂùĄĄõþ͝�

ͬ
ôĆõĂăõ�õĆõþĄă�ñþô�ýõôùóñü�õĂĂÿĂă�ÿóóąĂ�ćøõþ�÷ÿÿô�ăąĂ÷õÿþă�ñĂõ�
doing their best. They involve good residents doing their best. 
�øõĉ�ùþĆÿüĆõ�÷ÿÿô�øõñüĄø�óñĂõ�ćÿĂûõĂă�ĄĂĉùþ÷�Ąÿ�ôÿ�ĄøõùĂ�òõăĄ͞�
True negligence is unusual. This is important since the system 
ćùüü�óøñþ÷õ�ÿþüĉ�ćøõþ�ñüü�ÿö�Ąøõăõ�ĀõÿĀüõ͛�ôÿùþ÷�ĄøõùĂ�òõăĄ͛�
ĂõôùĂõóĄ�ĄøõùĂ�õ҆ÿĂĄă�ĄÿćñĂô�Ąøõ�ăĉăĄõý͞��ąĂ�ôñĄñ�óüõñĂüĉ�
ôõýÿþăĄĂñĄõ�ĄøñĄ�Ąøõ�ĀĂÿòüõýă�ñĂõ�ýÿăĄ�ÿґõþ�ăĉăĄõýùó͛�ĄøñĄ�ùă͛�
ćùĄøùþ�Ąøõ�ăĉăĄõý͞�
ĄĄõýĀĄă�Ąÿ�҉þô�Ąøõ�ĀñĂĄùõă�ĂõăĀÿþăùòüõ�ćøõþ�
Ąøõ�ăĉăĄõý�ùĄăõüö�ùă�ñĄ�öñąüĄ�ùă�öĂąùĄüõăă͞��Ą�ýñûõă�ùĄ�ýÿăĄ�ôùҊóąüĄ�
öÿĂ�÷ÿÿô�ĀõÿĀüõ�Ąÿ�ĆÿüąþĄõõĂ�ùþöÿĂýñĄùÿþ�ćøõþ�Ąøõĉ�òõóÿýõ�
ĆùóĄùýă�ÿö�òüñýõ͛�ăùüõþóõ͛�ôùăñĀĀĂÿĆñü͛�ÿĂ�üùñòùüùĄĉͭ�ώ.

�ÿ͛�ćøĉ�ôÿõă�Ąøõ�ĀĂñóĄùóõ�ñþô�Ąøõ�òõüùõö�ùþ�ùĄă�Ćñüąõ�óÿþĄùþąõ�ñþô�ćøĉ�
are attempts at reform or redesign limited or unsuccessful? Why is the 
system so intractable? While many institutions have made advance-
ýõþĄă�ñþô�ùýĀĂÿĆõýõþĄă͛�óøñþ÷õ�øñă�þÿĄ�òõõþ�õýòĂñóõô�ćùôõüĉ͞�
�ĉăĄõýă�ÿґõþ�Ăõýñùþ�ùþĄĂñóĄñòüõ�ćøõþ�Ąøõ�óÿýĀüõĈùĄĉ�ăõõýă�Ąÿÿ�
ôõþăõ�Ąÿ�þñĆù÷ñĄõ͞��õĄĄõĂ�Ąÿ�ăĄùóû�ćùĄø�ćøñĄ�ćõ�ûþÿć�Ąøñþ�Ăùăû�öąĂĄøõĂ�
ôñýñ÷õ�ÿĂ�óÿüüñĀăõ͞��þ�ñôôùĄùÿþ͛�ùþĄĂñóĄñòüõ�ăĉăĄõýă�ñĂõ�ÿґõþ�
ăąĀĀÿĂĄõô�òĉ�Ąøõ�÷ĂÿąĀă�ĄøñĄ�òõþõ҉Ą�öĂÿý�Ąøõý͞�
þô�óÿýùþ÷�Ąÿ�ĄõĂýă�
ćùĄø�Ąøùă�ÿґõþ�ĂõāąùĂõă�ñþ�õĈñýùþñĄùÿþ�ÿö�Ąøõ�÷ÿñüă�ñþô�ĀĂùþóùĀüõă�
͠͠Ąøõ�øùăĄÿĂĉ�ñþô�ñăăąýĀĄùÿþă͠͠�ÿþ�ćøùóø�Ąøõ�ăĉăĄõý�ćñă�óĂõñĄõô͞�

M&Ms began in Boston, Massachusetts in the early 1900s, birthed at 
Ąøõ�ăñýõ�Ąùýõ�ñă�Ąøõ�҉ĂăĄ�øõñüĄø�ùþăąĂñþóõ͞�
þ�ùýĀÿĂĄñþĄ�óÿþþõóĄùÿþ�
ùă�ĄøñĄ�Ąøõ�҉ĂăĄ��Ѭ�ă�ýñĉ�þÿĄ�øñĆõ�øñô�Ąõñóøùþ÷�ñþô�ùýĀĂÿĆõýõþĄ�ñă�
their principle goals, but the avoidance of liability. 

�ĂþõăĄ��ÿôýñþ�ùă�óĂõôùĄõô�ćùĄø�҉ĂăĄ�ĀĂÿĀÿăùþ÷�ñ�ăĉăĄõý�ÿö�
ĀõĂöÿĂýñþóõ�ĂõĆùõć�ñĄ��ñăăñóøąăõĄĄă��õþõĂñü��ÿăĀùĄñü͞��ùă�ùþþÿĆñĄùĆõ�
Ąøùþûùþ÷�ćñă�ýõĄ�ćùĄø�ĂõăùăĄñþóõ�ñþô�ͬöÿĂ�øùă�Āñùþă�øõ�üÿăĄ�øùă�ăĄñ҆�
ĀĂùĆùüõ÷õă�ĄøõĂõ�ñґõĂ�ăą÷÷õăĄùþ÷�Ąøõ�õĆñüąñĄùþ÷�ÿö�ăąĂ÷õÿþ�óÿýĀõ-
Ąõþóõͭ͞ ��ąĄ�øùă�ùôõñă�ͬóÿþĄĂùòąĄõô�Ąÿ�Ąøõ�ăĄñþôñĂôùĊñĄùÿþ�ÿö�øÿăĀùĄñü�
practices — including a case report system that ascribed responsibility 
öÿĂ�ñôĆõĂăõ�ÿąĄóÿýõă�ΐ�òĉ�Ąøõ�
ýõĂùóñþ��ÿüüõ÷õ�ÿö��ąĂ÷õÿþă�ùþ�όϔόϑͭ͞ �
�ÿć�ýù÷øĄ�Ąøùă�õñĂüĉ�ĂõăùăĄñþóõ�Ąÿ�Ąøõ�õĆñüąñĄùÿþ�ÿö�ăąĂ÷õÿþ�
competence be present in the M&M tradition that resulted?

�þ�ñôôùĄùÿþ͛�þõùĄøõĂ�öõýñüõ�þÿĂ��üñóû�Āøĉăùóùñþă�ćõĂõ�ćõüóÿýõ�ùþ�Ąøõ�
�ñăăñóøąăõĄĄă��õôùóñü��ÿóùõĄĉ�ñĄ�Ąøùă�Ąùýõ͞��ÿć�óÿąüô�óÿþĄõýĀÿĂñĂĉ�
ùôõñă�ñòÿąĄ�óÿýĀõĄõþóõ͛�õĈĀõĂĄùăõ͛�÷õþôõĂ͛�ñþô�Ăñóõ�øñĆõ�ùþҏąõþóõô�
Ąøõ�ôõăù÷þ�ÿö�ăĉăĄõýă�ÿö�ñóóÿąþĄñòùüùĄĉͧ� øõþ�ćõ�ñóóõĀĄ�øÿć�ҏñćõô�
Ąøõ�óĂõñĄÿĂă�ćõĂõ͛�øÿć�óñþ�ćõ�þÿĄ�ćÿþôõĂ�øÿć�ҏñćõô�ĄøõùĂ�óĂõñĄùÿþă�
ýñĉ�òõͧ��ÿć�ýù÷øĄ�Ąøõ�ĀøùüÿăÿĀøùóñü�òõüùõöă�ÿö�ýñùþăĄĂõñý�ýõôùóùþõ�
øñĆõ�òõõþ�òąùüĄ�ùþĄÿ�Ąøõ�ăĉăĄõýă�ôõĆõüÿĀõô�ñĄ�Ąøùă�Ąùýõͧ�
þô�øÿć�
ýù÷øĄ�ĄøñĄ�ҏñćõô�öÿąþôñĄùÿþ�óÿþĄùþąõ�Ąÿ�ùþҏąõþóõ�óąĂĂõþĄ�ĀĂñóĄùóõͧ


�ýÿĂõ�ĂõóõþĄ�ùþҏąõþóõ�ÿþ�øõñüĄøóñĂõ�ñþô�Ąøõ��Ѭ��ĄøñĄ�ùă�Ąøõ�ćÿĂû�
ÿö�
Ă͞� ͞��ôćñĂôă�
õýùþ÷�ćøÿăõ��ùĆõ��ĂùþóùĀüõă�öÿĂ�āąñüùĄĉ�
ùýĀĂÿĆõýõþĄ�ôõ҉þõô�øõñüĄøóñĂõ�ćÿĂûõĂă�ñă�Ąøõ�ͬăýñĂĄ�óÿ÷ăͭ�ñþô�
õăĄñòüùăøõă�Ąøõ�ñĈùÿý�ĄøñĄ�ͬùö�ĉÿą�óñþþÿĄ�ýõñăąĂõ�ùĄ�͠͠�ĉÿą�óñþþÿĄ�
ùýĀĂÿĆõ�ùĄͭ�15. Perhaps the very notion of quality controls and 
ùýĀĂÿĆõýõþĄ͛�ñă�
õýùþ÷�ñĀĀüùõô�Ąÿ�Ąøõ�ýñûùþ÷�ÿö�ñąĄÿýÿòùüõă͛�
electronics, and television, needs to be reexamined. Perhaps the 
ôù҆õĂõþóõă�òõĄćõõþ�āąñüùĄĉ�ùýĀĂÿĆõýõþĄ�ùþ�ýñþąöñóĄąĂùþ÷�ñþô�
quality improvement in healthcare need to be more deeply considered. 
�ÿć�ùă�ùĄ�ĄøñĄ�õĈĀõóĄñĄùÿþă�ñþô�þÿĂýñĄùĆõ�òõøñĆùÿĂă͛�Ąÿ�þñýõ�úąăĄ�Ąćÿ�
ôù҆õĂõþĄ�ûùþôă�ÿö�õĂĂÿĂ͛�óñþ�òõ�ăĄñþôñĂôùĊõô�ñþô�óÿþĄĂÿüüõôͧ�

If the value of M&Ms as a learning tool is questionable, then so is its 
Ćñüąõ�öÿĂ�Ăõôąóùþ÷�õĂĂÿĂ͞�
Ă͞��ÿăõĀø��õĂþăĄõùþ�ćĂùĄõă͛�ͬñă�ñ�ýõĄøÿô�ÿö�
ąþóÿĆõĂùþ÷�õĂĂÿĂ͛�Ąøõ��Ѭ��óÿþöõĂõþóõ�ùă�ҏñćõô͜�ñþô�ñă�ñ�ýõñþă�ÿö�
analyzing the causes of error, the M&M approach leaves a lot to be 
ôõăùĂõôͭ�2.

�õҏõóĄùþ÷�ÿþ�Ąøõ�øùăĄÿĂĉ�ñþô�öÿąþôñĄùÿþă�ÿö�Ąøõ��Ѭ�͛�ćõ�ĀĂÿĀÿăõ�
ĄøñĄ�Ąøõ�ĆõĂĉ�ñăăąýĀĄùÿþ�ĄøñĄ�üÿÿûùþ÷�öÿĂ�ýùăĄñûõă�ñă�ñ�ćñĉ�Ąÿ�ùýĀĂÿĆõ�
performance is an epistemological error. 

�øõ�ôõĆõüÿĀýõþĄ�ÿö�ÿąĂ�øõñüĄøóñĂõ�ăĉăĄõý�õýõĂ÷õô�öĂÿý�ͬñóóùôõþĄă�ÿö�
øùăĄÿĂĉͭ͛ �ñþô�ćñă�þÿĄ�ôõăù÷þõô�ćùĄø�ñþĉ�óÿøõăùÿþ�ÿĂ�üÿþ÷͠ĄõĂý�Ćùăùÿþ�
14. It developed in response to conditions of history, and the same 
applies to the M&M conference. The public and private pressures to 
ćøùóø�Ąøõ�ýõôùóñü�óÿýýąþùĄĉ�ćñă�ĂõăĀÿþôùþ÷�ñĄ�ĄøñĄ�Ąùýõ�ćñă�āąùĄõ�
ôù҆õĂõþĄ͞��øõ�ąþôõĂăĄñþôùþ÷�ÿö�øÿć�Ąÿ�ýñûõ�ùýĀĂÿĆõýõþĄă�ćñă�
þñăóõþĄ͞��øõ�ąþôõĂăĄñþôùþ÷�ÿö�øÿć�Ąÿ�ĀĂõĆõþĄ�ýùăĄñûõă͛�õùĄøõĂ�Ąÿ�ôÿ�þÿ�
øñĂý�Ąÿ�Ąøõ�ĀñĄùõþĄ͛�ÿĂ�Ąÿ�ĀĂõĆõþĄ�üñćăąùĄă͛�ćñă�üùýùĄõô͞��ąĄ�Ąøõ�
óÿþôùĄùÿþă�ćõĂõ�ñüăÿ�üõăă�óÿýĀüõĈ͞��øõ�ôù҆õĂõþóõ�òõĄćõõþ�ñ�ăąĂ÷ùóñü�
ăąùĄõ�ÿĂ�ñþ�õýõĂ÷õþóĉ�Ăÿÿý�ùþ�όϔύϋ�ñþô�ύϋύϋ�ùă�ôĂñýñĄùó͞��ÿć�óñþ�ñ�
Ąÿÿü�ôõăù÷þõô�Ąÿ�ĀĂõĆõþĄ�ýùăĄñûõă�ñþô�ñóøùõĆõ�ùýĀĂÿĆõýõþĄă�Ăõýñùþ�
relatively unchanged in a system that has become so complex? 


ă�ýõôùóùþõ�ñþăćõĂă�Ąøõ�óñüü�Ąÿ�ñôôĂõăă�ùþõāąùĄĉ�ùþ�øõñüĄøóñĂõ͛�ùĄ�ýąăĄ�
ñüăÿ�ñôôĂõăă�ùþõāąùĄĉ�ćùĄøùþ�ùĄă�ÿćþ�ăĉăĄõýă͞��øõĉ�ñĂõ�ùþĄõĂĂõüñĄõô͞�
�
ăĉăĄõý�ĄøñĄ�ùă�Ăõóÿ÷þùĊõô�ñă�øĉĀÿóĂùĄùóñü�ñþô�ĉõĄ�ĀĂÿöÿąþôüĉ�ĀÿćõĂöąü�
is an inequitable system. A system that continues traditions that cause 
harm to its members amounts to institutional oppression. Medice, cura 
Ąõ�ùĀăąý͞��õôùóùþõ�ýąăĄ�óñĂõ�öÿĂ�ùĄă�ÿćþ͞��øùă�ýąăĄ�òõ�Ąøõ�҉ĂăĄ�ăĄõĀ�ùþ�
improving the system of care for others.

Challenge:



Questions as Basis
for Investigation

+ Proposition

�ÿąþôñĄùÿþñü�
�ÿþăĄĂąóĄă

�ÿüõĂñþóõ�
�ÿĂ��õøñĆùÿĂă

�ùýùĄă��þ�
�ÿĂý�ъ��ÿþĄõþĄ

What is actually in need of 
ĂõĆùõćͧ��øÿąüô�ĂõĆùõć�ÿþüĉ�òõ�
limited to adverse outcomes 
and errors? Should all systems 
òõ�ĂõĆùõćõô�Ąÿ÷õĄøõĂͧ�
Ăõ�
M&Ms a symptom of a larger 
issue or set of issues?

Are the systems related to, 
supporting, and underlying M&M 
conferences achieving the stated 
goals or are they actually 
antithetical to the stated goals? 
What is the architecture of these 
ăĉăĄõýă͛�øÿć�ôÿ�Ąøõĉ�ùþĄõĂĂõüñĄõ͛�
ñþô�ćøñĄ�òõøñĆùÿĂă�ôÿ�Ąøõĉ�
ñ҆õóĄͧ�
Ăõ�Ąøõ�ĀĂùþóùĀüõă�
underlying these systems sound?


Ăõ�ĄøõĂõ�ҏñćõô�
premises, beliefs, 
assumptions, boundaries 
ąþôõĂĀùþþùþ÷�øÿć�
M&Ms came to be 
operate and are 
conducted?

Do M&Ms achieve 
their stated/intend-
ed goal of XYZ. If 
Ąøõĉ�ñĂõ�þÿĄ͛�ćøĉ�
do they persist?

Do M&Ms serve useful 
purposes beyond the 
stated/intended goals? 
Do they serve purposes 
not clearly evident?

Why are M&Ms 
resistant to change? 

Process Lenses


Ăõ��Ѭ�ă�҉Ą�õþĆùĂÿþýõþĄă�
for social learning across 
clinical practice? 

Can all adverse outcomes 
òõ�ôõ҉þõô�ñă�õĂĂÿĂăͧ� �ñþ�òüñýõ�ñüćñĉă�òõ�

clearly assigned for 
adverse outcomes?


ÿ�ćõ�ñóĄąñüüĉ�üõñĂþ�öĂÿý�
ÿąĂ�ýùăĄñûõă͛�ÿĂ�ôÿõă�Ąøùă�
ùþҏùóĄ�ýÿĂõ�øñĂýͧ

Do clinicians agree on 
ñ�ôõ҉þùĄùÿþ�ÿö�õĂĂÿĂͧ

Does the investigative nature of M&M 
create tensions that put organizational 
and individual interests at odds?

�ă�ñþ��Ѭ��üùûõ�ñ�óÿąĂĄĂÿÿýͧ��ă�ĄøñĄ�öÿĂýñĄ�҉Ą�öÿĂ�
purpose? What other models of engagement might 
better support the stated goals? 

Do M&Ms set up adequate conditions 
öÿĂ�ñóĄùþ÷�ñþô�ĂõҏõóĄùþ÷�Ąÿ�ùýĀĂÿĆõ�
ôõóùăùÿþ͠ýñûùþ÷�ñþô�ÿąĄóÿýõăͧ

Do M&Ms transmit existing 
ûþÿćüõô÷õ�ñþôΆÿĂ�óÿþăĄĂąóĄ�
þõć�ûþÿćüõô÷õͧ

Does the practice of ferreting 
out error cause clinicians to 
øùôõ�ýùăĄñûõăͧ

�ÿć�ôÿ��Ѭ�ă�öñóĄÿĂ�ùþĄÿ�
limiting liability in cases of 
adverse outcomes? 

What do institutions do (beyond the 
�Ѭ�Ι�Ąÿ�ñăăùăĄ�óüùþùóùñþă�ćøÿ�øñĆõ�ýñôõ�
õĂĂÿĂă�ÿĂ�ćøÿ�øñĆõ�òõõþ�ñóóąăõô�ÿö�õĂĂÿĂͧ�

Does the environment in M&Ms 
õþóÿąĂñ÷õ�øÿþõăĄ�ôùñüÿ÷ąõ�͠͠�ćùüüùþ÷�Ąÿ�
Ăùăû�óÿþҏùóĄ�ùþ�ĀąĂăąùĄ�ÿö�Ăù÷ÿĂÿąă�
insight?


ÿ��Ѭ�ă�óÿþăùôõĂ�øÿć�ôù҆õĂõþĄ�
ĀÿùþĄă�ÿö�Ćùõć�ñþô�öõõôòñóû�óñþ�òõ�
held in the same space? Does the 
system have tolerance for opposing 
ÿĂ�óÿþҏùóĄùþ÷�Ćùõćăͧ�

�ă�ôùăñ÷ĂõõýõþĄ�ćõüóÿýõô�ùþ�
ñþ��Ѭ�ͧ�
Ăõ�ôù҆õĂõþóõă�ùþ�
thought and opinions probed 
for their sources? 

Do perceptions and barriers 
relating to authority, expertise, 
ñþô�øùõĂñĂóøĉ�÷õĄ�ùþ�Ąøõ�ćñĉ�ÿö�
generating insight in M&Ms?

Do M&Ms incentivise and/or exclude certain 
ûùþôă�ÿö�òõøñĆùÿĂ�ñþô�ùþöÿĂýñĄùÿþͧ�
Ăõ�ĄøõĂõ�
Ąøùþ÷ă�ĄÿüõĂñĄõô�ñþô�Ąøùþ÷ă�ĄøñĄ�ñĂõþͫĄ�ĄÿüõĂñĄõô͛�
ñþô�ùö�ăÿ͛�øÿć�ùă�Ąøùă�óÿýýąþùóñĄõôͧ


ÿ��Ѭ�ă�ñóûþÿćüõô÷õ�Ąøõ�
importance of forgiveness?

Do M&Ms lead to detachment from 
ôùҊóąüĄ�õýÿĄùÿþăͧ�
ÿ�Ąøõĉ�òĂùþ÷�
clinicians together in response to shared 
trauma?


Ăõ��Ѭ�ă�ùþĄõĂõăĄõô�ùþ�ñăăõăăùþ÷�úÿò�
performance against standards of best 
practice, absolute standards, and/or 
ăÿýõ�ÿĄøõĂ�òõþóøýñĂûͧ�
ÿõă�
ñăăõăăýõþĄ�üÿÿû�Ąÿ�ąþôõĂăĄñþô�Ąøõ�
ĀõĂăÿþñüΆĀăĉóøÿüÿ÷ùóñü�óÿþôùĄùÿþă�ćøùóø�
ùþҏąõþóõ�úÿò�ĀõĂöÿĂýñþóõͧ

Do conditions in an M&M lead to 
inauthentic behaviors, and do they 
consider the consequences of this?

Is there opportunity in 
M&Ms to challenge and 
reimagine clinical norms 
and standards of care? 


ÿ��Ѭ�ă�Ąñûõ�ùþĄÿ�óÿþăùôõĂñĄùÿþ�øÿć�
Ąøõăõ�óÿþöõĂõþóõă�ýñûõ�óüùþùóùñþă�öõõüͧ�

Do the conditions exist for 
opinions and assumptions 
to be safely questioned?


ÿ��Ѭ�ă�āąõăĄùÿþ�ćøõĄøõĂ�Ąøõ�Ąÿÿüă͛�
methods, and modes of sharing information 
ñĂõ�ñôõāąñĄõ�ñþô�҉Ą�öÿĂ�ĀąĂĀÿăõͧ�


ÿ��Ѭ�ă�āąõăĄùÿþ�ćøõþ�ñþô�øÿć�õùĄøõĂ�Ąÿÿ�
much or too little information contributes to 
Ąøõ�ñòùüùĄĉ�Ąÿ�ýñûõ�ăÿąþô�ôõóùăùÿþăͧ�

What constitutes evidence 
of error in an M&M? 


ÿ��Ѭ�ă�ñüüÿć�öÿĂ�ùþăù÷øĄă�
that cannot be properly 
articulated as error?


ÿ��Ѭ�ă�ùþĆõăĄù÷ñĄõ�ñþô�Ăõùýñ÷ùþõ�øÿć�
óüùþùóñü�ăĄñ҆�ùþĄõĂĀĂõĄõô͛�ąþôõĂăĄÿÿô͛�ñþô�
öĂñýõô�ćøñĄ�ćñă�øñĀĀõþùþ÷�ùþ�Ąøõ�
circumstances that led to poor outcomes?

Does the structure 
of M&Ms address 
implicit bias or 
ĂõҏõóĄ�ùĄͧ


ÿ��Ѭ�ă�Ąñûõ�ăĄÿóû�ÿö�Ąøõ�Ąøùþ÷ă�ĄøñĄ�ñĂõ�ÿþ�
ĀõÿĀüõͫă�ýùþô�òõöÿĂõ�ñ�óÿþöõĂõþóõ�òõ÷ùþă͛�ñþô�
ćøñĄ�ñĂõ�Ąøõ�ăÿąĂóõă�öÿĂ�Ąøõ�ýõþĄñü�ăĄñĄõă�
people bring into the conference?

Do M&Ms examine the consequences 
of misinterpreting goals and expectations 
on behavior and outcomes? 

Do M&Ms consider the role of bias (e.g. 
ùþôùĆùôąñü�óÿĂõ�ñăăąýĀĄùÿþă�Ά�òõüùõöăΙ�
ćøõþ�ùþĆõăĄù÷ñĄùþ÷�ĀÿÿĂ�ÿąĄóÿýõăͧ

�ĉ�öÿóąăùþ÷�ÿþ�õĂĂÿĂ�ñþô�ýùăĄñûõ͛�
ôÿ��Ѭ�ă�ÿĆõĂüÿÿû�ÿĄøõĂ�öñóĄÿĂă͛�
behaviors, and circumstances that 
contribute to adverse outcomes?


Ăõ�ĄøõĂõ�ͬóąüĄąĂõăͭ�ÿö�ôõóùăùÿþ͠ýñûùþ÷�ñþô�ùö�
ăÿ͛�ôÿ��Ѭ�ă�ùþĆõăĄù÷ñĄõ�Ąøõ�óÿþôùĄùÿþă�ćøùóø�
ăøñĀõ�óąüĄąĂõă�ÿö�ôõóùăùÿþ͠ýñûùþ÷͛�ćøõĂõ�Ąøõĉ�
ăĄõý�öĂÿý͛�ñþô�ćøĉ�Ąøõĉ�ĀõĂăùăĄͧ

Do M&Ms consider issues and 
õĆùôõþóõ�ĄøñĄ�ñĂõ�ôùҊóąüĄ�Ąÿ�ýõñăąĂõ͛�
quantify, or understand empirically?

Does the practice of M&M conferencing 
understand the historical roots that may 
óÿþĄùþąõ�Ąÿ�ùþҏąõþóõ�Ąøõ�ýõĄøÿôÿüÿ÷ĉ�ñþô�
potentially limit its viability?


ÿ��Ѭ�ă�Ąñûõ�Ąøõ�Ąùýõ�Ąÿ�ùþĆõăĄù÷ñĄõ�Ąøõ�
Ąøùþ÷ă�óüùþùóñü�ăĄñ҆�óÿþăùôõĂ�ùýĀÿĂĄñþĄ�
ñþô�ôĂñć�ùþĄõĂĀĂõĄñĄùÿþă�öĂÿýͧ

Do M&Ms create boundaries around 
ùþāąùĂĉ�ĄøñĄ�üùýùĄΆõĈóüąôõ�ćøñĄ�óÿąüô�
be considered to better understand 
adverse outcomes?

What do practitioners leaving an M&M 
ćñüû�ñćñĉ�øñĆùþ÷�üõñĂþõô͛�ùö�ñþĉĄøùþ÷ͧ�
These lessons could include insight 
about improved medical practice, the 
organization, their colleagues, the value 
of the M&M itself, process of inquiry, 
context of societal conditions.

�ÿć�ôÿõă�Ąøõ�ùþăĄùĄąĄùÿþ�õĆñüąñĄõ�ćøõĄøõĂ�
the M&M has been a successful teaching 
and learning experience?

Do conditions in an M&M lead to 
inauthentic behaviors, and consider 
the consequences of this?

�ÿć�ùă�óÿþĄĂÿü�õĈõĂóùăõô�ùþ�ñþ��Ѭ��ñþô�ùþ�
ćøñĄ�ćñĉăͧ�
Ăõ�ĄøõĂõ�Ăąüõă�ÿö�õþ÷ñ÷õýõþĄͧ

 øÿͫă�ùþĆùĄõô�ñþô�þÿĄ�ùþĆùĄõô�Ąÿ�ñþ��Ѭ��
ñþô�ćøĉͧ��ÿć�ñĂõ�Ąøõăõ�ùþĆùĄñĄùÿþă�ýñôõͧ

Are there roles or procedures that 
óüùþùóñü�ăĄñ҆�øñĆõ�Ąÿ�öÿüüÿć�ùþ�ñþ�
�Ѭ�ͧ��ÿć�ñĂõ�Ąøõăõ�Ăÿüõă�ñþô�
procedures decided?

�ÿć�ùýĀÿĂĄñþĄ�ùă�
being in-person 
and face to face in 
an M&M?

 øĉ�ôÿ�ćõ�ĀñĂĄùĄùÿþ�óüùþùóñü�ñþô�
þÿþ͠óüùþùóñü�ăĀñóõă�ćøõþ�øõñüĄø�
and healthcare do not operate by 
Ąøõăõ�òÿąþôñĂùõăͧ� øĉ�ôÿ�ćõ�
divorce clinical information and 
settings from non-clinical 
information and settings?



Opportunity
 øñĄ�ăøÿąüô�òõ�ôÿþõ�Ąÿ�ùýĀĂÿĆõ�Ąøõ�óąüĄąĂõ͛�ĀąĂĀÿăõ͛�õāąùĄĉ͛�ñþô�õҊóñóĉ�ÿö�
�Ѭ��óÿþöõĂõþóõăͧ��ÿþăùôõĂùþ÷�ĄøõùĂ�ҏñćă�ñþô�üùýùĄñĄùÿþă͛��Ѭ�ă�ýñĉ�
þõõô�ñ�Ăõôõăù÷þ�ÿĂ�ñ�ćøÿüõăñüõ�Ăõ͠ùýñ÷ùþùþ÷͞��þóĂõýõþĄñü�ñĀĀĂÿñóøõă�ñĂõ�
ÿґõþ�ùþñôõāąñĄõ�öÿĂ�óĂõñĄùþ÷�óøñþ÷õ�ćùĄøùþ�óÿþôùĄùÿþă�ÿö�óÿýĀüõĈùĄĉ�ñþô�
uncertainty.

�õùýñ÷ùþùþ÷�Ąøõ�ăĉăĄõýă�ñþô�óÿþăĄĂąóĄă�ÿþ�ćøùóø��Ѭ�ă�øñĆõ�òõõþ�òąùüĄ�
requires a systems approach. In practice, that means identifying the 
ñĂóøùĄõóĄąĂõ�ÿö�ùăăąõă͛�ăąĂöñóùþ÷�Ąøõ�ôùăóÿþþõóĄă�ćùĄøùþ�óąüĄąĂõă�ñþô�
ăĉăĄõýă͛�ñþô�ôõĆõüÿĀùþ÷�ĀñĄøćñĉă�öÿĂ�ăĄĂñĄõ÷ùóñüüĉ�ùýĀĂÿĆùþ÷�ÿąĄóÿýõă�
concurrently. 

The categories of questions presented In Basis for Investigation and 
Proposition -- foundational constructs, tolerance for behaviors, limits on 
öÿĂý�ñþô�óÿþĄõþĄ�͠͠�ĂõĀĂõăõþĄ�þÿĄ�ÿþüĉ�Ąøõ�òñăùă�öÿĂ�ùþĆõăĄù÷ñĄùþ÷�øÿć�
�Ѭ�ă�óąĂĂõþĄüĉ�ćÿĂû͛�òąĄ�Ąøõ�òñăùă�öÿĂ�ĀĂÿĀÿăùþ÷�ñþô�ĀĂÿĄÿĄĉĀùþ÷�þõć�
operating principles and interventions. The evidence revealed through this 
ĀĂÿóõăă�ÿö�āąõăĄùÿþùþ÷�ćùüü�ñüüÿć�ąă�Ąÿ�ùôõþĄùöĉ�ćøñĄ�óąĂĂõþĄ�ÿĀõĂñĄùþ÷�
ĀĂùþóùĀüõă�þõõô�Ąÿ�ăøùґ�ñþô�øÿć͛�ćøñĄ�þõć�Ćùăùÿþ��Ѭ��óÿþöõĂõþóõă�óÿąüô�
ćÿĂû�ĄÿćñĂôă͛�ñþô�ćøñĄ�ăĀõóù҉ó�ùþĄõĂĆõþĄùÿþă�ćøõþ�ĀùüÿĄõô�ñþô�ĄõăĄõô�ćùüü�
óÿøõĂõþĄüĉ�ĂõñüùĊõ�ĄøñĄ�Ćùăùÿþ͞��øùă�ćÿĂû�ćÿąüô�òõ�öÿüüÿćõô�òĉ�ñ�ĀõĂùÿô�ÿö�
ăõüö�ĂõҏõóĄùÿþ�öÿĂ�Ąøõ�ùþăĄùĄąĄùÿþ�͠�ñ�ăĄñ÷õ�ćøõĂõ�ùĄ�ùă�ùýĀõĂñĄùĆõ�ĄøñĄ�Ąøõ�
ùþăĄùĄąĄùÿþ�ăõõ�Ąøõ�÷ñĀă�òõĄćõõþ�ăĄñĄõô�÷ÿñüă�ñþô�õҊóñóĉ͞��


Ą�Ąøõ��ö�͛�ćõ�ÿĀõĂñĄõ�ͬñĄ�Ąøõ�õô÷õ�ÿö�Ąøõ�ùþăùôõͭ͛ �ñ�ĀøĂñăõ�óÿùþõô�òĉ�
óÿüąýþùăĄ�
ñĆùô��Ăÿÿûă͞� õ�õþ÷ñ÷õ�ñþô�óÿüüñòÿĂñĄõ�ôùĂõóĄüĉ�ćùĄø�öĂÿþĄ͠üùþõ�
ĀĂÿöõăăùÿþñüă�ćøÿ�ĀĂÿĆùôõ�Ąøõ�ăąòúõóĄ�ýñĄĄõĂ�õĈĀõĂĄùăõ͛�ćøùüõ�ćõ�ćÿĂû�ñĄ�
õþÿą÷ø�ôùăĄñþóõ�Ąÿ�ăõõ�óÿþăĄĂñùþĄă�ñþô�ùþҏąõþóõă͞��øùă�ñüüÿćă�ąă�Ąøõ�òõþõ҉Ą�
ÿö�Ąøõ�ÿòúõóĄùĆùĄĉ�ñþô�ĀüñăĄùóùĄĉ�þõõôõô�Ąÿ�þñĆù÷ñĄõ�òõĄćõõþ�óÿþóõĀĄąñü�ñþô�
technical questions across scales and contexts. We are dedicated to 
understanding and improving complex systems by applying an approach 
ĄøñĄ�ćÿĂûă�Ąÿ�ôùăýñþĄüõ�Ąøõ�ăùüÿă�ĄøñĄ�ùýĀõôõ�õ҆õóĄùĆõ�óÿýýąþùóñĄùÿþ�ñþô�
óÿüüñòÿĂñĄùÿþ͞� õ�õþ÷ñ÷õ�ăĉăĄõýă�ùþ�ĄøõùĂ�öąüü�óÿýĀüõĈùĄĉ͞��þ�ąþôõĂĄñûùþ÷�ñ�
Ăõùýñ÷ùþñĄùÿþ�ÿö�Ąøõ��Ѭ�͛�ćõ�ćÿąüô�õþ÷ñ÷õ�ùþ�ñ�ĀĂÿóõăă�ĄøñĄ�ăąĂöñóõă�
unseen connections, exposes important questions and reframes challenges 
ñă�ñ�ćñĉ�Ąÿ�óÿþăùôõĂ�þõć�ñĀĀĂÿñóøõă�Ąÿ�ñóøùõĆõ�ôõăùĂõô�ùýĀĂÿĆõýõþĄă�ñþô�
outcomes. 

�ąĂ�ĀĂÿĀÿăñü�ùă�ùþăĀùĂõô͛�ùþ�ĀñĂĄ͛�òĉ�Ąøõ�ýñþĉ�óüùþùóùñþă�ćùĄø�ćøÿý�ćõ�øñĆõ�
óÿüüñòÿĂñĄõô�ÿĆõĂ�Ąøõ�ĀñăĄ�Ąćÿ�ĉõñĂă�õĈñýùþùþ÷�Ąøõ�óøñüüõþ÷õă�Ąÿ�ύόăĄ�
century systems of care. They have expressed their hope that a partner 
outside of the system, unconstrained by the politics and incentives of the 
ăĉăĄõý͛�ýù÷øĄ�òõ�ñòüõ�Ąÿ�ñôĆñþóõ�Ąøõ�ćÿĂû�ùþ�ćñĉă�ĄøñĄ�øñĆõ�ĀĂÿĆõþ�Ąÿ�òõ�
ùýĀÿăăùòüõ�öĂÿý�ćùĄøùþ͞�

What are the possibilities and opportunities? There is no doubt that 
óüùþùóùñþă�ñþô�ĀñĄùõþĄă͛�øÿăĀùĄñüă�ñþô�ùþăąĂõĂă�þõõô�ăĉăĄõýă�ÿö�ĂõҏõóĄùÿþ�
and improvement. Current national debates around systems of oppression 
ñþô�Ąøõ�üñóû�ÿö�õāąùĄĉ�ĀĂÿĆùôõ�Ăõþõćõô�Ăõñăÿþ�Ąÿ�öÿóąă�ÿþ�Ąøõ�Ăÿüõ�ÿö�Ąøõ�
M&M as an important and systemic tool that impacts the culture of medical 
practice and the quality of care. 

�ĂÿĄÿĄĉĀùþ÷�ćñĉă�Ąÿ�ôùăóõĂþ�øÿć�ăÿąþô�ôõóùăùÿþă�ñþô�ùþĄõĂĀĂõĄñĄùÿþă�ñĂõ�
ýñôõ�ýñĉ�òõ�ýÿĂõ�öĂąùĄöąü�Ąøñþ�ĀĂÿòùþ÷�Ąøõ�ĂõüõĆñþóõ�ÿö�ýùăĄñûõ�ñþô�õĂĂÿĂ͞

�þ�ĂõăĀÿþăõ�Ąÿ��ÿĆùô͠όϔ͛�ùþĄąòñĄùÿþ�ĄąĂþõô�ÿąĄ�Ąÿ�þÿĄ�òõ�òõþõ҉óùñü�Ąÿ�ăÿýõ�
ĀñĄùõþĄă�ΘøĄĄĀă͝ΆΆĂò͞÷ĉΆýúćĄĈώΙ͞� ñă�ùþĄąòñĄùÿþ�ñ�ýùăĄñûõͧ��þ�õýõĂ÷õþĄ�
óÿþôùĄùÿþă͛�ąþôõĂ�øù÷ø�ăĄĂõăă�óùĂóąýăĄñþóõă͛�ĀõĂøñĀă�ýùăĄñûõ�ùă�þÿĄ�ñüćñĉă�
the appropriate mindset. What mindsets could replace the search for error 
and blame? 


�óĂõñĄùĆõ�ĀĂÿóõăă�ÿö�Ăõôõăù÷þ�ćÿąüô�õþ÷ñ÷õ�öĂÿþĄ�üùþõ�ĀĂÿöõăăùÿþñüă�ùþ�
ñĀĀĂÿñóøõă�Ąÿ�ͬýñûõ�Ąøõ�öñýùüùñĂ�ăĄĂñþ÷õͭ͞ ��øùă�ùă�ñ�ĀĂÿóõăă�òĉ�ćøùóø�ćõ�
ćÿąüô�ñĀĀüĉ�þõć�ýõĄñĀøÿĂă͛�ăõõýùþ÷üĉ�ùĂĂõüõĆñþĄ�üõþăõă͛�ñþô�þõć�
ñăăÿóùñĄùÿþă�ùþ�ÿĂôõĂ�Ąÿ�òĂõñû�ôÿćþ�Ąøõ�óÿýĀÿþõþĄă�ÿö�ñþ��Ѭ��ñþô�
ĂõóÿþăĄĂąóĄ�Ąøõý�ùþ�ćñĉă�Ąÿ�õĈĀüÿĂõ�ĀĂñóĄùóñü�ñþô�ąăõöąü�ñüĄõĂþñĄùĆõă͞�
�ĄĂñĄõ÷ùõă�Ąÿ�ýñûõ�Ąøõ�öñýùüùñĂ�ăĄĂñþ÷õ�ýù÷øĄ�ôĂñć�ÿþ�ôù҆õĂõþĄ�ăõþăõă�Ąÿ�
include music, performance, sound, and smell. What if an M&M started 
ćùĄø�āąõăĄùÿþă�ĂñĄøõĂ�Ąøñþ�ñ�ĀĂõăõþĄñĄùÿþͧ��þ�Ąøõăõ�ćñĉă�ćõ�õĈĀüÿĂõ�Ąøõ�
õĈùăĄùþ÷�òÿąþôñĂùõă�ÿö�ćøñĄ�ñĂõ�ñþô�ñĂõ�þÿĄ�óÿýĀÿþõþĄă�ÿö�Ąøõ��Ѭ��ñþô�
ćøñĄ͛�ùö�ñþĉĄøùþ÷͛�òùþôă�Ąøõý�Ąÿ÷õĄøõĂ͞�

This may include a number of propositions including probing the 
instructional value of the M&M by gaining insight into the mental states of 
Ąøõ�ĀñĂĄùóùĀñþĄă͞�
þ�ñĀĀĂÿñóø�óÿąüô�ùþóüąôõ�ĀĂÿĄÿĄĉĀùþ÷�øÿć�Ąÿ�ăąĂöñóõ�
ćøñĄ�ùă�ÿþ�ĀõÿĀüõͫă�ýùþôă�ñă�Ąøõĉ�õþĄõĂ�ñ�óÿþöõĂõþóõ͞��ÿć�ôÿõă�ĄøñĄ�
Ąøùþûùþ÷�ăøùґ�ôąĂùþ÷�ñþô�ñґõĂ�Ąøõ�óÿþöõĂõþóõͧ�

 õ�òõüùõĆõ�ĄøñĄ�ôù҆õĂõþĄ�ćñĉă�ÿö�ăõõùþ÷�ñþô�ôĂñćùþ÷�ùþĄõĂĀĂõĄñĄùÿþă�ÿĀõþ�
the process to the discussion and consideration of ideas that cannot be 
÷õþõĂñĄõô�ćøõþ�ćõ�ăĄùóû�Ąÿ�Ąøõ�óÿþăĄĂñùþĄă�ÿö�õĈùăĄùþ÷�öÿĂýñĄă͞��Ą�ùă�þÿĄ�
õþÿą÷ø�Ąÿ�ăùýĀüĉ�õĆñüąñĄõ�ćøñĄ�ùă�ñüĂõñôĉ�ûþÿćþ͞��øùă�ćÿĂû�ćÿąüô�õþ÷ñ÷õ�
óüùþùóùñþă�ùþ�ýõĄøÿôă�ñĀĀüùõô�Ąÿ�õĈøñąăĄ�Ąøõ�ûþÿćþ͛�ñă�ćõüü�ñă�ćøñĄ�
ÿþñüô�
�ąýăöõüô�ăĀÿûõ�ÿö�ñă�Ąøõ�ͱąþûþÿćþ�ąþûþÿćþă͞ͱ��ÿ�ñóøùõĆõ�Ąøùă�ćõ�ýù÷øĄ�
decouple information from reports and oral presentations, and reconsider 
Ąøõý�ùþ�þõć�öÿĂýñĄă�ăąóø�ñă�ñ�ôĂñýñ͛�ñþ�ùþóÿýĀüõĄõ�ýñĀ͛�ÿĂ�ñĂóøñõÿüÿ÷ùóñü�
ôù÷͞� øñĄ�ćÿąüô�Ąøõ�ôùăĀüñĉ�ÿö�ĆùăąñüùĊõô�õĆùôõþóõ�üÿÿû�üùûõ�ùö�ćõ�óÿąüô�
õĈøñąăĄ�ôù҆õĂõþĄ�ûùþôă�ÿö�ĂõüõĆñþĄ�ùþöÿĂýñĄùÿþ�ñþô�ùþĀąĄăͧ�

Inverting the paradigm of expertise, authority, and hierarchy might also lead 
Ąÿ�þõć�ùþăù÷øĄă͞� øñĄ�ùö�Ąøõ�Ăąüõă�ÿö�õþ÷ñ÷õýõþĄ�ñþô�Ąøõ�Ăÿüõă�ùþôùĆùôąñüă�
ñĂõ�ñăăù÷þõô�ćõĂõ�ĂõĆõĂăõô�ñă�ñ�öÿĂý�ÿö�õĈĀõĂùýõþĄñĄùÿþͧ� øñĄ�ùö�óÿþôùĄùÿþă�
ćõĂõ�ăõĄ�ąĀ�Ąÿ�ćõüóÿýõ�ñþô�ăąĂöñóõ�ôùăñ÷ĂõõýõþĄ͛�óÿþҏùóĄ͛�ñþô�ñýòù÷ąùĄĉͧ�

Changing the conditions of the environment can also help reframe problems 
ñþô�ćøñĄ�ćõ�üÿÿû�öÿĂ͞� øñĄ�óÿþôùĄùÿþă�ćÿąüô�óüùþùóùñþă�óøñþ÷õ͛�ćøñĄ�þõć�
conditions might they imagine in order to create a space conducive to 
learning and mutual support? 

�ùþñüüĉ͛�òĉ�ĂõöĂñýùþ÷�Ąøõ�ùþāąùĂĉ�ñćñĉ�öĂÿý�õĂĂÿĂ�ñþô�ýùăĄñûõ͛�ćõ�óñþ�
ĂõóÿþăùôõĂ�Ąøõ�ͬõĆùôõþóõͭ�ăõĀñĂñĄõô�öĂÿý�Ąøõ�ĀĂõăąýĀĄùÿþ�ĄøñĄ�õĂĂÿĂ�ùă�Ąøõ�
óñąăõ�ÿö�Ąøõ�ñôĆõĂăõ�ÿąĄóÿýõ͞��øùă�óÿąüô�Ăõôąóõ�Ąøõ�öñóĄÿĂă�ĄøñĄ��ĂùĊõû�øñă�
ĀÿćõĂöąüüĉ�ùôõþĄù҉õô�ñă�ýÿĄùĆñĄùþ÷�ôùăøÿþõăĄĉ�ñþô�üõñôùþ÷�Ąÿ�ĄĂñąýñ͞��øõăõ�
may be the conditions needed to build useful learning environments. This 
process and even resistance to it, could reveal entrenched ideologies, bias, 
and their sources in service of improved outcomes.

�õĆùõć�Ѭ��õҏõóĄ͝ �õùýñ÷ùþùþ÷�Ąøõ�óñăõ�ĂõĆùõć�ĀĂÿóõăă͞�

 øùüõ�ćõ�õĈĀüÿĂõ�ñ�Ăõôõăù÷þ�ÿö��Ѭ�ă͛�ćõ�ĀĂÿĀÿăõ�Ąøõ�óÿþóąĂĂõþĄ�
ôõĆõüÿĀýõþĄ�ÿö�ñ�ĂõĀüñóõýõþĄ�ýÿôõü͝�Ąøõ��õĆùõć�ñþô��õҏõóĄ�Θ�Ѭ�Ι�
�ÿþöõĂõþóõ͞��Ѭ�ă�ćÿąüô�ÿ҆õĂ�ñ�þõć�ăĄĂąóĄąĂõ�ćùĄø�ñ�ôù҆õĂõþĄ�ĀąĂĀÿăõ͝�
ĂõĆùõćùþ÷�òõþù÷þ�ăùĄąñĄùÿþă�ñþô�÷ÿÿô�ÿąĄóÿýõă͞��øùă�õĈĀüÿĂñĄùÿþ�ćÿąüô�
ùôõþĄùöĉ�Ąøõ�óÿþôùĄùÿþă�ĀĂõăõþĄ�ćøõþ�Ąøùþ÷ă�÷ÿ�ćõüü͛�ăĀõóù҉óñüüĉ�ćøĉ�ñþô�
øÿć͞��ñĄøõĂ�Ąøñþ�öÿóąă�ÿþ�Ąøõ�ÿąĄüùõĂă͛�Ąøõ��Ѭ��ćÿąüô�üÿÿû�öÿĂ�üõñĂþùþ÷�
opportunities in the routine. Through a study of dramatic alternatives, the 
�Ѭ��óÿąüô�ĉùõüô�òõþõ҉Ąă�ĄøñĄ�ùþöÿĂý�ùýĀĂÿĆõýõþĄă�Ąÿ�Ąøõ��Ѭ�͛�ÿĂ�óÿąüô�
become the replacement epistemology if they prove more valuable and 
õ҆õóĄùĆõ͞�
Ăõ�ñăĀõóĄă�ÿö��Ѭ�ă�ñýĀüù҉õô͛�ćøùóø�ôñýĀõþ�ñăĀõóĄă�ÿö��Ѭ�ă͛�
or some other combination? The principle goal should be the adoption of 
ćøùóøõĆõĂ�ýÿôõü�ùă�ýÿăĄ�Ćñüąñòüõ�ñă�ñ�Ąõñóøùþ÷�Ąÿÿü͛�ùýĀĂÿĆõă�õāąùĄĉ͛�
confronts bias, reduces error and liability, improves patient care, and limits 
trauma to clinicians. 

�øùă�ñĀĀĂÿñóø�ćÿąüô�ăõĄ�Ąøõ�óÿþôùĄùÿþă�Ąÿ�üõĆõü�õĈĀõĂĄùăõ�ñþô�ñąĄøÿĂùĄĉ�ñþô�
øÿć�Ąøõ�Ăąüõă�ÿö�õþ÷ñ÷õýõþĄ͛�Ăÿüõă͛�ĀĂÿóõôąĂõă͛�ñþô�ĄÿüõĂñþóõă�óñþ�ăøùґ�
òõøñĆùÿĂă�ñþô�ÿąĄóÿýõă͞��øĂÿą÷ø�ñ�ĀĂÿóõăă�ÿö�Ăõùýñ÷ùþùþ÷͛�ćõ�óñþ�ñăăõăă�
Ąøõ�Ćñüąõ�ÿö�üõñĂþùþ÷�öĂÿý�ăąóóõăă�ĂñĄøõĂ�Ąøñþ�öñùüąĂõ͞� õ�óñþ�õĈĀüÿĂõ�øÿć�
Ąøõ�öÿóąă�ÿþ�õĈĄĂõýõă�óñþ�ăûõć�ÿąĂ�Ąøùþûùþ÷�ñþô�ćøñĄ�óÿþăĄùĄąĄõă�õĆùôõþóõ͞�
�Ѭ�ă�ćÿąüô�òõ�ñ�ĂõĀüñóõýõþĄ�õĀùăĄõýÿüÿ÷ĉ�Ąÿ�ùþöÿĂý�Ąøõ�ĀĂùþóùĀüõă�ñþô�
ĀĂñóĄùóõă�öÿĂ�õ҆õóĄùĆõüĉ�ýñûùþ÷�ôõóùăùÿþă͛�ñþô�ùýĀĂÿĆùþ÷�ÿąĄóÿýõă͞

ͬ õ�üõñĂþ�öĂÿý�ÿąĂ�ýùăĄñûõăͭ�ùă�ñþ�ñôñ÷õ�ćùĄø�ýñþĉ�óüñùýă�ÿö�ñąĄøÿĂăøùĀ͛�
ñă�öñĂ�òñóû�ñă�όϓώϒ͞��Ą�øñă�òõóÿýõ�ñþ�ąþāąõăĄùÿþõô�õĀùăĄõýÿüÿ÷ĉ͞��õóõþĄ�
ăóùõþĄù҉ó�ăĄąôùõă�ĂõĆõñü�ĄøñĄ�ͬĄøõ�òĂñùþ�ĂõăĀÿþôă�Ąÿ�ăąóóõăă�ñĄ�Ąøõ�üõĆõü�ÿö�
ùþôùĆùôąñü�òĂñùþ�óõüüă͛�òąĄ�Ąøõ�þõąĂÿþă�ăøÿć�ĆùĂĄąñüüĉ�þÿ�ĂõăĀÿþăõ�Ąÿ�
öñùüąĂõăͭ�ΘøĄĄĀă͝ΆΆĂò͞÷ĉΆ÷ϑĈûĀĈΙ͞��Ѭ�ă�ćÿąüô�ĀĂÿĆùôõ�Ąøõ�ÿĀĀÿĂĄąþùĄĉ�Ąÿ�ñĀĀüĉ�
the latest insights in brain science and might help repair damage done by 
cultures of blame and fear. 

 õ�ĀĂÿĀÿăõ�Ąćÿ�ĀñĄøćñĉă�ćùĄøùþ�ćøùóø�Ąÿ�ñĀĀüĉ�ñ�óĂõñĄùĆõ�ĀĂñóĄùóõ͝�
redesign the form and content of M&Ms, and reimagine an alternative 
structure altogether. 

�õôõăù÷þùþ÷��Ѭ�ă͝


ă�όϔĄø��õþĄąĂĉ�ăóùõþĄùăĄ�ñþô�ĀÿüĉýñĄø��ÿøþ��ąòòÿóû�ćĂùĄõă͝�ͬ øñĄ�
ćõ�ôÿ�ăõõ�ôõĀõþôă�ýñùþüĉ�ÿþ�ćøñĄ�ćõ�üÿÿû�öÿĂͭ͞ �

�ÿóąăùþ÷�ÿþ�õĂĂÿĂ�ñăăąýõă�ĄøñĄ�ĄøõĂõ�ćñă�õĂĂÿĂ͞��ö�Ąøõ�õĂĂÿĂ�ùă�ăĉăĄõýùó͛�
ćøùóø�ùĄ�üùûõüĉ�ùă͛�øÿć�ôÿ�ćõ�ĀĂÿĀõĂüĉ�õĈñýùþõ�ĄøñĄ�ñþô�þÿĄ�ąþöñùĂüĉ�ĀąĄ�
Ąøõ�öÿóąă�ÿþ�Ąøõ�ĀõĂöÿĂýñþóõ�ÿö�ùþôùĆùôąñüăͧ�Θ�ĂùĊõóûΙ�

�ñĄøõĂ�Ąøñþ�öÿóąă�ÿþ�õĂĂÿĂ͛�ćøñĄ�óÿąüô�óÿýõ�öĂÿý�ùþĄõ÷ĂñĄùþ÷�Ąøõ�
öÿüüÿćùþ÷�ăõĄă�ÿö�ôĉþñýùóă�ùþ��Ѭ��óÿþöõĂõþóõă͝�õþñòüùþ÷�óÿþôùĄùÿþă�
for greater trust, surfacing and confronting the truth, challenging and 
understanding norms, re-considering the role and needs for standards 
ÿö�āąñüùĄĉ�ùýĀĂÿĆõýõþĄ͛�ĂõóÿþăùôõĂùþ÷�ćøñĄ�óÿþăĄùĄąĄõă�õĆùôõþóõ͛�ñþô�
ùþĄõĂĂÿ÷ñĄùþ÷�ùăÿüñĄõô�óñăõ�ĂõĀÿĂĄă�ćøùóø�üñóû�òĂÿñôõĂ�óÿþĄõĈĄ͞

�Āõóù҉óùĄĉ
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