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Official statistics are collected on many forms of 
accidents, but little is known about the overall 
incidence of medical accidents in the United 

Kingdom. 

Index Medicus classifies accidents under several 
headings. There are also sections on prevention and 

accident proneness.
Medical errors and accidents, however, do not 

even merit a classification. 

Most audits stop short of identifying mistakes, 
or at least stop short of publishing the 

information. 

Studies of medical errors are rare; studies of 
their causes are even rarer. 

Vincent, 1989
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Patient safety – a very, very brief history

• 30 years ago – the dark ages

• 25 years ago – risk management, incident reporting 
& analysis

• 20 years ago – epidemiology, the scale of harm

• 15 years ago – process change, teamwork, culture, 
organisational change

• 10 years ago – prioritisation of interventions, 
evaluation, strategy

• 5 years ago – new national programmes, increasing 
equivalence to quality improvement

Cutting error and harm 
by 50% within 5 years
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But what are the priorities for Estonia?

What is the nature and extent of harm?
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Vincent, Neale, Woloshynowych 
British Medical Journal 2001

But incident 
reporting only 
detects 5% of 

harmful events
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Why do things go wrong (and right)?
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Stages of development of organisational accident
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The Process of Investigation: the ‘moves’

The core of the process is to ask:
– What happened?

– How did it happen?

– Why did it happen?

• Get the story (the real story not the one in the notes)

• Identify the care delivery problems

• Consider the contributory factors

• And what does this tell you about your system?

• Prioritisation and action
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Contributory factors: 7 levels of safety

• Patient

• Task

• Individual staff

• Team

• Working conditions

• Organisational

• Government and regulatory

Vincent, Adams, Stanhope 1998

Incidents are a window on the system
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Are our services becoming safer?

We do not know whether we 
are making progress or not

Vincent et al, BMJ 2008
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Just tell me  - are we safe?

Susan 
Burnett

Jane 
Carthey
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(Original idea was to develop a set of measures) 

The fundamental questions

• Has patient care been safe in the past?

• Are our clinical systems and processes reliable? 

• Is care safe today? 

• Will care be safe in the future? 

• Are we responding and improving?
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Has patient care been safe in the past?

Are our clinical systems and 
processes reliable? 

Is care safe today? 
Will care be safe in 

the future? 

Are we responding and 
improving?

Adverse events in older people 

• Errors, omissions
• Operative/procedural complications
• Hospital acquired infections
• Adverse drug events

Adverse 
events 
affecting all 
age groups
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Adverse events in older people 

• Errors, omissions
• Operative/procedural complications
• Hospital acquired infections
• Adverse drug events

Adverse 
events 
affecting all 
age groups

• Falls
• Pressure sores
• Incontinence
• Functional ± mobility 

decline
• Delirium
• Depression
• Nutritional decline
• Dehydration

The The 
geriatric 
syndromes

Should be thought of as adverse events
• Preventable?
• Prolonged hospital stay
• Increased morbidity and mortality

+
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• Clinical information available in hospital 
outpatient clinics

• Prescribing for hospital inpatient

• Equipment availability in the operating theatre

• Equipment available for inserting peripheral 
intravenous lines

Missing & faulty equipment

Site
Total 

operation
s studied

Number 
of 

operation
s with 

equipmen
t 

problems

Percentage 
operations 
with one or 

more 
equipment 
problems

A 258 50 19%
D 67 25 37%
F 165 19 12%

Total 490 94 19%
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‘We always need a colposcope with that list and time 

and time again it isn’t there or it’s broken or it isn’t 

back or nobody knows where it is’ 

Surgeon 3 Organisation A
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Sensitivity to operations

• Clinicians monitor their patients, watching for 
subtle signs of deterioration or improvement, 

• Leaders monitor their teams for signs of discord, 
fatigue or lapses in standards. 

• Managers have to be alert to the impact of staff 
shortages, equipment breakdowns, sudden 
increases in patient flow and other problems.

Soft intelligence

• Safety walk-rounds

• Using designated patient safety officers

• Operational meetings, handovers and ward 
rounds 

• Briefings and debriefings

• Day to day conversations

• And above all …. the patient voice

• …. To which we can now add real time EHR 
derived data
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Experts are constantly 
thinking ahead

• Pre-mission planning for 

• fighter pilots often takes longer than the mission

• Each part of the route is analysed for possible threats, 
whether from hostile aircraft, personal factors, weather or 
technical breakdown. 

• During the flight pilots devoted over 90% of available 
time to anticipation  

• Typically they developed a ‘tree’ of events that might 
occur over the course of the flight.

Amalberti & Deblon, 1992
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Anticipation and Preparedness:
Will care be safe in the future?

• WHO Surgery Checklist

• Risk assessments

• (falls, pressure ulcers, self harm)

• Risk registers

• Safety culture assessments

• Safety cases

• Bringing available information in the organisation 
to anticipate safety in the future

Integration & learning. Are we 
responding and improving?
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Berwick Report

“Most Health care organisations at present have very 
little capacity to analyse, monitor, or learn from 
safety and quality information. This gap is costly 
and should be closed and that early warning signals 
can be valued and should be maintained and heeded” 
(Berwick, 2013, p26)

Great Ormond St: team level

• Number of days since the last serious incident (SI)

• narrative, lessons learnt and recommendations

• Central venous line, MRSA (MSSA) infection rates

• Hand hygiene compliance rate

• WHO Surgical Safety Checklist compliance rate per 
clinical unit

• Common themes identified in executive walk-rounds

• Medication errors

• Top three risks from the clinical unit’s risk register.
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Response & Evolution
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Carthey & Downham, 2017
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