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V 

The Government iscommitted to building anew NHSthat offersfater, farm 
and higher-quality servicesto patients The modern NHS we arecreating must 
be constantly alert to opportunities to review and improve its performance. 

Advances i n knowledge and technology have i n recent decades i mmeasurably 
incxemed the power of health careto do good, to pre✓ent or treat illnesses 
against which therewaspre1iousy no ddfaioe. Yet they ha✓easo immea-
surably increased thecomplecity of heath caresystens Their unique 
combination of proc technologiesand human interactionsmeensthet 
modern health ceresystansaeanong themost complex in theworld. 

With that complexity comesai ineiitablerisc that at timesthingswill go 
wrong. And in health carewhai thingsgowrongthestakesarehigher than in 
almost any other sphereof human activity. 

No-onepretendsthat adversehealth caree✓enta asthisreport hastermed 
them, i bediminated from modern heath care. Health careinterveitions 
usually bringgret ben ita but they cai sometimes cause ham if thingsgo 
wrong. Thechallengeistoeisirethat themodern NHSisa;safeaplaceas 
possblefor patieits, and that theoutcomesof itscareaescewed even more 
overwhdminglyto the postive That is achalleigethisGovernment is 
determined to meet. 

Too often in thepast weharewitne d tragedieswhich could haiebeen 
a✓oided had theleesonsof pat acperieicebeei properly learned. Thetas<of 
theExpat Group wasto advise theGovernment on thestepsthat can betaken 
to eisare that the N H S learns from its ecperi mess, so that the risk of 
a✓oidableham to patientsisminimisad. 

This report exaninestheke~'fa ors work in organisations fa lure aid 
learning, arangeof practical ecperiencefrom other sectors and the present 
state of learning mechanismsin the NHS beforedraivi ng eondusons and 
making recommendations Its recommEnclEtions include the creation of anew 
national system for reporting and analysing edverseheelth careeieits to make 
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vi An organisation with a memory 

surethat key le nsaeidentified and leaned, along with other meesuresto 
support work at local level to a nalysee✓aitsand learn thelessonswhai things 

[!:sI'AT11tIIsJ 

I wdoomethisreport and will bestudying itsfindingsveryclos y. My fellow 
M inistersand I will beworkingwith theChief Medical Officer over the ned 
feN monthsto deade how best to tekeforwad the nece xy action. 

GRO-C 

Alan Milburn 
-Secretory of Satefor Health 
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1 The great majority of NHScareisof a very high clinic standad, and serious 
faIuresareuncommon in relation to the high volume of care provided eery 
day in hospitalsaid in thecommunity. Yet wheresaiousfaluresin caedo 
occur they can ha~edera tating consequetoesfor individual patients aid ther 
fanilie.~ causedistresto theusuelly vay committed health carestaff involved 
aid undermine public confidence in thesavicestheNHSprovides. In 
addition, the cumulativefinandal cost of adverseerentstotheNHSaid to 
theeconomy is huge. Most distre ngof all, such faluresoften haieafanilia 
ring, displaying strongsmilaitiesto incidentswhich hare occurred before aid 
in somecasesalmost Exactly replicingthem. Many could beavoided if only 
the lessonsof experiencewee properly learned. 

2 The introduction of clinical governanceprovidesNHSorgaiis#ionswith a 
powerful impeativeto focuson tackling advesehealth caree✓aits This 
report, commissioned by Health Ministesfrom an Expert group under the 
charmansiip of theChief Medical Office, setsout to re✓iewwhat we know 
about thescaleaid nature of seriousfaIuresin NHShealth care; to exanine 
theextent to which theNHShasthecapactyto learn from such faIureswhai 
they do occur and to recommend measjreswhich could help to ensurethat 
the likelihood of repeated failuresisminimised in thefuture Thework of the 
group was informed by eui deice and expel aice from a range of sectors of her 
than health, including industry, a✓iation aid acadenicres~rch. 

The problem 

3 Currently, NHSrEportingand information systemsprovideuswith apatdiy 
and incompletepidureof the sceaid nature of theproblen of serious 
fa I ures i n health care. We know, for ecanplE that Every year: 

400 peopledieor aeserioudy injured in adverseeraitsinvolving medic 
deiice 

nearly 10,000 people ae reported to hate ecperiaiced serious advesr 
reactionsto drug 

sound 1,150 peoplewho ha✓eban in recast contact with maital health 
se-vioescommit suicide; 
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viii An organisation with a memory 

nearly 28,000 written complaints are made about aspectsof clinical 
treatment in hospital 

theNHSpaysout wound £400 million ayes settlement of clinical 
negligencedams, and ha;apotentid liability of wound £2.4 billion for 
edging aid ecpected dams, 

hospital aoqui red infe Lions— sound 15% of which may be avoidable— ale 
estimated to cost the N H S ne rly £1 billion. 

4 Just as none of thesestatisticscai be attributed wholly to servicefalures, 
re arch in this country and abroad suggeststhat they give no indication of the 
potential trues leof theproblen. Thisissuehasbeei thesibject of major 
pieces of acadEmicres`arch in Austreliaand the USA, but work in the UK is 
in its i nfancy. Yet the best research-based esti meteswe ha✓e reed enough to 
suggest that in NHShospitalsaloneadversee✓eitsin which ham iscaused to 
patients 

occur in sound 10% of admissions —or a aratein excessof 850,000 a 
yam;

cost thesrrviceai estimated £2 billion ayear in additional hospital stays 
on without taking any axount of human or wider economic costs 

In addition, there ise✓idencethat some specific types of relatively infrequent 
but very serious adverse Events happen time and an over a period of yeas 
Inquiriesand incident investigationsdeterminethat `thelesaonsmust be 
leaned', but theeridencesuggeststhat theNHSasawholeisnot good at 
doingso. Still less is known about thestuation in primaycare; despitethe 
fact that it acoountsfor thegreat mgorityof NHSpatient conta tsand can 
still ExperienceservicefaiIureswhich ha/e serious consequences for individual 
patients 

Evidence and experience 

Research on leerningfrom faluresin health careisrdativdyspa yet the 
evidencefrom other aeasof activity — and in paticula from industry— revels 
a rich warn of valuable knowledge about thenatureof falureand of learning 
which isasrderatt to health caeesto any other aeaof human activity. 

7 When things go wrong, whether in health care or in another aivironmeit, the 
response has often been an attempt to ideitify an individual or individuals 
who must carry the blane. The focus of incideit andysshastended to be on 
thee a ntsimmediately surrounding an adverse went, and in paticula on the 
human actsor omissonsimmediately preoeding the erent itself. 

8 It isof course right, in health caeasin any other field, that individudsmust 
sometimesbeheld to axount for their ations— in paticula if thereis 
e✓idenceof ggossnegligenceor re klessne or of criminal behaviour. Yet in 
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Executive Summary ix 

the great majority of cam the causes of sariousfaluresstretch fa beyond the 
actions of the individuals immediately involved. Safety is a dynamic, not a 
static situation. In a sodaly and technically complec field such as health care, a 
huge number of factorsaeat work at atyonetimewhich influaicethe 
likelihood of falure These factors areacombination of: 

2rfiu faiiure : `unsafe ads committed by thoseworking at the sharp End of 
asyden, which aeusuelly short-lived and oftei unpredictablE and 

ic¢tir : that can develop over time and I ie dormant before 
combining with other factorsor activefaluresto breach asysten'ssafety 
defence& They ae long-lived aid, unlike maiy active fa l ures; can be 
identified and removed beforethey causean adveseeveit. 

Human error may sometimes be the factor that immediately preapitatesa 
seiousfaiIure, but theeaeus ally deeper, systenicfactorsat work which if 
addressed would ha✓epre✓ented the error or acted asa y-net to mitigate 
itsconssquences Weillustratethispoint with c~estudiesfrom theNHSaid 
from many other sectors, including theaviation industry. 

10 Activity to I n from and prevent faiIuresthereforeneedsto addressther 
wider causes It also needsto stretch beyond simply diagnosing aid publicising 
thelessDnsfrom inddenta to aisurethat theselesmnsaeanbedded in 
practice. Thedistindion between passveleaning (wheelessonsaeidentified 
but not put into practice) aid activelearning (wheethoselessonsae 
embedded into an orgaiisstion's culture aid practices) iscrudd in under-
standi ng why truly effective learning so often fa Is to take pl ace 

11 It isposgbleto idaitifyanumbe of barriefsthat can prevent activelearning 
from taking place, but thereaetwo aea;in particular wheretheNHScan 
draw valuablelessonsfrom theexpe iencoof other sectors 

Orc nisaticnall aiture iscentrd to y stage of the Ieaning pro —
from eisuring that inddeitsae ideitifiEd and reported through to 
ernbeddi ng the necessary changes deeply into practice. Thee is evideiee 
that `safety cultures, whereopei reporting and belaneed andysisare 
Encouraged in prindpleend by ®canple; can ha✓eapositiveaid 

quantifiableimpad on the performa1eeof orgauisstions `Blanecultures 
on the other hand can eicouragepeopleto cove up errorsfor fear of 
retribution and act against theidentification of thetruecaasesof falure, 
because they focus heavi ly on individual actionsaid largely ignoretherole 
of underlying systems Thecultureof theNHSstill erstoo much towads 
the

kepcs4inweAensaevitd in providing aeoreofsound, representative 
information on which to baseandysisand recommendations Expeieicein 
other sectors denonstrates the velueof systematic approathesto recording 
and reporting alverseeveitsaid themeitsof quarying information on 
`near misses aswdI ase✓eitswhich actually result in ham. TheNHSdoes 
not compaewell with best praaticein ether of theseaeea 
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An organisation with a memory 

12 Despitethepaticula diaaateristicsand compledtiesof heath caesystem~ 
there is much of value that can begeaned from re~rch and wider ecperience 
about thenatureof both falureand leaning. Theexperieiceof other sectors 
providesysuable poi nterstowads ways in which NHSsystemsmight be 
de✓d oped. 

NHS systems for learning from failure 

13 A number of systemssready edst in the NHSwhich Can, to vaying extents, 
be seen a; mechaii seas for learning from adverse healt h care e✓enta but col I ec 
tivdy they hatesaiousIimitations. TheseNHSsystansindude: 

a number of loco, regional and national inddeit reportingscheiie. 

ongoing national studiesin speaficaeasof cae, such the four 
Confidential I nquirie 

systan such asthoeafor complantsand litigation, which aededgned to 
investigateor respond to speaficinstaneesof poor quality card 

periodicexterna studiesand reviews(eg. theAudit Commission'sVeluefor 
Money studies); 

health and public health statistics and 

a range of interns and externs inddent inquirie; 

14 Someof thesesstems(such astheConfidentia Inquiriesand thenational 
reporting systen for incidents involving medical devices) achieregood 
coverage of very speaficc egoriesof event, and producehigh-quality reeom-
mendationsbased on anayssof the information collected. Overall though 
coverage is patchy and there are many gaps Gui dance on the reporting of 
adverseincidentsin the NHSstretchesback over 40 yeah but thereisstill no 
standardised reportingsystem, nor indeed astandard definition of what should 

15 Lod risk reportingsystems which should provideabedrodc for onwad 
reportingto regional or national systems aede✓eloping but smilarly vaiable 
Incident reporting systernsappear to be paticulaly poorly-devdoped in 
primaycare, and systematicreportingof'nea misses (seen asai important 
early warning of serious probl ems) is al most non-Existent across t he N H S 

16 Systemsvary too in thedeg'eeto which theinformation collected issabjact to 
analysis Mth the am of promoting leaning. Information from thecomplants 
system and from health carelitigetion in particular appear to begreatly under-
exploited asalearning resource. TheNHSaso securesvaiablevsuey both 
finandalyaid in useful IearningeKtracted, from the range of ad hoc incident 
investigationsand inquiriesundertacen every yea. Thereisnoanglefocal 
point for N H S i nformati on on adverse events and at pre nt it is spread across 
nearly 1.000 different organisations 
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Executive Summary xi 

17 TheNHSreoord in implementing the recommenclationsthat emerge from 
themvaioussystemsispatchy. Too oftei lessons ereideitifiel but true'aativd 
I earni ng does not take place because the necessary changes are not properly 
embedded in practice. Though thereissomegood evideiceof meaningful 
medium and Tong-term dnangeasaresult of Confidential Inquiry recommai-
dations for e(ample, these arerardydrivei through into practice and theonus 
for implementation and prioritisation isvay much on local services. Takeap 
can teed to'plateaa' once changes have been implemented by thosewho ere 
most naturally receptiveto than, and there is someedidencethat progress 
nationally can dip back if effortserenot sustained. 

18 T he relevved focus on quality as a core component of the Government's N H S 
modernisdion programme provides an opportunity to addresssomeof these 
sfhortcomings. There}oorting and aidyssof advaseheelth caeerentsshould 
be a specific focus for action, over and abovethegeneral drivefor improved 
risk matagemeit aid better ride reporting. 

The Way Forwarc. 

19 Thetimeisright for afundamental re-thinking of theway that theNHS 
epproachesthechallengeof leaning from adversehealth caeeveits. The 
NHSoften falsto learn thelessonswhan thingsgowrong, and hasan old-
fashioned approach in thisereaeompered to someother sectors Yet the 
potential benefitsof modernisation aetremEndous— in termsof livers ed, 
ham prevented and resources freed up for the delivery of more and better 
care 

20 Webdie✓ethat, if theNHSissuco~fully to modernise its approach to 
learning fromfalure, thereaefour keyaeasthat must be addressed. In 
summary, the N H S needs to develop: 

unified mechanismsfor reporting and andysswhen things go wrong; 

amoreopen culture; in which errorsor servicefalurescan be reported and 
discussed; 

mechanismsfor eisaringthat, where lessons are identified, the na y 
changesaeput into practice; 

a much wide appreciation of theveilueof thesysten approach in 
preventing, andys ng and leerni ng from errors 

21 Only if these four eonditionsaemet can theNHShopeto de✓elop the 
modern and effectiveapproach to learning from faluresthat it so badly needs. 
It is the specific action needed to create these conditions that our conclusions 
and reoommeidations c to addressin decal. 

RLIT0002440_0012 



Throughout this report weuseanumber of tams the definition of which hasbeen 
the subject of much debate An axureteappreciation of themeening ettathed to 
these terms is important in understanding fully our report and its conclusions. This 
brief glossary sets out the meani ngswe ha✓e attri buted to these key tams i n our 
report. 

Adverse hedth rare event 
An event or omisdon arising during diniczl care and causing physical or psjdio-
logca injury toapatient 

Error 
Thefaluretocompleteaplanned action as intended, or the use of an incorrect plan 
of action to achie✓eagvai amt 

H azard 
Anything that can causeharm2

H edth care near miss 
A situation in which an e✓ait or omission, or asequenoeof erentsor omission 
arising during clinical carefalsto develop further, whether or not asstheresalt of 
compensating xtion, thus prerenting injury to a patient 

Risk 
The likelihood, high or low, that somdxdy or something will be harmed by a 
hazard, multiplied by the severityof thepoteitia ham 

9-
Aset of interdepeident demaitsintaactingto athieieacommon am. These 
dements may be both human and non-humai (equi pmait, technologies etc.).3
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In this chapter we set out the rationale for the group's tasit. Serious 

incidents and failures of services are uncommon in relation to °the high 

volume of care provided throughout the NHS every day. Yet when they 

do occur they can have disastrous implications for patients and their 

families. When we read about serious problems they often have a 

familiar ring, displaying similarities to incidents which have occurred 

before. The expert group was set up to examine the extent to which the 

NHS currently has the capacity to learn from incidents and service 

failures, and to recommend steps which might be taken to help ensure 

that similar events can be avoided in the future. 

1 In December 1997, theGovernment published aWhitePaper TheNewNHS 
MoEn. D ►dabfe4, which set out ate n year modernisation strategy for the 
NHS Oneof the man amsof theproposdsset out in the WhiteP~er isto 
bring about a mgor impravenent in thequality of clinical caeddivered to 
patientsin theNHS 

A programme to improve quality in the NHS 

As pat of t here changes; a forma responsibi lity for quality has been pl aced on 

every hedth organisation in the country through arangementsfor clinical 

governaaoeat loco led. This responsblity isunderpinned by a new statutory 
duty of quality on NH S providers 

Clinical Governance 

"A framework through which NHS organisations are accountable for 

continuously improving the quality of their services and safeguarding high 
standards of care by creating an environment in which excellence in 
clinical care will flourish" 5
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An organisation with a memory 

1.3 Clinical governanceisthusan organisational concept. It requiresthecxeetion 
of a culture as wd l a; systems end methods of working which will assure that 
opportunities for quality improvement areidentified in all theorganisation's 
servieesand that over timetheeisamajor step up in thequelityof care 
provided throughout the N H S. 

1.4 Under thesenev policieslod clinical gove na1ceisrdnforced by ne 
national structures National ServieeFrameNorksend the National Institute 
for Clinical Exodleice(NICE) will set staidards, anew NHSF formance 
Assessnent Frame/vork will provide a better -balanced means of gaup ng N H S 
performance and the Commisson for Health I mproverlent (CHI) will review 
lost clinical governancearrangements TheCommisson will also ha✓ea 

'trouble-shooting role to help individual NHSorganisalions identify the root 
ca of iousdifficultiesaid adviseon themeasuresneeded to resolve 
them. 

Shifting the quality curve 

1.5 If asmplesummary measarewerea'ailableof the quality of careprodueed by 
each NHSorganisation and each dinid team within that organisation, we 
might ecpest that the milority would teed to duster near the middle of the 
range: Outlying valued whether representingvery good quality or very poor, 
would be much less common than more'a✓era_* performance One such 
pattern isshown in Figure 1.1. Theexact form of thecurveisnot important, 
only that values towards the middle of the curve areoommon in comparison 
with thoseat thetwo atremes. Thisform of central tendency isgene dly 
found in complex aid biological systerissuch as those underlying health care 
delivery. 

Number of 
organisations 

Figure 1.1 

lariation in the Quality 
of Organisations 

Sburce. Sala and Donaids r 19986

,ecH E M
`~ `Average 

C

Potential problems 

Quality 
low 

Exemplars 

Quality 
high 
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Introduction 

1.6 TheGovernment'spoliciesfor theNHSaim to addressall aspectsof this 
quality curve By doing so, and shiftingthecurvein Fig. 1.1 to the right in the 

"quality must be direction of higher quality, the major baiefitswill comefrom improving the 
.everybody's position of the`aie'agd, wherethebulk of health careorgaiisationsaid 

businesd, and no, clinical teanslie Thisundaliesthephiloscphythat quality must be 

simply an issue for `everybody's busi nea; , and not simply an i ssue for t he very best and t he very 

the very best and worst. This is a keyprindpleofcurreit policy toimprovedinical quality 

ti'ieveryworst" within thefranetvork of clinical governance 

1.7 It isalsc important, though, that wedo not losesight of theleft-hand tail of 
thecurvein Fig. 1.1. Orgaiisaiional performaicein theNHSwill never be 
homogenised to theEKtent that this`tail' will bealtogether el iminated, and it is 
inevitablethat whatever the position of the curve itself therewill always be 
orgaiisations whose performaiceisworsa(or better) thai the average The 
adverse events and failureswhich lie behind this pat of thecurve, however 
infrequently they may occur, can beascurceof valuable learning. They need 
to bestudied sc that valid le nscai bedravn, communicated aid leaned 
for thebeie1it of the NHSaid its futurepatients That proce5,providesthe 
focusfor the reel of our report. Asa result our report is bound to concentrate 
disproportionatelyon instaicesof poor outoomeaid failure 

Addressing serious quality problems 

1.8 The`problem' tail of thequality curvehescEused greatest concern in recent 
yes This is for two reasons Firstly, although serious problems in thequality 
of health cae ae uncommon in proportion to the hi gh vol ume of very good 
care provided, when they do occur theyi cai haiedevastati ng eonsequeices for 
individuals and their fanilies Secondly, storiesabout very poor caeregulaly 
hit the h ilinesand they worry people The,, give the i mpreon that the 
N H S i s powe l ess to prevent such di sast ers aid the,' generally undermine 
publiceonfideneein services. Rightly or wrongly, aeaountsof particular health 
servicefalureslead to the perception that they may/ be only thetip of ai 
is g bcneAh which much more poor quality lies 

1.9 Thisisan are~wheretheNHShasnot had astrongtrack record over its52 
yeas of edistenea The Government has recently acted to address the problan 
of unaccepteblequality of careaisng from the poor dinical performaiceof 
doctors A consultation paper7 has been published setting out proposalsto 
completely modernisetheapproach to poor dinical performaic with a much 
greater aiiphadson itspreveition aid early recognition and on fast, fair aid 
effective resolution of problernswhei they do occur. 

1.10 Not all seriousfailuresin quality of caewilI bedueEither wholly or in pat to 
poor performance by adoctor or other health professional. Poor professional 
performaicemayoccur in conjunction with other problenswithin theorgaii-
saiion. Alternatively, theservicefailure;may result from human error rather 
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4 An organisation with a memory 

than being the end result of apattern of poor practitioner performance 
Invariably though, human error will be combined with wider organisetional 
fatorswhich contributed to thefalure Thia aswiII be omeapparent, isone 
of the major themesof thisreport. 

1.11 Over time, wewould expect thededelopment of clinical governancein all 
health careorganisationswithin theNHSto redueethelikdihood of service 
falure An important part of thislocal processwill bethefurther development 
of risk management progammes, an approach which isaiready wdl underway 
as part of theoveral NHSapproach to eontrolsass.~ra ce Thework of the 
Commission for Health Improvement will assist and reinforcetheseloc l 
devdopmentsin quality improvement. 

An absence of learning from failure 

1.12 Amidst this major and oomprehensverangeof measuresto assureand improve 

'`the NHSisbehind quality in theNH$ there isonere~naningweek link. TheNHShasno 

some other sectors reliableway of identifying seriousIapsesof standards of care, anaysngthem 

wherethereare systemeticaly, learning from there and introducing changewhich stidcsso as 

risksin service 
to preventsmiIa~ e✓entsfrom recurring. In this respect the NHSisbdiind 

deiivery and where 
some other sectors where t here are risks in servi ce dal i very and where human 
safetyisatstake 

human safety isat

stakel 1.13 There area number of thingsweshould expect to see if, overall, systemsfor 
minimisng and learning from failuresareworking well. 

A service workh., well sh. .id expec. iat 

Serious failures of standards of care are uncommon. 
Serious failures of a similar kind do not recur on a future occasion. 
Incidents where services have failed in one part of the country are not 
repeated elsewhere. 
Systems are in place which reduce to a minimum the likelihood of 
serious failure in standards of care happening. 
Attention is also paid to monitoring and reducing levels of less serious 
incidents. 

1.14 Thestarting point for this report wasthat these conditions are by and large 
not fulfilled at pre t. Experiencesaggeststhat theNHSa;aserviceisnot 
Expert at preventing seri ous i nci dents or occurrences in which patients are 
harmed or experiencevery poor outcomes of care. Nor does it always learn 
efficiently or effectively from such falureswhen they do occur. 
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The present NHS position on a verse incidents 

Some failures occur which are avoidable. 
Untoward events which could be prevented recur, sometimes with 
devastating consequences 
Incidents which result in lapses in standards of care in one or more 
health organisations do not reliably lead to corrections throughout the 
NHS 
Circumstances that predispose to failure, and which if addressed could 
allow risks to be minimised, are not well recognised. 

The price of failure 

1,1 - The i mportance of addrea3 ng this deficit — the fei I ure to learn reliably from 
adverse emits— is i l l ustrated by seien s mple facls 

Ressardi sag #sthat an estimated 850,000 (range300,000 to 1.4 million) 
adverse events mi ght occur each year in t he N H S hospit al sector, renal t i ng 
in a£2 billion direct cost in additional hospital da~rsalone; someedverse 
eientswill beinevitablecomplicationsof treatment but wound hdf might 
be a✓oidable 

TheNHSpad out sound £400 million8 in clinical litigation srttlenentsin 
thefinancial year 1998/99 and hasapotaitial liability of around £2.4 
billion from existing aid expected dams when analysed many rases of 
litigation show potentially a oidablecauses. 

Therewereover 38,000 eomplaintsabout all aspectsof Fanily Health 
Services during 1998-99, and nearly 28,000 writtei complaintsabout 
aspectsof clinical treatment in hospitelselone9. 

At least 13 patients ha✓e died or been paralysed s nce 1985 because a drug 
hasbeen wrongly administered by spinal injection. 

Over 6,600 adverse incidents involving medical derieeswerereported to the 
Medical D eii ees Agaicy in 1999, including 87 deaf hs and 345 serious 
injuries10 

Experiencefrom theseriousincideit reporting system run by oneof the 
NHSExecutivdsRegional Offieessaggeststhat nationally at least 2,500 
adverse events a yeer occur which should be seri ous enough to regi ster on 
such systems 

ThecoststotheNHSof hospital acquired infections hate been imated at
nearly £1 billion ay , aid around 15% of comes are regarded as 
preiait le11.

The Committee's task. 

1.16 The present Expert Committee comprised (AnneKA) manbersfrom within 
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theNHSaid from someof the~ecialist agendesthat see the results of poor 
quality carein theNH$ aswell aseonsame representation. Committee 
membersfrom fiddsother than health caebrought important Experieieeaid 
ecpatiseon organisational failure, incidentsand disastersfrom other sectors 
In addition, wedrew on the particula expertiseof a number of eternal 
presentafsaid contributors The Committeewasestablished in Fe ruay 1999 
by thethai Health Minister BaonessHaymai, unde' theChairmanship of 
theChief Medical Officer', Professor Liam Donaldson. 

Terms of Reference 

"To examine the extent to which the National Health Service and its 
constituent organisations have the capability to learn from untoward 
incidents and service failures so that similar occurrences are avoided in the 
future. To draw conclusions and make recommendations." 

1.17 TheExpe't Committeeecplored fully theeonted aid issueswhich underlay 
itstermsof rfereice 

're Expert Committee's tasks 

Clarify the size and nature of the problem of avoidable service failure 
in the NHS 
Identify the issues underlying service failure in the NHS. 
Draw on experience, research and good practice from other fields in 
which organisational failure and disasters have been addressed. 
Establish the best ways to identify problems, collect data and analyse 
them. 
Set out an approach to achieve major improvement in the way the 
NHS approaches this problem. 

1.19 Extensiveusewasmadeof ca9estudiesand eanplesdraNn from both health 
caeaid non-health caeecpe'iaice. The majority waealrealy in the public 
domain, but all havebeen aionymised to protect individual patieitsaid their 
relatives 

1.19 E xperiBiceof adverseinddeitsisalmost entirely based on ther ocxarreieein 
secondary care It could beagued that they are morelikdy to happen in the 
organisationally complex, high technology Environmeit of a hospital. The 
truth isthat weamply do not know thefrequency and natureof such 
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problemsoo erring in primay care Theecanplesin this report therefore 
manly concern nday cae, but its core thanes aid recommeidationsae 
also intended to aioompassprimay care They will apply in paticula to 
Primay Care Groups and Primay CaeTrustsa5they develop asorgaiisa-
tions In thecont®ct of the conviction of theGeiaa Praaitioner Dr Haold 
Shipman for murdering 15 of his patiaits, Health M inistersalso a4Ced that 
our reoommendationsspedficalIy addressed thestuation in thissector, with 
paticula regard to incident reporting aranganeits 
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In this chapter we assess what we know about the scale of the problem 

of adverse events in the NH Sy in both human and financial terms, and 

illustrate briefly some of the kinds of events which occur. In fact we have 

relatively little reliable information to help us quantify the scale of the 

problem, but what there is gives at least some indication of the 

significance of this issue for the NHS: 

nformation on the scale of the problem 

2,1 Table2.1 captures, in summery form, information from aselection of the 
ecistingincident reportingaid reoording emswhichwedesaibein more 
decal in chapter 3. It does not provideacwmpleteor aocuratepictureof the 
scaleor natureof servicefaluresin theNHS and indeed not al thefigures 
cited will necessarily reflect `adverseincidetts as opposed, for ecanple, to 
una~oidabledeaths It providessomeinsght but must beregaded asaserious 
undeestimateof thes2Bof the problem. Specifically, theeaeno incident 
reportingsystemswhidi properlytakeaxount of adveseeventsin pri may 
care 

2.2 Someof these statistics provide a more reliable and completepicturethan 
others For exanplecoveageof statisticson suicides aid homicidesby 
mentally ill peopleisvirtuelly 100%, whereas the figures from Regional 
i nd deft rqDorti ng systens ere unl i kdy to reflect anything approachi ng true 
frequency. 

2.3 In the past, very little rese rdi has beat undertaken to comprehensively 
the proportion of episxlesof health carethat result in advesee✓eits 

However, relatively recently mgor studiesfrom theUnited 3atesof America 
and Australia hate yielded important data If theseareextrapolated to the 
N H S i n England, even a long for di ffeenoes i n health cae system the 
estimated number of patieitsinvolved isworryingiy high (Table2.2). 
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Source Event 

Confidential Inquiry — Suicides by people in recent contact with mental 

Suicides and homicides health services in the 12 months prior to the event 

Homicides by people in contact with mental health 

services in the 12 months prior to the event 

Confidential Enquiry - Deaths of women during pregnancy or 

Maternal deaths within one year of giving birth 

Confidential Enquiry - Deaths within 30 days of 

Pen-operative deaths surgery 

Confidential Enquiry - Stillbirths and infant deaths 

Stillbirths and deaths in infancy 

Complaints data Written complaints about aspects of clinical 

treatment in hospitals 

Written complaints about all aspects of 

treatment in primary care 

NHS Litigation Authority Clinical negligence claims settled by the 

claims data Authority above local excess levels 

Regional Serious Untoward Serious Untoward Incidents 

Incident Reporting Systems (as variously defined) 

Medical Devices Agency Adverse incidents involving 

medical devices (Including 87 deaths and 345 serious injuries) 

Medicines Control Agency Reported Adverse Drug Reactions (ADRs) 

Estimated annual 

number 

1150* 

40* 

125# 

20,000 

7,800# 

27,949* 

38,857* 

810# 

2,500 + 

6,610 

18,196* 

(9,819 serious) 

* Most recent year for which information is available. 

# Average of several years 

+ Extrapolated from the best-developed ional ap5em 
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Proportion of inpatient episodes 

leading to harmful adverse events 

Harvard Medical Practice Quality in Australian Health 

S"udy, 1991 Care S'udy. 1995 

3.7% 16.6% (half preventable) 

Proportion of inpatient episodes 0.7% 3% 
resilting in permanent disability or 

death in which harm was also 

caused* 

Broad extrapolation of findings to 

the NHSbased on 8.5 million 

inpatient episodes a year+ 

314,000 potential adverse events 1.414,000 potential adverse events 

60,000 potential instancesof 

permanent disability or death in 

cases where adverse events 

occurred' 

255,000 potential instancesof 

permanent disability or death in 

cases where adverse events 

occurred* 

It is important to emphasise that adverse events will not always be a causal or contributory factor in these cases Many of the 

patients involved will have been terminally ill, and adverse events may not have played a part in causing their disability or death. 

+ Extrapolated by the expert group for the purposes of the present report, not in association with the original studies 

5wrce.: Brennan et. al.1991'2, Leape et. al. 199173, Wilson et. al: 1995" 

These`ballpak' ExtreTolationsto the NH Sin England sewn to be supported 
by thereatltsof a recent small-sale pilot study of hospital inpatients in 
London (T2ble2.3). 

Whilst theprimay concern must of course be the human cost of savioe 
falures, the'eisalso some information a✓alablewhich can hdp to quantify 
someof thefinaidal coasof adverseevents Paid litigation damsaeone 
exanple they cost theNHSaound £400 million in 1998/99, in addition to 
ai estimated potential liability of £2.4 billion for edging aid Expected dams 
Theresiltsof the UK pilot study on adveseeventssaggest that nationally the 
ooas to the N H S of Extended hospital stays as a res,.tlt of adverse events coul d 

Proportion of inpatient episodes leading to harmful 10% (around half preventable) 

adverse events 

Direct cost of additional days in hospital asa £250,000 for 1.011 admissions 

consequence of adverse events 

Broad extrapolation to the NHSin England based on 850,000 admissions lead to adverse events 

8.5 million inpatient episodesa year 

Up to £2 billion direct cost of additional bed-days 

Source.- Vincent's
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be as high afurther £2 billion ayear—fivetimesthecostsof dinical 
neg igence l iti geti on. 

Case studies 

2.6 Throughout the report wedraN attention to particular problensthrough the 
useof case studies which serveto illustrate the nature of the i aesunderlying 
adverse eva~tsin theN HS In there of thischapta wepravideexanplesof 
thekindsof ad verseeveitswhidn can occur and their potential consequences 

Incidents involving incorrect medication dosage 

A hospital patient collapsed after a nurse gave her antibiotic tablets 

crushed in water via an intravenous drip. Only special fluids can be 

given via an intravenous drip. Similarly, antibiotics and other drugs can 
only be given in specially-prepared solutions and not through the 
impromptu crushing of tablets. The patient was rushed to intensive 

care and subsequently recovered. 

Source: NHSExecutive 

In a three-week period two young children received double the proper 
dose of medication in a hospital X-ray department, prior to having a 
scan. In both cases their weight had been recorded in pounds, rather 

than kilograms. Fortunately the children suffered no ill-effects. 
Source: NHSExecutive 

A premature baby girl died after being given an excessive dose of 

morphine — 15mg instead of 0.15mg — due to miscalculation of the 
dosage. The dose was calculated by the Senior House Officer. checked 
by a nurse and administered by the Senior Registrar. 

Source: NHSExecutive 

Incidents involving the use of technical procedures 

A number of women became pregnant following failure of earlier 

sterilisations which had been carried out by laparoscope (keyhole 

surgery). The surgeon had attached the sterilisation clips to the wrong 

part of the Fallopian tube. 

Source: NHSExecutive 

A patient had a Hickman line (plastic tube) in one of his veins to allow 

drugs to be administered over a long period of time. When it came for 

the line to be removed it was accidentally cut through and broke loose 

into his venous system, placing him at serious risk. He had it removed 

and recovered. 

Source: NHSExecutive 
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Incidents involving failures in communication 

A man admitted to hospital for an arthroscopy (an exploratory 
operation) on his knees had a previous history of thrombosis (blood 
clots). This was noted by a nurse on his admission form, but was not 
entered on the operation form which had a section for risk factors and 
known allergies. The operation was carried out and the patient was 
discharged from hospital the same day. Given his history of thrombosis 
the patient should have been given anticoagulant drugs following his 
operation, but because his history had not been properly recorded 
none were given. Two days later he was admitted to the intensive care 
unit of another hospital with a blood clot in his lungs. 

Source: Medical Protection Society Casebook No. 13, Simmer 1999 

A patient with leukaemia was about to receive a transfusion of blood 
platelets. The experienced senior nurse on duty in the ward noticed 
that there were small clumps visible in the platelet pack, and had 
questioned whether the transfusion should proceed. 91e was advised 
that these were probably small platelet aggregates which would be 
removed by a filter in the equipment. Following transfusion, the 
patient developed severe septicaemia and subsequently died. The 
platelet pack was found to be contaminated with E-coli, a bacterium 
that can sometimes be present in platelets through contamination 
from the donor's skin. It was found on inquiry that although non-
harmful platelet aggregates used to be a common feature. new 
processing methods had eliminated this, so that an abnormal 
appearance in the platelet pack should not have been accepted as of 
no significance. Steps were taken nationally to communicate this 
change to all relevant staff. 

Source: NHS Executive 

2 7 A graphic exampleof theway in which gmdficseriousErrorscan be repeated a 
number of timesova- a period of yeasisprovided by an analyssof incidents 
involving erroneous administration of aartan category of anti-cancer drug. 

History repeating itself: Errors in spinal injections proving catastrophic 

Since 1985 at least 13 cases have occurred of people (usually children) 
being killed or paralysed due to the maladministration of drugs by 
spinal injection. The circumstances have been very similar. 

Source: ferrew of published medical research. 
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2.8 Intrathe I (spinal) maladministration of drugswhich should instead ha✓ebeai 

administered by the i ntra'eious route is a rae3 but always very Seri out 
medical accident. Snee1985, 13 such axidentshaiebeen reported in medical 
literatureor to theCommitteeon Ssfetyof Medidn but it is not known 
whether thereae morethan this because no eompreheneveeentrd record is 
kept of such adversee✓ents 

2.9 Of the 13 documented maladministration acddent 12 involved injection into 
thespineof an anti-canes (cytotoxic) drug, specifically one group of drugs 
called vincaalkaloids(vinblastine; vincxistin aid vindesne). Tei of these 
accidents are known to ha✓e been fatal; thefind outcome is unknown in the 
remaningtwo. Thetwo published casereportsthat fellow aetypical of this 
kind of i ncideit. 

Case 1 

"A 10 year old boy with acute lymphoblastic leukaemia was accidentally 
given vindesine 4.5 mg intrathecally. After two hours he became drowsy 
with diplopia, third nerve palsy. and leg weakness. Folinic acid and 
dexamethasone were given and he made a transient recovery; 24 hours 
later the symptoms recurred and he died on the third day from 
progressive ascending paralysis. Necropsy showed leukaernic infiltration of 
the parietal lobes and arachnoiditis of the lumbrosacral cord and twelfth 
nerve nucleus — similar to the changes induced by intrathecal vincristine." 
5burce. Fbbbins et a! 198516

Case 2 

" A patient was prescribed methotrexate 10 mg intrathecally and 
vincristine 2 mg intravenously as part of their chemotherapy course. The 
drugs were prepared ready for administration by the pharmacy 
department Both syringes were sent to the ward in the same clear plastic 
bag. The syringes were labelled with the patient's name, the drug name, 
and the dose. The senior house officer gave both drugs via the intrathecal 
route instead of administering the vincristine intravenously as prescribed. 
The patient subsequently died. The doctor. who admitted at the inquest to 
not reading the syringe labels, was assisted by a student nurse. The doctor 
had not checked the syringe labels against the prescription nor verified the 
administration details with the nurse." 
.&urce: Cousins and Upton 1994 ' 

2.10 Thevincaalkeloidsaenot areoent clinical de✓elopmeit; first isolated from 
the periwinkle plant (Vincaroses) in the1950 they were introduced into 
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cancer chemotherapy in the 1960s Sncethen, they hate been widely used to 
treat theacuteleukaani lymphomas, and scmesclid tumours. Used 
properly, these drugs can be very effective in the treatment of some I eukaani as 
However, they have long been recognised asstrongy neurotoxic aid can kill if 
incorrectly administered. They can begivei safely only by the intra✓enous 

route, and should nera be injected into the spine, 

2.11 Product data sheets(summaiesof product characteristics), packagein t vial 
and pack labels and the British National Formulary al l carry prominent 
warningsof thishazard. For ecanple, thedatasheet for Oncovin (vincristine) 
carries prominent boxedwarningsin three separatepla and repeatsthe 
messagein thetect. The pack contansan aaxiliay waning sticker to be 
placed on syringescontaning the drug, and pre-prepaedsyringescontaning 
the product must be packaged in an ovawra}c waning label: 

"Do not remove oweting until the moment of injection. 
Fatal if (oven intrathet ly. For intravenous use only" 

2.12 Despite thelong-recognised neurotoxicityof vincaalkaloid and theprecau-
tionay measures described above, disasters involving these drugs continueto 
occur. A casein London in 1997 led to manslaughter chagesagainst the 
doctors concerned (eventually dropped by the Crown) and received widespread 
media attention18-19 yet afurther fatal casewa; reported to the Committeson 
Safety of M edi a nes the fol lowi ng year. 

2.13 Thecircumstancesin which vincaalkaloidsaresometimesused wean 
important contributory factor in theseaxideits. In virtually all of the 
documented cam the patient had been pre ribed intrathed methotrexate 
eombinedwith intra enousvincadkdoid. Thetwo injactionsarethei 
confused, or both aegvei bytheintrathecal route. Theconsequeiessae 
entirely predictable The patient may be in rerniaton from their cancer at the 
timeof theaxidant, which makestheevent paticulaly tra icfor the 
individual and their fanily. Thestaff concerned mayfacecrimind proeee ling 
in addition to NHSand professional disciplinary proce 

2.14 Thecircumstencesin which theseincideitsoccur aewdl known. They 
should beentirelya✓oidable; but ha✓enot been eliminated. Thisexannpleis 
taken further in section 3.13 of the next chapter to illustretesomeof the 
underlying causal fators 

The impact of adverse events on individuals 

2.15 Adverse events involve a huge personal cost to the people involved, both 
patientsand staff. Many patie ntssuffa increased pan, disability and psycho-
logical traama On oecason when the incide nt isinsenstively handled, 
patientsend their faniliesmay befurtha traumatised when their Expeieiceis 
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ignored, or where Explanations or apologies are not forthcoming. The psydio-
logical impact of the event maybe further compounded by aprotracted, 
adversarial legal proces& Staff may Experienceshahne, guilt and depreajon after 
a sa'i ous adverse a lent, which may again be eca a bated by follow-up 
aGti on.20,21 

2.16 Theeffect of adversee✓entson patients, their familiesand staff is not 
sufficientlyappreaated and moreattantion should begven towaysof 
minimising theimpact of adverseerentson all those involved. Theseisaae~ 
while of great importance cannot be fully addressed within this report and 
may requires parateattention, though we made some limited comment in the 
oont®ct of our discusson on litigation in chapter 4. 
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Chapter 2 — Condusions 
Information on the frequency and nature of adverse events in the NHS 
is patchy and can do no more than give an impression of the problem. 
Information from primary care is particularly lacking; 

International research (including a recent UK pilot study) has thrown 
light on the potential scale of the problems, and suggests that these 
may be around 850,000 adverse events each year in the NHS (range 
300,000 to 1.4 million); 

The financial costs of adverse events to the NHS are difficult to 
estimate but undoubtedly major — probably in excess of £2 billion a 
year; 

There is evidence of a range of different kinds of failure. and of the 
recurrence of identical incidents or incidents with similar root causes; 

Case studies highlight the consequences of weaknesses in the ability of 
the NHS as a system to learn from serious adverse events, 

There is a need for further work focusing specifically on how the 
impact of adverse events on patients. their families and staff can be 
minimised. 
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In this chapter we draw upon the research evidence available concerning 

adverse events riot just in health care but across all sectors. Extensive 

study in non-health care fields has shown that, within most uninten-

tional failures, there is usually no single explanatory cause for the event. 

Rather there is a complex interaction between a varied set of elements, 

including human behaviour, technological aspects of the system, socio-

cultural factors and a range of organisational and procedural 

weaknesses. Systematic study of these issues in the health care field is 

sparse, but the available evidence suggests a similarly complex pattern 

of cause and effect relationships. Learning from adverse events is also a 

complex phenomenon. Yet research suggests that it is possible to 

identify some of the barriers that prevent organisations from learning 

effectively from adverse events, and to put in place measures to help 

overcome them. 

Every yea sound the world minor catastrophesaid disastaslead to loss of life 
aid seriousinjury. Thetext blow isareminda of someof thosethat have 
occurred in Britan. Each gaveriseto huge public concern aid wasthesubject 
of aforma investigation or public inquiry. 

Non-health care disasters resulting in death 

Hillsborough and Bradford football ground tragedies 
Sinking of the fvlarchioness pleasure boat on the river Thames 
M anchester and Kegworth air crashes 

Southall rail crash 
Capsizing of the Zeebrugge cross-channel ferry Herald of Free 
Enterprise 

3.2 Each of these catastrophes was typified by theeomplec set of interactionstha`. 
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occurred between factorswhich precipitated the event. In no casawasthee 
any snglefactor which could bedeEmed to haveresulted in thefailures but 
rather an interaction between local conditions human behaviours social 
factors and organisational weaknesses But what do we know about the factors 
that influencele✓elsof hard, theprobability of falureaid theability of 
organisations to learn lessonswhen thingsgo wrong? 

3.3 Experienoehasbeen built up over manyyearsin undestatdingthereasonsfor 
accidents; disastersand system feiluresin a number of fields Academicsha✓e 

re rdied aid written widely on thesubjectsof human error, risk, crissand 
disaster management, as well asrdiebility engineering and safety management. 
Paticula industries—for EKanpleaviation and nudes poweganeation—
ha✓e been conspicuous in i mplerenti ng improvements based on Wstenatic 
leaning from axidentsand incidents Other ecpetshaveeommented on the 
conduct of inquiriesinto disastesand identified thefa torsthat appear to 
determine whether thar findingswill be implemented. 

3.4 A detailed review of the research literature is beyond thescopeof this re}Dort, 
though our referencesform asserted bibliography. In thischapte we 
highlight someof themain thernesthat enegefrom both academic reseach 
and practical ecperienceof preventing, analysng and managing falureof all 
kinds We look first at the underlyi ng causes of failure, and then at the factors 
influencing leaning. 

3.5 Thereisrelatively little information to drag upon which deals specifically with 
thehesth field, though wedo provide somewarnples. Much of thework that 
ecistsisbased upon ecperieneein theUS4which bring with it adifferent 
sodo-cultural and economicoonted in which thework isgrounded. There is 
currently a great deal of interest in the heelth care spheey following a number 
of well publidsed seriousinddents; so it islikdy that research in thisaeawill 
grow quickly. 

Understanding the causes of failure 
"Human error 

should be seen 
asa cone quence, 
not a cai , of 
failure" 

Human Error 

3.6 There aetwo waysof viewing human error: the p an-arntr& .pcadi and 
thes,denagorcad7. Theformer isstill the most dominant tradition within the 
academic l itea: ure on failure, I agdy because it i s more suited to the Benda of 
management. Thisapproach focuseson thepsydiologcd precursorsof error, 
such as inattention, forgetfulness and caelessness. Itsassodated counte-
measaresaeamed at individualsr he than stuationsand thessinvaiably 
fall within the"control" paradigm of management. Such eontrolsindude 
disciplinary measures, writing more procedures to guideindividud behaviour, 
or blaring, naming and snaning. Asdefrom treetingerorsasmoral issues, it 
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isolates unsafe acts from their contest, thus making it very had to uncover aid 
diminaterecurrErnt error trapswithin thesystem. Though attractivefrom a 
managerial aid legal perspective, as the predominant approach it isill-suited to 
the hc-2lthcare domain —or to aty other spherewhich has high-technology 
dements It is important to emphassethat thisdoes not mean that individuals 
should never beheld accountable for their ations 

3.7 Thes~vstem approach, in contrast, takesaholisticalanceon theislesof 
failure It reoognisesthat many of the problems fadngorgaiisationsare 
oomplec, ill-defined aid result from the interaction of anumber of factors 
Thisapproach startsfrom the pre nisethat humansaefallibleand that erors 
areineriteble, even in thebest run organisations(a notion captured recently in 
thetitleof theUSlnstituteof Medidnereport "To Err isHuman")22. Errors 
ae ssen as bei ng shaped and provoked by 'upstream' systemic factors which 
indudetheorganisation'sstrategy, its culture aid theapproacn of management 
towads ri sk and uncertainty. T he assod aced counter-measures ae based on the 
assumption that whilewecannot chaigethehuman condition wecan charge 
the conditions under which peoplework so as to mace then lesseror-
provoki ng. When an adverse e✓ent occurs the important issue is not who 
made the Error but how and why did the defences fa l and what factors hd pest 
to create theconditionsin which the Errors occurred. The wan approach 
reoognisestheimportanceof resliencewithin organisationsand also recognises 
the process of leaning as enhaici ng such resi l ience'-3, 24, 25 During the course 
of itswork, the Committeewas repeatedly struck by the i mportaioe of the 
system approach, aid we return to it late in the report. 

3.8 H umai error is commonly blamed for failures because it isoften the most 
readily identifiable factor operating in thepeiod just prior to an adverseeveit. 
Yet two important factsabout human Error aeoftei overlooked. First, thebest 
people can maketheworst mistakes Second, fa from being random, errors 
fall into recurrent patterns Thesarneset of circumstancescan provokesmila 
mistakes regadlessof the people involved. Any attempt at risk management 
that focuses pri mai l y upon the sapposed mental prods underlyi ng error 

"Human actionsae (forgetfuln inattention, cardes-ane negligeice, and the like) aid does not 
a key element in seek out and removethesr situational 'Error traps is sareto fall. The local 

many serious human erorsare the last and probably the least manacle part of the sisal 

inddentsbut they sequenceIeading up to scmeadvveseeveit. 

areonly pat of the 
explanation for why 

3.9 All organisationsopeating in hamirdouscircumstancestend to develop 
berries defeicesand safeguadsthat becomeinterposed between thesourceof 

disesterstnkes theha~rd and thepoteitial victimsor the lo th would occur should that 
risk beoomerealised. Thesedefencesmay bedthe'had' (physical contain-
ments automation and eigi neared safety features) or 'soft' (the procedure,, 
protocols administrativecontrolsaid people at the'shap end'). The human 
d emeits of a syst em can weaken or create gaps i n t here defen ces i n two ways 
by activefailuresand latent aznditia s26. 

Activefatu ae the 'unsafeacts committed by thoseat the snap end. 
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Thesecai besipsy laps mistakesor procedural violations They haveai 
immediate and usually short-lived impact on the defensive layers They also 
tend to occupy the spotlight in aiy subsequent invedigaion. 

I "'' tic' are comparable to 'resident pathogens in the body. By 
themselves they often do no paticular harm. They may Iiedormant in the 
,tern for long periods before eombi ni ng with local factors aid active 
faluresto peietrateor bypa sthedefeices. Re rdi ha;  suggested that 
orgaiisationscan embed the preconditionsfor falure, aid that thiscan take 
place over many years Latent condit ions ari so from strategicdeadonsmale 
by designers builders procedure-writersaid top maiagement. All such 
deasonshatethepotentid for seeding 'pathogens into the stem, even 
good ones (hencetheterm 'latent condition' rather than 'latent falurd). For 
ecanple, it isthebusnessof senior maiagemeit to alocatelimiteI 

"The evideicefrom resources But this israrelydoneon an equitablebeds Somedepatments 
a large number of get more, others Iess—for what seam like ansiblerearonsat thetime For 
accident inquiries the latter, these shortfa is can translate into error-provoki ng conditions in 

indicatesthat bad theworkplace—for eicample; time pressure, eccesdvefetigue, staff diortages 

events are more lack of ecperieiceaid inadequateequipmeit. Unlikeactivefalures whose 

often the result of prease forms ate hard to predict, latent conditions ate always present. They 

error-prone cai beideitified aid removed beforethey causeai adverseeveit. To use 

dtuationnsarda,c another aialogy: errors aid violationsat theshap aid aeIikemosquitoes. 

proneadivities Stet than one by one and they keep oncoming. The long-Iasting remedy is 

than they are of to dran the svampsin which they breed. The s✓vampsaretheever-present 

error prone people' 
latent conditions Howe✓ertheproce sof addre ngtheselateit conditions 
can strikeat the heart of theorganisation'scultureor thedominant 
paradigm within maiagement theory. Consequeitly, attempts to deel with 
such issuesaeoften problematic as they require quitefundanerita changes 
to theoorebdiefsaad vduesof senior staff within theorgaiisation. 

3.11 OnevieN of aoadent causation that heswidecurrency in thefiddsof aviation 
aid nuclear power generation iscalled the '&vissdie model. This is 
illustrated in Figure3.1. Ideally, all the defencessepaeting hazardsfrom 
potential lossesshould beintact; but, in reality, theya•emorelikedicesof 
SM ss cheese—full of holes Unl i ke the holes i n SMi ss cheese, howe✓e•, the gaps 
in system defences arecontinuousy opeiing, shutting aid shifting position. 
They aecreated, asdiscusised above, by a tivefailuresaid latest conditions 
Seriousdaiger aiseswhei aset of holeslinesup to allow abrief window of 

" lr health care, the accident opportunity. I n hi-teen, wd l-defended systems (eg. modern a rl i ners 
human elementsof and nuclear power plaits), with many layersof bariesaad uads such 
thesystemare accident opportunitiesarerae, but they can havederastatingconsequence& In 
often the last and many fieldsof dinica pratice however, there can berdativdyfav protective 
mod importai+ 'd ices i nterveii ng between danger aid ham. In surgery, for ecanple, very 
defenc ' little lies between then l pd and some untergeted nerve or blood vessel other 

that the skill aid traning of thesargeon. In health cara the humai elements 
of thesystem aeoften thela# aid most importait defences 
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The "Swiss cheese" model of accident causation 

Figure 3.1 

9wrce Aeas)n ;00727

Some holes due to active 
failure (eg. mistakes, 
procedural violations) Hazards 

0 

r I 1 Other holes due to latent 

Losses •i I  conditions (eg. faulty equipment, 
lack of staff training or experience) 

Sicce~ve layers of defences, barriers and safeguards 

A good e(ampleof the need to put human error into perspectiveisprovided 
by the 1989 Kegvvorth ar crab. 

Human error in perspective — the Kegworth air crash 

In 1989, 47 people died when a British Midland Boeing 737-400 aircraft 
crashed onto the M 1 motorway. The immediate act precipitating the crash 
was the shutdown by the crew of the wrong engine following an engine 
fire. The pilots were criticised for acting too quickly and for failing to 
assimilate information from their instruments. The official report made a 
number of recommendations concerning changes to the aircraft as well as 
pointing to the faults of the pilots and cabin staff. The media though used 
the shorthand of 'human error' to describe the event. 

In fact the accident at Kegworth illustrated how system failure can occur 

at a number of levels. In the first instance there was a failure of the 
technical component itself which resulted from the fracture of the engine 
fan blades. The specific nature of this failure was not identified by the 
aircraft's warning system which failed to provide the pilots with 
unambiguous information concerning the nature of the event. There was 
also a failure in the decision making processes of the pilots which led to 
their incorrect diagnosis of the source of the engine failure and led them 
to dose down the wrong engine. A series of communication failures 

compounded the problem. The pilots claimed that they were constantly 
distracted by communications from air traffic control and this impacted 
upon their reassessment of the decision to close down the right-hand 
engine. In addition, there was also a failure of the cabin staff and the 
passengers to communicate their observations of the smoke and flames 
from the left-hand engine. 

Finally, there were a series of organisational and environmental factors 
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that combined to create the climate in which the failure occurred These 
included the design of the cockpit and its instrumentation, the protocols 
available for fault finding, the difficulties facing the pilots in repro-
gramming the automatic landing computer and the training given to the 
pilots to allow them to convert to a new type of aircraft 
Source: Smith 199928

3.13 In theNHStoo, adverseeventsareoften the result of aseriesof errors or 
omissions lading up to the critical event itself. This is powerfully illustrated by 
the sequence of emits leadi ng to the death in 1997 of a young boy from 
maladministration of an anti-canee' drug —an issuewesummarised in chapter 
2. In this sect ion we take the case study further by and ysi ng the undelyi ng 
eveitswhidi led to thetraaedy. 

3.14 Researchers hate identified a number of general factorsthat influencedinical 
practioy many of which can be related to incidentssach as that i llustrated in 
detail above It isreedilyapparent that issaesrdatingdireatlytotheindividud 
health careprofe onal aeonly onesmall subset of thefactorsat work in 
dinical practice; 

Fad )rs th ir e fence the d IN ary of t^ ealth care 

Institutional context 
Organisational and management factors 
Work environment 
Team factors 
Individual (staff) factors 
Task factors 
Patient characteristics 

Source. Vincent, Taylor-Adams and Stanhope 199829

3.15 Thisisnot to sar that individudscan beabsclved of their reDonsibiliti nor 
that disaplinay action isnever appropriate—for ecamplein cagesinvolving 
mdiciousactsor grossnegligence Rathe' the systen approach suggeststhat we 
should not automatically aeumeor seek out somesa1ou blane✓vorthy 

individual failing as t he pri nci pal cause of ai adverse a,rent. A focus solel y on 
thefdlingsof individual health ceresteff will missimportant causesof adverse 
eventsand hamper effective leaning. 

The system approach to error management 

3.1E Research speafically focused on health ceresystems suggests that as many as 
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Sequence of events 

A child was a patient in a district general hospital (DGH) and 

due to receive chemotherapy under general anaesthetic at a 

specialist centre. He should have been fasted for 6 hours 

before the anaesthetic, but was allowed to eat and drink 

before leaving the DGH. 

No beds were available for the patient on the oncology ward, 

so he was admitted to a mixed-specialty "outlier" ward. 

The patient's notes were lost and not available to ward staff on 

admission. 

The patient was due to receive intravenous vincristine, to be 

administered by a specialist oncology nurse on the ward, and 

intrathecai (spinal) methotrexate, to be administered in the 

operating theatre by an oncology Specialist Registrar. No 

oncology nurse specialist was available on the ward. 

Failures 

Fasting error. Communications problem between DGH and 

specialist centre. 

Lack of organisational resources (i.e. beds for specialised 

treatments) 

Patient placed in an environment lacking oncology expertise. 

Loss of patient information. 

Communication failure between oncology department and 

outlier ward. 

Absence of policy and resources to deal with the demands 

placed on the system by outlier wards including shortage 

of,edalist staff. 

Vincristine and methotrexate were transported together to the Drug delivery error due to non-compliance with hospital 

ward by a housekeeper instead of being kept separate at all times policy, which was that the drugs must be kept separate at all 

times 

Communication error. Outlier wards were not aware of this 

policy. 

The housekeeper who took the drugs to the ward informed staff Communication error. Incorrect information communicated. 
that both drugs were to go to theatre with the patient. 

Poor delivery practice. Allowing drugs to be delivered to 

outlier wards by inexperienced staff. 

The patient was consented only for intrathecal methotrexate and Poor consenting practice. Ainior doctor allowed to take 

not for intravenous vincristine. consent. 

A junior doctor abbreviated the route of administration to IV and 

IT instead of using the full term in capital letters 

Consenting error. 

Poorpresribing practice. 

When the fasting error was discovered, the chemotherapy Communication failure. Poor handover of task responsibilities 

procedure was postponed from the morning to the afternoon Iist. 

The doctor who had been due to administer the Intrathecal drug Inappropriate task delegation. 

had booked the afternoon off and assumed that another doctor 

in charge of the wards that day would take over. No formal face-

to-face handover was carried out between the two doctors 

[continues on next page] 
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Sequence of events Failures 

The patient arrived in the anaesthetic room and the oncology inadequate protocols regulating the administration of high 
Senior Registrar was called to administer the chemotherapy. toxicity drugs. 
However the doctor was unable to leave his ward and assired 

the anaesthetist that he should go ahead asthiswasa straight-
forward procedure. The oncology Senior Registrar was not 
aware that both drugs had been delivered to theatre. The 

anaesthetist had the expertise to administer drugs intrathecally 
but had never administered chemotherapy. He injected the 
methotrexate intravenously and the vincristine into the patient's 
spine. Intrathecal injection of vincristine is almos invariably fatal 
and the patient died 5 days later. 

Goal conflict between ward and theatre duties Poor practice 
of expecting the doctor to be in tvio places at the same time. 

9tuational awareness error: 

inappropriate task delegation and lack of training Poor-
practice to allow chemotherapy drugs to be administered 
by someone with no oncology experience 

Drug administration error. 

70% of adverse i nd darts ere preientabl a H owe a, alt hough errors can be 
minimised they will neter be oompletdy Eliminated — particularly where hi gh 

"F9sl t'c specifrclly volumesof activity occur. It hasbeen estimated, for ecample, that a600 bed 
focused on health teaching hospital with 99.9% error freedrug ordering, dispendng aid admin-

caesysterns istration wiII ecperienee4,000 drug errorsayea30. So measuresaso need to 

suggeststhat as betaken to limit the adverse consequences of thoseerrorsthat still oaur. This 

may as 70% of i nvd ves sled gni ng or modifying sistems so that they ere better able to tolerate 

adveseincidents inevitable human errorsand contan their dannagng consequeices. 

are preventable" 
3.17 WhiIst thosecommitted to the person approach tend to alIocatethebulk of 

thdr resources to trying to makeindividudsIessfalIible; the system approach 
amsfor acomprehensiveprogammedirected simultaneously at peoples teemsi 
tacks workplacesand institutions Thereisnosinglesolution which can be 
appI ied in every d rcumstatee 

3.18 Since serious adversaieventsi-Erelyheve ad ngle~ isolated cause, sttanptsto 
prevent or miti gate adverse eients need to address not just si n~ a event cha ns 
but systems asawhole WhiledeteiIsof somefuturefaiIurecan hadly Bier be 
predicted, defaieescan beinstalled that will limit their bad effects. Well-
deagned systemscan minimisletheharmful effectsof errorsby anticipating 
their occurrence aid detecti ng thern at at early stage A si mple ecanple is the 
word processing package. I is designers understood that people can edt files 
without sating than. So they built in ranindersatd `fordng functionsi to 
make thismoredifficult. Smiles principlescan beapplied to Eliminating error 
trapsin hamrdoussystems and indeed to theepplication of design solutions 
Oneecampleof the latter in health careisthede✓elopmait of automatically 
retractingsjringei which expos>etheneedleonlyat themomait of injection, 
as at ad to thepretattion of needle-stick injuries. 

High-technology, high. risk procedures 

3.19 H igh-technology, high-risk procedures hate been little researched for the r 
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releranoeto adverseeients. Howe✓er recent research saggeststhat pa-ticula 
factorscan be work in this fidd, and that it warattsconsideration asa 
particularly important aeaof health care 

3.2r High-technology areas such asinteisivecae unit s Emergency rooms;
operatingtheatresaid high-risk medidnesadi as oncology, traisplaitation, 
neurosurgery, cardiac surgery and gene therapy shore many si mi l aiti es with 
other oomplecsodo-technical systemsin which people and complec 
technologies interact. It islogd to condudethat theoriesof orgaiisation or 
system amclents such as those we hate discussed in thischapter, aeapplicable 
to adverse erentsoccurring in theseaeas F tionsin theoperatingtheatre 
or in thewad aeoftei the result of ai accumulation of multipleminor and 
major failures matyof which may ha✓ethdr orignsawajfrom theimmediate 
environment of care. 

3.21 Therein howe✓er, amgor duff erencebetween high-rise medidneand complex 
sodo-technic systemssadi astheaiation industry. Technic advancesin the 
latter hadebeen such that major technical failuresererarecompared to human 
failures In high-risk medicine; failuresmay beattributableto poor patient risk 
(for ecanpleif apatient isin poor general health), inherent risk in some 
difficult treatmentsaid/or poor performaiceof care providers 

"Even in cis of 
majorhumar 

3.22 Recent research into theseinte'actionshashighlighted the role of humai 
failuresover aid above the risksascribebleto paticula conditions aid to 

fatlures, appropriate 
particula high-risk tr ments. It also shower! that even in casesof major 

oomlviour ng human failures appropriatecompeisating beha✓iour ran present adverse 
behaviour can e✓ents 31
arevent adverse 
eventsi' 3.23 The same study demonstrated that very little is doneto eradicate the many 

s all faiIuressometimeshadly noticed by thedinicierns providing care They 
wereshown to hareamultiplic iveeffect scithat they becameasgnificait 
risk factor. Dealingwith theseminor failuresisoneof themost challenging 
tasksof health careorgaiisations They aesc subtlethat most of than ere not 
reported e'en in the most open incident reportingsystern. The Employment of 
human factors experts es outside observers for re arch purposes has been 
extremdyuseful in detecting these minor failures, but whether such techniques 
erea}opropriateor fea blefor more general applicion atraining and 
quality improvement tool is more questionable. 

3.24 Other r  'di has shown that for one high-risic procedure, coronay artery 
surgery, the rate of post-operative complications; did not correlate strongly with 
post-operativededh rate& Therewashoweier acorrdation between death 
ratesand sucoessin rectifyingcomplic ionswheii they did aisa thehospitai 
with the highest mortality had ahigher rateof failureto rescuefrom compli-
cation, rather than ahigher rateof complication sa32

3.25 What all thissuggestsisthat to agreat ectent high-risk medidneisbound to 
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bee✓entful and that serious errors and oomplicationswill ne✓er beeadicated, 
simply becausethere is a le✓d of risk for which no systen can fully 
compensate. Focusing on correction, recoveyor r ue from thesecomplica-
tions and fa lures— on error management eswel l as on error prevention — is an 
important and under-recognised waif to improvesafety in theseaeas Many 
medical and surgical tearns whilst being perfectly capable of darling safely 
with ̀ straightforwad' caste may not hadethecapacity to eopewith serious 
adverseevents Thisisoneof the most fundamental differeicesbetween 
success and fei I ura 

Factors influencing learning from failure 

3.2F afar in this chapter we hate set out some key principleson thenetureof 
error and failure; illustrating someof thecompledtiesin thisaeaaid 
highlighting the importance of systems in understanding why thi ngsgo wrong. 
In thenet section we consider someof thefactorswhich influaicetheability 
of organisationsto learn from failureswhen they do occur. 

The learning loop 

3.2? Organisational learning isacyclical proees the key eomponentsof which can 
bedescribed with refaaiceto an approach which wehateadapted from a 
model used by British Petroleum in the context of itswork on knowledge 
management (Fig 3.2). Of necessty this model greatly ova-simplifiesthe 
prooes;it depicts—omitting for exahnpletheimportant dimeision of feedback 
'short dreuitd within theproces;  —but it servesto illuelretethefundainaital 
stepsin alearningcyde. 

Figure 3.2 
The Learning Circle 

S uroe: Adapted to .taatth care from a 

mode! devetcped LW BPAm000 
rriorillse,

disseminate, train ►  Anaiysis 

tistill and 
.'alidate 
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3.28 The process does not differ regardlessof whether learning tares place before; 
during or after thee✓ent. Thefirst half of the learning cydee tielly 
ooncernstheidentification of learningopportunitiesaid thedevdopment of 
sound solutions Monitoring of savicedelivery activity— induding adverse 
eveitsatd theecperiencesof others— providesa bads for adcing questions 
about how i mprovanents can be brought about and Errors avoi ded. Some 
oommeitators have suggested that a key pat of this process is ̀s semdci ng'33
—enaaringthat individudsatd organisationsatudly understand what the 

"It isdifficu{tfor truenatureof their a(perieiceissothat it providesasound bassfor leaning. 
effective leaning to It isfa moredifficult for effectiveIearningtotdceplaoeif the initid under-
talceplaceifthe standing of what ha; occurred is iousyflaived. In paticula, it isimportant 
initial under- to consider ecperieneesin theeontect of thevaioussensin plaoeand the 
standing of what way these inte at, because only in thisway is it possble to oometo sound 
L.. oaxarredis oondusonsabout thenatureof potential aid actual risksfa eat. 
seiouslyflawed' 

3.29 Once potentid and actual ridcshavebeen identified, they must be properly 
a alysecl to identify lessonsfor policy and practice Lesgonscan beectracted 
from the pool of avalableinformation through andyss; but that need to be 
distilled —to mekesurethet theesseneeof the leaning points is properly 
captured — and their vdidity tested in theory or practice Validation is 
important whereideaseomefrom ecperieneein other or or orgaiisations—
transferability isoftei poseblebut cannot beassamed — but it isdso a key 
step in leaning from a pe1eicewithin atem or an organisation. It isdl too 
easy to reach a oonduson or dray a lesson which appears obvious: but which 
does not in fad stand up to testing. The initid ae±eit of theecpeieiceor 
diagnossof theproblen may beflawed, or the solution identified may not in 
practice addressthe issue effecti vely. 

3.30 The second pat of the leerni ng process once sound solutions have been 
derived, isto mdcesurethat they aeput into practice. Leerning points need 
to betrandated into practical polidesand actionsthat can beimpleneited at 
the appropriate level. Thesepractical changesthen need to beprioritised, to 
providea deer agenda for action, and dissernineted to the rdevant audience 
Training isavitd tool in ensuringthat information on change is both dissemi-

rrri 

3.3, Action to implement and apply improvementson theground isan Essential 
pat of theleaning process. Lessonscan be`leerned' on one level, in that there 
is a strong avaaness of whet needs to change and why, but if there ere bari as 
in placeto theapplication of that leaning in pra tieetheactiveleaning 
process wi l l fail. However, to sustain longterm change sol uti ons also need to 
be firmly embedded into the culture and routine practice of theorganisation. 
Only if diangeissuoce ully embedded in an organisation will it surviveonce 
the"heet" is paeeved to havegoneout of a paticula problen. If an organi-
sation focuses intensively on a problan for ashort period of time but forgets 
about it when neuv prioritiesanergeor key personnel moveon, effective 
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Iearninghasnot takes place Asweha✓edr lyobsaved, Ie rningisnot a 
one-off event, it is an ongoing dynamic. 

3.3^ Finally, continuous monitoring of chaigesand improvementsin pradiceisan 
e ntial part of ongoing Iearning and improve-neit. 

3.33 All the evidence suggests that thelette- stagesin thisIearning process are 
critical in eisuringthat organisational behaviour isactudIy changed aresult 
of thelessonsdrarvn from adveaseinddents; and that true ̀ le rning' requires 
morethanjust theidentific ion of valid lessons But it isat thestagesof 
implementation and eribedding that thelearning loop often nsto fracture 

3.3' The literature isrepletewith examples from arangeof different sectorswhere 
lessons had bean dearly aid correctly drawn from experience, but for one 
reason or mother these lessonshad not been translated into eFfectiveorgaiisa-
tional le rning. Theted belowoutlinesfour such examples—two from the 
NHS aid two from of her spheres 

examples off . rest_ do :he leamu I loop 

Bradford football ground fire 
On 11 May 1985, a fire started in the main stand during a match at 
Bradford City's Valley Parade ground, Rubbish which had been allowed to 
gather beneath the wooden stand was ignited by what is believed to have 
been a discarded cigarette, and within a matter of minutes the stand was 
ablaze. 56 people lost their lives, and another 200 were injured. 

As early as August 1969, the Fire Prevention Association published an 
article entitled "Playing safe in sporting arena&' which gave details of 
several fires which had taken place in football stands like the one at 
Bradford, and warned that "Should a fire break out, particularly if a game 
is in progress, a major tragedy could result." 
Source: Toft 199234

Taunton train fire 
In the early hours of 6 .ily 1978 at Taunton, Devon, bed linen stored 
against an electric heater in a railway sleeper car caught fire and set the 
rest of the car ablaze. Although staff and travellers reacted with 
commendable speed. 12 passengers died and a further 16 were 
injured. 

British Rail had received a warning five years previously that bed linen left 
on the sleeping car heater was a source of danger, following an inquiry 
after linen caught fire on a Glasgow-E-iiston train. Apparently, the lessons 
of the fire on the Glasgow-Euston train were not passed on because at 
the time of that incident all the sleeping cars on the Western Region were 
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steam heated. Unfortunately, when the Western Region sleeping cars 
were converted to electric heating nobody thought to inform them of the 
previous incident. 
9. urce: Toft & PEynolds 1997'5

&iicides by mental health inpatients 
For some years it has been recognised that a major means of suicide 
among inpatients in mental health units is hanging from curtain or shower 
rails. A paper drawing attention to this was first published in 197136. 
These events can be prevented fairly simply by fitting collapsible rails 
which give way under the weight of a person. The 1999 report of the 
National Confidential Inquiry into Suicides and Homicides by People with 
Mental Illness concluded that hanging, and in particular hanging from 
non-collapsible structures such as bed and shower and curtain rails, is still 
the commonest method of suicide among mental health inpatients. A total 
of 81 mental health inpatients committed suicide on the ward by hanging 
in the two years to April 1998 — two thirds of all suicides which took place 
on the ward. 

On at least one occasion a collapsible curtain rail which had given way, 
preventing a hanging, was incorrectly repaired. When another patient 
later attempted to hang himself from the same rail it failed to collapse and 
the patient died. 
Source (suicide statistic: a" afer Services 1999'' 

Death due to incorrect urinary tract irrigation 
A patient with urinary tract stones underwent a procedure, under 
anaesthetic, in which her upper urinary tract should have been washed 
out with a special fluid. In fact plain water was used by mistake. The 
water affected the patient's bloodstream, and she suffered a fatal heart 
attack in the operating theatre. Despite details of the incident being 
circulated to all relevant hospitals a second similar incident almost 
occurred within a few months in a hospital only 30 miles away. 
Fortunately in this case the mistake was spotted before the fluid could be 
administered, and no harm came to the patient. The surgeon involved 
pointed out that, at a distance, the bags of different irrigating fluids 
looked identical. 
3urce: NHSExecutive 

"It isonlythrough 3 3: TheNHScaeestudiesin particular aegood ecanplesof the phenomenon of 
ac# ivelearningthat 'p vd leaning vdid legonshaiebeen draNn from expaienoe, but they have 
the benefits of not been fully implemented. By contrast, 'activd leaning involves both 
experienceare draMngvalid condusonsaid putting them into pradice38. It isonlythrough 
actuallyrealised" active leaning that thebend9itsof ecpeienoeaeaatudly r i d. 

3.36 SomeNHSecamplesof'activelearning' —wheeeffectivedhangesin practice 
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do appear to have beei made to prevent particular problems recurri ng — ae 
provided by the Bade to Seep' campagn to reduce cot deaths. 

The Back to p Campaign — tivi learning in the NHS saver e lives 
of 3,000 babies 

In the 1970s and 1980s advice given to new parents by health care 
professionals was that babies should be placed in their cots on their fronts. 
it was reasoned that if a baby regurgitated milk choking was less likely 
than if the baby were lying on its back 

Research from several countries, confirmed by work from Bristol published 
in 1990, found that babies placed on their backs had a lower incidence of 
'cot death' An expert group convened by the then Chief Medical Officer 
in October 1991 reviewed this and further evidence from Bristol where 
the cot death rate had fallen after health care professionals started 
encouraging mothers to avoid prone sleeping positions in 1989 

Asa result from December 1991 the Department of Health and the media 
ran a campaign to educate parents (the Back to Seep campaign). Cot 
deaths have halved in the years since the campaign. This is an example of 
rapid, active learning in the NHS which led to the saving of over 3,000 
babies lives in the six years up to 1998. 
Source: NHSFxecutive 

3.37 Thepostion of theconfidentia inquiriesoonduded in theNHS(seeaso 
paagra7hs4.40-4.43) isandf-war house betweei aativeaid pa velearning. 
It is pa6sve because recommendationsdo not often lead to mandatory and 
immediate procedural change but rather rely on the published report to ha✓e 

an impact. On theotha hand, becaasrit istageted at speaficprofeEdona 
practitione s; some of its recommendationsaetaken very seriously so that a 
momentum for change i s i nduced. Exampl es ae shown at the end of chapter 
4, whafewediscussin moredetal theNHSscaoacityto implement leaning 
from ecisting information source& 

Barriers to learning 

"Individuals may 3.38 In genera, e~cperienoein the N H Said in other orgenisetionssaggetsthat 
learn from their individualsmay learn from their mistakesbut thosraound than often fal to 
mistakesbut those do so. I ndividuals may learn because mistakes cause then Emotional pan, even 
aroundthem often if they go unnoticed by others I n some cam of course, individuals may 

fail to do so refry n from hearing key metes as a kind of persona 'defeice mechanism' — 
this is portly a personality f ur though people can betaaght to apportion 
re onsbiIity more reasonably. 
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Barriers to learning — an NHS example 

An NHS acute psychiatric unit had been regarded by staff and managers 
as a troubled unit for some years. Although it had not experienced a 
major adverse event as such, there were acknowledged problems of an 
unsuitable physical environment and poor standards of care. The 
perception of staff working in the unit was of "a catastrophe waiting to 
happen". Yet it was only after a critical Mental Health Act Commission 
report, which described the unit as one of the worst in the country, that 
any action was taken. 

The management team brought in to turn the unit around was ultimately 
successful, and two years later the unit received a national risk 
management award. But it took the impact of a very critical external 
review to galvanise the organisation into action on what had for some 
time been widely recognised failings. Even once the change process had 
begun, a number of latent barriers to learning and change — at individual, 
team and organisational levels —still had to be overcome. 

Specific barriers identified by those brought in to turn the unit around 
included: 

misdiagnosis of the real problems within the unit. Violence and 
aggression had become commonplace in the unit because the standard 
of care had completely broken down. Rather than seeing these issues 
as symptoms of underlying systemic problems, the organisation initially 
responded to the immediate difficulties by fitting more locks, 
tightening security and installing a new seclusion room. These 
"solutions" simply exacerbated the real problem of a poor 
environment of care and compounded existing system failures: 
the "dosed" system within which the unit had operated. The unit 
was isolated from the wider care system and therefore not open to 
feedback from service users and other key stakeholders. A sustained 
effort had to be made to lower barriers to external feedback and keep 
them down; 
the inability of management to engage with the human and 
emotional dynamics of change. A "macho" approach to management 
and care meant that staff were either emotionally "burnt out" or they 
were emotionally blurted and appeared uncaring. The immediate 
emotional needs of staff had to be addressed, and sustained through 
the provision of supervision and support, to enable staff to separate 
their own issues from the needs of their Patients: 
the failure of senior managers to acknowledge and act on concerns 
which had been raised repeatedly by staff. One senior manager 
involved later spoke of a situation approaching "organisational 
denial", and staff in the unit felt frustrated and angry that the organi-
sation had failed even to register, let alone act on, concems which 
they had repeatedly raised; 
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the distracting effects of constant organisational change. The period 
in which the unit had deteriorated most markedly was characterised by 
major changes in management structures movement among senior 
personnel. Senior managers"took their eye off the ball" asthey 
became preoccupied with organisational restructuring. 

Source: Presentation to the Committee on the experience of the Ssymour Clinic. East Wiltshire 

NHS Trust. Winner of Health r4ce Journal Management Awards Rsk Management category, 

1998. 

3.39 Although individuasaemorelikdy to lean from indda ts, particularly if 
theyaoo t a degree of reponsbiIityfor than and/or they ecperiencethepain 
of a publicaocideit, what they learn may not alwadsbeuseful. For ecanple, it 
may lead to more defeisvepra ice— perhapskeping patiattsin hospital 
longer than is warranted. A focus on the individual maces it harder for systems 
to learn, to spread the impact of eventsor accidents beyond their immediate 
environment. Reaeadie shave identified a number of 'barriers to Ieerning 
which contributeto this 

Barriers to organisational learning 

An undue focus on the immediate event rather than on the root 
causes of problems; 
Latching onto one superficial cause or learning point to the exclusion 
of more fundamental but sometimes less obvious lessons: 
Rigidity of core beliefs, values and assumptions, which may develop 
over time — learning is resisted if it contradicts these: 
Lack of corporate responsibility — it may be difficult, for example, to 
put into practice solutions which are sufficiently far-reaching; 
Ineffective communication and other information difficulties — 
including failure to disseminate information which is already available; 
An incremental approach to issues of risk — attempting to resolve 
problems through tinkering rather than tackling more fundamental 
change; 
Pride in individual and organisational expertise can lead to denial and 
to a disregard of external sources of warning — particularly if a bearer 
of bad news lacks legitimacy in the eyes of the individuals, teams or 
organisations in question; 
A tendency towards scapegoating and finding individuals to blame — 
rather than acknowledging and addressing deep-rooted organisational 
problems; 
The difficulties faced by people in "making sense" of complex events 
is compounded by changes among key personnel within organisations 
and teams. 
Human alliances lead people to "forgive" other team members their 
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mistakes and act defensively against ideas from outside the team; 
People are often unwilling to learn from negative events, even when it 
would be to their advantage; 
Contradictory imperatives— for example communication versus 
confidentiality; 
High stress and low job-satisfaction can have adverse effects on 
quality and can also engender a resistance to change; 
Inability to recognise the financial costs of failure, thus losing a 
powerful incentive for organisations to change. 

Source: Derived from 9rith and Eliot 199939, Firth-Cozens 20004  Wason 19604

The importance of organisational culture 

3.40 A key issuein theinstitutional oonted of adverse Events is that of culture This 
is important for two reasons F rst, people may come and go, but ai effective 
safety culture must persist. Second, culture is perhapsthe only aped of an 
organisation that isa;widespreal as itsvaiousdd'encea assudi, it can exet a 
eons stent i nfl uence on these barriers and safeguards—for good or ill. Airlines 
operateglobelly with similar equipment, training and licensing, but that the 
risic to pe gersanong different carriersvaiesby afactor of 4242. A 
significant pat of thisvariation can probably beattributed to differing'safety 

„People may come cultured. 
and go, but an 
effectivesety 3.41 It hasbeen argued that. safety cultured fa from being mysteriousintangble 
culture must entities, can beesiabl isihed by identifying and putting in placetheir key 
Est" components The process can essentialIybesean a; one of oolIectiveIeerning, 

or of a oonstait aid ad i ve aNaeness of the potent i al for failure. 

3.42 Expe'ieneeand research studiesaiggest that safety islikdy to beastrong 
feetureof ai informed culture; which hasfour critical sub-componentS 3: 

a reporting culture creating an organisational dimatein which people are 
prepared to report thdr arorsor near-misses As pat of this process data 
need to be properly analysed aid fed bade to staff making rgportsto show 
what action is bei ng taken; 

ajust culture not atotal absanceof blan but an atmosphereof trust in 
which people are encouraged to provide safety-related information — at the 
same time bengdear about wh&ethe line isdrawn between axgptableand 
unaoceptablabehaviours An e<anpleisthearlinesafety sjen which we 
discusslater in thisdiapter; 

aflcdbleculture: which respedsthesicillsaid abilitiesof'front lind staff 
aid which alIowscontrol to panto tasic egpetson the spot; and 

a leaning culture the wi Iii ngness and competence to draw the appropriate 
condusionsfrom itssafety information s3rstem, and thewill to implement 
major reformswherether need is indicated. 
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Absence of a safety culture 

Non-NHS In November 1996 an outbreak of E-coli 0157 (a serious 

gastro-intestinal infection sometimes carried on raw meat) occurred in 
Lanarkshire, Scotland, affecting around 500 people and causing at least 20 
deaths. The outbreak was traced to a single butcher's shop and bakery 
which operated a substantial wholesale and retail trade in cooked and raw 
meat products. The infection had been spread from raw meat to cooked 
food because of inadequate food preparation, handling and hygiene 
standards. The business concerned had undergone considerable expansion 
during which insufficient attention had been paid to the maintenance of 

food safety. 
Source: Report of the Pennington Groups' 

NHS A young boy died in October 1998 after failing to recover from a 
general anaesthetic administered at a dental practice. A fatal accident 
inquiry concluded that the boy's death could have been prevented if a 
number of reasonable precautions had been in place. There was no 
agreement with the local hospital for rapid transfer of patients in 
emergencies, no heart monitor was attached when the anaesthetic was 
given and the anaesthetist lacked a specialist qualification. In addition, the 
risks of a general anaesthetic and possible treatment alternatives were not 
discussed with the boy's mother, the practice failed to employ a properly 
qualified anaesthetist's assistant and all staff lacked training in responding 
to medical emergencies. 
Source: Fatal accident inquiry repor~. February 2000"` 

3.43 Thepotaitial of safety culturesto hateavey postivea-id quantifi leimpat 
on the performance of organi sati ons is wel l-illustrated by the ecpe i aice of part 
of theShdl oil company between 1981 and 1992. 

Impact of a safety culture 

In 1982, Shell Oil Tankers (UK) experienced a number of accidents in 
which a total of six employees lost their lives. These incidents forced the 
organisation to take a critical look at, for example, their safety policies, 
rules. regulations, operating procedures, training courses, mechanisms for 
learning from accidents, methods of disseminating information, methods 
of raising employee awareness of safety issues and their long-term 
strategy on safety. Thus what they actually, if unconsciously, did was to 
take a hard look at the safety culture of their organisation. 

Following this review, the company instituted a new long-term safety 
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management philosophy encompassing everyone who worked for the 
company. Components of this new approach included a visible 
management commitment to safety, new safety management techniques 
and training, more research into safety, an emphasis on learning from 
mistakes within the organisation and elsewhere, mechanisms for dissemi-
nating safety information, ways of motivating personnel to be safe and 
the fostering of a "no blame culture" so employees would feel able to 
admit their mistakes. 

One of the key success indicators for this programme was judged to be 
the lost time accident frequency — a measure of the time off work lost 
across the organisation as a result of accidents. By 1992, the company had 
reduced its losstime accident frequency to one sixteenth of its 1981 level. 
Source: Toft 1998A6

Overcoming barriers to learning and creating an informed culture 

3.44 A combination of resaach and ecpe-ieieealso suggestsa numbs- of waysin 
which some of the bariasto active leerning cat be ovaeomeor minimised, 
helping to creAeinformed cultureswhich cai learn from aid respond to 
falurez 

What can we do to create an informed culture? 

Raise awareness of the costs of not taking ri sk seriously. There is a 
need for more routinely available data on the human and financial 
costs of adverse events, 
Focus on "near misses" as well as actual incidents. This can remove 
the emotion from an incident and allow learning to take place more 
effectively. It is also easer to keep near miss data anonymous, itself a 
factor in encouraging reporting; 
Ensure that concerns can be reported without fear. Bearers of bad 
news may fear that they will be ostracised or silenced: dear rules 
about what must be reported. and regarding reporting as good 
behaviour rather than as disloyalty will all help; 
Avoid simplistic counting. Data must be analysed and synthesised to 
reveal their underlying lessons; 
Develop effectively-led teams as mechanisms for culture change. 
Teams need to be firmly linked into the wider management structure 
to ensure that alliances within them do not hamper learning. Team-
based training can also be a useful tool here. 
Use external input to stimulate learning. External input can help 
teams to think outside established parameters and challenge 
assumptions about the way things are done. User involvement can be 
of particular value in encouraging learning; 
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Ensure effecx.vw eomn,unication and feedback to front-line staff. 
Teams and organisations must operate on genuinely two-way commu-
nication, not just "top down" Communication systems need to be in 
place to allow people to see what has changed as a result of incident 
or near miss reporting; 
Give a high-profile lead on the issue. Make it clear both nationally 
and locally that safety and quality are key goals; 
lacognise staff concerns. Try hard to emphasise the personal and 
service benefits of change rather than just the threats. 

,%urce: Derived from Frith-Cozens 2000 op. at. 

Safety information systems 

3.4F Detecting and accurately recording errors is afundameital step in learning 
from Experieice. It isoemmon-saisethat wenead to know what is wrong 
beforewecan takestg7sto put it right, but thisisnot alwaysjust aquestion of 
monitoring adveseoutoomes Not a1I unsefe systems produce bad outcomes 
all thetime The potential for disatesmay ekist, but for any number of 
reasonsthosedisastersmight not occur at all, or occur vey rarely —what has 
been tamed `a dynanic non-eveit'. 

3.4E If theeareno bed outcomesto monitor, safety information srstansnesd to 

„Naar missescan be 
collect, analyseand di ninateinformation from ink identsand near misseS, as 

seen asa free 
wdl as from regular proactive checks on the system's ̀ vital s gns. As far back as 
the 1940ss resaach i n industry demonstrated that for each accident causing 

le n full-blown serious injury, theewaeafar greeter number of a adeitswhich resulted in e; 
insidinadartshavea minor injuriesor no injury at el - `near mi 47. This phenomenon can be 
high human and graphically illustrated as in figure 3.3. 
finanual cost" 

3.47 Most acddeitsha✓ethepoteitial to produce saiousinjury but do not do so 
in practice— ether becauseof someinterveition or compensation or smply 
through good fortune By confining analyssaid learning to erectswhich 
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result in serious ham werisc scaving IeaningtowadsaverysmalI cross 
section of acddentss and may missotha importait lessonsfor thefuture 
prereition of a1verseerents 

3.48 Hanrich estimated aratio in industry of one major injury aid 29 minor 
injuriesto 300 no-injury accidents To someedent thehesth of areporting 
system can bejudged by theproportion of minor incideitsto moresrrious 
reported incideitsaid accidents thegre er theproportion of minor incidents 
reported, the better the reporti ng system isworking. 

3.49 Thereaepractical ecamplesof the useof'nea miss reporting in other sectors; 
for Examplein theavia:ion industrywhich wediscussin moredetail below. 
Some aeas of activity— i nd udi ng the health service— may produce actual 
adverseoutcomeson amorefrequent bass, but monitoring of near mi scan 
still highlight further isueswhidi might not otherwise be detected. 

Approaches to analysis 

3.5G One of the challenges which many different sectorsface is the task of both 
learning from aid minimising the ri sk of so-called 'one-off' eieits. It is of 
coursetrueto say that no specific disaster or seriousincideit occurstwiee ech 
is in someway unique However it isquitepo blefor en event which ison 
mother level of a alyssvery smila to occur elsewhere— eai in acompletely 
different sector. 

3.51 Learning from untoward afents can be seen as taki ng place on t hree di fferait 
Ievels 

Tti I._ GIs of organisational Ic iming 

individuals and organisations involved in a particular incident can eai 
draw their own lessons from it; 
more general lessons can be drawn from an analysis of the factors 
surrounding an incident, 
some learning can take place si mply as result of being made aware 
that a particular event has taken place. 

&urce: Toft 19924" 

3.52 Thesecond of these, thedratving of general lessonsfrom individual complex, 
Iage-sicaleinddents(termed'isomorphic leaning by resaerdiers) can bea 
powerful tool for hdpingto preveit falureswhich, though not identical in 
eery respect, aein some wayssmila to thosewhidi haveoccurred 
previously Resea-chersha✓esuggested anumber of different waysin which the 
talc can be approached. 
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?es of transferable IF..aming 

'iff rent imrrents can create identical hazardous situations: two or more 
separate events may take place and manifest themselves in very different 
ways, but lead to the creation of what are on one level identical 
hazardous situations. 
Different organisations can have similar experiences: different organisa-
tions operating in the same business may experience what are in essence 
very similar incidents. 
C Iferent kinds of organisation can have operational similarities: organi-
sations in different lines of business may use identical or similar tools, 

techniques or procedures in their work, presenting similar or identical 
hazards. 

Vcfferent parts of .,n organisation can have the sarr tharact~...4ics. 
where the organisation involved is very large it may have many 
operational sub-units which generate the same products or deliver the 
same services. Large companies such as Railtrack and General Motors 
provide examples, along with local government and — of course — the 
National Health Service. 
.)uroe: Toft 199243

"Organis ions 
operating in 
oompletelydifferent 
spherescan draw 
learning from each 
other's experiences 
of aoddentsor 
adverseeventsi' 

3.53 Of course there are some cautions. In particular, when looking for similarities, 
thereisa need to guard against a uming that eiaitswhich tipper superficially 
similar are in fact similar. Just asappereitlyverydiffeent inddentscan in fact 
sharekey common features, eventswhich might at first look similar can in fact 
be vey different on a more fundamental Aid. It is also important to guard 
against what hasbeen termed `decoy phenomenon', whe-eattaition and action 
isfocued on awdl-defined heowd whileothe- potentially mores rious 
problems are mi ssed.5o 

3.54 Thisapproach does howeve- suggest that, given an appropriateleid of 
analysis; organisationsoperating in eompletelydifferent spherescan dram 
leaning from each other'sepeienoesof accideitsor adve-seedents The 
following brief case studies illustrate how inddantswhich at first seem very 
different can in fact haieremTkablesmilerities 

Misinterpret& n of instrument: 

Non-NHS Two airliners came dose to colliding over London when an air 
traffic controller instructed the wrong pilot to descend. The two aircraft 
were cirding waiting to land, but the aircraft were so close to each other 
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on the controller's radar screen that their identity tags were difficult to 
read. The controller wanted the lower of the two aircraft to descend but 
mistakenly instructed the higher aircraft to do so. The aircraft were within 
approximately four hundred feet of each other when the pilot of the 
higher aircraft spotted the danger and dimbed to safety. 
3.wrce: Toft 1999°

NHS Machines called cardiotocographs (CTGs) are used to monitor and 
display fetal heart rate during labour. They rely on ultrasonic detection of 
foetal heart movement. Reports to the Medical DevicesAgency revealed 
that several incidents occurred where, despite the fact that the monitors 
were showing a heart trace and gave no indication that anything was 
wrong, babies were delivered stillborn. It is believed that in these cases the 
CTG was in fact recording the maternal heartbeat rather than that of the 
fetus. A safety notice issued in March 1998 advised users of CTG 
monitors to confirm that the CTG is displaying the fetal heat rate. to use 
monitors in accordance with the manufacturers' instructions and not to 
place reliance on a single monitoring system. 
&urc Wety Notice MDA 'N 9813 

Rogue individual behaviour within a weak management framework 

Non-NHS On 26 February 1995 Barings Bank was forced into 
receivership owing £840 million. The collapse was caused by a rogue 
trader, Nick Leeson, who had deliberately circumvented established 
company rules and regulations to engage in high-risk trading activity. The 
board of the bank had been aware that such abuse was technically 
possible, but did not perceive the risk as being real because they did not 
believe that a member of their staff would behave in this way. 
Source: Contemporary media reports 

NH& During the months February to April of 1991, Beverley Allitt, a nurse 
on the children's ward at Grantham and Kesteven General Hospital, killed 
four children in her care and harmed nine others by a variety of methods. 
The independent inquiry into these incidents identified shortcomings in 
the management and organisation of the hospital, citing lax operational 
procedures and failure to act quickly and deasvely on suspicions of foul 
play. It concluded that these failings contributed to the vulnerability of the 
unit to this kind of rogue individual behaviour. 
Source: The Allitt Inquiry, 199452

Staff acting beyond their competence in critical situations 

Non-NHS A young student tenant died from carbon monoxide poisoning 
following the installation of an inappropriate type of boiler in the 
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bathroom of her flat. The actual installation of the boiler was also carried 
out to an unacceptable standard. During the subsequent trial the court 
wastold that the gas fitter was not competent to install the boiler nor was 
he registered with the Council for Registered Gas Installers (CO RGI) as 
required by law. 
Source: Toft 19993

NHS An unaccredited perfusionist (technician) was allowed to work 
unsupervised following major heart surgery on a baby in 1998. A blood 
filter was inserted incorrectly into the heart bypass machine which he was 
supervising, and the machine failed. Although the Coroner concluded that 
the baby was already fatally ill before the machine failed, under other 
circumstances such a failure would almost certainly have been fatal. 
Source: NHSErecutive 

Using equipment for a purpose which was not intended 

Non-NHS An engineer checking a high-pressure water pump indicator 
light on a control panel at a nuclear power plant in Japan left an 
aluminium rod, which he should not have been using, inside the computer 
he was working on. The rod caused a short-circuit which created a false 
signal leading the reactor's computer to conclude that one of the three 
pumps used for circulating water in the reactor waswcrking when it was 
not. As a result the computer turned off the other two pumps. This action 
caused a large rise in temperature to occur forcing the automatic 
emergency core cooling system into operation and a rapid shutdown of 
the reactor. 
Source: Toft 199P 

NHS In 1996, four babies contracted the same type of serious infection at 
a neonatal unit in the West Midlands. Two died and one had to have part 
of a limb amputated. The organism causing the infection was traced to 
wooden tongue depressors which were being used as splints to immobilise 
limbs for the insertion of intravenous lines. This was ad hoc adaptation of 
a piece of equipment with disastrous consequences. The Medical Devices 
Agency (M DA) advised hospitals to stop using wooden tongue depressors 
as limb splints, to use proper splinting materials and to ensure that nursing 
procedures required skin under splints to be checked regularly. 
Source: Hazard Notice MDA HN 9604 

Warnings ignored 

Non-NHS 144 people, including 116 children, died at Aberfan. South 
Wales in October 1966 when a large amount of coal mining waste slipped 
down a hillside and engulfed part of the village. Over the years there had 
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been many warnings from the local population about the dangers the tip 
posed, especially after a number of previous slips. However, no remedial 
action was taken by those responsible to rectify the situation. 
Source: Toft & fgynclds 19975" 

NHS In September 1994, a man suffering from paranoid schizophrenia 
ran over and killed a stranger. He was charged with murder but found 
unfit to plead and was detained in a high security hospital. The man had a 
history of severe mental illness stretching back over 10 years and had 
been admitted to hospital on a number of occasions. His condition deteri-
orated while his social worker was on leave, but despite the fact that a 
neighbour and drop-in centre workers raised concerns with social services 
nothing was done until the social worker returned. The social worker 
visited once more a few days later after a neighbour again raised 
concerns, but the subsequent inquiry commented that his' possible need 
for hospital treatment was not met". Shortly afterwards he ran over and 

"With hindsight it is killed a woman in a car park. 

easy to see a Source: Main et. al. 1996 ' 

disaster waiting to 

happen. We need 

to develop the Dangerous omissions 
capability to 

Non-NHS An aircraft of the FDyal Flight was forced to make an 
achieve the much 

emergency landing when the aircrew noticed that all four of the aircraft's 
more diffic lt —to engines were experiencing a significant drop in oil pressure. Before landing 
spot one coming" the pilot had to shut down two of the engines and a third as they taxied 

on the runway. Upon investigation, the cause of the problem was found 
to be that none of the engine oil seals had been replaced during routine 
maintenance and so when the engines were running they were all losing 
oil. 
Source: Toft 19995' 

NHS Two patients died in separate incidents when partially-used 
containers of intravenous fluid were reconnected to administration sets. 
Both patients suffered fatal air embolisms (air bubbles in the bloodstream). 

A subsequent DADA safety notice emphasised that partially-used 
intravenous fluid containers should always be discarded because re-use 
increases the risk of both air embolism and infection. 
Source: Hazard Notice MDA HN 9702 

Systems for learning from experience — the example of the aviation 
industry 

3.55 Sbmeindustrieshaieinvested significant reaoureesin devdoping systensto 
gather and a alyse information on sa'vicefaluresaid to ensurethat lens 
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aesjstenatically impleineited. The best ecainplestend to occur in sectors 
where real-I ife ecpaietee has shown that the potetti d consequeices of failures 
aehigh in human, environmental or financial terms—for exanpletheoil, 
nuclear and arlineindustries. A comprehensiveratie i of thesesystersis 
beyond thescopeof this report, but amevaluableinsightscan begleened 
from a brief re✓iew of what is probably the best-developed Osten, that 
operated bythearlineindustry. 

3.56 TheAviation en operates internationally, though reporting of 
Iowa-level incideitsin particular isbette-developed in some countries than in 
others The~rsten hasfiveprincipa components, which combineto providea 
meensof detecting, analysing and acting on actual incidentsand "near miser' 
or other errors along with proactiveideitification of iss eswhich haiethe 
potential to poseasafety risk if left unchecked. 

Components of the aviation safety s tc-k n 

P"cident and serious incident investigations, governed by the 
International Convention on International Civil Aviation (ICAO) 
Accident/ Incident Data Reporting Programme (ADF~). ADRIEP 
includes provision for the international dissemination of investigation 
reports. 
The Mandatory Occurrence Reporting Scheme (MORS), which 
provides a mechanism for notifying and reporting a range of adverse 
occurrences regardless of whether they result in an accident. MORS 
feeds into a database at national level for trend analysis and feedback 
to the industry. 
The Confidential Human Factors incident Reporting Programme 
(CHIRP), which is administered by an 'ndependent body and which 
provides sensitive follow-up and feedback on reports of human errors 
that have been rendered anonymous. 
Company safety information systems, such as British Airways s BASIS 
system, which record all levels of safety-related incidents. Information 
is shared on a peer basis within systems, and staff report with an 
explicit reassurance that no individual will be pursued for an honest 
mistake. 
Uperational monitoring systems, which proactively monitor crew 
competency through regular checks and review Flight Data Recorder 
information from every flight. There is management! union agreement 
on handling of any incidents or failures detected in this way. 

3.57 Thefocusof thesysten ison detecting and learning from not only accidents 
and safiousincideits, but dsp Iowa-lead incideitsor near mi meof 
which might ha✓ethepoteitial to lead to amoreseriousoccurretce. The 
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"In aviation the great 
majority of learning 
is extracted not 
from accidents 
therr lvesbut 
from incidents 
which had the 
potential to result in 
aoddent~' 

a✓iation safety 9jstein receives reports of around 600 incideit 30 serious 
inddeitsaid 10 adcidentsfor e✓eryonefetal aocidait. Thus in aristion the 
great majority of leaning isEKtracted not from acddeitsthenselvesbut from 
incideitswhidi had thepoteitial to result in accidents 

3.58 Yet the aviation safety information system has not always been so wel l-
deddoped. Advaicesove theta ten yeErsdemonstratethepoteitid greatly to 
improveorgaiisation incident reportingsystensin ardativelyshort spaoeof 
ti me if the issue isgiven sufficient priority. 

The situation ..,rich led to the establishn mi of the Briti: Airways 
safety information system (BASS) 

" In 1969 British Airways possessed 47 four-drawer filing cabinets full of 
the results of past investigations Most of this paperwork had only historic 
value. An army of personnel would have been required if the files were to 
be comprehensively examined for trends or to produce useful analyses." 
Captain Mike Holton senior Manager efety Services British Airways Ffc. 

3.5~' From rich on the diaacteristicsof effeictivesafety information systanss 
together with eKperieieefrom thea✓iation industry, wecan dray anumber of 
eondusonsabout thechaadeisticsof effectiveincideit reportingsjstens 

Characteris_. s of effective incident reporting systems 

separation of collection and analysis from disciplinary or regulatory 
bodies 
collection of information on "near misses' as well as actual incidents 
rapid, useful, accessible and intelligible feedback to the reporting 
community 
ease of making a report 
standardised reporting systems within organisations 
a working assumption that individuals should be thanked for reporting 
incdents, rather than automatically blamed for what has gone wrong 
mandatory reporting 
standardised risk assessment — i.e. a common understanding of what 
factors are important in determining risk 
the potential for confidential or de-identified reporting 
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Chapter 3 — Conclusions 
I Awareness of the nature, causes and incidence of failures is a vital 

component of prevention — ("You can't know what you don't know"); 

Analysis of failures needs to look at root causes not just proximal 
events; human errors cannot sensibly be considered in isolation of 
wider processes and systems. 

Error reduction and error management systems can help to prevent or 
mitigate the effects of individual failures; 

Certain categories of high-risk, high-technology medicine might be 
regarded as special cases. In these areas the level of endemic risk is 
such that serious errors or complications will never be eradicated. The 
evidence suggests that here a focus on compensating for and 
recovering from adverse events might be an important part of the 
approach to improving safety and outcomes; 

Organisational learning is a cyclical process, and all the right 
components must be in place for effective, active learning to take 
place. Distilling appropriate lessons from failures is not enough: there is 
a need to embed this learning in practice, and it is at this stage that 
the "learning loop" often fails, 

It is possible to identify a number of important barriers to learning 
which must be overcome if the lessons of adverse incidents are to be 
translated into changes in practice; 

Culture is a crucial component in learning effectively from failures: 
cultural considerations are significant in all parts of the learning loop, 
from initial incident identification and reporting to embedding 
appropriate changes in practice. Safety cultures can have a positive 
and quantifiable impact on the performance of organisations~ 

Sound safety information systems are a precondition for systematic 
learning from failures. They need to take account of the fact that low-
level incidents or "near misses' can provide a useful barometer of 
more serious risks, and can allow lessons to be learned before a major 
incident occurs, 

Given appropriate approaches to analysis, it is possible to identify 
common themes or characteristics in failures which should be of use in 
helping to predict and prevent future adverse events; 

The NHS is not unique: other sectors have experience of learning from 
failures which is of relevance to the NHS 
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In this chapter we set out recently implemented arrangements for quality 

improvement in the NHS We then review the approaches that are 

currently taken to learning from incidents and service failures in the 

NHS, which have not so far been a major part of the NHS modernisation 

programme. Some reporting systems are in place for major incidents, but 

they vary in their approach and operate with differing degrees of 

formality. There is no standardisation or definition of what constitutes an 

incident or adverse event for reporting purposes. There is no national 

system whatsoever for gathering information on serious incidents where 

a catastrophe or serious incident has been averted ('near misses'). 

Particular strengths of the present system are the development work 

which has been undertaken on risk management over the last few years 

and the professionally-led Confidential Inquiries which aim to identify 

avoidable factors which lead to poor outcomes of care in certain fields. 

Despite this there is little doubt that the lack of a comprehensive and 

purpose-designed system of information gathering, the absence of a 

`reporting culture' and the patchiness of mechanisms for learning are 

weaknesses of the NHS at present. 

The context: An NHS quality framework 

Assuring and i mpro i ng the qual ity and safety of N H S d i ni cal services i s a key 
thereof thecurreit Government'sh~th sxvieemodenisation strategy. 
Following on from Thenev NHS White R3per, the oonsjlta`ion document A 
Firs` Gass vice Qualityin the new NHS set out a thre-pronged approach to 
N H S qual ity i mproverneit, compri s ng 

Clear national quality standards set by a new National I nstitutefor Clinical 
Exeelleice(NICE) and National SarviceFra ewworks(NSFs); 

Dependable local delivery through systemsof dinical governanoein NHS 
organisations; 

RLIT0002440_0062 



48 An organisation with a memory 

wrong monitoring mechanisms anew statutory Commission for Health 
I mprovanant, an N H S Ft=rformaiceAs neat Franeivork and a national 
survey of N H S patiait aid user expaiaice 

4.2 This new national approach to quality improvement should overtime have a 
positive impact on thede✓elopment of local capacity to detect, prEvent and 
I n from savicefailures Theintroduction of local systemsof clinical 
govananceispa'ticularly relevant to the development of NHSorganisations 
predisposition to I n from failure; Thethrerman componentsof loc 
di ni cal governance arrangements ae 

dear aranganentsfor aocountability aid reporting, with ultimateBoad 
le✓el respond bi I ity for araigementsto assure aid improve qual ity; 

acohaent progranmeof quality improvement activity; aid 

risk management prod including mechanisnsfor detecting and dealing 
with poor professional performance 

4.3 NHSorganisationsaedueto producetheir first annual clinical governance 
reoortslater thisyea, but as has been explicitly recognised there is considerable 
vaiation in  of r Jinessfor thedevelopment of cl inical govananceand 
it should beseen amedium to long-tam de✓elopment objective. It isalso 
vary pertineit to ask how well current mechanismsfor leaning from 
expai ence appear to support N H S organi sati ons in i mprovi ng the quel ity and 
safety of the care they provide 

Fisk management in the NHS 

4.4 Further important context is provided by the development of risk management 
systansin theNHS Adversedinical eventsaeof courseoneof themany risks 
which NHSorgaiisaionsface, and must to someextent bessen in that wider 
context. 

4.5 There ha; beat a concerted drive duri ng the 1990s to develop risk a nent 
and risk management emsvvithin NHSorganisations Thiswork was 
initially focused on reducing litigation risksand subsequently —with the 
broadening of theooncept of ControlSAssurance— on the reduction of 
financial risks and ensuring probity. More recently the NHSExecutivehas 
emphedsed the importanceof de✓eloping holisticapproachesto risk 
mana ement, not lit in recognition of the fact that it can be difficult to 
differentiate between `clinical' and `non-dinical' risk management. There have 
also been movesto encouragea broader focuson adversee✓ents ; rather than 
simply on litigation. 

4.6 In combination, the introduction of dinicml governance and theexpansion of 
controls assurance beyond purdy fi nand al risks provide a strong impetus for 
the further development of comprehensvelocd risk a nent and risk 
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management sjeiis; of which sound local incident reporting mechaiismsae 
a particularly important pat. 

Poorly-performing clinicians 

4.7 It is important to reoognisethat thegreat majority of adversre✓entsarenot 

indicativeof or attributableto deep-seated problelnsof poor performaiceon 
the pat of individual dinidans Aswe hate al ready discussed, thecatsesof 
errrorsare manifold and eomplec, and can rally be attributed solely to the 
actionsof oneindividual. But there are i neAtably some I inks between sub-
standard profe onal peformanceend adversee~ernts In particular, in health 
care, action to prevent recurrence may need to be directed at an individual or a 
tearn aswelI as at organisation ens 

4.8 TheGovErnment published last year aconsultation document setting out 
proposalsfor newwaysof prevanting, recognisngand dealing with poor 
pe formanceamong doctorsspeaficdly58. That document emphasised the 
importanceof ecploring thoroughly apparent poor performance probleinsto 
ensurethat the root causesof any problemscan beaccurately identified aid 
dealt with, and it specifically re ognised the likdihood that asystematic 
ecanination of someprofe on performance issues may well reveal d e' 
and morecomplEK problenswithin organisations SmiIarly, it isposdblethat 
syste ns for detecting and analysing adve se e✓ents might provi de i ndicati ons of 
emerging problerswith a particular clinician. Although poor profe onaal 
peformanceand adversrdinical e✓entsaeverydistinct issues, it istheefore 
important that systensput in place for detecting and addressing each of there 
problems can Zink with and refer to the mechani sms for tackling the other. 

Current NHS mechanisms for learning from 
adverse events 

"There are no 
univer lyaoaepted 
aiteriafor 

ldeitifyingthe 
oc currenc~esor 
outoomesof health 
care that should 
oonstitutea bass 
for recording or 
reporting poor 
-quality" 

4.9 Theeaeno universally ex ted axiteriafor identifying theoaurreneesor 
outoomesof health carethat should oonstituteabal§sfor reeordingor 
reporting poor quality. Nether does the NHShaveasngleoomprenensve 
system of gathefi ng data to anable service fa l ure to be rexgni mod, but 
information isaalablefrom different sources So meaespeafically set up to 
monitor adve se ereitss whilst othefs ale des nod to gather more geierd 
health information. 

Cunt systems that can yiel I information on advers. .iudents 

Incident reporting systems (e.g. local risk reporting systems in NHS 
Trusts and other bodies, untoward incident schemes run in NHS 
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regions, reporting of adverse reaction to medicines and medical 
devices). 
Data derived as a by-product of systems designed to investigate or 
respond to instances of poor quality care (e.g litigation for alleged 
medical negligence, the NHS complaints procedure, cases referred to 
the Health Services Commissioner. Coroner's cases). 
Databases of on-going studies on a national basis which aim to 
identify poor outcomes and avoidable factors in certain specific fields 
of health care (in particular the confidential enquiries into pen-
operative death, maternal mortality, stillbirth and infant deaths, 
homicides and suicides by mentally ill people). 
Periodic external studies and reviews (e.g. the national Value for 
Money studies conducted by the Audit Commission). 
Spontaneous reporting outside normal channels by individual members 
of staff (sometirnes know as "whistleblowing"). 
Health service and public health statistics. 

4.10 In addition, the NHS makes a consi derabl e i nvest m ent in ad hoc i nqui ri es of 
various kinds in its attanptstoextract learning from specific incidents. 

4.11 Thesesoureesof information gveavery incomplete pictureof theszeaid 
nature of the problern of servi ce fai l ure and adverse eaatts i n the N H S Their 
st reigths and wEalcn as wd I as what can be deri ved from t hem, are 
eonsdaed in the next few sections 

Ir nt reporti, .g systems 

4.12 Theconeept of an untoward incident isonewhich hasgrown up within the 
NHSove they~s It isaloosely used tam for which there is no staidadised 
definition: 

-)r ie dh-arF.. teri tics of untoward , . idents in the NHS 

a serious event in which a patient or patients were harmed or could 
have been harmed; 
the event was unexpected; 
the event would be likely to give rise to serious public concern or 

" Sbme extant NHS 
guidanceon 
untoward inaae'n 
reporting dates 
from 1955" 

criticism of the service involved. 

4.13 Formal Deportment of Health guidanceon untoward incident reportingwas 
first issued in 1955. Somewhat surprisngy, thisguidanee is still currant. 
Incident reporting hasalso been addreEged in sabsequent guidance and in the 
recommendationsof major independent incident inquiries 
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Guidance and recommendations on incident reporting in the NHS 

". . . a brief report should be prepared by the Secretary of the Board of 
Governors or Hospital Management Committee as soon as possible after 
any occurrence of the kind in question, giving the name of any person 
injured, the names of all witnesses, details of the injuries and the full facts 
of the occurrence and of the action taken at the time . . ." 

fH.M.(55)66: National Health Service — Reporting of Axrdents in Hospitals Ministry of Health, 

Ally 1955) 

a procedure should be devised and implemented, covering the action 
to be taken by line managers in the event of an incident involving 
actual or potential loss, injury or damage 
all incidents involving actual or potential injury, loss or damage should 
be reported immediately 
a simple reporting procedure using no more than two forms should be 
introduced 
a designated individual should be responsible for initiating further 
communication or enquiries and ensuring that appropriate action is 
taken." 

1F3sk Management in the NHS NHSExecutive 1993 (reissued 1996)) 

"reports of serious untoward incidents to District and Regional Health 
Authorities should be made in writing and through a single channel which 
is known to all involved." 
fSr Cecil Clothier (Chairman), The Aliitt Inquiry, HMSO February 1994] 

`. . . there must be a quick route to ensure that serious matters . . . are 
reported in writing to the Chief Executive of the hospital, and in the case 
of directly managed units, to the District Health Authority. All District 
Health Authorities and NHSTrust Boards should take steps immediately to 
ensure that such arrangements are in place." 

ra(94)16 Report of the independent inquiry relating to deaths and infuries on the children's 
ward at Grantnam and Kesteven General Hospital dur,'ng the period February to April 1991 ("the 
Allitt Inquiry") — NHS Executive. 1994] 

"Now that Regional Offices are in place it is appropriate for them to be 
formally notified of serious untoward incidents, whether these occur in 
NHSTrusts or DM Us. I should therefore be grateful if you could discuss 
with Trust Chief Executives the best means of instituting arrangements 
whereby you are informed in writing of any such incidents." 

(Letter to NHS Executive Regional Directors from J F Shaw, Director of Corporate Affairs NHS 
Executive, 10 May 1995) 

"explicit arrangements (or protocols) for the reporting of serious untoward 
incidents from the NHSto Regional Offices should be in place following 
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NHS Executive guidance issued in May 1995 in the wake of the Beverley 
Allitt case_" 
[Sr William Wells (Chairman) Kent & Canterbury screening repoh October 1997] 

"Criterion 13: Incidents, including ill health, are systematically identified, 
recorded and reported to management in accordance with an agreed 
policy of positive, non-punitive reporting. 
Criterion 16: All reportable incidents are communicated to the relevant 
external body in accordance with relevant reporting requirements.' 

[Controls Assurance Standard: Management System (Core Standard) NHS Executive, 

November 19991 

4.14 TheClinical NegligeneeSchemefor TrustS(CNSr) wasestablished in 1995 
and almost dl NHSTrustsaemembers It requires, asacondition of 
discounted premiums, thede✓dopment of clinical incident reporting systems 
for compliencewith its risk management staidads NHSTrustsmust have 
basic systems i n place across some of the organi sat ion to attd n even the most 
basic lend of CNST standads3 and haieto de✓elop aeompreheisvesysten to 
reach the highest le✓d, lend 3. Therequirement spat of dinid governance 
for thede✓dopment of dear clinical risk management policiesprovidesfurthe 
impetusfor thede✓dopment of local reporting systems. 

4.15 Theeidencesuggeststhat historically incident reporting hesbeen rather 
hapha d. Today, although thegred majority of NHSTrustshatesomeform 
of incident reporting system in place, there is substantial variation in the 
coveregeatd sophistication of thesesystems. 

Status of incident reporting in NHS Trusts 

a fifth do not have reporting systems covering the whole organisation 
less than half provide specific training on risk management or incident 
reporting 
less than a third provide guidance to staff on what to report 
a third do not require clinicians to report unexpected operational 
complications or unexpected events 
rates of reporting vary widely 

Sue: Dineen and Walsh 1999£

4.16 Experieiceof reporting systemsat Regional lead isdso variable Theeight 
Regional Offi ces of the N H S Executive hate approached the requirement to 
establisin inddeit reporting in thdr regions in different ways All ha✓eput in 
place protocols aid mechanismsof some kind, but thesevay considerably in 
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their nature and sophistication. They ha✓etc-nded to focus primarily on the 
immediatehatdling isaiesaound incidents, rather that on rsteinatic 
recording. The longest-established system isthat which hasbeen operated 
s nce 1995 by t he N H S Executi veis N orthern and Yorkshire R onal Offi os 

Regional incident reporting — good practice 

In 1995, the Northern and Yorkshire Regional Office of the NHS 
Executive set up a standardised untoward incident reporting system. 
Examples of serious incidents are given and a serious untoward incident is 
defined. NHSTrusts and health authorities are asked to notify the 
Regional Office as soon as possible after a serious untoward incident. An 
electronic database was established in 1997 to facilitate the reporting and 
review of incidents. It can be interrogated for brief summary reports and 
is being further refined to include categorisation of incidents by care 
sector. There are explicit requirements set out for reporting, for 
conducting inquiries, for disseminating their findings and acting on the 
lessons learned. 

4.17 Thenumbersof seriousinddentsrEported to aih region aeshown in Table 
4.1. They must betaken asa vay crude reflection of all such occurrences 
egecially in theregonswhich havele devdoped incident reportingsystans 
The Northern and Yorkshiredatabc- egvesan indication of whidi sector the 
incidaitsfdl into. Although not dl r onscai providethislevd of aialys~ 
most haveinformed usthat inddaitsin maitd health servioesamount for 
about half thetotal each year. This isIikdy in pat to bea reflection of higher 
reporting levdsfor inddentsinvdving maital health savie—for which these 

F~gion Number of Incidents 

Trent 82 
South Eastern 150' 

Eastern 150-200' 
North West 110-1202
Northern and Yorkshire 361 

London 180' 

We Midlands 1223
South and West 120' 

1 Region's estimate of number of reported incidents per annum. Boundary changes mean that figures are not 
available by current RD. 

2 Mental health incidents only. No formal recording procedure for other incidents 

3 Number of incident briefings provided June 1997 to February 1999 
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ae specific reporting requi rerents— aid cannot be taken as an accurate repre-
sentation of the relativenumbersof actual incidents 

Current regional incident reporting systems fulfil a number of purposes: 

creating an opportunity to make an intervention to resolve or handle a 
problem: 

gathering information to learn from the adverse event and prevent 
similar occurrences in the future; 
advising Health Ministers of the existence of the problem; 
alerting government and NHS Press Officers that there is likely to be 
media coverage and advising on how this should be handled. 

4.18 From our review of incident reporting systemsweconduded thafewerea 
number of seriouswedcn 

Weaknesses in current NHS incident reporting systems 

There is no standardised, operational definition of "adverse event" 
which would be easily understood by all NHS staff. 
The coverage and sophistication of local incident reporting systems 
and the priority afforded to them by NHS Trusts, varies widely. 
Incident reporting in primary care is largely ignored. 

Regional Offices of the NHS Executive are charged with establishing 
and maintaining systems for reporting and monitoring incidents 
beyond the organisations immediately concerned, but there are major 
differences in the approach taken in the eight parts of the country. 
The regional incident reporting systems undoubtedly miss some serious 
incidents and take hardly any account of less serious incidents or those 

which do not harm patients but might have done. 
There is no standardised approach to investigating serious incidents at 
any level. Most involve internal enquiries, some involve external 
enquiries but the way in which a decision is taken or how they are 
carried out is inconsistent. 
Current systems do not facilitate learning across the NHSasa whole. 

4.19 To sorneedent thisstuation may reflect both thecultureof devolved respons-
bility and competition undef theinternal market of theealyto mid 1990s 
aid themgor structural chatgeswhich occurred at Regional levd during the 
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4.2r In addition to thelocal and regional incident reporting mechanisnsdescribed 
abovq sped fi c syst ens ed st for the reporting of adverse react i on s to drugs and 
errors involving medical deri ees 

Reporting of adverse reactions to drugs 

4.21 Information isIimited on the safety of medicine at thetimeof licel9ng, snee 
clinical tridsaegenedly carried out on relatively small numbesof subjects 
aid in carefully defined populations. All drugshatethepotential to case 
adverse reactions and spontaneous reporting schemes are the only practical 
method of monitoringthesafetyof all drugsthroughout their use in dinic 
practice Therefore, encouraging Spontaneous reporting of adversedrug 
readions(ADRs) isai essential part of establisfhingthesafety profileof a 
medianein cl inical use. 

4.22 TheMedidnesControl Agency (MCA) administersadnglesystem — the 
"Ydlow Card" scheme- for reportingADRsin England, Sootland and Wales 
The principal purposeof spontaneous reporting isto identify preciously 
unrecognised potential drug safety haards In this respect theYdlow Cad 
Schemehasproved to beoneof themost effectivein theworld. 

The Yellow Card scheme 

The Yellow Card scheme has been in operation since 1964. Reporters of 
suspected adverse drug reactions (ADRs) are doctors, dentists, coroners 
and hospital pharmacists Reports are received directly from them and 
from pharmaceutical companies relating to the drugs for which they hold 
Marketing Authorisations. The scheme is voluntary for health profes-
sionals, whereas Marketing Authorisations holders are required to report 
serious ADRs to the MCA within 15 days of notification, Since 1964 more 
than 350,000 UK reports of suspected adverse reactions have been 
received Reporting levels are quite consistent and there is good co-
operation from health professionals. Facilities for electronic reporting are 
being introduced to improve the speed and ease of the process and help 
reduce under-reporting. 

Marketing Authorisations are regularly updated as new information arises 
to ensure that prescribers and patients have sufficient information to 
allow the safe and effective use of medicines. 

4.23 Thelimitationsof thesdianeaewdl reoxpised. In paticular, thereisa 
vaiabledegreeof under-reporting aid thereha✓ebn recent initiativesto try 
to combat this. 

4.24 spontaneous reporting data must be i nterpreted with care. Doctors ae arced 
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to report suspected AD Rs aid a report of as etei  adverse reaction does not 
nec~arily imply a causal relationship with thedrug. Nor doesan ADR 
nec xily imply an eror in thedrug'sprescribingor administration. 

Reporting of adverse incidents involving medical devices 

4.2r Adversaincidents involving medical devices care reported to the M edicEl 
Da'ieesAgency (MDA). Information islogged on aeentral databasK 
containing detailsof over 48,000 incdents l nddentsaeassgied to a le✓d of 
investigation depending on the risks involved. 

4.26 Outcomesof investigationsaesubject to aformal review. PAternsor dusters 
of incidentscan then beidaitified, subjected to further risk t±e±meit 
proceduresatd investigated wherenecessary. 

4.27 Whei an incident re✓edsadatice-rdeted safety problem theM DA produe a 
Hard or Safety Notice for distribution. 

Medi , Devices Agency notice. .d bulletins 

Hazard Notices are used in the most serious cases, when either a patient's 
health (or life) has been put at risk, or staff safety has been compromised, 
either by a device fault or an operator error. They require immediate 
action when received by healthcare organisations. 
'.afety Notices are issued when it is clear that a potential safety problem 
exist with a medical device. They call for action to avoid the risk, often 
involving alerting staff, or altering procedures either for use or 
maintenance of the equipment 
Device Bulletins are longer publications produced when device 
management changes are needed for safe and effective device use, and 
Pacemaker Technical N ties are dedicated to advice relating to pacemakers 
and are distributed directly to pacing centres. 

4.2r Each year theM DA remindsthewholeof the health care sactor how to report 
ai adverseincident, through publication of aSafety Notice. The annual notice 
describes what an adverse i nddeit is what to report, how to report it and 
gvesstatisticsfor theprediousyea. 

Reports tc Jhe Medical Devices Agency (1999 

6,610 reports of adverse incidents 
37% manufacturing problems (design, quality control, packaging etc.) 
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27% device faults which developed during use 
12% user error 
24% displayed no links to the device failure 

3>urce: MDA 

Complaints 

4.29 AsingleNHScompleints%dern was introduced in 1996 for hospitdS 
community health service said fanily health s rvice& Compldntsto NHS 
orgaiisetionsarefirst addressed by loch services, with the aim of resolving the 
issue(often informally) asquickly aspossble Unresolved eomplantsae 
subject to afurtha renew which may result in consideration by at 
Independent Re✓ieAt Paid. The paid will invedigatetheoompldnt and 
produceawrittei report, which may makeeommeitsaid recommendations 

out thedreumstaioesof theoompleint aid then  for servieeimprove-
meits. 

4.30 If comply na is are not s tid1ed with the responsefrom the N H S, they may 
refer the matter to the Health ServiceCommis§oner. TheCommissoner's 
jurisdiction wasedended in 1996 to cover oompldntsabout dinical 
judgemeit aid fanily health services, to enable him to Iook at complaints 
about all ape tsof NHScare The Health ServieeCommisdoner publisnesat 
ainud overview aid moredetailed sx-monthly reportson complaint invedi-
gations, which may contain recommendetionsfor changesin practice 

4.31 National oompldntsstatisticsarepublisied annually but hale historically been 
used moreto monitor how thesydan isworking rather that to focus on the 
subdatceof the eomplantsthensdves 

NHScomplairtts (1998-99) 

86,013 written complaints made about hospital care 
38, 857 written complaints made about family health services 
27,949 hospital complaints concerned "aspects of din cal treatment" 
285 hospital and 313 family health services complaints were referred 
for independent review 
there is no information nationally on the number of complaints which 
are "upheld' 

&urce: Department of Health 200060

4.32 Compldntsrerievsareonesourceof qualitative information about service 
failuresaid may highlight theneed for paticula improvements Thesjdem 
as a whole does not provide a rd idle pictureof the number or typesof service 
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fa Iuresecperieneed in theNHS Nor, as presantlyorganisad, does it provide 
any baesfor Ieaning acrosstheNHSasawhole It isonly thesmalI number 

"Inforrnation from of complantseonsdeed bytheHealth S viceCommissoner that Enable 
oamplaintsisunder• (through his publications) issues of rde✓anceto the NHSasawholeto be 
exploited as a identified. There i s no Evidence to show the extent to which individual N H S 

ningresouroe' organisationsleern from oomplantsthough thisisoneof therequirementsof 
clinical governance. Overall, webdie✓ethat information from complantsis 
under-exploited a; a learni ng resource, particularly at national lei . The N H S 
Executivdse✓aluation of theoperation of the eomplantssystan, which isdue 
to report earl y i n 2001, may provide one opportunity for addre: ng some of 
these concerns. 

Learn,ng from dinical litigation 

4.3? It was not within the Committeds ranit to focus in any major way on the 
issueof dinical negligencelitigation. Inevitably, though, litigation did form 
pat of our deliberations for a number of reasons 

It represantsaveryvisiblemanifestation of adverse outcomes of cae, which 
aedaneging to patients and their fanniIiesEswelI foostly to the NH

Many of theinjuriesto patients that result in litigation aejudged in 
retrospect to have bean potentially a✓oidable; 

Datafrom litigation dams represent apotentially rich soureeof learning 
from failure; 

Only as eiI proportion of potential negligencedamsaepursued through 
to court. Thereisatranandousanount of unutilised data, beyond high-
profileeourt uses, which provides a further potential soureefor learning; 

It isavery significant pat of the resourceeostsof adverseincidaitsto the 
NHS; with acadn outlay of aound £400 million ayes in addition to an 
estimated potential liability of £2.4 billion —for existing damsand 
incidentswhich may result in dams— spread over a number of yeas; 

The pro of dealing with adversee✓entswhidi lead to litigation ae 
often themsdvesperodved by patients as a further danant of poor care 
Thus thee aelesmnsto beleerned and improvanantsto bemadeto 
proceduresfor dealing with theaftermath of adverseevants For exainplethe 
NHS needs to move away from a position where the atom ic response to 
complantsaid damsisoften verydensve; towads one which is much 
moreopen. A common criticism, though onewhidn isbeginning to be 
addressed, isthat theNHSisbed at admitting itsmistakesand offering 
patieitsan apology. TheNHSLitigation Authority hasaddre d thispoint 
in guidancE but changein attitudesand pradieeisgradual; 

4.34 The possibleimpad of creating ai effective`leaning loop' toderivebenefit 
from clinical litigation information isillustrated by an Example from thefidd 
of obstetrics and midwifery. A substantial proportion of the money pad out in 
clinical litigation set tlementsbytheNHSeadn year aisssfrom obstetric 
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problemswhich result in the birth of babieswhich result in significant bran 
damageand pe'maneit seriousdisebiIiti such that they aehandicapped for 
life The birth of a bra n-damaged baby is not always due to clinical error, but 
anumber of consistent factors contributeto thoseca~swhich do invdve 
negl i geice 

Brain damagi babies at the time of birth — key facts 

The average sum awarded is around £1 5 million, with some awards 
as high as £4 million; 
Claims account for 50% of the NHS litigation bill every year; 
A 10% reduction in the number of adverse events causing brain 
damage to babies at birth would save the NHS at lean an estimated 
£20 million a year; 
Evidence suggests that the following actions would substantially 
reduce risk in this area6" 
— improved staff supervision; 
— proper use of equipment to monitor labour; 
— better technique and diagnostic skills at delivery. 

4.35 A concerted Mort to learn from this ecperieneewould surly pre✓ent some 
"The potential to future births of bran-damaged babied redudngthemiseryaid di stress caused 

learn fromdinicall to childrei and their famiIiesaid swing the NHSIageamountsof money 

negligenoelitigation which could bediverted to other aeasof patient care This isonly one 

isenormousi' ecampl and the potential to learn from theecperieneeof litigation across 
other aeasof health careisenormous 

4.36 Further e✓idenceof the potential vdueof litigation information isprovided by 
theresultsof astudy of over 100 litigation damspad on behalf of consultant 
anal hetistsworking in theprivetesector. It found that e✓erydam involved 
probl ems i n at I east one of four key areas 

Learning from litigation: 3gnificant risk factors in anaesthesi laims 

Inadequate or no pre-operative assessment 
Failure to use essential equipment 
Medication issues, e.g. overdose of muscle relaxant 
Monitoring before. during or after the operation 

9urce: Medical Defence Union 19976` 

4.37 Thereare currently no 94ematic analysesof the litigation dataon hospital 
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camas hdd by the NHS Litigation Authority. In primary caethe medical 
defeiceorganisetionssuch a;theMedical DefenceUnion and Medical 
Protection SDdety (which provide cover aganst nejigeicefor individud 
practitionersin primary caeand in private practice) maintain their own 
databasesof damsaid publish illustrativeca historiesasen ad to learning 
among their members Thisinformation can beus9d to identify speafictraids 
in thenatureof negligencedamsin general medical pratice 

Adverse incidents resultinc ii litgation claims in General M edical 
Practice 

Delays in diagnosis, principally 55% of claims' 
— missed malignancies 
— missed heart attacks 

missed conditions requiring surgery 
— missed meningitis and pneumonia 
Medication errors 25% of claims 
Management of pregnancy 10% of claims 
Other procedures and interventions 20% of claims 

Approximate percentage of total indemnity paid out. Total value of payments in the latest 

2 year period is£i6.9 million. 

8>urce: Medical Defence Union 

4.3F From amoredetaled ecanination of theareaof medication errors which 
axount for around 25% of all litigation damsin general practice, it is 
possbleto ideitify anumber of recurrent problensor typesof error. 

Common medication errors resulting in liti lation claims 

Incorrect or inappropriate dosage 
Wrong drug 
Administration error (correct medication wrongly administered) 
Contra-indicated medication (e.g. patient given medication which 
reacts badly with another drug or condition) 
Prescribing and dispensing errors (e.g. prescribing or dispensing an 
incorrect drug with a similar name to the intended medication) 
Failure to monitor progress 
Failure to warn of side-effects 
Repeat prescribing without proper checks 
Over-reliance on computerised prescribing 
Prescribing unlicensed drugs 

3)urce: Derived from Medical Protection 3Tciety and Medical Defence Jnion 

RLIT0002440_0075 



Strengths and weaknesses of NHS mechanisms for learning from adverse events 61 

4.39 In relation to thoseapectsof dinica Iitigation relevant to our work, wedrew 
thefolIowing conclusions 

Clinical dataarisngfrom negligerneedamsaenot in genera bdngused 
effectivelyto lean from feiluresin cae: 

Thereissgnifica t potential to ectra t valueble leErning by focusing, 
speaaity by specialty, on the man areasof practieewhidi haveresilted in 
litigation. 

Wasted and lost opportunities for learning from litic ItiLi ii :he NHS 

To date little or no systematic learning across the NHS has taken place 
from: 

A historical base of over 14,000 claims (relating to events stretching 
back many years) held by the NHS Litigation Authority 
An annual rate of around 800 new claims settled by the NHS 
Litigation Authority arising from incidents in NHS Trusts 
A historical base of tens of thousands of claims from primary and 
secondary care held by organisations such as the Medical Defence 
Union and the Medical Protection Society* 
An annual rate of around 700 new claims settled by the medical 
defence organisations arising mainly from incidents in primary care* 

The M Dl1 and M PS publish analyses of their data for the benefit of their members and have 
made it dear that they are willing to share information and experience to maximise the oppor 
tunities for collective learning. 

Confidential inquiries 

4.40 Four National Confidential I nqui riesoperete i n the N H St 

the Confidential Enquiry into M aternal Deaths (deaths of woman during 
pregnancy or within one year of childbirth) 

the Confidential Enquiry into Stillbirths and Deaths in Infancy (CES) I ) 
(stillbirthsand infant deaths) 

the Confidential Enquiry into Pal-Operative Deaths (N CEPOD) 
(hospital deaths within 30 daysof surgery) 

the Confidential Inquiry into Suiddes and H omiddes by People with 
Mental Illnes(s.liadeswithin one yea of contact with mental health 

vicesand homicides involvingpeoplewho ha✓ebeen in contact with 
mental health servicesat aiy time) 

4.41 Each Inquiry takesanonymised information, on acompretiensveor sample 
bass about d hsrelated to apaticula condition or apect of health care 
and anaiysresit to produce recommendationsfor improved practice Because of 
the confidential nature of thedatagathering process— information is 
anonymi seal on receipt — the Confidenti al I nqui ri es are only eccq t iond Iy abl e 
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to givespecificfeedback to individual services Rather they publish national 
reports dravi ng on the range of eients they have ecani ned. 

Key of the confidential e. .juir e. 

Aim to identify all deaths in a specific category 
Confidential reporting (i.e. patient, staff and hospital not identified in 
reports) 
Multidisciplinary review of deaths to discover avoidable factors 
Results published in periodic reports 
Key themes identified and recommendations made for improvement 
No mandatory compliance with recommendations 
No systematic monitorino of uotake of recommendations 

4.47 Anonymity iswiddy seat as a prerequisite both for high reporting rates and 
for honest reporting of information about individualc though the 
egoerieiceof theConfideitia Inquiriesin general suggealsthat thereaelimits 
to the coverage which can be achie✓ed by vol untay reporting systems For 
ecanple, the National Confidential Inquiry into Suicide aid Homicide by 
Fboplewith Mental Illnessarhieied reporting ratesof only sound 15% for 
suicide until it was redesgned to dra i on other sourcesof information — 
District Directorsof PiublicHealth and Officefor National Statistics(ONS) 
data —for the initial identification of relevant incidents Clinical information is 
now collected on 92% of relevant suicides aid 93% of rdeiait homicides. 
Thepaticipation rate in NCEPOD, the biggest Confidential Inquiry, varied 
between 71% aid 86% (depending on sped el ty) in the most recent year of 

"it is usually left to study. 
individual services 
to pick up and 4.43 Asdiscussed in paragraph 3.37 it is usually left to individual s rvieesto pick 
implement specific up and implement spedficrecommendationsof theConfidentia Inquiries 

recommendations and there is little by way of systematic monitoring of uptake Some reoommen-

of the Confidential dations hale resulted in servi ce i mprovements but others are repeated from 

lnquiries' report to report without ation bdngtaken. The letter aenot so much those 
which have remurceimplicEtionsasthosewhidi would involvemaked 
changesin patterns of dinica practice, and thoseamed at diniciatsoutside 
the normal readership of the report. For exanplq theConfidential Enquiry 
into Maternal Dedhsmakesreoommeidationswhich affect general practice, 
accident and energencydepatmentsand general medicine, but the reports 
may not bewiddy read by health profesdonalsin theseaesof practice 

Other external reviews 

4.44 A number of bodies are active in edernally re✓iewinge ectsof NHSservice 
provison. 
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Other external reviews 

The Audit Commission conducts "Value for Money" studies in the NHS 
These reviews arc concerned with service quality, but they tend to focus 
on the generality — for example on "sub-optimal" care — rather than 
adverse incidents per se; 
The professional regulatory bodies, such as the General Medical Council, 
deal with issues of individual professional performance. The drive towards 
proactive assessments or "revalidation" in medicine may ultimately 
provide a further mechanism for identifying actual or potential adverse 
events; 
M edical Royal College visits can from time to time highlight concerns 
about the quality and safety of care provided in a particular unit; 
The Commission for Health Improvement will have a key role both in the 
detection of poor quality systems, through its reviews of local clinical 
governance arrangements, and in the scrutiny of specific adverse incidents 
through its "troubleshooting" work. It also has a potentially valuable role 
to play in improving the conduct of NHS incident inquiries (see below) 
and in helping to make greater sense of the existing patchwork of 
external reviews. 

Public Interest Disclosure 

4.45 Organisational and team cultureswhich prevail in much of theNHScan at 
to discourage rqDorting of incidentsor concerns; partia.ilarly when theserdate 
to a ctivitiesinvolving profeEdonel Odle tes 

"The fear of being labelled a trouble-maker, the fear of appearing disloyal 
and the fear of victimisation by managers and colleagues are powerful 
disincentives against speaking up about genuine concerns staff have 
about criminal activity, failure to comply with a legal duty, miscarriages of 
justice, danger to health and safety of the environment, and the cover up 
of any of these in the workplace" 

(HST 19991198 The Public Interest Disclosure Act 1998 —WVhistleblowing in the NHS.NHS 
Executive, August 19991 

4.46 Cultural barierswill taketimeto break down, but the Public Interest 
DisdosureAct 1998 (which becarnelaty in July 1999) rEpresentsan important 
step forward in enoour ngand prota ingappropriater~ortingof incdents 
or concerns TheAd gvessgnifica t statutory protection to employeeswho 
disclose information reasonably and responsibly in the public interest and ae 
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victimised as a result, and has prompted a renewed drive to encourage open 
reporting in theNHS 

NHSexecuti ]uidance C. "whistle. lowing" 

"Every NHS trust and Health Authority should:-
Have in place local policies and procedures which comply with the 
provisions of the Public Interest Disclosure Art 1998. The minimum 
requirements of local policies should indude:-

(i) the designation of a senior manager or non-Executive Director 
with specific responsibility for addressing concerns raised in 
confidence which need to be handled outside the usual line 
management chain; 

(ii) guidance to help staff who have concerns about malpractice to 
do so reasonably and responsibly with the right people; 

(iii) a dear commitment that staff concerns will be taken seriously, 
and investigated; 

(iv) an unequivocal guarantee that staff who raise concerns 
responsibly and reasonably will be protected against victimi• 
sation." 

(HX 1999/198 The Public Interest Dis losare Act 1998 — Whistleblowing in the NHS NHS 
Executive, August 1999] 

4.47 It istoo early to theimpact of thesede✓elopments. Legdativechanges 
are not in themselvessuffideit to bring about moreopai, learning cultures 
within NH Sorganisations; but they certainlyha✓ethepotaitiel to Contribute 
to that process In one sense, `whistleblovving can be seen ase✓idenceof a 
fai l ure to I n — peopl a are far more l i kely to pursue channel s outs de thei r 
own organisation if thee has been a fei l ure to act on or even acknowledge 
conceernsreissd internally. To many apereeved need for ecternal whistle-
blowing is in itself a sign that organisEtional culture is serioudy awry. 

inquiries 

4.4t' Although they ere not a mechanism for systematic information gathering, 
inquiriesof onekind or another wean areain which theNHSinvestseonsd-
angle resources i n an effort to leern from fai I urea 

4.49 An inquiry cat be Established into afailurein the standards of caeprovided in 
a number of ways 

An inquiry with statutory powers(eg. to require information) ordered by 
the SaTetTy of 3ate for Health under the powerssA out in section 84 the 
NHSAct 1977. Thistendsto be for very seriousissues A recent Exarnpleis 
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the Bristol Royal Infirmay Inquiry into thede~hsof a number of childrai 
following hurt surgery. 

An external inquiry without statutory powersorgaiisad by the N H S locally, 
possibly at the request of and/or under the supervision of the NH S 
Executive H eacdquaters or one of its Regiond Offices The ray of 
-Ratehmstatutory powersto set up such inquiriesunder hisgeieral powers 
in section 2(b) of the 1977 Act, esdo Health Authoritiestowhom this 
power hasbeen delegated. Two recent ecanplesof inquiriesinstigated by 
the Seeretay of Sate are the enquiry into the retaition of chi ldrei's organs 
after post-morten at Alder Hey hospital aid theaiquiry into thecaseof 
Dr Haold Siipmat, the general practitioner convicted of murdering 15 of 
his patients 

A mental health inquiry established under thetermsof the 1994 dreula 
Gui dance an the disiargecf nientaflydisxderei pepeand theer acntinuing 
carein the crsmmunity(HS3(94)27/LASEL(94)4). These inquiries ded with 
sariousinddents— in particular homicides— invdving people in contact 
with mental health services 

"There has been little An internal inquiry (with or without external advisers) — thisisused in the 

formal evaluation mid ority of serious i ncideitswit hi n the NH S 

of these proms 

of inquiry" 4.50 There has been littleformd erduation of theseprooessesof inquiry to see 
what impact they have Anecdotally, thereisan impression of vaiablefocusi 
different le✓elsof rigour, differeicesin methodology and in theway that 
recommendationsarefraned aid adopted. Tha'eaeno deg thresholdsfor 
determi ni ng when an inquiry should take pl ace and what kind of inquiry is 
most appropriate 

NHS inquiries ace. +rss ,very_ Key issues 

Thresholds for initiating an enquiry are unclear. 
Purely internal enquiries often do not reassure public. 
The NHS has variable expertise in conducting enquiries 
There is often a long wait for the outcome. 
Written reports are of variable quality. 
Too often recommendations are not written in a format which is 
effective in helping to bring about the change required. 
A large amount of information is often presented, which may result in 
overload and act as a barrier to learning. 

4.51 Experiaieefrom other fields demonstrates that the NHSecperiaieeof external 
incident inquirie3 in particular, isnot unique Even large-scale, and apparently 
very thorough, inquiries in other fiddssometimesfdl adequately to address 
whdechalnsof critical e✓ent~ 3 and recommendationsaeoften not specific 
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enough to provideasound baasfor practical action. Thesheer volumeof 
information involved can act to inhibit effective analysis end learning. 
Research hasdss shown that thereisacommon coreof 24 broadly similar 
recommendations, falling into fivecategories, which aemadetimeand an 
by inquiries— regard) essof the topic under investigation. I nqui ri es i n the NH S 
often makereeommendationson similar issues —for exampleeommunic ions 
among health professonalsor between different agencies —but again theseare 
sometimes not formed in such away t hat people understand ecactl y what 
change they ere expected to make. 

Categc ies of core recommendations common to most engr._rits 

Communication: recommendations designed to improve the communi•• 
cation of information between individuals, departments, other organi-
sations and in some cases with the wider general public; 
Technical: recommending the installation of physical safety precautions 
where they appear to be required; 
Attempted foresight: recommendations designed to forestall different 
problems, not necessarily directly linked with the incident in question, 
which could arise in the future; 
Personnel recommendations addressing issues such as staff training, 
staffing levels, lack of expertise or shortfalls in supervision; 
Authority: recommendations which attempt to produce safety by 
demanding it — for example through new rules, orders or legislation. 

&urce. To ft and Reynolds 199764

"In practice the 
primary purposes of 
formal external 
inquirieshave been 

discipline, learning, 
catharsisand 
re axaran.

4.52 Historically, inquiriesand investigationsharehadtosavearaigeof different 
— and sometimes i ncompati bl e — purposes. I nqui ri es may be used to establish 
thefactsof ac a providean expert or independent pers}pediveon an incident 
and help to ®ctract learning so that savieescan be improved and further errors 
a✓oided. But they may also serve asvehidesfor demonstrating to the public 
and to patientsor relativesthat incidentsarebengtaken seriously, to providea 
r urahcethat le~nswill be identified and leernt and to demonstrate 
accountability. Researchers hate suggested that in practieetheprimay 
purposesof formal external inquiriesha/ebeen `discipline; learning, c hars 
and re rance65

4.5: Each of thesepurposesisdistinct and it iseabytoseehowtheymight come 
into conflict. For ®canple, for am~or incident an inquiry held in public 
might be more effective in aseuag ng public concerns and demonstrating 
openness but it can be argued that public proeeedi ngs can encourage defen-
dvenersand harper efforts both to get at thetruefactsof ac end to axtract 
leaning. And aseerch for individualsto `blare a;theeentral purposeof an 
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eiquiry can impede proper unde'staiding of thetrue, often very complec, 
c usesoffalure For ensaringthat active learning takesplaewithin organisa-
tions; formal EKta'nal inquiriesmay be less effective than internal service 
revieivsor aadits but thelatte' ha✓eteided to beof variablequality and 
rigour and aeoften not trusted by patieitsa;saffideitly impartial or 
smirching. 

4.54 Within the NH the'eareproposslsto givethene~r Commission for Health 
Improvement are'nit for ove•seengand improvingtheway inquiriesare 
conducted. The Commission should ha✓eamgor contribution to maketo 
improving the war the NH S leans from investigations i nto serious adverse 
events, and also hdp to introducesomedarity into the relationshipsbeweei 
the vaiousexisting eternal reliev mechanisms. 

Health service and public health statistics 

4.5F A largeanount of regular statistical information iscollected both bytheNHS 
locally and bytheDepartment of Health. The Hospital Episode Statistics 
(HES) capture information on 11 million hospital episodesainually in 
England alone, covering admission, diagnosis, resaltingoperationsand basic 
outcomes (death, discharge home aid other di schage). H i storid ly, the uses 
of thesedata ha✓econcentrated on recording aid as ssing activity le✓elsaid 

on performance including technical efficiency. Much isofvaiabletechnical 
quality and equally variable rdevaiceto thequality and outcomesof the care 
theNHSprovides. It is revealing that statisticians commissioned by the Bristol 
Royal I nfirmay inquiry into thedeathsof childrei following heart surgery 
had to undertake special statistical work on HESdatain order to use it to 
compae the performaiceof different cardiothoradcservicesaound the 
country. 

4.56 The launch of anew NHSIerformanceAssesrteit Frarlervork, which 
eplicitly balancesefficieicywith mea iresdesigned to reflect outcomes and 
effectiveie hasbeai complemented by aClinid Indicatorsinitiativewhich 
a ms to focus on quality by ecpl oit i ng H ES data by linking successive epi sodes 
to produce information on post-operativemortality aid re-admissions 
Howe✓a', whilst this information will over time hdp to provideabetter 
pictureofthegeneral quelityof caeprovided bytheNH it isunlikdytotell 
us a great deal about adverse events i n the short or medium tam. 

Analysis of information on adverse events 

4.57 Wehaveeommented in our description of the various sources of information 
on adverseeventsabout theectent to which thedatacollected aeaialysed to 
etract learning. In summerysomemechanisms, such mtheConfidential 
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I nqui ries and the M edi cal D eAi oesAgency aid Medicines Control Ageicy 
systernshaie a strong focus on the rigorous analysis of information to distil 
I ns for practice However, as weha✓e male clear, littleeffort is made 
systematicallyto extra t lessonsfrom somepotentisily important streernsof 
information, principally those airising from complantsand litigation, or to 
bring together theresultsof thevariousaialysissystemsthat arein place 
Regond incident reporting systansarealso highly variable in theedant to 
which they analysetheir datato distil learning. 

Acting on lessons identified 

4.58 It would bequitewrongto condudethat theNHSasan organisation is 
incepableof learning and improving, but theevideneesuggeststhat learning 
gataally takesalong timeand that implementation of les~onscan bevay 
patchy. Weha✓ealready highlighted in caaestudiesspecifickindsof problem 
or inddent which ha✓erecurred timeafte time despite the fact that they have 
0. I -I  a ..r T . 

"Where change does The pace of change — The example of the National Confidential Inquiries 

occur, it c;an take a 4.5C Where change does occur, it can take a long ti me to come about. Even where 
long time to come there is good e✓idenicefrom high quality sjstanssuch as t he Confi dent i al 
about" Inquiries, thee✓idenceisthat implementation of lessons and recommendations 

is oftai a very slow process though meaningful changes can be brought about 
over aperiod of years The Confidential Enquiry into Maternal Deathshas 
helped to bring out dramatic i mprovements i n the y of some aspects of 
maternity care, but an audit of speaficrecommaidationsre~edsthat thereare 
still areas i n which key fi ndi ngs hale not been universal ly acted upon. 

Examples of the pace of learning — tl Con dential Enqui 
Maternal Deaths (CBN D) 

Improvement occurs over a long period of time 
The rate of direct anaesthetic deaths fell from 12.8 per million births in 
1970 to 0.5 per million births by 1996, though the rate of the fall was 
not steady during this period; 

Improvement occurs patchily 
Local protocols for the management of massive haemorrhage were 
recommended in the CE3VI D report for 1985-87 In 1994, 11% of 
units in England still lacked such a protocol; 
Further long-standing recommendations concern the availability of on-
site blood banks and Intensive Care units. In 1994, 21 % of units in 
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England had no on-site ITU and 12% had no on site blood bank; 

bme recommended improvements are not implemented 

CEMD has repeatedly recommended the establishment of a system of 
regional advice and referral centres for pregnancy-induced hyper-
tension. Sa far such a system has not been implemented, and hyper-
tensive disorders remain the second most common cause of maternal 
deaths; 
A recurring theme of CEM D reports has been the dangers of 
inadequate senior supervision and problems with delegation. A report 

in 1995 concluded that both were still factors in a number of maternal 
deaths; 

Improvement is not always sustained 

Deaths from haemorrhage reached their lowest point in history during 
1985-87, when 10 deaths occurred. The number of deaths rose to 22 
in 1988-90, partly because basic lessons were being forgotten; 

bme Jong-standing problems remain 
In the three years 1991-93, 63 deaths occurred which involved sub-
standard care. Sib-standard care was a factor in 16 of 20 deaths from 
hypertensive disorders, 16 of 18 early pregnancy deaths and 7 of 8 
anaesthetic deaths 

Sources Hibbard and Milner 199566, Drife 199767

4.60 Further e✓idenceof the ability of theConfidential I nquiriesto bring about 
chaige, and of thevaiablepacewith which that changeeomesa`~out, is 
provided by the National Confidential Enquiry into Ftrioperative Deaths 
(NCEP)D). In its 1999 report68, NCEPOD returned to astudy of 1989 and 
a>se;sd thedegreeof diaigein practieein relation to surgery aid anaesthesia 
in children. The 1989 report stated that `surgeonsaid aiaesthetistsshould not 
undertakeoo onal paediatric practice. Comparison between 1989 aid 
1997/98 datashowsevidaiceof anumber of chaigesin practice 

Examples of the pace of learning — The National Confidential Enquiry 
into Perioperative Deaths, 1989 —1998 

Meaningful improvements have occurred in paediatric surgery, but they 
have taken a number of years to come about and in some cases recom-
mendations have not been universally adopted: 

The proportion of anaesthetists who did not anaesthetise infants of 
less than six months had increased from 16% (1989) to 58% 
(1997/98) 
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The proportion of orthopaedic surgeons dealing with small numbers 
(1-9 cases per year) of infants has fallen from 41 % to 19% and those 
dealing with 10-19 cases per year has fallen from 9% to 3% 
The proportion of anaesthetists dealing with small numbers (1-9 cases 
per year) of infants has fallen from 40% to 26% and those dealing 
with 10-19 cases per year has fallen from 22% to 7% 
The proportion of orthopaedic surgeons who do not operate on 
infants has increased from 39% (1989) to 74% (1997! 98) 
The figures for many of the other surgical specialties show similar 
trends, with more specialisation in children's surgery. 

4.61 in nether of theseexanpleswastherea paticulaly strong national drive for 
impleneitation of theConfideitial Inquiry recommeidationa other than that 
coming from the prof ons aid the I nqui riesthemselves 

4.62 Thafeisfa leEsevidenceabout thesystematicimplenaitation of le nsfrom 
other information sources but theissaesand ecamplescited in the preceding 
three chapters suggest that thestuation with regard to most islikdy to beless 
fa✓ourablethan for theConfidaitial Inquiries Asdefrom theConfidaitial 
I nqui ri es only the M edi cal D e✓i cats Agency aid M edi ci nes Control Agency 
systanshavethefacility even to report on their findingsin asystana:icand 
eompreiensveway Most of the eKisting Wsteinsshae the weaknessof the 
Confidential Inquiriesin that fellow-up aid implementation of le nsisleft 
eitirelyto local servicesor even to individual practitioners 

The situation in primary care 

4.6 Weha✓ealready observed that theg'eat majority of available information aid 
evideiceon edversee✓eitsin theNHS aid in theheelth caesector generally, 
relatesto hospital-based care We have also stressed the this report aid its 
eondusonsaenevethelessof equal relevaiceto primay care; in particular to 
RI may Cae Groups aid RI may Care Trusts asdevdoping orgaiisalions 
Thecaaeof Dr Herold Shipmai, theLaicashireGeieral Ractitione' 
convicted earlier thisyear of murdering 15 of hispatients~ isfortunately 
exceptional, yet it servesasapowerful illustration of theimplicationsof a 
major defidt in thereportingof serious adverse events at source. 

4.64 Someof the i nformation scurceswe have highlighted do eicompaas pri may 
care for exanpl a reporting of Advese Drug React ions aid information from 
eomplaintsaid litigation. In paticula the medical defeiceassociAionssuch 
astheMedical DefeieeUnion and Medial Rotation Society do systemati-
cal ly attempt to draw out aid disseminate key I nsfrom the negligence 
deimsthej hendIq providing a resoureethet theseconday caesedor largely 
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lacks Howe✓er someof the most valuablesourcesof information, such asthe 
Confidential Inquiries, aeby their nature aid focus vary much nday cere 

'Historic ly, orientated. Historically, NHSExecutiveguidaieeon untoward incident 
guidance on reporting has al sc been heaii I y focused on secondary care— I agd y because of 
incident reporting a perception that this is where most serious i nddaits occur. Yet fa more 

has been heavily patient contacts takepla eeieryyear in aprimaycaesdtingaid thereisstill 

focused on thepotentid for patieitsto besarioudy harmed byfaiIuresin care 

s.~ondary cad' 

NHS activity: Adverse event reportin. is least developed i i sectors 
where the most patients are seen 

Primary care 
251 million GP consultations 
26 million courses of dental treatment 

Community health care 
16 million new episodes 

Hospital care 
8.6 million hospital admissions 
11 8 million new outpatients 
12.8 million attendances at Accident and Emergency departments 

urce: Department of Health Departmental f port 2000-2.001. Figures quoted are for 
1998_9 969 

4.65 In addition, local risk and incident reporting ~fstansaefa lessde✓doped in 
primaycers~ though thereareinstaneesof good practieein primary carerisk 
management. Rimay carefa paticula challengesin deidoping aid 
maintainingeffectivelocal incident risk reporting~fsten not least becauseit 
halacked some of theorgatisationai structuresto support such sjems The 
de✓dopment of Rimay CaeGroupsand Rimay CaeTrustsprovidesan 
opportunity to effect further improvaneitsin thisa in gaierd medical 
practiceat least. 

4.66 Thereisvery IittIee✓ideneeabout thecapaaty of ph may careorganisations; 
down to theIe✓d of individual practices to Iearn actively from falures but 
thegenad caieswehaiehighlighted about lack of enaticdi nination 
aid follow-up ofIessonsapplyat least as strongly in pri may care Es t hey do i n 
the hospital sector. 
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Chapter 4 — Condusions 
Learning from adverse clinical events is a key component of clinical 
governance and will be important in delivering the Government's 
quality strategy for the NHS. It warrants specific attention over and 
above wider work to improve overall risk management in the NHS; 

Although most adverse events are not related to serious problems of 
poor professional performance, there must be appropriate links 
between systems for learning from failure and those for detecting and 
addressing poor performance; 

The existing mechanisms for detecting and analysing serious untoward 
incidents and service failures in the NHS are a patchwork of systems 
which, in various ways and to different extents, support NHS efforts to 
learn from experience. NHS systems for reporting and learning from 
adverse events could be greatly improved, in their coverage, 
consistency and immediacy: 

Mechanisms for learning from adverse events in primary care are 
generally less well-developed than those in the hospital sector; 

There are no generally accepted definitions to guide incident reporting; 

Levels of reporting to the different existing systems vary greatly and, 
outside a few specific areas, are very patchy. "Near miss" reporting is 
almost non-existent; 

The NHS culture is not — by and large — one which encourages 
reporting and analysis; 

Some sources of information which might yield valuable lessons — such 
as complaints and litigation data — are not systematically analysed with 
that end in mind. The way in which complaints and litigation are 
handled can also hamper effective learning; 

The conduct and added value of incident inquiries is highly variable; 

Recommendations from the Confidential Inquiries, Health Service 
Commissioner's reports and other sources of information and analysis 
are often not reliably translated into practice: the onus is on individual 
NHSorganisationsto take them up and act on them; 

In general, the NHS does not appear to learn lessons consistently or 
quickly from the systems that are currently available to it, though 
there is some good practice on which to build. 
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In this chapter we draw together conclusions from what we have learned 

from an extensive review of the adequacy of present NHS information 

systems to detect, report. analyse and learn from adverse events in 

health care service, in this country. We also distil the important lessons 

from our review of research and experience of this field both in the 

health and non-health care sectors. The present situation is far from 

satisfactory. The NHS is fai l ing to Team from the things that go wrong 

and has no system to put this right. In the context of a major programme 

of modernisation now being implemented in the NHS's approach to 

quality assurance and quality i rprovement, this is a gap that needs to 

be closed. The NHS has an old-fashioned approach in this area compared 

to some other sectors. Yet the opportunity for transformation is 

enormous with huge resulting benefits — lives can be saved, serious 

harm to patients can be avoided, health organisations can become much 

safer places for patients and staff and in the long-term large sums of 

money could be released which could then be used to provide more 

patient care. 

Theeaeat present somema~or stiortoomingsin thewaystheNHSleans 
from itsfalures Yet theeaeass tranaidousopportunitiesto bring about 
red improvanaitsin care; not least the beginningsof a powerful cultural shift 
brought about by a raiewed aid sustained focus on quality. T hefe are a 
number of pdntersfrom resaarch aid from other sectorsthat suggest how 
theseimprovemeitsmight bebrought about. 

For theN HSto becomeai orgaiisation that cai learn effectively from falure 
so mestraghtforwad conditions must befulfrlled. 

First, unified mechaiisnsareneeded for reporting aid analysing exanples 
of when thingsha✓egonewrong, with dear linesof accountability. This 
i nvdves both: 
— reporting of adverse events aid 
— the monitori ng aid aialyss of a full raige of advafse eveit data 
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Second, amoreopen culture must bede✓eloped, in which errorsor service 

failurescan beadmitted, reported and discussed without fear of reprisal 

(though thisdoesnot mean that individuals should never beheld to axount 

for their actions). 

Third, lessonsmust beideitified, whether from adversee✓entsor from 

other sourcesof data activelearning must takeplaceaid necessary changes 

must beput into practice This process needs to beactively managed. 

Fourth, theNHSmust develop amuch wider appreciation of the need to 

'think stems in analysing and learning from errors, as well as in 

prevention (through risk managernent). 

Key problems 

5.3 Within the body of our report we have drawn a number of conclusions about 

theweakn aid shortoomingsof the current NHSarangementsfor 

detecting, reporting, analysing and learning from adverseeventsin health care, 

and highlighted anumber of important le nswhich can bedra in from 

re rch and from e(perie ncein health caeand in other sectors 

Data gathering 

5.d WhiIst a number of mechanishhsarein operation to gather data on thingsthat 

go wrong in health cad thereaeeavers systematicwealcnes3es 

T here is no consensus on what to report. FeN of t he systems are based on a 

smpl easIy communicated definition of what it isthat should be reported. 

Few aregoverned by any d  reporting protocol that alI staff areavaeof, 

understand and aretraned to use. 

There are different, and potentially conflicting, viervson the purpose of 

adverse event reporting systems Functions attri buted to reporting systenns 

i nd ude: 

—spotting potential clinical negligeiicedaims; 

— identifying trendsin different kinds of adversee✓ent; 

— handling medi a c overage; 

—actingasthefirst stage in organisations learning. 

There are no proper linkages between reporting systems Such reporting 

mechanisms as do EAst aenot integrated and seldom interrelateto each other. 

Theusefulnessof adversee✓ent reportingsystemswould be i mproved further if 

aformal mechanism to consider near missesweresso integrated. 
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Analysis 

5.5 Not only do the systems for collecting information on adverse eventslea✓e 

room for improveTnent, but thaearealso shortoomingsin theway 
information isandysed and translated into adviceand recommaidationsfor 
at ion. 

Best use is not made of available information. With theecception of the 
morespeaalised sj ans(e.g. confidential clinical enquiries, adversedrug and 
device reporting systems) data aenot analysed or synthesised in away that 
patternsor trendscan beidaitified. In some cams little or no andysisis 
attempted beyond local led. It isagreat irony, for ecainpl that in thepast 
individual health care workers have been urged to see complaints as a resource 
to learn from but no systematicattempt hmbeen madeto realisethehuge 
potential of learningfrom oomplalntsto benefit theNHSasawhole 

Analysis does not reliably take place across different systems T here is no 
reliablemechanism for analysing information collected through different 
reporting channdsto distil common thanesor lessons At pre nt, NHS 
information on adverse events is spread ac Toss nearly 1000 diffeant organisa-
tions Thiscan meain that theNHSmi sout on sumeof themorecreative 
epproaanesto analysswhich wehighlight in chapter 3, and that common root 
causes of di ffaeit kinds of adverse event go unreoogni sed. 

Inquiries and investigations 

5.6 Aswe have noted, there ae a number of different provisions aid mechanisms 
for holding internal or external inquiriesinto individual adveseeventsor into 
dustasof Bents Yet on thee✓ideicewehateconsidered such inquiries and 
in particular eternal inquiries aenot always effectiveleerningtoolsfor the 
NHS 

Thethreshold for inquiries or investigations is undear. These isvey little 
clarity about the circumstances under which someform of external investi-
gation or inquiry isappropriatefollowingan adversee✓ent. The needfor 
spe ificwork to addressthisissuefor mental health inquiries hasalre y bean 
recognised and speaficwork undertaken. 

There is no dear framevork or source of advice on the conduct of investiga-
tions Even after a deer s on has been taken to conduct some form of inquiry or 
inveigation, thereisoften little by way of consistent support of expertise 
a✓alableto NHSorganisationsor to inquiry teems in the conduct of the 
process. It is reasonable to suggest that thiscould result in a more protracted 
and oostl ier inquiry proce and may man that an inquiry is less t horough or 
effectivethan might otherwiseha✓ebeen thecaae 
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Inquiry recommendations we not always sifficiently helpful or focused. No 
doubt pally asaconsequenceof theIack of advice and a pertisein ther 
conduct, the products of inquiries in theNHS—in common with those in 
other fields— are not always focused in away which fad Iitateslearning and 
implementation. For exanple a recommendation which statesthat communi-
cationsanong profe onals, or between professionals aid patients are poor (a 
fairly frequent themein adversee✓ents) aid must beimproved might not be 
very helpful because it does not providetheorganisaiion(s) concerned with an 
operational chaigeto implement. 

I mpleinentation and follow-up of recommendations is patchy. I n common 
with other seurcesof leaning on adverseevents, follow-up work to implement 
the reoommendetionsof inquiries is inconsistent. Often, inquiry recommenda-
tionshaveno dear status or thequality and rele✓anceof recommendations 
themsdvesmay bein doubt. 

There is no systematic mechanism for sharing more widely the learning from 
individual local adverseevent investigations There is powerful evidencethat, 
time ter time inquiriesaid investigationsideitify smilax or identical 
problemsatd make thessrnesortsof recommendations Yet thereisno system 
for drawing together thesefindingsto draw out general trendsor to emphasise 
wider prioritiesfor action. Thepotential implic ionsof inquiry reports 
beyond theimmediatecircumstaicesof thee✓ent in question may, therefore 
not always be recognised. 

Understanding adverse events 

5.7 The lei of understaidingof the nature causes aid prevention of adverse 
eventsin the hedth caresector ispoorly deveoped in comparison to many 
fields, for exanpleindustry and air transport. 

There is little basic research into the nature caws aid prevention of adverse 
eventsin health care Most of thesdantificwork hasbeen done in contexts 
outsdetheheaith service Whilst much of it islikdy to beextendableto the 
health sector, this needs to beconfirmed. Equally, whereeccgptionsoccur that 
are pati cul ar to the NH these must be idantified and investigated 
spedfical ly. 

The concept of the ̀ system approach' is poorly developed. T here has been 
rapid progressin manyfiddsin identifyingthepla.efor'wholesystem' 
restoonseto adverse events. I nappropri ate systems ere commonly a more 
important contributory factor than individual failings or errors. Appropriate 
systanscan do much to reduce the burden on individuals and theresalting 
rise of adverseevents and to mitigate theconsequenc Thisapproach needs 
to bebetter developed in theNHS 
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Information is difficult for staff to aoom N H S d i ni ci ans and other staff need 
to axxminformetion rapidly and conveniently in thecontect of bus 
schedules This includes both general information on the cause; of adverse 
e✓entsand approachesto risk minimisation, and specific information on 
particular ha~rdsand pitfalls Information systansarenot yet uniformly well 
developed enough to ddiva theserequiranait inhibiting the ability of the 
NHSto respond positively. 

Learning culture 

5.8 Our review of thecurreit portion confirms that therearesereral keyareasin 
which the NHSfalsshort of being a Iearning organisation at the outset. 

There is too often a ̀ blame' culture. When thi ngs go wrong, the response is 
often to seek oneor two individualsto blame, who may then besubject to 
disciplinary meesuresor professional censure. That is not to say that in some 
dreumstancesindividualsshould not behddtoaccount, but esthe 
predominant approach this acts as a significant deterrent to the reporting of 
adverse events and near misses It also ancouragesseriousundaestimetion of 
theectant to which problans ae due not to individuals but to the sjstamsin 
which they operate 

No amount istaken of `near missed. Apart from the reporting systems run by 
theMedical De✓icesAgancyand MedidnesControl Agency, thaeisno 
mechanism to learn from advasre✓entswhich do not result in significant 
harm. The 'near mild can providevaluableinformation to help prevent adverse 
e✓eit and is regarded in many other sectors a; ai important free lessen. 
Moreover, rich suggeststhat for eeryfull-blown incident thaearelikely 
to be swaa hundred near-mi sees 

There is little culture of individual self-appraisal. The education of N H S 
profes onalsdependsto avariable, but generally significant, edait on clinical 
epprenti ceshi p — that is, on learning by example T his process rand y 
counteracts a burdai of public Expectation of infallibility, and may often 
reinforce it. Yet for theNHSto Iearn effedivelyfrom epErience, these 
individualsmust beableto admit that perfection isnot dwaysettaned: firstly 
and most importantly, to themselves, and then to their fellows Whaethe 
ability to self-appraise openly and frankly is absent, the negative effects of a 
' blame culturd will be rei nforced 

Active learning 

5.9 TheNHSdoesnot, in our ecperieica learn effectively and actively from 
failures Too often, valid lessDnsaredramn from adverse events but their imple-
mantati on throughout the N H S i s very patchy. Active Ieani ng is mostly 
confined to the individual organisation in which an adversee✓ent occurs The 
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N H S is par e(crfleno?a passve learning organisation. A number of specific 
weaknes9es are apparent. 

"The NHSispar 

exaallencea passive 

Some adding systems take a longtime to report. The Confideitial 

learningorgani- Enquiries; for example, opeatetofixed timetables and produce peiodic 

sation" reportsbased on anelyssof historicdata Depeidingon the Inquiry 
concerned, it can takebetween oneand four yearsfor thelearningfrom an 
advesee✓eht to bereflected in an inquiry report. Arrangerentsfor giving 
interim feedback ere not wdI-developed. 

Implementation of reoommendationstakes a long time. What evidence we 
ha✓eon theimplemeitation of Confidential Inquiry recommendationsshows 
that it can taketen or fifteen yeas to bring about meaningful change once an 
inquiry has reported. We hate d t eel one example; of sui ci de by hang ng 
among mental health inpatients of an issuewhich wasfirst highlighted nearly 
30  but which isstill aprominent problem in theNHS 

There is little or no systematic fellow up of recommendations The recom-
mendationsaisngfrom most reporting systems areIeft toindividuel bodies to 
follow up. Often it isleft to future inquiry reports to comment on faiIuresto 
implement earlier recommendations 

There isa lack of clarity about priorities for improvement. NH Sorganisa-
tionsfaoea rangeof competing priorities for ation from alI sorts of souroea. 
Often there is no authoritativeindicttion of the r ive priority which should 
be attached to paticula issues 

I nsiffident effort is made to target high-risk dinic procedures or to 
prevent the recurrence of edfic cat rophicevents Re rch suggests that 
there are sz)meproceduresor aeasof activity in which thelikdihood of serious 
errors is relatively high and/or theoonsequencesof errorsareparticularly 
serious For Example the potential consequences of obstetric and midwifery 
errorsaevery saiousin human terms, and thisisreflected in their 
prominencein litigation. Therearealso any number of highly complex 
technical proceduresin which theinheeit risk of error isrdativdy high 

smply because of the number of factorsat work and thephyscd difficulty of 
theprooedure Similarly, thereaecetain veryspeafickindsof advesedinical 
event which have recurred on a number of occasionswith devastating cons- 
quences(for Example the misaiministration of anti-cancer drugs by spinal 
injection). 

The possibility of developing design sdutionsto specific hazards is under-
explored in health care In other sectorssgnificant efforts erebeing madeto 
design equipment and products in away which hdpsto minimisepoteitial 
hazards yet despiteoneor two Examplesof good practicewhich demonstrate 
itsapplicability to he lth care this approach hasnot yet been applied 
extensively or systematically in theNHS 
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Table5.1 summaisas,someof the key negative characteristics of theNHSs 
approach to adverseeventss aid juxtaposes the postivechaacteristicswe 
bdieveit needsto develop in the future. 

Past 

Fear of reprisals common 

Individuals scapegoated 

Disparate adverse event databases 

Future 

Generally blame-free reporting policy 

Individuals held to account where justified 

All databases co-ordinated 

Staff do not always hear the outcome of an investigation Regular feedback to front-line staff 

Individual training dominant 

Attention focuses on individual error 

Lack of awareness of risk management 

Siort-term fixing of problems 

Manipulative use of data 

Many adverse events regarded as isolated "one-offer 

Lessons from adverse events seen as primarily for the 
service or team concerned 

Pas9ve learning 

Team-based training common 

Systems approach to identifying hazards and 
prevention 

General risk management awareness training 

provided 

6n phase on sustaining risk reduction 

Conscientious use of data 

Potential for replication of similar adverse events 

recognised 

Recognition that lessons learned may be relevant to 

others 

Active learning 

I Figure 5.2 further iIIustrateswhat webdieveaesomeof thecrudd stEpsin 
Iearningfrom adverseevetts If any one of theseisfundaneitalIy flayed, the 
proe sasawholewill not peform effectively. Our reoommeidationsi taken as 
awhile; aethereforeamed a`. achieving sustained improvementsin each of 
thestepsin this process 
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Figure 5.2 
SS -ne key steps h 

learn. .g i  am adverse 
events 

Recommendations 

5.12 Dravingon thewideraigeof eridenceaid opinion weha✓econsdered in the 
course of our work, we make a number of recommendations a med at 
address ng the problems aid weakness; idaiti fi ed. 

Recommendation 1: Introduce a mandatory reporting scheme fc ai verse 
health care events and specified near misses 

We recommend that aschaneshould be introduced by the NHSExecutiveto 
ensure comprehensive rEporti ng of adverse events aid near-missesin NHS 
health caresettings Wereoommendthat thisscheneshould: 

be rooted in sound, staidardised local reportingsystens, building on and 
derdopi ng the current local adverse event reporti ng systan as recommended 
in the N H S Executi ve contrd s assurance standard 'Risk Management 

hem'; 
adopt as the bass for rgorti ng the concepts of an adverse health care event 
(AHCE) and a health care near miss (H CN M ), aid that these are dearly 
defined. Asastating point for thedeielopmeit of agreed definitions we 
sum; 

`an advasehe~lth caeeieit (AHCE) isan evert or omission aisng 
during dinical careand causing physical or pichologic injury to a 
patient'; 
'ahedth carenear miss(HCNM) isastuation in which an event or 
omission, or asequenceof e✓aitsor omissonss aisng during clinical 
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carefailsto develop further, whether or not as the result of compei-
seti ng action, thus pre✓eiti ng i nj ury to a patient'; 

opeationaisethesehigh-lest definitionsbydardoping, maintaining aid 
making useof a  of detailed standardised categorisationsof different types 
of advesehedth careeent and reportablenea miss Theseshould be 
published in astandad manual deterIingscecific kinds of adversee'eit and 
near misswhich must be reported (a) lolly and (b) beyond the 
organisation concerned. Weaivisagethat a'filter' will opereteso that only 
certain categoriesof erect and near misswill berqDorted nationally or 
regionally. Theooveageand sophistication of the cEtegorisations should be 
improved over timq 

specifydearIy in themanua the format in which adversee✓ahtsaid near 
missesshould bereported. The reporting format aid precise information to 
becollected should bedetamined only after thorough consideration of the 
analytic purposesto which it isto be put; 

adopt standadised compute softwaefor advesee✓aht and near miss 
reporti ng; 

set out dearly both thechaindsfor reporting aid thelocusof 
responsibility for ansuringthat reportsaemade, both within aid where 
necessary beyond local organisation 

be comprehensive in its coverage; incorporating all NHSorganisations 
which ddiver health careelongwith general practitionesaid dentists 
treating NHSpatieitsin primay cae. Thesjsten should incorporatethe 
arangementsfor mandatory reporting of deathsin general practice 
announced by Health Ministesin thewakeof theconviction of Dr Herold 
Shipman. It should also cove care provided on behalf of the N H S i n 
privatehospitasand dinic 

be mandatory for both organisations and individual 

berun by an independent body which ispeceived asneutra by heath cae 
staff. 

Recommendation 2: Introduce a scheme fc confidenti I reporting by 
staff of adverse events and near misses 

Wereoommend that, until local reporting ens aid cultures aresuffidently 
de✓doped to allow all staff to fed that. they can report all adverse erentsand 
near misseswithout fear of retribution, the national system described in 
Recommendation I should indudeprovison for direct, confidential (but not 
anonymous) reporti ng of adverse events and near misses to regional or 
national le✓d. This has bean found to be of great importaicein other sectors 
Thesystem should: 

bewiddy publicised and avalebleto all NHSstaff, aswdl asto fanily 
health servicescontra torsand their employees Theviability of ede nding 
thesaheTneto staff in independent hospitaisaid dinicstreating patientson 
behalf of theNHSshould also beecplored; 
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ha~ethecapa itytofollow-up near misses without re/eding the identity of 
the reporter if heor siewisnes Werecognisethat in some circumstances it 
may beimpos<ibleor inappropriateto preserveanonymity — for exanple 
whErethereiseiidenceof grossnegiigeice, criminal activity and/or athreat 
to patient safety and this cannot beaddre~d without disdosng the 
identity of the reporter — aid thisshould beopenly acknowledged; 

beregaded asamechaiisn to beused in exceptional dreumstaic with 
reporting channelled wherever possblethrough theneN system described in 
R1.; 

be kept under regula reriew as Iocal systems aid culturesde✓elop, to 
determinewhether continued provision of adirect confidential reporting 
facility, alai adjunct to the man mandatory reporting systyem (seeR.1.), is 
both necessary and desirable 

Recommendatioi ; Encourage a reporting and qu ,stir ing culture r 
NHS 

We recommend that the NHSshould eicourageareporting culture anongst 
its staffwhich isgenerallyfreeofblane for the individual reporting error or 
mistakes, aid encouragestaff to look critically at their own artionsaid those 
of their teams Weacknowledgethat significant progresshasbeen madein this 
aeain recast monthsand yeas, but belie✓ethat thereisscopefor further 
action in anumber of key aeas 

NHSTrustS HealthAuthoritiea Pri may Care Trusts aid Primary Care 
Groupsshould usetheimplanentation of clinical govErnaiceasat 
opportunity speaficallyto reinforcethar procedure; for adversehedth care 
events, stressing in particula theresponsbilitiesof all staff for reporting 
edentsand the duty of the organisation to treat individua membasof staff 
justly, with no prior assumption of blane General risk management 
arvaenesstraning for staff should be pat of thisprocess, 

local annual clinical governance reports should indudeexplicit statementsof 
the organi sat ion's adverse event reportingpoli i, and where possible should 
display eridaice both of rail changes effected as a result of reporting and of 
ajust approach to individuals who report their own errors, 

the provision for confidential reporting recommended in R.2. should help 
to gvestaFf theconfidaiceto report information which might otherwisego 
undetected; 

the NHS Executivenationally and regionally, and NHSorganisations 
locally, should work proactively to ensureaxurate media reporting of 
adverse events aid to foster ageater public understanding of the issues 
i nvolved. 

dl thoserespondblefor theinitia and continuing training aid education of 
doctors, nursesand other dinicianssnould address the development of an 
approach to fraik self-apprasal. Thiswill involveexposng dinidansto the 
appropriatecultureof blame-frees sniEnt and learning a: eiery le✓a, 

from undagaduatethrough postgaduatetraningto life-long leaning. 
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Recommendation 4: Introduce a single overall system for analysing and 
disseminating lessons from adverse health care events and near misses 

Werecommend that asngleoverall system should be devised for analysing 
and di urinating lessonsfrom adverse health caree✓entsaid near missm 
This an should: 

recevereportsof agreed categoriesof e✓entsnotified through the 
merhani smsderi bed in R.1. and R.2.; 

analyse then in such away that common factors and causes can be 
identified; 

consider and spedfy the action necessary to reduce risksto future patients 
throughout the N H 

atsurethat feedback isprovided in away which aicourag continued 
reporti ng; 

be managed or overseen byasngleorganication. 

Recommendation 5: Make t ^ter use c." existing sources of informatic 
on adverse events 

Werecommeid that, to facilitatefuller and moreeffectiveuseof information 
from edistingsouroesof information on adverseheelth caree✓ents 

the new andyssaid dissemination stem recommended in R4. should 
incorporate information and identified trends from the NHScomplants 
system, from litigation activity and from other reporting and analysis 
systems to ensurethat maximum cumulativelearning ise~ctracted from 
theseresource~ 

the NHS Executive should use the opportunity provided by the 
forthcoming report of itsoomplantsWstem evaluation to e(aminewaysin 
which greats useof patient oomplantsasa learning resourcecould be 
encouraged and fadlitated, both locally and nationally; 

the N H S Litigation Authority should work with the medical defence 
organisationsto aisurethat maximum learning isdravn from aneysesof 
theextensveinformation avaleoleon clinical negligencelitigation. This 
learning should in turn befell into the newovadl andyssand 
dissemination proposed at R.4.; 

patient and care input, which can beof tramendousvduein learning from 
adversee✓entS should beactivdysought at each stageof theprocesa 
Systematic efforts should be made to involve patients aid cares i n work to 
i mpleneit the reoommeidations of this report. 

Recommendation 6: Improve the quality and rel vance of NHS a dv 
event investigations and inquiries 

We recommend that theNHSExecutiveshould work with the Commission 
for Health Improvement to improvethequality and reevanceof advaseevent 
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investigetionsaid inquiriesin theNHS In paticula, theNHSExecutive 
should: 

daifythearanganaitsfor local adveseerent handling(induding 
reporting—seeR2), and offer further guidanceto the NHSon the 
thresholdsfor different typesof response, induding inquiries 

ensurethat the Commission for Health Improvement as an early priority in 
itswork programme; de✓dopsanational role in advisngon processaid 
conduct issueswith the aim of ensuring higher quality and greater 
standadisation of inquiry conduct. Itsadvioeshould cove thefraningof 
reoommendationsse that they aeof maximum hdp to theorganisetion(s) 
concerned, and where eppropriete to the NH Sas awholq in effecting 
practical changg 

ansurethet inquiry reoommetdationsand fiindingsaewheele pos§blefed 
into to the proposed national adverse e✓ent reporti ng shame aid the 
associated databa 

Recommendation 7 Undertake a programme of basi re e h into 
adverse health care events in the NHS 

We recommend t hat a programme of basc resaerch into adverse events in the 
NHSbecommissoned bytheReseerdi Council and theNHSR&D 
programme qDeaficfod of thisprogranmeshould include: 

the inddeice, nature and causation of health care adversee✓ents; 

the®cteit to which knowledgefrom other fiddsistraisfeableto the health 
sector; 

practical approachesto risk minimisation and thetakeup of I~rning; and 

thecontribution of system approachesin heslth care; 

the use of automated methodsto monitor and evaluatethepeformanceof 
clinical interveitions(thecreation of adinical `black box'). 

Recommendation 8: Make full use of new NHS infomvation systems to 
help staff access leaminn from adverse health care events and near 
misses 

As NHSinformation system such as the new National Electronic Library for 
health, aeda'eloped to bring more rapid and convenient aooesto clinical and 
other staff, we recommend that priority isgvei to induding acoessto 
information needed in thisaea Theaim should beto: 

incxea3eknowledgeon theprocessesof learning from experienceaid risk 
minimisation; 

indudesystamaticinformation on paticula c sesof advesee✓entsaid 

how to avoid ther repetition; 

present information in wayswhich aeaxbleto busy health 
professonalsatd manage 
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tailor messagesand routesof communication to theneedsof specific 
audieice and 

mad mise the contribution that improvaneitsin information systans(such 
as the introduction of theEle tronicl ieit Record, thedeidopment of 
electronic prescribing s,densand eesi ax to up to dateguiddinesaid 
protocols) can maketo a:tivelearning and the prevention of adverseeients 

Recommendation 9 Act to ensure that important lessons an 
implemented quickly and consistently 

Werecommeidthat spe ificaction istekei bytheNHSExecutive; the 
National I nstitutefor Clinical Exodleiceand theCommission for Health 
Improvement to eisurethet that important lessonsfrom failuresarequickly 
and reliably acted on in theNHSand that improvement issustained. In 
particular, we recommend that: 

the NHS Executive should offer greater support to the NH Sin prioritising 
actionsarisngfrom learning on adverse events Thereshould beasngle 
focuswithin the NHS Exeutivefor makingthesedecisionsand for 
aisaringthat implementation isdriven forward. Wheeappropriate, 
re3ourceconsderationsshould betakes into amount when determining 
implementation priorities 

theimportanceof implementing key I onsfrom adverse events including 
specifically the recommendationsof the Confidantiai Inquiries should be 
given grew weight nationally by the N H S Executive as a core component 
of clinical governance; 

the NHSExecutiveshould give urgent consideration to therolewhich 
routine performanceman meit should play in eisuringthat key findings 
from adverse event analysisaredisseminated and acted upon by NHS 
bodiesasapert of their wider dinical governancerespondbiIitie~ 

the National Institutefor Clinical Excdleice(NICE), as the body which 
now hasresponsbiIityfor the operation of the Confidential Inquiries 
should ecplorewith theCharmei and Diredorsof thoselnquiriesthe 
posdbiIity of de✓doping `fast track' processesto al low then to generate 
specific recommendationsoutsidethe normal reporting cyde if sufficiently 
pious issuesanage. We recommend that NICE should also explorewith 
t he I nqui ri es the opt i ons for enabl i ng t hem to g ve more systenati c 
feedback to individual units if a serious ongoing threcl to patient safety is 
identified, provided this does not compromise the confidential nature of the 
procea~ 

in developing itsre✓iew and reporting processfor clinical governance, the 
Commission for Health Improvement should make provision to comment 
specifically on the uptake of recommendationsaidngfrom advasee✓ant 

analysis and providefeedbadk to therde✓ant reportingand andysissystens 
to inform future work; 

both theNHSExecutiveand theCommission for Health Improvement 
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should remain alert for erideioethat improvement is not being sustained or 
that progessissippingbacc, so that interventionscan beplanned if 
necessary 

Recommendation 10: Identify and address spec z c e~ c es serious 
recurring adverse health care event. 

Werecommendthat there should bean ecplicit focus on idaitifying aid 
address ng very specific Seri ous cat egori es of recur ri ng sac ous adverse erect. 
We recommend that as pat of thiswork: 

the NHS Litigation Authority should begvei astronger educational remit, 
toworkwith professional bodies aid the medical ddenceorgaisationsto 
publidsehigh-rislc aeasaid risk-reduction aotivitiesanong managers aid 
clinicians; 

stepsshould betakes to eisurebetter useof existing information on aeas 
of pradiceatd individual proeedureswhich poserdativdy high rises in 
frequency of Error aid! or theeonsequaicesof error. Consideration should 
begvai to the production aid piloting of standadised procedural manuals 
and safety bulleinswhich it isobligatory to usewhai anbakingon specific 
high-risk procedures Thiswork might beeo-ordinal by the National 
Institutefor Clinical Excdlenee; 

theNHSExecutiveatd theMedical DericesAgencyshould consider how 
the more systematicapplicEtion of design solutions could beeneouraged as 
onemeansof minimisngspecifichazards, 

theDgatmeit of Health should establish groups to work urgently to 
achie✓efour spedficams 

by 2001, reduce to othenumber of patientsdyingor bring padysed 
by meladministered spinal injections(at least 13 such ca9eshareoccurred 
in the Iasi 15 yeas); 

by 2005, reduce by 25% the number of i nstancesof negligeht ham in 
thefidd of obstetrics aid gynaecology which result in litigation 
(curraitIy these account for over 50% of the ainud NH S litigation bill); 

by 2005, reduce by 40% the number of serious errors in the use of 
prescribed drugs(curreitIy theseaxount for 20% of dI dinical 
negl igence I itigati on); 

by 2005, reduce to o the number of suicides by mental health 
inpatientsasaresult of hangngfrom non-colIapsble bed or shower 
curt al n rd Is on wads (curreit ly hang ng from these structures is the 
commonest method of siicideon mental health inpatient wads). 

Sound bead i nes wi l l first need to be eatebl i shed for the second aid third of 
theseaeasin particular, aid it isimporta t to reoognisethat in theshort-term 
the number of recorded e✓ents ma r rise as reporting and recording systems 
improve. 
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