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Patient safety – a very, very brief history

 25 years ago – the dark ages
 20 years ago – risk management, incident 

reporting & analysis
 15 years ago – epidemiology, the scale of harm
 10 years ago – process change, teamwork, culture, 

organisational change
 5 years ago – prioritisation of interventions, 

evaluation, strategy



Unintended injuries caused 
my medical management 

rather than the disease 
process



Table 4.3 Adverse events in acute hospitals in ten countries



‘To place our findings in context 
the burden caused by the six 
safety incidents is roughly 

comparable with the UK burden 
of multiple sclerosis, 

HIV/tuberculosis, cervical 
cancer or interpersonal violence’

‘The typical English hospital lost 
165 healthy life years and 

2024 bed days in capacity in total’







Underlying problem of poor reliability



Countless examples of care falling below standards

 While outcomes are good ….
– 228 patients reported 183 service deficiencies, each of which 

doubled their risk of harm (Taylor et al, 2008)
– 20% of patients received less than satisfactory care often 

experiencing harm (Hutchinson et al, 2013) 
– 15% of out patient appointments are conducted with important  

information missing (Burnett et al, 2013)





Equipment availability in 
operating theatres

19% of operations with 
one or more equipment 

problem



Safety Strategies and Interventions



Intensive careOperating theatre

Major successes in focal clinical areas



Checklists and beyond
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Global results  Process



Global results  Outcome



Shekelle et al, 2013

 Targeted at 
specific events

 Aim is to 
optimise 
reliability of 
basic 
procedures

Evidence based safety interventions



Families of safety interventions

Best practice
Improve the system

Risk control

Adapt & respond

Mitigation

Optimising 
Strategies

Risk
Management

Strategies



Improvement of processes and systems

 Standardisation and simplification
 Automation and decision support
 Improved equipment design
 Formalising team roles and responsibilities
 Reduce interruptions and distractions
 Improve organisation and level of staffing



Impact of team training 

• 18% decrease in observed mortality (74 vs 34 VA hospitals)
• Substantial training programme

– 2 months preparation
– 1 day on-site team training session (ORs closed)
– Quarterly follow up telephone interviews with OR staff  for 1 year

Neily et al, JAMA 2010;304:1693-700.



In ICU 85% reduction in 
medication errors & 

12% reduction in mortality



Reflections

 Huge burden to patients and healthcare systems
 Overlap with other quality problems such as 

waste, overuse, underuse
 Increasing number of effective interventions but 

not enough translation into practice
 Very little assessment of cost-effectiveness of 

interventions.
 Efforts to reduce costs largely divorced from 

safety and quality improvement
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