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When will health care pass the orange-wire test?

Liam Donaldson® & (Chairman)

Show more

http://dx.doi.org/10.1016/S0140-6736(04)17330-3 @ > Getrights and content

Imagine that a Boeing 757 aircraft engine contained an orange-coloured wire essential to its safe functioning.
Imagine that an airline engineer doing a preflight inspection spotted that the wire was frayed in a way that
suggested a systematic fault rather than routine wear and tear. Imagine what would happen next. It is likely
that most 757 engines in the world would be inspected—probably within days—and the orange wire, if faulty,
renewed.

Like airlines, hospitals take charge of people's lives many times a day. Yet, health care has lagged behind
other industries in putting safety first in dealing with its consumers. A systematic fault that put patients' lives at
risk discovered in one country would not surely be rapidly and simultaneously corrected by health services
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Department of Health (2000) An organisation with a memory. DH: London
Kohn et al (1999) To err is human. Institute of Medicine: Washington, DC
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2,075,569 per year
17,337,902 10122017

https://improvement.nhs. uk/resources/national-patient-safety-incident-reports-september-2017/
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Developed the technical infrastructure
but

overlooked the social infrastructure

Macrae, C. (2008). Learning from patient safety incidents: Creating participative
risk regulation in healthcare. Health, Risk & Society, 10(1), 53—67.



Macrae, C. 2016. The Problem with Incident
Reporting. BMJ Quality and Safety, 25, 71-75.

The problem with incident reporting

Carl Macrae

“We collect too much
and do too little”
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Fear is toxic to both safety and
Improvement

27

Don Berwick

Department of Health. (2013). A promise to learn—a commitment to act.
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Modelled on the Air Accidents
Investigation Branch, the new Healthcare
Safety Investigation Branch will give legal

protection to anyone who speaks up
™ following @ahespital mistake.
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A relentless focus on increasing reporting

REVIEW ARTICLE

Underreporting of Patient Safety Incidents Reduces
Health Care’s Ability to Quantify and Accurately
Measure Harm Reduction

Douglas J. Noble, BSc, BMUBCh, MRCS, MPH* and Peter J. Pronovost, MD, PhD, FCCM*}

Abstract: Underreporting of patient safety incidents creates a reser-
voir of information that is plagued with epidemiological bias. These
include systematic biases such as the practice of reporting minor inci-
dents at the expense of more serious ones. This leads to inaccurate rates
of errors and an inability to generalize results to whole patient popula-
tions. It leaves reporting incidents, in epidemiological terms, compara-
ble to nonrandom samples from an unknown universe of events.

These epidemiological problems lead to a situation where priori-
ties are skewed toward what “we know we know.” As “we know what
we do not know,” for example, gaps in knowledge about serious inci-
dents due to low reporting rates, due caution must be applied in making
policy based on biased underreporting.

Barriers to reporting contribute to low participation rates and further
bias information. Lack of feedback and fear of personal consequences
are common barriers.

Evaluation of reporting systems indicates reports can be used as
tools for learning, but it is not yet possible to monitor improvement in
patient safety or measurably prove reduction in harm. Mandatory re-
porting makes sense from an epidemiological point of view, but there
are legitimate fears that it could further reduce reporting rates due to
fear of reprisal.

Underreporting and the associated biases are a significant problem in
realizing the epidemiological potential of incident reporting in health care.

Key Words: reporting, bias, health policy, diagnostic errors, risk
(J Patient Saf 2010;6: 247-250)

ystems that report patient safety incidents are widely used.
Yet, underreporting of patient safety incidents is common,> ™
and incident reports may only account for 4% to 50% of events
that occur in the United States each year."* In the United Kingdom,
at least 22% to 39% of errors go unreported and more serious
errors are often not reported.®
When reports are cumulatively analyzed at a hospital, re-
gional, national, or international level, underreporting creates a
systematic bias toward or away from certain errors. This severely

the controversy between voluntary and mandatory reporting
systems. We argue that underreporting of patient safety inci-
dents contributes to health care’s inability to accurately identify
and measurably reduce risks to patients.

BARRIERS TO REPORTING

Adverse event and near-miss reporting should preferably
elicit all relevant information from incidents,” be subjected to
suitable analysis by skilled personnel,® publicize findings in a
way that benefits both the local institution and the wider health
care community, and make efforts to reduce risk of harm to
future patients. Underreporting make the latter 2 less likely.

Common barriers leading to underreporting are classified
in 2 ways in Figure 1'°7'": first, according to Donebedians
structure, process, and outcome model of health care'?; and sec-
ond, by considering the attitudes and fears of individual profes-
sionals. Lack of feedback to the reporter and fear associated with
reporting are common themes.

An anonymous survey of approximately 800 health care
professionals highlighted that lack of feedback to the reporter
was among the most significant barrier to reporting. Approxi-
mately 60% of physicians and nurses felt this to be the case.''
Failing to feedback to the reporter demoralizes their efforts and,
coupled with lack of support and fear of reprisal, decreases their
likelihood of reporting again. A voluntary questionnaire study
of 315 health care professionals revealed that reporting was
most common to a colleague. Involving senior colleagues was
not routine, more so for physicians than nurses.*

EPIDEMIOLOGICAL PROBLEMS

In addition to individual barriers, incident reporting has
been plagued by epidemiological problems in 3 principal areas
(Table 1). Paradoxically, establishing a reporting system cre-
ates a false impression of increasing levels of error within health
care systems: the Reporting Paradox. As systems develop, pro-
fessionals become more comfortable with reporting, and the
systems are used more frequently. Error rates stay the same but are




Incidents + epidemiology

Surveillance bias is helpful!

Over-reporting swamps
weak signals with noise



Incident reports are opportunities
to question current assumptions,

beliefs and practices
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Early warnings, weak signals and
learning from healthcare disasters

Carl Macrae

ABSTRACT

In the wake of healthcare disasters, such as the
appalling failures of care uncovered in Mid
Staffordshire, inquiries and investigations often
point to a litany of early warnings and weak
signals that were missed, misunderstood or
discounted by the professionals and
organisations charged with monitoring the safety
and quality of care. Some of the most urgent
challenges facing those responsible for improving
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raised by this disaster are therefore: how
can healthcare organisations—and those
that supervise and regulate them—inter-
pret weak signals, identify early warnings
and investigate and address the risks that
underlie major failures of care such as
those at Mid Staffordshire? More funda-
mentally, how can healthcare systems be
designed to ensure that the signs of sys-

temic failure are routinely surfaced,
I D | N | 11 1N T o N
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Uncovering risks and
identifying opportunities for
Improvement


















Drawing connections
Making patterns
Sensing discrepancy

Perceiving novelty

Macrae, C. (2009). Making risks visible: Identifying and
interpreting threats to airline flight safety. Journal of
Occupational and Organizational Psychology, 82(2), 273-293.
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One of the most challenging issues In
healthcare is that the same situations keep
creating similar kinds of error across the

system , ,

- Prof James Reason
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Learning from failure: the need for independent
safety investigation in healthcare

Carl Macrae' and Charles Vincent?

'Centre for Patient Safety and Service Quality, Imperia! College London, Lenden W2 1PG, UK
*Department of Experimental Psychelogy, University of Oxfard, Oxferd OX 1 3UD, UK

Corresponding author: Carl Macrae. Email: carlmacrae@mac.com

Tragedies are powerful motivators for learning and
improvement. The only honourable response to the
victims IS to try to ensure that similar tragedies are
not repeated in the future. In the NHS the report that
led to the National Reporting and Learning System
was entitled ‘An Organisation with a Memory” pre-
cisely because of the ambition to capture the learning
inherent in tragic incidents.' The recent Berwick
review into patient safety in the NHS similarly
speaks of “A Promisc to Learn’ but also, tellingly,
of & ‘Commitment to Act”.’ We clearly nced a cap-
acity for intelligent, thoughtful reflection on the
causes of tragic events and, stll more, a capacity
for using this hard won knowledge to build a safer
healtheare system. In this paper we suggest that this
would be most effectively achieved by the creation of
a small, permanent independent agency charged with
coordinating major inquiries and safer =T

tions in the NHS. Such a model, if suce Health News

occasional cxccplions.‘-‘ local investigations rarely
encompass the wider systemic factors that can contrib-
ute to serious failures of care, such as ambiguous regu-
latory requirements or inappropriate commissioning.

Regulators. commissioners, and other NHS and
professional bodies all conduct their own different
forms of safety investigation. These provide important
insights into patient safety from the perspective of the
agency involved.” However, these investigations are
necessarily conducted by organisations that may them-
selves inadvertently contribute to the emergence of
system-wide safety issues and recommendations from
these inguiries tend to focus on punitive sanctions,
regulatory enforcement and performance management.

At a national level cfforts to learn from major
tragedies take a variety of forms. The most high-pro-
file approaches arc independent or public inquirics,

b i S . wn g

be applied in other healtheare systems. _

Safety investigation in the NHS ~ NHS bungles “need ssr-crash investigators’

The NHS currently has no consistent ;
investigating and learning from safety 1
is a smorgasbord of approaches to inv
address systemic safety issues at wva
of the healtheare system with little appa
ency, logic or strategy underlying their do
cution. These span locally managed
investigations, commissioning and regula
gations, rapid reviews, service reviews ar
ent and public inquiries (sec online supp
for details and examples).

Individual NHS trusts conduct large
investigations into serious safety incident:
with the assistance of external advisers. T
gations can lead to important local saft
ments, particularly when linked to a br
strategy. However, the scope of these ir
is necessarily focused on a specific

The oot ettt i B At 4 B Ot Sty

e e

R

0 The Reyal Seciety of Mediine 2014 Seagren  ome bat Sremtate

Keprires ard perristions 1agepus co,kjownasherm s one
Searicazaa dar |

http://jrs.sagepub.com/content/107/11/439.full?ijke y=a9c690b61adb008888f53bb
ca314ac8c17054b23&keytype2=tf_ipsecsha

DIRECTIONS

The National Health Service Trust Development Authonity (Healthcare Safety
1 igation Branch) Dircctions 2016

The Scormuary of Ste for Mok, ie coovome of ®ie powen confored by sectoes 7, 8, 27N T) and (%) of and
peragnet § of Schedule 6 %0, Be Natsoral Heallh Sorvaoe Act 0060 ). s the foliew g Dvovions

Ciation, e forve and e
1-41) These Dierctons.

G0 My e omed as D Namondd Hesld Sorvioe Tres Devrbogement Auborey (Hesbhowe Sufery Invevngatn
Braach) Darocroes 2018,

) come isto foroe on Int Apell 2006
(2) Ie these Dwectoes.

"W 2006 Act” mouns the Nusonal Hewh Sorvice Act 2008

Twecsionn” i budes (leaced moosdees

Wl MRt Ras T Parang gAEn I Pergrapd | 8]

e Aushorey” mears e Natonal Meslh Service Trat Dcvrlepmen Asorny oasdiehod parant % wction
% of the 2008 Actb)

R L S B el e Lt

Commumectst” meara & descil comminionng Poupic) o e Boerd ) or 3 locyl sathonry cnrcueng
Arctons pursaert to (he 206 Act 10 releses to e holh serviee.

Tl yeur” means & Tavi e mardh pervad egweang o8 O | @ of Aped

Deakd arvice reguaane” mears Bo Cae Quabty ( ammesson(€) or Monson f)

“Woe Bevertigation Ieanch” hus the meaning rvos i perngraph (1)

TPt wwans wwers of servoes peevded o pert of the headh wervant g1 w | agland

Profmciond reguiniry bodus” Fwuns sepitatory Bodies wahin the Twuning of semon 181) of B Natorsdt
Heakh Servace Redorm und Hewlh Care Prodesssonm Act 2000181

“Pronader” mens wny bedy o perven, other Bun & chnical commionng o o B hard, engged = B
remtunn of pruwhs o8 serces St e pureeacs of e beabd servce # | gt

Nl spere pemonple” has the meanng gven o St 1)
(7) Thows Drnctons arv grves 15 B Authomty and svlets o9 e fliowing wumers poovided for i e 2008 Ay

et B | B | C I - A News Sport Weather [Player TV  Radk

NEWS

Home UK World Business Politics

Health

Tech Scence Health Education Entertain|

Air crash investigator to head new health
safety body

© 4June 2016  Health «§ Share

The UK's chief inspector of air accidents is the leading contender to run a
new organisation which aims to make the NHS in England safer.

Keith Conradi's appointment as head of the new Healthcare Safety Investigation
Branch is due 10 be confirmed at a parliamentary hearing next week.

Leading doctors have sald for many vears that healthcare has a lot 1o leam from
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Analysis of clinical incidents: a window
on the system not a search for root

causes Qual Saf Health Care 2004;13:242-243.
C A Vincent doi: 10.1136/qshc.2004.010454
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Understanding how work is done iIn
practice, how practices are organised
and implemented, and how close we

are to breaching safety defences
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Culture can be defined by the
quantity and quality of
conversations about safety



Process of collectively re-examining
and reflecting on work systems, and
making this a routine part of
everyone’'s work
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The situation which led to the establishment of the British Airways
safety information system (BASIS)

"In 1989 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 Safety Services, British Airways PIc.

Department of Health (2000) An organisation with a memory. DH: London
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Remembering to learn: the
overlooked role of remembrance
in safety improvement

Carl Macrae

Memory, and remembering the past, are
fundamental to patient safety. One of the
core objectives of safety improvement is
to learn from the past in order to
improve the future. This commitment to
remember and to learn is central to the
strategies that have shaped the evolution
of patient safety such as ‘An organisation
with a memory’,' and underpins defini-
tive academic research such as Bosk’s

T 1D o1 2

D oo oo boonr

is and what its defining features look like,
drawing on three practical examples in
safety-critical settings. Then, the paper
analyses the functions and purposes that
remembrance might serve in organisa-
tional settings and why these resonate
with current challenges in patient safety.
The paper then considers the potential
risks of remembrance, and concludes by
considering how this new arena of
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Terrible Tragedy — and Powerful Legacy — of

Preventable Death
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