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Astory is making the rounds that
James Reason, (whose classic
Human Error1 is one of the most

widely cited references in medicine) was
talking with someone outside of health
care, about medical error. “How is it,”
they purportedly asked,” that so many
errors are made in medicine, I mean it’s
not rocket science, is it?” “No, it isn’t,”
replied Reason, “it’s more complicated.”

The sobering message from Professor
Charles Vincent in this second edition of
Patient Safety,2 is that it is indeed a com-
plicated business and there are few easy
answers. It seems that no sooner does a
bright idea to reduce the toll of medical
error emerge, than its promise fades or
fails. Why shouldn’t we travel through
the system as safely as if airborne, or
move smoothly and efficiently as though
on a Toyota production line? Part of the
problem is that there is infinitely more
variability in the human body than in air-
planes and cars, a variability that leads to
an irreducible uncertainty. Parallels with
industries, states Vincent, are not always
clear and their high-reliability practices
should not be uncritically adopted. We
should be a little more skeptical, he says,
and mentions the reservations voiced
about the true efficacy of the heavily pro-
moted Safer Patients’ Initiative to save
100 000 lives campaign.3 One wonders,
too, about the impact of such initiatives
on other aspects of care. Resources are,
after all, finite.

The Patient Safety Movement
launched a little over a decade ago to
what was described as the medical equiv-
alent of a shot heard around the world. In
the frenzy that followed, proponents and
proselytizers have galloped off in all
directions and much useful work has
been done. In this second edition, as in
the first in 2006, Vincent reins us in. He
assesses where we are and from where
we have come. His arguments and obser-

vations check and balance us without
undue polarization. At over 400 pages,
this second edition is nearly double the
length of the first. Original material is
expanded upon. As before, his chapter on
“Caring for patients harmed by treat-
ment” is outstanding in its depth and
insights. Eight new chapters have been
added covering topics such as measure-
ment, designing for safety, specific safety
skills, and high performing health care
systems. Having suffered several times
through tortuous explanations of “viola-
tions and migrations” without much
enlightenment, I was relieved to find it
framed in language I could understand.
In addition to the new material, there is
increased emphasis on crucial areas such
as teamwork and patient involvement. In
particular, clinical decision-making,
arguably the one feature of a clinician’s
performance that has the most pervasive
effect on patient safety, gets more con-
sideration. In another recent book in this
area, the number of cognitive biases is
estimated to be in excess of 100.4 Not
surprisingly, failed reasoning accounts
for a significant proportion of the current
estimated diagnostic error rate of about
15%. Finally, it may be worth noting in
passing that in a book on patient safety, a

chapter on the insidious and not insignifi-
cant role played by the pharmaceutical
industry in adverse events would be wel-
come.

Despite the expanded scope, the
author has retained his refreshingly indi-
vidual approach, thankfully sprinkled
with flashes of English wit. In a discus-
sion of hospital environments, for exam-
ple, we should aim for “an ambience of
monastic calm rather than a downtown
bus station.” It’s remarkable the way he
moves effortlessly across widely differ-
ing areas from safety issues in deep-sea
fishing to that of British train shunters
(who suffer an alarming mortality rate)
pulling each vivid example into the con-
text of health care.

Vincent, a psychologist, has proved
to be a fortunate catch for medicine.
Few others within the ever-blinkered
silos would be able to achieve his broad
perspective. In fact, the recent trend
appears to be for specific disciplines to
provide their own view of what patient
safety means for them, and clearly they
all have unique patient safety issues.
The imperative remains, however, to
keep the overall focus on the patient
and the system in which they seek care,
and that seems to require the services
of an unblinkered outside observer.
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A 60-page condensed version, Essentials of
Patient Safety, is now available free online
at www.wiley.com/go/vincent /patientsafety
/essentials
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