
The last two years have witnessed a
near-apocalyptic unfolding of the

medical error phenomenon. What has
become clear is that there is no area of
medicine that the problem does not
touch. Error occurs at virtually every
interface between the system and the
patient, and many errors originate in
delivery systems designed by those who
do not have direct contact with pa-
tients. All of us who are responsible for
the delivery of health care, from front-
line physicians at the sharp end to gov-
ernment policy advisers at the blunt
end, need to examine what we do. 

To that end, this second edition of
Charles Vincent’s classic text pursues a
subtle but very important objective es-
tablished in the original edition in
1995. Diverse contributors, both clini-
cal and nonclinical, provide an interna-
tional, multidisciplinary perspective on
medical error. Clinicians, nurses, para-
medics, technical staff, risk managers,
clinical auditors, quality assurance re-
viewers, quality improvement managers
and all others involved in the delivery
of health care can find here the com-
mon threads of a long-overdue, inte-
grated approach to patient safety, one
that creates an atmosphere in which we
can all start talking to each other. This
new culture of clinical risk management
is freed to a large extent from its histor-
ical preoccupation with containing liti-
gation costs and reducing harm to insti-
tutions. It becomes, instead, a vehicle
for directly improving the quality of
care. A new movement in error reduc-
tion is now underway, and Vincent’s
book is one of its first texts.

The book is divided into four parts.
The first, “Principles of Risk Manage-
ment,” opens with a chapter by psy-
chologist James Reason, surely now the
recognized father of human error the-
ory. With clarity and insight, he sets
the theoretical background for the
practical issues that follow. A chapter
by Eric Thomas and Troyen Brennan
provides a good review of benchmark
studies on error and adverse events in
medicine in the US and Australia. Vin-
cent has recently published a prelimi-
nary study from the UK using a similar
methodology; it would be useful to
have comparable information on ad-
verse events in Canadian hospitals to
see if we fare better or worse than other
countries.

The second part, “Reducing Risk in
Clinical Practice,” provides an
overview of error issues in obstetrics,
pediatrics, anesthe-
sia, surgery,
emergency, gen-
eral practice and
psychiatry. Many
clinical data are
referenced here
that might not
otherwise readily
come to light. It
is difficult, for ex-
ample, to find data on error in general
practice, and the studies referenced in
Stephen Rogers’s chapter, especially
those from the Medical Defence
Union of the UK, will be useful to
many. In contrast, some readers on this
side of the Atlantic might find that  the
chapter on risk reduction in obstetrics,

which deals almost exclusively with the
UK system, might have benefitted
from the inclusion of data from other
systems. The book’s lone Canadian
contribution, a chapter by Jan Davies
and Alan Aitkenhead on clinical risk
management in anesthesia, is a well-
balanced presentation of some of the
special insights anesthetists have his-
torically brought to error theory and
safety issues in medicine.

There is also an excellent and sur-
prisingly readable chapter on clinical
oncology; it is with some relief that we
learn that maverick clinical decision-
making in clinical oncology is in de-
cline. Generally, we do not hear much
from this area until a catastrophic event
occurs, such as the intrathecal injection
of an intravenous chemotoxic agent, a
tragic and peculiarly repeating error.
The contribution on psychiatry pro-
vides a thorough treatment of suicide
and violence to others, certainly major
issues in risk management. Regrettably,
however, there are so many other areas
in which the psychiatric patient is failed,
and these are not dealt with here. Over-
all, despite the wide variability in what
we do and where we do it, this section

very usefully illus-
trates the ubiquity
and persistence of
error phenomena.
Each specialty faces
its own, but similar,
demons.

The third part,
“The Conditions of
Safe Practice,” is an
excellent collection
of new chapters on
a variety of topics,

all of them germane. Two important
themes emerge. The first, widely ap-
preciated in theory but less so in prac-
tice, is that error is inherent in clinical
work because it derives from uncer-
tainty. This is the notion of  “necessary
fallibility.”  Where there is uncertainty,
there is a need for clinical decision-
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making, and this opens the door to er-
ror. Given the inevitability of error, we
might be excused for punishing our-
selves a little less than society or the le-
gal profession might otherwise allow.
The second and equally important
point is that we are often only as good
as the tools we are given; some error
may be unavoidable in the conditions
under which we work. James Reason
sees this as the passive facilitation of er-
ror by the design of the environment in
which it occurs. Inevitably, when re-
sources are limited there is a trade-off
in quality. The not-so-subtle nature of
this argument often seems to have been
lost on those who allocate resources to
health care.

The third section begins with the is-
sue of communicating risk to patients
and their families. This is a useful
overview that should be required read-
ing for those in training. The chapter
on “guidelines and pathways” deals sen-
sibly with some of the predictable,
now-tired arguments against “cook-
book” medicine. It is high time we ac-
cepted and incorporated guidelines into
the armamentarium of care; we need
fewer mavericks and more evidence-

based consensus. Does anyone really
believe some loss of autonomy to be
too high a price for patient safety?

Another new and burgeoning area,
human factors engineering, is intro-
duced in this section, which addresses
the interfaces between the medical envi-
ronment, the equipment it contains and
those who operate it. New kinds of er-
rors will result from new technology,
and we would do well to anticipate
them. The chapter on stress and fatigue
is especially important and, in the med-
ical domain, is almost worth a book in its
own right. Historically, the delivery of
health care has exacted too high a toll on
front-line workers. Many work practices,
especially those involving shift work, are
painfully outmoded and would not be
tolerated in private industry. Shift work
has become a public health issue that ur-
gently demands reform.

The chapter by Jenny Firth-Cozens
entitled “Teams, Culture and Manag-
ing Risk” is clear, concise and common-
sensical. Medicine invariably benefits
from inviting discerning onlookers, in
this case a psychologist, to take a look
at what we do.

The final section of the book, “Imple-

mentation of Risk Management,” might
appear on the face of it to be the least
clinical part of the book, but it does raise
a number of important issues for clini-
cians. A major problem facing the new
science of error reduction in health care
is the monitoring and reporting of error.
It has been estimated that current inci-
dent monitoring techniques miss perhaps
more than 90% of errors. Aside from
“tombstone learning,” which typically
occurs after a catastrophic outcome, one
might ask how much we learn from what
we are doing unless we develop an accu-
rate database. The chapter on clinical in-
cident monitoring recognizes and details
this important problem and advances a
number of useful suggestions for making
adverse incident reporting work. An im-
portant consideration for busy clinicians
will be finding ways to simplify reporting
and minimize paperwork. Given the mis-
erable record of physicians in reporting
even relatively straightforward adverse
medication events, any optimism on this
score must be guarded. 

After incidents have been detected
and recorded, the next step is to investi-
gate them. One particular approach,
used by the Clinical Risk Unit at Uni-
versity College, London, is described in
some detail in the chapter by Charles
Vincent and Sally Taylor-Adams. Prob-
lems identified in care management are
analyzed in accordance with a set proto-
col. Those entrusted with incident in-
vestigation might find this a useful tem-
plate for developing their own
protocols. It might also serve as an ef-
fective tool for gathering data on poten-
tial adverse events and the working con-
ditions under which they occur.

Vincent’s chapter on caring for pa-
tients harmed by treatment itself pro-
vides a sensitive and empathetic treat-
ment of a difficult area. Several useful
guiding principles are reviewed; again,
this should perhaps be required reading
for those in medical training or, indeed,
for any physician placed in this unfortu-
nate position. The subsequent chapter
by David Hewett on supporting staff in-
volved in adverse events is also a
thoughtful treatment of the impact of
error on physicians. It includes a de-
scription of the principal tenets of the
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Woman with “anesthetic leprosy,” probably at the Quebec City lazaret, circa 1900
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One thousand words



paradox - n. 1. a seemingly absurd or self-
contradictory statement that is or may be true:
religious truths are often expressed in paradox.
2. a self-contradictory proposition, such as:  I
always tell lies.  3. a person or thing exhibiting
apparently contradictory characteristics.  4. an
opinion that conflicts with common belief. 

— Collins English Dictionary

Every element of the art of Diana
Thorneycroft brims with para-

doxes. Even the title of the 10-year ret-
rospective of her work currently on
view in Ottawa at the Canadian Mu-
seum of Contemporary Photography,
Diana Thorneycroft: the body, its lesson and
camouflage, is resolutely self-contradic-
tory. The 40 large-scale, exquisitely
printed black-and-white photographs
included in the exhibition simultane-
ously attract the viewer with their styl-
istic beauty and repel with their dis-
turbing content. This work draws on
autobiographical experience and then
obscures itself in deliberately theatrical
scenes. It uses traditional artistic con-
ventions to explore decidedly uncon-
ventional terrain. It arouses intense
emotions and yet remains curiously
emotionless, generating volumes of
questions but studiously avoiding au-
thoritative answers. This work is not
easily pinpointed or pigeonholed. Its

infuriating ambiguity has led audiences
to described it as both “brave” and as
“sick.” When touring the Thorneycroft
exhibit, the viewer immediately con-
fronts its controversial elements. The
challenge is to look beyond the contro-
versy to gain some insight into the

meaning of such work. This is a diffi-
cult undertaking but, if the viewer is
willing to make the effort, the rewards
are many.

Thorneycroft's art focuses on the
human body, a subject as old as the his-
tory of art. Because her work originates

Lifeworks

Bodily paradox

National Health Service Litigation Au-
thority, the central pool or repository for
liability of hospital doctors in the UK.
These appear solid and well founded,
and some thought might be given to fol-
lowing a similar paradigm here.

The final three chapters are con-
cerned with the mechanisms of com-
plaint and claims management and with
dispute resolution. The very cultural
nature of these processes dictates a
largely domestic treatment, and North
American readers will find little to help
them here. However, there is some use-
ful discussion of alternatives to litiga-
tion that might inspire those interested

in the badly needed reform of our ad-
versarial litigation system. As things
stand, patients and their families often
face heavy psychological and financial
costs in resolving clinical negligence
disputes. Many feel that the time has
come for some form of nonadjudicatory
dispute resolution. Would it be too
simple to have all claims evaluated by a
neutral panel of medical experts, in-
cluding some who understand error
theory, with financial settlement based
on actuarial input?

Overall, there is much to commend
this second edition. It comes at a time
when issues of patient safety are clearly

in the ascendant. In the 1995 edition,
Clements defined risk management as
“the reduction of harm to an organiza-
tion by identifying and, as far as possi-
ble, eliminating risk.” This expanded
and rich collection will serve as both a
text and reference source for anyone in-
volved in the new integrated approach
to clinical risk management, which now
sensibly places the emphasis on reduc-
ing harm to individuals.

Pat Croskerry
Assistant Professor
Department of Emergency Medicine
Dalhousie University, Halifax, NS

Diana Thorneycroft, Untitled (Mask), 1990
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