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The aim of science is not to open the The aim of science is not to open the 
door to everlasting wisdom, but to set door to everlasting wisdom, but to set 
a limit on everlasting errora limit on everlasting error

Attributed to Galileo (1564Attributed to Galileo (1564--1642) 1642) 

by Brecht (1898by Brecht (1898--1956)1956)



““tthe value of history lies in the fact he value of history lies in the fact 
that we learn by it from the mistakes that we learn by it from the mistakes 
of othersof others……learning from our own is a learning from our own is a 
slow processslow process””

W. Stanley Sykes (1894W. Stanley Sykes (1894--1961)1961)



-- Error Error --

Making a flawed planMaking a flawed plan

Flawed executionFlawed execution

Jim ReasonJim Reason







Finding out about things Finding out about things 
that go wrongthat go wrong

RetrospectiveRetrospective

RealReal--timetime

ProspectiveProspective



RetrospectiveRetrospective

Medical record reviewMedical record review

Administrative dataAdministrative data

Electronic records Electronic records 

Reporting after the eventReporting after the event
Incident monitoringIncident monitoring

ComplaintComplaint

Medicolegal filesMedicolegal files

CoronersCoroners’’ recommendationsrecommendations



Medical record reviewMedical record review

Poor interPoor inter--rater reliabilityrater reliability

Expensive and logistically difficultExpensive and logistically difficult

Most of Most of ““whatwhat”” may be theremay be there

““HowHow”” and and ““whywhy”” are notare not

Misses 90% of types of eventMisses 90% of types of event

All studies show the same type of thingAll studies show the same type of thing



Critical Incident TechniqueCritical Incident Technique
Flanagan Flanagan -- 19541954

““Essentially a procedure for gathering certain Essentially a procedure for gathering certain 
important facts concerning behaviour in defined important facts concerning behaviour in defined 
situationssituations””

Requires Requires ““a classification system for any given a classification system for any given 
type of critical incidenttype of critical incident””

““Make inferences regarding practical procedures Make inferences regarding practical procedures 
for improving performance based on the for improving performance based on the 
observed incidentsobserved incidents””

Flanagan JC.  The Critical Incident Technique.  Flanagan JC.  The Critical Incident Technique.  
Psychological Bulletin, 1954; 51:327Psychological Bulletin, 1954; 51:327--358358



Incident reportingIncident reporting

1,000 pupil pilots1,000 pupil pilots

Combat veterans Combat veterans –– combat leadershipcombat leadership

Research personnelResearch personnel

Air traffic controllersAir traffic controllers

Flanagan JC.  The Critical Incident Technique.  Flanagan JC.  The Critical Incident Technique.  
Psychological Bulletin, 1954; 51:327Psychological Bulletin, 1954; 51:327--358358



AIMS AIMS –– Anaesthesia Anaesthesia –– 19881988
Symposium issue Symposium issue –– Anaesthesia and Intensive Care, 1993Anaesthesia and Intensive Care, 1993

30 papers on errors, incidents and accidents in 30 papers on errors, incidents and accidents in 
anaesthesiaanaesthesia

Applications and limitations of specific monitorsApplications and limitations of specific monitors

Difficult intubation, anaphylaxis, cardiac arrest, Difficult intubation, anaphylaxis, cardiac arrest, 
pneumothorax pneumothorax –– crisis managementcrisis management

Incidents in recovery, regional anaesthesia, Incidents in recovery, regional anaesthesia, 
paediatrics, obstetrics, retrievalpaediatrics, obstetrics, retrieval

Equipment failure, system failure and human failureEquipment failure, system failure and human failure

Over 100 recommendations Over 100 recommendations -- standardsstandards



Generic AIMSGeneric AIMS

15 years experience (1993 onwards)15 years experience (1993 onwards)

BrowserBrowser--based Version 4based Version 4

The Generic Occurrence Classification The Generic Occurrence Classification 

The Generic Reference Model The Generic Reference Model 

The International Classification for Patient The International Classification for Patient 
Safety Safety –– World Alliance for, WHOWorld Alliance for, WHO



INCIDENT

Any event or 
circumstance 

which…

Could have led toCould have led to
damage-loss-harm

Did lead toDid lead to
damage-loss-harm

Near
Miss

Adverse 
Event

Detailed Data Set
Nature of problem
How developed ?
How detected?
Particular features?
Contextual factors?

Contributing Factors and HazardsContributing Factors and Hazards

FAILURE OR PENETRATION OF DEFENCES

Environmental Environmental 
FactorsFactors

Organizational Organizational 
FactorsFactors Human FactorsHuman Factors Subject of Subject of 

Incident FactorsIncident Factors
Agents and Agents and 

Agent FactorsAgent Factors

FACTORS MINIMISING OR AGGRAVATING OUTCOMES OR CONSEQUENCES

Outcomes & ConsequencesOutcomes & Consequences

Disease Disease 
Type:Type:
DurationDuration
SeveritySeverity
ResourceResource
ImpactImpact

Injury Injury 
Type:Type:
DurationDuration
SeveritySeverity
ResourceResource
ImpactImpact

Disability Disability 
Type:Type:
DurationDuration
SeveritySeverity
ResourceResource
ImpactImpact

Death:Death:
ResourcesResources

Suffering Suffering 
Type:Type:
DurationDuration
SeveritySeverity
ResourceResource
ImpactImpact

HEALTH CARE OUTCOMES FOR THE SUBJECT

Immediate 
action

Subsequent 
or planned 
action

Resource 
impact

CONSEQUENCES FOR THE ORGANISATION

Action taken
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RISK MATRIXRISK MATRIX

NOTIFICATIONNOTIFICATION
Minimum Data SetMinimum Data Set
What?What?
Who?Who?
When?When?
Where?Where?
Type/sType/s
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AIMS 4AIMS 4

60% of the population of Australia60% of the population of Australia
Over 100,000 users in New South Over 100,000 users in New South 
Wales aloneWales alone
10 surveys of over 2,500 users10 surveys of over 2,500 users
Improvements for Version 4Improvements for Version 4

Training and softwareTraining and software
AccessAccess
Analysis Analysis –– complex queriescomplex queries
BenchmarkingBenchmarking



AIMS 4AIMS 4

Current developmentsCurrent developments

National systemsNational systems

Call centresCall centres

Eliciting informationEliciting information

Point prevalence studiesPoint prevalence studies

SpecialtySpecialty--based systemsbased systems























































































Making the right planMaking the right plan
-- evidence based practice evidence based practice --

-- standardized protocols and practices standardized protocols and practices --

Map of MedicineMap of Medicine

-- 1000 pathways1000 pathways

-- customizablecustomizable

-- pointpoint--ofof--carecare

Joanna Briggs InstituteJoanna Briggs Institute

-- 1200 reviews1200 reviews

-- 200 care packages200 care packages



Flawed executionFlawed execution

On line monitoringOn line monitoring

Cued data acquisitionCued data acquisition

Intelligent cascadesIntelligent cascades

Security managementSecurity management

Aggregation and storageAggregation and storage

Analysis and solutionsAnalysis and solutions





www.mapofmedicine.comwww.mapofmedicine.com

www.jbiconnect.orgwww.jbiconnect.org

www.patientsafetyint.comwww.patientsafetyint.com/aims/aims

http://www.mapofmedicine.com/
http://www.jbiconnect.org/
http://www.patientsafetyint.com/aims


































ASP for Global Use ASP for Global Use –– Version 4Version 4

National, regional and local databasesNational, regional and local databases

Elicits, stores, aggregates and analyses informationElicits, stores, aggregates and analyses information

Management of individual incidentsManagement of individual incidents

Management of aggregated data Management of aggregated data 
((egeg crisis management)crisis management)

Compendium of solutionsCompendium of solutions

Part of a suite of globally available webPart of a suite of globally available web--based toolsbased tools



The Joanna Briggs Institute & The Joanna Briggs Institute & 
Australian Patient Safety FoundationAustralian Patient Safety Foundation

Map of MedicineMap of Medicine
Close collaborationClose collaboration
Right thing, right way, right time, by the right peopleRight thing, right way, right time, by the right people
Rigorous process to establishing Rigorous process to establishing ‘‘right thingright thing’’ –– best best 
available evidence, multi disciplinary, cultural contextavailable evidence, multi disciplinary, cultural context
Future challenges Future challenges –– best mechanisms for evidence best mechanisms for evidence 
utilisation utilisation –– implementation of evidence based implementation of evidence based 
guidelines; importance of clinical audit; consumer guidelines; importance of clinical audit; consumer 
participation; IT systems integrated into workflowparticipation; IT systems integrated into workflow



Collaborating Centres of the Joanna Collaborating Centres of the Joanna 
Briggs Institute Briggs Institute 

(28 internationally)(28 internationally)
FudanFudan Evidence Based Nursing Evidence Based Nursing CenterCenter: : FudanFudan University, Shanghai, University, Shanghai, 
PeoplePeople’’s Republic of China. Director: Professor s Republic of China. Director: Professor JiaJia HongliHongli..

The Hong Kong Centre for Evidence Based Nursing: at The Chinese The Hong Kong Centre for Evidence Based Nursing: at The Chinese 
University of Hong Kong. Director: Professor Diane LeeUniversity of Hong Kong. Director: Professor Diane Lee

Taiwan Joanna Briggs Institute Collaborating Centre, Taiwan, NatTaiwan Joanna Briggs Institute Collaborating Centre, Taiwan, National ional 
YangYang--Ming University, Ming University, TaipaiTaipai, Taiwan R.O.C. Director: Professor Pei, Taiwan R.O.C. Director: Professor Pei--
Fan Fan MuMu
YonseiYonsei Evidence Based Nursing Centre of Korea, Evidence Based Nursing Centre of Korea, YonseiYonsei University University 
College of Nursing, Seoul, Korea. Director: Dr College of Nursing, Seoul, Korea. Director: Dr EuisookEuisook Kim.Kim.

The Thailand Centre for Evidence Based Nursing and Midwifery, ChThe Thailand Centre for Evidence Based Nursing and Midwifery, Chiang iang 
Mai University, Chiang Mai, Thailand. Director: Dr Mai University, Chiang Mai, Thailand. Director: Dr WilawanWilawan
PicheansathianPicheansathian..
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