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Promoting patient safety in primary care

Research, action, and leadership are required

edicine has always put patients at risk. Modern
Mmedicine raises the stakes as its power to do

good is accompanied by increasing potential
for harm. Only now is the medical world waking up to
the importance of ensuring patient safety.' * The shift in
the debate from individual mistakes to understanding
the systemic factors that predispose to harm is welcome
and offers the prospect for making important and
sustained improvements in patient safety.”’ * However,
there is a dearth of understanding of patient safety in
primary care—where the vast majority of patient-
clinician encounters take place—posing a particular chal-
lenge to the nascent National Patient Safety Agency.’

Patient care in the community is becoming increas-
ingly complex. Early discharge from hospital, the
prescribing and monitoring of potentially dangerous
drugs such as methotrexate for rheumatoid arthritis,
the pressure of short consultations, and the increas-
ingly fragmented nature of primary care services all
increase the risk of unintentional patient harm.

There are, however, two advantages enjoyed by pri-
mary care. Firstly, practices are small organisations
with fewer layers of bureaucracy than most hospitals.
Implementing systemic changes is thus likely to prove
easier than in hospitals. Secondly, the strong tradition
of multidisciplinary teamwork in many practices is an
important component in creating the right cultural
environment for safer care.

What then are the priorities for developing a
patient safety agenda for primary care? Research,
action, and leadership.

Research is urgently needed to identify the
commonest forms of patient harm in primary care and
their underlying causes. This will require both
epidemiological studies, from which it should be possi-
ble to create a typology of harm for primary care, and
qualitative research designed to understand the
contributory systems failures that predispose to such
problems.” Building a safer NHS guarantees that money
to fund such research should be available.

The need for “more research” can serve as a conven-
ient smoke screen for inaction, but this must not be
allowed to happen. We already have some information
on how patients are being harmed. Defence organisa-
tions hold databases of the commonest errors that come
to litigation, patient complaints can offer insights, and all
of us will have experienced something going wrong with
a patient’s care that we never acted on. Using analytical
tools such as significant event audit’ or those developed
by Vincent and colleagues® will offer an understanding
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Send us reports of your errors

We encourage readers to send us accounts of errors that
they have made. These accounts should be of not more
than 400 words and will be published as fillers. We must
know the names and addresses of authors, but we will
be willing to publish some anonymously. Authors
should, however, sign the pieces whenever possible.
Patient consent will be needed.

The BMJ has a long history of publishing on
medical error, and we think of our Lessons of the
Week as “cock ups of the week.” The original idea
behind lessons of the week was that we learn so much
from our own errors that it would be good if we could
learn just a little from the errors of others. But we also
want to publish accounts of errors in order to help
encourage a culture where we can all admit to error,
give some idea of the range of errors, and
sometimes—as today (p 615)—provide ideas on how
such errors might be avoided.

of how general practice systems can fail patients.
Informal estimates put the number of practices using
significant event audit in the UK at around 20%. The
beneficial cultural effects of analysis using a safe and
supportive framework should not be underestimated.

Nevertheless, we should also try to find areas for
immediate action. Given the overwhelming feeling of
being swamped that pervades primary care at present,
these should be simple and preferably not include a
large amount of work. For instance, three actions that
could be done tomorrow in every surgery are: ensuring
that messages are taken in a safe manner through the
use of message books; placing sharps boxes on a shelf,
out of the reach of children; and identifying patients
who do not attend for their warfarin checks so that
they can be offered safer alternatives such as aspirin. As
a result, and within months, lives may be saved. An
important first step would have been made.

Lastly, we need strong leadership. Leaders of
professional bodies must put safety high on their agen-
das. Chief executives and chairs of primary care trusts
and groups should be lying awake worrying about
patient harm and should ensure that improving
patient safety is one of their priorities. Promoting a
long term shift in culture also requires a major rethink
of the way in which medical education is delivered.
One small but very visible step would be for
educational leaders to introduce the subject of error
prevention and patient safety into undergraduate and
postgraduate medical curriculums and examinations.
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Editorials

Leaders need to emphasise that it is not individuals
who make mistakes but systems that fail. Certainly,
when misconduct has occurred individuals should be
admonished or punished. But when someone reports
that they have made an error or reports a risk they
should be supported. In the airline industry a pilot who
reports an error is immune from disciplinary action.’
Most importantly, the person who reports the problem
should see the system leap into action. Leaders in pri-
mary care need to ensure a mandatory reacting system,
not just mandatory reporting system.
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Engaging patients in medical decision making

The end is worthwhile, but the means need to be more practical

he growing consensus that patients ought to be

more involved in their own care lies at the con-

fluence of several powerful ideas. Political
trends, thinking on ethics, and research on health serv-
ices have all contributed. As experienced consumers,
patients understand that they have rights, and they are
much less inclined than they used to be to leave medi-
cal decisions entirely to the experts. Ethicists have by
and large accepted the principle that autonomy (what
the competent, informed patient wants) trumps
beneficence (what the doctor thinks best for the
patient) in all but the most extreme circumstances.' In
addition, there is evidence that the expanding involve-
ment of patients in care produces better health
outcomes, providing an empirical rationale for what
may have been an inevitable shift in power and social
control.?

A supplement to this September’s issue of Quality
in Health Care focuses on engaging patients in medical
decisions. Twelve articles, derived from a Medical
Research Council conference, cover the meaning,
mutability, and measurement of patients’ preferences
regarding treatment. The proceedings leave the clear
impression that although respecting patients’ prefer-
ences is a fundamental goal of medicine, these prefer-
ences are vulnerable to manipulation and bias.” Yet
they are too important to be abandoned in a shrug of
professional frustration.

Three questions dominate the debate about the
role of patients in making treatment decisions. Can
patients take a leading role in making decisions? Do
they want to? What if doctors and public health profes-
sionals don’t like their choices?

Many decisions related to health are complicated.
The reasons for this complexity go beyond uncertainty
in the scientific evidence and variation in how patients
value different states of health. Decisions about
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treatment also depend on patients’ attitudes to risk.'’
Risk involves the probability, severity, and timing of an
adverse outcome. Some patients prefer a very bad out-
come put off into the future to a moderately bad
outcome occurring now. That is one of several reasons
why patients’ decisions and their behaviours are some-
times at odds with the recommendations of health
providers.’

As if deciphering evidence and understanding
patients’ values were not enough, family and culture
play important if poorly studied roles in decisions
about health and communication between doctor and
patient. Cultural beliefs can have a profound influence
on decisions regarding treatment. For example, some
South East Asian cultures consider surgery to result in
perpetual imbalance, causing the person to be
physically incomplete in the next incarnation.” Navajo
patients and families believe that direct information
about risks from a procedure or a diagnosis is harmful
and that talking about death can actually hasten its
arrival.®

These complexities explain why fully informed,
shared decision making is so difficult to conduct in
practice.” Yet communication with patients could be
improved on many levels. Evidence based approaches
include training doctors, coaching patients, and using
aids to decision making." Until these methods are
more fully implemented, abandoning the shared deci-
sion making model on the grounds that patients or
doctors are not up to it would be premature.

That said, not all patients want to make their own
decisions. In a study of 1012 women with breast cancer,
220 wanted to select their own treatment, 44% wanted
to collaborate with their doctors in the decision, and
34% wanted to delegate this responsibility to their doc-
tors." Preferences for active engagement in care vary
with patients’ backgrounds and the clinical situation.
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