EDITORIAL

An era of safety culture

Subrata Ghosh MD FRCPC FRCP FRCPE

olonoscopy has not only revolutionized the diagnosis and effective

management of colonic diseases, especially colorectal neoplasia,
but also has been the flag-bearer of quality and safety in endoscopy and
in gastroenterology. Well-defined quality and safety parameters have
been described, permitting real-time collection of data. The Canadian
consensus document published in the current issue of the Canadian
Jouwrnal of Gastroenterology (pages 71-78) (1) is groundbreaking. A
subcommittee of the Canadian Association of Gastroenterology
Safety and Quality Indicators in Endoscopy Consensus Group pub-
lished 19 evidence-based indicators of safety compromise in endoscopy
to be recorded by all endoscopy facilities in Canada. Safety and adverse
event incidents captured in real time allow for improvement of the
entire system, reassure patients and incentivize investment to improve
safety, focus training programs and allow incremental measurable gains.
Moreover, a real gain is a change in culture in which physicians learn
from standardized safety feedback and strive to improve their practice,
preferably in a nonpunitive setting.

Colonoscopy has brought about a change in safety culture in the
entire field of endoscopic practice. Reporting of adverse incidents in a
standardized manner will lead to analysis of contributing factors,
understanding of system or individual practitioner issues, distinguish
individual incidents from a cluster of events and implement remedial
measures expeditiously. The consequences of an adverse incident may
be variable — a major incident may not necessarily have a catastrophic
outcome, while a minor incident may have a serious outcome. The
pressure to work faster and beyond capability, as well as overconfi-
dence and complacency, are cultural issues that adversely affect safety
and require careful attention (2). Patients have the right to know the
likelihood and consequences of any adverse incident related to pro-
cedures to make informed decisions. Communication of an adverse
incident to the patient and family is an indispensible skill required
from the physician and health organization. The relationship between
incident reporting and communication openness can be evaluated in
endoscopy practice once we have widespread standardized adverse
incident reporting in place (3). A publicly funded health care system
is expected to monitor quality and safety in real time, and strive for
constant improvement without complacency.

Implementation of adverse event reporting will require leader-
ship, teamwork, ownership, fairness, political will and organizational
priorities. There will be challenges in ensuring universal reporting
from practices large and small, but the consensus document will per-
mit standardization. In addition, implementation of safety incident

reporting in real time in colonoscopy practice should drive similar
initiatives in other areas of gastroenterology and hepatology such as
inflammatory bowel disease.

The Canadian Journal of Gastroenterology will have a major focus in
publishing original research, position papers and consensus statements
related to the theme of quality and safety, and this will be a central
theme of the philosophy of the Journal. We are aiming to become an
international journal in gastroenterology and hepatology, with a major
emphasis on quality and safety, often a neglected area of focus in journals,
but one that is set to change. We already have a specialist editor who
is a leader in the area, and we invite increasing numbers of manu-
script submissions related to quality and safety in gastroenterology
and hepatology. The publication of the Canadian Association of
Gastroenterology Consensus Guidelines on safety and quality indica-
tors in endoscopy (4), as well as the evidence-based indicators of safety
compromise (1) in the Journal, should underpin and drive quality
improvement in endoscopy and further research into safety and quality
in endoscopy. We also invite correspondence related to this area.

BENEFITS OF STANDARDIZED ADVERSE INCIDENT
REPORTING AND ANALYSIS

1. Estimate likelihood of an adverse incident.

2. Understand the range of consequences of an adverse incident.

3. Analyze contributing factors related to occurrence of an adverse
incident.

4. Monitor the impact of effective implementation of quality and
safety measures.

5. Introduce a culture of transparency in quality and safety.
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