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 ient safety has been described as “the reduction

risk of unnecessary harm associated with health-
re to an acceptable minimum”.1 It is the hardest

 of quality to measure. Three landmark reports
— from the Harvard Medical Practice Study,2 the US
Institute of Medicine3 and the Quality in Australian Health
Care Study4 — quantified hospital adverse event rates
derived from different methods. Safety researchers remain
concerned that health care may not be getting safer5 and
that robust measurement of safety in health care is still
some way off.6

Understanding the quality of health care in hospitals
means knowing how appropriate, effective and safe that
care is. Clinicians, hospital boards and chief executive
officers want to know complication rates and profiles in
their hospitals, but few managers can put their hands on
their hearts and say they have systems in place for routine
and accurate measurement of patient safety. The difficul-
ties lie in the capture, classification and integration of such
information.

In this issue of the Journal, Trentino and colleagues
contribute new evidence to the field.7 In a study of five
Western Australian hospitals in 2010 and 2011, they report
a correlation between complications experienced by hospi-
tal inpatients (detected through administrative datasets)
and length of stay in hospital. By extrapolation, decreased
incidence of complications could result in shortened
lengths of stay, and therefore improve access to hospital for
elective patients and those admitted through emergency
departments.

No clinician will be surprised by the correlation. How-
ever, some will worry on several counts: different patient
populations are not equally vulnerable to complications,
the measurements rely on documentation of adverse
events in clinical notes, and coding resources vary between
hospitals.

mplications with length of
ntify patient safety. How-
s are generally character-
ifferent types of harm, in
se into a single, countable

 of falls in older patients,
obstetric trauma and central line infections? What is the
meaning of a low rate of pressure injuries in a hospital

where few patients are diabetic, old and bedridden? We
need to remember that measurement of safety is not
amenable to the epidemiological model:

The majority of events leading to both serious and
minor outcomes occur too infrequently to be character-
ised or tracked at a hospital level and require large scale
collections of events.8

The lesson I take from the study by Trentino et al is not
to take useful, but inaccurate, counting systems to create
more punitive reporting. Rather, the study reaffirms the
need to ensure sustainable systems of safety measurement
are in place to help clinicians and managers understand
the breadth and types of harm in an institution, drive
improvement and prioritise safety programs.

Hospitals have invested heavily in incident reporting
systems since the landmark safety studies.2-4 Incident
reporting systems are workflow systems that support log-
ging, grading and reviewing of adverse events data and
responding to the findings. They work best when adverse
events are documented objectively by clinicians, and when
responses are developed thoughtfully and communicated
widely in a generative hospital culture.

Incident reporting systems, along with administrative
datasets (as analysed by Trentino et al7) and chart reviews,
provide viable starting points for hospital safety initiatives.
However, all have limitations as measurement tools.
Adverse event rates generated from administrative data
and voluntary reporting systems underenumerate events;
chart reviews show greater sensitivity, but are costly and
limited to detecting documented adverse events.9

So how can we monitor and prevent complications?
One suggestion is that hospitals adopt a balanced meas-
urement framework, in which multiple data sources
(including patient experience and staff attitude surveys)
would be used to drive learning and action for safety
improvement.10

Recently, the UK Health Foundation published a multi-
faceted approach to patient safety measurement.11 The
report reminds us that there are no simple answers to
patient safety measurement, and cites a collective mindful-
ness process, termed “commitment to resilience”, in which
a generative organisation monitors and analyses adverse
events to strengthen resilience to harm and harm-inducing
practices. The process involves rapidly communicating the
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results of reviews and using simulation to seek out poten-
tial harm.

Commitment to resilience is manifested by:
• Detection and containment of errors at early stages
through anticipation but intelligent monitoring,
improvisation and recovery.
• Responding to unexpected disturbances to gain
rapid real-time learning and feedback on the effective-
ness of their responses.
• Rapid and accurate communication processes along
with experience in varied operational scenarios.
• Training through simulated scenarios that allow
people to practice recovery, improvisation and
response to variation.12

Australian hospitals are accredited against National
Safety and Quality Health Service Standards.13 The Stand-
ards specify that health services have “Systems … in place
to analyse and report on incidents” and provide “Feedback
on the analysis of reported incidents … to the workforce”.
Administrative datasets, infection surveillance systems,
patient experience surveys, and reported incidents, com-
plaints and claims can all inform hospitals of where risks
can become harm. Hospital boards and clinicians are
encouraged to regularly monitor a range of signals of
adverse events and near misses to review hospital practice
and improve patient safety. The report–review–feedback
loop is at the core of an active safety culture.
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