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In the past decade, widely publicized medical accidents led to increased pressure on
healthcare institutions to improve patient safety. Wrong leg amputation, lethal
chemotherapy overdose, mistaken diagnosis of cancer leading to unnecessary surgery,
anesthetic death, lethal drug-drug interaction were announced in the press as evidence
that healthcare had become as dangerous as disease itself. Extrapolation of chart
reviews led some experts to claim that between fifty- and one hundred-thousand U.S.
patients die each year as a result of mistakes during their medical care. Beginning in
1994 with a conference held at the Annenberg Center in California, efforts to raise con-
cern about patient safety culminated in an Institute of Medicine (10M) report on
patient safety, To Err is Human (Corrigan et al., 1999). Release of this report in late
1999 was a watershed for patient safety in the U.S. The report garnered political atten-
tion at the highest levels of the government and spawned a variety of governmental and
private activities intended to improve patient safety and to do so quickly. The goal,
announced by President Clinton in December of 1999, was to "reduce medical error by
50% in five years." (Cook, in press)

The targeting of error was particularly significant because it institutionalized the
notion that the primary threat to patient safety was error by individual practitioners.
The close linkage between practitioner error and safety seemed to be obvious in the
wake of the press reports of accidents and the studies cited in the 10M report and med-
ical, industrial, and political leaders quickly embraced the call for error eradication as
a means to achieve safety. Government and private institutions began programs
directed towards error: classifying error, counting error, and correlating error with fac-
tors believed to influence performance (e.g. fatigue) were undertaken in the next few
years. Based on these error studies, countermeasures (mainly information technology
such as electronic order entry) were developed and tested. In addition to the direct
attack on error, efforts were made to identify the critical characteristics of organiza-
tions that might lead to better (i.e. "error free") performance. Prominent among these
efforts were attempts to define and characterize a "safety culture" wherein error would
be minimized.

By 2003 it became clear that the efforts to eradicate error were not producing the
kinds of effects that had been expected. The wide variety of approaches that once
seemed promising had been both difficult to put in place and far less effective than
their proponents had promised. Error reporting systems that were put in place to meas-
ure the progress on error reduction provided conflicting data about the incidence and
nature of error. Instead of a prompt reduction in the overall rate of iatrogenic injury, the
patient safety movement seemed to be producing little tangible improvement and in
some settings the situation may have become even worse. Instead of being a scientific
and stable category of analysis, error now seemed to be malleable and ill-defined and
the implications of researches into error and its prevention now became suspect. The
relationship between error and accidents, once the primary tenet of the patient safety
movement, began to fray.

In the later part of 2003 and throughout 2004 a retrenchment began. As it became
clear that error was only tangentially related to safety, patient safety leaders began to
recast the problem as one of avoiding harm rather than avoiding error. As error became
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the boundary of unacceptable perfonnance outwards. Although this represents real
progress, it is also likely that expense and effort required to achieve these gains will
lead to their being consumed as production. The result is likely to be a healthcare sys-
tem that is not accident free but instead has different kinds of accidents. Third, the loss
of error as an organizing principle opens an opportunity for the development of a more
powerful and useful theory of safety. Rasmussen's dynamic system model is the lead-
ing candidate for that theory.
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