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Can we improve patient safety by 
learning from excellence? 
A new approach to incident reporting



When something goes wrong, such as an infectious outbreak, a communication 

breakdown, a medication failure, or a wrong patient-wrong procedure problem, it is 

unlikely to be a unique event. It is rather something that has gone well many times before 

and that will go well many times again. It is necessary to understand how such everyday 

activities go well—how they succeed—in order to understand how they might fail. From a 

Safety-II view they do not fail because of  some kind of  error or malfunction, but because 

of  unexpected combinations of  everyday performance variability.  

The difference between a Safety-I and a Safety-II view is illustrated by Figure 10. 

Safety-I focuses on events at the tails of  the normal distribution, and especially events on 

the left tail that represent accidents. Such events are easy to see because they are rare and 

because the outcomes differ from the usual. They are, however, difficult to explain—the 

attractiveness of  root causes and linear models notwithstanding. Because they are rare and 

because they are difficult to understand, they are also difficult to change and manage.  

 

 

Figure 10: Relation between event probability and ease of  perception  

Safety-II focuses on events in the middle of  the distribution. These are ‘difficult’ to 

see, but only because we habitually ignore them in our daily activities. The ‘logic’ seems to 

be that if  something works, then why spend more time on it? But the fact of  the matter is 

that they usually do not work in the way that we assume, and that Work-As-Done may be 

significantly different from Work-As-Imagined. The events in the middle can be 

understood and explained in terms of  the mutual performance adjustments that provide 



"Trying to understand safety by only looking at incidents is like trying to 
understand sharks by only looking at shark attacks!” 
Bob Wears
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Kind words can be 
short and easy to 
speak, but their 
echoes are truly 
endless.” 
Mother Teresa.


