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Conclusion 

Global patient safety – power of the dream 

Clayton Ó Néill, Morgan Shimwell and John Tingle  

Introduction: Raisa and her story 

My grandfather had oesophageal cancer, initially diagnosed as being inoperable. 
However, a second opinion recommended the removal of the tumour, by way of 
removal of the oesophagus. This operation had to be aborted when the tumour, which 
was lying on the aorta, was ‘tugged’ by the surgeon, causing the aorta to burst, and my 
grandfather to die. There were many questions posed by the family in the days 
following his death. Should this procedure have been recommended? Were my 
grandfather and the immediate family made aware of the dangers and possible adverse 
effects of the operation? Was there a lack of care during the operation? Would he have 
died anyhow? We wrote to the hospital querying the manner of his death and received 
a lovely personal letter from the surgeon explaining how the death of my grandfather 
in this manner, no matter how awful, might have been better than the alternative – peg 
feeding. There was no suggestion in the letter of any error and we happily came to an 
acceptance that my grandfather had ‘fallen in love with easeful death’. This big picture 
diagnosis of ‘better to have died like X, than to have lived like Y’ had, of course, some 
validity. But hindsight and perusal of my grandfather’s medical charts convinced me 
that the small errors that day also had an impact on the eventual outcome. There was 
difficulty accessing a consultant that weekend, and all decisions were made by a junior 
house officer. There was a difficulty getting the amount of blood required when my 
grandfather’s aorta burst and insufficient staff on hand to properly deliver the blood 
transfusions. When he died, we were dazed and no one explained what had happened, 
and what steps had been taken or not taken. We were unsure then and remain unsure 
now whether there was cause to complain or sue, or is it just better to let sleeping dogs 
lie? 

The picture painted above by Raisa about possible or perceived errors (or non-errors) 
could be replicated in many hospitals, jurisdictions and countries. Various iterations of 
the Hippocratic Oath have all called for ‘First do no harm’. The chapters of this book 
attest to a painful irony about healthcare the world over: those who aim to relieve 
suffering and improve the quality of life may cause great harm. The question asked in 
each chapter has been: how do we minimise the iatrogenic harms of the medical 
encounter? It is hoped that, by sharing experiences from other jurisdictions, we can 
begin to move forward in answering this question. 

The editors of this collection see the chapters of this book as threads of a plait – they 
exist within themselves, but when they interconnect they form a unified, stronger 
whole. Patient safety is much the same: made up of a number of fragile, contingent 
policies, procedures and practices, the only way to ultimately strengthen the systems 
for protecting patients from the harms caused by the healthcare environment is to 
carefully weave these together; to enmesh the principles with the practice. And this 
should not have to be an isolated effort, led by trailblazers from within one hospital, 
one country or one region. Rather, patient safety must be a collective effort. Perhaps 



this has been the greatest flaw of national patient safety strategies to date: they have 
been overly introverted, when they should have looked outwards as well. 

This book is global in nature, but it unashamedly never tried to escape the local. The 
two perspectives are inextricably bound: the local becomes global and the global 
becomes local. Small, localised errors can beget, nurture and nourish systemic errors, 
with bigger consequences. The chapters in this book have highlighted a number of ways 
in which different countries have produced and developed patient safety systems and 
measures, to greater and lesser success. Throughout, there is a recognition by almost all 
contributors that there is a need for good policy, a specific and well-calibrated patient 
safety agenda, subject to requisite checks and balances. But the formulation and 
embedding of policy is, itself, not enough – it must meet good practice. 

There is a familiar narrative to the formation of patient safety policies. When errors 
occur in healthcare, this is usually followed by root-cause analysis to determine who or 
what was responsible. This may lead to the proposal of a new procedure, to be adhered 
to by all. The new procedure is usually reviewed and monitored, sometimes with a 
double-check system of some kind, gaining new insights through a fresh pair of eyes. 
In theory, fine – in practice, problematic. The top-down imposition of safety 
improvement processes rarely integrates with the real practices of those working within 
this imagined framework; rather it is overlaid, ill-fitting and likely discarded or 
shunned. For example, if a review of an error indicates that the hours that doctors work 
on a particular day need to be reduced but budgetary restrictions and/or doctors’ desire 
to work overtime do not allow for these changed work practices, then a disparity can 
exist between what new policy requires and what practice dictates. There is, perhaps, a 
failure to dig down into the minutiae of how recommendations to ease patient safety 
issues might work out in practice. 

At this stage, it should be apparent that patient safety is incredibly complex and a ‘one 
approach fits all’ attitude cannot be taken when looking at the differing interpretations 
from country to country. Each country is, indeed, unique and that uniqueness must be 
respected and understood by anyone attempting to institute global safety norms. 
Cultural differences exist throughout the jurisdictions discussed in this book, as 
manifest in differing representations of the relationship between the doctor and the 
patient, the existence or non-existence of prevailing compensation cultures and the 
availability of health resources. The law and regulations that underpin patient safety 
practices differ in the detail. There is no expectation, or want, for a globalised set of 
policies that seek to iron out differences in local practices. However, there is a 
fundamental commonality shared by all countries in the world: healthcare systems are 
made up of people – whether patients or practitioners – all deserving of respect and 
protection, at all times. It is easy to forget this basic idea, and to immerse oneself in 
concepts, policies and intervention design. It was the stark message of the Francis 
Report into the horrendous failings in Mid Staffordshire NHS Foundation Trust in the 
UK which documented the ways in which the worst affected patients had been stripped 
of their humanity, and the failure of ‘systems’ to prevent it from happening. 

This should be the starting point for any patient safety standard, local or global: how do 
we preserve, protect and promote the humanity of those who are participating 



(voluntarily or involuntarily, in health or sickness) in our healthcare systems? This is 
not idealised and unachievable; it is not disrespectful of context, of cultures or 
pressures. It is a guiding principle that radiates from the heart of healthcare, 
transcending geographical, legal, social and political boundaries. 

Global patient safety: themes 

Critical junctures 

Despite the variety of experiences offered in the chapters of this book, a recurrent theme 
throughout is the presence of ‘defining moments’ in the development narrative of 
patient safety movements. Almost each country has its own critical juncture in which 
healthcare institutions – whether national healthcare systems, or localised quality and 
safety practices – attempt to change the trajectory of their safety policies. As Tingle 
notes in Chapter 1, a frequently cited example of pivotal turns in the West is the 
publication, in 2000, of Organisation with a memory in the UK and To err is human in 
the US. Both of these seminal reports document a programme for reform in reflection 
on the ever-present systemic risks facing patients in two of the most developed 
healthcare systems in the world. Yet, 18 years later, there has been no real paradigmatic 
change. In 2018, the Royal College of Physicians in the UK reported that 64% of 
doctors feel that patient safety has deteriorated over the past year.1 

Other countries have their own critical junctures, to perhaps greater success than the 
UK and the US. Oman is perhaps the most overtly promising: following systemic, deep 
healthcare reform in the 1970s by Sultan Qaboos bin Said al Said, Oman has undergone 
an almost complete transformation in its healthcare safety profile, becoming one of the 
most successfully performing systems in the world. To a slightly lesser extent, the 
establishment of the independent Health Accreditation Institute in 2009 in Thailand 
also marked a dramatic shift in the direction of the country’s safety and quality 
commitments. Since then, there have been notable improvements in the development 
of holistic patient safety initiatives, being implemented initially in hospitals but more 
recently across the health sector as a whole. Similarly, the development of the Japanese 
Obstetrics Compensation Scheme for Cerebral Palsy, from around 2005, has also 
triggered a series of medical, legal and social shifts in relation to investigating, 
remedying and seeking to prevent medical errors giving rise to life-changing 
consequences. 

Unfortunately, the closest that the UK has come to its own real ‘cultural moment’ in 
patient safety is the Francis Report on the Mid Staffordshire scandal. Both within the 
UK, and across a range of countries featuring in this book, the traumas visited upon 
patients have had a ripple effect across healthcare systems, triggering periods of public 
reflection on our expectations of the caring environment. But, as Herring explained in 
Chapter 2, although the NHS is making some progress following the Report, at the time 
of the scandal a plethora of safety regulations already existed. This prompts us to 
question whether more of the same top-down interventions is really the most 

                                                            
1 Royal College of Physicians, NHS reality check: update 2018, London: Royal College of Physicians, 
2018). Available at www.rcplondon.ac.uk/projects/outputs/nhs-reality-check-update-2018 (accessed 13 
March 2018). 



appropriate and promising solution available to developed countries like the UK. 
McHale also discussed the Francis Report and how initiatives, such as the duty of 
candour and the concept of a safe space, could impact upon potential future incidents 
involving patient safety. Endorsing the introduction of a duty of candour incumbent 
upon health professionals involved in adverse events, McHale was somewhat more 
sceptical about the proposed ‘safe investigative space’: ‘the construction of the safe 
space itself may cause some major problems for justice and accountability where 
adverse clinical harms have been caused’.2 

The issue of governance and leadership was also present throughout this book. For 
example, Mannion et al. (‘Board governance for better, safer healthcare’)3 stressed the 
requirement of effective leadership to quality improvement processes. This was echoed 
in Limpanyalert’s chapter, ‘Thailand’. However, from the Thai experience, the author 
stressed that, whilst it was vital to ‘develop a core group of leaders to lead and facilitate 
the [patient safety] movements at various levels’, this was but one ingredient in a 
successful patient safety culture.4 Rather, committed leaders had to be complemented 
by motivated healthcare professionals, who are given their own sense of place and 
involvement within the framework of patient safety. 

Cultures of fear 

It is self-evident that the likes of the disgraceful events at Mid Staffordshire NHS Trust 
cannot take place again. It is hoped that the Francis Report has made healthcare 
practitioners more aware of the need to provide patients with dignified and safe 
treatment/care.5 However, there is a fine line between enhancing a greater sense of 
accountability for patient safety, and instilling a culture of fear amongst those whose 
primary purpose is to help relieve pain and suffering. In many countries, there is a stark 
relationship between medical error and the tort of negligence. The fear of litigation was 
explained by Foster in his discussion of how issues such as too much openness or 
autonomy could potentially be damaging to patient safety, and by Herring in relation to 
the duty of candour. In jurisdictions such as the UK and the US, attempts have been 
made to minimise the number of claims and the ensuing potential for compensation 
(e.g. the safe space, duty of candour, no-fault system).6 However, these attempts have 
not made any major impact to date. In the UK, the NHS is at a crossroads: the impact 
of compensation claims, and the related damages, has been insurmountable. 

However, this is by no means a Western problem. Similar concerns have been raised 
by a number of contributors from a range of countries. For example, Palceja and 
Bankava argued that the fear of litigation amongst health professionals has a heightened 
dimension in Latvia, given the lack of clarity in law over the determination of liability.7 
They note a number of discrepancies between the domestic regulatory framework, 
which is itself composed of a number of (at times) inconsistent legal provisions, and 
the EU Patient Safety Directive. The overall effect has, in the authors’ opinion, fostered 

                                                            
2 Chapter 6. 
3 Chapter 4.  
4 See the Conclusion of Chapter 12. 
5 Francis, Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry. 
6 See, in particular, Chapters 2, 3, 6 and 9. 
7 Chapter 11. 



an overly cautious healthcare system which constantly presupposes and allocates blame 
for error. This is in spite of the development of a supposed ‘no-fault’ compensation 
system. 

A similar problem has been raised in other countries. Despite its success in improving 
healthcare quality, Oman has begun to experience difficulties with healthcare providers 
fearing reprisals when reporting adverse health incidents. Al Maqbali and Al-Mandhari 
frame this as a problem caused by the cultural perception of error-as-blame amongst 
patients, and the public more generally. They note that media reportage of healthcare 
failures has a particular role to play in managing public expectations about the ability 
of healthcare professionals to prevent such errors from arising; in particular, the media 
have a particular opportunity and ability to frame these outcomes in a strongly negative 
light. There is a tension between informing the public about potential systemic failings 
and the need for transparent investigations which may (indeed should) not always call 
for individual accountability. 

However, there is a paradoxical nature to clinical litigation which this book seeks to 
raise. Although a number of chapters characterise rising litigation rates as a flaw in 
patient safety systems, Onyemelukwe argues that in Nigeria, there is a need for 
increased litigation by patients against deficient healthcare providers. She calls for 
‘more medical negligence suits, quicker court and disciplinary processes, and [an 
increase in] patients’ rights awareness’ as a means of ensuring accountability. This is 
not a recommendation taken in ignorance of the detrimental effects of over-litigation in 
other jurisdictions. Rather, the author is rightly concerned that the lack of litigation in 
transitioning countries is reflective of a sense of enforced passivity amongst patients. 
By actively encouraging patients to become more demanding of their health rights, 
patient safety ‘champions’ (NGOs, health lawyers, patient groups) can create pressure 
on health providers to comply with the new raft of quality and safety litigation 
introduced in Nigeria. However, this must be complemented by a concurrent increase 
in the health-literacy of the public. The editors would hope that progressive changes at 
the grass roots of the patient safety culture would, over time, reduce the need for 
reactive litigation, becoming a measure of last resort. 

Of course, litigation as a tool of regulation is all about balance. Arguably, in the US and 
the UK, the seemingly limitless litigation costs are a sign of Western ‘excess’ – the 
balance between preventative and remedial action has not yet been adequately struck. 
In these countries, litigation is bearing the burden of the patient safety framework when 
it should be providing a backstop against any backward slide from the ideals of active 
learning following transparent investigation and reporting. 

Responsibility and accountability – whose job is it anyway? 

Patient safety is not just about the actual policies and hospital practices. It is, at its core, 
about the patient. However, can patient safety, at times, be compromised by the patients 
themselves? A number of chapters argue that we have to give some level of 
responsibility to the patient. Ó Néill’s chapter differed from others in the sense that it 
does not focus particularly on costs issues or adverse events or scandals. Instead, he 
considers the role of religious or cultural beliefs in relation to how they can actually 
have an (adverse?) impact on the safety of patients. This chapter was English law 



focused, but the refusal of treatment by Jehovah’s Witnesses or ritual male circumcision 
are global issues. His call for a widening of the definition of patient safety to include 
the actions of patients themselves could be relevant to all jurisdictions. Similarly, Seden 
and Kamoga’s analysis of patient safety in Uganda recognises the connection between 
it and the vindication of patients’ rights.8 Their discussion of the lack of accountability 
of healthcare workers, as well as the lack of patient empowerment, resonates with other 
jurisdictions covered in this book. 

The experience of Thailand is remarkably refreshing on this issue. The patient safety 
framework in that country is characterised by collaborative efforts to develop practices 
and policies which can be meaningfully adopted in healthcare institutions. Blending the 
top-down oversight functions of regulatory bodies, such as the Health Accreditation 
Institute, with the bottom-up experiential expertise of health practitioners, Thailand 
appears to strive towards the creation of a collective sense of responsibility for patient 
safety that is not as evident from any of the other countries on offer in this collection. 
The ‘Communities of Practice’, serving as learning–sharing platforms for groups of 
practitioners with aligned expertise, allow for the formation and review of safety 
policies which reflect the abilities, interests and needs of local health communities, 
whilst contributing to the national patient safety dialogue. By forming deep connections 
with the World Health Organisation (WHO), these contributions are further enmeshed 
into the regional and global framework of quality and safety standards and ideals. This 
system of reciprocal knowledge exchanges between regulator and regulated appears to 
have much to offer for those countries with long histories of (ineffectual) top-down 
initiatives. 

Health resources as safety obstacles 

This book includes countries across the development spectrum. Yet, regardless of 
differences in relative economic strength and stability, a further recurrent global theme 
has been the inhibitive effects of fluctuating health resources. The lack of material 
resources (whether economic, technological or human) has been regarded as a key 
challenge in effecting patient safety improvements. The developing and transition 
countries featured in this collection all raise this as a significant problem. For example, 
Omer, in Chapter 15, explored the deleterious effects on healthcare of the persistent 
political and civil instability of the Kurdistan Region of Iraq over the last three decades. 
She notes that for every 10,000 patients there are, on average, only 11 physicians 
available. Whilst public funds are allocated to medical services, there is little logic to 
the way that services are funded; consequently, 60% of the region’s health needs are 
not adequately funded. 

In contrast, Oman has, in some ways, become a victim of its own success. The sustained 
investment in healthcare since the 1970s has meant that the sector has bloomed, being 
able to offer a more comprehensive (not to mention safer) range of services for the vast 
majority of its population. However, Al Maqbali and Al-Mandhari note that, whilst this 
has led to an increase in public demands and expectations for quality services, there has 
not be a concurrent increase in the number of health practitioners available to meet 
these needs. Rather, there is now a deficit in tertiary, specialist health professionals 
                                                            
8 Chapter 13. 



which has negatively impacted upon the quality and safety of these services. This 
naturally raises concerns about the sustainability of the rapid growth in the Omani heath 
sector and careful attention will need to be paid to the levels of patient care and 
satisfaction to ensure that the nation does not speed towards a dramatic ‘cliff edge’ in 
the near future. 

In a particularly novel approach, Smith argued in Chapter 16 that the patient safety 
profile of a nation can only be truly understood, appreciated and responded to if it is 
deeply contextualised with reference to the determinants of (ill) health. The author 
argued that there is a systemic need for patient safety initiatives to ‘work upstream’ in 
the healthcare process. In doing so, he concurrently calls for ‘a recognition that the 
currently unhealthy behaviour patterns leading to an increase in [non-communicable 
diseases] needs to be placed within context in seeing that some of the unhealthy choices 
being made [by patients] are largely determined by the inaccessibility of healthier 
choices’. Thus, Smith most closely ties together the macro and micro in this globalised 
safety dynamic. Without tending overly towards nihilism, there is something to be said 
for improving patient safety by keeping patients out of the healthcare system for as long 
as possible. 

Patient safety into the future 

The development of patient safety over time, its current role and the future of it played 
a key role in much of the book’s discussions. The future is an unknown country. We 
can only guess. However, initiatives, such as Patient Safety 2030 are welcomed as they 
give a forward reaching perspective on enhancing global patient safety policies, 
practices, laws and attitudes. As it stands, no system or jurisdiction is perfect. An 
important message is that most countries are identifying patient safety as being a key 
priority. It is likely that it will become an even greater priority as new medical advances 
take shape. Recently, fractured societies and political landscapes have taken root. For 
example, Brexit will have implications for (EU) cross-country patient safety. What 
about patients who share facilities in the Republic of Ireland and Northern Ireland? 
Brexit might curtail travel to other countries in the EU for medical treatment. Let us not 
forget, in the UK, how many politicians (not to name names!!) put slogans on red buses 
claiming, ‘We send the EU £350 million a week, lets fund our NHS instead’. There will 
be shifts as a result of Brexit. The fact that the UK will not be answerable to the Court 
of Justice of the European Union (CJEU) and EU legislation will bring about changes: 
we know what we are, but not what we may be!9 The current efforts to nullify the 
advances in healthcare in America under Obamacare will potentially radically change 
and, perhaps, set back advances in healthcare provision. 

What can the Government/policy makers and healthcare providers do to change the 
systemic cultures that exist and negate effective patient safety? Perhaps, as in the UK 
and the US, as well as other jurisdictions, everything is too hierarchical. Currently, a 
top-down approach exists. Instead of that linear trajectory, a circular approach that can 
go backwards as well as forwards (patient–surgeon–hospital–policy) might be more 
suitable. This would put the patient at the epicentre of all of this, rather than bottom of 

                                                            
9 William Shakespeare, Hamlet (first published between 1599 and 1602, reproduced by Wordsworth 
Editors, 1992), Act 4, scene 5. 



the pyramid, as arguably it stands at the moment. Maybe, the model needs a cross-
pollination from patient to policy. Patient representatives could be more involved in 
constructing or commenting on policy documents. However, this change needs to 
happen at a cultural level, in schools, in the workplace, in the home. In many ways, 
encountering safety initiatives in the hospital is far too late. 

As we consider patient safety policy into the future, let us examine the recent 
publication from the WHO, entitled Patient safety: making healthcare safer.10 It also 
recognises the global nature of patient safety and that ‘although health systems differ 
from country to country, many threats to patient safety have similar causes and often 
similar solutions’.11 The report recognises the unsustainable nature of the current global 
issue, resulting in the compromising of health results, endangering of patients and the 
overall distrust of health services.12 

In a report, entitled Patient safety 2030, the Patient Safety Translational Research 
Centre at Imperial College London argue that in the many years following the 
publication of To err is human: 

…safety has become embedded in the lexicon of policymakers, healthcare professionals 
and the media in most developed countries. We’ve untangled some of the root causes 
of error and have implemented specific interventions which have shown immense 
promise in reducing patient harm. On the other hand, research and intervention continue 
to be concentrated in particular settings of care and as serious policy priorities, safety 
and quality have received far less attention in developing nations than is deserved. With 
this report we have reached a watershed. If we are to save more lives and significantly 
reduce patient harm we need to adopt a holistic, systematic approach that extends across 
professional, cultural, technological and procedural boundaries.13 

They argue that it is time to reflect upon the lessons of the past 15 years in order for 
systems to improve by 2030. Their report calls for an improved system of accountability 
in order to ensure that patients throughout the world can access safe and effective 
healthcare.14 They recognise that patient safety is a global issue, but crucially argue that 
‘there is significant untapped potential in this global movement’.15 The report states 
that three elements are required: 

The movement needs to be actually global and needs to include countries that, to date, 
have been more or less ignored.16 

It needs to be focused: ‘while safety is a common goal across countries, some issues 
are more dependent on the local context and require tailored solutions. International 

                                                            
10 World Health Organisation, Patient safety: making health care safer, WHO, 2017. 
http://apps.who.int/iris/bitstream/10665/255507/1/WHO-HIS-SDS-2017.11-eng.pdf?ua=1 (accessed 27 
March 2018). 
11 Ibid., p. 1. 
12 Ibid., p. 3. 
13 Patient Safety Translational Research Centre at Imperial College London and Imperial College 
Healthcare NHS Trust, Safety 2030, www.imperial.ac.uk/media/imperial-college/institute-of-global-
health-innovation/centre-for-health-policy/Patient-Safety-2030-Report-VFinal.pdf, p. 4. 
14 Ibid. 
15 P. 5 
16 Ibid. 



collaboration should focus on identifying high-level trends and raising awareness of 
common issues, including measurement of a core set of high-level indicators’.17 

The movement must also be coordinated in order to make best use of the impact of the 
respective countries. It is also important that efforts are not repeated.18 

These three visionary pillars of global consideration, specific-focus and explicit 
coordination, if implemented with rigour and cohesion, could make a significant 
contribution to universal patient safety. Our view is that in order to improve the current 
state of patient safety, countries do not need to reinvent the wheel. Whilst the country 
infrastructures are different, the great generic feature is that we are dealing with human 
beings. The concept of reverse innovation is useful: developed countries can learn from 
less developed countries in how they use patient safety tools. Also, developing 
countries may provide better insights than developed countries, as they may use the 
tools more efficiently. 

General conclusions 

Overall, it is submitted that countries can learn from what happens in other countries 
and good practice can be emulated. This global perspective has the potential to improve 
the worldwide patient safety culture – a culture that respects the rights of patients and 
recognises the positive impact of patient safety on spiralling litigation costs, potential 
errors and patient satisfaction, inter alia. However, it is a bit worrying that practice 
differs so radically from country to country, at times. Obviously, for all countries, there 
is a rocky road ahead, but the growing understanding of patient safety is endorsed. We 
argue that there is a need for joined-up thinking in this regard, at a global level, so that 
patients are broadly experiencing the same sort of practices from country to country. 

1. Patient safety matters. 

2. It is a global concern. 

3. The procedures that are put in place to promote patient safety differ from jurisdiction 
to jurisdiction. They differ in their degree of effectiveness. They differ in terms of the 
political or geographical landscape in with they are operationalised. They differ in the 
forms of leadership applied and in terms of the financial resources available to them. 
No one country has a perfect system. There are lacunae in all. There is, however, a 
sense that all this varying practice is propelled by a united commitment to bringing 
about a situation where patients are safe from medical error and the harm created by 
same. There is also a tentative acknowledgement that patients themselves have a role 
to play in their own safety. 

4. There are number of layers of learning. The first layer is a recognition that some 
things work better than others and we can learn from this and apply it to our own 
jurisdiction. Secondly, the book challenges the notion that developed countries know it 
all and have the ‘best’ practices in place. The reverse innovation suggested by the book 
brings into play the idea that much is to be learnt from developing nations. There are 
gaps in the book, gaps that relate to the absence of other countries and other practices, 
                                                            
17 Ibid.  
18 Ibid. 



but also, perhaps, gaps in terms of our conceptual understanding of how and why patient 
safety practices grow and develop within these jurisdictions. We have learnt quite a lot 
about what is in place. We have, perhaps, not learnt sufficiently about why these 
mechanisms were in place. 

Patient safety is not given high enough priority. Efforts to reduce error need to be 
prioritised even more. Commentators in this book have indicated how atrocities occur 
even with detailed systems in place.19 Global trends exist in the context of patient 
safety, and these trends are quite positive. It is somewhere on the agenda and there are 
parallels in practice from country to country. An issue has emerged in this collection as 
to how money for the healthcare system is managed. The reality is that financial 
resources play a part in making people safe, but it is not the only factor. We need a 
concrete relationship between policy and practice. In digging down into the chronology 
of error, we have to learn from the aviation model: it is not just the major steps that 
have to be taken – we have to dig down into the minutiae. Patient safety has to become 
the mantra of all! 

And so, this book has laid bare some of what must be said about the topic of patient 
safety, a topic that resonates in the local cottage hospital, in a busy city A & E unit, in 
the hospice of the dying and the gravely ill, in the corridors and bedrooms of old 
people’s nursing homes, in this country, in far countries, in this continent and in farther 
continents, for wherever people live, there will be sickness, there will be healers, there 
will be cures, and there will always be mistakes. What this book has highlighted is the 
importance of trying to ensure that these mistakes are minimised and that patients are 
safe in their healthcare environments. Efforts to promote patient safety are many, varied 
and laudable. The fight to lessen error and adverse effects of healthcare provision goes 
on, enriched by the global commitment to the promotion of good practice, but 
constrained, perhaps, by harsh financial realities that beset healthcare providers and by 
the regulatory, legislative and hierarchical structures that underpin healthcare across a 
range of jurisdictions. The aim is worthwhile, the cause is great, the pursuit lives on. 
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