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This update is a short review of historical mistakes and
why (briefly) they happened. Some you may have
heard of and some you might not, but all contain
themes about mistakes that are relevant to what we do
in intensive care. Next month we will look at how we
can prevent mistakes from happening…but for now, it is
worth remembering that most mistakes are “complex”
and that effective systems and checks are what stops
them happening all the time.

What Happened....

Portland 1978

The pilot and flight crew of a plane were concerned that
the landing gear wasn’t working properly (it actually was
working fine all the time)…..they spent so long dealing
with this non-issue that they ran out of fuel and crashed.
Thankfully for this case no-one died…

Challenger Space Shuttle 1986

Chernobyl 1886

In the early hours of the 26th of April 1986 an explosion
occurred at the nuclear plant near Chernobyl in the
Ukraine. Many reasons have been cited as causes but
the accident took place at 01:00 and the crew who were
trained to do the test on the reactor were no longer in
place. The test was therefore done by a crew unfamiliar
with procedures. The delay to the test was to prevent
power loss to a local town, which effectively took priority
over the safety of the test. Those of you that have
watched the TV series will know that there was also an
underlying safety issue with the type of reactor that was
known but not communicated to the team on the
ground.

It remains uncertain as to how many lives were lost due
to this disaster.
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On its 10th Flight the Challenger space shuttle
disintegrated and exploded with the loss of all 7
members of crew (including a civilian school teacher
who was to be the first teacher in space). The case of
Challenger has been used to teach many examples of
engineering and teamworking failures but one part of
this was the fact that “O” rings within the spacecraft
were not designed to be used at that temperature.
Acceptance of things that were not right and an
obsession with getting the mission running were are the
heart of the ship failure

Herald of Free Enterprise 1986
49 lives were lost when the Channel ferry left Zeebrugge
with its doors open. Starting with the doors open (but
only in the harbor) was standard practice, but this time
no-one shut them. The ship flooded and capsized after
leaving the harbour.

• No-one checked that the doors had been shut (it was
always assumed that they were)

• Standard practice prioritized speed over safety

And a final word from Florence…




