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REPLY

The state of the NHS and UK cancer care raises many design 
issues. Billions has been spent on cancer research, and we have  
little to show for it. Yet the UK could easily become the leader  
in fixing another embarrassing cause of death: preventable error.  
In hospitals, it is the third-leading cause of death, behind heart 
disease and cancer. Preventable harm, rather than death, is about  
20 times worse.

I suspect the true figures are much worse, since the estimates of 
death from error are based on analysis of patient notes, which are 
hardly likely to freely admit errors. My father died from a preventable 
error in a hospital last year, and his patient notes and death certificate 
of course don’t say as much. 

In my laboratory at Swansea University, we can significantly reduce 
error using novel design techniques, in some cases by factors of two 
or more. So far, sadly, nobody has been interested in funding this 
research because attention focuses on disease and fancy technology 
(such as big data and going paperless) rather than rethinking 
design to make healthcare safer. Cancer is tragic, but error more so, 
because it is obviously preventable.

Why is your iPad wonderful, but your infusion pump or dialysis 
machine a disaster? Why are cars safer than they were in the 
1950s? In both cases, market pressures drive manufacturers to 
produce better things. But the market pressures that make consumer 
technology continually improve has yet to gain traction in hospitals. 
Still, if there was more awareness, we could save more lives than, 
say, an advance in treating breast cancer.

After thalidomide, we learned that drugs have side effects. 
Technology does too, but who is taking any notice? Until there is 
more research, patients across the NHS will be dying unnecessarily 
from preventable errors that could have been fixed by better design 
and the research that informs it. 

In the UK, a third of cancer patients die within a year. My father 
died only a few hours after a preventable error. It’s time to take error 
and design seriously. 
– Professor Harold Thimbleby FRSA

A great special issue on design in its many facets – 
thank you. Design is a deeply intuitive process wrapped 
up in various layers of social, functional and technical 
authenticity. Its results reflect the preoccupations of  
its time.

Tristram Carfrae damns Thomas Heatherwick with 
faint praise (‘Blurred Lines’, Issue 1, 2015). The reason 
Heatherwick creates what he does is not, as Carfrae 
says, because “he is fully informed of the technical 
issues by the people who are actually going to make it”, 
but because he has a clear picture in his head about 
the outcome he is aiming to deliver and ensures that he 
sticks to this despite being told it can’t possibly work. 
His is the creative vision.

I saw him turn ingenuity into reality on the Shanghai 
Expo Pavilion (we wrote the brief and ran the design 
competition). He wasn’t told how to build it by others; 
he kept on prototyping until it worked. Heatherwick is 
a special type of designer; crudely speaking, one who 
starts from the end point and works back. Most of the 
rest of us are stuck at the start point, anxiously looking 
forward to the myriad potential decision points on  
the journey. 
–  Malcolm Reading FRSA, chairman, RIBA

PREVENTABLE ERROR
HEATHERWICK HERO

Please send us your thoughts 
on the RSA Journal by emailing 
editor@rsa.org.uk or writing to: 
Editor, RSA Journal, Wardour,  
5th Floor, Drury House,  
34–43 Russell Street, London 
WC2B 5HA. 
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