In practice
A fellowship of error
Like all health professionals, I’ve made a lot of mistakes. Many of these were clinical—through inexperience or lack of knowledge, through making poor decisions when I should have known better, through exhaustion, or sheer bad luck. But some of the most powerful were not clinical at all. 
[bookmark: _GoBack]During my surgical training in the 1980s I spent several years working South Africa’s Chris Hani Baragwanath Hospital in Soweto, the huge township on the outskirts of Johannesburg. Near the hospital was a tiny airfield with a flying school, now long demolished. I started having lessons with Bill, a short-tempered and formidably experienced instructor. He coached me as I mastered the basics, went solo, and finally gained my private pilot’s licence. Soon after that I took the school’s Cessna 152 for a short flight to Rand, one of several airports in Johannesburg. Getting there would be easy, Bill said as I set off—look out for a large water tower, turn left, and I’d see the runway ahead of me. I took off, turned left but couldn’t see the runway. Eventually one came into view and I landed. But I had missed Rand altogether, instead landing unannounced at Johannesburg International Airport, one of the busiest in Africa. As soon as I got back to my tiny airfield I told Bill what I had done. I braced myself for a stream of invective, but he shook my hand, poured me a drink, and started telling me about how he once wrote off a much larger plane by forgetting to put down the undercarriage. After that came further stories, and I realised that my error had opened a different dimension of our relationship. Without my mistake he would never have told me about his own.
Later in my medical career I made an error I’ve never forgotten. By that time I had changed from surgery to general practice. A combination of tiredness, bad luck, and misjudgment led to serious harm. I felt devastated. A senior colleague took me into his consulting room, shut the door. As we talked, he told me about mistakes he had made and how he had come to terms with them. As with Bill the flying instructor, talking about my own error opened up a conversation we would not otherwise have had. It didn’t undo the harm, but reflecting helped me regain a sense of balance. 
As clinicians we are haunted by the possibility of getting things wrong. Not all error leads to harm and errors are almost always part of a wider system. But it doesn’t seem like that at the time. It is hard not to see error as a result of inadequacy, lack of skill, or poor judgment—as a personal failure. The wisdom and support of others can be crucial at difficult times like these. Yet professionals are understandably wary of sharing their experiences. The debate earlier this year in the UK about the Hadiza Bawa-Garba case has uncovered fault-lines in the way doctors look after one another as well as their patients. It has highlighted the need for a culture that supports honest reflection instead of penalising it.
To practise medicine at all is to make mistakes, because medicine is all about judgment. Error itself is inevitable—it’s how we deal with it that counts. Monitoring and acknowledging errors proactively has been shown to be powerful and to improve the quality of care. Yet in order to make something positive from error it is not enough to recognise and analyse what went wrong. We need also to process what happened, to look clearly at our own decisions and behaviour, and work out how to stop it happening again. The wisdom of colleagues is a vital resource, yet our medical culture often makes this inaccessible. Perhaps we can find ways to access that wisdom without having to make our own mistakes first. But I doubt it. 
When I was learning to fly, my sights were on gaining my fellowship of the Royal College of Surgeons of England. Yet this fellowship of error remains as important as any of the other fellowships the medical profession requires.
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