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Dealing with errors in research

• Critical incident reporting in clinical medicine has long been an internationally 
recognized tool for improving patient safety, required by law in many countries.

• In biomedical research, such a concept has been completely missing, even though a 
number of critical incidents and errors can occur in the complex environment of a 
research laboratory. 



Dealing with errors in research

Which errors are not uncommon in the laboratory? What can they influence in research?

Errors in research have the potential to affect:

• the integrity of data

• the experimental results

• animal welfare 

• the safety of personnel or 

• affect the integrity of expensive reagents or equipment

-> These errors and critical incidents, are often reported only sporadically or not at all. 



Why is it so difficult to talk openly about errors in 
research?

• Reporting critical incidents are covered up for fear of negative consequences 
(researcher have short contracts).

• There has been no lived error culture in research, such as exists in the clinical 
field, where it is required by law.

• A lot of people do not see the need to openly discuss errors from the research 
environment.

Making mistakes does not have to be negative if we are willing to learn from them 
and come to the right conclusions.

-> It is essential to create a positive error culture!



Dealing with errors in research

• The topic first came into awareness during the implementation of ISO 9001 
(Quality Management System) in the Department of Experimental Neurology.

• Requirement of the QM system: 

-> to manage the handling of errors within the organization.



Dealing with errors in research

• First step: error collection list

-> was not very successful because employees were afraid that anonymity 
would not be maintained.

• Further development: an electronic solution

-> programming / development of the LabCIRS software

• Dealing with errors is also a requirement in PREMIER (QM system which is specially 
tailored to basic research).



PREMIER

9 https://premier-qms.org/

https://premier-qms.org/


LabCIRS (Laboratory Critical Incident Reporting System)

• LabCIRS is an anonymous error reporting system developed 
by the Department of Experimental Neurology. 

• This structured error management is intended to make it 
easier to learn how to deal with errors and to create a 
positive error culture.

• Aim is to prevent re-occurrence and identification of risk 
areas. 

• If we want to learn from errors and critical incidents, these 
errors must be reported, analyzed and improved.
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Publication:
https://journals.plos.org/plosbiology/article?id=10.1371/journal.pbio.2000705

https://journals.plos.org/plosbiology/article?id=10.1371/journal.pbio.2000705


Access to LabCIRS

LabCIRS is an open-source software and can be used by every laboratory.

Charité internal labs:

• Service QUEST Center:

labcirs-admin@charite.de

External:

• Demo Version:

http://labcirs-demo.charite.de

• PREMIER Homepage:

PREMIER toolbox - Premier (premier-qms.org)

• Github:

GitHub - major-s/labcirs: LabCIRS - a lightweight anonymous Laboratory Critical Incidence Reporting System

mailto:labcirs-admin@charite.de
http://labcirs-demo.charite.de/
https://premier-qms.org/premier-toolbox
https://premier-qms.org/premier-toolbox
https://premier-qms.org/premier-toolbox
https://github.com/major-s/labcirs
https://github.com/major-s/labcirs
https://github.com/major-s/labcirs


LabCIRS

• With the help of LabCIRS, a large number of errors have been recorded since its 
introduction, their recurrence could be avoided, the laboratory could be made safer, 
and the error culture could be improved. 

• Crucial to the success of this process is the willingness to report, discuss, and openly 
communicate errors and countermeasures. 

• The success of the LabCIRS depends largely on maintaining anonymity or confidentiality. 
This concerns both the identity of the person reporting and the identity of the persons 
involved in the specific CIRS case.



Requirements of LabCIRS

Requirements:
• critical incidents must be analyzed regularly

-> It is crucial that one person keeps the tool running continuously.

• conclusion and consequences of the analyses must be communicated with involved persons

-> Trust and acceptance need to be created.

• reports and measures need to be visible in LabCIRS for all employees

-> Transparency needs to be created.

• reported errors must receive positive feedback and be appreciated

-> It is essential that leadership supports a positive error culture.

-> Feedback of the implemented measures prevents the reoccurrence of the same error.
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LabCIRS at Charité level

• Ombudsman and GSP office would like LabCIRS to be raised to the Charité level, 
like the clinical CIRS system, so that all researchers have the opportunity to report 
errors and critical incidents from research in order to learn from them.

• LabCIRS is only used by a few labs yet.

• Our goal is to increase the number of LabCIRS users to network with them in order 
to exchange information and experiences.



LabCIRS at FEM

• One LabCIRS user has been the FEM (the animal facility of the Charité) for several 
years.

• Mrs. Grote is the quality manager of FEM and has introduced LabCIRS in her 
department some years ago. She will now report on her experiences.


