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Learning objectives 

At the end of the workshop you will be able to:

1. Apply safety methods on a day-to-day basis. 

2. Develop a safety programme in your own clinical team

3. Identify strategies to implement safe, high quality, and equitable care.

4. Enable staff to become psychologically safe in the workplace.



Programme 

Introduction and challenges for safer care 

Overview of the theory and methods for safer care

Table work in group to discuss how this can be applied  

Stories from teams

Interactive application of the theory methods  



Table 
talk

There will be 
times to talk at 
your table 



Welcome ice breaker 

Introduce your self to your neighbour 
Ask each other:
• Why did you come to the session?
• What do you want to learn?



The safety 
challenge 



Around one in 20 patients are 
exposed to preventable harm in 

medical care

In a random sample of 2809 admissions, we
identified at least one adverse event in 23.6%.
Among 978 adverse events, 222 (22.7%) were
judged to be preventable and 316 (32.3%) had a
severity level of seriousness

2019 2023

Prevalence of harm in hospitals



8 millio
n deaths fr

om unsafe or poor-quality
 care 



Table 
talk 2 

What do you think 
are top 5 safety 
challenges?



Jargon 

Complex theory 



We aim to translate jargon and 
complex theory into action you 

can do every day as you hardwire 
safety into daily work 



Challenges 
for patient 
safety 



Despite knowing what to do we 
still do not know how to get 
people to do the right thing



“Highly effective interventions have since been developed
and adopted for hospital-acquired infections and
medication safety, although the impact of these
interventions varies because of their inconsistent
implementation and practice.”

Bates, D. W., & Singh, H. (2018). Two Decades Since To Err Is Human: An Assessment Of Progress And Emerging Priorities In Patient Safety.
Health affairs (Project Hope), 37(11), 1736–1743. https://doi.org/10.1377/hlthaff.2018.0738

Variable evidence on implementation of solutions

The challenge of implementation

https://doi.org/10.1377/hlthaff.2018.0738


“Health equity means that every person has a 
fair and just opportunity to be as healthy and 

safe as possible."

The challenge of inequity



Wade et al

• Marginalised patient groups have more patient safety incidents which
exacerbate health inequalities

• Implicit biases embedded in the healthcare system, drive these
differences in risk of harm

• Health inequalities identifies an additional line of action in patient safetyGandhi 

The challenge of inequity

https://doi.org/10.1136/bmj-2021-067090
https://catalyst.nejm.org/doi/pdf/10.1056/CAT.21.0078


Lived experience of healthcare workers

NAM Clinician well being study

Burnout

http://nam.edu/ClinicianWellBeingStudy.


01 02 03 04

Powerlessness Lack of 
meaning 

and sense of
belonging

Estrangement 
and 

isolation

Normlessness

Dukheim, Marx and Weber  

Impact of alienation 



Impact of burnout on patient safety 2023 

Physicians with burnout are twice as 
likely to be involved in patient safety 
incidents and show low 
professionalism, and over twice as 
likely to receive low satisfaction ratings 
from patients.

170 observational studies with 
239246 physicians



DiCuccio, M. H. (2015). The Relationship Between Patient Safety Culture and Patient Outcomes: A Systematic Review.
Journal of Patient Safety, 11(3), 135–142. https://www.jstor.org/stable/26633090

The challenge of culture

https://www.jstor.org/stable/26633090


Where do you think you are? 



• fear that they would be blamed for the problem
• fear that they would be punished for breaking laws
• fear that reporting problems doesn’t improve patients’ safety
• lack of support in the organization
• lack of feedback
• lack of knowledge about reporting systems
• No clear guidelines on what errors should be reported. 

Health Quality Ontario. Patient Safety Learning Systems: A Systematic Review and Qualitative Synthesis. Ont Health Technol Assess Ser [Internet]. 2017 Mar;17(3):1-23. 
Available from: http://www.hqontario.ca/Evidence-to-Improve-Care/Journal-Ontario-Health-Technology- Assessment-Series 

The challenge of a patient safety learning system



The challenge of translating policy to action



People go through 

different 

developmental 

physiological stages  

Development Dependency
People suffer 

from different 

diseases at 

different ages 

Differential 
Epidemiology

People  are 

impacted by the 

social determinants 

of health

Demographics

Adapted from, Woods D, Thomas E, Holl J, Altman S, Brennan T. Adverse events an preventable adverse events in children. Pediatrics. 2005;115(1):155–160

People rely 

on others for 

care and 

support 

The challenge of People as Patients



Pediatric health care providers in all practice
environments would benefit from having a
working knowledge of patient safety language.

Botwinick L, Bisognano M, Haraden C. Leadership Guide to Patient Safety.
IHI Innovation Series white paper. Cambridge, MA: Institute for Healthcare Improvement; 2006. (Available on www.IHI.org)

2019

The challenge of lack of knowledge

https://www.ihi.org/


Botwinick L, Bisognano M, Haraden C. Leadership Guide to Patient Safety.
IHI Innovation Series white paper. Cambridge, MA: Institute for Healthcare Improvement; 2006. (Available on www.IHI.org)

2006

•Step One: Address Strategic Priorities, Culture, and Infrastructure
•Step Two: Engage Key Stakeholders
•Step Three: Communicate and Build Awareness
•Step Four: Establish, Oversee, and Communicate System-Level Aims
•Step Five: Track/Measure Performance Over Time, Strengthen Analysis
•Step Six: Support Staff and Patients/Families Impacted by Medical Errors
•Step Seven: Align System-Wide Activities and Incentives
•Step Eight: Redesign Systems and Improve Reliability

The challenge of lack of leadership for safety 

https://www.ihi.org/


“There are still few studies that test patient safety training
programs, which is a concern given the importance of
implementing safe practices.

The existing evidence proves the efficacy of the training
programs in improving patient safety, although there are some
gaps.”

Amaral, C., et al (2023). Patient Safety Training Programs for Health Care Professionals: A Scoping Review. 
Journal of patient safety, 19(1), 48–58. https://doi.org/10.1097/PTS.0000000000001067

Variable evidence on efficacy of training 2023

The challenge of lack of education

https://doi.org/10.1097/PTS.0000000000001067


Sittig, D. F., Wright, A., Coiera, E., Magrabi, F., Ratwani, R., Bates, D. W., & Singh, H. (2020). Current challenges in health information technology-related patient safety. Health 
informatics journal, 26(1), 181–189. https://doi.org/10.1177/1460458218814893

Design

Implementation 
and use safely 

Monitor 

Control  outcomes

The challenge of technology

https://doi.org/10.1177/1460458218814893


Safety gaps

Disruption to 
processes 

Capacity 
affected 

Managing covid 
difficult in 

fragile states

Misinformation 

Healthcare 
worker safety 
compromised 

Person centred 
care impacted

Safety and 
equity

Some positives 
e.g. vaccination  

and 
telemedicine 

The challenge of COVID



Human 
resource 

Physical 
Resource

Natural  
challenges 

Politics 

1 2 3 4

Challenges and context 
o

All are the context 



Table 
talk 3 

What is your 
greatest 
challenge?



To deal with these 
challenges we need to 

think differently







Zero 
harm
is a state 
of mind



Who must think differently?

People 
or persons

we call patients and 
families 

People
or persons 

we call healthcare 
providers 



Working 
together 

Zero 
Harm

No 
Waste 

No 
Waits 

Vision in 2006



Zero 
Harm

Biggest Dot

Safety at Board Exec walk around

MD / DD ATP EQUIP / TIMP

Early Warning
PEWS

Huddles
ICU

Outreach

SSIWHO Checklist

OutreachChecklistPrescribing CLABSI

Prescribing Administration Reconciliation

Variability Patient Status Glance SCAMPS acuity

Communication SBARD Theatre-ICU
Hospital@Night

Leadership

Clinicial Engagement

Situational
awareness

Handover

Peri-op care

Critical care

Medicine mx

Flow

Patient
Engagement

Real-time
Feedback Parents Board SCAMPS 

acuity

VAP

Crucial Dot Medium dots Smaller Dots



The action plan aims to provide 
Member States and other 
stakeholders with an action-oriented 
framework to facilitate the 
implementation of strategic patient 
safety interventions at all levels 
of health systems globally over the 
next 10 years (2021–2030)

World Health Global Action Plan







“Safety is the ability of a system to sustain required operations 
under both expected and unexpected conditions. 

Safety is what we do every day.”
Erik Hollnagel 



What
theory is used 
in S.A.F.E.?



Patient Safety 
theory and methods 

Leadership
Culture and Values  

Epidemiology 
and Measurement

Improvement 
and  Implementation 
Science 

1 2

43

The foundation of safe and high quality care 



People must have psychological 
safety and address impact of 

industrialization 

Recognise 
Define and measure

Include human factors 
and reliability theory  

and resilience

Design care 
for safety 

Create a  learning 
environment 

Learn

Accept there if a 
problem to be 

addressed 
Study safety every day 

and respond to 
technology 

Enhance 
processes for safety 

01 02 03 04 05

Adapted from Liberati et al. 2020

Lead and develop 
a culture of safety 

The safer care and quality journey

https://doi.org/10.1136/bmjqs-2020-010988


1

2

Design for safety 
• Design systems and 

processes designed for safety
• Measure process and 

outcomes 3

Processes for safety
• Effective coordination
• Ability to mobilize quickly

• Technical competence, supported by 
formal training  and informal learning;

• Problem-sensing systems as basis of 
action

4

Coproduce for safety 
• Coproducing solutions 
• with people

Culture of safety 
• Commitment to safety and improvement 

with everyone involved
• Teamwork, cooperation and positive 

working relationships
• Constant reinforcement of safe, ethical, 

respectful behaviours

Four features of safer care

Adapted from Liberati et al. 2020

https://doi.org/10.1136/bmjqs-2020-010988


So long as nothing 
happens, all is well

Unmindful
Do a lot when an 
incident happens

Reactive
Calculative

Anticipate and 
prevent

Proactive

1
2

3

5
4 Generative

Systems in place to 
manage most 

hazards

Safety is our 
business

with 
resilience

Based on Reason 

Psychological safety 

Enhance a Culture of Safety
Impact of S.A.F.E.



Manchester Patient Safety MaPSaF 

https://webarchive.nationalarchives.gov.uk/ukgwa/20171030124256/http:/www.nrls.npsa.nhs.uk/resources/?EntryId45=59796


School for change agents

Like Currency Like a Current  

Pushed down Pulled in  

Commanded Shared

Closed Open 

Transaction Relationship 

Held by a few Held by many  

Old Power New Power 

https://horizonsnhs.com/school/


Ensure Values for safety to create value 

Respect each 
other as a person 

Develop person 
psychological 

safety
Educate people 

for Safety 
Lead people for 

safety  

Integrate the 
people’s care to 

be safer  

Protect 
healthcare 
workers as 

persons 

Coproduce safety 
with Patients as 

persons
Always be 

transparent

Develop learning 
systems Be kind to people Be humble and 

learn



Reaction Anticipation 
Proactive 

Risk 
Management 



A proactive and resilient safety system

Individual 
responsibility 

Resilience
Safety 2  

Incident  
management 

Systems
Human factors

Reliability 
theory

Situation 
Awareness

Learning



What
is in the 
S.A.F.E. toolkit?



Activating the Vincent Model for safer healthcare 

Improvement of processes and systems

Safety

What did 
we do 
well? 

Past 
Harm  

Reliability 

Sensitivity 
to 

operations 
SEIPS

Anticipate
Situation 

Awareness
EWS etc

Learning 
AAR Mitigation 

Monitoring, adaptation 
and response 
(resilience)

Risk control

Aspire to standards 
safety as best 
practice

Resilience

Human Factors



What did we 
do well?



1 

10-4 := 9.999 non- failures
 in 10.000 events 

0-4 := 1 failure in 10.000 events 

10%

90%

No Harm

•Focus is on what goes right. 

•Use that to understand normal 
performance, to do better and 
to be safer. 

• Learning uses most of the data 
available

Hollnagel E., Wears R.L. and Braithwaite J. From Safety-I to Safety-II: A White Paper. The Resilient Health Care Net

Published simultaneously by the University of Southern Denmark, University of Florida, USA, and Macquarie University, Australia.

Focus on what works



Resilience and Safety II  

“The variability that completed the job safely on one day is 
the same variability blamed for the accident on the next.” 

Hollnagel

The power of 
Positive Deviance

The human face 
of safety 



Table 
talk 4 

What do you 
do well?



Have we harmed 
anyone?



Main areas for harm

Medication error 
(especially dosing 

errors and 
administration)

Failure to recognise 
deterioration

Failure to recognise 
sepsis and life- 

threatening illness

Hospital acquired 
infections (e.g., 

central line 
infections)

Preventable pain 
and distress

Impact of 
technology 

Adapted from Fitzsimons, J., & Vaughan, D. (2015). Top 10 Interventions  in Paediatric Patient Safety. Current Treatment Options in Pediatrics, 1(4), 275-285.



Adapted from
Safer Healthcare Strategies for the 
Real World 
Charles Vincent  Rene Amalberti

Safer Healthcare

Charles Vincent 
René Amalberti

Strategies for 
the Real World

https://link.springer.com/content/pdf/10.1007%2F978-3-319-25559-0.pdf

29

       Three Approaches to the Management of Risk 

 We can then distinguish three broad approaches to the management of risk each 
with its own characteristic approach. Each one has given rise to an authentic way of 
organising safety with its own characteristic approach and its own possibilities for 
improvement (Grote  2012 ; Amalberti  2013 ). In practice the distinctions may not be 
that clear cut but the division into three models serves to illustrate the principal 
dimensions and factors in play (Box  3.1 ). 

  Box 3.1 A Note on Terminology 
 We have chosen three terms to describe contrasting approaches to safety: ‘ultra-
adaptive’, high reliability and ‘ultra-safe’. All of these terms, particularly the fi rst 
two, are associated with a number of theories and concepts. In this book we use 
these terms in a more descriptive sense. ‘Ultra-adaptive’ simply means that this 
approach relies heavily on the judgement, adaptability and resilience of individu-
als; ‘high reliability’ does indeed refl ect the literature on high reliability organisa-
tions (HROs), but here is mainly meant to indicate a fl exible but prepared response 
of teams in the management of risk; ‘ultra-safe’ refers to the absolute priority 
safety has in those environments and to the means of achieving such safety. 

Three contrasting approaches to safety

Ultra safe
Avoiding risk

Ultra adaptive
Embracing risk

High reliability
Managing risk

Context: Taking risks is the essence 
of the profession: 
Deep sea fishing, military in war time, drilling 
industry, rare cancer, treatment of trauma. 

Safety model: Power to experts
to rely on personal resilience, expertise and 
technology to survive and prosper in adverse 
conditions.

Training through peer-to-peer learning 
shadowing, acquiring professional 
experience. knowing one's own limitations. 

Context: Risk is not sought out but is 
inherent in the profession: 
Marine, shipping, oil Industry, fire-fighters, 
elective surgery.

Safety model: Power to the group to 
organise itself, provide mutual protection,
apply procedures, adapt, and make sense
of the environment. 

Training in teams to prepare and rehearse 
flexible routines for the management of 
hazards.

Context: Risk is excluded as far as 
possible: Civil aviation, nuclear Industry, 
public transport, food industry, medical 
laboratory, blood transfusion.

Safety model: Power to regulators and 
supervision of the system to avoid 
exposing front-line actors to unnecessary 
risks.

Training in teams to apply procedures for 
both routine operations and emergencies.  

Civil aviation

Nuclear industry

Railways

Chartered flight

Chemical industry (total)

Finance

Processing industryForces, war time

Professional fishing

No system beyond this point

Innovative medicine 
Trauma centers

Scheduled surgery
Chronic care

Radiotherapy
Blood transfusion

Anaesthesiology ASA1

Fire fightingHymalaya
mountaineering

Priority to adaptation and 
recovery strategies

Priority to procedures and 
adaptation strategies

Priority to prevention strategies

10-2                         10-3                         10-4                         10-5                         10-6

V e r y  u n s a f e U n s a f e S a f e U l t r a  s a f e

Drilling industry

  Fig. 3.1    Three contrasting approaches to safety       

 

Three Approaches to the Management of Risk

Ultra adaptive Reliability

Adaptation and recovery Procedures and adaptation 

Ultra Safe 

Preventive strategies

Understanding and mitigating risk 

https://link.springer.com/content/pdf/10.1007/978-3-319-25559-0.pdf


Table 
Talk 5 

What are the 
common harms 
where you 
work?



Are doing what we 
are supposed to do

…reliably?



Aim for High Reliability 

Preoccupation 
with small 

errors or failure 

Sensitivity to 
day to day 

activity 
Do not simplify 
causes of harm

Be resilient  
Defer to 

expertise of the  
frontline staff 

Implement care 
bundles 



Table 
talk 6 

What do you do 
reliably?



Are we safe now?



Organisation Technology

People

Tasks Environment

Work System 

Systems and human factors

Systems               Process             Outcome      

Holden RJ, et al. SEIPS 2.0: a human factors framework for studying and improving the work of healthcare professionals and patients. Ergonomics. 2013;56(11):1669-86. doi: 10.1080/00140139.2013.838643.



Organisation Technology Clinical 

People

Tasks Environment

Processes
Patient 

Work System 

Holden RJ, et al. SEIPS 2.0: a human factors framework for studying and improving the work of healthcare professionals and patients. Ergonomics. 2013;56(11):1669-86. doi: 10.1080/00140139.2013.838643.

Systems and human factors

Systems               Process             Outcome      

Holden RJ, et al. SEIPS 2.0: a human factors framework for studying and improving the work of healthcare professionals and patients. Ergonomics. 2013;56(11):1669-86. doi: 10.1080/00140139.2013.838643.



Organisation Technology Clinical 

People

Tasks Environment

Processes
Patient 

Desired outcome 

Patient /Organisation /Professional

Undesired outcome

Work System 

Holden RJ, et al. SEIPS 2.0: a human factors framework for studying and improving the work of healthcare professionals and patients. Ergonomics. 2013;56(11):1669-86. doi: 10.1080/00140139.2013.838643.

Systems               Process             Outcome      

Systems and human factors
Holden RJ, et al. SEIPS 2.0: a human factors framework for studying and improving the work of healthcare professionals and patients. Ergonomics. 2013;56(11):1669-86. doi: 10.1080/00140139.2013.838643.



Table 
talk 7 

What does your 
work system look 
like?



Will be safe in the 
future?

Proactive Risk Management  



Situation Awareness 

Create 
a World 
View



Gather 
information 

Recognise 
and 

understands

Anticipate 
what will 
happen

Situation Awareness 

Create 
a World 
View



Gather 
information 

Recognise 
and 

understands

Anticipate 
what will 
happen

Level 1
Perception 

Level 2
Comprehension 

Level 3 
Projection 

Action Decision 

Situation Awareness 

Based on Endsley

Create 
a World 
View



Adapted from Brady P W et al. Pediatrics 2013;131:e298-e308 ©2013 by American Academy of Pediatrics

Consultant

Ward 
Manager

Outreach 
teams

Safety 
team

Bedside 
nurse 

House 
Officer

Registrar
and 

key staff

EWS rising

Family concerns

High Risk Meds

“Stable”

Communication 
issues

In “wrong” bed

Any potential  
harm

WATCHER

  Talk about safer care 



Table 
talk 8 

Could you predict  
what can happen 
where you work?



Are we learning?



Ask what have we learnt?

What 
happened?

What was 
supposed 

to 
happen?

Why did 
happen? 

What do 
we need to 

do to 
improve?



Table 
talk 9 

What have you learnt 
today?

What will you do 
differently?



Think Differently   
Lead for safety  

Design for safety 
Anticipation
Equity

Lead for Safety
Measure   01

02

03

04

Learn

Coproduce 
solutions

05

Summary



Translates the theories of implementation science 
and improvement into practical action

Provides the methods that can be implemented 
to improve care

Addresses the challenges of climate change, 
equity, and person centred care

Makes quality improvement tangible, 
and accessible

O X F O R D  P R O F E S S I O N A L  P R A C T I C E

HANDBOOK OF

QUALITY  
IMPROVEMENT

The Handbook of Medical Leadership and Management  
couples the essentials of clinical leadership with a practical

approach to help readers be effective clinical leaders and
managers. Beginning with a theoretical analysis, it then focuses 

on practical ways of being a good manager and leader  
and the day-to-day requirements of a consultant working

within a multiprofessional clinical team.

This is an essential resource for all those leading and managing
a clinical team, which covers a broad understanding of the
requirements of effective leadership. This includes quality

care, patient safety, ensuring good outcomes, using data for
improvement, commissioning services and developing business

cases, and the development of person-centred care as well as the
education of the next generation of leaders.

FROM THE FOREWORD: 

‘This book is a great introduction for aspiring medical 
leaders at all career stages and I commend it to you.’

Dr Paul Evans, Medical Director, Faculty of Medical 
Leadership and Management
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Table 
talk 9 

What have you learnt 
today?

What will you do 
differently?



Economy and Healthcare Industry Sustainability Strategy 

THANK YOU
Peter Lachman

peterlachman@rcpi.ie
peterlachman

mailto:peterlachman@rcpi.ie

