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A new vision is needed

 Harm has been defined too narrowly
 Progress is slower than anticipated
 Only part of the healthcare system has been 

addressed
 Interventions are idealistic
 Safety and quality improvement equated
 … and healthcare is changing rapidly



Incidents within a patient journey
(Healthcare professionals’ view)

Good care + incidents



Date prior to 
1/2/04 Pt contacts 
hospital to ask if 

treatment plan can 
be altered due to 

work 
commitments.  

Consultant agrees 
to IV & IT 

procedures on 
same day.  

Pt well known 
to clinical teams

No 
multidisciplinary 
team discussion 
about changes to 
planned treatment

Failed 
barrier IT 
policy not 
adhered to

1/2/04 11.30 
Pharmacist 

rings SpR to 
query 

prescription 
contrary to 

policy

Ward Sr 1 
queries change 

to treatment 
plan

Consultant
had signed prescription 

and SpR over ruled 
concerns 

Evidence of lack of 
safety culture

Personality of SpR

Permanent 
SpR received 
news of sick 

parent and had 
to leave to 

attend

Locum SpR had been 
recruited to help with 

already busy workload

Lack of forman
induction for 

locum sp registrar

Ward Sr 1
had to leave 

for dental appt

Lack of Team
handover/

communication

Pt rings 
to say she 

will be 
late

Pt delayed by
RTA

Locum 
SpR goes to 
pharmacy to 

collect 
Chemo.  

Returns to 
ward and 

gives drug to 
Sr

Pharmacist
issues Methotrexate
without proof of the 

IV Vincristine
having been 

given

Pharmacy short staffed
over lunchtime

Distraction from
phones ringing

Failed barrier 
IT policy not 

adhered to

14.40 Pt 
arrives on 

ward, 
checked in 

and taken to 
bay 8

No discussion between 
admitting nurse and patient 

about treatment plan

Lack of 
communication with 

patient
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How things go wrong 

NPSA 
(2004)



Frameworks for safety

Incident analysis 
Seven levels 
Framework

Patient
Task
Staff
Team

Working conditions
Organisation

Institutional context

Measurement & 
monitoring 

of safety

Vincent et al, 1998; Vincent, 
Burnett, Carthey, 2013



Shekelle et al, 2013

 Targeted at 
events

 Aim is to 
optimise 
reliability of 
basic 
procedures





New directions

 The ideal and the real
 Safety along the patient journey

– In collaboration with patients and families

 Safety in context
 A menu of safety strategies
 Wider implications

– Revised objectives and language
– Greater flexibility in approach to safety
– Trade offs with other objectives



The ideal and the real



Patient harm happens in every healthcare setting: at home in convalescence, 
in an operating room under anaesthesia, at the lab getting blood drawn, in 

the hospital corridor lying alone on a stretcher …… 

Harm may result from missed diagnosis, scheduling delay, poor hygiene, 
mistaken identity, hostile behaviour, device malfunction, confusing 

instructions and hazardous surroundings.

The trajectory of harm begins with the unexpected experience of harm 
arising from or associated with the provision of care ……... 

The patient may experience harm during the episode of care when the 
failure occurred, or later, after some time has passed. Harm as it is first 

endured may evolve, transform and spread   

(Canfield, 2013)

Seeing safety through the patient’s eyes



The management of risk over time

Does this look like an incident?



Analysis along the patient journey



Three models of safety
Avoiding risk: ultra safe

 Risk is excluded as far as 
possible

 Procedures & supervisory 
systems

 Priority given to prevention
 Strong regulatory control
 Training focused on rigorous 

procedures and management of 
workload



Managing risk: high reliability model

 Risk in not sought out but is 
inherent in the profession

 Group intelligence and 
adaptation

 Mutual protection of team 
members. 

 Training and safety focused on 
adaptability and flexibility of 
procedures



Embracing risk: ultra-adaptive 

 Taking risks is the essence of the 
profession

 Working conditions are unstable and 
sometimes unforeseeable

 Cult of champions and heroes
 Success analysis more important than 

accident analysis
 Training is acquisition of expertise, 

understanding own limitations





Families of safety interventions

Best practice
Improve the system

Risk control

Adapt & respond

Mitigation

Optimising 
Strategies

Risk
Management

Strategies



Shekelle et al, 2013

 Targeted at 
specific events

 Aim is to 
optimise 
reliability of 
basic 
procedures

I Aspire to standards – safety as best practice



II Improvement of processes and systems

 Standardisation and simplification
 Automation and decision support
 Improved equipment design
 Formalising team roles and responsibilities
 Reduce interruptions and distractions
 Improve organisation and level of staffing



III Risk control

 Withdraw services
 Reduce demand
 Place restrictions on services
 Place restrictions on conditions of operation
 Place restrictions on individuals
 Prioritisation of activities



Potential for risk control in anaesthesia
Faulty gas analyser: Go or No Go?

GO
Use TIVA with propofol (BIS 
monitored)... I am well aware 
that a functioning oxygen 
monitor is present in the 
guidelines. To cancel would 
be the counsel of perfection, 
but this won't get the patient 
the treatment he needs 
[Consultant; 25 years’ 
experience]

NO-GO
Completely elective cases 
with faulty kit I would not 
proceed. There is a risk of 
awareness/hypoxia. 
Proceeding fails my stand up 
in court test. 
[Consultant; 10 years’ 
experience]

Grieg et al, 2015



IV Monitoring, adaptation and response

 Resilient teamwork  at the frontline
 Supportive interventions

– Briefing and de-briefing
– Team training for cross checking, monitoring

 Develop planned approaches to adaptation and 
recovery rather than relying on ad hoc 
improvisation. 

 Executive training in risk scenarios and trade offs 
between safety and other objectives



Anticipation & Preparedness
Experts are constantly 
thinking ahead

 Pre-mission planning for 
fighter pilots often takes longer than the mission

 Each part of the route is analysed for possible threats, 
whether from hostile aircraft, personal factors, weather or 
technical breakdown. 

 During the flight pilots devoted over 90% of available 
time to anticipation  

 Typically they developed a ‘tree’ of events that might 
occur over the course of the flight.

Amalberti & Deblon, 1992





V Mitigation

 Support for patients, families and carers
 Support for staff
 Financial and legal planning
 Management of media
 Response to regulators



Mitigation in home haemodialysis

 Established units provide training and prepare patients and 
carers very carefully for the home dialysis procedures. 

 Instilling a culture of safety without unduly alarming the 
patient,

 Mitigate the risk of adverse events, 
 Ensuring the patient is fully briefed in emergency 

procedures, letter for emergency department 
 An explicit and comprehensive set of safety strategies as 

part of the basic programme.

Pauly et al, 2015





A Compendium of Safety Strategies
An Incomplete Taxonomy



A framework of safety strategies and 
interventions

Best practice
Improve the system

Risk control

Adapt & respond

Mitigation

Optimising 
Strategies

Risk
Management

Strategies

Quality 
Improvement

Human factors & 
ergonomics

Regulation & 
governance

Resilience, 
team training



‘We know that these ideas need to 
be tested in practice and that 

ultimately the test is whether this 
approach will lead in a useful 

direction for patients. We believe 
very strongly that the proposals we 

are making can only become 
effective if a community of people 
join together to develop the ideas 

and implications’. 


