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We harm 10-15% of patients 

http://www.health.org.uk/sites/health/files/LevelsOfHarm_0.pdf





Why should we understand 
the harm we can cause?



Causes to explore 

 Human factors

 Clinical complexity factors 

 System failures 

 Safety by design



Pathological
It is ok as long as nothing happens

Reactive
Safety is important - we do a lot when 

something happens

Calculative
we have systems in place to manage all 

hazards

Proactive 
We work on problems 

we still find

Generative
Safety is how we do business here

Increasing 
informedness

or mindfulness

Increasing information

Hudson P.  Applying the lessons of high risk industries to health care

Qual Saf Health Care 2003

Safety Culture 



Heinrich Accident Pyramid

1 

catastrophe

30 serious 
incidents 

300 intermediate

3000 near misses

30000 at risk behaviours

Reactive

Proactive

H. W. Heinrich Industrial Accident Prevention  1931 



Can we truthfully state
Safety is 

how we do business here



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

Charles Vincent  Rene Amalberti Safer Healthcare Strategies for the Real World 

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


Why do we accept our inability 
to deliver the right care at the 

right time every time?



Why do highly performing individuals 

accept unsafe care in areas under our 

own clinical control ?

Prescribing

Hand hygiene

Poor medical records Incomplete handover

Not following agreed protocols  

Etc.



Safety and harm must be viewed 
from the eyes of the patient



What really matters for people

http://www.health.org.uk/public/cms/75/76/313/4772/Measuring%20what%20really%20matters.pdf?realName=GuxZKx.pdf

Standardised and safe but for me 

Coordinated around my needs  

SAFE and enabling with compassion  

http://www.health.org.uk/public/cms/75/76/313/4772/Measuring what really matters.pdf?realName=GuxZKx.pdf
http://www.health.org.uk/public/cms/75/76/313/4772/Measuring what really matters.pdf?realName=GuxZKx.pdf


We need both individual 
and system action



A framework for quality and safety 

Quality and 
safety  planning

Quality and 
safety control

Quality and 
safety 

management

Quality and 
safety 

improvement

Based on Juran



A framework for the measurement and monitoring of safety

Source: Vincent C, Burnett S, Carthey J. The measurement and monitoring of safety. The Health Foundation, 2013.
www.health.org.uk/publications/the-measurement-and-monitoring-of-safety

Safety

What did 
we do 
well?

Past Harm

Reliability 

Sensitivity 
to 

operations

Anticipation

Learning



System thinking 

 Understand the system in which we work

 Study the Variation in the system

 Examine the way people think – beliefs and attitudes  

 Have a theory and method of change

Based on Deming 



Charles Vincent  Rene Amalberti Safer Healthcare Strategies for the Real World 

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

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


Transform 

Use Data 

Honour the 
front line 

Engage 
patients 

Engage 
clinicians

Distribute 
leadership

Best et al Large-System Transformation in Health Care: A Realist Review Millbank Qrtly





Fundamental Safety Principles

 Prevention

 Detection

 Mitigation

 Escalation



Understanding why harm happens

Harm

Management 
decisions

& 
Organisational 

processes

Environment 
factors

Team factors

Staff factors

Task factors

Patient 
factors

Unsafe 
acts

Errors

Violations

Organisation 
& Culture

Contributory 
factors

Care delivery 
problems

Defences & 
Barriers 

Latent 
failures

Active 
failures

Adapted from Charles Vincent and SEIPS System Model Carayon 2006

Human 
factors



Aiming for reliability

• Regarding 
small errors as 
a symptom 
that something 
is wrong

Preoccupation with 
failure

• Paying 
attention to 
what’s 
happening on 
the front-line

Sensitivity to 
operations

• Encouraging 
diversity in 
experience, 
perspective, 
and opinion

Reluctance to 
simplify

• Capabilities to 
detect, contain, 
and bounce-
back from 
events

Commitment to 
resilience • Pushing 

decision 
making 
down  to the 
front line

Deference to 
expertise

Anticipate

Contain



Move to Ultra safe care 
 Acceptance of limitations on maximum performance

 Abandonment of professional autonomy

 Transition from the mindset of craftsman to that of an equivalent actor

 Need for system-level arbitration to optimize safety strategies

 The need to simplify professional rules and regulations



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

conditions.

Safety is not a commodity that can be counted;
it is what we do every day 

Resilience 

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.



1 

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

0-4 := 1 failure in 10.000 events 

10%

90%

No Harm

Look at safety differently

Focus is on what goes right. 

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

Safety and core business help each 
other. 

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.



Know what works

1. Preoperative checklist

2. Bundles such as CLABSI

3. Interventions to decrease urinary catheter use

4. VAP bundle

5. Hand hygiene

6. “Do not” list for hazardous abbreviations

7. Barrier precautions for HAI

8. Pressure ulcer intervention

9. Real time ultrasonography for CVL placement

10. VTE prophylaxis

Paul G. Shekelle et al Ann Intern Med. 2013;158:365-368.l



Know what works
1. Falls prevention 

2. Clinical pharmacists to decrease ADE

3. Informed consent

4. Team training 

5. Medication reconciliation

6. Rapid response teams

7. Surgical outcome report cards

8. CPOE or improved medical records

9. Simulation

10. Decrease exposure to investigations e.g. CT and fluroscopy

11. Methods to measure adverse events

Paul G. Shekelle et al Ann Intern Med. 2013;158:365-368.l



Daily questions to ask at all levels
 What did we do well?

 So we can replicate

 Past harm 

 Has patient care been safe in the past? 

 Reliability 

 Are our clinical systems and processes reliable?

 Sensitivity to operations 

 Is care safe today? 

 Anticipation and preparedness 

 Will care be safe in the future? 

 Integration and learning 

 Are we responding and improving? 

Source: Vincent C, Burnett S, Carthey J. The measurement and monitoring of safety. The Health Foundation, 2013.
www.health.org.uk/publications/the-measurement-and-monitoring-of-safety



“Quality and Safety are never an accident; they are always 
the result of high intention, sincere effort, intelligent 

direction and skillful execution; they represents the wise 
choice of many alternatives" 

Adapted from William A. Foster



Email: plachman@isqua.org

peterlachman

mailto:plachman@isqua.org

