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Patient Safety Learning Pack 
 
 

This learning pack can be used for local teaching and for individual reading and reflection. 

Several activities have been designed and they have been mapped to the RCPCH Progress 

curriculum. Feel free to use any or all of this pack in your department. If you wish, you can 

reflect on the learning activity and upload to your e-portfolio linking to the relevant domains.  

 

This week will be on Patient Safety. Other learning packs are available on 

https://londonpaediatrics.co.uk/.  

 

Comments/feedback to: Dr Meret Arsanious: meret.arsanious@nhs.net or Dr Amutha 

Anpananthar amutha.anpananthar@nhs.net 
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Creating Psychological Safety 
VIDEO 
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mechanisms across a range of healthcare settings, 
applying a reflective approach to self and team 
performance 
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EXERCISE 
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Exercise 1: The SIZE of the problem – Individual/Group Activity  
 

Estimated time needed:  5 minutes 

Objective: To determine how widespread errors are within the clinical environment 

 

Instructions: Are the following statements true or false 

 
1. There is an estimated 1 in 3 million risk of dying while travelling by airplane and the risk of a 

patient death occurring due to a preventable medical accident whilst receiving healthcare is 

estimated to be 1 in 300.  

2.  Medication errors cost an estimate 42 billion USD per year worldwide  

3. 1% of global expenditure on health is due to medication errors.  

4. In high income countries 1 in every 10 patients is harmed whilst receiving hospital care 

5. Hospital infections affect up to 7 out of every 100 hospitalised patients in high income countries  

6. A minimum of 1 out of every 7 Canadian dollars is spent treating the effects of patient harm in 

hospital care.  

7. Involving patients in safer care initiatives can reduce the burden of harm by 15% 

8. Medicare (US healthcare company) saved an estimated USD $28 billion between 2010 and 2015 

by focusing on safety improvements in hospitals 

9. Diagnostic error (failure to identify the nature of an illness in an accurate or timely manner) 

occurs in about 5% of adults each year in the US outpatient care setting.  

10. Autopsy research in the past decades show that approximately 10% of patient deaths have been 

due to diagnostic errors 

 

It is estimated that 2,000 preventable deaths occur each year in the UK (2) compared to the best 

performing countries in Western Europe. Likewise a large study looking at adherence to quality of 

care indicators in children in Australia across 17 common medical conditions (E.g asthma, mental 

health conditions etc) showed that of the 6689 children, adherence only occurred in 59.8% of the 

time (3). If hospital staff have access to the correct tools and techniques, the lives of children who 

unnecessarily deteriorate could be saved. 

 

References: 

1. World Health Organisation. 10 facts on patient safety. August 2019.   

2. Wolfe I, Macfarlane A, Donkin A, Marmot M, Viner R. Why children die: death in infants, children, 

and young people in the UK: Part A. May 2014.   

3. Braithwaite J, Hibbert PD, Jaffe A, et al. Quality of Health Care for Children in Australia, 2012-

2013. JAMA. 2018;319(11):1113–1124. doi:10.1001/jama.2018.0162 

Answers on last page of learning pack 

https://www.who.int/features/factfiles/patient_safety/en/#:~:text=Patient%20safety%20is%20a%20serious,to%20be%201%20in%20300.
file:///C:/Users/Saravana/Downloads/1.%09www.rcpch.ac.uk/resources/why-children-die-research-recommendations
file:///C:/Users/Saravana/Downloads/1.%09www.rcpch.ac.uk/resources/why-children-die-research-recommendations
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Exercise 2:  ‘What I mean when I say….’ – Individual/Group Activity 

Estimated time needed: 10 minutes 

Objectives: To appreciate the differences in terminology in patient safety theory 

Instructions: Put in your own words what the following terms mean:  

Incident: 

No harm incident: 

Near Miss:  

Adverse event:  

Never event:  

 

Answers:  

Incident (or adverse incident) 

Any deviation from usual medical care that causes an injury to the patient or poses a risk of harm. 

Includes errors, preventable adverse events and hazards.  

 

No Harm Incident: 

Type 3: An incident that does reach the patient but does not cause harm because of early detection, 

intervention and treatment 

Type 4: An incident that does reach the patient but does not cause harm because of chance. 

 

Near Miss 

Serious error or mishap that has the potential to cause an adverse event but fails to do so because of 

chance or because it is intercepted. Also called a potential adverse event.  

 

Type 1: An incident that does not reach to the patient because of formal and planned interventions 

and programs (previously developed by the organization). 

Type 2: An incident that does not reach to the patient because of chance or unplanned intervention. 

 

Adverse Event 

An injury related to medical management, in contrast to complications of the disease. Medical 

management includes all aspects of care, including diagnosis and treatment, failure to diagnose or 

treat, and the systems and equipment used to deliver care. Adverse events may be preventable or 

non-preventable. 

 



 

Patient Safety Learning Pack, Meret Arsanious July 2020  5 

 

Never Event: 

Never Events are patient safety incidents that are wholly preventable where guidance or safety 

recommendations that provide strong systemic protective barriers are available at a national level 

and should have been implemented by healthcare providers.  

 

Whilst a Never Event type has the potential to cause serious patient harm or death, serious 

harm/death does not need to have happened in order for an incident to be categorised as a Never 

Event 

 

References: 

1.Sheikhtaheri A. Near misses and their importance for improving patient safety. Iran J Public Health. 

2014;43(6):853–854. 

2. World Alliance for patient Safety (2005). WHO draft guidelines for adverse event reporting and 

learning systems: from information to action. World Health Organization, Geneva.  

3. NHS Improvement. Never Events policy and framework. January 2018.  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

https://improvement.nhs.uk/documents/2265/Revised_Never_Events_policy_and_framework_FINAL.pdf
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Exercise 3 – “Why does it happen on a Friday afternoon?” - Group or 

individual activity 

Estimated time needed: 20 minutes 

Objectives: To apply patient safety terminology to real-life situations 

- To consider the wider factors that contribute to errors occurring 

Instructions: Using what has been learned from exercise 2, name the type of incident that occurs in 

each of the following scenarios. What other factors might have contributed to this incident? 

 

1. A student nurse is asked to insert an NGT in a 6-month old who is being admitted. She inserts 

it and feeds are started. An hour after starting feeds the baby desaturates and develops signs 

of respiratory distress. A CXR is performed and it is found that the NGT is located within the 

right main bronchus.  

 

2. On the paediatric ward a nurse is distracted in giving instructions to a student nurse, whilst 

drawing up medications and so selects chlorpheniramine instead of cotrimazole from the drug 

cupboard. The mistake however is picked up by the second check nurse and the correct 

medication is then administered to the patient (right dose, right route, right time).  

 

3. When in handover at the end of a shift, an SHO remembers that he hadn’t reviewed the blood 

results of a baby on the postnatal ward who is day 2 of life and was noted to be jaundice. The 

blood test result had been issued 10 hours ago. The junior doctor quickly reviews the results 

and plots it on the jaundice chart and finds that the bilirubin level is just above the 

phototherapy line. Whilst still in handover, the junior doctor calls the midwives on the 

postnatal ward and asks them to urgently start double phototherapy on the baby and updates 

the junior doctor taking over on the clinical situation. The new junior doctor repeats the blood 

sample soon after handover and finds that the bilirubin level is stable (just above the 

phototherapy line). The delay in looking up the results of the original blood test does not 

affect the baby’s outcome.  

 

4. Two paediatric patients who are on the ward have similar sounding names and are of a similar 

age. The nurse in charge recognises this and places them in different bays and flags this up as 

a potential source of error in various ways (E.g on the bed-board and on the nursing handover 

sheets and on the electronic prescribing system). There are no medication or prescribing 

errors that occur to either of these patients during their admission.  
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5. An 8 year old non-verbal autistic boy attends the emergency department with his mother who 

reports that he appears to be in severe discomfort for the past 1 day and has also vomited once 

in this time-frame. His abdomen is examined by the ED doctor who reports it as being soft 

and not tender. The boy is given paracetamol and an oral fluid challenge which he tolerates. 

His observations on discharge showed a mild tachycardia but with all other parameters 

normal. He reattends the following day and again appears to be in severe pain. On this 

occasion his tesicles are examined and he is found to have an enlarged and inflamed left 

testicle. He is taken urgently to theatre and is found to have clapper bell testicle that is mostly 

necrotic.  

 

 

Answers: 

1. A Never Event – See here for a list of  Never Events that should never occur in the NHS, as 

stated by NHS improvements. This particular incident is Never Event #13 – misplaced naso- 

or oro-gastric tubes. (1).  

2. Type 1 near miss – the 2 person system for checking medications before administration 

(especially intravenous medications) helps to reduce medication errors (Remember 5 rights 

of administering medication: Right patient, right time, right drug, right dose, right route). 

Whilst this is a helpful checklist in reducing medication errors, it is important to recognise its 

limitations. For example, if a nurse verbally checks the patient’s name with a patient/carer 

who misheard what was said, this can still lead to a medication administration error. (2) 

3. Type 3 no harm incident -  the junior doctor happened to remember the blood test result 

because of the process of handover gives clinicians a stop-point to review the clinical 

management of each patient (3). 

4. No incident occurred. This situation was recognised by the nurse in charge as a potential 

source of error and so systems were activated to minimise the risk of errors occurring.  

‘Human factors engineering’ is a process that attempts to identify and address safety 

problems that could arise between people, technology and work environments and put 

systems in place to prevent such problems from occurring. An electronic alert system that 

identifies when two patients have similar demographics is an example of such engineering 

(4). The Failure mode and effect analysis (FMEA) is one prospective safety analysis tool and 

SWIFT (Structured ‘What if’ Technique) is another tool that can be used in identifying the 

potential. Retrospective error detecting methods include root cause analysis and mortality 

reviews. Voluntary error reporting systems (Eg. Datix) and trigger tools are other tools for 

retrospective analysis. An example of a trigger tool would be when naloxone is prescribed, an 

alert is sent to patient safety personnel to investigate whether an excessive dose of morphine 

was the reason for the naloxone prescription (4).  

https://improvement.nhs.uk/documents/2899/Never_Events_list_2018_FINAL_v7.pdf
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5. Adverse incident – diagnostic errors that lead to adverse incidents are the types of errors that 

clinicians tend to be most aware of. However medication errors (in prescribing and in 

administration) are the most common. In this scenario, the patient’s GI system was not fully 

examined and therefore the clinical signs potentially were missed. Processes that can be put in 

place to prevent such incidences could include a discussion with a senior clinician prior to 

patient discharge in cases where observations on discharge are not normal. Early warning 

scores can be used as a tool to recognise when patients are unwell. In some countries as well 

as in devolved nations such as Scotland and Norther Ireland, national early warning scores are 

in place. The RCPCH is in the process of developing a National Paediatric Early Warning 

System Programme for England -  see here for more details (5).  

 

 

References:  

1. NHS improvement. Never Events list 2018  

2. Grissinger M. The Five Rights: A Destination Without a Map. P T. 2010;35(10):542. 
3. NHS Institute for Innovation and Improvement. Safer Care: SBAR.  2010.  

4. Agency for Healthcare Research and Quality: Patient Safety Network. September 2019.   

5. Royal College of Paediatrics and Child Health. Paediatric Early Warning System (PEWSystem) -  

developing a standardised tool for England. December 2019  

 

 

 

 

 

 

 

 

  

https://www.rcpch.ac.uk/resources/paediatric-early-warning-system-pewsystem-developing-standardised-tool-england
file:///C:/Users/Saravana/Downloads/1.%09https:/improvement.nhs.uk/documents/2899/Never_Events_list_2018_FINAL_v7.pdf
https://www.england.nhs.uk/improvement-hub/wp-content/uploads/sites/44/2017/11/SBAR-Implementation-and-Training-Guide.pdf
https://psnet.ahrq.gov/primer/detection-safety-hazards
https://www.rcpch.ac.uk/resources/paediatric-early-warning-system-pewsystem-developing-standardised-tool-england
https://www.rcpch.ac.uk/resources/paediatric-early-warning-system-pewsystem-developing-standardised-tool-england
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Exercise 4 – ‘I’m concerned’ – Group activity. Role play on escalating concerns. 

Estimated time needed: 20 minutes 

Objectives: be able to escalate concerns with increasing levels of urgency 

Instructions: In small groups of 3 (MDT), practice using the CUS model to escalate concerns. In each 

of the following scenarios, nominate one person to be the main participant, another person to be the 

‘dismissive colleague’ and the third person to provide feedback.  

 

CUS Model: CUS tool. Agency of Healthcare Research and Quality  

 

CUS – a way of communicating your feelings that a situation is unsafe. 

I am Concerned 

I am Uncomfortable 

This a Safety issue 
 

Scenario 1: 

You are on a ward round.  You notice that your fellow colleague is copying and pasting the notes from 

the previous day into today’s notes quite quickly in order to ‘prep’ the next few patients to be seen 

on the ward round. You are unsure as to whether all the information that is being copied into today’s 

entry is still up to date and relevant. You want to raise this with your colleague in a sensitive way.  

 

Scenario 2:  

You are the nurse/paediatric SHO overnight and your registrar has asked you to help in holding the 

CSF bottles for a lumbar puncture that they are about to do for an infant in the emergency department 

who is suspected to be septic. You see the baby and think they look quite unwell and their saturations 

are borderline (95% in air). You’re not sure they will tolerate the lumbar puncture. Your opinion is that 

the lumbar puncture should be delayed but your registrar is keen to obtain the CSF sample before the 

antibiotics are started. 

 

Scenario 3:  

You are the paediatric SHO overnight on the neonatal unit and you are concerned about a pre-term 

baby who you feel is a little tachypnoeic. The nurse looking after the baby also has noticed the change. 

You call the paediatric registrar oncall who reviews the baby and doesn’t feel that there are any 

concerns and they go back to their oncall room. A couple of hours later you feel that the baby’s 

bradycardia and desaturation episodes are increasing in frequency and as a new SHO you’re not sure 

what to do. You call the paediatric registrar again who is reluctant to come to review the baby again 

as they looked so well before. You however feel that the baby needs to be reviewed again.  

https://www.ahrq.gov/hai/tools/ambulatory-surgery/sections/implementation/training-tools/cus-tool.html
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Exercise 5  - Well that could have gone better! Group Activity 

Estimated time: 30 minutes 

Objectives : By the end of this exercise participants should be able to: 

- Identify examples of effective and ineffective communication within the clinical setting 

- Recognise established communication tools that can be used in the clinical setting 

- Identify situations in which these communication tools can be applied in their own clinical 

setting.  

 

Instructions:  

Watch all of PALS Resuscitation TEAM part 1 video (6 mins 13 sec) and identify examples of ineffective 

communication. Now watch PALS Resuscitation TEAM part 2 video (start from 1 minute 50 seconds 

until 7mins 39 sec).  

- Identify which communication tools were used 

- Identify how did the outcome of video 1 differ from the outcome of video 2? 

- Compare these communication style with those that are currently used in your clinical 

setting. In any clinical setting communication can always be improved. What factors may 

influence achieving more effective communication in your clinical setting? 

 

 

Exercise 6 -  Creating Psychological Safety – Reflective individual activity.  

Estimated time: 10-15 minutes 
Objectives: By the end of this session you should be able to: 

- Name three ways in which we can create psychological safety into the work place 
- Consider how my attitude can be changed to improve patient safety in the workplace 

 
Instructions:  Watch this talk by Amy Edmondson, Three Ways to Create Psychological Safety in Health 
Care (4 mins 20 secs) 

 

Think of a recent clinical shift in which there was a challenging interaction with a work colleague. Using 

the three recommendations from this video, how might the conversation have been conducted 

differently? 

 

Reference:  

Institute for Healthcare Improvement: Featured Audios and videos including Don Berwick’s keynotes 
from past forums  
 

https://www.youtube.com/watch?v=PIdqcqsNrkk
https://www.youtube.com/watch?v=9HKRGWkuTn0&t=20s
http://www.ihi.org/education/IHIOpenSchool/resources/Pages/AudioandVideo/Amy-Edmondson-Three-Ways-to-Create-Psychological-Safety-in-Health-Care.aspx
http://www.ihi.org/education/IHIOpenSchool/resources/Pages/AudioandVideo/Amy-Edmondson-Three-Ways-to-Create-Psychological-Safety-in-Health-Care.aspx
http://www.ihi.org/resources/Pages/AudioandVideo/default.aspx
http://www.ihi.org/resources/Pages/AudioandVideo/default.aspx
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Exercise 7 -  Practicing Root Cause Analysis 

Estimated time: 1 hour 
Objectives: By the end of this session you should be able to: 

- List the steps for conducting a root cause analysis (RCA)  
- Apply the principles from the Root Cause Analysis to a clinical situation 

 
Instructions: Remind yourself of the steps for conducting a root cause analysis (see here) -  watch 
the presentation by Annette Fogarty and using the vignette used in her presentation, identify the 
contributing factors that led to the error in the vignette. Use these contributing factors to create a 

fishbone (Ishikawa) diagram to explore how these contributing factors interacted with each 

other.  
 
 
 

 

Figure 1 Fishbone diagram 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5031337/table/Tab1/
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Exercise 8 – Alert fatigue! 
 
Estimated time: 20 minutes 
Learning Objectives: At the end of this activity, you will be able to: 

• Explain the concept of alert fatigue in health care. 

• Discuss how alert fatigue can have a negative effect on patient safety. 

• Recognize that an unnecessary alert can be dangerous in health care. 

Instructions: Watch this video from Institute for Healthcare Improvement by Bob Wachter: ‘What are 
the dangers of Alert Fatigue’ (3mins 48 sec) and then reflect on it using the following questions: 

• Why can ignoring alerts have a negative effect on patient safety? 
 

• At the end of the video, Dr. Wachter says, “We touted alerts and alarms as being one of the 
main advantages of computerization. And I think right now, it’s a disaster.” Do you agree with 
him? Why or why not? 
 

• Have you or someone you’ve worked with ever ignored an alert? Why did you (or they) ignore 
the alert? 
 

• Dr. Wachter shares a potential solution to the problem — reviewing every alert to see if it’s 
valuable. Do you think that could ever happen at your hospital? Why or Why not? 
 
 

• Have you ever been a patient in a setting where alerts and alarms were going off all the time? 
How did they make you feel? 

 

 

 

 

 

 

 

 

 

 

 

 

 

http://www.ihi.org/education/IHIOpenSchool/resources/Pages/Activities/Wachter-AlertFatigue.aspx
http://www.ihi.org/education/IHIOpenSchool/resources/Pages/Activities/Wachter-AlertFatigue.aspx
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Exercise 9 – Yet another paracetamol overdose? 

Estimated time: 30 minutes 

Learning objectives: By the end of this exercise you should be able to  

-state the difference between individual and situational factors  

 

Instructions: Read the following quick re-cap of individual and situational factors and then 

read the subsequent scenario and consider the questions that follow: 

 

 

Individual factors that can pre-dispose a person to making an error 

- Limited memory capacity 

- Further reduced by: 

• stress 

• hunger 

• illness 

• language or cultural factors 

• hazardous attitudes 

• fatigue 

 

Situation factors associated with an increased risk of error 

• unfamiliarity with the task* 

• inexperience* 

• shortage of time 

• inadequate checking 

• poor procedures 

• poor human equipment interface 

 

(*Especially if combined with lack of supervision) 

 

Read the following scenario: 

 

A doctor was coming to the end of his first week in the emergency department. His shift was 

just about to end, but the department was busy and his senior colleague asked if he could see 

one last patient. The patient was a 15-year-old boy who had taken an unknown amount of 

paracetamol in an attempt to overdose. After taking a full history and examining the boy, the 

doctor took blood tests to check for liver function tests, paracetamol and salicylate levels 

amongst other things. A student nurse was at the desk when the lab technician phoned with the 

blood results. She wrote the results in the message book. The salicylate level was negative. 

When regards to the paracetamol result, the technician said, “two,” paused, and then said, “one 

three.” “Right, got it, thanks for phoning”, said the student nurse, and put down the phone. She 

wrote “paracetamol level = 2.13, salicylate level negative” on a piece of paper and went to look 

for the doctor. The technician had not checked whether the nurse had heard him correctly nor 

mentioned whether this level was toxic. When she found the doctor, the nurse read out the 

result “paracetamol level = 2.13, salicylate level negative”. The doctor checked the 

paracetamol overdose chart pinned up on the notice board in their office. The graph showed 

that 2.13 was far below the treatment level. The doctor thought briefly about checking with his 

senior colleague, but she looked busy. Instead, he told the student nurse that the patient would 

need to be admitted overnight, so that CAMHS could review him the next day and asked her 

to book a bed. The doctor handed over the patient to the team on the ward – informing them 
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that the paracetamol level was low but that the liver function tests and other blood tests were 

still pending and that the patient should have a CAMHS review in the morning.  He then went 

off duty already late getting home and keen to rest before his next shift the following day. The 

nurse in charge was told the paracetamol level was ‘low’ but that the patient needed to be 

admitted. Keen to avoid another breach that day in the department and wanting to make space 

in the ED the nurse in charge gave the verbal handover to the nurse on the ward that the 

paracetamol level was ‘low’ and that the other blood tests results were pending. The patient 

was taken to the ward and it was 4 hours later before the blood test results were rechecked by 

the night doctor on the ward who found that the paracetamol level was actually 213g/dL and 

the liver function tests were grossly deranged. N-acetylcysteine was started immediately and 

after a few days the liver function tests recovered and the patient was discharged home with 

the appropriate CAMHS follow up. An incident report was filed for the delay in the initial 

treatment. It was determined that whilst there had been a delay in treatment, the patient had not 

been harmed by it.  

 

This case was discussed in an educational supervisor meeting between the doctor and his 

supervisor. On reflection, the doctor had not realized, he admitted, that the paracetamol levels 

are never reported with a decimal point and because he had not seen the protocol, he had also 

not appreciated that it might have been appropriate to start treatment before the paracetamol 

level had come back anyway, bearing in mind that the history, although contradictory, 

suggested the patient might well have taken a considerable number of paracetamol tablets. The 

doctor discussed with his educational supervisor what he would do differently in his future 

practice.  

 

In this scenario, it would be unfair to blame the doctor, the student nurse, the nurse in charge 

or the lab technician individually. It was a series of errors that led to the delay in treatment of 

the patient (and could have potentially caused irreversible liver damage).  

 

Questions:  

• Name three individual factors in this scenario that increased the likelihood of an error 

occurring 

• Name three situational factors that increased the likelihood of an error occurring 

• What suggestions would you make (or already know of) for ensuring urgent blood results 

are communicated accurately? 

• What suggestions would you offer to the doctor in this scenario as to how to change his 

future practice. 

 

 

 

Reference: 

Agency of Healthcare Research and Quality: TeamSTEPPS  

 

 

https://www.ahrq.gov/teamstepps/curriculum-materials.html
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Resources related to LSOP teaching timetable: 
 

Nicola Davey: An introduction to patient safety:  

Videos: 

1. A series of 10-minute videos on paediatric safety. 

https://www.youtube.com/watch?v=G65WWoArk4Q 
2. Quality Improvement in Healthcare, DocMikeEvans (11 mins video)  
3. Catching up with science: Quality Improvement in Healthcare, Nicola Davey (1min video)  

 
Papers: 
4. SEIPS 2.0: A human factors framework for studying and improving the work of healthcare 

professionasl and patients, Holden et al. Ergonomics, 2014  
5. The foundations of quality improvement science, Reed J, Davey N, Woodcock T. Future Hospital 

Journal 2016  
6. Eddy, DM (2005). "Evidence-based Medicine: a Unified Approach". Health Affairs. 24(1): 9–

17. doi:10.1377/hlthaff.24.1.9. PMID 15647211 
7. Øvretveit J (2009). Does improving quality save money? A review of evidence of which 

improvements to quality reduce costs to health service providers. London: the Health 
Foundation. 

https://www.health.org.uk/sites/default/files/DoesImprovingQualitySaveMoney_Evidenc

e.pdf 
8. Vincent C. Patient Safety, 2nd edn. Oxford: Wiley Blackwell; 2010 – Book 

 

Justyna Rutkowski: Communication tools in patient safety 

1. SBAR on Improvement.nhs.uk 

2. SBAR implementation and training guide by Institute of Innovation and Improvement  

3. AHRQ: Example of the SBAR and CUS Tools 

4. Transferring a child to PICU: ACCEPT on paediatricfoam 

5. GMC: Escalating concerns 

 

Peter Lachman: Safety 1 and Safety 2 

1. Cheung R, Roland D, Lachman Reclaiming the systems approach to paediatric safety. Archives of 
Disease in Childhood 2019;104:1130-1133.   
  

2.    Amalberti R Vincent CA. Managing risk in hazardous conditions: improvisation is not enough 
3.    From Safety-I to Safety-II: A White Paper https://www.england.nhs.uk/signuptosafety/wp-

content/uploads/sites/16/2015/10/safety-1-safety-2-whte-papr.pdf 
  

4.     Smaggus A Safety-I, Safety-II and burnout: how complexity science can help clinician wellness BMJ 
Quality & Safety 2019;28:667-671.  https://qualitysafety.bmj.com/content/28/8/667.citation-tools 
 

 

 

https://www.youtube.com/watch?v=G65WWoArk4Q
https://www.youtube.com/watch?v=jq52ZjMzqyl
http://bit.ly/QIscienceinHC
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3835697/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3835697/
http://bjt.ly/FoundationsofQIScience
http://bjt.ly/FoundationsofQIScience
http://content.healthaffairs.org/cgi/pmidlookup?view=long&pmid=15647211
https://en.wikipedia.org/wiki/Digital_object_identifier
https://doi.org/10.1377/hlthaff.24.1.9
https://en.wikipedia.org/wiki/PubMed_Identifier
https://www.ncbi.nlm.nih.gov/pubmed/15647211
https://www.health.org.uk/sites/default/files/DoesImprovingQualitySaveMoney_Evidence.pdf
https://www.health.org.uk/sites/default/files/DoesImprovingQualitySaveMoney_Evidence.pdf
https://improvement.nhs.uk/documents/2162/sbar-communication-tool.pdf
https://www.england.nhs.uk/improvement-hub/wp-content/uploads/sites/44/2017/11/SBAR-Implementation-and-Training-Guide.pdf
https://www.ahrq.gov/patient-safety/settings/long-term-care/resource/facilities/ltc/mod2ap.html
file:///C:/Users/Saravana/Downloads/%20https/www.paediatricfoam.com/2016/09/transferring-to-picu/
https://www.gmc-uk.org/ethical-guidance/learning-materials/escalating-concerns
https://adc.bmj.com/content/archdischild/104/12/1130.full.pdf
https://adc.bmj.com/content/archdischild/104/12/1130.full.pdf
https://qualitysafety.bmj.com/content/qhc/early/2019/07/08/bmjqs-2019-009443.full.pdf
https://www.england.nhs.uk/signuptosafety/wp-content/uploads/sites/16/2015/10/safety-1-safety-2-whte-papr.pdf
https://www.england.nhs.uk/signuptosafety/wp-content/uploads/sites/16/2015/10/safety-1-safety-2-whte-papr.pdf
https://qualitysafety.bmj.com/content/28/8/667.citation-tools
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Meret Arsanious: My Safety checklist 

1. Agency of Healthcare Research and Quality: About TeamSTEPPS  
2. WHO patient safety curriculum for medical students  

3. Cognitive theory in Medicine:First10em   

 

Simon Fleming: Culture Change 

1. Royal Australasian College of Surgeons: Operating with respect 

2. Rimmer A, Bullying in the workplace: almost 40% of doctors think it is a problem, 
BMJ 2018; 363 doi: https://doi.org/10.1136/bmj.k4637  

3. A paper from Lucian Leape (who previously wrote ‘To err is Human’) discussing the need for 
psychological safety to improve patient safety: Lucian Leape Institute: Unmet Needs 2010  

 
 

More resources: 

1. Using parents as part of the ‘Safety Team’: 

https://qualitysafety.bmj.com/content/qhc/early/2015/03/30/bmjqs-2014-003795.full.pdf 

2. Safe Prescribing emodule: https://www.safeprescriber.org/paediatric/ 
 
3. Royal College of Paediatrics and Child Health. Paediatric Early Warning System (PEWSystem) -  

developing a standardised tool for England. 2019  

4. Using Trigger Tools in the neonatal setting: 
file:///Users/meretarsanious/Downloads/IHINICUTriggerToolfromCHCAOct06.pdf 

 

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

 

 

 

 

 

 

 

 

 

 

 

Answer to quiz for exercise 1 from page 3: All True (see ref 1 on page 3)!! 

https://www.ahrq.gov/teamstepps/about-teamstepps/index.html
http://www.who.int/patientsafety/activities/technical/medical_curriculum_slides/en/
file:///C:/Users/Saravana/Downloads/1.%09https:/first10em.com/cognitive-problems/
https://www.surgeons.org/education/skills-training-courses/operating-with-respect-owr-course
https://www.bmj.com/content/363/bmj.k4637
https://www.bmj.com/content/363/bmj.k4637
https://doi.org/10.1136/bmj.k4637
file:///C:/Users/Saravana/Downloads/Teaching%20Physicians%20to%20Provide%20Safe%20Patient%20Care%202010
https://qualitysafety.bmj.com/content/qhc/early/2015/03/30/bmjqs-2014-003795.full.pdf
https://www.safeprescriber.org/paediatric/
file:///C:/Users/Saravana/Downloads/1.%09https:/www.rcpch.ac.uk/resources/paediatric-early-warning-system-pewsystem-developing-standardised-tool-england
file:///C:/Users/Saravana/Downloads/1.%09https:/www.rcpch.ac.uk/resources/paediatric-early-warning-system-pewsystem-developing-standardised-tool-england
file:///C:/Users/meretarsanious/Downloads/IHINICUTriggerToolfromCHCAOct06.pdf
https://link.springer.com/content/pdf/10.1007%2F978-3-319-25559-0.pdf

