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Background – Key Issues
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What is Patient Safety?

Patient Safety has been defined by the 
Institute of Medicine (IOM) as “the 
prevention of harm to patients, including 
through errors of commission and 
omission”.
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Goal and vision for patient safety

The goal of patient safety is to reduce the risk of injury
or harm to patients from the structure and process of

care. This can be accomplished by eliminating or
minimizing unintended risks and hazards associated

with the structure and process of care.

A vision for patient safety would be ‘‘zero health care
associated injuries or harm’’.

Source: Battles, J B, Lilford, R J Organizing patient safety research to identify risks and hazards
Qual Saf Health Care 2003 12: 2ii-7 
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Basic Tenets 
Comprehensive Patient Safety Program

1. A shared belief that although healthcare 
is a high risk undertaking, delivery 
processes can be designed to prevent 
failures and harm to participants

2. An organizational commitment to 
detecting and analyzing patient injuries 
and near misses is essential

Source: Patient Safety: Achieving a New Standard for Care (2004) The National Academies Press, 
Washington, DC Retrieved from http://books.nap.edu/openbook.php?record_id=10863&page=173
[Accessed May 8, 2007]
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What is a Framework?

• Basic conceptual structure, used to solve 
a complex issue. 
– Makes it easier to work with complex 

technologies 
– Ties together discrete objects/components 

into something more useful 

Source:http://en.wikipedia.org/wiki/Framework
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What are the Key Patient Safety 
Foundational Concepts?

• Foundational Principles
– Anatomy of an Adverse Event

• Swiss Cheese Model
• Model of Safety Related Event Continuum

– Development of a Safety Culture

• Drivers
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Multi-Causal Theory “Swiss Cheese” diagram
(Reason, 1991)

Adapted from VA National Center for Patient Safety   www.patientsafety.gov
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The Donabedian Model of Patient Safety

• Examines how risks and hazards embedded within the 
structure of care have the potential to cause injury or harm 
to patients. 

• For example, individual or team failures in a health care 
delivery setting are consistently identified as a leading 
cause of negative patient outcomes.

Source: http://www.ahrq.gov/qual/medteam/medteam4.htm
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Model of safety related event continuum

The NPSF Agenda for Research in Patient Safety
Figure 1. Model of safety related event continuum. Reprinted with permission from Battles JB, et al. The attributes of 
medical event reporting systems. Arch Pathol Lab Med. 1998; 122: 231-238. 
http://www.medscape.com/viewarticle/408064_3
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A. Why 
waste our 

time on 
safety?

B. We do 
something 
when we 
have an 
incident

C. We have 
systems in 

place to 
manage all 
identified 

risks

D. We are 
always on 

the alert for 
risks that 

might 
emerge

E. Risk 
management 
is an integral 

part of 
everything 
that we do

PATHOLOGICAL REACTIVE BUREAUCRATIC PROACTIVE GENERATIVE

Safety Culture: Levels of Maturity
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Foundation
• Patient safety has to do primarily with the avoidance, 

prevention, and amelioration of adverse outcomes or 
injuries stemming from the processes of healthcare itself. 

• Safety emerges from the interaction of the components of 
the system. It is more than the absence of adverse 
outcomes and it is more than avoidance of identifiable 
"preventable" errors or occurrences .

• Patient safety is related to "quality of care," but the 2 
concepts are not synonymous. Safety is an important subset 
of quality. 
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US – AHA (based on IOM Aims)

Foundation: 
1. Safety is the fundamental 

cornerstone of the health care 
system. 

2. If care is not provided in a safe 
manner in a safe environment, 
the chances of a good outcome 
occurring is lessened 
significantly. 

3. The goal must be to prevent 
harm from reaching patients 

4. To do so, requires everyone to 
be involved in identifying 
opportunities where patient 
care can be made safer.

5. It also requires that everyone 
be continuously involved in 
learning from medical errors 
and "near misses".

Available at: http://www.ahaqualitycenter.org/ahaqualitycenter/library/iomAims.do
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Another US Example

Source: Developed by Edward Kelley, Ph.D., Center for Quality Improvement and Patient Safety, AHRQ, Rockville, MD. 
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UK: Seven Steps to Patient Safety

1. Safety culture 

2. Lead & support staff

3.  Integrated risk management

4.  Promote incident reporting

5. Involve patients and the public 

6. Learn and share lessons

7. Implement solutions

21

UK: Manchester Patient Safety 
Framework
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Australia
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Canada: National Steering Committee on 
Patient Safety “Framework”

• System Issues: To what extent does the
design of the health-care system contribute
to adverse events and how can new
designs reduce or eliminate human error?

• Regulatory / Legal Issues: How can the
manner in which the regulation and monitoring
of health-care professionals and
their institutions, and the legal systems,
improve patient safety?

• Measurement / Evaluation: How can the
scope and impact of the problem be better
measured?

• Education / Professional Development:
How can improvements to the education
and continuing professional development
of health-care professionals reduce adverse
outcomes and enhance patient safety?

• Information / Communication: How can
better communication between various
players in the health-care system, and
across jurisdictions, improve the quality of
patient safety?

Building
a 

Safer 
Health 

System

System
Issues

Regulatory
Legal Issues

Measurement/
Evaluation

Education/
Professional 
Development

Information/
Communicatio

n
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CCHSA (Canadian Council on Health Services Accreditation )
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Canadian Root Cause 
Analysis Framework

A Tool for Identifying and 
Addressing the Root Causes 

of Critical Incidents in 
Health Care
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Canada: Local Example

Source: Zimmerman, R. et Al A Framework for Local Accountability for Patient Safety. Healthcare 
Quarterly Vol. 9, Special Issue. October 2005
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EXAMPLE
From Australia

Making A Framework Come Alive!
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Source : Presentation Safety is everybody’s 
business: A  Patient Safety Education       
Framework for Health Care by:
Bruce Barraclough
Chair, Australian Council for Safety & Quality 
in Health Care, 2000 – 05 & Chair, New 
South Wales Clinical Excellence Commission
Australia and
&
Merrilyn Walton; Director & Author
National Patient Safety Education Project 
Chair, Prevocational Training Council, NSW 
Institute for Medical Education & Training
Australia

��

Vision for patient safetyVision for patient safety

All health workers are educated and trained to 
deliver patient-centred care as members of 
multidisciplinary teams, using evidence-based 
and ethical practice, quality improvement 
approaches and information technology.
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What is the Framework?What is the Framework?

It sets out the knowledge, skills, 
behaviours and attitudes that all 
health workers need to provide the 
safest possible care to patients.
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PrinciplesPrinciples underpinning education about  patient underpinning education about  patient 
safety safety 

•Patient-centred
•Incorporates community views
•Emphasises quality of care
•Simple, flexible and accessible
•Generic
•Uses standardised and clear English
•Evidenced - based or identifiable best practice
•Template for flexible working environment
•Safety is everybody’s business

33

Framework DevelopmentFramework Development

Categories: Learning areas

Subject areas: Learning topics

Review of knowledge and framework outline

Adjustments and assignment of knowledge, skills &
behaviours

Allocate activity to appropriate level

Literature 
Books 
Reports 
Curricula 
Websites

Rationale

4 levels
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How is it structured?

3 Learning Domains in each Learning Topic

7 Learning Areas

22 Learning Topics

BehavioursSkillsKnowledge

Communicating
effectively

Using 
evidence

Adverse 
events

Working
safely

Being ethical Learning & 
teaching

Specific 
issues

��

Communicating effectively
Involving patients and families as partners
Communicating risk
Communicating honestly with patients after an adverse event
Obtaining consent
Being culturally respectful and knowledgeable

Identifying preventing and managing adverse events & near misses
Recognising, reporting and managing adverse events and near misses
Managing risk 
Understanding health care errors
Managing complaints

Using evidence and information
Employing best available evidenced–based practice  
Using information technology to enhance safety

��

Working safely
Being a team player and showing leadership
Understanding human factors 
Understanding complex organisations
Providing continuity of care
Managing fatigue and stress

Being ethical
Maintaining fitness to work or practice
Professional and ethical behaviour

Continuing learning
Being a workplace learner 
Being a workplace teacher

Specific issues
Preventing wrong site, wrong procedure and wrong patient  treatment
Medicating safely
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