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Safety I Reslilient
systems

A Proactive systemapproach aimed at anticipating
and preventing problems

A Resilience; ability to adapt safely to pressures

A Keyconcepts
| Safety Is not the absence of error
I WAI Is different to WAIQ adaptation Is constant

I Outcomes emerge from the variability of everyday
work

I Learn from success and failure



How do we know we
are safe?

A Safety is not the absence of error

A If we rely on error rates to indicate safety we
can only know how safe we were Iin the past

A We need to strengthen safety in the present
and future
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Resilient attributes

Four attributes of resilient organisatioRs

1. Respond to regular and irregular conditions in an
effective flexible manner

2. Monitor shortterm developments and threats
and performance

3. Anticipate longterm threats and opportunities

4. Learnfrom past events, both positive and
negative, and understand correctly what
happened and why



W) CARe Responding to problem:

A How would you know if your team separed

and able to respond to problemguestions
to consider-

I Do they know what to do? Are they capable of
doing it?
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Into training? How?
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Monitoring

A How would you know whether your
organlsatlon/team IS operating unsafely?

I What indicators are used? When? How?
How are these decided upon?
Are they reviewed and revised?

What are the delays between measurement and
Interpretation?

Are any process indicators used?
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Learning

A How does your organisation/team learn?
I Is learning based on success@sl fallures?

I Is learning continuous or only in response to
events?

I How does learning occur?
I Who is learning; individuals team?
I How Is learninghared?



HOW CAN A RESILIENCE PERSPECTI\
INFORM QUALITY IMPROVEMENT?

How can these ideas be applied In
practice?



Working Model
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ED Patient Flow
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CARe Escalation in the ED

A Four hour target for admission to discharge
A Target breaches have financial consequences

A Escalation policy
I Mix of actions designed to improve flow
I Internal and external escalation actions

I Pre determined triggers for actianpatient numbers at
various points in the patient journey

A Metrics

I Occupancy, ambulance arrivals, acuity, average wait
times, wait for specialist input, bed status for hospita



\ BJ)CARe Misalignments

A Variable
I patient numbers
| patient acuity

Demand
e.g. patient
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A Differing definitions of
success
I Clinical outcomes
physicians
I Patient flowg nurses
A Uneasy ceexistence of
sometimes conflicting
goals

A All breaches are not equal

must be seen In the
context of the demands

I Adaptations I

Adjustments
s =

Failure
e.g.harm,
breaches of
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Capacity
e.g.staff

level, staff
skills,
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Escalation
Adjustments

|

A Invoking escalation creates extra
demands
;‘ Demand [ — =,/"\ Success
Work as
S ] «——] Done [

I Planning and prioritising

I Staff handover

I Skills assessment and matching ]
=OUmY 2y

At NBOA2dza adzOOS 43 a
¢ unclear why

A Under pressure normal functions T
neglected leads to increased need for

adaptation

I Documentation not updated, case review R
rushed, patients unwell at discharge -co SNy -
ordination failures *\

A Timing of escalation is important



Resilience
perspective

A Adaptive capacity concentrated in one or two
dedicated roles

A Limited monitoring of actions and therefore
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difference between organizations that
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Monitoring

—

A Patient flow ceordinator
I Dedicated non clinical nurse role

I Responsible for monitoring patient flow and initiating
actions to avoid breaches

A Two hourlysitrep meeting

A Compiles patient numbers in each area
AReconciles with IT systegiag
Aldentifies bottlenecks and how to resolve

A Effect of escalation actions not monitored




Learning

A Performance metrics are disseminated

A Review of breaches focuses on classification
and justification not actions and their effects

A Successful avoidance of breaches is not
discussed

A Effect of escalation actions not known



The safety cliff

A Let us imagine a group of people walking,
running and cycling along a cliffp path,
with a large drop to the ocean below.

A Our job is to move people along the path
continuously.

A But at the same time we want to stop
people falling off the cliff.



Monitoring as part of
resilient process

A Here, we are up on the cliff top.
A We are shepherds.

A We are monitoring the process of cliff-top
walking

A The purpose of monitoring is to prevent
people falling off where we possibly can



Monitoring as
outcome control

A Here, we sit on the beach below.

A Every time someone falls, we log this.
Thunk!

A We are monitoring cliff falls

A The purpose of monitoring is to react to
fall s and fi1 x thel
happen again

I

(



Process monitoringclose observation of
performance including any drift towards
the edge; prevention of fallsvhere
possible; constant feedback on behaviour
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Anticipating

ow adequately does your organisation

ant|C|pate future challenges?

How often are future challenges assessed?
By whom?

Does the organisation have a clearly formulated
WY2RSt 2F GKS 7Fdzi dzNB QK

Is the model explicit or implicit? Qualitative or
guantitative?

How far ahead does the organisation plan?



OUTCOME IMPLEMENTATION ANI 5gSERVATION STUDY DESIGN ASBETUP

EVALUATION

ETHNOGRAPHIC FIELDWORK
Pressures that require organisational and team resilience
How issafety created through resiliemtractices?
How is safety threatenedRNA F (i = &1 ONAFAOAyY 3

INTERVENTION DEVELOPMENT
Collaborative work with clinical groups to develop tailoradlti-level
interventions

IMPLEMENTATION ANEYALUATION
Data collection, observation, analysis of time series data, cost
effectiveness

SYNTHESIS OF RESULTS
Synthesis, empirically validated theoretical model of resilience,
recommendations for translating research intaaptice
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Resilience Iin Healthcare

1. Develop, implement and
test organisational
Interventions to increase
resilience, quality and
safety

2. Shift focus of safety in the

NHS from analysing and
counting incidents to
organizationalesilience

3. Provide guidance and tool:

to implement resilience
based approaches



Key questions

A What is resilience how can we measure it?

A How can healthcare organisations be engineere
to be more resilient and how we would we know

If they were?

A How is resilience related to othaspectof
guality andsafety?C ciinically effective, safe, patient centred,

efficient, timely, equitable

A What are the most important dimensions of a
resilient SystemZ anticipating, monitoring, responding, learning



CARe Research programme
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A Two initial clinical areaselderly care,

accident and emergency

Elderly care Accident & Emergency

Patients have multiplehronic
problemscg often with sensory and
cognitive deficits

Patient numbers relatively stable
Some ability to predict demands

Large dispersed MDT
Coordination required over time

Acute patients treatedn short
time

High volume of patients
Low ability to predict demands

MDT smaller and ctocated

Short term ceordination
required



Role of senior
Nis RN leaders

A Detecting drift into unsafe zone

A Resolving tensions between productivity and
safety

A Reducing complexity and procedure overload

A Supporting team capacity to respond, monitor,
learn, anticipate



X&) CARe Safe operating envelope




