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Clinical Human Factors

Enhancing clinical performance through an understanding
of the effects of teamwork, tasks, equipment, workspace,
Culture and the organisation on human behaviour and
abilities, and application of that knowledge in clinical
settings

Ken Catchpole, CHFG
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« Why Human Factors

It Is estimated that at least 80% of errors are
attributable to human factors at individual level,
organisational level, or more commonly both

NPSA 2008
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Death in the United States
Johns Hopkins University researchers estimate that medical error is now the third

leading cause of death. Here's a ranking by yearly deaths.
0 100,000 200,000 300,000 400,000 500,000 600,000

Heart disease 614,348
Cancer 591,699
Medical error _ 251,454
Respiratory disease 147,101
Accidents 136,053
Stroke 133,103
Alzheimer's 93,541
Diabetes 76,488
Flu/pneumonia 55,227
Kidney disease 48,146

Suicide 42,773

Source: National Center for Health Statistics, BMJ THE WASHINGTON POST
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Simples!
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An Integrated Model for Human Factors

Just/open h

learning Culture

Resilient workforce
Cognisant of self
and team
performance
limitations
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NHS
1. Defensive cultures and lack of trust ™™™

Human error is normal and
predictable, and as a result it can
be identified and managed.

The likelihood of human error is
determined by the condition of a
finite number of ‘performance
influencing factors’.

Investigations often stop at who did
or didn't do something and actions
are directed at individual staff =
blame culture.

http://www.hse.gov.uk/humanfactors/topics/humanfail. htm
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Why don't staff just follow policy/process?
Do things the right way first time?
And then every time?

Main Theatre LocSSIP Form Specialties

Operation | Activity
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Amalberti — Model of migration and transgression
(Risk acceptance) — Driving version

=

lllegal-illegal Normal-illegal Legal

Personal gain

NEETENISS

Performance
Safety
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Examples of a Human Factors approach to designing in reliability
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PROCESSES
e Physical e Cognitive e Social/behavioral

WORK SYSTEM

Theory of Reasoned Action/
Desirable

Theory of Planned Behavior
Tools & Organization
‘ Distal

Technology
Professional Work

; Attitude Q
Behavicral Toward the Copyright ® 2002 Toek Aizen Person(s) Collaborative =l ;
Patient Professional Organizational

Beliefs Behavior
Professional-Patient Work
Internal — :
Environment patio e :
; 7 atient Worl » :
N§m°;'5'¢ s"ﬂ:ﬁ;‘" Intention Behavior Proximal :
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- Environment
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25% of Vanmoof’s bikes
were damaged in transit
and returned to the
manufacturer as faulty

How would you tackle
this problem?
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Televisions had the
lowest damage rates
of any goods in transit

Vanmoof simply
created the illusion of
a TV inside their box
and the damage rates
reduced by 80%
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Royal Liverpool & Broadgreen
University Hospitals NHS Trust

A member of staff inputs the incorrect rate of administration into an IV
pump and the medication is administered significantly faster than
would be considered safe.

Px = 125mis/hr  Error = 785mils/hr

?7? Careless

?? Reckless

?7? Training issue

?? Competence issue
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A member of staff accidently administers protamine(blood clotting

agent) instead of heparin (blood thinning agent) leading to serious
patient harm

Careless?
Reckless?

Checking process deviated from Policy?
Distracted?
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Effectors of Human Performance

Fatigue
Stress
Errors of perception

Error is inevitable in an industry as complex as healthcare

Managing/Supporting human performance will help determine the
frequency within which errors occur (Creating the conditions for

success)

Where we all make a difference
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Key messages

— Doctors (and other clinical staff) are regularly exposed to patterns of work, or
specific factors, that can lead to poor quality sleep, and which increase the risk of
fatigue.

They are routinely and increasingly working long hours, with the longer the hours
worked, the greater the risk of fatigue. There is some consensus from studies
looking at different types of shift worker that longer shifts (12 hours or more) are
associated with 25-30% higher risk of accidents or injuries than an 8-hour shift.

BMA Jan 2018 Fatigue and sleep deprivation —
the impact of different working
patterns on doctors

Where we all make a difference
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The Body’s Reaction to

S t r e S S Sympathetic Nervous System Activation ?7 "-{._

BRAIN

« Perceptual Narrowing

« Loss of Cognitive Processing

« Increased Reaction Time /7
« Hyperviligence

EYES

« Loss of Peripheral
Vision (Tunnel Viﬂon) y

« Loss of Depth
Perception

« Impaired
Near &

Vision /"

« Loss of Fine
“%r "' Motor Skills

« Loss of Complex
Motor Skills

LIVER ‘ ' W W . Releases White Blood
« Begins Breaking Down ) \ k| Cells and Platelets for
Glycogen for Energy i { Possible Injury

HEART

« Increased Heart Rate
« Increased Blood Pressure

STRATION COURTESY NAR
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Situational awareness (errors of Perception)

Where we all make a difference
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Are you good with number's ?? 123456789

Where we all make a difference
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Can you find the the mistake?

12345678910

Where we all make a difference
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Human Factors based education

Does it make a difference ?

Resilient workforce
Cognisant of self
and team
performance
l[imitations

Where we all make a difference
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An Integrated Model for Human Factors

Just_/openh - The Cultural trap
learning Culture '

M\ e

Resilient workforce
Cognisant of self
and team
performance
limitations
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Thank you for Listening

Questions?

Where we all make a difference
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Please proceed to your
seminar choice

Seminar A

The Relationship between Quality Improvement and Patient Safety
Gloucestershire Safety and Quality Improvement Academy

Room

Seminar B
Learning from Deaths

Clare Wade, Programme Manager National Morality Case Record Review and Patient Safety, Royal College of
Physicians
Room

Seminar C
Neonatal and Maternal Patient Safety

Mandy Townsend, Associate Director, Patient Safety, Innovation Agency — North West Coast
Room
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Please proceed to your
seminar choice

Seminar D
Patient Safety Collaborative: The Value of Partnership

Ursula Clarke, Patient Safety Lead / Senior Programme Manager, Kent Surrey Sussex Patient Safety Collaborative
Room

Seminar E
Patient Safety in Primary Care

Dr Alison Cooper, GP and Clinical Research Fellow, University of Cardiff
Room

Seminar F
Medicines Safety

Jay Hamilton, Associate Director of Health and Implementation, Health Innovation Manchester
Room
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@killsforcare

Skills for Care - Who we
are and what we do

Our Focus is Workforce Development

« Recruitment and Retention
« Learning and Development
« Leadership and Management

« We provide practical resources to support adult social care employers
develop their workforce
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What i1s Adult Social
Care?

Adult Social Care works with those who need care and support with daily
living, ensuring they have the best quality of life possible.

It is underpinned by two key values: that everyone has the right to
« Have choice and control over their own lives

« Be treated with dignity and respect at all times

It is not just about health — an important difference
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Who are we working
with?

Adult Social Care works primarily with people who
have

« Physical disability

« Learning disability

« Mental health issues

 Frallty or infirmity relating to age
« Drug and/or alcohol dependency

Who are likely to have increased health needs — an important similarity
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Where does socilal care
happen?

* In people’s own home or the homes of others
 Care Homes
« Care Homes with Nursing

Homes not hospitals — another important difference
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Establishment type

CQC regulated

Domiciliary care services - 8,500
Supported living services - 1,725
Extra care housing services 500
nursing agencies - 200

2

Non-residential 11,7000
20,800 (51%) (29%)

CQC reqgulated

Care homes with nursing - 4,450
Care only homes - 11,650
Shared lives services - 135

‘.

Residential
20,200 (49%)

9,050
(22%)

Non-CQC regulated Non-CQC regulated

Source — The size and structure of the adult social care sector and workforce in England 2018
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What are the key safety
concerns in socilal care?

« Safeguarding

* Risk

« Safe staffing

« Medication
 Infection control

« Learning from practice



@killsforcare

KLOE - Safe

Total number of inspections 22.646

Outstanding 63 (0%)
Good 18,301 (81%)
Requires improvement 3,975 (18%)
Inadequate 307 (1%)
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Where are we now?

Safeguarding

In 2017/18

« The number of concerns of abuse raised was up by 8.2%

« The number of safeguarding enquiries was down 0.7%

« Section 42 enquires fell by 1.1%

« Older People were more likely to be the subject of Section 42 enquiries
« Most common location of risk was in the person’s own home
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21,200 41 200 240,000

organisations direct payments

Employers

establishments

Source — The size and structure of the adult social care sector and workforce in England 2018
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What are we doing to

Improve?

« Nationally: Quality Matters

« Commissioners: Quality improvement initiatives and quality teams
* Providers: Outstanding Society

« Skills for Care: Good and Outstanding Range

Registered Managers Networks



Collaboration

« Why is collaboration important?
« Who needs to collaborate?
« Building Trust

« Examples of good collaboration

@killsforcare
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ThinkSAFE.

Be safe.

P
Engaging Patients to Help Improve
Quality and Safety

Dr Susan Hrisos

Professor Richard Thomson

Dr Anu Vaittinen

ACADEMIC HEALTH 4 Newcastle

SCENCENETWORK  NIIHR | Zoatorpimary  ( PEMIA N, \Qg? UniiVersity

Institute of
Health & Society




ThinkSAFE.

Be safe.

Learning from patient experience to
Improve safety & increase consistency

ACADEMIC HEALTH 4 Newcastle

SCENCENETWORK  NIIHR | Zoatorpimary  ( PEMIA N, \Qg? UniiVersity

Institute of
Health & Society




ThinkSAFE.
Be safe.
«®

Research shows t

In thelr healthcare

INn their care can
healthcare

Improve patient safety
by taking on a more active role

Need their involvement endorsed and
providing their care




Its not what you do, it’s the way that you do it

ThinkSAFE.

Be safe.

Speak

TOP TEN TIPS FOR
SAFER PATIENTS To prevent

health care
IFMEII

errors,
eaureee ol mermation, such e patients are
an the intsmat or at the library.

B zk the destar ar nune o ] urQEd to...

'umnnmnwmw
Kk cquesticns and sk for ather l
e 1
]

always happy 1o explain medical
terme in everyday languags.
This book belongs to:

ar anassthetic in the past—
ks gurs your dostars, nurses
and pharmasizt knaw abeut it.

:.,"3‘;2?,;??3,2*;5:"".' i A Help Prevent
Errors in
Your Care

m: details on the oo rmnlfu'rn
are cormsat et you 5

M YWhen a family member o
friend is in haspital ard has

trouble spaaking for thamesives
you can ask quastione fr therm,

Tha bational Patient Safa by Agancy (HPEA) halps
‘tha NHS karnfrom Ibs mistakas so that It con coukd halp © provant i
to other paopl
9 an halp te qu
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)ltal might mean
ia — like MRSA —

Patient Handbook

A patient's guide to a safer hospital stay

- W

We want to prevent our patients getting these
infections in the first place.

cleanyour}:]‘gnrlgy-




Its not what you do, it’s the way that you do it

Ways in which it could all go wrong

Hrisos & Thomson 2013. ‘Seeing it from both sides’ Plos One

Patients & families

Feel challenged Fear being labelled
Feel scrutinised D?‘n’t want to:
- : f onsP
Suspicion of motives &e eV heck up”/ “challenge”

: amag®
Feel demoralised ° trust Care compromised

Collaborative




Its not what you do, it’s the way that you do it

‘Speaking up’ remains a key sc ‘

EIES

Evidence that patients
confront hes - (Bell et al 2018. BMJ Quality & Safety)

(Sutton et al 2019,HEX)

How can patient & family involvement be enabled and supported?

&




ThinkSAFE.
Be safe.
[

Upskilling public & patients to fully
and actively engage in safety
iImprovement

= @5 Newcastle
ACADEMIC HEALTH V™ WCas!
SCIENCE NETWORK NIHR) | School for Primary ((_Penna Al Qp University

Care Research

Ist
He Ith&S ciety



ThinkSAF

B -] L h* 2

ABOUT DOWNLOADS HELP CONTACT HEALTH CARE PROFESSIONALS

elcome to E
hmkSAFE

|| AGuideto Patlent Safe?v for Patients aod their
0 { L %*"
Patient safety is important

Muhﬂp improve the safety of patients in hospital.

http://www.thinksafe.care




MRC Framework
Stage
Study
Phase

Development

Phase 1

Development /
Feasibility
Phase 2

Feasibility /
Evaluation

Phase 3

Evaluation

Phase 4

NIHR Research Programme: Patient Involvement in
Improving Patient Safety (RP-PG-0108-1004)

Evidence collation (Feb 2010 — Jan 2011)

* Qualitative study

* Scoping of ongoing work

e Systematic review of literature
* Identify relevant theory

Intervention development (Feb — Sept 2011)

e Develop conceptual basis for intervention
e Interactive workshops

Exploratory trial (Oct 2011 — Dec 2012)

e Develop prototype materials
e Pilot interventions in acute settings

Protocol development (Jan 2012 - Jan 2014)
* Further funding for next steps




2223 Knowledge, Capability, Opportunity

Pre-Admission In-Patient Stay Pre-Discharge

l l' l Patient 1 l l

PATHWAY >

Time to Talk Time to Talk Time to Talk
‘Meet & Greet' ‘Questions, Concerns' ‘Discharge Counselling’

ThinkSAFE Heallhcare Logbook

Question
MNote Pad

‘




o Patient Safety Guidance

* Video (8mins run time)
« Demonstrates actions R
e Behavioural barriers

Here are a few things that they

- Laminated Card * Detailed Tip Sheet

What you & your family can do. What you & your family can do...
Keep a list of the medications Unsure about what is happening? W Before you come into hospital During your stay in hospital
that you take at home Ask about your care

TOP TIPS TO HELP
IMPROVE YOUR SAFETY

“You can use t
in this Logboc

Think “SAFE” k your docter

U body will be

PEAK TO US. """"5';::
We are here to listen. b e
The most important way to improve pat [ay that you

fety is for patients and staff to talk to
outfor? other Talk to us if you want more information. e pil

s 1 usuall
Talk to usif you have any doubts o yare

é Dusingyours
ln . .8 _ SKUS QUESTIONS.
> ol We are here to inform.
= ‘ your ward. t: be reluctant to ask questions
Be safe. e e e v o o

cugh. Your questions are important
andwe do have time - o please do ask us.

IND OUT
what you ean do to halp.

unwell

doto help on award ike theirs.
NGAGE
with your healthcare:

Be informed Learnabout your condition
and ask about tr it options. Take part in
decisions about Involved patients

Patient Safety at ¢

your P
feel more satisfied with their care and staft

Patient Safety at a Glance iy 50 appreciats your nterest




ie» Healthcare Logbook

A5 Folder or mobile App

e Integral tools & information
« Patient Safety guidance

* Question prompts & Tips

hinksﬁl‘i‘g‘é'

> What You Can Do To Help
B your 4 v <

Your care & safety checklist for: Usetul Information & contacts Usetul information & contacts

Patient support:
Ut 2 chack it 10 1l you et ormtion you
e mher o 0 A 0P

What de you
ke it or?

Information
& notes aboyt
your care

\nformation
about you




Be safe.

A Mobile App (i0S & Android)

< Home My Questions Edit —+

ct a question

£ Home What You Can Do To Help ¢ Home Notes About Your Care

Who do | need to contact after my

Think "Safe” discharge?
' T

ThinkSAFE.

During YourStay Patient Safety Video
) A Patient Safety Guide for patients & their

Bafare you go Home families
T

8 10 do bators leaving

After Your Discharge What You Can Do To Help
! e How you & your family can enhance safety

My Information
Contact details & my medical history

Back Send My Informat|

& Home My Information e ot .
My Medications i o et

Your current medications < Home Informatiop

| ‘ Contact Detal

My Medications

& Home My Medications My Questions

Question Notepad
Add questions that you or your family have A ‘ ’ Emergency Contact

ly GP/Family Doctor
Co about your care

[ orm

Patient Support Other contacts involved with my care

h
'?:I er Contacts Medical History

MNotes About Your Care Patient Safety

Daily care notes & checklists o¢ pa Daily Care Calendar
Hospital Staff

n Hote: Information will be sent using your default masl
2pp. When you press send, please enter the recipients.

Information & Contacts
Useful Information & Support Contracts




Healthcare professional component

atient Safety is important

in the NHS

Despite best efforts, hospitals are very busy & col
and things still sometimes go wrong

~ Apprasimately 10% patientsare unintentionally
care they rec
" sroondésio 5 ore voidab
. ospitals in
preventable fequivelent to 11,858 adult potients eve
Adverse events can carry sighificant consequence
patients, families & staff (personal & emational),
substantial costs to NHS

* Thereis a need to continually look for ways to it

* More than a million people are treated successfully each day

What are the benefits of involving patients & families?

They might know things you don’
~ Patients are present during every contact with healt!
important contextualised information with them!
— They know themselves better than anyone else - uni
~ They are often quite expert in self-management, esp

* They can be an extra barrier to harm
~ Their knowledge about themselves and their care is
staff - an important source of expertise that you cat
— If patients & healthcare staff work together towards|
possible problems can be “nipped in the bud”

* Research shows that involved & informed patien
more satisfying and safer healthcare?
~ Informed patients make better decisions & choices
~ Involved patients are more likely to follow treatmen!

Developed in collaboration with ward staj

Three components:

1)
2)

Healthcare Logbook, that contains tool:
information at key time points during t!

— “Patient safety at a glance” card: a quick visual
help staf to keep them safe

n & discharge checklists: to help patig
points
Daily care calendar: to help patients be better |
during their stay in hospital
“Question note pad"”: to help patients & relativ]
they need

Talk” time: brief, one to one to sessions for pd
staff, dedicated to addressing patients’ queries an
Patients can invite relatives o be part of these ses|

Patients are willing to help, but ...

— Don’t want “to bother busy staff” with questions or concerns
— Worry that staff will be upset, feel insultecl or challenged

— Fear being labelled “difficult”p=

— Fear their care may be comp

*Healthcare staff, when a
themselves, report feeling

So the way staff interact with

People are “not quite themse
extremely vulnerable & morg

Patients who witness or expe|

Evidence suggeststhat patientsare more likely to take a role in improving patient safety if
realfhcare staff tell them what they can or should do to help, i.e. if staff “permit” their
nvolvement

During the ThinkSAFE pilot study we would like you to actively encourage patient & family
involvement by:

* Sayingto patients...
— “It is OK to ask me ...” “I want you to ask me ...” - questions about your care; what | am
doing to you & why; if | have washed my hands
— ‘It is OK to tell m

” “| want you to tell me ... - when something doesn’t seem quite right;
you think there has been a mistake”

Engaging patientsin their care by ...
— Talking them through what you are doing and why
— Exploring what they understand about their illness, treatment and care
— Providing “opportunistic education” when understanding appears lacking
— Involving them in decisions made about their treatment and care

* Using the Logbook contents & “Talk Time” sessions - to sit down with patients to discuss
their care and share important information
— E.g. atadmission (using the checklist & medication list), during the patient stay (using the Q
note pad, helping patients update the information sections of their logbooks) and prior to
discharge (using the checklist & medication list)




Staff Support

» Training session

ning & rehearsal

 Discussion of staff concerns
e Reassurance

« Self-guided
» Reflective practice




Time to Talk




Healthcare Logbook

« A5 Folder ormobile App

l l o W I e d e — + Integral tools & information
d — = Patient Safety guidance

* Question prompts & Tips

Patient Safety Guidance = = Staff Support

* Video (8mins run time) ‘Fa;; : = i .
+ Demonstrates actions * Training session
& ' ] 4 g

+ Behavioural barriers

« Laminated Card « Detailed Tip Sheet ¥ * Video

» E-learning package

Time to Talk

.
< ' » Opportunity
{ W

-

Opportunity e b N Sa fety

i\ - « Collaborative Culture




Pilot Evaluation

ThinkSAFE is feasible & adaptable: context, preference

Potential to influence process:

1’ & were actively engaging with sta

ated to ‘foster’ patient engagement & reported
tient questions

e Improved at admission

 fewer prescriptions required pharmacist intervention compared
to controls

e prescriptions more likely to contain only one error per patient




ThinkSAFE.

Be safe.

Operating Theatre

Drama with real heart

Operating Theatre Who we are What People Say

Support

https://operatingtheatre.org.uk/

OPERATING THEATRE

www.operatingtheatre.org.uk

Our Clients

Contact Us

leg is it anyway?

The sketches are also available as individual video clips. Click on the the sketch title below to access

the related video.

The Grim Reaper

Patient Safety

Drains

Enjoy The Ride

Keeping Patient Informed
News

Whose Leg ... ?

Can't Be Too Careful

Doctor Knows Best

How To Complain

ps://youtu.be/stTPB22jCac
—_—

EngageFMS

Patient and Public Engagement and Involvement

Newcastle
+ University

Institute of
Health & Society




ThinkSAFE.
Be safe.
[

Developing services around patients
& understanding their safety needs

= @5 Newcastle
ACADEMIC HEALTH V™ WCas!
SCIENCE NETWORK NIHR) | School for Primary ((_Penna Al Qp University

Care Research

Ist
He Ith&S ciety



e ThinkSAFE™ Primary Care

 Most PIPS research has focusse dary care
setting

« Patient safety lapse
commaon.
O patents reporting a concern

the global burden originates in primary care
Auraaen et al 2018. OECD Health Working Papers 106).

» Staff & patients from 5 GP practices




Understandings of safety in the
X primary care setting

Staff began from a perspective o

Patients generally percei
& vigilant about risk

Similar understanc

edication safety was most predominant issue
Diagnostic error
Delayed diagnosis
Missed/lost test results
Wrong patient




Core patient/family/carer role:
.o ‘proactive communication’

« Asking questions & que

ent if anything is unclear regarding
ations or medications — ‘being interested’

» Speaking up / sharing concerns with staff (e.g. errors in care;
reactions to meds)

« Patients sharing their insight, knowledge & experience of their
condition with staff




Shared thoughts on what might help
THInKSAFE. address barriers

Practice

Inviting, receptive & informative environment
Has a culture where patients feel comfortable to ask questions & raise concerns

Provides staff training & awareness Staff

Inviting, receptive & informative

Informs patients what they /
oster patient confidence to ask questions, querying care, raise concerns — give ‘permission’ to ask & te
d t h I k f X F ' f.d k 1 a ] . i . " Ll k & |I
Can do to nelp Keep care sare

Present ‘openness’ and receptiveness to patients m
and family members Patlent

~
,/ T
- h

Enables continuity of Demonstrable people skill: presents Vs Informed, engaged, involved
care for ongoing/ long empathy towards patients, listening skills Be (more) involved in and informed about their care

term conditions \ Be open about how they take (or not) their medicines/ follow care plans
_ Reflect on own role & behaviours
' that may act as barriers Provide correct and clear information
N

Tell a member of staff if something isn't right or they suspect a mistake

Ask gquestions when they don't understand
or want to know more




Mapping patient healthcare contacts within
the primary care / outpatient setting, and

Counter assistant, dispenser,

opportunities for involvement Occupational | = | Private
OP Clinics/ referrals |~#| Therapist 4
Ty ionist, clini o
Community Clinic Receptionist, clinic nurse, Self-care
=T ty 3 cardiologist, rheumatologist, |~ | Physiotherapist
Receptionist, podiatrist ; z !
— radiologist, phlebotomist,
OP eye clinic : : . ~
el @ orthopaedist, neurologist, mEmm— Nikse Soacialiet J Home care
Receptionist, . Wpecialist, - Warfarin nurse,
ophthalmologist = district nurse
" : N
GP Surgery 1
i P i HCA, = ey
Opticians Sy PIRCHon IUrse, MY {
. - receptionist, electronic sign-in, '
Optician, technician, phlebotomist, diabetes nurse
S CePLIOnss Community Pharmacy

Dental surgery
Receptionist, dentist,
hygienist, dental nurse

L

pharmacist,

Private OP Dental Hospital
Dentist Receptionist, dental
Receptionist, specialist, dental nurse
dental

specialist

Social care services
PIP, blue badge, disability
services, Age Concern, Care
Call,

Home care
OT, disabilityaids

Home care
Self, relative, carer

A
v
Home care
Supermarket GP
Checkout operator
(OTC medicines) ‘
f \ 4
} 111
‘ Operator,
Walk-in Centre | | specialist nurse
"w-;}m Receptionist, senior \J‘ Locum GP
nurse, GP |

|

Hospital services

(e.g.x-ray)
Receptionist, porter,

A&E

Receptionist, paramedic,
A&E doctor, A&E nurse,

radiologist, nurse




Primary Care Think SAFE®

« Underpinning ethos same |

Effectively and efficiently
Both within care settings and across care boundaries
That support, rather than contribute burden to, workload & time




ThinkSAFE.

Be safe.




Implementation Package

o Er— *o

ABOUT DOWNLOADS HELP CONTACT HEALTH CARE PROFESSIONALS

elcome to !
ThinkSAFE

|| AGuideto patien nt safety fo Paﬂentsathh ir }’" ‘

° W'

N2

Patient safety is important

mmhdp improve the safety of patients in hospital.

http://www.thinksafe.care

Patient access to all
ThinkSAFE resources

Implementation Manual

» Step by step guide
Implementation case studies
Monitoring & evaluation tools
On-line peer chat forum

Train the trainer manual &
Information sources







