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Future Directions

• Thinking about the sources safety (positive & negative)

• Thinking about the emotional and inter-subjective 

dimensions of safety events

• Thinking about the role of professional networks & 

cultures in framing safety knowledge

• Thinking about the threats to safety between care 

processes, systems and organisations



Developing these ideas 

• How knowledge about safety is  constructed through 

narratives & story-telling

• How stories reflect underlying cultural-scripts and shared 

understandings within professional communities

• How narratives can expose the problems of inter-

occupational and inter-organisational working & integration

• Stories about the threats to safe hospital discharge



Safety as Science

• Emphasis on the categorisation & measurement of risk 
• Taxonomies, typologies

• Weighted risk registers

• Risks as „objective reality‟
• Necessitates risk experts & risk management procedures

• Failure to understand or assess risks due to incomplete 
knowledge or cognitive bias
• Promote new way of thinking about safety

• Promote cultural change



NPSA Risk Matrix

 Likelihood  

Likelihood score  1  2  3  4  5  

 Rare  Unlikely  Possible  Likely  Almost certain  

5 Catastrophic  5  10  15  20  25  

4 Major  4  8  12  16  20  

3 Moderate  3  6  9  12  15  

2 Minor  2  4  6  8  10  

1 Negligible  1  2  3  4  5  

 

Likelihood score  1  2  3  4  5  

Descriptor  Rare  Unlikely  Possible  Likely  Almost certain  

Frequency  
How often might 
it/does it happen  
 
 
 
 
 

This will probably 
never happen/recur  
 

Do not expect it to 
happen/recur but it 
is possible it may do 
so 
 
  
 
 

Might happen or 
recur occasionally 
 

Will probably 
happen/recur but it 
is not a persisting 
issue 
 
 
 
 

Will undoubtedly 
happen/recur,possibly 
frequently 
 
 
 
 
 

 



Reflections

• A techno-managerial or „measure & manage‟ orthodoxy
• Assumes risks are tangible 

• Assumes there is a „right‟ way

• Relies on the expert knowledge risk analysts

• Downplays the complexity of knowledge
• Ambiguity

• Emotion 

• Responsibility

• Power

• Marginalises & disempowers  „lay‟ voices
• Less powerful staff

• Patients and families



Safety as a construct 

• Notwithstanding the idea that some things do cause harm, 
risk knowledge is also a social construction
• Knowledge is not objectively „out-there‟, but is produced through  

social interaction & inter-subjectivity

• Knowledge is constructed within epistemic communities 
• Shared norms and beliefs

• Shared notions of causality

• Shared notions of validity

• Communities create shared understanding or „stories‟ about 
the world that provide a basis of cohesion and control 
(Haas)



Safety as Culture & Identity

• Safety knowledge is culturally-scripted 

• A reflection of shared norms, beliefs & political assumptions about 

causality, responsibility and blame (Douglas)

• Cultures give meaning to and control risks in different ways

• Knowledge is embedded in practice, identity, membership

• Risks reflect assumptions about ourselves and „others‟

• The definition & control of risk is linked to group membership

• Knowledge about safety is a basis of social order & power

• Notions of causality & responsibility basis of control (Douglas)

• Disciplinary power to legitimise particular ways of acting (Foucault)



Narratives & Sense-making

• Narratives provide an insightful lens for exploring sense-

making and the cultural-scripting of safety knowledge 

• Individuals and groups interpret and „make sense‟ of their 

experiences through storytelling (Boje). 

• Bringing order to complex, emotional and fragmented experiences

• Stories can expose the underlying assumptions or 

rationalities that people use to make sense of events

• Structured through plot-lines

• The basis of reasoning and understanding



Narratives & Culture

• Like folktales, stories are crafted through social interaction, 

re-telling and inter-subjectivity 

• Reinforce shared customs, morals and identities through shaping the  

interpretation of past experiences and guiding of future actions

• Stories have structures & involve protagonists that depict 

the roles & responsibilities of the self and others

• Heroes, Villains, Victims – morally defined roles & responsibilities

• Through cultural scripting they often include a moral 

message 

• Responsible behaviours, right & wrong



Narratives & Safety Research

• Narratives should not be regarded as trivial or subjective 

accounts because they do not follow an objective criteria

• Narratives powerful for thinking about safety & integration

• What matters to those involved in safety events

• Indication of processes and timelines

• Differences in knowledge between different staff groups and 

settings and why they might not easily work together

• Shared beliefs that relate to safety/blame culture

• What interventions might have best traction with staff

• The problem of integration!



Pieces of the puzzle

Sense-
making

Story-
telling

Culture & 
Identity



Inter-organisational safety

• Safety research largely centred on discrete organisational 

processes or activities

• Decision-making, diagnosis, treatment

• Ward, OT, ED, care home, pharmacy

• But systems thinking suggests that upstream factors are 

located between care processes and systems

• Between professions (e.g. doctor & nurse communication)

• Between departments (e.g. resource exchange)

• Between organisations (e.g. integration & coordination)

• Between sectors (e.g. service ethos and values)



Hospital Discharge

• 7-8% of all reported incidents associated with discharge

• Massive under-estimate, but reveals problems with inter-agency 

working (8-75% delayed – difficult to measure)

• Falls, medication safety, personal care, dehydration, and pressure 

sores common risks (as objectively measured)

• The problem with discharge is how to co-ordinate and 

integrate different knowledge domains & cultures

• Hospital clinicians

• Community healthcare

• Social care

• Families and carers



Exploring discharge narratives

• How different clinicians make sense of hospital discharge, 

especially problem or unsafe discharge

• How narratives illustrate important epistemic differences 

between staff 

• How narratives illustrate important cultural differences, in 

relation to in/appropriate discharge

• How narratives reveal underlying power dynamics & 

barriers/opportunities to enhanced integration



Study approach

• Ethnographic study undertaken in 2 NHS hospitals:
• Stoke & Hip fracture services in both

• Observing & shadowing actors, meetings, decision-points, 
handovers, daily practice

• Total of 92 hours to June 12.

• In-depth qualitative interviews
• 11 doctors

• 23 nurses

• 21 therapists

• 2 community healthcare staff (in progress)

• 9 social care

• 6 third sector

• Patients & families (in progress)



Narratives of Discharge Safety

Ambiguity

Developing 
story-lines

Inter-
subjectivity 
and cultural 

scripting

Exploring 
the reasons 

why

Allocating 
roles & 

response.

Blame & 
Conflict



Ambiguity and Uncertainty

• First reflections are often vague or unclear…
• Difficult to know what happens or who is involved

• Lots of people involved but also lots of missing information & gaps

“I was saying to one of the physios the other day, I was like I don’t 
know how this is supposed to work, I’m more than happy to do it 
but no one’s ever sat down with me and explained what it’s about.  I 
only know it’s about this discharge before 12 o’clock because I hear 
people talking about it.  So I think we’re all a bit like well what’s it for.” 
(Sam, OT)

“Sometimes we don’t know where the patient is coming from, 
their details or very much else. We just get the call and then they 
arrive …so we have to chase up the information” (Di, Community 
Nurse)



Ambiguity and Uncertainty

“Nurse: We then ring through to the ward to check the details and get any 
missing information. That can take a while, lots of going backwards and 
forwards. I never know if I have got the right person, we just ring the 
ward and hope that someone is there.

Int: Do you know these people by name?

Res: No, we don’t have a clue who they are or what they do, you just 
have to hope that the right person is their or ring back when somebody is 
available who knows the patients.” (Community Nurse)

• The ambiguity of narratives highlights that discharge can be 
difficult to untangle and understand…
• Clinicians do not have complete knowledge, but only see the small 

„snap-shot‟ of a larger process

• Lots of „black-holes‟ and accepted unknowns, e.g. people in other 
hospitals



Developing story-lines

• Discharge lends itself to story-telling…

• It is a process located in time and space with what people see as a 
beginning, middle and end…

• People often make sense of discharge as an unfolding story…

• Beginnings…

“We start to plan things about discharge from admission, as soon as 
the patients are coming in you’re asking questions about their home 
circumstances, find out how they are coping…” (Kieron, Nurse)

“I normally wait for a referral from the contact centre who then send 
me the basic information. Then I have to make a start on compiling 
the client information, gathering their clinical assessments, and making 
a start on the home and families arrangements. That’s when I really 
get involved…” (Wendy, Social Worker)



Developing story-lines

• Middles…
“It’s the opportunity to talk in depth, to bring together the different 
groups involved and plan the discharge. From that point we move 
forwards” (Matron, talking about MDTs)

“Then we did the assessment and identified the patient needs” 
(Sandy, Dietician)

• Ends…
“It doesn’t really finished until they’re out of the hospital” (Nurse)

“For most patients this is the start of something that will stay with 
them forever, they are never going to return from this and will 
becoming in and out of hospital for the rest of their lives.” (Doctor)



Developing story-lines

• Story-lines reveal important differences in how people 

make-sense of discharge

• Different timelines or sequences

• The end for one person is the beginning for another

• Different „anchor-points‟ that frame sense-making

• Decision-points (assessment, TTO, ambulance)

• Materials (paperwork, ICT as structuring sense-making)

• People (patients and families)

• Clinical details (being fit, or ready for discharge)



Inter-subjectivity

“RES3: And it‟s not nice for them at all. 

RES4: So ideally, they need to be here before 7.30, 8.00 at night to give 
us a good chance of getting information from them and assessing them.  

RES5: Yes, and then getting the doctor … 

RES4: And getting the doctor out and plus we‟ve got to handover then to 
the night staff.

RES6: I mean, there‟s never a perfect time, but it‟s … it‟s … it is 
normally between those sort of hours that you‟ve just said, yes.

RES7: It is, yes.  

RES8: We had three last night, all came in, between five and six.” 
(Community Nurses)



Shared perspectives

• Shared understanding
• Language, terminology & Philosophy of care

• Common templates
• Regular points of reference or explanations for unsafe or delay

• Dominant narratives
• Common folktales and stories that are repeated

• Rational myths?

• Influential peoples – sense-givers
• Senior nurses or service leaders who can re-define or legitimise 

staff narratives (discharge coordinators & medics)



Locating story-lines

Patient Journey



What goes wrong?

• Narratives reveal explanations for unsafe discharge

• Develop causal chains of events

• Ascribe responsibility

• Reference to similar or past experiences

• Access and Information

“A lot of GP surgeries are shut on Wednesday afternoons or certain 

afternoons and there’s no way of getting information. These are 

acute admission which potentially some of them are dischargeable 

on the same day but we cannot discharge because we don‟t have 

the information from the GP” (Mohan, Doctor)



Explanatory stories 

• Events or acts that didn‟t happen

• “She (OT) was supposed to order the equipment, ring through to 

the call centre and then liaise with the social care team. She only 

did half of it and everybody thought it was in place but the patient 

went home and the social worker had to put in an emergency order 

and the patient was without the bed and the hoist for a weekend” 

(Discharge Liaison)

• Communication & Process breakdowns

“The paperwork…the big thing from a discharge point of view is the 

paperwork. That is bit of a nightmare. We do it with the patient and 

family but as I say its being able to catch the relatives because of 

the visiting times, patients coming back from theatre, new 

admissions.” (Ken, Nurse)  



Exploring reasoning

• Narratives reveal difference areas of emphasis in 
reasoning…different explanatory logics and templates…

• Patient-focussed

• The patient was not ready for discharge

• The patient or family did not comply with recommendations

• Professional-focussed

• One or more clinical groups did or did not do something

• Emphasis of allocating responsibility to the occupation

• Process-focussed

• The system was not functioning appropriately

• The system is too complicated, not knowing what to do



Protagonists

• Stories emphasis roles and responsibilities

• The self and others are portrayed in ways that reflect notions of 

responsibility, (in)appropriate behaviour and moral judgement

• Victims

“And it’s a shame because its at the very top vulnerable end who 

are actual getting a worse deal and they’re trapped in hospital.” 

(Arti, Doctor)

“The patient is the one who suffered. They had the fall and were 

rushed back in. And in my view, it could have been prevented, it 

didn’t need to happen” (Bill, Social Worker)



Roles & responsibilities

• Villains

• The patient as the problem….

“What is going to happen is if the patient isn’t happy, they just say “I 

am not moving anywhere” which is wrong because this is not a rehab 

hospital.  You then just become bed blockers”

• The family as the problem…

“The family going on holiday…conveniently…so that we can’t send 

them home without the support…. or we have to send them to a 

residential home” (Sally, Nurse)



Roles & Responsibilities

• Villains

“The OT said yes we have done the equipment, you can do the 

transfer the bedpan is in place. The doctor said yes, we have the 

medication, the TTO, find ready to go. And the patient went home. 

Had they (district nurse) ordered the mattress? No. Social 

services say you haven’t ordered a mattress, the patient has to wait 

now until the district nurse sorts it out. This a three to four day delay.” 

(Cindy, Nurse) 



Roles & Responsibilities

• Villains & overlapping roles

“Whoever handed over said he’d been seen by the diabetic nurse 

and that orders not carried out when he arrived here.  So whatever 

doctor came, he prescribed the insulin, which was before 

diabetic nurse and that was not appropriate and the patient was 

going hyper…and then they sent 999 next day. (Barb, Nurse)

• Villains & Heroes

“We’re finding the nursing staff are chasing different, either the 

doctors or the pharmacists to do their bits and tick the right bits.” 

(Brain, Nurse) -



Roles & responsibilities

• Heroes

“Mary plays a vital role within our wards. She gets very involved with the 
complex discharge, she’ll oversee and she’ll give us a bit of a reminder 
that we need to be doing stuff” (Kelly, Nurse)

“I spend a lot of time clearing up the mess other people make, ordering 
the right beds, sorting on the continence issues, making sure the social 
workers and community therapists have been informed” (Molly, 
Discharge Nurse)

• Reflecting protagonists…

• Different views about villains and heroes

• Reflect different perspectives on causation and responsibility

• Highlight underlying tension between occupational groups

• Dominant narratives get incorporated in self-identity (sense-giving)



Inter-professional blame
• Doctors

• Nursing support or time

• Access to information

• Nurses
• TTOs and medical input

• Ambulance service provision

• Physios
• Nurses not completing discharge paper work

• Ots not sharing all information during handover

• Social workers
• Inaccurate information from hospitals

• Falls due to poor support service & patient condition

• Ward Clerks
• GPs

• Information & record systems



Conflict & Power

• Narratives of responsibility and inter-professional tensions

• Villains or scapegoats?

• Protecting and deflecting

• Narratives highlight the underlying conflict and power 

disputes around discharge

• Who is in charge

• Who does the work

• Who makes the mistakes



Allocating blame

Patient Journey

Social Care

Nurses are 

to blame
Nurses

OTs are 

to blame

District 

Nurses

OTs to 

blame

Surgeons

Nurses to 

blame 



Putting the pieces together

Story

ResponseIdentity



Reflection on our study

• Highly interpretative

• Difficult to disentangle sense-making and narratives

• Need to read between the lines and infer meaning

• Extreme events

• People tend to talk about the big issues or things that have 

bothered them for a while – pre-scripted

• Cathartic

• These interviews and discussions might also been seen as 

cathartic outlet for staff, so getting highly emotive or rehearsed 

stories



Narratives, Integration & Discharge

• Narratives help us understand the problems of inter-
occupational and inter-organisational integration

• Knowledge
• Clinicians and carers occupy different epistemic communities & (safe) 

discharge mean different things to different people

• Culture
• Clinician hold different assumptions about discharge, including when 

it should happen, who should be involved & what it means to patients

• Power
• Differences reveal underlying tensions in power & control between 

occupational & organisational groups that further hinder integration



Concluding thoughts

• Some people, events and things are risky and threaten 

patient safety

• How we make sense of and giving meaning to these risks 

is variably and reflects differences in knowledge and 

culture

• These differences often stem from or reinforce underlying 

tensions within and between communities and are 

themselves a threat or risk to integrated and safe patient 

care



Concluding thoughts

• The complexity of discharge and integration

• Narratives reveal how complex and uncertain discharge and inter-

organisational caring can be 

• Shared understanding and cultural frameworks

• Issues of responsibility, blame and morality

• The need to listen and give feedback

• Through listening and learning from staff we can also provide a 

basis for reflection

• Through feedback of stories we can foster greater sense of 

ownership of the problem and local change 



Thank You


