
Parallel Sessions 1: Monday 25th June at 14.00 

1A: Living without risk is quite risky. How healthcare professionals deal 
with uncertainty in everyday work 
Konstantinos Arfanis, Lancaster Patient Safety Research Unit, University 
Hospitals of Morecambe Bay NHS Foundation Trust 

This workshop focuses on and aspires to provide an open forum for 
discussion on what we believe to be one of the most central issues in patient 
safety: How risk is experienced and responded to by front line healthcare 
professionals. We will focus the discussion around the issues of risk 
identification, understanding and management, and the way it affects 
individual professionals’ perception of how this affects patient welfare and 
safety, as well as how the term ‘patient safety’ translates in their everyday 
working life. By the end of the session we aim to have produced a fruitful 
exchange of views and ideas between attendees, and reinforce their 
willingness to carry those ideas and views to their workplace and expose 
them to further debate with their co-workers. 

Dr Konstantinos Arfanis holds a BSc (Hons), MSc and PhD in psychology and 
has over 10 years experience in conducting and communicating research in 
the areas of social, applied, gender and organisational psychology. He has 
been involved in patient safety research for the last four years.  

1B: Patient safety leadership walk rounds in NHS Grampian – an 
evaluation study and its way forward 
Helen Robbins, NHS Grampian (presenter) and Jeanette Jackson 

Leadership walk rounds are undertaken by the Executive team within a range 
of clinical areas on a regular basis as part of the Scottish Patient Safety 
Programme. Our study included a staff survey, interviews with staff, managers 
and the support team and analysis of walk round reports. This session will 
explore opportunities to increase the impact of the main findings of this study 
into patient safety leadership walk rounds by sharing ideas for future action 
plans with session attendees.  Three sub sessions will include: a summary of 
the study design and findings, an open forum discussion on the key findings 
with links to policy and finally an exploration of techniques for sharing the 
findings and learning in local and national settings. 

Helen Robbins is currently Head of Quality, Governance and Risk with NHS 
Grampian. She is a nurse by background and held a number of senior nursing 
posts before taking on her current role five years ago. Her team supports 
patient safety, patient experience, clinical effectiveness, risk and clinical 
governance within the organisation. She worked with Aberdeen University to 
evaluate this important aspect of the Scottish Patient Safety Programme. 



Dr Jeanette Jackson worked for the past 5 years as a Statistical and 
Research Methods Advisor for the Scottish Patient Safety Research Network 
(SPSRN – funded by Scottish Funding Council) within the Department of 
Psychology, Aberdeen University. She is an analytically focussed 
psychologist by background and has a wide range of expertise in statistical 
methods. Her core competencies include: designing multifaceted studies in 
pure and applied research, expertise in factors influencing behaviour change, 
complex data analysis, safety culture and patient safety culture, teaching and 
training, as well as collaboration and networking. 

1C: The socio-technical infrastructure of healthcare organisation: 
towards a theoretical elaboration of articulation work 
Davina Allen, Cardiff School of Nursing and Midwifery Studies 

This paper reports on a literature review designed to produce a theoretical 
framework for an examination of ‘articulation work’ in healthcare.  First 
introduced by Strauss et al (1985), articulation work refers to all the work 
undertaken ‘to ensure that staff’s collective efforts add up to more than the 
discrete and conflicting bits of accomplished work’ (p.151).  This paper 
attempts a theoretical elaboration of this concept, drawing on literatures 
spanning organisational studies, computer supported collaborative work and 
the sociology of health and illness.  I wish to argue that articulation work can 
be understood as the socio-technical infrastructure through which healthcare 
is ordered and present an emerging theoretical framework through this can be 
conceptualised.  The aim is to engage in debate about the usefulness of such 
an approach to increasing our understanding of healthcare organisation and 
its relevance for patient safety research. 

Davina Allen is a nurse and a sociologist undertaking a programme of work of 
the coordination of care at healthcare interfaces supported by a Health 
Foundation Improvement Scientist Fellowship. 

 

Parallel Sessions 2: Monday 25th June at 15.05 

2A: Improvement science: towards a shared understanding and clarity 
of purpose?  Paul Bowie and Diane Kelly, NHS Education for Scotland 

A recent journal editorial by Wensing and colleagues called for an 
international debate “to discover if we can establish a shared vision across 
academics and stakeholders engaged with creating scientific knowledge on 
how to improve healthcare”.   In the UK, a related term – ‘improvement 
science’ – has been popularised in recent years most notably by the Health 
Foundation, NHS Policy Bodies and the ‘new wave’ of Improvement Advisers 
amongst others.   However, the limited published literature and information 
from specialist websites emanating from these sources suggests quite 



diverse perspectives and interpretations of this emerging field.  It is clear from 
this evidence and our own experiences that policy makers, improvement 
practitioners and researchers may not have a shared comprehension of 
Improvement Science or its purpose.  If stakeholder groups lack a common 
understanding and vision, the implications are potentially worrying in terms of 
fragmenting thinking and related work activities, and hindering scientific 
progress. 

In this workshop, we will table a short paper outlining the differing 
perspectives on improvement science from the literature.  Through small 
group work and open discussion, we will seek to explore with delegates their 
own perspectives on Improvement and establish whether we can take a first 
step towards developing a shared understanding on some common 
improvement science principles and clarity on what its primary purpose might 
be. 

Paul Bowie is Associate Adviser in Postgraduate GP Education with NHS 
Education for Scotland (NES) based in Glasgow. His research interests are in 
improving the quality and safety of health care. 

Diane Kelly is Assistant Director in Postgraduate GP Education with NHS 
Education for Scotland (NES) based in Glasgow, with research interests in 
collective learning for improvement. 

2B: A novel technique for assessing reliability and quality of post-
operative handovers: the triple assessment 
Eleanor Robertson, Lauren Morgan, Peter McCulloch, QRSTU, Nuffield 
Department of Surgical Sciences, University of Oxford 

Mrs Eleanor Robertson MB ChB BMSc (Hons) MRCS , Clinical Research 
Fellow 
Dr Lauren Morgan BMSc (Hons) PhD, Human Factors Researcher 
Mr Peter McCulloch MD FRCSed FRCS(Glas) , Clinical Reader in Surgery 
QRSTU, Nuffield Department of Surgical Sciences, University of Oxford 

The importance of timely and accurate information transfer at handover is well 
accepted. A wide variety of handover assessment techniques have been 
developed to quantify the execution of handovers in most clinical 
environments. A novel combined technique (the triple assessment) was 
developed to enable assessment of the accuracy of information transferred at 
handover through intra- and inter-technique comparison. This combined: in-
theatre and post-operative handover observations; documentation analysis 
(operation note, anaesthetic chart and intra-operative documentation); and 
post-handover staff questionnaire. 

Within the one hour session, the background and strengths of the triple 
assessment will be explored. The data collection methodology involved in the 



triple assessment will be explained. Results from thirty triple assessments 
from an inpatient elective surgical setting will be presented, followed by a 
discussion of potential implications. 

Eleanor Robertson will lead the session. She is undertaking an MD at the 
University of Dundee investigating the role of interventions in improving the 
reliability of the post-operative handover in elective orthopaedic and plastic 
surgery.  Lauren Morgan will assist. Lauren is a post-doctorate human factors 
research practitioner who is focusing on patient safety in an inpatient setting. 

2C: 1000 Lives Plus: What can we learn from the story so far? 
Tim Heywood, 1000 Lives Plus 

NHS Wales began a national improvement journey in 2008 with the launch of 
a patient safety campaign that engaged all Local Health Boards and Trusts in 
focusing on specific improvement interventions and changing organisational 
culture to support structured improvement work. Although formal evaluations 
of the Campaign are still in progress, it was widely heralded as a success in 
gaining strong staff engagement and political support and has 
now been succeeded by the 1000 Lives Plus Programme. This 
programme features prominently in the recently launched national Quality 
Delivery Framework for NHS Wales and political and policy expectations are 
high that it will be successful in supporting system-wide change. In particular, 
the expectation is that 1000 Lives will drive efforts to create a culture and 
consistent approach to improvement; will promote a patient driven service; 
and will develop capacity and capability in the workforce. 

This session will give an overview of our experience and learning to date and 
provide you with an opportunity to discuss and share perspectives on some of 
the challenges and dilemmas we are now facing. 

Tim has over twenty years experience as a health service manager, working 
in community; mental health; acute secondary and tertiary services; and at 
policy level in Wales, England and overseas. He has been involved in health 
service improvement at national level in Wales for the past 4 years and led 
the development and implementation of leadership interventions in the 1000 
Lives Campaign   He has an MBA (Health Executive) and MSc in 
Management Development and Organisational Change. 

Parallel Sessions 3: Tuesday 26th June at 09.45 

3A: Patient involvement in patient safety – some questions and a few 
answers 
Ian Watt and Yvonne Birks, Yorkshire Quality and Safety Research Group 

This workshop will allow participants to explore current issues and evidence 
concerning the involvement of patients in helping to ensure the safety of their 



care. It will draw on research findings from a major NIHR funded study as well 
as other relevant research. In addition participants will encouraged to bring 
their own experiences and join in discussions to help identify future priorities 
for policy practice and research. 

Ian Watt is professor of primary care at the University of York/Hull York 
Medical School. In addition he continues to work as a GP and is an honorary 
consultant in public health. His research interests include patient involvement 
in healthcare and patient safety. 

Yvonne Birks is a nurse by background and has worked in the area of patient 
safety for several years. She has an interest in patient involvement in 
healthcare in general and is Deputy Director of the Research Design Service 
in Yorkshire and Humber. 

Both Ian and Yvonne are members of the Yorkshire Quality and Safety 
Research Group, a collaboration of NHS professionals and academics 
undertaking research into a variety of patient safety questions. 

3B: Patient safety: A case of crisis and climate? 
Debbie Hill, Sheffield Hallam University 

The traditional approach to patient safety has been to ‘engineer out’ incident 
potential through building policy and procedural defences in organisational 
systems.   This research, founded on the narratives of ‘grassroots’ healthcare 
employees, seeks to address incident potential through better first hand 
knowledge of workplace behaviour and the organisational climate so that 
patient safety incidents are curbed as they smoulder, crisis-like.  

The session will involve participants engaging with and debating the validity of 
the ‘Faces of Self’, a unique expression of grassroots’ workplace behaviours 
that inhibit and incubate error potential.  Participants will, in groups, critically 
reflect on the ‘Faces of Self’ model using their own experience and 
knowledge.  Participants will be given visual displays of the model plus 
examples stories from grassroots level in order to stimulate discussion and 
will be asked to record their reflections, including any key themes that 
emerge.  A summation, to identify the practical measures that can be taken to 
curb patient safety incidents, will conclude the session. 

Dr Debbie Hill is an academic and researcher from Sheffield Hallam 
University.  Having had commercial experience in a strategic marketing role at 
HSBC, she entered academia to share her practical and academic knowledge 
with a younger generation in the hope of inspiring them to become marketers.  
Rather strangely, at the same time, her research interests began to become 
absorbed in the notion of organisational crises, particularly those which were 
represented by patient safety incidents.  She hopes to provoke thought and 
debate around her ‘Faces of Self’ model.  



3C: The clinical/non-clinical patient safety continuum model 
Konstantin Weicht, Sheffield Hallam University 

Findings from a recently completed ethnographic doctoral study and 
increasingly the international patient safety literature suggest that the current 
organization of public hospitals is ill resourced to implementing new patient 
safety strategies. The ‘systems approach’ to error in health care currently 
focuses too much on core medical tasks and too easily overlooks latent 
managerial factors that complicate the performance of health care 
professionals and potentially contribute to adverse outcomes. 

The clinical/non-clinical patient safety continuum model will help participants 
to engage in critical thinking about the core and non-core processes at their 
organizations, to discuss how this may affect patient safety and organizational 
effectiveness, and to bring to light how these issues may be addressed using 
existing resources. 

After a brief introduction of the model participants will have the opportunity to 
feed the continuum model in regard to their own context and organization in 
interactive small group discussions. 

The speaker is a health care management researcher with more than twelve 
years experience in undertaking professional and academic multidisciplinary 
project work in Austria, the UK, Brazil, and Taiwan. He promotes the concept 
of an organizational development manager, a kind of ‘systems thinker’ and 
‘informed conduit’ within health care organizations. He holds a PhD (Sheffield 
Hallam University) and a Master of Research (University of Salford) degree in 
relevant subject areas. 

 


