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Breaking boundaries and encouraging the multidisciplinary approach towards promoting patient 
safety 
 
Dr Angela Pathiraja, FY2 at Lincoln County Hospital, East Midlands Deanery 
 

 

Key issues: 

 

• Patient safety is everyone’s responsibility; when errors occur, root-cause-analysis often shows that 

it is the result of missing multiple opportunities to pick up an error, and not just one healthcare  

provider’s wrong-doing. 

 

• “No-blame” culture VS “not my responsibility”; whilst the current environment encourages a “no 

blame” culture, where the focus is on why the error occurred as opposed to who caused it, a slight  

by-product is that no one is ever held accountable. In order for this to work, should all healthcare  

providers be taking more of a proactive rather than reactive role towards patient safety? 

 

• Communication is key; audit work that I have done on a ward specialising in complex discharges 

looked at how factors that may have been addressed during a patient’s initial admission (such as  

pre-morbid mobility, continence state, presence of pressure damage) are subsequently poorly  

communicated between nursing, medical and social staff during the patient’s ward-based  

management. This results in crucial delays with lasting consequences on the patient’s admission  

relating to their own recovery, as well as the costs needed to cover delays and subsequent  

complications. However, bi-weekly ward-based multidisciplinary team meetings exemplify how such 

issues, particularly the complex discharge issues are effectively addressed by the free flow of  

information between the doctors, nurses, physiotherapists and occupational therapists involved in the 

patient’s management. Why should this free flow of information be limited to MDT meetings alone? 

 

• Breaking the boundaries; in order to enable all members of the ward-team to be more responsible 

and proactive towards patient safety, the hierarchical boundaries should be broken as and when  

appropriate between seniors and juniors, and medical and non-medical staff alike. In doing so,  

sharing of vital information will allow us to provide a more holistic and ultimately safer level of care. 
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Unintended consequences: implementing information technology in secondary care 
 
Dr Lorraine McFarland, Research Fellow, Department of Primary Care, School of Health and  
Population Sciences, University of Birmingham 
 
 

IT initiatives have the power to develop and shape new ways of working and to improve safety and  

efficiency. However, the introduction of IT systems such as ePrescribing electronic health records and  

decision support systems within the healthcare environment has also created unintended and unanticipated 

consequences. Whilst often undesirable, these can also produce unanticipated positive consequences.  

Negative unintended consequences can become a barrier to the successful integration of IT and a  

combination of the undesirable and unanticipated is the biggest threat to patient safety. To combat these, IT 

implementers must ensure they have a mitigation plan that is robust enough to withstand undesirable,  

unanticipated scenarios.  

 

This presentation is intended to stimulate debate surrounding the strategies and approaches to the  

implementation of ehealth initiatives and suggests that understanding the articulated and nuanced nature of 

complex systems through a social theoretical lens may be useful in designing effective implementation 

strategies that are robust against the unanticipated consequences that may threaten patient safety. We seek 

to stimulate discussion regarding how healthcare organisations can harness beneficial effects and mitigate 

potential harm. 

 

Our case study illustrates the network of implementers that have worked to identify these problems and 

creates a framework that ensures these consequences are identified and fed-back into a pathway of  

continual technical and clinical collaboration for design development.  

 

We suggest this locally driven approach facilitates a development process that engages all actors and is 

therefore responsive to adaptations and developments in workflow to ensure that unanticipated  

consequences do not become a barrier to the successful integration of IT initiatives. 

 

These issues will be of relevance to those delegates involved in the development, implementation and 

evaluation of IT initiatives for patient safety and care by exploring implementation strategies that will help 

to anticipate unintended consequences.  
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New nurses: who do you think you are? 
 
Bridget Roe, PhD student (Second Year), Nottingham University Business School  
 
 

Recent media reports have highlighted concerns about the competencies of newly qualified nurses with 

many suggesting that the quality and safety of patient care is compromised by their modern education and 

lack of experience.  

 

Nursing preceptorship is a strategic, structured, transition programme that highlights the relationship  

between novice and expert, aiming to enhance the confidence and competencies of novice practitioners 

thus improving productivity, innovation and the patient experience. The national preceptorship framework 

seeks to modify the attitudes and behaviours of novice nurses, to mesh with those of the values of the  

profession and ensure patient safety. 

 

The process and consequences of this policy are little understood and NHS programmes remain largely  

experimental. This prompts consideration of how such a policy is translated, how it influences the learning, 

socialisation and identity formation of newly qualified health professional and what the unintended  

consequences of this socio-cultural process might be. 

 

Based from an ethnographic case study from an NHS Trust, the political and turbulent process of learning 

and transformation of an identity in ‘real-time’ practice was studied, as nurses actively integrated with the 

context.  As such, the study explored how novice nurses undergoing preceptorship learnt how ‘to be’ at 

work, and how this learning is manifested in embodied material and ideological practices. 

 

Preceptorship is found to be in part, an ideological practice seen in management discourse to meet quality, 

safety and professional agendas. Rather than reinforcing professional values, the preceptorship programme 

and the use of ‘old-timers’ as preceptors, was found to reinforce organisational values and culture. This 

situated learning leads to nurse’s identity at work transformed through organisational and cultural  

influences rather than those of the nursing profession. This prompts consideration of the rhetoric and reality 

of policies that are becoming engendered in the discourse of patient safety. 
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What is quality? A history of the concept of quality in healthcare, 1935-2012 

Dane Pflueger, PhD Candidate, Department of Accounting, London School of Economics &  
Political Science 
 

 

This poster debunks the common assumption surrounding ‘quality’ in healthcare that it has some essential 

properties or inherent definition that we ‘uncover’ or ‘reveal’ over time. Investigating the meaning and  

calculations associated with the notion of quality in healthcare from 1935 to 2010 in the USA and UK, the 

poster shows that in fact what we understand to be quality changes substantially between place and time, 

and never in a ‘progressive’ or inherently ‘logical’ way. 

 

This variability highlights that quality is in fact neither timeless nor ‘inherent’ (as in waiting simply to be 

‘revealed’) but rather part and product of an ‘assemblage’ (c.f. Giles Deleuze, Peter Miller, and Michael 

Callon) of ideas, preoccupations, people, and things that momentarily cohere at various geographic and 

temporal moments. Quality’s definition, in other words, is shown to be a product of the various elements 

(such as ‘the patient’, ‘hospitals’, ‘trust’, etc) which surround it and which stabilize each other throughout 

time. 

 

Understanding ‘quality’ to be produced and reproduced as part of an ‘assemblage’, rather than simply a 

thing in itself, provides important insights for its regulation, management, and study. It highlights the need 

to treat quality in a continually reflexive rather than confident way. It suggests that we must not assume we 

know what quality is, but establish mechanisms to continually consider what it might be. It also reveals 

new risks of its regulation. It suggests that by codifying a definition of quality we may deny other  

important aspects that have not yet been made into its definition. The poster is intended to provoke debate 

about these core assumptions in the field. 
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Medicines reconciliation: a game of snakes and ladders 
 
Hannah Simpson1, A. Kernohan2, N. Donald2, D. Paterson2 
 

1Specialty Trainee in Acute Medicine, West of Scotland Deanery 
2Southern General Hospital, 1345 Govan Road, Glasgow G51 4TF 
 

 

It is recognised that the risk of adverse events is higher for patients admitted to hospital on an emergency 

basis. Medical Admission Units are busy, unpredictable environments where the risk of error is high.  

Improvement projects are fundamental in identifying deficiencies and improving care. These projects are 

often focused within Intensive Care Units where staffing ratios and admission rates facilitate better  

compliance. The real challenge is trying to implement these projects within a busy Medical Admissions 

Unit (MAU) where multiple human and organisational factors create a ‘snakes and ladders’ effect. This is 

well illustrated by our Medicines Reconciliation Project.  

 

Medicines Reconciliation is a process which aims to reduce medication errors and associated adverse 

events. The Scottish Patient Safety Programme (SPSP) is actively involved in improving the process of 

Medicines Reconciliation across Scotland. We found a number of challenges in implementing this simple 

process within our MAU and had difficulties achieving the 95% compliance target set by the SPSP. In  

response to this we developed a multidisciplinary Medicines Reconciliation group in order to maximise our 

‘ladders’ and improve our performance.  

 

We evaluated our compliance with the Medicines Reconciliation process over a 6 month period using the 

SPSP audit standard. We demonstrated a wide variability in our compliance rates and were able to identify 

interventions which had both positive and negative effects. We found that our progress was hindered by a 

number of ‘snakes’ that were discovered to exist within the MAU environment.  Overcoming these is  

challenging yet crucial to the provision of high quality patient care. 
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Improving inter-professional communication for patient safety: the case of nurses and doctors 
 
Marta Santillo, PhD Research Student, Health and Social Psychology, Social Psychology research 
group, Institute of Psychological Sciences, University of Leeds 
 
 

Effective inter-professional communication is essential in ensuring high quality health care, with  

communication breakdown reported as the main factor contributing to incidents in hospitals. While  

investigating communication, it is necessary to distinguish the individual level from the group or  

organizational level. In the present study, we aim to gain an insight into nurses and doctors’ perspective on 

important factors affecting the success of inter-professional communication and whether effective  

communication is possible when professional identities are salient. A series of individual semi-structured 

interviews will be conducted according to the job roles of the participants. The transcribed audio tapes will 

be analysed using thematic analysis. We expect differences in the content and themes according to role 

(nurse vs. doctor) and seniority (junior vs. senior). The outcomes of these interviews will be useful in  

increasing our knowledge of the motivations involved in effective communication and will enable the  

construction of measures to be used in a planned evaluation of an inter-professional training programme. 
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A semi-structured interview study investigating the post-operative handover: themes from  
interviews explored  
 
Mrs Eleanor Robertson MB ChB BMSc (Hons) MRCS, Clinical Research Fellow 
Mr Peter McCulloch MD FRCS (Ed) FRCS (Glas), Clinical Reader in Surgery 
QRSTU, Nuffield Department of Surgical Sciences, University of Oxford  
 

 

Background  

As part of a wider research project investigating the post-operative handover, 27 semi-structured interviews 

were performed to enable thematic analysis of intra- and inter-disciplinary similarities and differences in 

the nursing, surgical and anaesthetic professions. To aid cross-comparison, a standardised question  

proforma was piloted and subsequently utilised in all interviews. 

 

The focus of the interview was to elicit information regarding the appropriate categories of content for the 

post-operative handover, however there was a concern that the interviewees may be limited in their  

responses by their ability to recall important pieces of information. In order to counteract for this limitation, 

prompt sheets, which had been produced by harvesting information from the handover literature and  

guidelines, were handed to the participants to assist them in their answers. 

 

These prompt sheets seemed to be well received by the participants and provided a time of focused, task 

based information processing within the interview. They commented that having time to reflect on the  

content of handover in written format aided them in deciding essential points for handover, as well as the 

ideal order in which they should be handed over. 

 

Visual display  

The visual display will be used to prompt discussion on techniques that could be utilised within a  

programme of semi-structured interviews to augment findings. We hope to instigate discussion between the 

presenter and delegates as to what techniques they have employed to gain alternate and deeper insights in 

to their study participants’ responses during semi-structured and other interviews. 

 

It is planned in addition to the visual display that various practical demonstrations of this technique will be 

available to enable deeper understanding of the benefits of this technique. 
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A behaviour change approach to implementing NPSA safety alerts: a multi-centre experience 
 
Natalie Taylor1, Rebecca Brown2, Lorna Peach3, Victoria Robins2, Alison Cracknell2, Linda Kenny3, 
Beverley Slater1, & Rebecca Lawton1  

 
1 Bradford Institute for Health Research; 
2 St. James’ Hospital, Leeds;  
3 Bradford Royal Infirmary 
 

 

Experts in behaviour change, patient safety specialists and front line staff worked together on a project 

helping two NHS organisations (H1, H2) implement guidance issued by the NPSA to ‘reduce the risk of 

feeding through misplaced nasogastric (NG) feeding tubes’.  Following a baseline audit, The Determinants 

of Patient Safety Questionnaire (DOPS-Q), based on a theoretical framework of behavior change, was used 

to assess barriers to using pH as first line method for checking tube position.  Focus groups were conducted 

to generate intervention strategies to overcome barriers.   

 

The baseline audit (H1: n=49 ; H2: n= 43) showed the first line method for checking position was chest  

X-ray in 49% cases in H1 and 77% of cases in H2.  The DOPS-Q (H1: n=79; H2: n=103) showed strongest 

barriers were social influences, skills environmental resources, and emotion. 

 

Debating points 

1. Using behaviour change theory to develop interventions directly related to cultural barriers within an 

NHS organisation to increase compliance with NPSA safety alerts.  Behaviour change is complex 

and there are often barriers to this, by taking an analytical and systematic approach we identified key 

barriers to behaviour change and can therefore target interventions based on these barriers.  

2. Junior doctors are able to provide insight into how things work on the shop floor, we were able to 

design implementation strategies that challenge current practice, culture and have an impact on  

patient safety with improved NPSA alert compliance.  By involving junior doctors in steering groups 

we ensured they felt empowered and had ownership of their ideas, thereby facilitating them to act as 

agents for change. 

3. Adopting a regional approach to improve SAFETY, standardise processes, share resources and  

reduce time spent developing solutions locally that have already worked elsewhere. 

For notes/comments 
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Double-checking: does it really work? 

Lucy Dwyer, PhD student, Applied Research Centre- Health and Lifestyle Interventions, Coventry 
University  
                          
Supervisors: Louise Moody, Friederike Schlagheckhen, Louise Wallace 
 

This visual display aims to provoke a debate on the efficacy of double-checking protocols in healthcare. It 

will also advocate an experimental approach to the design and evaluation of patient safety interventions 

that are applied in complex interdisciplinary healthcare scenarios. 

 

Double checking protocols, conducted by two independent health professionals, are employed in many  

areas of medicine to capture or trap errors before they impact the patient. However, it has been argued that 

double checks often fail to detect errors, and that single checks are more effective and less resource  

intensive [1].   

 

One potential explanation for double-checking failure is Involuntary Automaticity [2]. This theory argues 

that regularly repeated checking behaviours can become automated and undertaken without full awareness 

and attention, leaving errors undetected [2]. Thus double checking which is intended to increase safety, 

may inadvertently induce risk.  

 

There are diverse cognitive, social and environmental factors which may contribute to double checking 

failures and specifically Involuntary Automaticity. The complex inter-relationship between these factors 

renders them hard to isolate and study within the healthcare environment.  Here, an experimental approach 

to reliably assess the efficacy of double-checking in a controlled setting is demonstrated.  

 

This display will detail ongoing doctoral research that is focused specifically on exploring double-checking 

protocols in Radiotherapy. The experimental approach being adopted will be demonstrated and the value of 

this evidence-based approach emphasised. In the long term, it is aimed to translate the experimental  

findings into practical solutions and recommendations for checklist protocol design and implementation. 

 

[1] Jarman, H., Jacobs, E., Zielinski, V. (2002) 'Medication Study Supports Registered Nurses' Competence for Single  

Checking'. International Journal of Nursing Practice 8, 330-335  

[2] Toft, B. and Mascie-Taylor, H. (2005) 'Involuntary Automaticity: A Work-System Induced Risk to Safe Health Care'. Health                      

Services Management Research 18, 211-216  
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Governing early stage clinical innovation  
 
Luke Cowie*, K Ehrich, J Sandall 
 

*NIHR King’s Patient Safety and Service Quality Research Centre, King’s College London, 138-142 

Strand, London WC2R 1HH. 

 

 

The innovation of new clinical procedures has been seen as part of a ‘hidden research system’, ‘under the 

radar’ of clinical governance, under-reported and often regarded as an ethically ‘grey area’. While it is  

important to hospital trusts, patients and the UK economy that innovation is supported and nurtured, it is 

also crucial to the safety of patients that the innovations themselves are monitored and their outcomes as-

sessed.  

 

The difficulty of governing the development and safety of new clinical procedures is well documented. The 

methods used to develop, govern and regulate new drugs, devices and techniques are very different:   

artefact-centred innovations are assessed prior to their dissemination to general clinical use, but technique-

centred innovations are often developed in clinical practice. Randomised clinical trials of new procedures 

are often premature, impossible or inappropriate and their development hospital-centred networks mean 

that they are often hidden from regulatory view. 

 

In 2003 the NICE Interventional Procedures Advisory Committee (IPAC) was set up and made the  

reporting of new procedures mandatory. NICE should be notified of technique-centred innovations by  

clinicians but the success of IPAC is reliant on a clinical culture that values external assessment and  

governance. Our research within a large, urban UK teaching hospital explores the functioning of a  

committee which serves to evaluate and support applications for new procedures. 

 

The data from our study raises many important issues concerning the governance and evaluation of such 

clinical innovations. For example, how committee members and clinical innovators from a wide range of 

clinical specialties balance enthusiasm for innovation with ensuring patient safety, and how clinicians who 

may be more comfortable within a ‘hidden research system’ might be encouraged to become more  

transparent in their innovative work, and engage with broader networks of expertise that might be available 

to them. 
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To clamp or not to clamp? Non clinical barriers to adopting an innovation in preterm neonatal care  
 

Penny Rhodes1 and Sam Oddie 

1 Senior Researcher, Bradford Teaching Hospitals NHS Foundation Trust  

 

Delayed cord clamping refers to the practice of delaying clamping and cutting of the umbilical cord after a 

baby is born.  Conventional practice is to clamp and cut the cord immediately and was introduced as part of 

a package of measures designed to minimise the risk of maternal postpartum haemorrhage.  However, the 

practice of delayed cord clamping is now increasingly advocated for pre-term babies on the grounds that 

these few seconds of additional blood from the placenta will be beneficial to the baby and it is “easy” and 

cheap to introduce. 

 

Here we present the preliminary results of an investigation into practice across England.  A crucial issue is 

how practitioners decide when and when not to delay clamping of the cord and, if they opt for delay, how 

long to delay – decisions ostensibly taken on the grounds of patient safety of the mother and/or baby but 

which, we have found, often rely as much, if not more, on social factors as on clinical grounds.  We found 

considerable variation in practice both between units which claimed to be practising DCC and between 

practitioners within units.  In our poster, we explore, using stick figures and speech bubbles, some of the 

reasons for these variations and their implications for patient safety.    
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Introduction of a coherent patient safety policy in a NHS Health Board: recognition and  

management of venous thrombo-embolism in a previously neglected patient group  

 
Mr Philip Jenkinson, Dr J Cooper and Mr T O’Kelly, Aberdeen Royal Infirmary, NHS Grampian 
 

Reducing risk of venous thrombo-embolism (VTE) within the hospital environment is an important  

component of NHS Scotland’s health improvement policy. Implementation of the coherent strategy  

necessary to achieve this requires consideration of all patient groups. SIGN guideline 122 identifies  

patients immobilized with lower limb injuries and managed non-operatively as being at potential risk of 

VTE and thus requiring appropriate assessment and prophylaxis. Until now this group has not routinely 

received such care. The aim of this project was to correct this with in one Health Board by appreciating and 

measuring risk, applying rapid change methodology and adopting a multi-disciplinary team approach. 

 

Method 

Following a review of available evidence and acquisition of multi-specialty agreement, a risk assessment 

tool was created incorporating current guidance. A rapid but representative audit was then performed of 

patients potentially at risk. In addition patients were canvassed regarding compliance with prophylaxis if 

advised.  A suitable source of patient information was developed. This work was integrated into a Health 

Board patient safety improvement programme.  

 

Results 

In a University Teaching Hospital responsible for a primary population of 350,000, on average 30 patients 

are treated each week with lower limb injury by non-operative rigid immobilization (i.e. cast). Of these 20 

can be considered at increased risk of VTE, 15 as a consequence of age (>50 years) and 5 younger patients 

with additional risk factors such as obesity and personal/ family history of VTE.  9 patients had 2 or more 

adverse factors and were thus at particularly high risk of VTE.  Assurance of compliance with treatment 

was almost universal. 

 

Conclusion 

Work to ensure universal assessment of VTE risk in one Health Board identified a previously neglected 

patient group.   They are numerically significant and their risk- exposure considerable. Application of  

recognised change methodology and a multi-disciplinary approach has improved care and mitigated risk. 
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Evaluation of the Safety Improvement in Primary Care (SIPC) Collaborative Pilot in NHS Scotland: 
intended and unintended programme consequences 
 
Lyn Halley and Paul Bowie, NHS Education for Scotland  
 

 

Background 

In August 2010, the 1st Wave of the Health Foundation funded Safety Improvement in Primary Care 

(SIPC) Collaborative was initiated involving 22 primary care teams based in three Scottish Health  

Authorities, NHS Lothian, Tayside and Forth Valley. In August 2011, the 2nd Wave of the programme  

involved the recruitment of a further 16 practices. 

 

Intervention 

The SIPC Programme aims: 

• To develop the safety and improvement skills, knowledge and expertise of primary care teams 

• To identify and reduce avoidable harm and improve quality of care for patients with heart failure and 

those taking high-risk medications. 

A theory-driven evaluation seeks to:   

• assess programme impact by capturing the outcomes and benefits  

• understand how and why the programme causes change 

 

Evaluation Methods 

• A mixed method approach to the evaluation was employed. In Year one (2011), semi-structured  

interviews (n=27) and impact surveys were conducted with General Practice Clinicians and Staff to 

assess perceptions and experiences of programme progress. 

• In Year two (2012) focus groups were undertaken with Steering Group members to examine their 

perspectives upon the extent to which the Programme Outcomes/Objectives were achieved, any  

unintended programme consequences etc. 

 

Results 

• In line with the intended programme objectives, Year one SIPC Participants reported improvements 

in patient safety/care, systems/monitoring & safety procedures, knowledge, skills & attitudes of staff 

and greater team-working/involvement. Time constraints and programme spread were the most  

significant challenges reported. 

• A number of unintended positive programme consequences were reported in Year two by Programme 

Steering Group including the interest the SIPC has generated from other health boards, programmes 

and countries, the impact upon the National Programme, elements of the programme contributing to 

GPST & GP Appraisal, the influence upon ‘Efficiency of Care’ and the vast amount of personal and 

professional development of various participants involved. 

 

Conclusions 

• The pilot programme was positively received by most stakeholders, although a number of difficult 

technical and socio-cultural implementation challenges are to be overcome. 

• Programme learning is informing development of a national programme of safety improvement in 

primary care across Scotland's Health Service. 
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Safe in our (many) hands 
 
Beverley Slater, Second year (part time) PhD student (Leeds University); Assistant Director HIEC 
Patient Safety Theme, Bradford Institute for Health Research 
 

 

The aim of this poster is to stimulate debate about the role of distributed cognition at the level of the  

healthcare team (through artefacts, routines and interactions, including across interfaces of care) in keeping 

patients safe.  

 

The poster will seek to make the point that patient safety is an emergent property of the care situation that 

is influenced not only by the cognitions of the care-givers – distributed or otherwise – but also by their  

motivation, both individually and as a team, and also by the opportunity for safe acts afforded by support 

services and resources. 

 

By framing the analysis of patient safety as an emergent outcome of frontline care-giving, with equal  

consideration of distributed cognition, motivation and opportunity, this opens up a discussion about what 

appropriate support frontline care-givers need from their organisations.  In particular, what aspects of care 

organisation can, and do, support and improve the capacity of frontline teams to act safely?   

 

The implication of this analysis is that organisations seeking to improve patient safety may need to invest 

more energy and attention in understanding the impact of actions on frontline teams’ capacity, motivation 

and opportunity for acting safely in order to develop more coherent and effective patient safety initiatives. 

 

Why are these issues important to conference delegates?  

Reframing patient safety in a way that provides a fresh perspective on the role of healthcare organisations 

in supporting distributed frontline care relates to a central theme of the conference. 

 

NOTE: The title of this abstract refers to the way that this poster will be presented.  Patient care will be 

illustrated by the many hands touching and caring for the patient. Also symbolised are the safeguards  

afforded by emergent distributed cognition, motivation for safe care (through social and emotional  

rootedness), and the opportunities/resources for safe care. 
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Safety in design of input technologies of modern surgery 

 

Eryn Whitworth, School of Information, U. of Texas at Austin 

 

 

Medical workplace studies reveal significant difficulties are encountered when teams use computers in 

sterile environments. These studies highlight the safety concerns that arise out of socio-technical practices 

to maintain aseptic barriers and the alteration of such practices to accomplish the clinical goals of the  

procedure. Responding to these concerns human-computer interaction (HCI) researchers have prototyped a 

variety of input technologies for surgical environments, including foot pedals, speech recognition systems 

for voice control, and gesture recognition systems for body-based control. 

 

Although the design of these input technologies are motivated by a concern for making modern surgery 

safer for patients and medical staff, these technical interventions can have their own unintended  

consequences. This raises the issue of whether design processes for developing new input technologies, 

based in the culture of HCI research, are appropriate when HCI researchers develop technologies in a 

medical context. This poster is meant to generate debate and discussion of design processes for the  

development of input technologies to address the needs for safe, subtle and efficient control of computers 

in modern surgery. 

 

The goals of this document are to: 1) raise awareness and sensitivity to what Dourish calls the paradox of 

technical intervention and 2) to elicit feedback from conference attendees. Specifically to discuss what are 

safe design practices to explore the potential of new input technologies in medical environments. 

 

To ground the discussion the author will present her own on-going study of gesture and body movements 

of catheter work of cardiac electrophysiology. The study is in response to recent prototype of touchless  

interaction systems for image navigation and manipulation images in neurosurgery and interventional  

radiology. This fieldwork will lead to a design process of synthetic gesture vocabularies development. The 

intention of the gesture vocabulary is to complement but not override the meanings of naturally occurring 

body movements of the medical workplace and to do so safely. 
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The whole tooth of the matter:  Patient, organisation, and system level influences on the  
prevention and management of caries 
 
Anna Templeton, Linda Young, Jan Clarkson, HCI Management Team 
 
 

In Scotland, vast numbers of children and adults suffer with dental decay. Dental decay is largely  

preventable but remains a widespread, costly public health problem impacting quality of life, attendance 

and productivity in school or work, and general health. In spite of several Scottish Government initiatives 

and the identification of proven clinical strategies to prevent and manage decay, it remains the leading 

cause of tooth loss among children and adults in Scotland. This study aims to identify the patient,  

organisation, and system level factors that influence the successful delivery of recommended care to  

prevent and manage tooth decay. 

  

This study uses several methods including survey, database review, observation, interviews, and focus 

groups. To identify patient level factors, a series of dental visit observations will be conducted in eight  

general dental practices. Observations will be followed with four patient focus groups, gathering  

representative patients from the eight practices and investigating patient views on care pertaining to dental 

decay. Organisation level factors will be investigated through a postal survey sent to a random sample of 

650 General Dental Practitioners (GDPs). Data from GDPs who consent to research team access to their 

treatment provision information in the Management Information and Dental Accounting System (MIDAS) 

database will help create a picture of what actually occurs in general practice. Interviews with dental team 

members (e.g. dental nurses or hygienists) at each of the eight case study practices will further describe 

factors influencing decay prevention and management at the organisation level. System level factors will 

be identified using a series of interviews with key stakeholders at the national policy, education, and  

programme planning levels. 

 

The findings from this study will be used to identify appropriate future strategies to promote routine  

practices that are consistent with national guidance recommendations for the prevention and management 

of tooth decay. 
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Quality improvement methodology: is it more than just a bundle? 
 
Kirsteen Ellis, Senior Project Officer, Scottish Patient Safety Programme  
 
 

Introduction 

Since 2008 all 32 critical care units in Scotland have undertaken activity to introduce and establish changes 

in practice to reduce adverse events for their patients. 

 

Methodology 

A systematic review of the literature was conducted searching Medline, Journals@OVID, NHS Scotland 

journals@OVID, EMBASE and ERIC; using the keywords listed below: 

 

• Quality 

• Improvement 

• Methodology 

• Intervention 

• Critical  

• Care  

• Intensive  

• Care 

 

Results 

34 articles were considered to meet inclusion criteria and covered the time period 2005 – present.  

 

The majority of papers (n=20, 62%) have been published by the North American Quality Improvement 

community, with the United Kingdom community contributing (n=5, 15%) to a lesser extent. Figure 1  

illustrates the origin of articles reviewed by countries. 

 

74% (n=25) of the papers reviewed used a before-after methodology with no randomisation to control 

groups; the traditional randomised control trial was only used in one study where a cluster control method 

was used.  

 

29 of the papers reviewed described outcomes which had direct impact on patient outcomes and the  

majority (n=18, 62%) described the effect of bundle compliance on an adverse outcome such as ventilator 

associated pneumonia (VAP) or central venous catheter related blood-stream infection (CRBSI). In all  

papers reviewing increased bundle compliance the authors reported a reduction in the adverse event. 

 

Discussion 

It is evident from the literature reviewed that although projects cited a primary goal to implement quality 

improvement practice for example introduction of a VAP prevention bundle or a central venous catheter 

care bundle further activity is also required. 

 

cont. 
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From the papers reviewed the most commonly cited supporting activities are the development of a  

multi-disciplinary or inter-disciplinary team and the use of an education programme to inform the practice 

change.  However also integral to successful implementation of quality improvement activity is clinical 

engagement – seems sensible and easy, yet none of the papers reviewed described this in a way which is 

tangible and replicable. Engagement is described as being influential in promoting success, with many 

other authors stating that it is an integral system tool required to achieve system change. 
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Reducing errors in paediatric prescribing: how do we get it right? 

Paul Connelly, A Bell, J Hind, I Hewitt, L Clerihew  
 
 

Background 

Paediatric prescribing is fraught with challenges and infers serious implications for patient safety. In  

Tayside Children’s Hospital 30% of incident reports in 2010 were medication related. It is evident that 

foundation doctors are responsible for both the greatest number of prescriptions and errors in the NHS, 

however, all medical professional have been found to make similar errors. It is uncertain what methods are 

adept in engaging with such professionals, creating a culture of safety and error reduction. Do medical  

professionals respond to incentives and education or should prescribers be held individually accountable 

for poor practice?  

 

Methods 

Between May and December 2011 Tayside Children’s Hospital collected data on paediatric prescribing 

errors. A total of 1,128 prescriptions were assessed using a set of 18 stringent prescribing criteria  

developed by paediatric pharmacists as desired standards of practice. Interventions including the use of 

verbal and written feedback, pharmacist led education, positive incentives and educational supervisor input 

were implemented.  

 

Results 

Following these interventions, the number of drugs prescribed with at least one error fell from 64% to 21%. 

Providing feedback to individuals and their educational supervisor on errors demonstrated the biggest  

positive impact. Participants responded well to league tables of anonymised individual performance, a 

method that avoided blame while highlighting the need for change.  

 

Conclusions 

By introducing support and accountability into the realm of prescribing we were able to reduce error rates 

within the department. As advocates of patient safety and quality improvement, we must question whether 

the implementation of zero tolerance policies may impede success and sustainability or promote cultural 

shifts.  

 

Key issues 

• What target should be set for error rates? Is some degree of error acceptable/inevitable? 

• How practical were our interventions? Could they be used as part as a long-term plan for  

reducing prescribing errors? 

• What other interventions might be useful? 
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The potential impact of patient aggression on patient safety 
 
Dr Amy Irwin, Scottish Patient Safety Research Network, University of Aberdeen 

 

 

Main debate point: Aggressive behaviour from patients could have an adverse effect on staff performance 

in primary and secondary care, potentially impacting on patient safety. 

 

Key issues: Aggression towards health care staff has been an important focus for research over the past 

decade1.  Patient aggression, both physical and verbal, can cause long term psychological effects in  

affected staff members1.  However, whilst previous research indicates that patient aggression can impact 

the quality of patient care2, no research has been conducted to examine how the impact of aggression on 

staff could affect patient safety.  This is surprising since there is a body of research3,4 which has shown that 

rudeness or incivility can have an adverse impact on cognitive task performance.  A similar effect was also 

found when individuals witnessed incivility directed at someone other than themselves.4  When these  

findings are applied to healthcare it could suggest that aggression, from either patients or other staff  

members, could have a negative impact on task performance, and consequently patient safety.   

 

Current study: The aim of the current study was to examine the impact of aggression on community  

pharmacists in Scotland.  Three main aspects were examined: the cause of patient aggression, the impact of 

aggression on pharmacist job performance and pharmacist behaviours in response to aggression.  A sample 

of 18 community pharmacists were interviewed using the critical incident technique.  A total of 37  

incidents involving aggressive patients were transcribed.  The results showed that the majority of the  

interviewees considered there to be a direct link between an aggressive incident and an increased risk of 

dispensing error.  Most thought that near misses and errors which occurred immediately after an aggressive 

event were caused by emotional distress.  This suggests that the presence of an aggressive patient could 

adversely impact patient safety. 

 

References 

1. Arnetz JE, Arnetz BB. Violence toward healthcare staff and possible effects on the quality of patient care.  

Soc Sci Med 2001;52: 417 – 427. 

2. Rippon TJ. Aggression and violence in health care professions. J Adv Nurs 2000; 31: 452 – 460. 

3. Porath CL, Erez A. Does rudeness matter? The effects of rude behaviour on task performance and helpfulness.  

Acad Manage J 2007;50: 1181 – 1197. 

4. Porath CL, Erez A. Overlooked but not untouched: how rudeness reduces onlookers performance on routine and  

creative tasks. Organizational Behaviour Human Decision Processes 2009;109: 29 – 44. 

For notes/comments 

  

  

  

  

  



 21 

Display 20 
 
Discourses of patient safety and professional practice in a Canadian acute care hospital: “work in 
progress” 
 
Paula Rowland, PhD (candidate) Fielding Graduate University Fellow, Wilson Centre for Health 
Professional Education  
 

 

While concern with safety has always been part of the provider-patient social contract, the current  

discourse around patient safety is new. This discourse intersects with the discourses that create professional 

bodies. And it is these bodies that interact in practice to enact patient safety. This study starts with the  

assumption that the intersection of discourses is productive, meaning that it produces both intended and 

unintended consequences.  The purpose of this doctoral dissertation is to provide an analytical description 

of the technologies, rationalities, and subjectivities assembled in patient safety practices as they intersect 

with the situated knowledge of professionals engaging in patient care planning.  

 

Guiding Questions for the Study 

 

• How is patient safety made visible and constituted as part of the delivery of health care services,  

particularly interprofessional care planning? 

• How do the strategies and knowledges that have become associated with patient safety create truths 

about hospitals, patients, professional practice? 

• How does patient safety make it possible to think in particular ways about hospitals, patients,  

professional practice? 

• What identities are required by these truths? How are these truths enacted or resisted, by whom, and 

to what cost? 

 

Key Issues 

 

This visual display is an ironic presentation of some of the key themes in my emerging analysis, including 

discussion points on: 

• The construction of the problem of patient safety 

• Conflicting subjectivities of patients within the patient safety discourse 

• The logic of quality and safety 

• The constitutive effects of metrics 
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