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Looking to the Future

Peter Lachman

Learning Objectives
•	 Understand the future challenges for patient 

safety
•	 Describe how psychological safety is essential 

for safety
•	 List the social determinants of patient safety
•	 Comprehend the concepts of co-production of 

safety
•	 List facilitators and risks of new technologies 

for safety

4.1	 �Introduction

In this chapter, I will explore the issues that we 
need to address as we proceed on the safety jour-
ney. This will include reflections on the beliefs 
that have resulted in the healthcare system we 
have created. It is important to consider the real 
issues of design and whether we need to change 
all aspects of healthcare delivery if we really 
want to be safe.

It is clear that the rapid progress in medical 
science over the past century has resulted in 
untold benefits for all. Foucault [1] described the 
emergence as the development of the “clinical 
gaze”, whereby the person became a patient with 
a disease, so was no longer a person, but rather a 

“clinical diagnosis” subject to tests and interven-
tions. As a result, the needs of the person were 
changed, and their narrative was not as important 
as the medical tests and investigations. There 
have been many benefits in the development of 
modern medicine and the science that was cre-
ated to provide successful interventions. People 
who became patients were cured or provided lon-
gevity. This in turn has resulted in the new chal-
lenges of chronic disease and the ageing 
population [2]. Unfortunately, in many societies, 
there are both the old problems of infection and 
late treatment of disease, as well as the new prob-
lems of ageing and chronicity. In addition, eco-
nomic and political decisions have created a vast 
challenge of poverty-related healthcare with 
poorer outcomes.

Alongside the technological advance, we also 
have the loss of the compassionate part of healing 
which has had a major impact on the psychologi-
cal safety of healthcare providers and the people 
who receive care. The improvement in outcomes 
in terms of disease management has been accom-
panied by increasing levels of adverse events and 
harm. The development of the patient safety 
movement over the past 20 years is a reflection of 
the advances in healthcare and the realisation that 
with success came a new problem of inadvertent 
harm. On reflection, healthcare delivery was not 
planned to be safe.

As we look to the future, the healthcare indus-
try is at a critical juncture. The rapid develop-
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ment of theories on how to deliver safe, 
person-centred care means that we can no longer 
rely on the excuse that “healthcare is different” 
from other industries, so cannot be reliable and 
safe. People are now demanding safety and reli-
ability in the care they receive, and they want to 
be treated as people who happen to be ill, rather 
than as a number or a disease. Currently, it is by 
chance rather than by design that one receives 
highly reliable person-centred and safe care. Yet 
we continue to build the same type of hospitals, 
educate future nurses and clinicians as we have 
always done, and operate in a hierarchical system 
that disempowers people, rather than enables 
people to be healthy.

An examination of the patient safety move-
ment provides an understanding of where we 
need to go as we plan for the future. With some 
imagination, we can redesign the processes of 
care to be compassionate and safe. Bates and 
Singh [3] note that there has been much progress 
since the publication of To Err is Human [4]. We 
have learnt many methods of quality improve-
ment, and patient safety as a science has numer-
ous theories, methodologies, and tools that, if 
implemented, can decrease harm: “Highly effec-
tive interventions have since been developed and 
adopted for hospital-acquired infections and 
medication safety, although the impact of these 
interventions varies because of their inconsistent 
implementation and practice. Progress in 
addressing other hospital-acquired adverse 
events has been variable” [3].

Amalberti and Vincent [5] have taken the view 
that the healthcare delivery system has inherent 
risk and that the focus of patient safety should be 
on the proactive management of that risk. This is 
true of any complex adaptive system, which 
makes it difficult to be safe all the time [6]. 
However, the health system has not been designed 
with safety as the core function. Given that we 
know that there is more complexity, perhaps a 
total redesign of the system is the way we need to 
go as we move to the future.

Although the provision of healthcare is com-
plex, it is possible to overcome the complexity 
and provide care that is of the highest standard in 

all the domains of quality. To achieve a safe sys-
tem, we will need to address some fundamental 
issues that we have accepted as the norm.

4.2	 �The Vision for the Future

The future vision is often reflected in the concept 
of Zero Harm. There are movements to apply the 
standards to medicine that we accept in other 
industries. The argument for and against zero harm 
is compelling. If we do not aim for zero, what is 
the number we need to aim for? It may be that we 
aim for zero in some specific areas while accepting 
that within the complexity of the healthcare zero, 
the totality of zero is a mirage, one that we need to 
aim for but will never reach. It has been argued 
that the ideal of Zero Harm is unrealistic [7], that 
we should accept the inherent risk in the delivery 
of healthcare and therefore actively adopt patient 
safety initiatives to improve outcomes and mini-
mise risk. Furthermore, we need to accept the 
stresses healthcare systems face in the delivery of 
care—be it of demand, finance, or morale.

4.3	 �The Challenges to Overcome 
to Facilitate Safety

The pursuit of a healthcare system that is safe 
will require courage, as the current power base is 
not conducive to safe care. The power of the 
medical profession, pharmaceutical industry, and 
supporting bodies is based on the current model 
of care, with hierarchies and structures. Hospitals, 
as a concept, gained their power in the last cen-
tury and were developed for the illnesses that we 
have now addressed, so the next stage is to inte-
grate that power with the wider health commu-
nity. This will result in changing the power 
imbalance in the system and the recognition that 
the design of a system with the hospital at the 
centre can be changed to the hospital as the facili-
tator of health within a system of care delivery 
which is focused closer to the home. This will 
require a reallocation of resources to primary 
care and a change of healthcare to health. There 

P. Lachman



47

is a way forward to address these key issues and 
there is hope that in time healthcare delivery and 
the promotion of health will be safe with proac-
tive minimisation of risk. People will still be 
harmed; however, the degree of harm will be dif-
ferent to the current situation. As we redesign 
services to be safer in the future, we will need a 
vision that sees beyond the current challenge and 
plans for an integrated service of care focused on 
health rather than disease (Box 4.1).

4.4	 �Develop the Language 
and Culture of Safety

•	 Use of the language that enhances safety
•	 Leaders asking the right questions about 

safety
•	 Educate people for safety

As healthcare is a complex system, so is the 
culture which is manifest within any organisa-
tion. Culture defines our belief systems and in 
turn how we behave. Within any organisation this 
will be complex, with differing safety cultures 
[8]. The culture we represent is evident in the lan-
guage we use. Patient safety is the current termi-
nology and as we move to a more people-centred 
approach, the language we use will evolve to 
being people centred rather than patient focused. 
Language reflects culture, so if we want to 
develop a safety culture, then we will need to 
critically analyse the terminology we use. 
Healthcare is a misnomer as it focuses on disease 
management, whereas we need to focus on health 
and the maintenance of both physical and mental 
well-being. Patients will be protected if we view 
them as people with a disease, with a life outside 
the disease, rather than as patients with a disease. 
This results in a loss of power and control over 
their own lives and lack of power may be a con-
tributing cause of harm.

Patient Safety is the overall science, Risk 
Management was the first intervention that was 
developed in the safety journey. In essence, this 
was not about managing risk but rather about man-
aging incidents that had occurred. While this is 
essential, it has not resulted in a decrease in harm 
and the learning from it has not been as great as it 
should be. The move to learning from investiga-
tion has been one of the greatest challenges we 
have faced. If one considers the integration of 
resilience engineering into the risk management 
approach, then the incident investigation will be a 
study of work as it really is over the pathway and 
not the incident. We now need to move to the con-
cept of looking at the patient journey and how 
health is provided, so that the person is protected 
at all parts of the journey [9]. Management of risk 
is a proactive activity and is what should happen at 

Box 4.1: Changes for the Future
	1.	 Develop the language and culture of 

safety
•	 Use the right language about safety
•	 Leaders ask the right questions about 

safety
•	 Educate people for safety

	2.	 Promote psychological safety
•	 Care for both physical and psycho-

logical safety of people
•	 Nurture providers of care and pro-

vide meaning in work
•	 Ensure that providers of care have a 

sense of belonging
•	 Listen to and hear person stories

	3.	 Design for safety
•	 Invest in health rather than 

healthcare
•	 Co-produce safety with people not 

with patients
•	 Place people in charge of their health, 

not their disease
•	 Use human factors to address 

complexity
	4.	 Social determinants for Patient Safety

•	 Recognise the importance of social 
determinants of health and their 
impact on safety

•	 Care is culturally sensitive and pro-
motes safety

	5.	 Harnessing technology for the future
•	 Digital health for safety
•	 Empowering people with 

technology
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all times, not only when there is an incident. It 
implies the acceptance of risk rather than the 
desire to eliminate risk, and constant mitigation 
will decrease the potential for harm.

Another example of language ambiguity is the 
term, “near misses”, which is used for when we 
nearly harm a person but then either due to the 
action of an individual, or by chance the person is 
not harmed. This is really a near hit and if it were 
termed as such, perhaps we would pay more 
attention to the problem.

Leadership for safety will be the foundation of 
future work in patient safety. Leaders in health-
care are at all levels in the system, as there needs 
to be a focus in every microsystem as well in the 
de facto leadership at executive level. This 
includes the appreciation of uncertainty, the inte-
gration of information from different sources and 
the setting of the goals that will allow for the 
development of safe systems. Leadership, there-
fore, needs to be encouraged at all levels of the 
organisation, with the development and facilita-
tion of local leadership at the interface with the 
patient as the key to ensure that there will be a 
safe environment. Change will require leaders 
who understand what quality, safe person-centred 
care really is, with a deep understanding of 
Systems Theory and Human Factors, as well as 
knowing how to realign the budget to facilitate 
change. This requires vision to set the direction, 
hope to provide succour in trying times, respect 
for what is being changed and for the work that is 
done, and courage to make the changes against 
the resistance that the past ways will present.

At a policy level, the wider implication of a 
total redesign of the system will require political 
will to allow the realignment and re-engineering 
of the healthcare system to one in which all pol-
icy is aimed at the long-term health of the com-
munity. Politicians need to invest in health while 
funding healthcare.

All of this change will require courage and 
imagination, vision, and hope. But more impor-
tantly, it will require co-production with all the 
people involved, particularly people who will be 
receiving care. The patient safety movement has 
tended to apply tools and methods to people, 
rather than designing with them. This implies the 

need to be open and transparent with patients and 
their families.

The healthcare workforce will require an edu-
cation that enables them to deliver health as well 
as manage disease safely. This will require an 
understanding of the theories of Complexity 
Science, Systems Theory, Patient Safety Science, 
and Human Factors. Medical curricula must be 
challenged and changed to educate the clinicians 
that we require in the future [10].

4.5	 �Promote Psychological 
Safety

•	 Care for both physical and psychological 
safety of people

•	 Nurture providers of care and provide mean-
ing in work

•	 Ensure that providers of care have a sense of 
belonging

•	 Address the challenge of clinician burnout

Psychological safety is the foundation for pro-
viding safe care for individuals. The work by 
Edmondson has led the way to understanding 
that, in order to deliver safe care, we need to 
engender the “psychological safety” of individu-
als in the health workplace, so that they in turn are 
part of the overall culture of safety. Edmondson 
defines psychological safety as a “shared belief 
held by members of a team that the team is safe 
for interpersonal risk-taking” [11–13]. 

The safety movement has called for organisa-
tions to facilitate safety culture, in which indi-
viduals have responsibilities to be safe and to 
carry out their work in a manner that will miti-
gate against harm. Given the complexity of the 
type of work undertaken in healthcare, this is dif-
ficult to achieve within the current hierarchical 
constructs of most health organisations. 

While some hierarchy is essential, the ability 
to take risks and feel able to challenge in order to 
promote safe practices is one of the major chal-
lenges we will face going forward. Investigations 
of clinical incidents usually identify communica-
tion issues in which hierarchy prevents the com-
munication of potential risk, teamwork being 
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problematic and blame being present. The con-
cept of psychological safety is now central to the 
development of safe systems, and is therefore as 
important as the development of tools and meth-
ods to facilitate safe care. Much of the concepts 
of building resilience in healthcare organisations 
will require attention to how we support all mem-
bers of staff to be part of teams with a sense of 
belonging in which the meaning of work includes 
safety of the individuals, supported to challenge 
and able to learn in real time. 

The concepts of safety need to build the resil-
ience by also learning from what works within the 
complexity of care delivery to address the well-
being of clinicians [14]. Included in the develop-
ment of a safe environment will be an active 
programme to prevent burnout of clinical staff as 
this has a negative impact on both their well-being 
and the safety of patients. Prevention of burnout 
has not been part of the traditional patient safety 
interventions, yet stressed clinicians are unable to 
deliver safe care. Interventions. As we take a sys-
tems and human factors approach to patient safety, 
part of that approach will be the management of 
burnout taking into account the multifactorial rea-
sons from education, hierarchies, technology, and 
overall design of the service [15].

The progress made in development of inter-
ventions will now be matched by the concept that 
the delivery of healthcare requires the concept of 
patient safety is our core business and all that we 
do need to be focused on safety. Therefore, all 
people working in the healthcare setting need to 
be supported to be safe and to proactively work to 
their own safety from a psychological and physi-
cal perspective. The safety of the people for who 
they care will then follow.

4.6	 �Design for Health 
and for Safety

•	 Invest in health rather than healthcare
•	 Co-produce safety with people not with 

patients
•	 Place people in charge of their health, not their 

disease
•	 Use human factors and ergonomics to address 

complexity

The patient safety movement has been focused 
on healthcare which really implies that it is con-
cerned with the negative impacts in the manage-
ment of disease. The future of the movement will 
transcend disease and focus on maintaining the 
health of people, even when they have disease. 
This approach implies that people with a disease 
need to have their physical and mental health 
beyond their disease protected at all times by 
minimising the risk of harm. To achieve this aim, 
we need to move to a new paradigm, and change 
the current design of our healthcare system, 
which is focused on physiological systems rather 
than the person as a whole. This implies a change 
in the systems we have created, which have been 
medically focused. It does not imply that we 
destroy all we have, but rather that we examine 
people flows, human factors, and safety from the 
eyes of the person receiving care.

The concept of engaging with the people who 
receive care has become central to the person-
centred care movement. The person-centred care 
approach is more than asking about satisfaction 
and experience, but rather in sharing responsibil-
ity for health and becoming partners in health-
care provision. The realisation that we cannot be 
safe without the involvement of the people who 
we care for in the planning and design of services 
has led to the concept of co-production, in which 
people are part of the solution rather than part of 
the problem [16–18]. This approach implies a 
radical rethink on how we define adverse events, 
how we look at harm from the viewpoint of the 
family and person harmed, and how we investi-
gate safety incidents with the inclusion of the 
patient as a person, not as a patient. It will require 
a re-evaluation of clinical risk, a change in the 
power imbalance and real consultation with peo-
ple about risk and the relative benefit of interven-
tion. Co-production also implies that we co 
design safety not only with the people we call 
patients, but also with the providers of care who 
have to be safe all the time, despite the inherent 
risk of the clinical processes and especially in 
trying conditions.

To achieve safety within clinical process will 
require the integration of safety design as part of 
the day-to-day operations. Human Factors and 
Ergonomics (HFE) has been a marginal topic in 
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healthcare, pursued by enthusiasts rather than 
being core to the programmes that we run. In 
other chapters, the HFE theories have been pre-
sented. HFE will be as integral to medical educa-
tion as anatomy and physiology, so that it is a 
seam that runs through all of our thinking [19].

4.7	 �Social Determinants 
of Patient Safety

•	 Define the importance of social determinants 
of patient safety

•	 Design care that is culturally sensitive and 
promotes safety

In recent years, the importance of the determi-
nants of health outcomes has been highlighted 
with the studies that indicate that people who are 
less well-off economically, are from ethnic 
minorities or marginalised groups have worse 
health outcomes. Poverty, housing, education, lit-
eracy, and nutrition are a few of the factors that 
interplay to cause clinical presentations, as well 
as the outcome of treatment be it due to poor 
access, lack of health literacy, or institutionalised 
prejudice [20]. Health outcomes can be predicted 
depending on the influences of the social deter-
minants. The poorer one is, the worse is the clini-
cal outcome. Poverty influences life expectancy, 
the type of diseases to which one will succumb, 
the access to health, and the quality of healthcare 
[21]. The patient safety movement has not tradi-
tionally researched the impact of the social deter-
minants of health on the risk of harm, either for 
individuals or for communities [22].

It is logical to expect that people who are poor, 
have low health literacy, and do not have equal 
access to the healthcare system, are likely to be at 
risk of harm due to the immense power differen-
tials and the institutionalised prejudice they expe-
rience. If one adds ethnicity, gender, language 
and status, e.g. refugee or homeless, then the out-
come is likely to be even worse. The challenge 
for the patient safety movement is to acknowl-
edge the inequity and to mitigate against it in the 
design of programmes. We need to measure this 
perspective of patient safety in order to allow for 

the development of interventions that empower 
people and address the impact poverty and disad-
vantage have on safety.

From a global perspective, the work by the 
Lancet Commission on the increased risk to the 
people in the poorer nations of the Lower and 
Middle Income Countries indicates that we will 
need more than the patient safety methodologies 
to protect people in those countries from harm 
[23]. In the future, the Social Determinants of 
Patient Safety (or SDPS) will be as important in 
understanding how to prevent harm as are the 
methods and interventions we use to mitigate 
against adverse events.

4.8	 �Harnessing Technology 
for the Future (Reference 
Chap. 33)

•	 Digital health for safety
•	 Empowering people using technology
•	 Understand the opportunities and risks of 

Artificial Intelligence

The challenge we face in the patient safety 
movement is how we harness the great potential 
of the digitalisation of health and the introduction 
of Artificial Intelligence to healthcare delivery. 
The potential to use new technologies to design 
out human medical error and resultant harm is 
great. Nonetheless, it is not necessarily the solu-
tion to the challenge of patient safety, but rather 
an aid towards safer care [24, 25]. The potential 
of Electronic Health Records, electronic pre-
scribing, and computer ordering systems to 
address the communication and transcription 
challenges in patent safety are still to be realised. 
They have not overcome communication issues, 
but offer us the opportunity to have better com-
munication and easier pathways, if the imple-
mentation is successful. The challenge is to not 
replace old errors with new ones [26]. As most of 
the implementation has been in upper income 
countries, the spread of digital solutions around 
the globe will need to be carefully considered to 
ensure that the lessons learnt are applied with the 
safety of patients at the core.
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For people receiving care, the use of smart 
phone technology can empower them to manage 
their care with ready access to information, medi-
cal records, test results, and control of their own 
data. This will require careful development, with 
ceding of power from the professionals to the 
people receiving care. Co-production of safety 
solutions will be an essential part of realising the 
potential of technology.

Artificial Intelligence (AI) has the potential to 
fundamentally change the way we care for people 
and to enhance the safety of care. However, the 
future development and implementation will need 
to address numerous challenges, such as the reli-
ability of the predictions made from the newly 
developed machine learning systems. The transfer-
ability of the information and how data matches 
complexity of different health systems and how we 
as clinicians interact with the new technology [27]. 
While it is still early in the development of AI solu-
tions that can assist us in our safety journey, we in 
the patient safety field must join with AI developers 
to harness the potential of predictive modelling in 
the future. The safety movement will need to be 
integral to the development of AI solutions and 
ensure that there is a safer system in the future [28].

4.9	 �Conclusion

We have come a long way in the patient safety 
movement. The standards of care in the past have 
focused on the processes of care and now need to 
be redesigned by people who receive care. This 
will change their focus from measurement of 
process to a refined assessment of people’s expe-
riences and the desired outcomes. Patient safety 
in the future will not be about the interventions 
needed, but rather about the people who work in 
the system, the people who receive care, and how 
we can design systems to support them in the 
delivery of reliable and safe care.

If we truly want to aim for Zero Harm as a 
concept, then we will need to redesign our sys-
tems of care through co-production and partner-
ship, and address the challenges of the social 
determinants, the hierarchical cultures, and the 
opportunities of technology.
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