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Safety is central to patient care but our understanding of how 
we ensure and manage safe care is changing. This edition of the 
Future Healthcare Journal brings together reviews and opinion 
pieces from some leading thinkers and practitioners in the field, 
as well as some practical examples of safety improvement. 
While most of this work and thinking was developed before 
the COVID-19 pandemic, we believe that the perspectives 
of patients and families, professionals, and populations on 
healthcare safety have been significantly changed by the recent 
experience. Fortunately, these changing perspectives align with 
our developing understanding of healthcare safety and how we 
should work to maximise care outcomes and prevent harm.

Firstly, the concepts of hazards and risks are understood in 
practice, with COVID-19 infection being a hazard for illness or even 
death, with multiple factors that might increase or reduce your 
risk as an individual or family in contracting the disease or having 
a poor outcome. Gathering more information about the risk helps 
people to then make choices based on their level of understanding, 
their risk tolerance and the acceptability of any barriers. Some 
barriers are simpler to implement widely (eg vaccination), while 
others (eg social distancing) are more difficult. We also developed 
a greater understanding of levels of risk, the changing prevalence 
of the hazard and the effectiveness of barriers. To protect people, 
we rapidly redesigned the use of physical spaces, reduced travel 
and increased ventilation, and tried to understand the impact 
of these changes on the way we work. New ways of working 
were assessed against metrics of risk and were scaled at a speed 
previously unheard of, locally, nationally and internationally. What 
worked was passed on and spread: a large-scale application of 
the concept of Safety II, collective learning from contextualised 
practice, and copying systems that deliver under pressure and that 
can be applied to many patients and practitioners.1 The experience 
of using assessments of risk and harm to drive change at pace and 
scale will be one of the lasting legacies of COVID-19.  

More than anything, improvements in safety depend on the 
development of robust systems to deliver reliable processes 
that result in improved safe care outcomes: our response to the 
pandemic and the learning from what has worked and what went 
wrong has also developed our understanding of the importance 
of systems, their interdependence and important components. So, 
when oxygen supplies became low, we began to understand that 
the weather, the supply, the geography and guidance for clinical 
use were affecting this, and we connected with others who had 
learned how to respond, even involving non-medical industries to 
support. 

Weaver and colleagues give us a helpful review of some of 
the key aspects of patient safety, and how the Health Services 
Investigation Branch has learned from other industries’ systems 
approaches to safety.2 They share how the Systems Engineering 

Initiative for Patient Safety (SEIPS) investigation model explores 
system factors that may have resulted in an adverse event. This 
will be rolled out across the NHS as part of the Patient Safety 
Incident Response Framework approach and the Patient Safety 
Syllabus.3,4 One other theme of the Patient Safety Syllabus is 
‘human factors’. This is a commonly quoted term in healthcare 
safety, but understanding it is, arguably, limited in healthcare 
staff. Sujan and colleagues’ review of ergonomics and human 
factors gives us a greater understanding of the importance of 
human factors for the delivery of health services.5 They also point 
us towards opportunities to grow our understanding more and use 
it in designing safer healthcare. 

Given that care is increasingly delivered in complex 
multidisciplinary teams, the papers from Guest et al, and Chenevert 
and Bascombe are timely reminders of the importance of curriculum 
design for new members of the team and the impact of physician 
associates on the safety of care.6,7

This is a global pandemic and our learning for healthcare safety 
should be global, as should be our response. We must therefore 
ensure that our learning for healthcare safety is shared and spread. 
The reach of the Institute of Global Health Innovation and the 
International Society for Quality in Health Care (ISQua) across 
nations is collectively unique: O’Brien et al collate global safety 
policy, case studies and recommendations that should be applied 
post-pandemic.8 These include how Sierra Leonne learned for the 
COVID-19 pandemic from Ebola, this learning needs to be shared 
more widely. 

Greater use of digital technologies will be a lasting hallmark from 
the pandemic and, as with many interventions, videoconferencing 
(as one example) was introduced at speed without full 
understanding of risks and benefits. While undoubtedly the risks 
of travelling to hospital were too high in the early phases, the 
balance of the risk/benefit ratio of remote consultation is less clear 
now that we have better understanding of managing infection 
risks. Flott and colleagues remind us of the many facets of safety 
in the usage of digital technologies, technologies that are rapidly 
becoming a central part of our safety systems.9

Perhaps the biggest shift both in the pandemic and for the future 
is patients and the public taking a greater ownership and leadership 
of healthcare safety. Four papers in this edition demonstrate what 
might be possible if we open our minds and our cultures to see 
patients and their families as true partners in safer healthcare, more 
accurate records, earlier recognition of deterioration and better 
safety checks, just to start with; key safety priorities for us all.10–13 

And finally, understanding hazards, risks and barriers is of little more 
than intellectual benefit if we can’t deliver locally contextualised 
improvement: Flatman’s practical guide to medication safety at 
transfer from hospital will help teams to get on with improvement 
projects.14 The paper also shows great learning on how to develop 
guidance with, once more, the prominent role of patients as their own 
champions and guardians of safe use of medications. 
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