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How can we help staff create safety in 
a complex, challenging workplace?



Nottingham University Hospitals NHS Trust

16,400 staff ** 1,700 in-patient beds

50+ operating theatres ** 24 + surgical specialties
130,000 + operations / year
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Errors & Violations: Work-as-Done



Ultra safe ……………………………………………………….Ultra adaptive



Quality and safety of surgical care



Quality and safety of surgical care



• Existing data based on past performance
– Clinical outcomes, use of resources, staffing, serious harm / ‘never events’

• Lack of attention to lead indicators
– Knowledge about team skills & behaviours not explicit

– Problems with ‘speaking up’ and challenging within teams

– Debriefing inconsistent or absent

– Team work perception, patient safety culture surveys showed variable 
engagement with senior organisational or departmental leaders 

Quality and safety of surgical care



Quality and safety of surgical care

Operating Theatres are a 
resource constrained 

environment to undertake 
challenging or time 

pressured work

Surgical care is 
delivered by 

multiprofessional 
teams working in 

distributed pathways

Patient expectations & 
individualised care are 
becoming increasingly 

prominent

Individual and team 
capabilities paramount 
to offering necessary 

adaptability to 
situation



Expert practice, team performance, 
teams of teams, systems performance

McChrystal (2015) Holden et al (2013)



Where to start?

Flin & Maran (2004)



Where to start?

Systems design



Interventions

• Evidence-based team training programme

– Establish and embed safety behaviours, improve and strengthen 
team working climate , promote an organisational learning culture 
(resilience)

• Strengthen systems ‘thinking’ and analysis amongst clinical and 
managerial colleagues



The TeamSTEPPS® model: 
Agency for Healthcare 
Research & Quality (AHRQ)An evidence-based model 

of critical team working 
knowledge, skills and 
behaviours that aims to 
improve daily practice 



Tools & Strategies Summary
BARRIERS

◼ Inconsistency in Team Membership

◼ Lack of Time

◼ Lack of Information Sharing

◼ Hierarchy

◼ Defensiveness

◼ Conventional Thinking

◼ Complacency

◼ Varying Communication Styles

◼ Conflict

◼ Lack of Coordination and follow up 
with co-workers

◼ Distractions

◼ Fatigue

◼ Workload

◼ Misinterpretation of Cues

◼ Lack of Role Clarity

TOOLS and 
STRATEGIES

Communication
• SBAR

• Call-Out

• Check-Back

• Handoff

Leading Teams
• Brief

• Huddle 

• Debrief

Situation Monitoring
• STEP

• I’M SAFE

Mutual Support
• Task Assistance

• Feedback

• Assertive Statement

• Two-Challenge Rule

• CUS

• DESC Script

OUTCOMES

◼ Shared Mental Model

◼ Adaptability

◼ Team Orientation

◼ Mutual Trust

◼ Team Performance

◼ Patient Safety!!



Application to practice

• Acquisition of knowledge & set standards

• Assess decision-making about ‘if, when, and how’ to apply 
new skills and techniques in practice

• Being able to offer targeted support to embed in practice

• Monitor or review progress



Situational 
Judgement 
Responses



Individual Report

Links to learning
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CONFIDENCE & CAPABILITY TO EMBED IN PRACTICE

ROLE MODELS   

& TALENT 

IDENTIFICATION

ONGOING DEVELOPMENT OF SPECIFIC KNOWLEDGE WITH TRAINING

DEDICATED ACCESSIBLE KNOWLEDGE & TRAINING
PRIORITY 

DEVELOPMENT

High understanding with high confidence = Above Standard

High understanding with low confidence = Coaching Confidence

Below benchmark understanding with varying confidence = Knowledge Focus

Low understanding with low confidence = Significant Knowledge Focus

Low understanding with high confidence = Priority Development Required RISK

NOVICE

TRAIN

COACH

TALENT



Targeted Links to Learning



Service level or Team Report



Exec / Senior Management Report
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Staff assist fellow staff during high
workload.

 Staff request assistance from fellow staff
when they feel overwhelmed.

Staff caution each other about potentially
dangerous situations.

Feedback between staff is delivered in a
way that promotes positive interactions

and future change.

Staff advocate for patients even when
their opinion conflicts with that of a senior

member of the team.

When staff have a concern about patient
safety, they challenge others until they are

sure the concern has been heard.

Staff resolve their conflicts, even when the
conflicts have become personal.

TEAM CLIMATE: Mutual Support



• Targeted individual 
learning & team 
development

• Debriefing data

• Near miss reporting

• Team performance 
dashboards

• Performance in 
practice 

• Application of  
knowledge and 
confidence

Situational 
Judgment 

Assessment

Behavioural 
Observation

Specific links 
to learning

360 
Feedback

Multi-Measure Approach



Quality and safety of surgical care



Knowledge, Capability 
or Context?

• New lead indicators

– Situational Judgement Responses

– Integrated evidence-based use of 
education, training and coaching for 
improvement

– Simulation exercises

– Team work observations

– Supervision & coaching

– Debriefing summaries

– Incident & near miss reports



Developing resilience in a complex, resource 
constrained workplace 
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