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Natalie Wyatt  

Welcome to your RCPCH Patient Safety podcast, where we delve into the successes and 
challenges of creating a healthcare environment that is safe for children and young 
people. 

 

Jonathan Bamber  

 

 

Natalie  

 

 

Jonathan  

Lachmann today, Peter is a consultant paediatrician and patient safety expe
currently working at the Royal College of Physicians in Ireland to develop clinical leaders 
in quality improvement and has previously led safety improvement work in a number of 
roles, including the CEO of ISQua, the International Society for Quality and Healthcare, 
and as the editor of the Oxford Professional Practice: Handbook of Patient Safety. So 
welcome, Peter, thank you so much for joining us today. 

 

Dr Peter Lachmann  

 

 



Natalie 

could you tell us a little bit more about yourself and how you became interested in 
paediatric patient safety? 

 

Peter  

potassium chloride and the baby died. It was a human factors error. This was many years 
ago. But that poor doctor, and the nurse who was in the process, both lost their jobs and 
were charged with manslaughter. And it was basically a production line safety because, 
within Cape Town, we had a very, very lean system of babies coming into the hospital 
having diarrhoeal disease. And they had to decide whether they were acidotic or not on 
entry. And he asked for 5ml of Sodibic, but got 5 ml of potassium chloride in error. The 
vials were exactly the same except one had red writing, and one had black writing, they 
were glass vials, and they were kept side by side. So it was a pure design/human factors 
problem, but that was in 1984, before we knew about human factors in healthcare, before 

 the 

parents that the baby died through a medical error. We did not at that stage know 
ncident which 

would set my career in patient safety, when I was a young registrar, in the first or second 

stories I can tell you. And that was in a very high-performing unit in a high-performing 
hospital. It was award-winning in its treatment of diarrhoea, with many papers written 
about how we did it. But there was a fatal human factors flaw in the design. But no one 
was speaking about human factors in those days. And I hate to say it, but over the last 40 
years since that event, because this was around 40 years ago, nothing much has changed 
in terms of human factors. We still have medication sitting side by side that nurses or 
doctors incorrectly give to patients because the design is not correct.  

 

Natalie 

-year span, we can still reflect on that 
same problem there from when you look back at your first days as a registrar.  

 

Peter  

I always think that, as I went through my career, I was very fortunate to escape. But I was 
involved in many, many incidents as the person sorting it out. But most young doctors 
today, your trainees, the doctors in postgraduate medical education  who will be called 
junior doctors, not really junior  most of them have similar experience. And they will be 



 

 

Natalie 

Absolutely. One of the things that we were hoping to focus on today is thinking about 
how the culture of an organisation might make it more safe. And just to set the scene for 
people listening today if this is something new to them, could you tell us a little bit about 
what the basic principles are of a culture of patient safety? What does that mean to you? 

 

Peter  

you think about the work you 

make safety a priority in all our actions. And we have to ask about safety all the time, we 

slogans  
 I can give you the list of verbs that they throw out there 

nonsense, because the executive teams, the clinical teams, are not thinking about safety 
every minute of the 

became safe. But healthcare just mouths it, and I get very despondent when I see leaders 
talk about a culture of safety, and yet they make young doctors work incredible hours in 

-
where just thinking about safety becomes action about safety, every minute of the day  

 

 

Natalie 

What are the essential components of designing a healthcare system? If you were 

starting from the beginning, how would you start designing a system that kept safety as 
 

 

Peter  

paediatric unit, or I could take the work we did at Great Ormond Street because when I 
was there, we really tried hard to engender a culture of safety and put safety on the 



agenda. We fortunately had a chief executive who started safety walk-rounds and started 
going out to the frontline to find out what bothered them, and what were the issues that 
made them feel unsafe. So if I really wanted to redesign a system, construct a system, 

that. But what I would really start looking at is the long-term programme of redesign. The 
first thing is equipping the workforce from day one. And day one starts on day one of 
medical school. So just as we have training in physiology and pathology and anatomy as 

aduate without knowing 
pathology, physiology and anatomy, I would put all the elements of patient safety as part 
of that core. So just when you are learning about the physiology of something, you must 
learn about the risks and the safety issues that you might have to address for that. So if 

say, HIE, or you learn about retinopathy, or you learn about respiratory diseases, so you 
must be learning about safety issues that babies in a neonatal intensive care unit will face 
 

their registrar training

the safety issues that we have to do to prevent the baby from having a line infection, for 
example. 

 

Jonathan   

If you were going to introduce patient safety as part of this long-term strategy within 
medical training, how would you align or fit that into the focus on clinical outcomes as if 

in a safe 
environment? What is the clinical outcome we would have in wanting to separate 
outpatient safety? Would it be a question of framing what our definition of a good 
outcome is? 

 

Peter  

- me is a 
live baby without any unplanned extubation, line infections, pressure injuries, etc, etc. I 

 

 

Jonathan  

And where would the motivation come to change that thinking? 

 



Peter  

Well, actually, this is where the college steps in. So part of my 
working with the college for the last 15 or 16 years since I came back from IHI. And the 

seen as an issue in 2005. That was the early days, it was the very start of the thing. But 
now, patient safety is on the agenda  
the training, every resident or every registrar has to be proficient in human factors before 
they can graduate. I know they have to be proficient in neonatology and in general 

that are going to be important to graduate. And you have to know about patient safety in 

medical student so that when you get someone coming in from medical school into ST1, 

safety in greater and greater detail, so that when they become the consultant they are 
able to imp
proficient. Unfortunately, the vast majority of our consultant leaders in the country have 

hey 

And that is because originally, patient safety was seen as a reaction: How do we manage 
adverse events? It was seen as a defence of action by organisations. How do we manage 
risk  

ink about safety as how we 
keep babies and young children, patients at the highest risk  the most safety events are 
the under-

 do we ensure that paediatricians who deal 
with the highest risk and obstetricians  
how do we ensure that they understand human factors? How do they understand 
resilience engineering, and learn from what works well? How do we get them to do that? 
That requires a culture of safety. And the culture of safety starts in education and starts at 

people for the future. Th
differently, so we have to educate differently. Then we get to the actions in the hospitals 

report it to the clinical incident team which then does a root cause analysis and you get 
the results six months later  what a waste of time. The clinical teams should be talking 
about safety every minute of the day. 

 

Natalie 

And that was one of the great collaboratives that you were involved in setting up, Peter, 
 

 



Peter  

Yes. 

 

Natalie 

The SAFE collaborative. Part of that focus was about having those conversations every day 
that everyone was involved in. Do you want to tell us a little bit more about that 
programme of work? 

 

Peter  

empowered our people. I was very lucky. When I came back from IHI, I was offered a 
position at Great Ormond Street, which was a great laboratory to implement change. So 
we were able to do that, and I was given funding and a support team, and very 
importantly, an executive team that supported me. So chief executive and board, the 
board supported the chief executive, and patient safety was high on the agenda. And we 
came at Gre

were the leaders in the United States. I visited there a lot, our executive teams visited, so 
both teams went both ways to learn from each other, and we really pioneered a lot of 
things in patient safety. So all credit to my time at Great Ormond Street. At the same time 
at the Royal Free, where I was clinically based, I had Sebastian Ewan as a fellow, Sebastian 
and I did the first, and Nicky Davy, in our work for the International NHS Institute, we 
came up with the first PEWS which got lost because of the change in government when 
the institute closed. So we did the first pews in those days. And I was very fortunate to 
have a fellow in patient safety working on this. At that time, Cincinnati came up with the 
idea that if he did huddles, talked about safety every day, just like they do in other 
industries, things to be safe, and published a few papers, I ended up writing an editorial in 
the BMJ Quality and Safety on it, and I applied for funding from the Health Foundation, 
with the college as the lead, to do closing the gap for patient safety, with the idea that we 
could apply the Charles Vincent model of measuring quality to everyday practice. Charles 
had come to us at Great Ormond Street and studied us and we were one of five or six 
organisations studied to come up wit
teams to talk about safety every day. And then I took that and applied it to clinical teams, 

two-year programme, I then used my connections  
-year 

programme, with two-year funding. After the first year  not even after the first year, after 
the first eight months  we presented our findings at the college at the meeting, I think it 

not 
hospitals to another 16. We went to two more collaboratives. And when it was finished, we 



happening was the first two years was finding out how to do it. And then I went from a 
two- -
doing th
clamouring to find out how can we be safe. And what we teach clinical teams in this is, at 
the start of every day, the end of every day, in the middle of the night  so we normally say 
about three times a day, we ask you to ask six questions. And those questions will help 

applied human factors  called by the 

important for the second question, which is: In the last shift, did we harm anyone? And 

 line infections, 
extubation, pressure ulcers, retinopathy  

about every day at the start of the day. And at the end of the day, they say the same thing. 

-
got that, 
do a quick root cause analysis for the five whys: what do we have to change, what we 

-
treated a baby with meningitis for four days because they sent in estimated weight. And 

rehydrated, we realised that we were under-
esti
rather than wait for root cause analysis they changed the system in the ED about 
estimated weights. So they changed it immediately from that one house officer saying, 

 

, but are 
we doing this reliably? Not what each consultant wants to do, but what the consultants 
have agreed to do. And if not, do we have to change the guideline? Why did we not follow 
it? And the next question is a human factors one. Are we safe right now? So then we 

EIPS model. And 

 system, how are we going to 



rganised? Are 

now we bring in the 
psychological safety, can you see? So we bring it into the front line. And then the next 

awareness. And what the nurse and doctor have to do, the residents, or registrar or the 

We used to get the school teacher coming into these meetings, the dinner lady coming 

k after-
happening there? In that 15 minutes only, takes 15 minutes, twice a day, people are talking 

to be judged, and they are taking action. And all of these, at the start of the programme, 

their MaPSaF changing. And what happens is that communication improves, the nurses 

about safety. And what happens, on the MaPSaF, the indices improve over six months. So 
the culture of safety is being engendered by people talking about safety every day in a 
safe environment. So I think that the SAFE programme, we call it the SAFE programme 
[Situational Awareness For Everyone], provides psychological safety, provides teamwork, 
improves communication, it decreases incidents  or may increase incidents because 
people are talking about them. They start talking about near misses. Doctors and nurses 
feel safe. And people do come into units and have done it. They say it feels different. I 
asked medica

the time. 

 

Natalie 

Absolutely. And do you have to do much of an extra piece around flattening hierarchies 
and things like that in implementing the programme? Because, as you said, it sounds like 
you need to have an environment that everybody feels very safe to participate in. And our 
structure of healthcare is very hierarchical, and that is a challenge. 

 

Peter  

So when I start the courses, there have to be four members of a team. So a consultant has 
to be there, and it could be a physio team, an OT team, it could be the most senior person. 



the registrar. Sometimes they can bring a parent if they want, whatever. But the key thing 

because someone has to make a decision. And the thing about flattening hierarchies is a 
misnomer  
from Cincinnati, because they went to study the US Navy, and they went to the ships, and 

ck? When Tom Cruise 

Top Gun, the most important person is the person telling him what the angle of his plane 
is when he comes in. But when he lands, that person will salute. Yes, sir. No, sir. Then the 
hierarchy is back. So that is the role hierarchy. So, for example, the person with the most 

view. But in terms of hierarchy, the mother is at the bottom of the plan. Can you see? The 
junior doctor, the doctor on the front line, or the medical student, may have the 

that at that point, you have that flat hierarchy. But when the decisions are made, 
someone has to make a decision and deal with all the information, but be willing to be 
challenged for that decision. And if someone is challenged for the decision, then there 

s got to be flexible because someone has to make decisions. 

 

Jonathan  

flex, in that the control should be moving away from the person who has that traditional 

 

 

Peter 

Yes.  

 

So how do we instil an environment where those roles are appropriate and can flex in the 
situation? 

 

Peter 

e teach them that for 



as a trainee. We teach them to do it as a consultant, which is slightly different than when 

Did I do this? So we teach them a different type of reflective practice. The same principles, 
we teach them what, so what, what now? You know that model, the Rolphe model, or the 
given cycle, we say, we can use whichever one we do, and we teach them that, and they 
learn about reflective practice, they go through the reflection, so I see them grow. So we 
teach young consultants how to be good consultants, then, of course, unfortunately, 

out. And that is, we have to help them see the new way of teaching. And that is where 
leadership comes in. So how I would go there is to ensure that, in the 400 organisations 
around the country, we are looking at leaders who will be able to be clinical leaders in 
their areas, and being role model

at the bottom who are training through, and I really think that, in an organisation that 

also now feeling undervalued in terms of respect and wellbeing. So what we have to do is 
 and most people enter into public service not for the money, they know they could earn 

more money in private practice  they are in it for the common good. Part of the common 
good is feeling safe. And if you make sure that the young doctors and nurses and allied 

around them, that requires the leadership to do it. So can you see the different strands? 

be done. 

 

Jonathan  

I wanted to go back a little bit to the way you were illustrating what is going on through 

sometimes running a project, a patient safety programme, is a way to galvanise support 

highest download of anything that relates to quality improvement or patient safety. So 
these courses 

 out and practice and try and 
 



 

Peter 

now we do it in six months. So what it is, is really empowering people. So I said to the 

Sepsis 6, there 

I know that if people are thinking about safety, then other things are going to happen 

 have another dose. Or like 

to have immunizations every year to be safe. So this is what I said to the Health 

for two years, but actually I need a 10-
up teams every year, and then what happens is that every year the team comes back for 

-day course. And we 
did that in Ireland. So we tried that in May, we brought back teams, and there was one 

and they had come on my very first SAFE programme before COVID in 2017/18. And they 
came back, one unit, and now, in their region, they have five paediatric units, and that one 
unit brought back five units with them. They had started a regional SAFE huddle 

what I did because we updated the latest theories  
way we think and have a quicker way of doing it  
take this very complex theory and get people to do it as part of their day-to-day lives 

hardwired 
because they do projects. Once the project is over, they go back to the old way. So what 

n
college is to run a course, which you could probably charge a little bit, once a year for 
teams to come on, to be reinoculated, to get the latest updates in patient theory, to talk 
about the experience, and to learn from others how we can do it. And that should be part 
of it. Because patient safety is very difficult in the environment, and particularly very 
difficult now in the NHS, and a lot of pressure, pressure from the workforce, because they 

 

every day. And people are not talking about it every day. I would say that if I go into an 
organisation, I see the slogans, and then I have to ask the CEO and the finance director, 



it. What has to happen, every member on the team, from the cleaner  a 
cleaner, but is an infection preventer  to a surgeon, who is preventing harm and surgical 

transform things. And I think it starts at the micro-system level, with support from 
leadership. 

 

Jonathan  

culture. And it is quite natural that people rely on 
you can say NHS England has got their guidance and toolkits of how to create a safe 

mentioned the use of the Manchester Patient Safety Framework [MaPSaF], and I 

interested to know what your 
view is on how organisations should lean into this. And I know there are dangers of having 

 

 

Peter 

A safe culture is about both what you feel and what you think. So my first thing is that 

patient safety, but the most important thing is healthcare worker safety. Because if 

safety scale is very useful for 
clinical teams to measure their own safety, and the only comparison is between 
themselves  

 And then in January, your new ST1s 
come in, and they do it again, they would give a higher score because things have 

last unit with the leaders in that unit 

safety scale is very good for clinical teams to measure themselves. If you want to measure 
between different organ - and I 

to 



director, on four occasions I had to tell parents we watched their child die. We actually 
watched the child die. It was very traumatic for the parents, very traumatic for the staff 
members when this happened, and on these occasions, these are very good doctors, very 
good registrars, and excellent consultants. This is before the patient safety days, this is in 
1999 to 2000, and I had a run of four incidents where, whether there was tunnel vision, or 

qualitative, rather than quantitative. And I know people love quantitative measures, but 
culture is not a quantitative thing  

-production 
ladder where parents feel that I do things with for 
do them to 
medication safety and infections. What do we do with a child who has got chronic 
condition like cystic fibrosis comes into the hospital? What is the first thing we do? We 

o give 
medications? The mother who does it every day at home? Or the nurse? Can you see the 

 

 

Jonathan  

ery 

high-
 is that you 

 

 

Peter 

Well, look, I worked at Great Ormond Street for 12 years in patient safety. When I started, I 
was fortunate that Great Ormond Street is called the 

approach. They were very high performing clinically. But then they had a major serious 
 the best in 



they wanted. We wanted to do the same at Great Ormond Street, so we started 
measuring high performance in terms of safety, and we did well at the time I was there  

person like Dal, who was one of my patient safety officers, in her region would be 
responsible for safety in the region, talking about safety every day, doing walk arounds, 
etc, etc. So what the greatest thing is, is the leadership has to define what they really 
mean by high performing, and also the college needs to define what they see as high 

incidents, they need to start talking to the staff. The medical school should be doing the 

 

being trained adequately... we had a number of maternal deaths. And we investigated. A 
normal root cause analysis could find nothing, but what was happening, I realised, that 

feeling unsafe. And when I went to try and learn about patient safety, I realised what they 
ironment we are in because 

the consultants are not in the labour ward with us. So we have to make these difficult 

measure certain outcomes. So you have to measure the incidence of harm in those areas. 

teach them. How do you measure the harms that happen in your area? How are we going 
to decrease it? And the biggest harm in obstetrics, I think, is postpartum haemorrhages. 
How can we limit postpartum haemorrhage to as far as we can, because that is often 

a postpartum haemorrhage is an issue of concern, and how can we predict it? How can 
we predict who may have it? How can we do it? I would be asking women, midwives, 

that qualitative stuff, plus the quantitative of harms, would then give me a good measure 
if that unit is safe. Can you see how complex it is? But I start addressing it from both 
qualitative and quantitative ways, and including everyone  mothers and clinicians as 
well.  

 

Natalie  

this talk today, it all seems to come back in the very beginning to language, and arming 
people with the right language to approach the situation. So what you said there of 

participate. 

 

Peter 



Yes, and I think one of the things we teach is that a unit must decide on the language it 
can use to feel safe. Jonathan mentioned the hierarchies. Unfortunately, we have a 
hierarchy system where people feel that if they show any weakness, they would not get a 
reference. So they will never show their weakness to their consultants, because then they 

the consultant shows fallibility, if the leaders show fallibility, then the juniors or the 

scripts, and I used to make mistakes, so when I had medical students in, I would say to 
 

always give my scripts to the medical students to check and to calculate  
serving two purposes. I was teaching them psychological safety without mentioning the 
word, because I showed my fallibility, and they were learning how to write scripts. So they 
were learning how to be safe prescribers at the same time. So that was a situation which 
worked both ways  that approach is very important to do. But in terms of language, 
Natalie, a colleague of mine from the States said that we have to have words that people 

you can use, or you can choose a word is like, if a doctor writes up a script or gives an 
instruction to a nurse, or the senior doctor to the more junior doctor, and the more junior 

-judgmental way. So what it does, it breaks 
the hierarchy. As soon as someone says the key word that the organisation has decided, 

ght it 
 a nurse talking to a 

rd they say, which is 
non-judgmental, and the cue from the doctor, as soon as someone says that, they say, 

 

 

Jonathan  

follow to create a high-performing team, high high-performing system. And something 
that struck me with all of these conversations around patient safety is that we tend to be 
talking about high performance and asking the right questions, doing the right thing to 
enable people to do their jobs as best as they can, but everyone working together, the 
theory and frameworks we have in safety are so useful to frame conversations like this on 

take a safety approach to this, there are solid frameworks, theoretical background and 

for all of these conversations. And I wonder what you think about that?  



 

Peter 

- 
to speak about it now. The fact that if you are from an ethnic minority or a different group, 

 quite interesting, 

hue or different colour. I knew that because I came from South Africa, so I knew that 
straightaway. And now I suddenly discovered that many years later i

and so on, which are safety issues. So basically, on inequality, if you come from a black or 
Asian ethnic minority group, or a refugee group, or immigrant group, you are at higher 
risk of harm than the average white English person. I think that equity of class is like 

 

for that person? Have we really taken all the factors into account to ensure that person is 
safe, they could do things and so on, a
example, if you have a medication you give to someone, and it has to be kept in the 
refrigerator, do we ensure that that person has a refrigerator and can afford the 
refrigerator 24 hours a day with electricity costs right now? Can you see those kinds of 

culture of equity? No, we 
doing something, is the consultant/leader every day saying to the clinical team on the 

taken all the fact
 there are just flash 

showpieces that they have. And you can see it, you can see what happens, because if you 
ask the trainees who are applying for jobs, we still discriminate. We still discriminate. Ask 

to pay equity at the same level and talk about equity every day. So quality, safety and 
equity are as important as clinical outcomes and clinical conditions. In ward rounds, they 

safety and equity. 

 

Natalie  

where we need to start tackling this. So the role of the college, the role within education, 
postgraduate and undergraduate. For somebody who is listening to this podcast, 

listening to this, do you have a starting block for them? Do you have a call to action for 
them? 

 



Peter 

Yes, well, when we did the Handbook of Patient Safety, it was designed for people in the 

every trainee should be given a copy  not to have to buy it themselves. The trust has to 
buy the Handbook of Patient Safety

know everything about it, but you have to be 

similar kind of story, that you have to be enablers. Know how to measure it, know what to 
do for the trainees, demand that patient safety as part of your training. Now, I would say 

been working with t

professional body has to make this a priority. When the professional body makes it a 
priority, the members of the professional body will start making it a priority. When the 
members of the professional body, the consultants and the trainees, start making this 
priority, then the employers will start making it a priority, because they start to talk about 
it and so on. So I think that the key thing is to come on one of the courses the college 
offers, explore the website, read the books, go on courses, but the most important thing is 

kind of harm do we have here? And are we safe right now? And will we be safe 

 

can prescribe medications and we can sign death certificates and birth certificates. So we 
can bring people to life, we can bring them to death, we can give medications. Medication 

poor administration and poor reconciliation of medications. Over-prescribing, under-
prescribing, polypharmacy, you name it. All of those are what doctors do. In a culture of 
safety, which we are talking about, the consultant will say to the registrar, and the house 

look at a random sample of scripts with our phar
that we get 100% correct prescribing on this ward, no energy required. No extra work, no 

se prescribing errors. Certainly they can engender 
a culture of safety around prescribing which those young doctors will have all the time 
throughout their careers. That also going to decrease adverse events from prescribing 



correcting wrong scripts. Yet that is what we permit. There is a good saying from a friend 
sultant 

permits poor prescribing on his or her ward or clinical area, in the outpatients, on the 

escribing, which 

harm is due to poor medication. So to just go back to the college programme, the 

extended because that it should be high up front again. A lot of work was done a few 
king at. Then after that we come with 

infections, etc, etc. 

 

Natalie  

Thank you, Peter, for taking the time to share all your knowledge and experience with us. 
So much progress has been made over your career in bringing patient safety more to the 

ealthcare. As 
you described, we as individuals need to be supported to change the way we think about 
safety, and then the safety culture can grow from that, and ultimately, then the children 
young people we care for will be safer. 

For more information about developing a culture of safety, the SAFE project and about 
paediatric patient safety in general, please visit the RCPCH Patient Safety Portal at 
https://safety.rcpch.ac.uk/. This is a brand new, online resource full of learning resources, 
safety alerts and more. You can find links for this and for the research and the projects 

notes for the podcast. Thank you for listening. 

 

 

 

https://safety.rcpch.ac.uk/
https://rcpch.libsyn.com/site/patient-safety-1-how-can-we-build-a-culture-of-safety-in-paediatric-healthcare

