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Professional Certificate in Clinical Risk Management

Patient Safety Principles and Practices

Adverse Event — an incident in which a patient suffers an unintended injury or harm caused by medical care
rather than the underlying disease. Related terms: medical error, incident, patient safety. Example: a patient
receives a medication dose that is double the prescribed amount, resulting in nausea. Practical application:
hospitals implement reporting systems to capture adverse events for analysis. Challenges include
under-reporting due to fear of blame and difficulty distinguishing causality.

Alarm Fatigue — desensitisation of clinical staff to safety alarms after repeated exposure to non-actionable
alerts. Related terms: alarm management, false-positive alerts, patient monitoring. Example: a bedside
monitor sounds for low-level arrhythmias that do not require intervention, leading staff to ignore
subsequent alarms. Practical application: adjusting alarm thresholds and using tiered alarm systems to
reduce unnecessary alerts. Challenges involve balancing safety with workload and ensuring critical alarms
remain prominent.

Barrier Analysis — systematic identification of obstacles that prevent safe practice and the development of
strategies to overcome them. Related terms: root cause analysis, failure mode, safety culture. Example: a
medication error occurs because the pharmacy computer system lacks a double-check function; barrier
analysis reveals this gap and recommends software redesign. Practical application: teams map processes,
pinpoint barriers, and implement targeted interventions. Challenges include getting multidisciplinary buy-in
and sustaining changes over time.

Clinical Governance - the framework through which organisations are accountable for continuously
improving the quality and safety of patient care. Related terms: quality improvement, risk management,
accreditation. Example: a hospital establishes a Clinical Governance Committee that reviews
infection-control data and sets performance targets. Practical application: integrating audit, education, and
policy development under a unified structure. Challenges involve aligning diverse departmental priorities
and measuring impact accurately.

Clinical Handover — the transfer of responsibility and information about a patient’s care from one clinician or
team to another. Related terms: shift change, continuity of care, communication. Example: during an ICU to
ward transfer, the outgoing nurse verbally conveys medication orders, vital signs trends, and pending
investigations. Practical application: using structured handover tools such as SBAR (Situation, Background,
Assessment, Recommendation). Challenges include time constraints, incomplete data, and variability in
handover practices.

Confidentiality Breach — unauthorized disclosure of patient information that can compromise safety and
trust. Related terms: privacy, data security, HIPAA. Example: a staff member leaves a computer screen
displaying patient records unattended, allowing others to view sensitive data. Practical application:
enforcing screen-lock policies and regular staff training on data handling. Challenges include balancing
accessibility for care delivery with robust security controls.
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Culture of Safety — an organisational environment where staff feel empowered to report errors, discuss risks
openly, and prioritise patient well-being. Related terms: safety climate, non-punitive reporting, teamwork.
Example: a surgical unit conducts weekly “safety huddles” where any team member can raise concerns
without fear of retribution. Practical application: leadership modelling, recognition programs, and
transparent investigation processes. Challenges include overcoming entrenched blame cultures and
sustaining engagement.

Failure Mode and Effects Analysis (FMEA) — a proactive, systematic method for evaluating a process to
identify where and how it might fail, and assessing the impact of each failure. Related terms: risk
assessment, proactive safety, process mapping. Example: a pharmacy conducts an FMEA on the
medication-reconciliation workflow, identifying a high-risk step where duplicate entry could cause
overdose. Practical application: assigning severity, occurrence, and detection scores to prioritize corrective
actions. Challenges include resource intensity and maintaining staff expertise.

Human Factors Engineering — the study of how people interact with equipment, environment, and processes
to design systems that reduce error. Related terms: ergonomics, usability, system design. Example:
redesigning a medication-infusion pump interface to use colour-coded buttons reduces selection errors.
Practical application: involving clinicians in device design, conducting usability testing before rollout.
Challenges involve integrating human-factors expertise into fast-paced clinical projects.

Incident Reporting System — a structured platform that enables staff to log safety-related events,
near-misses, and adverse outcomes. Related terms: voluntary reporting, safety database, root cause analysis.
Example: a nurse submits a near-miss report after noticing a wrong-patient blood transfusion order.
Practical application: electronic reporting tools that feed into a central safety dashboard for trend analysis.
Challenges include ensuring anonymity, avoiding duplicate reports, and translating data into actionable
change.

Informed Consent — the process by which a patient receives sufficient information about a proposed
intervention, understands the risks and benefits, and voluntarily agrees to proceed. Related terms: patient
autonomy, shared decision-making, legal consent. Example: before a colonoscopy, the physician explains
the procedure, potential perforation risk, and alternatives, and obtains a signed consent form. Practical
application: using standardized consent checklists and teach-back methods. Challenges include language
barriers, health literacy, and time pressures.

Just Culture — a balanced approach that holds individuals accountable for reckless behaviour while
recognising that most errors stem from systemic flaws. Related terms: blame-free environment,
accountability, safety culture. Example: a pharmacist who inadvertently dispenses the wrong drug is
investigated, and the investigation reveals a confusing labeling system, leading to redesign rather than
punitive action. Practical application: clear policies outlining differentiations between human error, at-risk
behaviour, and reckless conduct. Challenges involve consistent application across departments and
maintaining fairness.

Learning Health System — a health-care ecosystem that continuously and systematically captures data from
routine care to generate knowledge that improves practice. Related terms: data analytics, quality
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improvement, evidence-based practice. Example: electronic health record data are analysed to identify
patterns of postoperative infection, prompting a change in prophylactic antibiotic protocols. Practical
application: integrating feedback loops where clinical data inform guidelines in near-real time. Challenges
include data interoperability, privacy concerns, and ensuring clinicians act on insights.

Medication Reconciliation — the process of obtaining a complete and accurate medication list at transitions
of care and ensuring that the list is communicated across providers. Related terms: polypharmacy, adverse
drug event, transition of care. Example: on admission, a pharmacist reviews the patient's home medication
bottles, compares them to the admission orders, and resolves discrepancies. Practical application: using
electronic reconciliation tools and assigning responsibility to a specific team member. Challenges include
incomplete patient histories, time constraints, and lack of standardised documentation.

Near-Miss — an event that could have resulted in patient harm but was prevented, either by chance or
timely intervention. Related terms: close call, sentinel event, incident reporting. Example: a nurse catches a
medication dosage error before administration, averting potential overdose. Practical application:
encouraging reporting of near-misses to identify latent system weaknesses. Challenges involve staff
perception that near-misses are not worth reporting and the difficulty of analysing events that did not result
in measurable harm.

Patient Advocacy — actions taken by health-care professionals or designated representatives to protect and
promote patients’ rights, preferences, and safety. Related terms: patient-centered care, empowerment,
liaison. Example: a patient advocate intervenes when a family member is excluded from care discussions,
ensuring the patient’s wishes are respected. Practical application: embedding advocacy roles within
multidisciplinary teams and providing training on communication skills. Challenges include resource
limitations and potential conflicts with clinical decisions.

Patient Safety Incident — any unintended or unexpected event that could have or did lead to harm to a
patient. Related terms: adverse event, near-miss, sentinel event. Example: a surgical instrument is left inside
a patient’s wound, discovered during postoperative imaging. Practical application: root-cause analysis,
corrective action plans, and system redesign to prevent recurrence. Challenges include timely detection,
thorough investigation, and overcoming defensive attitudes.

Patient Safety Officer — a designated professional responsible for overseeing safety initiatives, monitoring
performance metrics, and fostering a culture of safety within an organisation. Related terms: risk manager,
quality director, safety champion. Example: the safety officer leads a hospital-wide campaign to reduce
central-line associated bloodstream infections. Practical application: establishing safety dashboards,
coordinating training, and reporting to senior leadership. Challenges involve authority boundaries,
competing priorities, and data overload.

Process Mapping — visual representation of the steps involved in a clinical workflow, used to identify
inefficiencies and safety hazards. Related terms: flowchart, value stream, Lean methodology. Example:
mapping the discharge process reveals redundant paperwork that delays medication reconciliation. Practical
application: multidisciplinary teams create maps, pinpoint bottlenecks, and redesign steps. Challenges
include obtaining accurate representation of complex processes and maintaining maps as processes evolve.
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Quality Improvement (Ql) — systematic, data-driven activities aimed at enhancing the effectiveness,
efficiency, and safety of health-care services. Related terms: Plan-Do-Study-Act (PDSA), continuous
improvement, performance measurement. Example: a Ql project reduces medication errors by
implementing barcode scanning and tracking error rates before and after implementation. Practical
application: forming Ql teams, setting SMART goals, and using statistical process control charts. Challenges
include sustaining momentum, staff engagement, and resource allocation.

Root Cause Analysis (RCA) — a retrospective investigative method used to uncover underlying system factors
that contributed to an adverse event. Related terms: corrective action, failure analysis, safety investigation.
Example: after a patient falls, RCA reveals inadequate lighting and lack of non-slip flooring in the hallway.
Practical application: creating an RCA report, developing an action plan, and monitoring implementation.
Challenges involve ensuring thoroughness, avoiding blame focus, and achieving timely completion.

Safety Huddle — brief, routine meetings of the clinical team to discuss current safety concerns, upcoming
tasks, and potential risks. Related terms: team briefing, communication, situational awareness. Example:
before the start of a surgical list, the team reviews patient allergies, equipment status, and recent incidents.
Practical application: using a standard agenda, documenting key points, and encouraging all voices.
Challenges include time constraints, inconsistent attendance, and information overload.

Safety Netting — strategies employed to ensure that patients who present with uncertain diagnoses receive
appropriate follow-up and instructions to return if symptoms worsen. Related terms: discharge planning,
follow-up, patient education. Example: after an emergency department visit for abdominal pain, the clinician
provides written instructions on red-flag symptoms and a scheduled follow-up appointment. Practical
application: checklists and electronic reminders for follow-up appointments. Challenges involve patient
adherence, communication barriers, and system capacity for timely follow-up.

Sentinel Event — a serious, unexpected occurrence causing death or serious injury that signals a need for
immediate investigation. Related terms: critical incident, adverse event, root cause analysis. Example: a
medication error leading to fatal overdose triggers a sentinel event investigation. Practical application:
mandatory reporting, rapid response teams, and system-wide corrective actions. Challenges include
emotional impact on staff, rapid coordination, and ensuring that lessons are disseminated.

Standardised Protocol — a formally documented, evidence-based set of steps that guide clinical practice to
reduce variation and improve safety. Related terms: clinical pathway, guideline, best practice. Example: a
sepsis protocol mandates early blood cultures, lactate measurement, and administration of broad-spectrum
antibiotics within one hour. Practical application: embedding protocols into electronic order sets and
providing decision-support alerts. Challenges involve clinician adherence, updating protocols with new
evidence, and avoiding "protocol fatigue”.

Systems Thinking — an analytical approach that views health-care delivery as an interconnected set of
components, focusing on interactions rather than isolated events. Related terms: holistic analysis,
complexity, safety engineering. Example: investigating a medication error reveals not just a prescribing
mistake but also workflow interruptions, poor lighting, and confusing labels. Practical application: using
fishbone diagrams and system-level interventions rather than individual blame. Challenges include shifting

Read online: https://learnuni.com/glossaries/27484056/patient-safety- LearnUNI - 30 Jul 2026
principles-and-practices



LearnlUINI GLOSSARY

LEARNING SHOULD BE FREE

mindset from linear to complex, and training staff in systems analysis.

TeamSTEPPS - a teamwork system developed by the Agency for Healthcare Research and Quality (AHRQ) to
enhance communication and collaboration among health-care professionals. Related terms: crew resource
management, communication, interprofessional teamwork. Example: a surgical team uses the “brief, huddle,
debrief” model to coordinate patient positioning and instrument counts. Practical application: training
modules, simulation exercises, and assessment tools. Challenges include integrating training into busy
schedules, cultural resistance, and measuring impact on outcomes.

Telemetry Monitoring — continuous observation of a patient’s physiological parameters (e.g., ECG, oxygen
saturation) to detect early signs of deterioration. Related terms: continuous monitoring, alarm management,
patient surveillance. Example: a postoperative patient on telemetry triggers an arrhythmia alarm, prompting
rapid response. Practical application: setting appropriate alarm thresholds, ensuring staff competency in
interpretation. Challenges involve data overload, alarm fatigue, and equipment maintenance.

Time-Out - a safety pause performed before a critical procedure to verify patient identity, procedure, and
site, reducing the risk of wrong-site surgery. Related terms: surgical safety checklist, pause, verification.
Example: the surgical team conducts a “time-out” and confirms the patient’'s name, procedure, and laterality
before incision. Practical application: integrating the time-out into the operating-room workflow and
documenting compliance. Challenges include complacency, rushed environments, and ensuring
participation from all team members.

Traceability — the ability to track the origin, history, and location of a product or process component
throughout the supply chain or clinical pathway. Related terms: chain of custody, documentation, recall
management. Example: barcode scanning of a implant allows the hospital to trace its batch number in the
event of a device recall. Practical application: electronic inventory systems and standardized labeling.
Challenges involve technology integration, data accuracy, and staff training.

Trigger Tool — a method that uses specific “triggers” within patient records (e.g., abnormal labs,
readmissions) to identify potential adverse events for further review. Related terms: automated surveillance,
chart review, adverse event detection. Example: the presence of a reversal agent dose in the medication
record triggers a review for possible overdose. Practical application: software that flags records for manual
review by safety analysts. Challenges include false positives, workload for reviewers, and ensuring sensitivity
without sacrificing specificity.

Universal Protocol — a set of safety steps mandated by regulatory bodies to prevent wrong-patient,
wrong-procedure, and wrong-site surgeries. Related terms: time-out, surgical safety checklist, patient
verification. Example: the protocol requires pre-procedure verification, marking the surgical site, and a final
“time-out” before incision. Practical application: hospital policy enforcement, staff education, and audit of
compliance. Challenges include maintaining adherence during emergencies and ensuring all team members
understand their roles.

Variance Analysis — a statistical technique used to compare actual performance against expected
benchmarks, identifying areas of deviation that may affect safety. Related terms: performance metrics,
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quality dashboard, data analytics. Example: a variance analysis shows a higher than expected rate of
catheter-associated urinary tract infections, prompting investigation. Practical application: regular reporting
to leadership and targeted Ql initiatives. Challenges involve data validity, timely data capture, and
interpreting complex statistical outputs.

Work-Related Stress — psychological and physiological strain experienced by health-care workers due to
workload, shift patterns, and emotional demands, which can impair safety performance. Related terms:
burnout, resilience, occupational health. Example: a nurse working consecutive night shifts reports fatigue,
leading to a medication error. Practical application: implementing staffing ratios, offering counseling
services, and promoting work-life balance. Challenges include staffing shortages, cultural stigma around
mental health, and measuring impact on patient outcomes.
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