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NSW Health Strategic Priorities

 Patient Safety First

 Better Value Care

 Systems Integration

 Governance and Accountability

 Data and Analytics



Key Issues

 Improving quality remains a stated priority 
but implementation is weak

 Gaps in national leadership
 Compliance and improvement are out of 

balance
 Priority thickets….
 Unfocused approach to building capability
 Local accountabilities
 Asymmetries in measurement and 

reporting



Compliance

States a minimum performance 

standard that everyone must 

achieve

Uses hierarchy, systems and 

standard procedures for co-

ordination and control

Threat of penalties/ sanctions/ 

shame creates momentum for 

delivery

What is our approach to change?

Improvement

States a collective goal that 

everyone can aspire to

Based on shared goals, values 

and sense of purpose for 

improved outcomes

Commitment to a common 

purpose creates energy, will and 

ownership for delivery

Source: Helen Bevan



Socio -Technical Framework for Healthcare 

 Senior leadership 

 Clinical Leadership

 Reliable processes of care 

 Process improvement 

 Psychological Safety 

 Effective teamwork 

 Just and accountable culture

 Person and Family Centred 

Care 

GENERATIVE
Organization wired for safety and 

improvement

PROACTIVE
Playing offense - thinking ahead, 

anticipating, solving problems

SYSTEMATIC
Systems in place to manage 

hazards

REACTIVE
Playing defense – reacting to 

events

UNMINDFUL
No awareness of safety culture



Components of Proactive/Generative 
Learning Systems

People

 Leadership –senior & clinical, 

teamwork, psychological safety,    

human factors, organisational

fairness, negotiation, 

engagement, resilience, 

communication

External

 Regulation, reporting 

requirements, competition

Organization Values

 Goals, rules, accountabilities, focus

Workflow

 Normative actions: procedures, 

protocols, idea generation,     

learning, reliable processes, 

measurement, process 

improvement, transparency

Technology

 Hardware, software, prediction, 

measurement



Highly Reliable Organisations Guiding Principles

 Focus on being predictive and proactive

 Openness about failures

 They are not harm free, but harm does not disable them

 Emphasis on learning

 Obligation to act

 Accountability

 Just culture

 Believe daily work practices produce safer care

 Teamwork and leadership



Adapting our approach… 

Building 
capability for 

safety and 
improvement

Creating 
positive cultures 

for safety and 
quality

Measure what 
matters to 

people

Adaptive in 
leadership with 

deep clinical 
engagement Digitally 

connected 
business 

intelligence for 
transforming 
health care

Person-centred, 
personalised

and 
compassionate

Governance and 
leadership of 

safety and 
quality

Evidence based 
patient safety 

programs



Leadership 

signals

People 

practices

Reliable work 

practices
Data

Climate of trust & 

respect +  
psychological safety

AccountabilityStandardisation

Capability 

building

Patient 

Centred-ness

Positive culture 
for safe and 

reliable systems



Leadership 

signals

People 

practices

Reliable work 

practices
Data

Climate of trust & 

respect + psychological 

safety

AccountabilityStandardisation

Capability 

building

Leadership walk-rounds

Role modelling

Q & S as core business
Resourcing for safety & 

quality
Position Descriptions

Prof. Development Plans

Performance Feedback

Clinical supervision

Peer to peer feedback

Speaking up for safety

Personal & professional 

accountability

Permit / promote

Data for improvement

Trending

Triangulation

BenchmarkingSafety huddles

Team talks

M&M meetings

MDTs

Clinical standards

Clinical protocols

Checklists

Boards and Executives

Improvement Experts

Middle managers

Clinical Leaders for safety

Improvement coaches

Escalation

Staff wellbeing

Respectful behaviour

Rounding

Hand hygiene
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Recruitment & Orientation

Clinical communication

Clinical handover

Public reporting

Waste, harm and variation

Patient exp. feedback

Staff exp. feedback

Quality learning boards

Patient 

Centred-ness

Positive culture for 

safe and reliable 

systems

Patient stories

What matters to you

REACH

Quality Committees

Clinician Compacts

Local Culture surveys

Patient/consumer co-design
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Supporting Learning Systems



NSW Patient Safety Program

Adult
Older

Person
Paediatric

Maternity
& Neonate

Mental
Health

Community

Phase 1 Phase 3

Sepsis

Patient Safety Essentials

Leadership and Culture

Deteriorating 
Patient

Phase 2

Falls

Comprehensive 
Care

Sepsis
Perineal

Tears
Under 

Development



Supporting the Microsystem

Capability Building

Values, 

Behaviour  

& 

Psychology

Systems 

Thinking & 

Leadership 

Unwarranted 

Variation, 

Harm & 

Waste

Theory & 
Method

How will the change happen?

ACT PLAN

STUDY DO

What changes can we make that 

will result in an improvement?

How will we know that a change is 

an improvement?

What are we trying to accomplish?

Langley, Nolan et al  1992

Systems

Systems

Systems

Systems

Systems Systems



http://www.cec.health.nsw.gov.au/__data/ass
ets/pdf_file/0009/327564/CEC-Guide-to-
Quality-and-Safety.pdf

http://www.cec.health.nsw.gov.au/__data/assets/pdf_file/0009/327564/CEC-Guide-to-Quality-and-Safety.pdf


carrie.marr@health.nsw.gov.au

@carriemarr

Thank You 


