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Improving safety and quality: how can education help?
Merrilyn M Walton and Susan L Elliott

A

s the national spotlight turns on the safety and quality of
health care, there is intense scrutiny of adverse events,
professional accountability and multidisciplinary teamwork. Improving safety and quality of health care requires
competent health professionals who deliver patient-centred
care as members of interdisciplinary teams, and use evidencebased and ethical practice, quality improvement approaches
and information technology (IT). These health professionals
knowThe
about
organisational
complexity,
systems
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prevention.
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Many
of these concepts are new to medical education. In 2003,
www.mja.com.au
the US
Institute
of Medicine
education: a
The safety and
quality ofreport
healthHealth
care: professions
where
now? argued strongly for the education of health
bridgeare
to we
quality
professionals in patient safety.1 The report identified five core
competencies deemed essential for health professionals: the capacity to provide patient-centred care, to work in interdisciplinary
teams, to employ evidence-based practice, to apply quality
improvement methods and to utilise informatics.
Why is it necessary to educate doctors about
quality and safety?
Demands for change in medical education are no longer confined
to the medical profession; governments and the community also
want change as a result of publicised adverse events. Retrospective
medical record reviews in the United States, United Kingdom,
Denmark, New Zealand, Canada and Australia have revealed the
extent of injury to patients as a result of their health care.2-8 Most
medical educators acknowledge that problems are caused by
poorly designed systems, but are uncertain what needs to be
taught about quality and safety, and how best to teach and assess it.
More than a decade ago, Leape alerted the profession to the role of
systems in adverse events,9 but the practical application of systems
theory remains undeveloped.
Systems theory is an interdisciplinary field which studies systems as a whole, focusing on complexity and interdependence.
Systems theorists argue that errors are more often caused by preexisting organisational factors (eg, poor processes, poor designs,
poor teamwork, financial constraints and institutional factors)
than by human blunders or negligence. Health professionals are
not routinely trained in systems language and concepts, nor do
they use relevant tools to make sense of their workplace.10
Although many clinicians recognise the problems in the system of
health care delivery they do not know how to address them at the
institutional or at the individual practice level.
The Productivity Commission report on the health workforce
moved the supply of workforce and the environment in which
doctors work and learn to centre stage.11 Education and training
were also emphasised by the National Health Workforce Strategic
Framework, in which ensuring an appropriately skilled and competent workforce was one of seven action areas agreed on by health
ministers in 200512 (Box 1).
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ABSTRACT
• National efforts to improve the quality and safety of health
care present challenges for medical education and training.
• Today’s doctors need to be skilled communicators who know
how to identify, prevent and manage adverse events and near
misses, how to use evidence and information, how to work
safely in a team, how to practise ethically, and how to be
workplace teachers and learners.
• These competencies (knowledge, skills and attitudes) are set
out in the National Patient Safety Education Framework
(NPSF) of the Australian Council for Safety and Quality in
Health Care.
• The NPSF is designed to help medical schools, vocational
colleges, health organisations and private practitioners
develop curricula to enable health professionals to work
safely.
• The NPSF describes what doctors (depending on their level of
knowledge and experience) can do to demonstrate
competencies in a range of quality and safety activities.
• Medical schools, vocational colleges, health organisations
and private practitioners need to work collaboratively with
one another and with other health professionals to ensure
that patient safety and quality curricula are implemented and
evaluated, and that valid and reliable assessments of learning
outcomes are developed.
• Interdisciplinary and vertically integrated education and
training are needed, incorporating innovative methods, to
create a safer health care system.
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How and where should doctors learn?
Education of clinicians about quality and safety is best undertaken
in the workplace, not in lecture theatres. When training and
education of health care workers is divorced from patients and the
places they are treated (hospital, clinic, office or the home), key
learning areas such as complexity of care, communication, teamwork and patient engagement lose context and relevance.
Innovative workplace learning is designed around the learner’s
level and needs, valid assessment methods and the use of local
resources. Although education based on competency and performance is becoming more common, much education and training is
still structure- and process-based. Despite an apparent consensus
that educational programs about safety need to move from didactic
lecture style formats13 to competency-based education, there
remains a lack of shared understanding of what a competency is,
and how it can be demonstrated.14
We need to adopt a range of innovative teaching and assessment
strategies, and not just rely on traditional expert clinicians imparting their knowledge and skills at the bed- or chair-side or in
lecture theatres.
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1 National Health Workforce Strategic Framework:
key action areas12
The Framework summarised seven key action areas:
• ensuring and sustaining health workforce supply;
• workforce distribution that optimises access to health care and
meets the health needs of all Australians;
• ensuring health organisations are places in which people want
to work;
• ensuring the health workforce is always skilled and competent;
• optimal use of skills and workforce adaptability;
• recognising that health workforce policy and planning must be
informed by the best available evidence and linked to the broader
health system; and
• recognising that health workforce policy involves all stakeholders
◆
working collaboratively.

Available strategies for learning, teaching and assessment
include case studies, role plays, professional mentoring, simulation
(low and high fidelity), hypothetical scenarios, seminars, videos,
films, project work, log books, interprofessional activities, teaching
by patients (real, standardised or simulated) and carers, peer
review and objective structured clinical examinations (OSCEs).
The patient’s role in medical education has been relatively
passive. Yet patients are a valuable potential resource; they could
be involved in discussion groups, problem-based learning groups,
simulations and interactive seminars on topics such as management of chronic diseases, risk communication, health education
and adverse events. Patients are increasingly involved in the
assessment of communication skills and could also be used in
assessing risk communication.
What should happen?
Quality and safety training and education, having arrived, are yet
to be successfully incorporated into Australian undergraduate and
postgraduate medical training. A major barrier has been the lack of
an educational framework describing what health professionals
need to know about patient safety.

and behaviours) relevant to one’s level of responsibility for patient
care.
Communication
A consistent theme in publications on quality and safety is the
importance of clear, accurate and timely communication among
clinicians, patients, carers and management. The link between
mistakes and inadequate communication (ie, inadequate, wrong or
no communication) is firmly established.17-19 Treatment outcomes
are also influenced by how well clinicians communicate with their
patients and other health care workers.20-22 How do doctors
engage with their patients? What is the best way to convey risk
information? What steps must a doctor take to provide complete
information after adverse events? How do doctors show respect for
cultural differences? A competent doctor would demonstrate these
competencies relative to their level of knowledge and experience.
Teaching communication skills is now firmly embedded within
undergraduate programs, but a greater challenge is learning how
to communicate in complex environments where multiple people
are involved in the care of each patient. Simulator centres are used
for training and assessment of team communication in emergency
scenarios. However, there has been little attention to less acute
settings, although regional general practitioner training programs
are beginning to address these issues in primary care.
Identifying, preventing and managing adverse events and
near misses
Adverse events occur across the health system. Most health
organisations have, or are implementing, methods for reporting
and analysing serious adverse events.23 Doctors need to recognise
errors and system failures, understand the underlying factors, and
know how to make the necessary improvements to prevent them
recurring. The common use of the word “stuff-up” to describe a
mistake or error suggests inadequate preparation and knowledge,
and an inappropriate focus on the individual rather than the
system. Research shows that an understanding of the nature of
errors and application of quality improvement concepts reduces
errors, waste and inefficiency.24,25
Using evidence and information

The National Patient Safety Education Framework
In 2005, the Australian Council for Safety and Quality in Health
Care published the National Patient Safety Education Framework
(NPSF).15 The NPSF identifies the competencies that health care
workers need to deliver safe health care (Box 2). It is designed to
help medical schools, vocational colleges, health organisations
(private and public hospitals, nursing homes and community
health centres) and private practices to develop curricula and
training programs for students, trainees and staff. The NPSF
recognises that all health workers, not only doctors, are responsible for patient safety. As adverse events and poor quality are
known to correlate with poorly designed systems and inadequate
communication, the NPSF was designed to apply to everyone
working within the health system, not just health professionals.
The learning areas and topics of the NPSF were developed from
the literature,16 and validated by national and international experts
and information gathered from wide consultation with health
professionals, managers and consumers across Australia. Each
topic is accompanied by a set of competencies (knowledge, skills

The constantly changing clinical environment requires doctors to
regularly update their knowledge and skills. They can no longer
rely on prior learning;26 they need to know how to formulate
relevant clinical questions, how to efficiently find the best evidence, and how to incorporate the findings into practice.27 Many
medical courses have addressed the need for graduates to have the
skills required for evidence-based decision-making and lifelong
learning.
Health informatics refers to the systematic application of computer science and technology to health practice, health care
services, research and education.28 Evidence suggests that routine
use of information and communication technology improves
patient care.29 However, many clinicians are unaware of the
developments in informatics and their potential role in patient
safety. Come the genomic era, doctors will require skills and
knowledge about new technologies and computer-generated tests,
such as genetic testing. They will be expected to understand
clinical informatics and how IT can reduce errors in the workplace. They will use IT tools to measure performance and to
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2 National Patient Safety Education Framework:
learning areas and topics15
1. Communicating effectively
1.1 Involving patients and carers as partners in health care
1.2 Communicating risk
1.3 Communicating honestly with patients after an adverse event
(open disclosure)
1.4 Obtaining consent
1.5 Being culturally respectful and knowledgeable
2. Identifying, preventing and managing adverse events and
near misses
2.1 Recognising, reporting and managing adverse events and near
misses
2.2 Managing risk
2.3 Understanding health care errors
2.4 Managing complaints
3. Using evidence and information
3.1 Employing best available evidence-based practice
3.2 Using information technology to enhance safety
4. Working safely
4.1 Being a team player and showing leadership
4.2 Understanding human factors
4.3 Understanding complex organisations
4.4 Providing continuity of care
4.5 Managing fatigue and stress
5. Being ethical
5.1 Maintaining fitness to work or practise
5.2 Ethical behaviour and practice
6. Continuing learning
6.1 Being a workplace learner
6.2 Being a workplace teacher
7. Specific issues
7.1 Preventing wrong site, wrong procedure and wrong
patient treatment
7.2 Medicating safely

◆

identify, access and interpret online health-related information and
data.
Working safely as a team
Another common theme in quality and safety publications is the
role of the multidisciplinary team in improving quality and
continuity of care. Communicating accurate information in a
timely way to the right people can be complex and difficult
because of the spread of clinical responsibility among members of
the health care team.19,30 Hospital doctors may identify others
within the hospital-based medical team but may be less familiar
with other teams responsible for patients, such as GP- and
community-based teams. Effective health care teams communicate
with one another and combine their observations, expertise and
decision-making to optimise patient care.1
Effective teamwork is known to reduce errors caused by miscommunication, poor handover, and delayed diagnosis and treatment, particularly for those with a chronic illness.31-33 Yet, the role
of effective teamwork in reducing risks and improving continuity
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of care may not be readily appreciated by clinicians, as they are
trained to accept individual responsibility. Nor is the role of human
factors in reducing errors fully understood; otherwise, checklists
and use of protocols would be the rule rather than the exception.
Junior doctors are particularly vulnerable to errors during handover on rostered nights and over weekends, yet no particular
training occurs to improve patient safety. The State Postgraduate
Medical Councils have collaborated on producing a national
curriculum for pre-vocational training, which includes safety and
quality as a learning area, and will be available for consultation
later this year. Knowledge about organisational complexity and the
different professional and organisational cultures is critical for
understanding the influence of the environment and poorly
designed systems on quality of care. This, too, is poorly understood; otherwise, multidisciplinary morbidity and mortality meetings, handovers and clinical review meetings would be common.
They are not.
Ethical practice
Medical ethics, clinical ethics and ethical practice are now receiving greater attention in education and training because of the
increased use of technology, the range of care and treatment
options, and greater demands for accountability by the public and
professional registration authorities. State Medical Boards, the
Colleges and accrediting bodies, such as the Australian Medical
Council, stress the importance of professionalism and its role in
maintaining community trust. The NPSF identifies ethical and
professional practice as a key area in patient safety. Reason argues
that a systems approach to error management necessarily incorporates strong professional regulation.34 The perceived contest
between individuals and bad systems as the cause of patient
injuries temporarily confused many clinicians and managers, but
individuals have always remained accountable when they act
unprofessionally.
Two learning topics describe the competencies for clinicians in
relation to “fitness to practise” and “professional and ethical
behaviour”. Junior doctors, for example, are expected to practise at
the standards required by their medical registration board and set
by their professional body. They would be expected to know how
to report unsafe, incompetent and unethical coworkers and unsafe
work situations, and know how to maintain their knowledge and
skills. They would also provide a good standard of service, work
within their knowledge limits, keep up-to-date with laws and
regulations, willingly consult coworkers, participate in clinical
audits, and delegate and report appropriately.
Professionalism is now a priority standard for most health
professions. The term covers the attitudes and behaviours that
promote and maintain the patient’s best interests above and
beyond all other considerations. An ethical health professional
(irrespective of their position) would put patients’ interests above
their own, avoid harm, respect patient autonomy, maintain competence, and work and practise within the bounds of their knowledge and experience.
Health registration boards, health departments, hospitals and
other health services are increasingly providing guidance to clinicians on the importance of professionalism. Most Australian
medical faculties have professionalism as a key teaching and
learning domain, with innovative approaches to assessment,
including peer feedback and reflective portfolios.
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Continuing teaching and learning
Teaching is a long recognised responsibility of clinicians, but the
infrastructure to support clinician teaching is inadequate. Passing
on skills and knowledge to the next generation was once relatively
easy, with greater patient access and time for small-group tutorials,
but today clinicians are finding teaching difficult. Many have
received little training in educational methods, and their teaching
activities are often an add-on to other duties. New innovative
methods, such as ambulatory teaching clinics, are urgently
required to support clinical teaching.
The organisation of health services and high workload in
hospitals and private practice, coupled with rapid changes to
health information, make it impossible for individuals to keep upto-date using the traditional methods of reading journals or
attending lectures and conferences. New competencies in workplace learning are required. Working in health care is a lifelong
journey that requires the application of self-directed learning, selfmonitoring and self-assessment techniques, coupled with peer
validation.
How should medical educators and trainers use
the NPSF?
The NPSF offers a unique opportunity for collaboration among the
various health and medical educational organisations. The Committee of Deans of Australian Medical Schools (CDAMS) was
involved in developing patient safety education and its continued
advocacy and leadership is essential. The NPSF greatly facilitates
the development of patient safety education modules that address
the learners’ needs. Modular development permits integration into
existing undergraduate and postgraduate curricula, but incorporating new content and activities requires an effective local “champion”, a collective commitment to reducing time allocated to preexisting content, and the implementation of meaningful assessment. The absence of these elements has wasted the hard work and
expertise of several previous discipline-specific national curriculum development teams.
Adding another course to existing curricula is not practical or
desirable. In an already overcrowded curriculum, patient safety
should not be taught as a separate subject, but integrated as a
theme into all existing coursework. For undergraduate medical
courses, the accreditation role of the Australian Medical Council
should be exploited to ensure all schools incorporate the NPSF
goals. CDAMS and the vocational colleges are well placed to help
medical educators and clinicians build capacity by sponsoring and
evaluating workshops that prepare academic and clinical staff to
incorporate safety and quality into training and education programs.
The methods for optimal learning depend on the topic and the
knowledge and skills required. A variety of teaching and assessment methods could be used to help undergraduates and graduates learn about patient safety. As the NPSF is outcome-focused,
students and clinicians will need to demonstrate their performance
in a number of key activities for each of the learning topics.
Conclusion
The NPSF has far-reaching implications for professional colleges,
universities, registered training organisations, and workplace education and training programs. The Framework supports education
and training in all environments and does not rely solely on the

traditional professional groups or teaching methods for implementation. The future learning environment is one in which different
health professions will work and learn together using locally
relevant and innovative teaching methods.
Unless we provide the right learning environment and education
and training on quality and safety, our response to legitimate
concerns from the public will continue to be ad hoc and ineffective. It is time for medical schools, colleges, health organisations
and private practices to work collaboratively. Opportunities for
interdisciplinary and vertically integrated education and training
need to be realised, and new paradigms employed to create a safer
health care system in which effective teams make evidence-based
decisions in the best interests of their patients.
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