
National Quality and Patient Safety  |  nqps@hse.ie |  @NationalQPS

Improving Safety 
through learning
Lorraine Schwanberg – AND QPS Incident Management

EQUIPS Research Network  20 Jan 2026



National Quality and Patient Safety  |  nqps@hse.ie |  @NationalQPS

In safety, what do we mean by learning

Learning 
as a 

Process

How do we learn:

•Making inquiries from many sources (service users, 
staff, data, incidents, complaints, literature, etc.)

• Innovative ways of seeking understanding –
simulation, FMEA

•Organisational knowledge and understanding

•Culture

Learning 
as an 

outcome

What do we do with learning:

• Act

• Adapt

• Reinforce 

• Share

• Improve
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The GPSAP 2021-2030 was adopted 

by the 74th World Health Assembly 

in 2021. 

The WHO committed to eliminating 

avoidable harm in healthcare 

globally over a 10-year 

implementation period.

Focus is on incident learning, 

openness and transparency, 

engagement, no blame culture.
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Global Patient 
Safety Action Plan 
2021 -2030 
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IM Principle 
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Incident Management Process

No. 1 
Learning as 
a Process
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Learning from Excellence – Safety II
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Learning as 
a Process
WHO 2020 Patient Safety 
Incident Reporting and 
Learning Systems
Technical report and 
guidance - Uses and 
limitations of aggregated 
patient safety incident data
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Hierarchy of Controls

Nick Sevdalis 

No. 2 
Learning as 
an Outcome
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Hierarchy of Controls as applied in healthcare

Nick Sevdalis 
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Design
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Finding a Solution
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Barriers

FY2017/2018 - 16
FY2018/2019 - 30
FY2019/2020 – 50
FY2021/2022 - 13
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SMART (specific, measurable, attainable, realistic, and time-sensitive)

Simulation 

Working groups for on-going improvement

Assurance - Audit/Score card/outcome measures
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Factors affecting the application of learning

Quality of recommendations, too many or too much detail 
or too simple, do not address the issue

Resource – workload, time for training, staff turnover, lack 
of front-line engagement

Lack of engagement with front-line staff in identifying 
recommendations, lack of communication re the need for 
change

Organisational issues- spanning boundaries of specialty, 
complexity, lack of quality assurance processes

Anderson et al 2016
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No. 3 
Sharing 

Learning
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patientsafetytogether@hse.ie   

mailto:patientsafetytogether@hse.ie
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Communication Channels
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Connect with us!

@NationalQPS

nqps@hse.ie
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