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Why We’re All Here
From Tragedy to Truth and Beyond

INTRODUCTION

 I’m here because.....

 The power of invitation

 Background – the story

 Motivation – addressing the 
gaps in patient safety

 Using a tragic outcome as a 
catalyst for change?

OPPORTUNITY – PART I

 Invitation to use the adverse 
event as a learning tool

 Initial misgivings

 Added Value?
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REASSURANCES

Tell me a fact 
...and I’ll learn

Tell me a truth 
…and I’ll believe

Tell me a story 
…and it will live in my heart forever

(Indian Proverb)

The relationship between facts, feelings and 
behaviours

Vera Keane, 1967

OPPORTUNITY – PART 2

 Patients for Patient Safety

 Collaborative cooperation with 
healthcare

 Patient Safety Champions

 Raising awareness of the reality as 
experienced by patients

REFLECTIONS
CHAMPION ACTIVITIES
PERSONAL EXPERIENCE

 Advances in Patient Engagement

 Credibility afforded by WHO

 International, National, Local – Policy, 
Regulatory, Education, Research, e-Learning

 Made possible by Leaders and Innovators -
Invitation and Opportunity

There is one thing worse than being blind and 
that is having sight but no vision                      

- Helen Keller
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EVIDENCE OF IMPACT
- FEEDBACK -

 Change in work practice

 Resolving to re-assess opportunities for 
improvement

 Challenge to learn and make care safer

W.H.O. PATIENT SAFETY 
EDUCATION WORK STRAND

Where’s the Patients’ Voice 

in Health Professional Education? 
Christine Farrell, Angela Towle, William Godolphin

Division of Healthcare Communication

The University of British Columbia

• Patient perspective and culture change

• Impact

• Student feedback

• Disclosure is......
________________

THE FUTURE
- PARTNERSHIP -

The Goal
Knowledgeable Patients receiving safe & effective care         

from skilled professionals 
in appropriate environments 

with assessed outcomes

A definition

A relationship between individuals or groups that is 
characterised by mutual cooperation and 
responsibility, for the achievement of a specified goal 
–an alliance or association of persons for the 
prosecution of an undertaking
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THE STEPS

 Identifying individuals and groups

 Developing the relationship

 Embedding into the system

 Mutual cooperation and 
responsibility through governance 
that is fair, transparent, providing for 
identified needs

 Culture change that addresses skill 
deficits

WHAT SUCCESS LOOKS LIKE

 Evidence of a culture that is open, 
transparent – truly professional

 Inspires trust of vulnerable patients 
and concerned carers

 Prevention better than cure

 Leadership ensures learning and 
improvement and provides supports

 Passing the test of an honourable 
system

WHAT SUCCESS LOOKS LIKE CONTD.
 Observance – Guidelines, Protocols

 Diagnosis & Timely Interventions

 Effective Communication

 Safe transitions/handovers

 Responding to deteriorating patient

 Weekend admissions & care quality

 Listening, hearing and respecting

 Addressing behavioural issues

 Acknowledging error & allowing 
learning to occur
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PATIENTS FOR PATIENT SAFETY
THE LONDON DECLARATION - A VISION STATEMENT FOR PATIENTS FOR 

PATIENT SAFETY, WRITTEN AT 1ST PFPS WORKSHOP BY PATIENTS AND 
FAMILIES FROM EVERY REGION OF WHO

In honour of 

those who have died, 

those who have been left disabled, 

our loved  ones today, 

we will strive for excellence, 

so that all people receiving healthcare 

are as safe as possible, 

as soon as possible.

This is our pledge of partnership

margaretmurphyireland@gmail.com


