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Patient Safety Essentials for Frontline Clinicians

A working primer for clinicians stepping into safety leadership. Built on the WHO patient-safety framing and the
CPPS body of knowledge.

Most harm is not caused by bad clinicians. It is caused by good clinicians working inside systems that make the safe
thing harder than the fast thing. This primer is the short version of what holds up under load — the habits and the
cultural conditions that keep patients safe when the unit is full and the team is tired.

1. The mental model: error is a symptom, not a cause

m You treat an error as information about the system, not a verdict on a person. The first question is "what made
this easy to get wrong?"

®m You can name the difference between a slip (intention right, action wrong), a mistake (intention wrong), and a
violation (rule knowingly bypassed) — because each needs a different fix.

m You design for the tired, interrupted clinician at 3 a.m., not the rested one in the simulation lab.

2. The five habits that prevent most harm

1. Speak the risk out loud. Structured handover (e.g. ISBAR) and a culture where "I'm not comfortable" stops the
line. 2. Make the safe action the default. Checklists, forcing functions, standard order sets — remove reliance on
memory. 3. Close the loop. Read-backs for verbal orders, confirmation on critical results, explicit "who owns this
next step." 4. Report the near-miss. A near-miss is a free lesson. Falling report numbers usually mean fear, not
safety. 5. Reconcile at every transition. Medication and information are most dangerous at handover, transfer, and
discharge.

3. The culture test (ask your unit honestly)
m Would a new nurse challenge a senior doctor's obviously wrong dose — and be thanked for it?
m When something goes wrong, does the conversation start with "what happened" or "who did it"?

m Do frontline staff ever see action come back from the reports they file?

4. When something goes wrong: the first 24 hours
m Care for the patient and disclose honestly (the duty of candour).
m Care for the second victim — the clinician involved is at risk too.
m Preserve the facts without hunting for a culprit.

m Trigger a structured review (RCA or equivalent) focused on system contributors and a small number of
changes you will actually test.

How this was built. This primer reflects a career directing patient-safety learning collaboratives across multiple
African health systems — work that put safety science in front of frontline teams in real hospitals, not seminar
rooms. It is framework-true to the WHO patient-safety literature and the CPPS body of knowledge, and deliberately
tool-agnostic.
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