Figure 1: Qualitative learning themes across the spectrum of responding to safety events

Reporting and

Recognition feedback Improvement Learning 2
Interprofessional reflection
Analysis
| think safety rounds | When a safety event is It is encouraging to Reviewing all medication
has just made discussed as part of PPSR, see that the outcome | orders to make sure they

everyone more open
to discussing these
incidents. It has
bolstered people's
understanding that
these are learning
opportunities and
not something to be
punished.

Culture of safety,
learning health
system

multiple people in the
program become aware of
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