What does ‘learning’ and ‘organisational learning’ mean in the context of
patient safety? Protocol for a systematic hermeneutic conceptual review

Abstract
Introduction

Learning is essential for improving patient safety and is often cited as necessary following a
patient safety incident (PSI). Both individual and organisational learning are needed to enable
improvements in health systems. However, there is no clear consensus on what ‘learning’ or
‘organisational learning’ actually means in the context of a PSI. Learning theories can be
applied to healthcare in order to improve patient safety interventions. In this systematic
hermeneutic conceptual review, we aim to define learning and organisational learning in the
context of patient safety and to identify the theoretical approaches to learning and
interventions utilised.

Methods and analysis

This review will be undertaken in two phases, utilising a systematic hermeneutic approach.
Phase one will focus on ascertaining taxonomy domains through identification of the concept
and theoretical frameworks of ‘learning’ and ‘organisational learning’ from the literature.
These taxonomy domains and the World Health Organisation’s World Alliance for Patient
Safety International Classification for Patient Safety will inform a thematic framework for
phase two. Phase two will be a more detailed search and focus on learning and related applied
interventions in the context of patient safety incidents utilising the thematic framework from
phase one. Data will be analysed using framework method analysis.

Ethics and dissemination

This review does not require ethical approval. The results will be published in a peer-reviewed
journal.
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Introduction

There is widespread acceptance that learning is an essential part of improving patient safety.
[1] Public statements from organisations and senior figures in government and healthcare
frequently claim that ‘lessons will be learned’ in response to a patient safety incident (PSI).
[2-4] Patients and families involved in patient safety incidents want ‘learning’ first and
foremost. [5] There is however no clear consensus on what ‘learning’ actually means in this
context. When does information become knowledge that transfers into learning and when
does this learning result in action with measurable improvements. In essence how can we tell
if learning has occurred?

It is essential that healthcare staff and the organisations who undertake and regulate
healthcare are able to truly learn and make changes resulting in improvements in response
to PSIs. Organisational learning is considered more powerful than combined individual
learning, but understanding individual learning is necessary to understand organisational
learning. [6, 7] Organisational learning and individual learning should integrate both safety-I
and safety-Il approaches. [8, 9] Learning Health Systems can be considered as an extension of
individual and organisational learning with structures, processes and values in place to
support continuous improvement. [10, 11]

The application of learning theories to healthcare can and should be used to enable positive
change. [12, 13] The importance of the use of theory more specifically in developing and
studying patient safety interventions has been well documented over the past three decades.
[14-16] Despite this however theory is still underutilised in designing and implementing
patient safety interventions. [17]

Aim

In this systematic hermeneutic conceptual review, we aim to define learning and
organisational learning in the context of patient safety and to identify the theoretical
approaches to learning and interventions utilised.

Review questions

Phase one
1. How is ‘learning’ defined in the context of patient safety?
2. How is ‘organisational learning’ defined in the context of patient safety?
3. What theoretical approaches have been used to explain knowledge transfer/learning
in the context of patient safety?

Phase two
1. What are the main interventions undertaken to evidence ‘learning’ in the context of
a patient safety incident?
2. Which theories guide these interventions?
How are these interventions implemented?
4. Are these interventions evaluated? If so, how?
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Study design

This systematic review will be undertaken in two phases. For both phases’ literature reviewed
will be restricted to that published in the last 25 years and published in English. The
condition/domain being studied is learning in the context of PSls. The population being
studied are healthcare professionals, healthcare organisation and healthcare regulators. The
intervention being studied is Information/knowledge transfer and improvement intervention
with the intention of improving patient safety in the context of patient safety and PSls.

Phase one: This will be a targeted search of patient safety related healthcare literature. The
terms (“Learning” OR “Knowledge”) AND (“Patient Safety”) in the title of papers will be
inserted into search strategies for three databases (Scopus, CINAHL Plus and Web of Science).
We will search for relevant grey literature using OpenGrey and TRIP. Rayyan will be used for
abstract screening. [18] A hermeneutic approach (Boell and Cecez-Kecmanovic, 2014) with
the technique of ‘snowballing’ (Greenhalgh and Peacock, 2005) will be used by the primary
researcher to search and acquire relevant literature and for analysis and interpretation. [19,
20] A systematic hermeneutic approach was chosen for this review since its iterative and
integrative nature will enable a better understanding of such a complex and heterogenous
field. The search will focus on ascertaining taxonomy domains through identification of the
concept and theoretical frameworks of ‘learning’ and ‘organisational learning’ from the
literature. These taxonomy domains and the World Health Organisation’s World Alliance for
Patient Safety International Classification for Patient Safety (ICPS) will inform a thematic
framework for phase two. [21] The types of study to be included are empirical studies,
systematic reviews, editorials, think tank and government reports.

Phase two: This will be a more detailed search and focus on learning in the context of patient
safety incidents. The terms (“Learning” OR “Knowledge”) AND (“Incident” OR “Preventable”
OR “Error” OR “Failure) in the abstract of papers will be inserted into search strategies for
three databases (Scopus, CINAHL Plus and Web of Science). Rayyan will be used for abstract
screening. [18] Results will be combined into Mendeley and duplicates removed. The
reference lists of included articles will be screened to identify additional relevant publications.
We will search for relevant grey literature using OpenGrey and TRIP. The types of study to be
included are empirical studies.

Theoretical framework

The theoretical framework for this protocol has been devised with both deductive and
inductive approaches. With inductive understanding that despite good intentions from
healthcare staff and organisations learning and improvement from PSls does not always
occur to the extent that it should and that this is likely due in part to a lack of clarity and
understanding of what is meant by ‘learning’ in this context. The deductive approach
includes an understanding of the relevant learning theories [12, 13] and organisational
learning theories. [22, 23]
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Data Selection

Phase One: The primary researcher will review all articles identified through searches;
exclusion will be based on titles and types of article (basic science or artificial
Intelligence/machine learning/deep learning/informatics). Inclusion of empirical research,
editorials, review articles, think tank and governmental reports where patient safety is the
predominant focus. Papers published in English, between November 2001 and November
2021 will be included.

Phase two: Two researchers will cross-check these articles: exclusion will be based on
abstracts (systematic reviews, editorials or study protocols, basic science or artificial
intelligence/machine learning/deep learning/informatics). Inclusion based on full text articles
where learning with a resulting defined intervention related to a patient safety incident or
incidents is the focus of the paper. Papers published in English, between November 2001 and
November 2021 will be included.

Data extraction

Phase one: The primary researcher will map, classify and critically assess literature as
described by Boell and Cecez-Kecmanovic 2014. [2] This data will be collected into excel. The
main categories that will be extracted are: author name, year of publication, author country
of residence, type of literature, definition of knowledge, definition of learning, concept of
learning, evidence of learning, definition of organisational learning, evidence of
organisational learning, learning theories utilised, learning modes and direct quotes from the
text.

Phase two: The selected articles will be analysed using a data extraction from developed in
REDCap (Research Electronic Data Capture). The form will be developed after the initial
screening of full-text articles. It will be piloted by two researchers using a random sample of
five articles. Disagreements will be discussed until consensus is reached. The data extraction
form will be finalised based on the findings from the pilot. The main categories that will be
extracted are: author name, year of publication, location of study, type of patient safety
incident, detection (people involved/process), contributing factors/hazards, mitigating
factors, outcomes (patient/organisational), learning theory utilised, learning mode, evidence
of learning, single or double loop learning, type of intervention/action, alternative theory
used to guide intervention, assessment of intervention/action, impact of intervention/action
and direct quotes from the text. These categories include those in the World Health
Organisation’s World Alliance for Patient Safety ICPS. [5] Data will be exported from REDCap
and the main article characteristics will be synthesised. The information entered in free text
boxes will be exported from REDCap and analysed using framework method analysis. [24] We
will use the thematic framework developed in phase one of the review to guide our
exploration of themes.

Brummell Z, ‘Learning’ conceptual review, Version 1.0, 30/09/2021



Risk of bias (quality) assessment

In phase two we will use the Mixed Methods Appraisal Tool (MMAT) to assess the quality of
the articles. [25]

Ethic and dissemination
This review does not require ethical approval as it will not involve access to individual level
data. The results will be published as an article in a peer-reviewed journal and form part of a

PhD thesis at University College London. We will provide recommendations and conclusions
based on our findings from the synthesis.
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