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Foundations

Organizational learning: health care leaders need to design structures and processes that enhance
collective learning.

Bohmer RM, Edmondson AC. Health Forum J. 2001;44:32-35.

This commentary discusses the context surrounding organizational learning. As knowledge and skills
frequently become outdated, a need to develop new learning capabilities must be emphasized. The
authors present existing research to illustrate the...

An Organisation with aMemory: Report of an Expert Group on Learning from Adverse Eventsin the
NHS Chaired by the Chief Medical Officer.

Donaldson L. London, UK: The Stationery Office, 2000.

An Organisation with a Memory set out to understand what was known about the scale and nature of
serious failuresin the United Kingdom'’s National Health Service (NHS) system, examine how the NHS
might learn from those failures, and recommend methods...

Strategies for learning from failure.

Edmondson A. Harv Bus Rev. 2011,;89:48-55, 137.

Failures are inevitable in any industry, especially in one as complex as health care. The ability to learn
from failuresisacrucial characteristic of high reliability organizations, and creating a climate that
emphasizes organizational learning is...

Engineering a Learning Healthcare System: A Look at the Future: Workshop Summary.

Grossmann C, Goolsby WA, Olsen L, McGinnis JM; Institute of Medicine and National Academy of
Engineering. Washington, DC: The National Academies Press; 2011. ISBN: 9780309120647.

This report builds on earlier work discussing how process and systems engineering practices can help
health care organizations improve quality and safety.

Best Care at Lower Cost: The Path to Continuously Learning Health Care in America.

Smith M, Saunders R, Stuckhardt L, McGinnis JM, eds. Committee on the Learning Health Care System
in America, Institute of Medicine. Washington, DC: National Academies Press; 2012. ISBN:
9780309260732.
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This Institute of Medicine (IOM) report presents evidence of poor quality care and significant waste (to
the tune of an estimated $750 billion per year) in the American health care system. It emphasizes the
importance of continuous learning—not only...

An organizational learning framework for patient safety.

EdwardsMT. Am JMed Qual. 2016;32:148-155.

Organizations are encouraged to learn from their failures, but evidence shows that changes after errors
are not always implemented. This commentary presents amodel to help organizations learn from system
failures through focusing on improvements...

Organisational learning in hospitals: a concept analysis.

Lyman B, Hammond EL, Cox JR. JNurs Manag. 2019;27:633-646.

Organizations are encouraged to learn from failures and sustain improvement. This review defines the
concept of organizational learning, characteristics of the activity, and the key attributes needed to
support it. The authors summarize the role that...

Becoming a high-reliability organization through shared learning of safety events

Klenklen J. Patient Saf Qual HCare. December 19, 2019.

High reliability organizations consistently examine what goes wrong and remain aware that failure can
happen at any time. This article discusses alearning model built upon event definition, rapid
contributing factor identification, system-focused...

Safer Together: A National Action Plan to Advance Patient Safety.

Boston, MA: Institute for Healthcare Improvement: September 2020.

This National Action Plan developed by the National Steering Committee for Patient Safety — a group of
27 national organizations convened by the Institute for Healthcare Improvement — provides...

The foundational science of learning health systems.

Kilbourne AM, Borsky AE, O'Brien RW, et a. Health Serv Res. 2024;59:€14374.

L earning health systems (LHS) build functions, networks, and processes to use data, information,
evidence, and knowledge to implement change and, ultimately, sustain improvements. This commentary
proposes an updated scientific agenda for funding...

Implementation

I nteractions between the context of a health-care organisation and failure: the situational impact of
failure on organisational learning.

Horck S. Leadership Health Serv. 2024;37:595-610.

Organizations are encouraged to learn from their failures but are not always able to do so. This review
includes 49 studies that describe post-failure learning or non-learning behavior within healthcare
organizations on four levels: individual, group...
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Nurses' experiences of organizational learning.

Lyman B, Biddulph ME, Hopper VG, et a. JNurs Manag. 2020;28:1241-1249.

This study used semi-structured interviews with nurses to explore their experiences with organizational
learning. Thematic analyses revealed that organizational learning was more effective when closely
aligned with the Organisational Learning in...

Learning from safety incidents in high reliability organizations. a systematic review of learning tools
that could be adapted and used in healthcare.

Serou N, Sahota LM, Husband AK, et a. Int JQual Health Care. 2021;33:mzab046.

High reliability organizations consistently examine and learn from failures. This systematic review
identified severa effective learning tools that can be adapted and used by multidisciplinary health care
teams following a patient safety incident,...

Towards safer healthcare: qualitative insights from a process view of organisational learning from
failure.

Monazam Tabrizi N, Masri F. BMJ Open. 2021;11:e048036.

In this qualitative study, researchers interviewed 40 clinicians in high- and low-performing hospitals to
better understand the barriers to effective organizational learning from medical errors. Findings from
these interviews suggest that the primary...

Creating alearning health system for improving diagnostic safety: pragmatic insights from US health
care organizations.

Giardina TD, Shahid U, Mushtag U, et a. J Gen Intern Med. 2022;37:3965-3972.

Achieving diagnostic safety requires multidisciplinary approaches. Based on interviews with safety
leaders across the United States, this article discusses how different organizations approach diagnostic
safety. Respondents discuss barriers to...

Kaiser Permanente's performance improvement system, part 4: creating alearning organization.
Schilling L, Dearing JW, Staley P, et al. t Comm J Qual Patient Saf. 2011;37:532-43.

This article discusses Kaiser Permanente's efforts to devel op a performance improvement system and
become alearning organization.

Safety Il

Learning from errors and resilience.

Arnal-Velasco D, Heras-Hernando V. Curr Opin Anaesthesiol. 2023;36:376-381.

The Safety Il framework and organizational resilience both focus on what goes right in healthcare and
adjusting to disturbances through anticipation, monitoring, responding, and learning. This narrative
review highlights recent research conducted...

Technology
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A natural language processing approach to categorise contributing factors from patient safety event
reports.

Tabaie A, Sengupta S, Pruitt ZM, et al. BMJ Health Care Inform. 2023;30(1):€100731.

Analyzing patient safety incident reportsis essential to organizational learning, but comes with both a
time and financia burden. This study found that natural language processing can be used to process
unstructured patient safety event reports and...

Health technology, quality and safety in alearning health system.

Borycki EM, Kushniruk AW. Healthc Manage Forum. 2023;51:212-221.

Health technology has improved many aspects of care, but can also introduce new safety concerns that
require active monitoring and improvement. This commentary describes how learning health systems
can improve the safety of new technologies, such as...

Understanding the roles of three academic communities in a prospective learning health ecosystem for
diagnostic excellence.

Satterfield K, Rubin JC, Yang D, et a. Learn Health Syst. 2019;4:€210204.

The authors interviewed 32 individuals with expertise in learning health systems to explore how such
systems can work towards diagnostic excellence. Data, management, and behavioral barriers are
discussed, such as the need to standardize measurement,...

Using a network organisational architecture to support the development of Learning Healthcare
Systems.

Britto MT, Fuller SC, Kaplan HC, et al. BMJ Qual Saf. 2018;27.

The National Academy of Sciences has advocated for aLearning Healthcare System in which patients
are engaged in shared decision-making to choose evidence-based, high-quality care. However, realizing
the vision of a system that improves over time as...
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