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T
he role that organisations play in
provoking or preventing accidents1

has been long studied in industry,
but has only recently begun to gain
attention in health care. But, under-
standing safety in complex socio-tech-
nical systems requires analysis at
multiple levels, and each level is
characteristically best approached by a
different discipline.2 Because the rele-
vant disciplines (such as sociology,
anthropology, industrial psychology,
macroergonomics, and organisational
behaviour) are not easily accessible or
well known, there is little opportunity
for collaboration between them and the
healthcare world. This led us to believe
that an introduction to some of this
work would be valuable to those con-
cerned with improving the quality and
the safety of health care.
This supplement has two main goals:

firstly, to highlight the influence of
higher level organisational factors so
that they receive due regard from
researchers, health professionals, and
policy makers interested in improving
patient safety. Secondly, to introduce a
large body of theoretical and empirical
work on organisational safety to groups
who may not be familiar with this
literature.
The papers in this issue fall into three

natural groups. The first deals with
organisational learning. Edmondson3

discusses reasons why it does not
happen as often as it should in health
care, while Rushmer and Davies4 deal
with a related issue, how to unlearn
lessons that were wrong, or are no
longer relevant. Carroll and Quijada5

take a different approach to the same

problem and suggest how traditional
professional values might be usefully re-
interpreted in ways that better support
safety.
The second group of papers provides

rich views of organisations and their
behaviours as they attempt to achieve
safe operations. Westrum6 provides a
well known typology based on an
organisations’ response to information,
particularly information about failure.
Reason7 describes a notorious organisa-
tional accident and directs our attention
to the individuals trapped inside. Mohr
et al8 point out that healthcare organisa-
tions are not monolithic, but have great
heterogeneity. Schulman9 provides a
high level view of how organisations
approach failure free performance.
The third section deals with the

organisations’ leadership. Flin and
Yule10 give one model for leadership at
varying levels in the organisation, while
Weingart and Page11 describe the experi-
ence of healthcare chief executives in
coming to grips with safety in their
organisations.
The field of organisational safety in

heterogeneous and complex. We can
only give brief introduction to some of
its general ideas within one supplement.
We hope that those working in the
world of health care—researchers,
healthcare professionals, patients, work-
ers, and organisational leaders—will be
able to use the ideas, principles, and
methods; concepts that are not new per
se, but have not been well circulated in
the world of healthcare and they too will
see the possibility of collaborations in
fields that they would not previously
have imagined. Similarly, we hope that

those in the world of organisational
behaviour—sociologists, anthropolo-
gists, industrial psychologists, and
others—will appreciate the immense
challenges and opportunities that lie in
what is probably the single most com-
plex human endeavor in modern
society, and act on those challenges by
seeking entrée into healthcare settings
for future study. Then the sorts of
sustained, long term collaborations that
will be necessary for real progress in
safety can be formed.12
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