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Background

• Patient safety as a learning process 

• Learning from successful outcomes 
and processes to be repeated

• Learning from unsuccessful 
outcomes to avoid reoccurrence

• Reflection is key for learning 
individually and in organizations

(DoH 2000; IOM 2000; Gherardi 2002; Donaldson 2002; Braithwaite et al 2015; Vincent & Amalberti 2016)



From An organisation with a memory 
to Learning Health Systems? 



Advancement in the field?
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Key features

• Learning as a collective process
• Learning through reflection 
• Structures, leadership, and culture for learning
• Regulation to support learning
• Learning across system interfaces and levels



Learning is part of everyday 
work, but it is not just happening 

– or always as planned



Reflexive spaces -
What are they?







Reflexive spaces

Physical or virtual platforms in which 
reflexive dialogical practice occurs 
between people.

The reflexive dialogical practice is key in 
learning processes, because it bridges 
tacit and explicit knowledge.

(Cunliffe 2002; Gray 2007; Wiig et al 2020)



Reflexive spaces

• Can bring people together to 
reflect on current challenges, 
adaptations, and needs in work 
practice. 

• Are forums inviting 
accountability and feedback on 
concrete practices and effects.

• Are collective and mobilize 
experiences of relevant actors. 

(Jerak-Zuiderent, 2015; Gray 2007; Cunliffe 2002; Wiig et al 2020)



How are reflexive 
spaces created?

Formally and informally

Tools, processes, and structured arenas



Key projects

• Resilience in Healthcare –
developing, implementing, and 
evaluating a theoretical and 
practical resilience in healthcare 
framework (2018-2024)

• SAFE-LEAD - Leadership 
intervention in nursing homes 
and homecare (2016-2023)



Resilience 
capacities 

(Lyng et al 2022)



Learning tools’ principles 
and logic models
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Safe-Lead Guide 



Safe lead guide

Understanding of 
quality improvement 

challenges in own 
organisation

Suggest and prioritize 
areas of improvement 

suited to own 
organization

Collective reflection on 
practice, barriers, and 

facilitators

Implement action plans 
adapted to 

organizational setting 
and context 

Monitoring and 
evaluating improvement 
and adjust to identified 

challenges

Safe-Lead logic model emphasising reflexive spaces in work practice 

(Johannessen et al 2019)





Reflexive spaces created through tools establish 
structures and meeting arenas, and foster 

understanding of work practice

• Bring people together

• Talk about system safety

• Boundary objects 

• Translate theory into practice

• Creates collective 
understanding of safety 
concepts and practices 

(Johannessen et al 2021; Lyng et al 2024; Haraldseid-Driftland et al 2024)



Other examples?

Handover, M&M, checklists, Green cross, 
team reflection, indicators, simulation, 

gaming, morning meeting, huddles, 
reporting systems, investigations, lunch 

talks, pandemic management meetings…..





Green Cross 

(Jacobsen et al 2024)

• Proactive learning method enabling professionals to identify PSIs. 
• Each day displayed in a cross shape and evaluated with a colour-code system



Green Cross 

(Jacobsen et. al 2024)



Green Line 

(Wahl et al 2022)

The Green Line is a tool to support daily conversations and to 
promote learning and improvement based on ordinary work in a 

patient safety huddle. 



• Adapted M&M meeting to 
collectively discuss all cases 
(successful and complicated) 

• Promoted shared mental 
model -> improving quality



Who, why, 
and how

• Employees

• Leaders

• Regulators

• Policy makers

• Patients 

• Unions

• Professional associations

• Health systems 

• …



Creating reflexive spaces between regulators and the regulated 

• Responsive regulation adjusting methods to promote reflection
• Use incident investigation to generate team reflection 
• Regulate user invovlement processes, structures, and meeting arenas
• Use soft signals as part of regulatory logic

(Kok 2021; Kok et al 2020; Øyri et al 2024; Wiig et al 2020;2024)



Creating reflexive spaces 
between workers, leaders, 
patients and families 

• Dialogue-based arenas
• Use checklists and indicators as foundations for 

reflexive spaces 
• Encourage storytelling, reflexive conversations, 

metaphors, critical incident analysis, reflective 
journals, and focus groups.

(Kok et al 2020; Kok 2021; Wiig et al 2020; Seljemo et al 2023; 2024)



Reflective Learning Health 
Systems?



System

Data, infrastructure and standardisation

Integration of data and workflow

Culture and climate supporting ongoing learning

Health system worker

Evidence-based practice

Leadership and teamwork skills

Analytical and technological skills, data-science

Self-reflective capacity

Patient 
Health literacy

Interact with technology

(McDonald et al 2022) 



What are the “risk areas”…?



People are already multitasking… 
They don’t have time! 



Slack is bad!? 
Rationalization processes may 

reduce opportunities for meetings, 
training, and tools 



Success criteria?

Trust, dialog, respect, 
and a psychologically 
safe atmosphere.

(Gray 2007; Cunliffe 2002; Wiig et al 2020; Wahl et al 2022; 
Jacobsen et al 2024)



For those leading

1. Make reflexive spaces relevant and integral to work
2. Promote continuity in management positions
3. Ensure support and open climate
4. Use tools to structure and guide reflection

(Cunliffe 2002; Gray 2007; Idema & Caroll 2011; Wahl et al 2022; Jacobsen et al 2024; Øyri et al 2024; Wiig et 
al 2020; Johannessen et al 2021; Haraldseid-Driftland et al 2023; Lyng et al 2024; Seljemo et al 2023;2024)



Conclusion
• Creating different constellations of 

reflexive spaces is a foundation for 
promoting conditions that may 
cultivate patient safety 
improvement

• New managerial and regulatory 
approaches can stimulate, rather 
than curb, reflexive learning

• Improvement processes could 
benefit from acknowledging
reflexive spaces where people 
within and across organizations
meet, share experiences, and create 
opportunities for learning.



Questions to the audience 

What may promote or hinder reflexive and 
multidisciplinary dialogue in your work?

Why is reflexive dialogue important when 
resources are scarce?
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