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S A F E R  –  1 0  Y E A R S  I N  T H E  S E R V I C E  O F  PAT I E N T  S A F E T Y

T H E  F I R S T  D E C A D E !
This report presents SAFER’s first ten years, from the initial ideas during the establishment process, through developing the 

center to what it is today. We share memories and results, and look into a future of opportunities and challenges in the years 

to come. 

A  M O D E L  F O R  C O L L A B O R AT I O N
In Stavanger, there are longstanding and strong traditions for innovation and development through collaboration within the 

field of emergency medicine. The three founders of SAFER (The University of Stavanger, Stavanger University Hospital and 

Laerdal Medical) had for some time been involved in different aspects of simulation based training and education. Together 

they advanced the idea of establishing a center for simulation, and on August 27th 2004, the project was officially presented. 

Following a thorough process of planning and building, the center officially opened at May 12th, 2006. 

S A F E R  S E E N  F R O M  T H E  M A N A G I N G  D I R E C T O R
Looking back, it has been a wonderful journey. SAFER has become a unique collaboration among clinicians, academia and 

business developers, thanks to founders that have taken ownership and contributed. Pulling our expertise and resources 

together creates synergy, as long as we truly believe and implement our goal oriented strategy. From 2016 it will be a pleasure 

to welcome the Norwegian Air Ambulance Foundation as part of the collaboration. 

I`m proud to work with dedicated and highly motivated colleagues and partners 

who all strive to implement knowledge and simulation-based education as an 

effective learning tool, and to develop a sustainable faculty among our founders. 

Being active in national and international simulation societies stimulates further 

development. Working with simulation-based education demands that we are 

willing to “walk the talk” in our own development. Curiosity, good teamwork, 

using all available resources, being assertive and willing to change stimulates our 

improvement. 

For the future:  Please keep challenging us, because friction moves us forward! 

Make the status quo uncomfortable and the future attractive!

Elsa Søyland, Managing Director, SAFER The Circle Of Learning is essential in our educational framework
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R E F L E C T I O N S  F R O M  T H E  S A F E R - PA R T N E R S 

T H E  U N I V E R S I T Y  O F  S TAVA N G E R  –  I M P R O V I N G  T E A C H I N G  T H R O U G H  S A F E R
For The University of Stavanger, it has been like a happy journey to be a partner in SAFER during the last ten years. The aim 
of SAFER fits very well into our study programs and fields of research related to teaching and training in acute medicine and 
simulation. The bachelor students in nursing education, and also the post graduate students taking their specialization in 
acute, intensive and surgery, give their best credits in their evaluation of the teaching and training at SAFER. This teaching 
and training at SAFER contributes to realize the vision of the university to increase the students active learning and also the 
development of new teaching methods. Through the collaboration between Laerdal Medical, Stavanger University Hospital 
and the University of Stavanger, the research group in patient safety and quality in health care has developed into national 
and international high levels. 

Marit Boyesen, Rector

S TAVA N G E R  U N I V E R S I T Y  H O S P I TA L  –  A  F O U N D I N G  PA R T N E R
Stavanger University Hospital (SUS) has a legal responsibility to educate health professionals. The educational mission includes 
students as well as updating and maintaining the competency of our employees. It is important for SUS that all employees 
prepare continuously and professionally for managing today’s challenging clinical situations. 

The single most important action to fulfill our educational responsibility of the hospital staff has been to be an active founding 
member in the SAFER foundation. The amount and quality of training has increased annually as the wards and professionals 
experience the benefits. The purpose is to ensure our professionals possess and use up-to-date knowledge, skills, and 
decision-making abilities to improve cooperation and patient treatment. It is a privilege to encourage cooperation between 
clinical areas at SUS through training and networking via SAFER. SUS is currently one of the leading hospitals in the country in 
these aspects, but continuously strives to improve its methods, results, and activities. 

In the future, it will be important for SUS to build upon the good cooperation and results shown in work accomplished by its 
dedicated teaching and clinical professionals through SAFER. Of particular importance will be to develop more expertise in 
surgical and invasive procedural skill training, work we have commenced. We will focus on practicing procedures that are vital 
for our patients so our staff is best prepared. For such procedures, simulation training and deliberate, repetitive practice are 
crucial. Whether our staff train in center or in situ/clinic, the quality of the training is paramount. We will continue to challenge 
ourselves and our colleagues both locally and globally, to improve education effectiveness to increase excellence in clinical 
practice. 

Inger Cathrine Bryne, Chief Executiv Officer
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L A E R D A L  M E D I C A L  –  U N D E R S TA N D I N G  U N M E T  N E E D S  T H R O U G H  S A F E R ;
Laerdal Medical had high hopes and ambitions when co-founding SAFER. We had three primary goals in mind. 

We aimed for developing a center for patient simulation with ongoing educational research to truly affect and improve 

the quality of patient care in the region. We saw this as a source for mutually beneficial collaboration among the founding 

partners. 

We wanted to develop valuable evidence-based educational methods both nationally and internationally throughout the 

foundation’s growing network of international partnerships and cooperation. 

Through SAFER activities, Laerdal Medical has constantly worked to gain more understanding of unmet clinical and research 

needs. Laerdal Medical uses this understanding nationally and internationally to fulfill its vision to “Help Save Lives”. 

Our goals are to develop relevant and innovative solutions for patient simulation that are globally relevant and bring value to 

health care. 

Taking stock after ten years, we believe SAFER has come a very long way towards meeting these three objectives. Thanks to 

the highly qualified and motivated staff at SAFER, and thanks to the contributions and commitment from all of the founding 

partners. This is an ongoing journey. We have high ambitions and hopes for continuing progress. 

Tore Lærdal, Chairman, Laerdal Medical

T H E  N O R W E G I A N  A I R  A M B U L A N C E  F O U N D AT I O N  –  PA R T N E R I N G  F O R  I M P R O V E M E N T S
The Norwegian Air Ambulance Foundation (NAAF) is a non-profit organisation financed by private members and corporate 

supporters. The main objective of the NAAF is to save lives and improve care of critically ill and injured by improving the air 

ambulance service in Norway, through research, development, education and flight operation. From 2016 NAAF is entering 

into partnership with SAFER. NAAF has followed the development of SAFER from the early years until today and acknowledges 

SAFER as an important national and international contributor to the development and implementation of facilitated learning 

in critical care. The main goals of NAAF in joining a partnership with SAFER is to strengthen the competence and skills of 

prehospital care providers in the air ambulance services of Norway, strengthen the cross professional cooperation between 

emergency personnel outside the hospital in all branches, and increase prehospital patient safety. 

Prof Hans Morten Lossius, PhD, General Secretary, Norwegian Air Ambulance Foundation
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I M PA C T  T H R O U G H  I N V O LV E M E N T  A N D  E N G A G E M E N T

T H E  PA R T N E R S H I P  M O D E L
Much of the success of SAFER is based on the unique partnership of the three founding organisations: University of Stavanger, 

University Hospital of Stavanger and Laerdal Medical. Senior executives from each of the partners form the Board of SAFER, 

but more importantly, clinicians, educators and researchers from the partners continuously work together to improve learning 

–and patient outcomes. 

R E F I N I N G  E D U C AT I O N A L  M E T H O D O LO G I E S
A unique feature of SAFER is the symbiotic relationship between education and research. Educational methodologies are 

deployed, tested, analysed and refined. Ultimately, educational interventions should result in improved patient outcomes, and 

for this reason, the educational methodologies used on SAFER are constantly being refined with that end-goal in mind. 

At a high level, SAFER’s framework for education and patient safety is based on a socio-cultural perspective, and emphasizes 

the interaction between human factors, technology and organization. 

Highly motivated staff from all three partners are involved on a daily basis in the development and delivery of high quality 

education, undertaking research with both a local and a global health perspective, and developing new methodologies and 

technology that may strengthen the connection between a meaningful educational intervention and a favourable patient 

outcome. 

E N G A G E M E N T  I S  A  P R O V E N  K E Y  T O  S U C C E S S
Through the implementation of EUSim’s1 Train-The-Trainer program, SAFER has engaged large groups of educators and 

clinicians over the past 10 years. This, in turn, has resulted in ever-new groups leveraging medical simulation to improve 

education –and patient outcomes. 

SAFER has made a deliberate choice to engage a wider community of educators and clinicians in all activities at the centre. 

Through the Train-The-Trainer program, most facilities, wards and departments now have their own well-trained facilitators 

who can instrumentally use medical simulation to improve on local challenges. 

In recent years, medical communities in other sectors like the oil & gas industry have been engaged at a large scale to provide 

training to healthcare personnel working offshore on oilrigs and other vessels. The SAFER methodologies have proven 

themselves successful also with such a highly specialized group of medical personnel. 

1 http://www. eusim. org/
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I M PA C T  T H R O U G H  R E A C H 

A N  A N N U A L  G R O W T H  O F  1 8  %
The level of activity has grown steadily and significantly from the first years, illustrated by the number of attendants. In the 

beginning, many users viewed training at SAFER as an add-on activity, but from 2009 there was a shift into curriculum and 

working schedule integration. This caused a temporary reduction in growth. During the first years, most all training were 

performed at the center. Today the volume of training taking place at the center or being run at the working/studying place is 

distributed in the ratio of 60:40 %. This is explained by either what is appropriate for the training itself or the available capacity 

at the center. 

The three founding partners are still the major user groups, but were joined by the offshore courses in 2008. Despite a rapid 

growth in the use of SAFER, the distribution of users between the different groups has been relatively unchanged by time. 

T H E  FA C I L I TAT O R S  A R E  T H E  M A I N  A S S E T
The capacity to handle the volume of activity is dependent on training facilitators and course directors, whose daily working 

place is with the founding organisations. Running facilitator courses and faculty development has been a continuous process, 

and currently SAFER has trained more than 250 facilitators for the founding partners. From this group, about 25-30 % regularly 

and actively maintain and apply their facilitator competencies. Faculty development and the daily running and management 

of the center, are taken care of by a core staff of 8 full time positions. 
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T H E  E V O LU T I O N  AT  S A F E R
During the SAFER-childhood, we experienced an evolution in the mindset and understanding by the users and the faculty of 

the center. The initial focus on technical aspects and emergency medicine has matured into deeper understandings. Related 

to Drefus’ taxonomy, this has been our development from the amateur levels to expert levels, where SAFER today takes a place 

in international networks for advancing simulation. 

S E S A M  2 0 1 2  –  S A F E R  P R A C T I C E S
One important contributor to SAFER’s development was hosting the annual SESAM-Conference in 2012. To handle the three-

day conference with more than 700 attendants, 60 exhibitors and 204 abstracts, we had the pleasure of assistance from more 

than 70 colleagues in the SAFER-network. 

E X T E R N A L  C U S T O M E R S  A S  A  C R I T I C A L  F R I E N D
From 2008, SAFER has provided courses for providers of emergency 

healthcare on offshore oil & gas-installations. From the gentle piloting of 

one company, we now offer regular training for 25 different companies. 

The courses have moved from verifying individual clinical skills to 

training inter-professional teams to optimise their performance. The 

constructive discussions with the external customers has influenced the 

advancement of our educational platform. This asset of experience and 

deeper understanding is generic and valid for all who are connected to 

SAFER. Our challenge now is to forward this within our faculty. 
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T H E  WAY  A H E A D

D E M O N S T R AT I N G  T H E  VA LU E  O F  M E D I C A L  S I M U L AT I O N
There is no doubt that medical simulation has proven itself valuable for learning and training in healthcare. As the 

methodology matures, so does the need to demonstrate value to key stakeholders in the medical community. Reduction of 

patient safety errors, staff motivation –and retention, uncover hidden safety threats and documenting learning outcomes are 

but a few of the areas where SAFER sees its role within the founding organisations in the future. 

The success of a program or an intervention is defined by its impact on the very outcomes one is seeking to improve. Practical 

competence on program implementation in healthcare will therefore be a key area of focus for SAFER in the time to come. 

E X PA N S I O N  T O  N E W  U S E R  G R O U P S
While many of the departments at the hospital, and relevant user groups at the university, are now actively engaged in 

improving learning –and patient outcomes through simulation, there are still important groups who play a key role in the 

survival chain who need to be on board. Dispatch centers, GP-offices and community healthcare, are some examples. 

SAFER will facilitate the inclusion and engagement of such new groups of professionals to further strengthen the whole chain 

of survival. This will happen both through existing programs, but also by 

targeted efforts with key stakeholders in respective organisations. 

As Telemedicine enters the stage to bring more advanced medical 

competence to remote areas and installations, SAFER is now well-positioned 

with both technological capabilities and medical competencies to play a 

key role in implementing programs also in this area. 

P R O G R A M  D E V E LO P M E N T  F O R  LO C A L  N E E D S
The evidence-based practices developed at SAFER over the last 10 years will be put to use to help address specific needs in 

future healthcare. Over time it has become clear that success in rolling out new healthcare programs relies heavily on the way 

these programs are implemented. SAFER will act as a qualified partner with relevant user groups to develop and implement 

programs that address specific competencies needed with our future healthcare workforce. 

Faculty development is a key factor in developing and implementing such local programs. Maintaining and activating the 

competence of the more than 250 edcuators who have completed the Train-The-Trainers program at SAFER, heavily depends 

on a sound strategy for keeping them engaged and active. SAFER will develop and implement a systematic “Maintenance of 

Competence” plan to support all faculty in their continuous professional development as in-situ, simulation-based educators. 
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1 0  Y E A R S  O F  R E S E A R C H  A N D  D E V E LO P M E N T 

“ S A F E R  P R A C T I C E S ” 
One major reason for establishing SAFER was to improve patient safety in acute hospitals and prehospital emergency medical 
services (EMS). Creating safer acute healthcare practices involves a multi-faceted array of ingredients such as education, 
professional work culture, safer work processes, quality improvement development, implementation of new ideas and tools, 
as well as improved technology (including human-machine interface and use). Importantly, nurses, doctors and allied health 
professionals must be directly involved. They are the ones working at the “sharp end” of healthcare, both 
inside and outside hospitals, and therefore the one able to define the problems to be solved. 

For these reasons SAFER developed its own research program named “SAFER Practices”. It 
consisted of the following research themes: education, patient safety, and technology 
(Figure). Together these themes should bring perspectives and methodologies that, when 
combined, would provide insight, analyses and models for improvements both on an 
individual patient and professional level, but even more importantly for acute healthcare at 
large. In addition, the strong network of the partners in the program would allow drawing 
upon ongoing research in other countries and other research groups. 
 
I M P R E S S I V E  L I S T  O F  S C I E N T I F I C  P U B L I C AT I O N S 
Importantly, the research program did not act as a limitation. All the clinicians and researchers involved with SAFER have been 

able to follow their own lead. The result has been an impressive list of scientific publications, several Masters theses and many 

PhD dissertations dealing with simulation and patient safety topics like cardiac arrest management, prehospital critical care 

and risk management, new-born resuscitation, acute team training and  implementation, interprofessional training, as well 

as outcome studies. The following members of the SAFER network have been granted stipends from The Bjørn Lind Research 

Fellowship: Steffen Sollid, Hege Ersdal, Sissel Eikeland Husebø, Conrad Bjørshol, Ingunn Aase and Theresa Olavsveengen. 

S I M U L AT I O N  T O  I M P R O V E  PAT I E N T S  S A F E T Y 
The most recent publication is very characteristic for the on-going SAFER co-operation. Titled “Top five topics healthcare 

simulation can address to improve patients safety”, it has co-authors from the local SAFER network as well as from a much 

larger international network. Further, it leads the way for more future cooperation. In the years to come a global perspective 

and international co-operation will be even more eminent at SAFER. Further, the focus will be on healthcare simulation-based 

education and implementation in general. This means that both surgical skills and diagnostic approaches like ultrasound 

will be included in the SAFER portfolio. A future research program will reflect both the sound basis SAFER now has, as well as 

many new expansions. 

SAFER PRACTICES

Healthcare

Technology

Patient safety

Education
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