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1. INTRODUCTION 

 
Safety issues are currently topping the agenda in health care. Recent studies 
show an unacceptably high level of adverse events and near-misses. 
Examples of adverse events are transfusion errors, adverse drug events, 
wrong-site surgery, restraint-related injuries or deaths, preventable suicides, 
burns, falls and treatment-related infections. Critical care units such as the 
intensive-care unit (ICU), the emergency room (ER) and the operation room 
(OR) can serve as exemplary contexts for studying patient safety. With their 
high level of interdependency and interrelations, many acute care practices 
are quite vulnerable systems. The potential of catastrophic consequences and 
the interactively complex technology turn these practices into 'high-3 work 
environments': high-technology, high-intensity and high-reliability. High-3 
practices are characterised by complex systems, tightly-knit infrastructures, a 
profusion of technologies, time as a major constraining factor and a high level 
of reliability. The intervention process in acute care situations has grown 
extremely complicated over the past two decades, and today it involves more 
decision moments, more options and their related risks, and more 
pronounced dilemmas and uncertainties for everyone involved. Errors may 
lead to unacceptable and irreversible consequences. This is why much of the 
current patient safety research focuses on the detection of causes of incidents 
and near-misses. Protocols and devices are adjusted or developed to 
eliminate the particular causes of adverse events. 
 
Besides the formal guidelines and protocols, diagnostic abilities play a crucial 
role in maintaining patient safety as well. This involves diagnostic abilities of a 
different kind. First, the staff should be able to identify a disease to be able to 
start the correct therapy. This form of diagnosis is the one we usually refer to 
in ordinary language. It refers to the process of identifying a disease by its 
symptoms. Second, patient safety requires the ability to notice trouble and 
take preventive measures. This ability is of utmost importance when it comes 
to the prevention of medical incidents. However, maintaining a sound and 
safe practice is as important as taking preventive action. As such, patient 
safety does not only require the ability to identify the symptoms or notice the 
gaps in the safety net, but also the ability to recognize the structure of the 
safety net itself. It involves the ability to identify ‘good practice’ and act 
accordingly. By broadening the concept’s scope to include the ability to notice 
adequate and accurate practices, I would like to call attention to diagnostic 
work outside the domain of error and problems. In the staff’s effort to secure 
patient safety, this second notion of diagnosis can be considered as 
complementary to the first one. This paper aims to study the significance of 
this second form of diagnostic work for collaborative work in the preservation 
of patient safety. 
 
To study the different forms of diagnosis I will take a closer look at one 
specific medical procedure: the intubation of a trachea-tube on a neonatal 
intensive care unit (NICU). Careful study of this process reveals the 
significance of this mode of diagnosis for collaboration. Collaboration is a 
major formative part in the preservation of patient safety. Before elaborating 
on this diagnostic mode, I would like to introduce my research project on 
patient safety.  
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2. Resources of resilience  

 
 
Defining patient safety as the absence of errors and incidents follows from too 
narrow a focus. Patient safety, I would like to argue, is more than the 
absence of incidents. We also need to define patient safety on basis of what it 
is, instead of what it is not. In this perspective patient safety becomes the 
realization and preservation of maximal safety. This change of focus will bring 
other elements of patient safety to our attention and yield another set of 
questions. This is why patient safety research should not only focus on the 
causes of error, but should also include analysis of the resources of strength 
of a sound and reliable practice. The identification of the strength of critical 
care practices - their so-called resilience - is as important as the identification 
of these practices’ vulnerability. After all, considering the high risk 
environment staff members work in and the innumerable complexities 
involved we can ask ourselves why things don’t go wrong more often. A key 
question in patient safety research, then, is the following: What are the 
resources of resilience in a specific practice? In answering this question, I will 
not only focus on the explicit, intentional or formal safety measures, such as 
protocols and technological equipment designs, but also analyze the informal 
or implicit elements of the safety structure. Patient safety is also achieved 
through an unplanned and perhaps unarticulated set of actions and initiatives 
that can still be effective. My research project, then, aims to explicate also 
the informal resources of resilience that enable staff members of a critical 
care practice to manage the unexpected and rise above decision-making 
dilemmas in order to maintain optimal patient safety. 
 
With this approach I deliberately move away from ‘deficit’ models, which are 
based on error analysis. In other words, rather than addressing the gaps in 
the safety net, I focus on the structure of the safety net. Moreover, I would 
like to emphasize the need for a better understanding of patient safety by 
analyzing the resources of resilience of a critical care practice. Exclusive 
analysis of errors and breakdowns cannot illuminate the strength of a 
practice. Moreover, prevention of errors can interfere with practices of 
resilience. Instead of making things safer, it might destroy perfectly well 
functioning practices of resilience. 
 
In sum, the aim of my project is to elucidate the hidden competence and the 
informal built-in structures that are part of systems of safety. As such this 
study has to be considered as complementary to studies on patient safety 
with a focus on the detection and elimination of causes of error. 
 
 
Exnovation 
To excavate the locus of strength of critical care practices I am doing 
fieldwork in a neonatal intensive care unit (NICU). As an outpost of today’s 
health care system where the pioneering spirit of medicine reigns supreme, 
the NICU can serve as an exemplary case for studying patient safety as one 
of the concrete vulnerabilities in the health system triggered by a permanent 
dynamic of change and the growing complexity of health care systems. 
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NICU’s are specialized in the care and treatment of newborns. Very young 
babies end up in a NICU because their lives are seriously at risk on account of 
their prematurity, complications at birth, congenital diseases or potentially 
lethal infections. 
 
This project, however, should not be viewed as ‘just another case study’. 
Instead, its analytical scope and effort can be understood as an act of 
exnovation: that which is already present in practice is foregrounded and the 
implicit is made explicit. Importantly, more than innovation, exnovation 
highlights the creativity and experience of the actors involved, as they assert 
themselves in the particular dynamic of medical practice. It offers a new 
perspective on their competences and the structure that comes with specific 
styles of ordering day-to-day practices. Moreover, analyses of hidden 
competences reveal not only the complexity of treatment trajectories and the 
inventiveness of those involved, but also the limited power of medical 
technology, formal protocols, and regulations to solve medical problems and 
sustain patient safety. If theoretical development and practical insights rely 
on error analysis only, these kinds of accomplishments will always remain a 
hidden feature of the everyday medical practice involved. 
 
 
Logics 
To notice trouble and take remedial action is a crucial ability for the 
prevention of incidents. Its strength lies in the identification of problems and 
to take preventive measures. In this way doctors and nurses can take care of 
the gaps in the safety net before problems can turn into unsafe situations. 
However, as I have argued that preservation of a maximal level of patient 
safety is also achieved by strengthening the safety net itself. In this case it is 
not about trouble, mistakes, imperfection, flaws, and inadequacies, but about 
the ability to notice how things are going also when they are going well. It is 
about how the situation and the processes are supposed to be – it is about 
safe and sound practice. Therefore, not just the gaps in the safety net but 
also the safety net itself should to be taken into consideration when we aim to 
preserve and optimise patient safety. 
 
However, do we actually know which elements constitute sound practice? Do 
we actually grasp the composition of the safety net? We may think so, but do 
we really? Do we really know what and why things are going well and how 
they secure patient safety? Are we able to recognize unplanned or 
unarticulated yet effective sets of action? Are we able to identify the informal 
initiatives which contribute to an optimal level of patient safety? Do we know 
enough of what it is that turns practice into sound practice? To gain insight 
into these matters we need to account for the (formal and informal) resources 
of resilience in specific practices. 
 
A focus on sound practices involves more than a focus on ‘an error-free’ form 
of action and reasoning. Instead of being the error-free counterpart of 
unsound practices, sound practices should be defined on the basis of their 
own modalities. From this perspective good practices can be regarded as 
specific arrangements of processes which constitute the fabric of practice. 
These arrangements of processes are socio-technical configurations that 
include elements of a different kind, such as technical and social devices, 
people, norms, formal and informal knowledge, customs, and temporal-
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spatial and social orders. Also specific styles of reasoning and acting can be 
considered as constitutive parts of the fabric of practices. We may consider 
them, alternatively, as the basic logics. Logics are the methods of ordering to 
make a practice coherent. By using the concept of ‘logic’ we can escape this 
dichotomy of cognitive processes of conceptualization and explanation 
(principles) on the one hand, and clinical activities (practice) as on the other. 
In medicine-in-action there is no such thing. Instead principles and practice 
are intertwined. The term ‘logic’ encompasses both principles and practice 
(Mol and Berg 1994). 
 
Logics act as constituents of the structure of the safety net. They are not just 
cognitive acts, but also involve the material, the social, the cultural etc. We 
can use this concept to explore patient safety work. A focus on logics provides 
us with an analytical entrance to identifying the hidden competence to 
maintain patient safety. What logics of practice are relevant to patient safety? 
While doing fieldwork I have identified a preliminary set of strands that 
constitute the fabric of a safe and sound NICU practice. In my project I will 
describe some of these logics on the basis of my exploration of the formative 
parts of the spatial order, the temporal order and the social-technical order. 
In this paper, however, I will limit myself to the socio-technical order and 
focus on collaboration. 
 
To gain insight in collaborative practices I will offer a brief description of one 
specific complex medical procedure: the intubation of a trachea-tube. Rather 
than seeking to provide a detailed description of a collaborative act, my basic 
discussion merely serves to explain the process of collaboration in the context 
of a critical care practice. 
 
 

3. TRACHEAL  INTUBATION 
 
Tracheal intubation is the positioning of a tube of a ventilator for artificial 
respiration into the windpipe (trachea). Artificial air supply is indicated in case 
of respiratory insufficiency due to underdevelopment of lung tissue in case of 
severe premature birth, airway obstruction, infections etc. To provide the 
baby with oxygen the tube of the respiratory machine needs to be inserted 
into the nose (or mouth), passing the glottis (the space between the vocal 
cords in the voice box) and into the windpipe. This procedure is not without 
risks. It is possible, for example, that one ruptures the windpipe, intubates 
the oesophagus instead of the windpipe, inserts the tube too high or too 
deep, or damages the vocal cords. 
 
This invasive procedure requires a lot of clinical experience. Therefore in 
teaching hospitals residents use every opportunity to learn how to intubate a 
baby in a correct way in a short time span, sometimes under difficult 
circumstances. When performing the procedure four persons are involved: a 
resident who will perform the procedure, a neonatologist who supervises the 
resident and two nurses. One nurse assists the neonatologist and the resident 
and is directly involved, while the other nurse helps her/his colleague to fix 
the tube after the intubation. As such, the procedure requires close 
collaboration of a number of people.  
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During the preparation the nurse checks the respiratory machine and the 
module on the monitor which will provide the respiratory frequency on the 
screen. With the help of a pre-printed list a set of devices is collected: the 
laryngoscope (handle, blade and light source); McGill forceps, suction 
equipment, mask and balloon, tube, tube fixation, stethoscope, suction 
catheter, pair of scissors and medication to sedate the baby. The 
neonatologist decides on the size of the tube and laryngoscope to be used 
and communicates his/her decision to one of the nurses. The nurse checks 
whether everything works properly and gives the mattress in the incubator a 
half turn. In this way the physician can position himself behind the baby. 
Meanwhile the neonatologist and the resident go over the whole procedure to 
anticipate the sequence of actions and moments of risks. 
 
Before the doctors start, they too check whether the instruments work 
correctly. To avoid a non-stop alarm from sounding and ensure a tranquil 
environment for the nervous resident, the neonatologist switches off the 
alarm of the monitor. When everything is ready, one of the nurses sedates 
the baby. This nurse indicates the exact moment of the infusion of the 
sedation medication. For the resident, this is the green light to go-ahead. 
The resident opens the mouth with the laryngoscope and pushes the tube 
through the nose. The laryngoscope helps him/her to see the windpipe. When 
s/he has the windpipe a-vue, s/he will use the McGill pincers to position the 
tube between the vocal cords. The neonatologist closely observes the 
manoeuvre of the resident and the responses of the baby. Meanwhile, the 
nurse keeps an eye on the saturation level (oxygen percentage in the blood) 
and heart rate on the monitor and informs the neonatologist non-stop about 
these figures. If the saturation level is too low, the neonatologist orders the 
resident to stop his/her attempts so the neonatologists can supply some extra 
oxygen by ballooning with a bag until the monitor shows a sufficient oxygen 
level. At this point, the resident is allowed to continue.  
During the whole procedure the nurse holds the baby’s head and arms to fix 
the body. The neonatologist informs the resident what to look for and when to 
do what, while he/she listens to the information of the nurse about the 
saturation level. 
Once the tube is in the windpipe, the laryngoscope is removed and the tube is 
fixed to the balloon, while the neonatologist listens with a stethoscope 
whether the tube is in the right position. He/she checks the motion of the 
chest, sees whether there is any improvement of the skin colour (was blue) 
and looks at the display of the monitor to check heart rate and saturation 
level. The resident will do the same. 
When the neonatologist is convinced the tube is in the right place, the nurse 
connects the tube to the ventilator. The resident calls the radiology 
department for an x-ray to confirm the correctness of the location. In the 
meantime the nurses will fix the tube with tape, fix the hands of the baby and 
connect the tube to the ventilator. 
 
Witnessing an intubation procedure makes you aware of the importance of 
skills and senses. First of all intubation requires careful observation: looking 
inside the throat (resident); looking at the skin colour of the baby 
(neonatologist); looking at the monitor for the frequency of the heart rate and 
saturation level (nurse); looking at the pressure gauge on the balloon 
(neonatologist): looking at the length of the tube once it is positioned in the 
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windpipe (neonatologist): looking at the thorax to check breathing while 
ballooning (neonatologist). 
Second, intubation requires careful listening: the nurse listens to the resident 
while assisting him/her; the neonatologist listens to the nurse while she 
informs him about the figures on the monitor; the resident listens to the 
neonatologist while he/she instructs him; the neonatologist listens to the 
lungs after the baby has been intubated. 
Third, intubation requires skilful hands: to hold the baby’s head and hands 
(nurse); to use the laryngoscope and McGill tong (resident); to bag the 
balloon in such a way that the baby receives enough oxygen again (the 
neonatologist); to position the stethoscope to listen to the effect of the 
intubation (neonatologist and resident). 
My brief description of this intubation procedure underscores that medical 
interventions may require multiple eyes, ears and hands, and that this entails 
a high degree of close collaboration. This form of collaboration seems to 
transcend a normal disciplinary distribution of tasks. The actors involved have 
to act as one entity. They have to become one ‘intubating body’, so to speak, 
with multiple eyes, ears, mouths and hands. This form of collaboration differs 
from, for instance, a sequential form of collaboration in which actors take 
action one after another. In the case of intubations the key activities need to 
be carried out at the same moment. This is not a matter of alternating roles, 
but of simultaneous and interacting roles. In other words, it is a matter of 
becoming ‘one acting body’. Let us take a closer look at this form of 
collaboration. For the analysis of this collaborative act I will use the concept 
‘tight coupling’ of Charles Perrow (1984/1999) to describe the character of 
intubation procedure and Arian Mackenzie’s concept of ‘regimes of meta-
stability’ (2002) to study its dynamics. 
 
 

4.  TIGHT COUPLED SYSTEMS  
 
To intubate requires a collaborative mode that has to be so well-timed, close-
knit and accurate that it resembles Charles Perrow’s ‘tight coupled system’.1 
Tight coupling, as defined by Perrow (1984/1999), refers to a system in which 
there is no slack or buffer between two items. It means that what happens in 
part A directly affects what is happening in part B. In a tight coupled system 
there is continuous surveillance of the process and the people. Hence, 
deviation can be quickly noted and reported and in response immediate action 
is taken in a standardized way. As such tight coupled systems have a high 
level of responsiveness to change and destabilization. Likewise, the intubation 
procedure can be considered as a form of tight coupling. In the case of 
intubation, tight coupling implies provides a solid base for a successful and 
safe procedure. The actions are carefully coordinated, while still leaving room 
for corrective measures if necessary. This form of close collaboration does not 
deny the division of labour and responsibilities, but instead focuses on the 
overlap of knowledge and skill necessary in order for a number of staff and 
devices to act as one entity. If a neonatologist for whatever reason is unable 
to watch the saturation monitor (e.g. the heating system of the incubator 
blocks his view), safety is not necessarily compromised because the nurse is 

                                                
1 In his system approach Perrow distinguishes different levels of coupling (tight and loosely) and 
different forms of interaction (complex and linear). See Ch. Perrow, (1984/1999). Normal 
Accidents: Living with high-risk technologies.Princeton University Press. 
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still able to watch the monitor and inform the neonatologist. The different 
elements that do take part in the procedure – whether it is humans or objects 
- are all closely tied together and perform their tasks in both a simultaneous 
and successive way. Also during an intubation procedure reactions have to be 
instantaneous and cannot be delayed. In other words, the intubation 
procedure is an ‘interactive complexity’ (Perrow, 1999, p.4).  
 
However, according to Perrow, tight coupled systems have to be considered 
as vulnerable configurations because they are an interactive complexity and 
their processes happen very fast and cannot be turned off. Although tight 
coupled systems need to produce fast responses, these are almost 
unreflective changes which may turn out disastrous. Due to lack of slack, 
reactions are instantaneous and cannot be delayed. Moreover, resources 
cannot be substituted and means to recover from a deviation are only those 
which are built into the system and therefore need to be thought of in 
advance. Also the intubation procedure needs to be done as quickly as 
possible and cannot be stopped once started. The sooner the baby is 
connected to the ventilator the better. Not just because the baby’s own 
respiration needs to be supported by the ventilator, but also because 
intubation is a stressful event for everyone involved and the baby in 
particular.  
 
Loose coupling 
Although the intubation procedure requires full completion, the positioning of 
the tube can be stopped. For instance, when the saturation level is too low, 
the resident is instructed to stop his/her attempts to position the tube in the 
throat so the neonatologist can put the oxygen mask on the baby’s face. By 
bagging the balloon s/he can give extra oxygen supply till the monitor shows 
an acceptable level of saturation. The balloon can be considered as a built-in 
resource to provide an opportunity for recovery when the procedure is driven 
off course. These additional resources are of utmost importance. Also the 
surgery department is such a resource. In exceptional cases the neonatologist 
is not able to intubate the baby due to malformations in the throat. In these 
cases a minor operation is performed by a surgeon to position the tube.  
 
Intubation turns out to be a tightly coupled system with a certain degree of 
slack. According to Perrow’s definition, tight coupling leaves no room for such 
compensation. Although we can consider intubation as a tightly coupled 
interactive system, it challenges the vulnerabilities of this characterisation. 
Does this imply that using Perrow’s vocabulary has not been the right choice 
to gain insight into this specific collaborative act? On the contrary, it 
demonstrates the exceptional resourceful character of this socio-technical 
system. Intubation turns out to have the strength of a tight coupled system 
and the ability to become loosely coupled if needed. Using Perrow’s concepts 
enabled me to convey the specific quality of this mode of collaboration as 
being both firm and flexible. This raises the question how this socio-technical 
configuration of being both tightly-knit and stretchy is achieved and 
maintained by everyone and everything involved. This concern warrants 
taking a closer look at the dynamics of this tight and flexible ensemble. In 
doing so my focus turns away from what this configuration of people, devices, 
and machines is, to the act of tight and loosely coupling. To do so, I move to 
another conceptual frame: from intubation as being a tight coupled system to 
intubation as a collectivity.  
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4. REGIMES OF META-STABILITY 
 
The intubation process is an act of collaboration in which actors with different 
disciplinary training, styles of reasoning, and forms of action come together. 
As such we can look upon an intubation process as a collectivity in which 
different realities are coupled. In following Simondon, Adrian Mackenzie 
(2002) describes this intersection and knotting together of diverse realities as 
a transductive process.2 This is a process in which  
 

“an activity gradually sets itself in motion, propagating within a given 
domain, by basing this propagation on a structuration carried out in 
different zones of the domain: each region of the constituted structure 
serves as a constituting principle for the following one, so much so 
that a modification progressively extends itself at the same time as 
this structuring operation” (Mackenzie 2002, p.16).   

 
It is the encounter between chains of different operations in which realities of 
heterogeneous domains are linked. What existed prior to the transduction as 
separate (doctor and nurse, medical knowledge, monitor, balloon) emerges as 
a coherent ensemble. Moreover, it emerges as a coherent acting ensemble. 
How is it possible that different constituents of the ensemble can transform 
into one tight entity? How do they manage to become one acting body of 
knowledge and skills? 
 
One crucial element in the transduction process is the coherency of 
anticipation of the actors involved. The coherency of action is mirrored by a 
coherency of anticipation. Both doctors and nurses have their own 
responsibilities and, as such, their own protocols. However, the nursing 
protocol for intubation is designed within the medical frame of reasoning. The 
overlap with the medical protocol is striking indeed, as it refers to medical 
indications, contra-indications and medical complications. Strictly speaking, it 
can not be considered as a nursing protocol. After all, nurses have to deal 
with objectives, indications and complications tied to their own specific role 
and expertise. According to one of the nurses, overlap is crucial because no 
one involved can afford staying one step behind: ‘There is no time to do one 
more step if immediate action is called for.’  The coherency of the protocols 
results in a matching anticipation, thus facilitating tight coupling. It is not so 
much that the nurse’s actions are merely a response to the doctor’s 
indications. On the contrary, there is a coherency of anticipation which is 
crucial for a coherency of action. 
 
Another crucial factor that facilitates the unity of the ‘intubating ensemble’ is 
the ‘delegation of senses’. The neonatologist has multiplied his eyes by 
delegating it to the nurse who watches the saturation level and heart rate on 
the monitor and to the resident who looks inside the throat of the baby. The 
nurse has delegated the measuring of the saturation level tot the monitor. 
The resident has delegated his eyes to the neonatologist who observes the 
skin colour of the baby while s/he looks through the laryngoscope. The 
resident has multiplied his hands by delegating it to the nurse who holds the 

                                                
2 A.Mackenzie. (2002). Transductions. Bodies and Machines at Speed. London: Continuum. 
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baby. The neonatologist has delegated his hand to the resident who intubates 
the baby. The resident has delegated his hands to the McGill tong to insert 
the tube and to the laryngoscope to keep the mouth en throat open. The 
neonatologist has delegated the measure of his grip while he is ballooning to 
the balloon meter. Delegation of senses is an important part of becoming ‘one 
intubating body’. Crucial in this matter is that there is not one delegating 
actor, or along a hierarchical structure. No, there are multiple delegations by 
multiple actors. There is, so to speak, unity on basis of interdependency.  
 
But, as described before, procedures such as intubation also involve moments 
of slack wherein the actual intubation of the tube is replaced for the supply of 
additional oxygen to give the baby the possibility to recuperate. During these 
intermezzos the collectivity is de-coupled and re-arranged into another 
formation. Now it is the neonatologist who is in the centre of the action, the 
nurse still holding the baby, the baby itself, the neonatologist who is bagging 
the balloon, the balloon and its meter, and the monitor who displays the 
saturation level, that are involved. They stay put and action continues. When 
the condition of the baby is recovered, they switch back to the other mode of 
collaboration.  
 
These alternating moments of coupling and de-coupling can be understood as 
a regime of meta-stability. According to MacKenzie (2002) ‘meta-stability 
refers to the provisional equilibrium established when a system rich in 
potential differences resolves inherent incompatibilities by restructuring itself 
topologically and temporally’ (p.103). Meta-stability is a provisional form of 
stability. This implies that the actors have to be coupled tightly enough in 
order for them to act as one entity, while preserving the ability to de-couple 
and act as separate but interrelated sub-systems. Complex procedures like 
trachea intubation require the ability to ‘stabilize itself in the face of new 
resources of variation’ (Ibid, p.103). An ongoing meta-stability gives the 
opportunity to deal with the risks that are inherent in intubating a newborn 
baby. It is its regime of meta-stability that provides this collaborative act the 
firmness and flexibility that is required to preserve patient safety.  
 
 
 

4. CONCLUSION:   ANOTHER FORM OF DIAGNOSIS  
 

Patient safety, as I have argued, can be sustained on the basis of preventing 
incidents and preserving the accomplished adequate level of performance. 
Prevention requires the diagnostic ability to notice trouble and take remedial 
action. The preservation of an optimal level of patient safety can be achieved 
by strengthening the safety net itself as well. To strengthen what is already 
strong involves active involvement, changes, shifts and adaptations. This, I 
would argue, requires another diagnostic ability. It is the ability to recognize 
good practice and act accordingly. Moreover, this ability is also relevant for 
the prevention of incidents. After all, to recognize the gaps in the safety net 
presupposes the ability to identify the safety structure itself. In this paper I 
have briefly touched on how this issue on basis of the analysis of an 
intubation procedure as a specific mode of collaboration.  
 
However, if staff members are trained to identify problems, they are not 
explicitly trained to identify the basic logics of their practice. Most of the 
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times, collaboration is considered as just a matter of ‘working together’. A 
closer look at their daily activities, though, reveals a rich repertoire of 
collaboration, of delegation and reasoning. Exnovation of these hidden 
competences can improve actors’ diagnostic ability recognize these resources 
of resilience. Having the diagnostic ability to identify the presence of, for 
example, processes of coupling and de-coupling while performing certain 
interventions such as intubation, will contribute to the level of patient safety. 
The diagnostic ability to notice adequate and accurate practices deserves as 
much attention as the ability to notice the troubles, errors and incidents. Put 
differently, reliable and adequate processes deserve as much attention as 
disturbing ones and therefore need to be recognized as such.  
 
 
 
 
 


