


Comprehensive AAR CASC e-learning



Objectives for the session

• Introduce AARs: where have 

they come from?

• Keep up-to-date with AAR

• The 4-question approach

• AAR in reality: what is 

involved?

• How could CA and QI teams 

apply AARs to their work?

• 3 top tips for getting started





Follow-up session in next 6 months…



CASC disclaimer…



CASC disclaimer…



…there was AAR





Useful resources: podcasts & twitter

Follow on twitter: @TraceyHerlihey @ptsafetyNHS







Q1: Which organisation were the first to pioneer 

the use of AARs? 

• World Health Organisation

• Australian Fire Service

• US Army

• Japanese Nuclear Regulation Authority



Q2: In which decade were AARs commenced in 

the NHS?

• 1980s

• 1990s 

• 2000s 

• 2010s (2008 at UCLH)



Q3: How many questions do NHS England 

recommend are asked when conducting an AAR?

• 3

• 4

• 5

• 6



The History of AARs

• Technique first used by US military on missions

• Timeline is not clear

• Used by many international companies, e.g. BP

• WHO endorse AARs

• Used extensively by Health Service Executive 

• Part of NHS England’s Learning Response Toolkit

• Referenced regularly at PSIRF events

• Regularly mentioned via Twitter / X

• First used by UCLH in NHS in 2008



AARs are used in many settings!



AARs: gaining momentum in healthcare!



AAR appearing more in NHS Jobs searches!



NHS England
Guide to responding proportionately to patient safety incidents [Sept 2022]

Table 3: National learning response methods



*Judy Walker Associates 

Report available via NHS Futures







“AAR is a structured facilitated 
discussion of an event, the outcome 
of which gives individuals involved in 
the event understanding of why the 

outcome differed from that expected 
and the learning to assist 

improvement. AAR generates insight 
from the various perspectives of the 
MDT and can be used to discuss both 

positive outcomes as well as 
incidents”



‘AAR is a structured 
approach for reflecting on 

the work of a group or team. 
By understanding AAR, we 

methodically capture 
knowledge about an activity: 
of what was expected, what 
really happened, and how it 
can be improved for better 

results next time…’ 

(Artie Mahal, 2018)



The process…





Language is important!

1. What was 

expected to 

happen?

2. What was the 

actual 

outcome?

3. What was the 

difference 

between the 

expected 

outcome and 

the event?

4. What is the 

learning?

1. What did we 

expect to 

happen?

2. What actually 

happened?

3. Why was there 

a difference?

4. What have we 

learnt?

1. What was 

planned and 

expected?

2. What actually 

happened?

3. What went well 

and what did 

not?

4. What can we 

do better next 

time? 



This is not ideal…
1. What was expected 

to happen?

2. What was the actual 

outcome?

3. What was the 

difference between 

the expected 

outcome and the 

event?

4. What is the learning?

1. What was 

expected?

2. What actually 

happened?

3. Why was there 

a difference?

4. What has been 

learnt? 

*PSIRF Learning Response 

Toolkit (2022)

*AAR Summary Template

(2024)





The AAR process in reality

1. Determine that an AAR would be beneficial

2. Appoint a facilitator to co-ordinate the meeting

3. Locate a safe space to conduct the meeting

4. Introduce and agree ground rules

5. Work through the four questions
• What was the expected outcome?

6. Write up the findings

7. Share the learning appropriately
• Need a way to check learning is implemented / effective 



National Patient Safety Agency

7 steps for successful SEA

1. Awareness and prioritisation of a significant event

2. Information gathering

3. The facilitated team-based meeting

4. Analysis of the significant event

5. Agree, implement and monitor change

6. Write it up

7. Report, share and review



We could do an AAR today…

1. What was 

expected to 

happen?

2. What was the 

actual 

outcome?

3. What was the 

difference 

between the 

expected 

outcome and 

the event?

4. What is the 

learning?

CASC team could convene at the end of 

the day to work through the 4 AAR 

questions, starting with Q1:

• All objectives and content is covered

• All delegates fully participate / engage

• Evidence of strong interactions and questions

• Questions are answered or picked up via 

appropriate routes

• No technical issues occur / problems dealt 

with appropriately 

• Learn at Lunch runs to time

• All participants know how to access the slides 

from the session

• Participants rate the session highly.



Using AARs: in CA and QI

• Review a clinical audit or QI project

• Review engagement in a national 
clinical audit

• Review an event, e.g. training day, 

conference, away day  

• Review an initiative e.g. 
engagement in CAAW24

• Review a change in practice:

• Roll out of AMaT

• Roll out of a new local clinical audit 

report template



Why do people like AARs?



Three top tips for getting started:



AAR... is not just about negatives/errors







The AAR Facilitator* is critical

*Sometimes referred to as the ‘AAR Conductor’



Learning responses are not 

led by staff who were 

involved in the patient safety 

incident itself (standard 4.1)



The AAR Facilitator



Worth considering…

Who looks after and supports the AAR conductors?



Signposting

• Slides and other 

resources will be 

shared via the CASC 

website Learn at 

Lunch webpage 

landing page

• We will send out a 

post-event email that 

links to this a reminder 

of the evaluation. 
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