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BOOKS/REPORTS 
 
Academy of Medical Royal Colleges 
Guidance for taking responsibility : accountable clinicians and  
informed patients. 
London : AoMRC, 2014            Web publication 
Following recommendations in the Francis Inquiry report that there is a need for a 
named accountable clinician for a patient's care whilst in hospital, AoMRC was asked 
by the Secretary of State to see how this could be taken forward. This guidance was 
developed following discussion and consultation with medical royal colleges, 
regulatory bodies and professional bodies. 
http://www.aomrc.org.uk/doc_view/9765-taking-responsibility 
 
Great Britain. Department of Health 
Requirements for registration with the Care Quality Commission : response to  
consultations on fundamental standards, the duty of candour and the fit and  
proper persons requirement for directors. 
[London] : DH, 2014             Web publication 
From April 2015, subject to parliamentary approval, all health and social care 
providers will be required to meet fundamental standards of care as a condition of 
their registration with the Care Quality Commission. The fundamental standards are 
intended to describe the basic requirements that providers should always meet, and 
set the standard of care that service users should always expect to receive. The 
responses to this consultation were used to improve the drafting of the fundamental 
standards regulations and this document outlines these changes in more detail. 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/327561/Consultation_
response.pdf  
Original consultation document: 
https://www.gov.uk/government/consultations/fundamental-standards-for-health-and-social-care-
providers  
 
National Institute for Health and Care Excellence 
Safe staffing for nursing in adult inpatient wards in acute hospitals. 
London : NICE, 2014-            Web publication 
This guidance is designed to help ensure safe and efficient nurse staffing levels on 
hospital wards that provide overnight care for adult patients in England and is in 
response to concerns about standards of patient care following the Mid-Staffs inquiry. 
The guidance committee concluded that when each registered nurse is caring for more 
than eight patients this is a signal to check that patients are not at risk of harm. At 
this point senior management and nursing managers should closely monitor red flag 
events, analyse safe nursing indicator data and take action if required. No action may 
be required if patient needs are being adequately met. 
http://pathways.nice.org.uk/pathways/safe-staffing-for-nursing-in-adult-inpatient-wards-in-acute-
hospitals  
 
NHS Employers 
The importance of effective partnership working on health, safety and wellbeing. 
London : NHS Employers, 2014           Web publication 
This guidance includes information on workplace inspections, the functions of a safety 
representative, what an effective health and safety committee looks like and the legal 
requirements to consult on health and safety matters. 
http://nhsemployers.org/~/media/Employers/Documents/Retain%20and%20improve/The%20importa
nce%20of%20effective%20partnership%20working%20final%20for%20website%2022%20May.pdf?d
m_i=21A8,2HF8K,FLWQWI,9214G,1 
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NHS England  
Report of the NHS England Never Events Taskforce. 
London : NHS England, 2014           Web publication 
Report and recommendations of the NHS England commissioned surgical never events 
taskforce. 
http://www.england.nhs.uk/wp-content/uploads/2014/02/sur-nev-ev-tf-rep.pdf  
Associated documentation: http://www.england.nhs.uk/2014/02/27/surgical-safety/ 
 
ISBM: 9781905030774 
Thorlby, Ruth, et al. 
Nuffield Trust  
The Francis Report : one year on : the response of acute trusts in England.  
London : Nuffield Trust, 2014           Web publication 
This report explores how acute trusts are responding to the Francis Inquiry report, 
one year on from Robert Francis QC’s original report into the failings in Mid 
Staffordshire hospitals. 
http://www.nuffieldtrust.org.uk/publications/francis-inquiry-one-year-on  
 
Schweppenstedde, David, et al. 
RAND Europe  
Regulating quality and safety of health and social care : international experiences . 
Cambridge : RAND Europe, 2014           Web publication  
Taking a range of six countries, this report reviews the regulatory mechanisms that 
have been implemented to ensure that essential standards of care are applied and are 
being adhered to, and considers the range of policy instruments used to encourage 
and ensure continuous quality improvement. It looks at Australia, England, Finland, 
Germany, the Netherlands and the USA. It is intended to inform policy thinking for the 
Department of Health and others in developing the regulation of safety and quality of 
health and social care in England. It was prepared as part of the project 'An "On-call" 
Facility for International Healthcare Comparisons' funded by the Department of Health 
in England through its Policy Research Programme. 
http://www.rand.org/content/dam/rand/pubs/research_reports/RR500/RR561/RAND_RR561.pdf  
Summary: 
http://www.rand.org/content/dam/rand/pubs/research_reports/RR500/RR561/RAND_RR561.sum.pdf  
 
Hassan, Taj, et al. 
Academy of Medical Royal Colleges 
The drive for quality : how to achieve safe, sustainable care in our emergency  
departments? : system benchmarks & recommendations. 
London : College of Emergency Medicine, 2013         Web publication 
Emergency care systems in the UK and Ireland are facing their biggest challenge in 
well over a decade as they aim to cope with unsustainable workloads and a lack of 
sufficient numbers of middle grade doctors and consultants in emergency medicine to 
deliver consistent quality care. The report, based upon the results of a comprehensive 
survey of 131 emergency departments (EDs) in the UK between 2011 and 2012, 
recommends urgent action in a number of key areas of: system redesign to manage 
workloads and de-congest the ED; expansion and sustainable working practices for 
staff; a radical change to the way in which emergency care is funded; and a better 
system to measure the success of improvement rather than four-hour system 
performance alone. 
http://secure.collemergencymed.ac.uk/code/document.asp?ID=7030  
Associated documentation: 
http://secure.collemergencymed.ac.uk/Shop-
Floor/Professional%20Standards/Quality%20in%20the%20Emergency%20Department/  
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Whistleblowing Helpline  
Raising concerns at work : whistleblowing guidance for workers and  
employers in health and social care. 
[London] : Whistleblowing Helpline, 2014          Web publication 
This guidance contains a number of recommendations, aiming to help make 
whistleblowing an important part of improving the quality of service user support and 
patient safety. 
http://www.wbhelpline.org.uk/wp-content/uploads/2014/04/Raising-Concerns-at-Work.pdf 
Associated documentation: 
http://www.wbhelpline.org.uk/whistleblowing-helpline-press-release-new-guidance-issued/  
 
British Medical Association 
Supporting doctors in raising concerns : BMA discussion paper and  
member consultation.  
London : BMA, 2013             Web publication 
If the NHS is to have a truly open and transparent culture, a fundamental change in 
attitude towards reporting concerns and being honest about errors or poor care is 
essential. There are a number of ways in which staff can be encouraged and assisted 
in doing this, but improvements in process and support can only go so far. Ultimately 
what is required is demonstrable leadership, an example which staff can follow. 
Doctors have a unique role to play and, backed by their professional code, can be at 
the forefront of leading this crucial change in attitude. This discussion paper reviews 
the problems and challenges for doctors in this area, and poses thought-provoking 
questions throughout. 
http://bma.org.uk/-
/media/Files/PDFs/Working%20for%20change/Shaping%20healthcare/NHS%20culture/Supportingdoct
orsinraisingconcerns.pdf  
Associated documentation: http://bma.org.uk/nhsculture  
 
Centre for Public Scrutiny 
Safety, quality, trust : briefing for council scrutiny about the Francis Report. 
London : Centre for Public Scrutiny, 2013          Web publication 
This briefing is about how council scrutiny can support improvements in quality and 
patient experience and help the local NHS put patients first. Robert Francis had clear 
messages about council scrutiny and this briefing suggests some first steps for council 
scrutiny to consider in responding and improving scrutiny practice and outcomes in 
relation to holding the NHS to account. 
http://cfps.org.uk/domains/cfps.org.uk/local/media/downloads/130905Francis_Guide_for_web_design
ed_final.pdf  
 
Centre for Workforce Intelligence 
Workforce planning implications and learning points from Francis 2013. 
London : CfWI, 2013             Web publication 
This paper is designed to contribute to an effective response to the Francis inquiry 
report by helping senior leaders in health, social care and public health to identify its 
key workforce implications. It aims to inform and stimulate discussion on the changes 
that the Francis report recommends at a strategic level, as well as providing advice to 
leaders as they consider how to engage staff to bring about individual change in the 
workforce. 
http://www.cfwi.org.uk/publications/workforce-planning-implications-and-learning-points-from-francis-
2013/at_download/attachment4  
 
ISBN: 9780801478291 
Gordon, Suzanne, et al. 
Beyond the checklist : what else health care can learn from aviation  
teamwork and safety. 
Ithaca, NY : Cornell University Press, 2013               HONB (Gor) 
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ISBN: 9780101875424 
Great Britain. Department of Health 
Hard truths : the journey to putting patients first. 
Cm ; 8754-I 
London : Stationery Office, 2013                HONB (Gre) 
This and associated documents build on the government’s initial response to the 
Francis Report: Patients First and Foremost, which was published in March 2013. They 
explain the changes that have been put in place since the initial response was 
published, and set out how the whole health and care system will prioritise and build 
on this. 
Volume one of the government's response to the Francis Inquiry Report. 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/259648/34658_Cm_8
754_Vol_1_accessible.pdf  
Volume two of the government's response to the Mid Staffordshire NHS  
Foundation Trust Public Inquiry : response to the Inquiry’s recommendations. 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/259649/34659_Cm_8
754_Vol_2_accessible.pdf  
Associated documentation: 
https://www.gov.uk/government/publications/mid-staffordshire-nhs-ft-public-inquiry-government-
response  
 
ISBN: 9780101857628  
Great Britain. Department of Health 
Patients first and foremost : the initial government response to the Report  
of the Mid Staffordshire NHS Foundation Trust Public Inquiry. 
Cm ; 8576 
London : Stationery Office, 2013                HONB (Gre) 
This document sets out the government’s initial response to Robert Francis QC’s 
report on the Mid Staffordshire NHS Foundation Trust public inquiry. It details actions 
to ensure that patients are the first and foremost consideration of the health and care 
system and everyone who works in it. It outlines how a culture of compassion will be 
a key marker of success; hospitals and care homes will be encouraged to strive to be 
the best; basic values of dignity and respect will be central to care training; and if 
things go wrong, patients and their families will be told about it. 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/170701/Patients_First
_and_Foremost.pdf  
Associated documentation: 
https://www.gov.uk/government/news/government-publishes-initial-response-to-the-mid-
staffordshire-nhs-public-inquiry-report  
 
The Health Foundation  
Hard truths : essential actions. 
Briefing ; (December 2013) 
London : The Health Foundation, 2013          Web publication 
On 19 November 2013, the government published Hard Truths, its full response to the 
Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry by Robert Francis 
QC. The briefing focuses on bridging the gap between the actions set out by the 
government in Hard Truths and their practical application by people working in the 
service. The Health Foundation’s key recommendations are: a learning environment is 
necessary to achieve the profound cultural change being asked of the NHS - there is a 
pivotal role for the government and NHS England in creating this; a large-scale safety 
collaborative programme has the potential to provide benefit, but NHS England needs 
to strike the right balance between providing accountability and achieving genuine 
ownership from front-line teams; the focus on measuring safety is welcome, but 
measures should be developed to assess the future risk of harm, not just the 
occurrence of past harm; and the government also needs to be clear how the 
publication of data will improve safety. 
http://www.health.org.uk/publications/hard-truths-essential-actions/  
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The Health Foundation 
Involving people in safety : a summary of learning from a Health Foundation  
roundtable. 
Event report ; June 2013. 
London : The Health Foundation, 2013          Web publication 
On 1 May 2013 the Health Foundation hosted a roundtable event to explore how the 
public, patients, their families and carers can be involved in improving patient safety.  
http://www.health.org.uk/publications/involving-people-in-safety/  
 
ISBN: 9781906461447 
Vincent, Charles, et al. 
The Health Foundation  
The measurement and monitoring of safety. 
London : The Health Foundation, 2013          Web publication 
This framework highlights five dimensions which should be included in any safety and 
monitoring approach, in order to give a comprehensive and rounded picture of an 
organisation’s safety. 
http://www.health.org.uk/public/cms/75/76/313/4209/The%20measurement%20and%20monitoring%
20of%20safety.pdf?realName=haK11Q.pdf  
Associated documentation: 
http://www.health.org.uk/publications/the-measurement-and-monitoring-of-safety/  
 
Lankshear, Annette J. and Lowson, Karin V. 
The Health Foundation 
Safer patients network : evaluation. 
London : Health Foundation, 2013           Web publication 
This report presents the independent evaluation of the Health Foundation’s Safer 
Patients Network programme. The evaluation was undertaken by a team from Cardiff 
University and the York Health Economics Consortium. It aimed to determine to what 
extent the Safer Patients Network (SPN) had transformed the Safer Patients Initiative 
(SPI) from a successful collaborative to a self-sustaining, member-driven network 
committed to continually improving patient safety within the member organisations 
and beyond. 
http://www.health.org.uk/publications/safer-patients-network-evaluation/  
 
West, Michael 
Lancaster University Mangement School 
Quality and safety in the NHS : evaluating progress, problems and promise.  
Lancaster : Lancaster University, [2013]           Web publication 
The NHS in England is facing challenges and changes as great as any in its history. 
These include increasing demand, population demographics, changes in disease type 
and frequency, technological changes, and a major structural and culture change 
programme, all in a context of national economic austerity. In such circumstances, 
ensuring that organisational cultures remain focused on improving high quality and 
safe patient care is all the more important. The research programme reported here 
was initiated by the Department of Health Policy Research Programme to assess the 
extent to which NHS organisations in England have cultures in which the most 
important values are those of providing and improving high quality and safe patient 
care. The programme used a combination of methods, including interviews, surveys 
and ethnographic case studies, to assess the extent to which organisational cultures 
and values support high-quality care and patient safety . It aimed to determine how to 
secure a sustainable focus on quality and safety, how quality improvement happens, 
how change in the right direction can be accelerated, and how innovation can be 
encouraged.  
http://www.lums.lancs.ac.uk/files/quality-safety-nhs-e.pdf  
Summary: http://www.lums.lancs.ac.uk/files/quality-safety-nhs-f.pdf  
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ISBN: 9780102981469 
Francis, Robert, Chair 
Mid Staffordshire NHS Foundation Trust Inquiry 
Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry. 
HC ; 898-I 
London : Stationery Office, 2013                HONB (Mid) 
Concerns about mortality and the standard of care provided at the Mid Staffordshire 
NHS Foundation Trust resulted in an investigation by the Healthcare Commission 
which published a highly critical report in March 2009, followed by two reviews 
commissioned by the Department of Health. These investigations gave rise to 
widespread public concern and a loss of confidence in the Trust, its services and 
management. This Inquiry was set up primarily to give those most affected by poor 
care an opportunity to tell their stories and to ensure that the lessons learned were 
fully taken into account in the rebuilding of confidence in the Trust. 
Volume 1 : analysis of evidence and lessons learned (part 1). 
http://www.midstaffspublicinquiry.com/sites/default/files/report/Volume%201.pdf  
Volume 2 : analysis of evidence and lessons learned (part 2). 
http://www.midstaffspublicinquiry.com/sites/default/files/report/Volume%202.pdf  
Volume 3 : present and future annexes. 
http://www.midstaffspublicinquiry.com/sites/default/files/report/Volume%203.pdf  
Executive summary. 
http://www.midstaffspublicinquiry.com/sites/default/files/report/Executive%20summary.pdf  
Enquiry website: http://www.midstaffspublicinquiry.com/  
 
NHS Confederation  
NHS Confederation member briefing : Francis.  
London : NHS Confederation, 2013           Web publication 
With the government's full response to Francis expected shortly, this briefing provides 
a short summary of points to look out for, the work that NHS Confederation has done, 
government's actions so far and a brief reminder of the findings of the inquiry itself. 
http://www.nhsconfed.org/~/media/Confederation/Files/public%20access/Francis_the_story_so_far.pdf  
Associated documentation: 
http://www.nhsconfed.org/priorities/latestnews/Pages/full-Government-response-Francis-report-
expected.aspx  
 
NHS Confederation, et al. 
Changing care, improving quality : reframing the debate on reconfiguration.  
London : NHS Confederation, 2013           Web publication 
One of the greatest challenges facing the health service today is the need to redesign 
services to meet the needs of patients, improve the quality of care and achieve better 
value for society. There is growing support among patient groups, clinicians and 
managers for the potential benefits of 'reconfiguration' in health services. This report 
identifies six principles to consider as a foundation for most reconfiguration plans, and 
aims to support those engaged locally in making a decision as to whether to 
reconfigure services and, if so, how to make change happen. 
http://www.nhsconfed.org/~/media/Confederation/Files/Publications/Documents/Changing-care-
improving-quality.pdf?dl=1  
Associated documentation: 
http://www.nhsconfed.org/Publications/reports/Pages/Changing-care-improving-quality.aspx  
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ISBN: 9781860165160 
Berwick Don 
National Advisory Group on the Safety of Patients in England 
A promise to learn - a commitment to act : improving the safety of patients  
in England.  
London : [DH], 2013             Web publication 
This report highlights the main problems affecting patient safety in the NHS and 
makes recommendations to address them. It says that the health system must: 
recognise with clarity and courage the need for wide systemic change; abandon blame 
as a tool and trust the goodwill and good intentions of the staff; reassert the primacy 
of working with patients and carers to achieve health care goals; use quantitative 
targets with caution - they should never displace the primary goal of better care; 
recognise that transparency is essential and expect and insist on it; ensure that 
responsibility for functions related to safety and improvement are established clearly 
and simply; give NHS staff career-long help to learn, master and apply modern 
methods for quality control, quality improvement and quality planning; and make sure 
pride and joy in work, not fear, infuse the NHS. Professor Don Berwick, an 
international expert in patient safety, was asked by the Prime Minister to carry out the 
review following the publication of the Francis Report into the breakdown of care at 
Mid Staffordshire Hospitals. 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/226703/Berwick_Report.pdf  
Associated documentation 
https://www.gov.uk/government/publications/berwick-review-into-patient-safety  
 
The Nuffield Trust 
The Francis Public Inquiry Report : a response. 
London : Nuffield Trust, 2013 
This response by the Nuffield Trust to the findings of the Mid Staffordshire NHS 
Foundation Trust Public Inquiry, chaired by Robert Francis QC (the ‘Francis Report’), 
offers an analysis of several of the key recommendations and themes. This paper is 
intended to inform the government’s response to the Francis Report. We have focused 
on those areas where the Nuffield Trust has particular expertise, such as funding, 
data, commissioning and regulation. 
http://www.nuffieldtrust.org.uk/sites/files/nuffield/publication/130314_francis-public-inquiry-report.pdf  
Associated documentation: http://www.nuffieldtrust.org.uk/our-work/projects/francis-inquiry  
 
ISBN: 9780101875523 
Great Britain. Parliament. House of Commons. Health Committee 
The government response to the House of Commons Health Committee  
third report of session 2013-14 : After Francis : making a difference. 
Cm ; 8755 
London : Stationery Office, 2013                HONB (Gre) 
This report responds to the Health Select Committee's report 'After Francis: Making A 
Difference' answers the questions raised, and seeks to describe how the government 
intends to build on the rapid early progress. The Mid Staffordshire NHS Foundation 
Trust Public Inquiry, led by Robert Francis QC, probed a culture where complacency 
pervaded, poor standards of care were allowed to persist, patients were harmed, and 
staff who tried to speak out were ignored or punished. 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/259650/34661_Cm_8
755_Accessible.pdf  
Associated documentation: 
https://www.gov.uk/government/publications/mid-staffordshire-nhs-ft-public-inquiry-government-
response  
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ISBN: 9780215062345 
Dorrell, Stephen Chair 
Great Britain. Parliament. House of Commons. Health Committee 
After Francis : making a difference : third report of session 2013-14 : report,  
together with formal minutes and oral and written evidence. 
House of Commons papers. Session 2013-14 ; HC 657  
[incorporating HC 982-i-iv, Session 2012-13] 
London : Stationery Office, 2013        HONB (Dor) 
In this report the Committee gives its view on the principal recommendations of the 
report of the public inquiry into the Mid Staffordshire NHS Foundation Trust 
undertaken by Robert Francis QC. The Committee will be keeping the government's 
response to the full set of recommendations made by Robert Francis under review as 
part of its ongoing programme of scrutiny. 
http://www.publications.parliament.uk/pa/cm201314/cmselect/cmhealth/657/657.pdf  
 
Powell, Tom 
Great Britain. Parliament. House of Commons. Library 
The Francis Report (Report of the Mid-Staffordshire NHS Foundation  
Trust public inquiry) and the government's response. 
Standard note ; SN/SP/6690 (2 December 2013) 
[London] : House of Commons, Library, 2013         Web publication 
This briefing sets out the main issues arising from the public inquiry led by Robert 
Francis QC, and other preceding reports, into serious failings in care at Mid-
Staffordshire NHS Foundation Trust. It also provides some information on the 
government’s response to the Francis report, which was published on 6th February 
2013. 
http://www.parliament.uk/briefing-papers/SN06690.pdf  
 
Buchan, James, et al. 
Royal College of Nursing and Queen Margaret University 
Safe staffing levels - a national imperative : the UK nursing labour review 2013. 
RCN Labour Market Review 
London : RCN, 2013             Web publication 
This report is the 2013 annual review of the UK nursing labour market commissioned 
by the Royal College of Nursing. In the twelve months since the last labour market 
review (LMR) was published, there have been several key events that have deep and 
far-reaching implications for the nursing workforce. In combination, these events 
point to the urgent need to address both the national security of the supply of nurses, 
and the local ability to determine evidence-based nurse staffing levels.  
http://www.rcn.org.uk/__data/assets/pdf_file/0018/541224/004504.pdf  
Previous labour market reviews: 
http://www.rcn.org.uk/support/the_working_environment/employment_relations_publications  
 
ISBN: 9781908782533 
Royal College of Nursing 
Beyond breaking point? : a survey report of RCN members on health,  
wellbeing and stress. 
London : RCN, 2013             Web publication 
This report is based on a survey of over 2000 nursing staff and argues that patient 
care in the UK is being put at risk by staff cuts and excessive workloads, leading to 
unprecedented nurse stress and ill health. It also raises concerns about the working 
culture which is operating in the care system in the UK, both in hospitals and 
community care. It calls on employers to take urgent action to protect staff welfare 
and patient care as well as for the Health and Safety Executive to take enforcement 
action where employers are failing to meet the legal requirement to assess and 
manage the risk of work related stress. 
http://www.rcn.org.uk/__data/assets/pdf_file/0005/541778/004448.pdf  
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Royal College of Nursing 
Mid Staffordshire NHS Foundation Trust Public Inquiry report : response of the  
Royal College of Nursing.  
London : RCN, 2013             Web publication 
This document outlines the RCN’s response to many of the 290 recommendations in 
the seminal report and sets out the work the RCN has already undertaken, and what it 
believes should be done next, to ensure the failings at Stafford Hospital are never 
repeated. 
http://www.rcn.org.uk/__data/assets/pdf_file/0004/530824/francis_response_full_FINAL.pdf  
Executive summary: 
http://www.rcn.org.uk/__data/assets/pdf_file/0006/530826/francis_exec_summary_FINAL.pdf  
 
Royal College of Physicians  
Royal College of Physicians’ response to the report of the Mid Staffordshire  
NHS Foundation Trust Public Inquiry. 
London : Royal College of Physicians, 2013         Web publication 
The Mid Staffordshire NHS Foundation Trust Public Inquiry, the ‘Francis Inquiry’ 
conducted by Robert Francis QC, regarding the substandard care that took place at 
Mid Staffordshire NHS Foundation Trust between 2005 and 2009, reported on 6 
February 2013. The Royal College of Physicians (RCP) was a core participant to the 
Inquiry. This paper is the full RCP response to the Francis Inquiry report. 
http://www.rcplondon.ac.uk/sites/default/files/francis-inquiry-detailed-response.pdf  
Associated documentation: 
http://www.rcplondon.ac.uk/what-we-do/patient-safety/royal-college-physicians%E2%80%99-
response-report-mid-staffordshire-nhs-foundation  
 
University of York. Centre for Reviews and Dissemination 
Patient safety : 10 things NHS trusts should already be doing. 
Effectiveness Matters ; Summer 2013 
York : University of York, 2013           Web publication 
The Francis Report detailed some of the worst failings in care and unnecessary harm 
to have occurred in the NHS. The government announced a series of measures they 
hope will deliver a culture of zero-harm and patient-centred care in the NHS. There is 
a large evidence base that the NHS can draw upon to inform their efforts to improve 
patient safety. The ten key practices highlighted in this bulletin range from 
establishing a culture for patient safety through to interventions aimed at reducing 
specific events. Clear and visible leadership, engagement of front-line clinical staff and 
interventions that target prevailing attitudes are key. Delivering harm free care should 
involve routine monitoring of meaningful outcomes. Areas of concern can be identified 
and targeted so that improvements can be sustained. 
http://www.york.ac.uk/inst/crd/pdf/effectiveness_matters_summer_2013.pdf 
 
ISBN: 9781906461447 
Vincent, Charles, et al. 
The Health Foundation  
The measurement and monitoring of safety. 
London : The Health Foundation, 2013          Web publication 
This framework highlights five dimensions which should be included in any safety and 
monitoring approach, in order to give a comprehensive and rounded picture of an 
organisation’s safety. 
http://www.health.org.uk/public/cms/75/76/313/4209/The%20measurement%20and%20monitoring%
20of%20safety.pdf?realName=haK11Q.pdf  
Associated documentation: 
http://www.health.org.uk/publications/the-measurement-and-monitoring-of-safety/  
 
ISBN: 9780452296862  
Pronovost, Peter and Vohr, Eric 
Safe patients, smart hospitals: how one doctor's checklist can help us change  
health care from the inside out. 
New York : Plume, 2011                      On order 
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Robinson, Paul and Tyndale-Biscoe, Julian 
CHKS 
What makes a top hospital? : safety.  
What makes a top hospital ; 2 (July 2011) 
Alcester : CHKS, 2011            Web publication 
This report is the second in a series of five and highlights examples of hospital trusts 
that are making significant improvements in safety. The rationale for improving 
patient safety is now well understood but there are some organisations that still 
consider safety to be a tick-box exercise. The idea behind the 'What makes a top 
hospital?' series of five reports is to set out examples of excellence in the delivery of 
healthcare in the hope that other organisations can take something from each of 
them.  
http://www.chks.co.uk/userfiles/files/CHKS_2011_WMATH_2_FIN_lo-res(1).pdf  
Associated documentation: http://www.chks.co.uk/Knowledge-Base  
 
ISBN: 9780704428874 
Sawbridge, Yvonne and Hewison, Alistair 
University of Birmingham. Health Services Management Centre 
Time to care? : responding to concerns about poor nursing care. 
HSMC Policy Paper ; 12 (December 2011) 
Birmingham : University of Birmingham, 2011         Web publication 
This paper states that ward sisters/charge nurses need to be a given a more 
prominent leadership role in hospitals if standards of acute nursing care are to be 
improved. It makes a series of recommendations to support nurses working in acute 
hospital care to deliver a better service for patients. As well as recommendations 
focused on leadership the paper also identifies the need for a systematic approach to 
supporting nurses with the emotional stress of caring work and a recognised training 
programme for healthcare support workers.  
http://www.birmingham.ac.uk/Documents/college-social-sciences/social-
policy/HSMC/publications/PolicyPapers/policy-paper-twelve-time-to-care.pdf  
 
National Voices  
Not the Francis Report : a National Voices report on how to ensure  
safety & quality. 
London : National Voices, 2012           Web publication 
This report calls for greater urgency in improving patient safety and care quality. It 
warns that delays to the Francis Report could also create delays on improvements in 
care quality in the NHS and the report makes a number of recommendations for 
improving patient safety and the quality of patient care. These recommendations 
include greater patient and public involvement; the reorganisation of hospital 
services; and a drive towards integrated primary care. 
http://www.nationalvoices.org.uk/sites/www.nationalvoices.org.uk/files/not_the_francis_report_final.pdf 
 
ISBN: 9781906461232 
The Health Foundation 
Learning report : safer patients initiative : lessons from the first major  
improvement programme addressing patient safety in the UK. 
London : Health Foundation, 2011           Web publication 
This learning report provides an overview of the Safer Patients Initiative and its 
evaluation, and highlights the impact of the programme, key lessons and further 
issues for exploration. Throughout the report, we signpost the reader to more detailed 
material available on the Safer Patients Initiative and the wider Health Foundation 
work on improving patient safety. 
http://www.health.org.uk/public/cms/75/76/313/2114/Safer%20Patients%20Initiative%20Learning%2
0Report.pdf?realName=8qUmP9.pdf  
 
ISBN: 9781846683138 
Gawande, Atul 
The checklist manifesto :how to get things right. 
London : Profile Books, 2010               HOQQ (Gaw) 
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adverse events in the National Health Service. 
London : Stationery Office, 2000                HONB (Gre) 
http://webarchive.nationalarchives.gov.uk/20130107105354/http://dh.gov.uk/prod_consum_dh/group
s/dh_digitalassets/@dh/@en/documents/digitalasset/dh_4065086.pdf  
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Lawton, Rebecca, et al. 
Positive deviance : a different approach to achieving patient safety.  
BMJ Quality and Safety 2014; 23 (11): 880-883 (November 2014) 
This paper argues that focusing on successful practices in patient safety management (termed 
“positive deviance” - the behaviours of successful teams and organisations) may be a more effective 
method than focusing on error detection and its management. [KJ] 
http://qualitysafety.bmj.com/content/early/2014/07/21/bmjqs-2014-003115.full 
 
Dean, Erin 
In the wake of the Francis shock wave. 
Nursing Standard 2014; 28 (30): 22-25 (26 March 2014) 
The Francis inquiry into failures of care at Mid Staffordshire NHS Foundation Trust sent a shock wave 
through the NHS. A year after the final report was published, patient safety and quality of care are now 
higher priorities for trusts. But financial realities still hinder full implementation of the 
recommendations. [Summary] 
 
Calkin, Sarah 
Francis impacts on culture and patient safety. 
Health Service Journal 2014; 124 (6385): 4-5 (7 February 2014) 
HSJ research has given the clearest indication so far that staff wellbeing and organisational culture are 
being taken more seriously by acute trust boards, one year after the Francis report was released. 
However, questions remain about whether the changes are being felt on the frontline. [Introduction] 
 
McKeon, Andy 
The day of reckoning. 
Public Finance 2014; 32-34 (January 2014) 
The government's response to the Francis report on the Mid Staffs scandal has thrown down a 
challenge to the NHS. But raising quality standards doesn't come cheap. How can trusts square the 
circle? [Introduction] 
http://www.publicfinance.co.uk/features/2014/02/the-day-of-reckoning/  
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Doyle, Cathal, et al. 
A systematic review of evidence on the links between patient experience and clinical safety 
and effectiveness.  
BMJ Open 2013; 3 (1): (3 January 2013) 
OBJECTIVE: To explore evidence on the links between patient experience and clinical safety and 
effectiveness outcomes. DESIGN: Systematic review. SETTING: A wide range of settings within 
primary and secondary care including hospitals and primary care centres. PARTICIPANTS: A wide range 
of demographic groups and age groups. PRIMARY AND SECONDARY OUTCOME MEASURES: A broad 
range of patient safety and clinical effectiveness outcomes including mortality, physical symptoms, 
length of stay and adherence to treatment. RESULTS: This study, summarising evidence from 55 
studies, indicates consistent positive associations between patient experience, patient safety and 
clinical effectiveness for a wide range of disease areas, settings, outcome measures and study designs. 
It demonstrates positive associations between patient experience and self-rated and objectively 
measured health outcomes; adherence to recommended clinical practice and medication; preventive 
care (such as health-promoting behaviour, use of screening services and immunisation); and resource 
use (such as hospitalisation, length of stay and primary-care visits). There is some evidence of positive 
associations between patient experience and measures of the technical quality of care and adverse 
events. Overall, it was more common to find positive associations between patient experience and 
patient safety and clinical effectiveness than no associations. CONCLUSIONS: The data presented 
display that patient experience is positively associated with clinical effectiveness and patient safety, 
and support the case for the inclusion of patient experience as one of the central pillars of quality in 
healthcare. It supports the argument that the three dimensions of quality should be looked at as a 
group and not in isolation. Clinicians should resist sidelining patient experience as too subjective or 
mood-oriented, divorced from the ‘real’ clinical work of measuring safety and effectiveness. [Abstract] 
http://bmjopen.bmj.com/content/3/1/e001570.full  
 
McKee, Lorna, et al. 
'New' and distributed leadership in quality and safety in health care, or 'old' and 
hierarchical? : an interview study with strategic stakeholders. 
Journal of Health Services Research and Policy 2013; 18 (2): 11-19 (October 2013 Suppl.) 
OBJECTIVES: We aimed to explore the views of strategic level stakeholders on leadership for quality 
and safety in the UK National Health Service. METHODS: We interviewed 107 stakeholders with close 
involvement in quality and safety as professionals, managers, policy makers or commentators. Analysis 
was based on the constant comparative method. RESULTS: Participants identified the crucial role of 
leadership in ensuring safe, high quality care. Consistent with the academic literature, participants 
distinguished between traditional hierarchical 'concentrated' leadership associated with particular 
positions, and distributed leadership involving those with particular skills and abilities across multiple 
institutional levels. They clearly and explicitly saw a role for distributed leadership, emphasizing that all 
staff had responsibility for leading on patient safety and quality. They described the particular value of 
leadership coalitions between managers and clinicians. However, concern was expressed that 
distributed leadership could mean confusion about who was in charge, and that at national level it 
risked creating a vacuum of authority, mixed messages, and conflicting expectations and demands. 
Participants also argued that hierarchically based leadership was needed to complement distributed 
leadership, not least to provide focus, practical support and expertise, and managerial clout. 
CONCLUSIONS: Strategic level stakeholders see the most effective form of leadership for quality and 
safety as one that blends distributed and concentrated leadership. Policy and academic prescriptions 
about leadership may benefit from the sophisticated and pragmatic know-how of insiders who work in 
organizations that remain permeated by traditional structures, cleavages and power relationships. 
[Abstract] 
 
Plumridge, Noel 
Safe in whose hands? 
Public Finance 2013; 9 38-41 (September 2013) 
Politicians are engaged in a war of words over who is responsible for NHS failures. But it’s the financial 
structure that is largely to blame. [Introduction] 
http://www.publicfinance.co.uk/features/2013/09/safe-in-whose-hands/  
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George, Jim, et al. 
How can we keep patients with dementia safe in our acute hospitals? : a review of 
challenges and solutions. 
Journal of the Royal Society of Medicine 2013; 106 (9): 355-361 (September 2013) 
Maintaining patient safety in acute hospitals is a global health challenge. Traditionally, patient safety 
measures have been concentrated on critical care and surgical patients. In this review the medical 
literature was reviewed over the last ten years on aspects of patient safety specifically related to 
patients with dementia. Patients with dementia do badly in hospital with frequent adverse events 
resulting in the geriatric syndromes of falls, delirium and loss of function with increased length of stay 
and increased mortality. Contributory factors include inadequate assessment and treatment, 
inappropriate intervention, discrimination, low staff levels and lack of staff training. Unfortunately there 
is no one simple solution to this problem, but what is needed is a multifactorial, multilevel approach at 
the seven levels of care - patient, task, staff, team, environment, organisation and institution. 
Improving safety and quality of care for patients with dementia in acute hospitals will benefit all 
patients and is an urgent priority for the NHS. [Abstract] 
 
McCaughan, Dorothy and Kaufman, Gerri 
Patient safety : threats and solutions. 
Nursing Standard 2013; 27 (44): 48-55 (3 July 2013) 
The recent landmark report into the care failings at Stafford Hospital has called for sweeping changes 
to end the NHS’s neglect of patient safety (Francis 2013). The report calls for a “fundamental change” 
in culture so that patients are always put first, and it makes 290 recommendations covering a broad 
range of issues relating to patient care and safety in the NHS. This article explores issues surrounding 
patient safety, including the terminology associated with harm and error. The types of patient safety 
incidents that occur in different care environments are discussed. It offers insight into why patient 
safety incidents occur and describes some of the underlying factors. It also discusses preventive 
strategies and the role of patients and family members in enhancing safety. [Abstract] 
 
Oxtoby, Kathy 
Supporting whistleblowers. 
BMJ 2013; 346 (7914): GP5-GP6 (29 June 2013 Suppl.) 
Raising concerns about patient care is a crucial part of a doctor’s role, but many still face difficulties 
when trying to blow the whistle on poor practice. Kathy Oxtoby looks at the issues All health 
professionals should feel comfortable and confident in raising concerns about the quality of patient care 
in their workplace, without cultural or organisational issues presenting barriers. Richard Marks, 
revalidation lead for the Royal College of Anaesthetists, believes that raising concerns about poor care 
is a crucial part of health professionals’ work. “It’s always been the case that part of our duty as health 
professionals is to improve the quality of service we deliver, and it should be a part of our everyday 
practice”, he says. Yet cases continue to be reported in which concerns have been raised, and these 
concerns have not been dealt with adequately by those in charge. In some cases doctors have been 
forced to “whistleblow” by taking their worries to people outside normal channels and management 
structures in an attempt to protect patients. [Introduction] 
http://careers.bmj.com/careers/advice/view-article.html?id=20013202  
 
Dyer, Clare 
The long road to ensuring patient safety in NHS hospitals. 
BMJ 2013; 346 (7910): 16-18 (1 June 2013) 
As part of a series on compensation for clinical errors, Clare Dyer looks at efforts, past and present, to 
monitor and prevent mistakes that harm patients. [Introduction] 
 
Kaufman, Gerri and McCaughan, Dorothy 
The effect of organisational culture on patient safety. 
Nursing Standard 2013; 27 (43): 50-56 (26 June 2013) 
This article explores the links between organisational culture and patient safety. The key elements 
associated with a safety culture, most notably effective leadership, good teamwork, a culture of 
learning and fairness, and fostering patient-centred care, are discussed. The broader aspects of a 
systems approach to promoting quality and safety, with specific reference to clinical governance, 
human factors, and ergonomics principles and methods, are also briefly explored, particularly in light of 
the report of the public inquiry into care failings at Mid Staffordshire NHS Foundation Trust. [Abstract] 
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Iedema, Rick, et al. 
What do patients and relatives know about problems and failures in care? 
BMJ Quality and Safety 2012; 21 (3): 198-205 (March 2012) 
OBJECTIVE: To understand what patients and family members know about problems and failures in 
healthcare. DESIGN: Qualitative, semistructured open-ended interviews were conducted with 39 
patients and 80 family members about their experiences of incidents in tertiary healthcare. Nineteen 
interviews involved more than one respondent, yielding 100 interviews in total. Participants were 
recruited through advertisements in the national broadsheet and tabloid print media (43 per cent), 
with the help of the health services where the incidents occurred (28 per cent), through invitations 
sent out by two internet marketing companies (27 per cent) and by consumer organisations (2 per 
cent). SETTING: Interviews were conducted in the homes of the respondents or over the phone. One 
participant emailed her responses to the questionnaire. RESULTS: Analysis of the interview data 
revealed: (1) considerable knowledge on the part of patients and relatives about health service risks, 
problems and incidents; (2) the insight of interviewees into care improvement opportunities; and (3) 
challenges faced by patients and relatives when trying to negotiate their knowledge and insights with 
health service staff. CONCLUSION: Patients (and family members) need access to structured processes 
ensuring dialogue with health service personnel about perceived risks, problems and incidents. Such 
dialogue would reveal patients' and family members' questions and knowledge about improvement 
opportunities, and minimise the risk that their questions and knowledge are ignored. [Abstract] 
 
Iedema, Rick, et al. 
What prevents incident disclosure, and what can be done to promote it? 
Joint Commission Journal on Quality and Patient Safety 2011; 37 (9): 409-417 (September 2011) 
BACKGROUND: Adverse-event incident disclosure is gaining international attention as being central to 
incident management, practice improvement, and public engagement, but those charged with its 
execution are experiencing barriers. Findings have emerged from two large studies: an evaluation of 
the 2006-2008 Australian Open Disclosure Pilot, and a 2009-2010 study of patients' and relatives' 
views on actual disclosures. Clinicians and patients interviewed in depth suggest that open disclosure 
communication has been prevented by a range of uncertainties, fears, and doubts. METHODS: Across 
Australia, 147 clinical staff were interviewed (mostly over the phone), and 142 patients and relatives 
were interviewed in their homes or over the phone. Interviews were recorded, transcribed, and 
analysed by three independent investigators. Transcription analyses yielded thematic domains, each 
with a range of ancillary issues. RESULTS: Analysis of interview transcripts revealed several important 
barriers to disclosure: uncertainty among clinicians about what patients and family members regard as 
requiring disclosure; clinicians' assumption that those harmed are intent on blaming individuals and 
not interested in or capable of understanding the full complexity of clinical failures; concerns on the 
part of clinicians about how to interact with (angry or distressed) patients and family members; 
uncertainties about how to guide colleagues through disclosure; and doubts surrounding how to 
manage disclosure in the context of suspected litigation risk, qualified-privilege constraints, and risk-
averse approaches adopted by insurers. CONCLUSIONS: Disclosure practices appear to be inhibited by 
a wide range of barriers, only some of which have been previously reported. Strategies to overcome 
them are put forward for frontline clinicians, managerial staff, patient advocates, and policy agencies. 
[Abstract] 
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BMJ 2010; 340 (7753): 955-957 (1 May 2010) 
Standardised mortality rates are a poor measure of the quality of hospital care and should not be a 
trigger for public inquiries such as the investigation at the Mid Staffordshire hospital, say Richard 
Lilford and Peter Pronovost. [Introduction] 
https://www.luks.ch/uploads/media/Artikel_British_Medical_Journal__May_2010_Hospital_Mortality_ra
tes....pdf  
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The authors discuss the impact of checklists in the broader context of frontline care. They emphasise 
that achieving safer care requires more than simple checklists. [KJ] 
http://www.thelancet.com/journals/lancet/article/PIIS0140-6736(09)61440-9/fulltext  
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OBJECTIVE: To explore patients' and family members' perceptions of Open Disclosure of adverse 
events that occurred during their health care. DESIGN: We interviewed 23 people involved in adverse 
events and incident disclosure using a semi-structured, open-ended guide. We analyzed transcripts 
using thematic discourse analysis. SETTING: Four States in Australia: New South Wales, Victoria, 
Queensland and South Australia. STUDY PARTICIPANTS: Twenty-three participants were recruited as 
part of an evaluation of the Australian Open Disclosure pilot commissioned by the Australian 
Commission on Safety and Quality in Health Care. RESULTS: All participants (except one) appreciated 
the opportunity to meet with staff and have the adverse event explained to them. Their accounts also 
reveal a number of concerns about how Open Disclosure is enacted: disclosure not occurring promptly 
or too informally; disclosure not being adequately followed up with tangible support or change in 
practice; staff not offering an apology, and disclosure not providing opportunities for consumers to 
meet with the staff originally involved in the adverse event. Analysis of participants' accounts suggests 
that a combination of formal Open Disclosure, a full apology, and an offer of tangible support has a 
higher chance of gaining consumer satisfaction than if one or more of these components is absent. 
CONCLUSIONS: Staff need to become more attuned in their disclosure communication to the victim s 
perceptions and experience of adverse events, to offer an appropriate apology, to support victims long-
term as well as short-term, and to consider using consumers' insights into adverse events for the 
purpose of service improvement. [Abstract] 
http://intqhc.oxfordjournals.org/content/20/6/421.full  
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Health care professionals' views of implementing a policy of open disclosure of errors. 
Journal of Health Services Research and Policy 2008; 13 (4): 227-232 (October 2008) 
OBJECTIVES: To understand the views of doctors, nurses, allied health professionals and health 
managers of open disclosure of medical errors. METHODS: Semi-structured interviews were conducted 
with 131 health professionals to understand their experiences of implementing open disclosure in 21 
providers in Australia. RESULTS: Health professionals are positive about open disclosure and are 
applying the model to patient-clinician communication encounters more generally. Workforce and 
systems competencies enable clinicians and health service managers to implement open disclosure 
principles and practices, although a propensity to hide errors, wavering commitment and to exacerbate 
the problem inhibits implementation as policy intends. The gap between policy objectives and their 
implementation limits the benefits to health professionals. CONCLUSION: Health services must develop 
organizing capabilities if open disclosure is to be implemented as intended. Activities should identify 
and address factors that impede implementation and enable workforce and system competencies to 
develop. These activities will allow health services to adapt central open disclosure policy to local 
conditions and to embed its principles and practices organization-wide. 2 tables 28 refs. [Abstract] 
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