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“The most important single 
change in the NHS in 
response to this report 
would be for it to become, 
more than ever before, a 
system devoted to continual 
learning and improvement of 
patient care, top to bottom 
and end to end.”

Professor Don Berwick 
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Patient Safety Vision for 2020

We want to support the NHS to become a system devoted to 
continuous learning and improvement of patient safety. 
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By tackling the 
major underlying 
barriers to 
widespread safety 
improvement

Enhancing the 
capability and 
capacity of the 
NHS to improve 
safety

Increasing our 
understanding of 
what goes wrong 
in healthcare

Presenter
Presentation Notes
The NHS must strive to become the safest healthcare system in the world, devoted to continuous learning and improvement. Within NHS Improvement our vision for patient safety will predominantly take a three pronged approach, to:Increase our understanding of what goes wrong in healthcareEnhance the capability of the NHS to improve safety; andTo tackle the major underlying barriers to widespread safety improvement



The National Reporting and Learning 
System – reports received annually
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*’Patient abuse (by staff/third party)’  is mainly used for disclosure of abuse outside healthcare to healthcare staff.



Learning not counting 
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Chart 1: Number of incidents reported to NRLS by quarter 
from Oct 2003 - Jun 2016

Around 600 
reviewed 
each year 

Around 60,000 
reviewed each 

year  



National Patient Safety Response 
Advisory Panel 

• Built from earlier Patient Safety 
Expert Advisory Groups x 6

• Piloting combined group focused 
on new and emerging issues 
– 20% patient and public voice
– 40% frontline staff (provider 

and commissioner, all sectors)
– 40% key ALB & professional 

stakeholders 

Members include:

Presenter
Presentation Notes
Main ALB/professional stakeholder members:AHP FederationCare Quality CommissionMHRANational Association for Safety & Health in Care Services   Royal College of Emergency MedicineRoyal College of General PractitionersRoyal College of MidwivesRoyal College of NursingRoyal College of Obstetricians and GynaecologistsRoyal College of Paediatrics and Child HealthRoyal College of PathologistsRoyal College of PhysiciansRoyal College of PsychiatristsRoyal College of RadiologistsRoyal Pharmaceutical SocietySafe Anaesthesia Liaison Group



Providing advice and guidance through 
Patient Safety Alerts

From Dec 2013 – November 2016

26 9 742
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“Every hospital should follow 
every patient it treats long 
enough to determine whether 
the treatment has been 
successful, and then to inquire 
‘if not, why not’ with a view to 
preventing similar failures in 
the future.”

Ernest Amory Codman - 1914



Case record review - looking at deaths 
due to problems in care
• A new consistent NHS-wide case note review 

methodology will be developed for trusts own 
use.

• Trust training in this new methodology begins 
autumn 2016

• Trust boards will be expected to analyse the 
results of their own case note reviews to guide 
improvement

Patient Safety Vision for 2020

Range of related research proposed and in progress via Policy research programme:
• Scale and nature of serious harm in primary care
• Scale and nature of severe harm due to problems in healthcare
• Medical Examiners and identification of preventable deaths due to problems in 

healthcare 
• Replication of PRISM 2 (replication of national estimates of deaths due to problems 

in healthcare 

Presenter
Presentation Notes
‘PRISM 3’ will generate an annual national estimate for the number of deaths due to problems in careWill also allow themes to be drawn out nationally



Data transparency

Never Events

Patient Safety Data on MyNHS

Data transparency and intelligent 
measurement



Progress on Never Events: NatSSIPs
• 2014 Surgical Never Events Task Force Report calls for 

‘“The production of national standards to outline generic 
processes for conducting surgical procedures in 
operating environments wherever they are located”

• National Safety Standards for Invasive Procedures 
(NatSSIPs) set out the key steps necessary to deliver safe 
care for patients undergoing invasive procedures and 
will allow organisations delivering NHS-funded care to
standardise the processes that underpin patient safety.

• Organisations then develop Local Safety Standards for 
Invasive Procedures (LocSSIPs) that include the key steps 
outlined in the NatSSIPs and to harmonise practice 
across the organisation 

• We are working with early adopters to evaluate the 
impact of LocSSIPs in early adopting organisations

Presenter
Presentation Notes
The development of LocSSIPs in itself cannot guarantee the safety of patients. Procedural teams must undergo regular, multidisciplinary training that promotes teamwork and includes clinical human factors considerations. Organisations should commit themselves to provide the time and resources to educate those who provide care for patients.



Paulina Kernberg

“When you feel like 
running away from 
the patient, run 
toward the patient.”



Duty of Candour 

• The Duty of Candour is a legal duty on 
hospital, community and. mental health 
trusts to inform and apologise to patients 
if there. have been mistakes in their care 
that have led to significant harm. 

• Duty of Candour aims to help patients 
receive accurate, truthful. information 
from health providers CQC report 
suggests opportunities for improvement 
in adoption across the NHS
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Freedom to speak up

Principle 13 – Transparency 
“Lack of transparency and openness creates 
suspicion and mistrust. It also means that 
opportunities to share learning and improve 
patient safety may be lost. Conversely 
transparency about incidents and concerns, 
and how the trust has responded to them, 
sends an important signal to staff that the 
board welcomes and values them, and 
provides an opportunity to demonstrate how 
they focus on finding solutions and taking 
action, not on apportioning blame.”

https://freedomtospeakup.org.uk/

https://freedomtospeakup.org.uk/
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“…the processes for investigating and 
learning from incidents are complicated, 
take far too long and are preoccupied with 
blame or avoiding financial liability. The 
quality of most investigations therefore falls 
far short of what patients, their families and 
NHS staff are entitled to expect.” 

We will work with the new the new Healthcare 
Safety Investigation Branch to spread adoption 
of high quality investigation practices and 
support trusts to improve how they respond to 
serious incidents

Working with HSIB 

Presenter
Presentation Notes
Public Administration Select Committee report – Investigating clinical incidents in the NHS - published March 2015In its response, the Government agreed that there should be an independent capability at national level to offer support and guidance to NHS organisations on investigations, and to carry out certain investigations itself.In speech in July 2015 Secretary of State called for the set up of a new patient safety investigation branch modelled on the Air Accident Investigation Branch used by the airline industry, to create a learning culture in healthcare



Consequences of Poor Communication 

• The clinical case for Communication:
– 6.5% of adult hospital admissions are 

medicine related, 30% of these come 
from non-adherence to drug regimes, 
a figure that could be lowered 
through better communication 

– Mental and Physical ramifications for 
patients

• The economic case for Communication:
– Up to £1 billion waste not being 

spent on patient care due  



www.england.nhs.uk 19

“…the aim of leadership is 
not merely to find and record 
failures of men, but to remove 
the causes of failure: to help 
people to do a better job with 
less effort.”

Dr W. Edwards Deming
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Enhancing the 
capability and 
capacity of the 
NHS to improve 
safety

Patient Safety 
Collaboratives

Maternal and 
neonatal QI 
programme



• 15 collaboratives led with the 
innovation and expertise of the 
AHSNs

• Each covers 2-5m population
• Locally owned and run
• A unique opportunity only the NHS 

can bring
• Largest collaborative patient safety 

programme in the world
• Stronger by learning together
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Building Capability and Capacity in the System:
Patient Safety Collaborative Programme in 
England

Goal: By 2019, everyone (patients and the public) can be confident that 
care is safer for patients based on a culture of openness, continual learning 

and improvement.

Presenter
Presentation Notes
The Patient Safety Collaboratives, coordinated by NHS Improvement and led by England’s 15 Academic Health Sciences Networks (AHSNs), are working to tackle the leading causes of avoidable harm by empowering local patients and healthcare staff to work together to identify safety priorities and develop solutions by: building capability around safety improvement; creating capacity to work on safety issues within collaborative networks; and providing opportunities to continually learn from each other. Priorities for patient safety will be identified by organisations within each individual collaborative to ensure they have the biggest impact in meeting local need through practical solutions for improvement. The focus will continue to be on using local networks to deliver cross-system, locally led, patient safety improvement activity. It is planned that the governance and assurance for the collaborative programme will continue to be led by NHS England, with the patient safety team in NHS Improvement providing input and oversight. 
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Building Capability and Capacity in the
System: About Q
• Diverse community of people working 

in improvement in health and care 
across the UK

• Collaboratively designed with 447 
members building to 5000 over 5 
years

• Make it easier for people leading 
improvement to share ideas, enhance 
their skills and make changes that 
bring improvements to health and 
care

• Opportunities to join are available 
now - www.health.org.uk/q for more 
details

http://www.health.org.uk/q


23

…but we need  to stretch ourselves if we are 
to rank amongst the best countries in the 
world.



DH – Leading the nation’s health and care

Maternal and Neonatal Health Quality Improvement 
Programme
Wave Structure

Maternity Safety

Advisory Faculty

• Main role to develop and refine 
the interventions to be adopted 
by local units. This should 
include review of the relevant 
evidence as well as production 
of the necessary improvement 
metrics 

• Aiming to operationalise 
national initiatives and refine 
into ‘bite-size’ projects

• Support will also be offered to 
the developing communities of 
practice

• Advisory faculty made up of 
content experts and QI 
expertise. 20 people maximum

• Need to include metrics and 
aims that map back to 
programme driver diagramMeeting structures

• National annual learning event
• 3 x three day learning meetings targeted at successive wave Trusts to include improvement coach training, capability 

building
• Monthly visits by core project team to each Trust (when part of national learning set)
• Monthly Community of Practice based on AHSN footprint bringing together all local Trusts (from year 2 onwards)



DH – Leading the nation’s health and care

Maternal and Neonatal Safety Collaborative

Programme Ambition

Maternity Safety

Human Dimensions
• Build an infrastructure to support quality 

improvement
• Create a culture of safety
• Increasing the knowledge & understanding of 

the causes of stillbirth, neonatal deaths and 
asphyxial births

Clinical Excellence
• Reliable risk assessment, early identification 

and appropriate support for women who 
smoke (and continue to smoke) in pregnancy

• Improve the proportion of small for 
gestational age babies detected before birth

• Improve the detection and management of 
diabetes in pregnancy

• Improve the management of reduced fetal 
movements in pregnancy

Systems & Process
• Develop a measurement framework to guide 

improvement
Person Centred
• Effective clinical risk assessment – based on 

both health and social care need – and early 
intervention is in place for all women from 
initial booking throughout the care journey



The VTE Journey
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The impact of VTE CQUIN and NHS Standard 
Contract

Venous Thromboembolism (VTE) Risk Assessment data collection 
Quarter 1 2016/17 (April to June 2016) 
“Of the 3.7 million adult patients admitted to NHS funded acute care in Quarter 1 
2016/17, 3.5 million (96%) received a VTE risk assessment on admission meaning that 
as a whole England continues to achieve the 95% NHS Standard Contract threshold.” 

Presenter
Presentation Notes
Text from Standard Contract Technical Guidance 2016/17:Venous Thromboembolism (VTE). The national quality requirement (set out in Schedule 4B) remains that acute providers must undertake risk assessments for at least 95% of Service Users each month, with financial sanctions applying where this is not achieved. Requirements to undertake root cause analyses and audits of provision of prophylaxis are set out in SC22, and the provider must report on these under the Reporting Requirements (Schedule 6A). Latest data for Q1 2016/17:The longer term trend shows that the proportion of adult inpatients risk assessed for VTE steadily increased from 53% in Quarter 2 2010/11 to 96% in Quarter 2 2013/14, remaining stable at 96% until Quarter 3 2015/16 with a decrease of 1 percentage point to 95%. For Quarter 4 2015/16 to the latest results in Quarter 1 2016/17, the proportion of patients risk assessed for VTE is 96%. 



www.england.nhs.uk

Improving Outcomes
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• QI data at trust level: increased risk 
assessment, decrease in rates of HAT, 
increased rates of appropriate TP, 
reduction of inadequate prophylaxis, 

• QuORU: 15% reduction in mortality 
nationally when 90% risk assessment 
goal reached

• Catterick & Hunt: in 2011 & 2012, 
around 940 deaths owing to VTE have 
been avoided in England. Impact of the national venous thromboembolism risk 

assessment tool in secondary care in England: 
retrospective population-based database study
David Cattericka,b and Beverly J. Huntc

Blood Coagulation and Fibrinolysis 2014, 25:00–00

ONS data shows 9% reduction in VTE deaths since 2010
Improvement corroborated by 3 studies:
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AKI CQUIN Driving Improvements

CQUIN Elements: discharge 
summary items on AKI

• Stage of AKI; (a key aspect 
of AKI diagnosis)

• Evidence of medicines 
review having been 
undertaken (a key aspect 
of AKI treatment) 

• Type of blood tests 
required on discharge for 
monitoring (a key aspect 
of post discharge care)

• Frequency of blood tests 
required on discharge for 
monitoring (a key aspect 
of post discharge care)

Data from > 29000 case notes in 2015/16

Proportion of Completed key items assessed in AKI 
patients’ discharge summaries by region 

Presenter
Presentation Notes
Text from Standard Contract Technical Guidance 2016/17:Venous Thromboembolism (VTE). The national quality requirement (set out in Schedule 4B) remains that acute providers must undertake risk assessments for at least 95% of Service Users each month, with financial sanctions applying where this is not achieved. Requirements to undertake root cause analyses and audits of provision of prophylaxis are set out in SC22, and the provider must report on these under the Reporting Requirements (Schedule 6A). Latest data for Q1 2016/17:The longer term trend shows that the proportion of adult inpatients risk assessed for VTE steadily increased from 53% in Quarter 2 2010/11 to 96% in Quarter 2 2013/14, remaining stable at 96% until Quarter 3 2015/16 with a decrease of 1 percentage point to 95%. For Quarter 4 2015/16 to the latest results in Quarter 1 2016/17, the proportion of patients risk assessed for VTE is 96%. 



Sepsis example:  
measurement and awareness 

Increasing number of A&E attendances and proportion of admissions: 
• could be attributable to better awareness and diagnosis of sepsis 
• and/or initiatives to improve coding of sepsis in HES
• and/or real increases (effect of influenza outbreaks, etc.)
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Presenter
Presentation Notes
Chart 1 National (England) Trends (2011/12 to 2013/14) Source: HSCIC (NHS Accident and Emergency Data, septicaemia primary reason for admission) credit Tom Collins, NHS England Analytical Support Officer Chart 2 Credit Haolo/Quality Observatory, exact construction not specified assumed to be HES 



Proportion of sepsis cases ending in death is falling but……      

Proportion of sepsis cases ending in death* 

Presenter
Presentation Notes
Chart  Credit Haolo/Quality Observatory, exact construction not specified, assumed to be HES & ONS, may be death in hospital linked to HES sepsis admission codes, may be overall sepsis admissions and overall sepsis deaths calculated as proportions of each other (although some sepsis deaths would not have had a hospital admission) 



Sepsis CQUIN progress
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The first CQUIN was introduced in 2015/16. The data collection assessed two 
measures: i) the rate of Sepsis Screening (established from Quarter 1, and 
improvements thereafter); ii) the rapid administration of antibiotics within 1 hour 
arrival to an NHS trust (from Quarter 2 onwards). 

• The rate of screening for sepsis increased from 52% in Quarter 1 2015/16 to 78% 
in Quarter 4 2015-16 

• Formal collection of time to first antibiotic began Q3 2015/16 and by end Q4 62% 
(3,466 of 5,550 patients identified as having met the criteria for ‘red flag’ sepsis) 
received antibiotics within one hour of arrival to an NHS trust this compares to a 
58% rate reported in Quarter 3.

The CQUIN continues during 2016/17, with additional requirements to include 
inpatients developing sepsis after admission, and a review of antibiotics to ensure 
joining up of sepsis and AMR agenda. During 2017/18 the Sepsis and AMR agenda 
will be more closed aligned in a new CQUIN scheme (due to be published 23rd

September 2016).  



The Global Problem

• Resistant Infections is a global issue.

• 10 million extra deaths a year by 2050.

• Cumulative cost of 100 trillion USD.

• Today 700,000 people die of resistant infections every year. 

• In high income countries least one patient in 10 will contract a 
healthcare-associated infection in a hospital;  one in three for patients 
in intensive care. 
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CDI and bloodstream infections: percent change since calendar year 2012 
in rolling 12 month totals. December 2012 to November 2016 

Underlying trends for all four HCAIs

Presenter
Presentation Notes
Measurement and Permance Management 
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Infections and AMR

Drug Resistant
E. Coli

(30% mortality)

E. Coli 36%
Klebsiella 7.8%

Organisms causing blood stream infections in 
adults in England, Wales and Northern Ireland, 
April 2011-March 2012

38,000 E. coli bloodstream 
infections &
estimated 5,000 deaths within 30 
days of 
infection in 2015/16.

The estimated number of total 
Gram-negative bacteraemia: 
58,000 in 2015/16.

Presenter
Presentation Notes
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The NHS: The Impact of 
Resistant Infections
• Over 5 years  - an extra 6,000 deaths attributable to pan-resistant Gram–

negative bloodstream infections. 

• Extra NHS costs to manage resistant infections: estimated to be £280 
million.

• Estimated cost of treating Gram-negative infection
– For a straightforward case = at least £3,000
– For a highly resistant case = at least £6,000

• Cost of £1m per resistant infections outbreak in a hospital.

Infection Prevention & Control summit - 8 November 2016

Presenter
Presentation Notes
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National AMR incentive schemes

2015-2017
• Quality Premium for improved antibiotic 

prescribing in primary care 2015-16 and 2016-
17

• Sepsis CQUIN 2015-16 & 2016-17 - systematic 
screening for sepsis and timely treatment

• AMR CQUIN 2016-17 - Reduced antibiotic 
consumption in acute trusts &  improved 
stewardship review 2016-17

Coming up in 2017
• CQUIN 2017-19 - Reducing the impact of 

serious infection
• Quality Premium 2017-19 - Reducing Gram 

Negative Bloodstream Infections (GNBSIs) and 
inappropriate antibiotic prescribing in at risk 
groups





Professor Avedis Donabedian

“Systems awareness and systems 
design are important for health 
professionals, but they are not 
enough. They are enabling 
mechanisms only. It is the ethical 
dimensions of individuals that are 
essential to a system’s success. 
Ultimately, the secret of quality is 
love.”



http://m.qualitysafety.bmj.com/content/23/11/880.full

“The consistent delivery of well-executed safe care under 
typically difficult circumstances tends to go unrecognised" 

Presenter
Presentation Notes
Captain Sullenburger 155 lives 
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Patient safety goes beyond borders – we 
get better by sharing
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