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The NHS Patient Safety Strategy

Safer culture, safer systems, safer patients

Research from 2015 suggests that the NHS could fail to save 11,000 lives a year due to safety concerns,
with the cost of the extra treatment required following incidents costing at least £1bn."?

NHS England and NHS Improvement compiled the NHS Patient Safety Strategy?, outlining the importance of learning
methodology, staff treatment and patient involvement to improve patient safety.’ This article provides a short summary
of some of the key areas of focus.

Summary of the NHS Patient Safety Strategy Digital and technology

CONTINUOUSLY IMPROVING PATIENT SAFETY Technological advancement has the potential to offer new solutions
for improvements in patient safety. Systems can benefit patients by

ensuring that staff members have complete and accurate records
O O \/\/ that are kept up to date. The strategy also recommends the full use
’ 2 R of electronic records, for example, by the prospective recording of

Improve our understanding  People have the skills and  Improvement programmes ~ treatments, the procedure, devices and medications. Scan4Safety

of safety by drawing insight ~ opportunities to improve enable effective and . 4
from multiple sources of ~ patient safety, throughout  sustainable change in the adopted this approach successfully.
patient safety information. the whole system. most important areas.
l" l" ". Insight from clinical negligence claims
Insight Involvement Improvement L . . . S
o ) e Claims information can be useful in revealing system-wide issues
Measurement, incident Patient safety partners, Deterioration, spread, ] ) )
response, medical curriculum and training, maternity, medication, that can lead to harm. Recommendations in the strategy include
examiners, alerts, litigation. specialists, Safety Il. mental health, older people, . P - .
learning disability, encouraging early notification of incidents, using scorecards to help
a”t'm'ci‘e’ts’grﬁs'smnce' target interventions better, research into causes of incidents and

sharing the learning outcomes.

A patient safety culture ) ] o
— A patient safety system _— The Getting It Right First Time 'GIRFT' programme was launched

in 2012 in order to standardise care and improve efficiency in
Source: The NHS Patient Safety Strategy, July 2019. X . X
orthopaedic departments across NHS trusts in England. A senior

clinician visited NHS hospitals with data from national datasets,

Features of a patient safety culture audits and regjstries. It has published best practice guidance based
The National Clinical Advisor to the Culture, Leadership and on claims learning in orthopaedic surgery, focussing on hip and
Engagement Project offered an illustration of a patient safety knee arthroplasties.

culture. There is an emphasis on the fair treatment of staff when
incidents occur; on the benefits of having a diverse workforce;
on the importance of strategy and ambition for the team;

on compassionate leadership and a culture of learning rather
than punishment.
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Patient safety partners (PSPs)

Patients, families, carers and other lay people are key in delivering the patient safety strategy.
These partners, each with a clear and defined role, should be involved in service and pathway
design, safety governance and strategy and policy.

Potential roles of patient safety partners

N 4 N
Active . . * Involved in training,
« Communicate needs 1:1 involvement in own safety, recruitment of senior staff
* Know own medicines and incident reporting e
ask questions * and response * Review/analyse safety

information (including

* Speak up if don't understand, X
reports, complaints)

or have concerns

. Chasg test results and Unit/service/pathway
appointments

* Hold providers to account
* Participate in patient safety

* Escalate concerns when design and ﬁ investigations
needed management J
Reactive e N\
* Report patient safety incidents Member of:
* Involved in investigation into Governance * Safety and Quality Committees
S @5 e ) quality/safety e+ Medicines safety oversight
oversight groups
¢ Learning from deaths groups
» Work with boards to help them . .
; 0 " * Patient safety improvement
learn from patients' experiences P -
* Advise leaders on where PSP input J

is needed

* Join national/regional level patient
safety groups — contributing to patient

. Source: The NHS Patient Safety Strategy, July 2019.
safety alerts/policy development

Patient safety syllabus

The NHS is collaborating with a number of partners in order to broaden and deepen training so
that every member of staff has access to standardised patient safety resources. The aim of the
training is to inform all staff, irrespective of role within the team, of the approaches to reduce risk
and increase chances of providing safe care. The below diagram represents proposed modules
for a patient safety syllabus from the Academy of Medical Royal Colleges.

Potential modules for a national patient safety syllabus
(from the Academy of Medical Royal colleges patient safety syllabus)

Systems Learning Human factors Creating Being sure
- approach to I from I and safety I safe systems I about safety
patient safety incidents management

Source: The NHS Patient Safety Strategy, July 2019.
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Preventing deterioration and sepsis

There is a national focus to improve the detection and treatment of a deteriorating patient. The

focus is on three areas: recognition, response and reliable escalation. The adoption of NEWS 2,

which is a system to standardise the assessment and response to acute illness, in acute services

and ambulances across England provides a good starting point for this.”

Driver diagram for the National Patient
Safety Improvement Programme

Continuous
improvement in
patient safety

Source: The NHS Patient Safety Strategy, July 2019.

Conclusion

NHS England and NHS Improvement have made a significant
step in compiling this strategy to demonstrate its commitment
to improving patient safety. It lists a number of clinical priorities,
including improving the detection of sepsis, maternity care and
medications management. In addition, the strategy comments on
the combination approach of Safety | and Safety Il, emphasising
the importance of reviewing the steps taken to provide safe
care, whilst also reviewing the errors when harm has occurred.
It is clear that this strategy will undergo continuous adaptation
and it will provide a foundation for continuous improvement of
patient safety in the NHS.
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