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• Quality defines six 

aims:

 

• safe, 

• effective, 

• patient-centered, 

• timely, 

• efficient and 

• equitable
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The UK Response
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Twenty Years On: Now Recognised as a 
Global Challenge



• The probability of a patient 

receiving the correct 

diagnosis is, depending on 

other factors, in the range 

of 30 to 50 percent (Jishnu 

Das)

• The probability of a patient 

receiving non-harmful 

treatment found a 

likelihood of about 45 

percent (Jishnu Das)

Quality of Care in Low & Middle Income Countries



ISQua’s Values and Principles of 

Person-Centred Care (2015)
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11www.england.nhs.uk

“…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.”

“In God we trust, all others 

bring data.”

Dr W. Edwards Deming
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Our Cultural Shift to Increase the Reporting 

of Error and Learning to Reduce Harm

An estimated 86,000  fewer patients have 
suffered harmed due to falling harm rates from 
7.2% of patients in 2013 to 5.8%  in  2016.
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How our system works

Incident 
identified

Reported on 
Datix

Quality 
Assured

Investigated

Reported

Closed

• an event or circumstance that could have resulted, or did result, in unnecessary damage, loss or harm such 

as physical or mental injury to a patient, staff, visitors, or members of the public (NHS England, 2015). 

• This includes the mandatory data fields required by the National Reporting and Learning Service 

(NRLS) and additional fields required by the Trust

• Includes Level of Harm and that the statutory Duty of Candour has been completed

• Incident (including level of harm) reviewed at directorate/divisional level

• Any moderate harm or above incidents are reviewed at a weekly panel chaired by 

the AMD for Safety – declared as serious incidents (including never events)

• Near misses and no harm/low harm incidents investigated and closed 

locally, with local actions and learning documented
• Moderate harm and above incidents investigated in accordance with the 

NHS Serious Incident Framework

• Any additional mandatory reporting completed

• For serious incidents, final report sent to the Clinical 

Commissioning Group (CCG) for final approval

• Closed after actions and learning 

completed
• Regular upload of incident reporting 

data to the NRLS



Some of the barriers to incident reporting

Source: IMPJ4219-NRLS-report_010316-INTS-WEB.pdf (imperial.ac.uk)

https://www.imperial.ac.uk/media/imperial-college/institute-of-global-health-innovation/IMPJ4219-NRLS-report_010316-INTS-WEB.pdf


Some of the barriers to incident reporting



• Incident reporting rates are calculated per 1,000 bed days on a national level by 
the NRLS to ensure that they are comparable across different trusts.

What do we report?

Peak of the 

first wave

Peak of the 

second wave



What do we report?

• Ratio of moderate or above: no/low harm & near miss has changed during the 

pandemic

• Change in the type of incident being reported (increase in pressure ulcers, failure 

to recognise the deteriorating patient, lack of beds, staffing incidents and hospital 

onset COVID-19 infections (HOCI))
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Chart 1.1: Number of incidents in England, reported by quarter 
from Oct 2003 - Jun 2017

Learning not counting 

Around 600 

reviewed each 
year 

Around 60,000 

reviewed each year  



19 |

All care settings: 
death and severe 
harm themes 
reported to NRLS 
for one recent year 
after clinical review

18%

16%

14%
10%

6%

6%

6%

5%

3%

8%
Fall

Suicide/severe self harm

Pressure ulcer grade 4 or above

Treatment error or delay

Obstetric-specific incident

Operation/ procedure

Clinical diagnostic error/delay

Deterioration
unrecognised/not acted on

Most death and severe harm sadly fall into 
known themes; the ‘giants’ of patient 
safety  



From Dec 2013 –  Sept 2021

31 21 1062

UK national patient safety alerting system

The role of National Patient Safety Alerting 

Committee (NaPSAC)

• Developing common standards and thresholds for 
National Patient Safety Alerts.

• Developing a single recognisable consistent format for 
National Patient Safety Alerts.

• Overseeing the development of a process to ensure all 
alert issuers reach these common standards and 
thresholds.



Collaborative – core clinical priorities
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The NHS Patient Safety Strategy

Safer culture, Safer systems, Safer patients
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The National Patient Safety Improvement Programme



“When people have a true sense 

of urgency, they think that action 

on critical issues is needed now, 

not eventually, not when it fits 

easily into a schedule. Now 

means making real progress 

every single day.”

John Kotter

Urgency as a driver for change



• Successful publication of 

surgeon level data from 

national clinical audits

• Across 12 specialties

• Helping the NHS drive up 

quality of care

Our work: Consultant outcomes

Creating urgency through 

transparency



Transparency means accepting 

risk to reputations



“When you feel like 

running away from 

the patient, run 

toward the patient.”

Paulina Kernberg
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Whistleblowing
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The Genesis of HSIB: The Public, Parliament 
and Practitioners developing Policy

Learning from 

failure: the need 

for independent 

safety 

investigation in 

healthcare”



Healthcare Safety Investigation Branch - 

EAG Recommendations

INDEPENDENCE, ENGAGEMENT AND LEARNING

1. Must be independent in structure and operation

2. Investigations must be to understand causes of 
harm, to support improvement, not to apportion 
blame

3. Patients, families and staff must be active, 
supported participants

SYSTEM-WIDE INVESTIGATION AND 
IMPROVEMENT 

4. Must be empowered to investigate safety 
incidents anywhere across the entire healthcare 
system

5. Investigations must be led by experts in safety 
investigation and HSIB should provide leadership 
to the whole system on investigation

6. Investigation reports must explain causes of 
incidents and make recommendations

7. Reports must be public documents and recipients 
must publish responses

JUST CULTURE: TRUST, HONESTY AND 
FAIRNESS

8. Must promote creation of a ‘just’ safety culture

9. Must provide families and patients with all 
relevant information from an investigation about 
their care while protecting all information from 
use by other bodies or for other purposes

10. Information must be provided to investigators 
honestly and openly. Where evidence shows 
wrongdoing, negligence or unlawful activity the 
relevant body must be informed. 

FURTHER ACTIONS REQUIRED ACROSS THE 
HEALTHCARE SYSTEM

11. Recommend a ‘Just Culture’ Task Force be 
established to make further recommendations 
about moving healthcare to a just culture

12. Recommend a programme of capacity building 
and improvement of safety investigation

13. Recommend a process to provide truth, justice 
and reconciliation in relation to unresolved 
cases
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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



NIHR Imperial PSTRC

Learning from Deaths

• A new consistent NHS-wide case note review 

methodology has been developed for trusts own use.
• Training in this new methodology has started
• Trust boards will be expected to analyse the results of 

their own case note reviews to guide improvement
• Also linked to wider system response to CQC review

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 

“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
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We have made some progress in recent years in reducing 

adverse outcomes in maternity services…

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

the world.
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The Maternity and Neonatal Safety Improvement Programme
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MRSA bacteraemia all rates by reporting 
acute trust and financial year

MRSA hospital-onset rates by reporting 
acute trust and financial year

MSSA hospital-onset rates by reporting 
acute trust and financial year

MSSA bacteraemia all rates by reporting 
acute trust and financial year

2011/12 2012/13 2013/14 2014/15 2015/16 2016/17 2017/18

Reporting period, year

Figure 9: Rates of reported MSSA between 2011/12 and 2020/21.
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Figure 8: Rates of reported MRSA between 2007/08 and 2020/21.
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The VTE Journey

2005 2006

APPTG

2007

HSC 

Inquiry

CMO announces 
national approach

NICE 
CG46

2008

Exemplar 
Centre 

website

2009

Leadership 
Summit

Risk 

Assessment 

template

NICE CG92

CQUIN

NICE QS3

Focal Point 

for Change

2010

RA data 

collection
CQUIN goal 

reached

2011 ………….Present

Risk Assessment 

figs now at 96%

New e-learning 

modules

NHS Choices 

Self-assessment 

tool

National 

Patient 

Information 

Leaflets

Commissioning 

Toolkit

VTE in NHS 

standard 

contract

Information 
Standard
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The impact of CQUIN



Improving Outcomes

4

1

• 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: 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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High quality care 
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2000
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2003
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2004

Fifth report of the Shipman Inquiry 
published recommending reform of the 
handling of concerns about GPs and their 
ongoing fitness to practise

2010

2013

Repor t of t he pub lic  in quiry  
into  M id S taffor dsh ire  NHS  
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2004

2008

Patient Safety First

2010

First NHS Serious 
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2009
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2013
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Health Foundation’s Safer Patients 
Initiative established

High quality care for all: NHS next stage 
review published

2008

Patient Safety First launched as national 
campaign to prioritise patient safety

2009

Care Quality Commission (CQC) established

First list of Never events published  
and requirement established for NHS 
organisations to report each incidence

2012

NPSA functions transferred to NHS 
Commissioning Board Authority

First NHS Serious Incident 
Framework established

WHO Surgical Safety Checklist mandated in 
the NHS

Berwick review into 
patient safety published

First National Director of Patient Safety 
appointed as Dr Mike Durkin

2000

An Organisation with a Memory report 
published on the nature and scale of 
serious failures and how the NHS might 
learn from them

National Patient Safety Agency (NPSA) 
established to coordinate efforts to address 
and learn from adverse incidents in the NHS

2001

Public inquiry into children's heart surgery 
at the Bristol Royal Infirmary published

2003

National Reporting and Learning System 
(NRLS) becomes operational,  a world-first as a 
single national system for incident reporting

A timeline of landmark events in patient safety in England

Report of the public 
inquiry into Mid 
Staffordshire NHS 
Foundation Trust

Report of the investigation 
into maternity and 
neonatal services at 
Morecambe Bay

Berwick review into 
patient safety

5,000 Patient 
Safety Fellows Learning from 

Deaths guidance

Duty of Candour

Report of the Independent 
Review into the death of 
Connor Sparrowhawk

National Patient 
Safety Collaborative 
programme

Learn from Patient 
Safety Events 
service (LFPSE)

NHS Digital Clinical
Safety Strategy

Report of the 
independent review of 
maternity services at 
Shrewsbury and Telford 
Hospital NHS TrustGlobal Ministerial Summit 

on Patient Safety

20
22

2014

S ig n up to Safety 
campaign

This timeline1 illustrates some of the landmark events in the 

evolution of patient safety in England since 2 0 0 0 ,  that have either 
accelerated progress or set a  new direction for patient safety.

2015

Report of the investigation into 
maternity and neonatal services 
at Morecambe Bay published

2020

Patient Safety Incident Response 
Framework (PSIRF) piloted

2022

Report of the independent 
review of maternity services 
at Shrewsbury and Telford 
Hospital NHS Trust published

2016

2020

2022

2015

2021

NHS Patient Safety 
Syllabus

Better Births

2017

Healthcare Safety 
Investigation 
Branch (HSIB)

2019

NHS Patient 
Safety Strategy

Patient Safety Incident 
Response Framework
(PSIRF)

1Derived in part from: Sirrs C.  NHS Patient Safety Timeline.  Available from: https://warwick.ac.uk/fac/arts/

history/chm/research/current/hazardoushospitals/patie nt-safety-timeline/ [Accessed 26 July 2022].

WHO Global Patient 
Safety Action Plan 
2021–2030

2014

Sign up to Safety campaign 
established to build on Berwick 
review and help reduce 
avoidable harm

National Patient Safety 
Collaborative national programme 
established, delivered through 15 
Academic Health Science Networks

Duty of Candour requirement 
implemented for NHS professionals 
to be open and honest with 
patients when something goes 
wrong with their care or treatment

Learn from Patient Safety 
Events service (LFPSE) 
piloted, to replace the NRLS

2016

Better Births report 
published setting out a 
vision for improving the 
safety of maternity services

2017

Healthcare Safety Investigation 
Branch (HSIB) established
to undertake independent 
patient safety investigations 
and identify learning for the 
wider health system

2021

NHS Patient Safety Syllabus 
implemented for all NHS staff

Learning from Deaths 
guidance published on how 
NHS organisations should 
respond following the death 
of a patient in their care

2019

NHS Patient Safety 
Strategy published

WHO Global Patient Safety
Action Plan 2021-2030 published

NHS Digital Clinical  
Safety Strategy published

5,000 Patient Safety Fellows 
recruited,  later becoming the 
Health Foundation Q initiative,  to 
create a national community for the 
quality and safety of healthcare

First Global Ministerial Summit 
on Patient Safety held in London

Report of the Independent Review into the 
death of Connor Sparrowhawk published

2012

First National Director 
of Patient Safety 
appointed

https://warwick.ac.uk/fac/arts/history/chm/research/current/hazardoushospitals/patient-safety-timeline/
https://warwick.ac.uk/fac/arts/history/chm/research/current/hazardoushospitals/patient-safety-timeline/
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Figure 2: Age-standardised deaths per 100,000 due to preventable and treatable causes in OECD countries. Red horizontal lines 
indicates the average across all OECD countries. Note: UK figure was calculated using up-to-date data from the Office for National 
Statistics using the same OECD methodology.

Age-standardised deaths per 100,000 due to preventable causes, 2019
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“As of May 2019, patient safety 

has been enshrined as a global 

health priority via a World Health 

Assembly Resolution”

“Patient safety is not a luxury…it 

is the cornerstone of quality care 

everywhere”

“Ultimately, unsafe healthcare 

accounts for more lives lost than 

either lung cancer, diabetes or 

road injuries”



“The economic case for safety is 

two-fold: first, the impact of harm 

has costly implications for remediate 

health and productivity loss; second, 

the initiatives dedicated to rectifying 

unsafe practice can be resource 

intensive and require detailed 

scrutiny to ensure their 

effectiveness.”

“15% of all acute care activity is 

caused by harm occurring in 

hospitals .”

“From a patient perspective, the 

personal experience of harm can be 

catastrophic in terms of trauma, both 

physical and psychological.”



“Mortality due to poor-quality 

care across LMICs was 82 
deaths per 100,000 population”



“Five countries represent the 

pinnacle of global safety…:

• Finland

• Netherlands

• New Zealand

• Norway

• Singapore”
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AMR – a global healthcare threat
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Understanding Communication

• “Never assume 

communication has taken 

place.

• Never assume 

understanding has taken 

place.”



@THIS_Institute



Commitment to safety and improvement 

at all levels, with everyone involved

@THIS_Institute

Multiple problem-sensing systems, used as basis of action

Technical competence, supported by formal training and
informal learning

Teamwork, cooperation, and positive working relationships

Constant reinforcing of safe, ethical, and respectful behaviours

Systems and processes designed for safety, and regularly 
reviewed and optimised
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Compassionate Leadership

• “Compassionate leadership enhances the intrinsic 

motivation of NHS staff and reinforces their 

fundamental altruism. It helps to promote a culture 

of learning, where risk-taking (within safe 

boundaries) is encouraged and where there is an 

acceptance that not all innovation will be successful 

– an orientation diametrically opposite to a culture 

characterised by blame, fear and bullying. 

• “Compassion also creates psychological safety, 

such that staff feel confident in speaking out about 

errors, problems and uncertainties and feel 

empowered and supported to develop and 

implement ideas for new and improved ways of 

delivering services. They also work more co-

operatively and collaboratively in a compassionate 

culture, in a climate characterised by cohesion, 

optimism and efficacy.”



@THIS_Institute



@THIS_Institute
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Creating Psychological Safety
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Leading a culture of safety: 

Lucian Leape Institute
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Patient safety goes beyond borders 

– we get better by sharing



WHO Global Patient Safety Challenge

Medication Without Harm 

Global Launch, 29 March 2017 
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WHO Global Challenge

Reduce the level of severe,

avoidable harm related to

medications by 50% over

5 years, globally

• Early priority actions. 

• • high-risk situations

• • polypharmacy

• • transitions of care
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72nd World Health Assembly
WHA Resolution (WHA72.6) May 
2019
‘Global action on patient safety'

◼ #patientsafety as a 

global health priority 

◼ Concerted action to 

reduce patient harm in 

health care settings

◼ Historic establishment of 

World Patient Safety 

Day on 17 September

#HealthForAll

May 25, 2019



The Mandate WHA 72.6: Global Action on Patient Safety

“to formulate a global patient safety action plan in consultation with Member States 

and all relevant stakeholders, including in the private sector, for submission to the 

Seventy-fourth World Health Assembly in 2021 through the 148th session of the 

Executive Board”



A Global Programme of Change

◼ WHO and DHSC, UK have co-

developed and established a new 

strategic initiative in September 2018

◼ Focuses on the needs of LMICs to 

improve patient safety 

◼ Implementation managed by WHO 

and PSTRC, Imperial College London

GPSC

WHO

India, Kenya, 
Mongolia & 

Pakistan

Generic support

Direct cooperation

Imperial 
College 
London
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“A great example of the partnership 

between international organisations, 

academic institutions and emerging 

leaders in LMICs is the recently 

established Global Patient Safety 

Collaborative (GPSC)”

This programme will initially focus on three strategic objectives:

• Strengthen leadership in patient safety

• Develop knowledge base, expertise and skills in patient safety

• Promote and conduct targeted research in patient safety and build research capacity

“The PSTRC will help facilitate and support the 

implementation of patient safety initiatives in 

the four countries, as well as sharing their 

knowledge on patient safety to successfully 

deliver the three capacity building  

programmes.”



Global Patient Safety action Plan 2021–2030

Towards eliminating avoidable 

harm in health care



Strategic Objectives

Framework for Action

1. Policies for zero patient harm

2. High reliability systems

3. Safety of clinical processes

4. Patient and family engagement

5. Health worker education, skills and safety

6. Information, research, risk management 

and improvement

7. Synergies, partnerships and solidarity



Framework for action





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.”



• THANK YOU

m.durkin@imperial.ac.uk

      @Mike_Durks
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