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old boy who died after suffering flu and a

chest infection by not sending him to A&E

- Sam Morrish died at Torbay Hospital in South Devon in December 2010

- His parents took him to see health professionals four times in 36 hours

- Devastated family determined to find out why their son was allowed to die
« Scott and Susanna Morrish say they have been let down by the NHS

- Report by Health Service Ombudsman expected to be published this week

By VANESSA ALLEN FOR THE DAILY MAIL
PUBLISHED: 17:45, 22 June 2014 | UPDATED: 18:25, 26 June 2014
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* Quality defines six
aims:

» safe,
» effective,
« patient-centered,
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The UK Response
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Report of an expert group on learning
from adverse events in the NHS
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NHS Next Stage Review Final Report

x;

4
b'ﬂ .‘: &!
:a \‘

‘uf‘h*

OO [P I K pe ey S SHE S U R st e wio Bupuaes v dnce e u e ooucdey g

NIHR Imperial PSTRC



Imperial College

London Twenty Years On: Now Recognised as a
Global Challenge

Delivering quality
Bl health services

A global imperati
CHASM o Aalsbuiimpenie

i Ritiver g ,\):
NIHR Imperial PSTRC



Imperial College
London

Quality of Care in Low & Middle Income Countries

» 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)

(gﬁ NATIONAL ACADEMY OF MEDICINE

INSTITUTE OF GLOBAL HEALTH INNOVATION



ISQua’s Values and Principles of
Person-Centred Care (2015)
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Figure 1. COVID-19 cases reported weekly by WHO Region, and global deaths, as of 7 August 2022%*
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www.england.nhs.uk

“...the aim of leadership is
not merely to find and record
fallures 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 -




Our Cultural Shift to Increase the Reporting  pationar ,mm%

of Error and Learning to Reduce Harm Health Research

An estimated 86,000 fewer patients have

Total patient safety incidents reported to :
NRLS 1 JuI to 30 June each year since suftered ha.rmed.due to falllng:\arm rates from
October 2003 launch (all geographlcal 7.2% of patientsin2013t05.8% in 2016.

locations)
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NHS Trust
_Incident « an event or circumstance that could have resulted, or did result, in unnecessary damage, loss or harm such
identified 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

Reported on
Datix

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

Quality L . .

e * 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

o licors B Investigated

L —

* Any additional mandatory reporting completed
Reported » For serious incidents, final report sent to the Clinical
Commissioning Group (CCG) for final approval

Incident Reporting Policy

» Closed after actions and learning
| completed o '
Sl * Regular upload of incident reporting
data to the NRLS
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Some of the barriers to incident reporting  imperial college Healthcare

NHC Tryst

Mot a
priofty —

Incident has
already Incident

was nol

happenad before Unaware of whose
preventable

and has already responsibility it is
beean reported R reeort

L.1r.l-:_|:nf . j S Y Fear of negative
—r — 1L  —
anonymity an . Fear of response by
confidentiality consuming . . 2

. 3 disciplinary co=workers

: action
Incident -

unlikely ta Lack of clear

Reparting happen again definition of

process s too ; Lack of belief what to report
complicated | that reporting , Workload

Cause of 5"":-'!'."“.'_“" lead :
4 incident is . to a change Additional u s
already cl { ; imi i
Y already clear Interrupts administrative Y
Fear of Mo major

Lack of I wirk process task
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' DO NOT CONSeqUEnCEs

REPORT

Fear of being BECAUSE
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incompetent

by colleagues

Source: - - - -


https://www.imperial.ac.uk/media/imperial-college/institute-of-global-health-innovation/IMPJ4219-NRLS-report_010316-INTS-WEB.pdf
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Some of the barriers to incident reporting

Driver diagram for the

incident reporting
focused improvement

Identify roles and
responsibilities

Development phase

Provide accurate, timely &

accessible data BAU phase
" Review their data

; = t of pl
Identify areas to participate Jecientof Sty

: : Development of dashboard
Identify colleagues to train

& coach

Engage divisional &
directorate colleagues

Agreement of reporting cycle

Increase incident reporting Enroll on courses
rates as part of focused

improvement as part of the
IMIS Education & training

Engage existing coaches
Leadership courses \

Bespoke (e.g. T4C) Curriculum review

Refreshed CLIP Curriculum development

Coaching

MEASURES
Process: Draw on existing coaching
- Number of directorates self- network

nominating

Stakeholder engagement
- Number of staff nominated &

enrolled on education
- Number of staff on coaching training
Outcome:
- Incident reporting rates in
participating areas

Safety Improvement Group
as ‘improvement space’

Governance and

; Meeting development
infrastructure

Agree methodology ?huddles — agree format

Reporting through IMIS Reporting templates & cycle



What do we report?

NHS

Imperial College Healthcare
NHS Trust

* 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.

Patient Safety Icidents Reporting Rate Incide nis
[ P (93] L
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UK: people in hospital with coronavirus each day

Monthly Trust Patient Safety Incidents Reporting Rate Incidents Run Chart
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NHS Trust
Breakdown of all Degrees of Harm reported by IMPERIAL COLLEGE HEALTHCARE
NHS TRUST, Feb-20 to Jan-21
. 2500
E 2000
2 1500
X ]l Il Il Il
P - L. . L
é 0 I.- I— I.
Feb-20 Mar-20 Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21
® No harm 1222 1541 842 592 954 1204 428 1515 541 952 2041 0
® Low harm 253 306 235 187 213 270 92 295 136 157 278 0
B Moderate 22 8 44 32 46 28 7 30 12 27 54 0
Severe 0 0 1 0 1 4 1 2 0
Death 1 1 0 0 4 1 0 0

B No harm M lowharm M Moderate Severe Death

» 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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Learning not counting

Chart 1.1: Number of incidents in England, reported by quarte

from Oct 2003 - Jun 2017 Around 60,000
reviewed each year

600,000

Around 600
reviewed each
year

“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 ‘ ‘

> ] 5 © © Q

NiHR Imperial PSTRC




NHS

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

W Fall

M Suicide/severe self harm

M Pressure ulcer grade 4 or above

W Treatment error or delay
Obstetric-specific incident

- .
All care settings: Operation/ procedure

death and severe
harm themes
reported to NRLS
for one recent year
after clinical review

M Clinical diagnostic error/delay

M Deterioration
unrecognised/not acted on

® o World
Imperial College  Institute of m‘l Patient Safety

London Global Health Innovation Day 17 september 2019



UK national patient safety alerting system m

NaPSAs dashboard } From Dec 2013 — Sept 2021 Patient|Risk of harm from "
R\t e e

Actions

| bleeds from arteriovenous fistulae
o Safety | ot

Al 12 November 2018

e eence ey & Actions

Who: Allorganastions prowiding

S funced <are where ptiets

/g INHS]
ERS & —
3 1 1 O Patient | Management of life threatening

A YN e A

Alerts issued to date Stage one Stage two Stage three

The role of National Patient Safety Alerting e

Committee (NaPSAC) [Nz

* 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.

Conact us

Imperial College  Institute of
London Global Health Innovation
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Collaborative — core clinical priorities

Patient Safety Topic

The

. S Leadership Measurement

essentials

NHS

Outcomes :

Framework Falls UG . Healthcareﬁi\ssomated Pressure Ulcers Maternity

. Thromboembolism Infections

improvement

areas

LA el Nutrition  Handover  Missed and Medical Acute .. AV{.“dat.)le

sources of . . Medication . Deterioration of
and and Delayed Device Kidney Sepsis

death and . . . . . Errors Adults and

Hydration Discharge  Diagnosis Error Injury .
severe harm Children

Vulnerable
groups for
whom
improving
safety is a
priority




The NHS Patient Safety Strategy
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The NHS Patient Safety
Strategy

Safer culture, safer systems, safer
patients
July 2019

NHS England and NHS Improvement

O

Safer culture, Safer systems, Safer patients

Continuously improving patient safety

Q. i1/

Improve our understanding
of safety by drawing insight
from multiple sources of
patient safety information.

1

Insight
Measurement, incident
response, medical examiners,
alerts, litigation

People have the skills and
opportunities to improve
patient safety, throughout
the whole system.

1

Involvement
Patient safety partners,
curriculum and training,

specialists, Safety II.

A patient safety culture

A patient safety system

Improvement programmes
enable effective and
sustainable change in the most
important areas.

1

Improvement

Deterioration, spread, maternity,
medication,
mental health, older people,
learning disability, antimicrobial
resistance, research.

Institute of
Global Health Innovation

o

o World
Patient Safety

Day 17 september 2019



The National Patient Safety Improvement Programme

Preventing
deterioration and
sepsis

Medicines safety

Continuous

improvement in
patient safety

Maternal and
neonatal safety

Adoption and
spread of tested
interventions

23 |

Imperial Colmz
st

Creating a culture
of patient safety

Building
improvement
capability

Working with
patients, carers
and families.

Leadership for
patient safety

Specific
workstream
interventions



Urgency as a driver for change eyl

7 “‘When people have a true sense
JOHN P, \%—~ ' '
KOTTER s Of urgency, they think that action
~ame RN on critical issues is needed now,
=2 not eventually, not when it fits
' easily into a schedule. Now

a sense 0N means making real progress
[SASUSIUAR cvery single day.”

John Kotter -




Creating urgency through  ationaimsiuicio

Health Research
transparency

Our work: Consultant outcomes
EB- O Signin News

NEWS HeaLTH

19 November 2014 Last updated at 09:11 El=a

« Successful publication of
surgeon level data from
national clinical audits

« Across 12 specialties

* Helping the NHS drive up
guality of care

NHS highlights surgeon performance data

Performance data for almost 5,000 surgeons in England has been
released by the NHS in a move towards greater transparency.

Related Stories



Transparency means accepting NHS

risk to reputations

EE (o] Sign in News Sport Weather iPlayer v Radic

NEWS

Home UK World Business Election 2015 Tech Science Health Education En

Health

A&E in England misses target for whole
of winter

By Nick Triggle
Health correspondent

® 13 March 2015 = Health

The NHS in England has missed its A&E waiting time target for every week of
winter, figures show.

National Institute for
Health Research

theguardian

Winner of the Pulitzer prize

NHS hospital waiting time figures worst
in seven years

Almost 40,000 admitted patients not starting consultant-led treatment within 18
weeks of referral

K3 The median waiting time to begin treatment reached a record 10 weeks in February. Photograph: Christopher
Furlong/Getty Images

The number and proportion of NHS hospital patients in England waiting more
than 18 weeks to begin treatment have risen to their highest levels in almost
seven years, official statistics show.



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

Paulina Kernberg
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The Telegraph

Meet the NHS whistle-blowers who exposed the truth

As Sir Robert Francis prepares to publish the first independent review of the treatment
of whistle-blowers in the NHS, we look at some of those whose disturbing experiences
led to the review:

0213 0378 @0 @30 6621 QEmail

NHS whistleblowers

,dNSTITUTE OF GLOBAL HEALTH INNOVATION

Health

NHS 'to get whistleblower guardians’

By Nick Triggle
Health correspondent, BBC News

@ 11 February 2015 | Heslth

GETTY IMAGES

NHS trusts will have to appoint a guardian to help whistleblowers in England,
ministers have confirmed.

The measure was called for by Sir Robert Francis after he warned staff too often
faced "bullying and being isolated" when they tried to speak out.

Sir Robert, who led the public inquiry into the Stafford Hospital scandal, also said a
new national officer should be appointed to help the guardians.

The government immediately accepted all his recommendations.

Health Secretary Jeremy Hunt said: "If we don't get the culture right we will never
deliver the ambitions we have for the NHS."
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London The Genesis of HSIB: The Public, Parliament
and Practitioners developing Policy

*" | earning from
- :

failure: the need
- for independent
.. Safety
Investigation in
healthcare”
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Healthcare Safety Investigation Branch - NHS
EAG Recommendations Improvement

INDEPENDENCE, ENGAGEMENT AND LEARNING JUST CULTURE: TRUST,HONESTY AND
FAIRNESS

1. Must be independentin structure and operation
8. Must promote creation of a ‘just’ safety culture
2. Investigations must be to understand causes of

harm, to supportimprovement, not to apportion 9. Must provide families and patients with all
blame relevant information from an investigation about
their care while protecting all information from
3. Patients, families and staff must be active, use by other bodies or for other purposes
supported participants

10. Informationmust be provided to investigators
honestly and openly. Where evidence shows

SYSTEM-WIDE INVESTIGATION AND wrongdoing, negligence or unlawful activity the
IMPROVEMENT relevant body must be informed.
4. Must be empowered to investigate safety FURTHER ACTIONS REQUIRED ACROSS THE
incidents anywhere across the entire healthcare HEALTHCARE SYSTEM
system
11. Recommend a‘Just Culture’ Task Force be
5. Investigations must be led by experts in safety established to make further recommendations
investigation and HSIB should provide leadership about moving healthcare to a just culture

to the whole system on investigation _ o
12. Recommend aprogramme of capacity building
6. Investigation reports must explain causes of and improvement of safety investigation

incidents and make recommendations _ -
13. Recommend aprocessto provide truth, justice

7. Reports must be public documents and recipients and reconciliation in relation to unresolved
must publish responses cases
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% HOUSE OF LORDS Library Briefing
House of Lords Debate on the Queen’s Speech: Day 5 Table of Contents
House of Commons . .
Joint € it th Health, Social Care, Education, Culture, Health and Social Care
DC;'I:ft Hoer:a]ll:cnhI S:?v?cr; Sa?‘ety Welfare and Pensions o
Investigations Bill 22 October 2019 e e eda
Welfare

Draft Health Service Summary
Safety |nvestigati0ns This Lords Library Briefing is one of four prepared ahead of the five days of

=11. e debate in the House of Lords on the Queen’s Speech, scheduled to take place
BI"' A new ca pa blllty between 15 and 22 October 2019. This briefing looks at health, social care,
for investigating patient education, culture, welfare and pensions.
SafEty inCidents i i ifi ills that mav he annannced in the Queen’s Sneech

Report of Session 2017-19

Report, together with formal minutes relating

e # HOUSE OF LORDS Library Briefing

Ordered by the House of Lords to be
printed 24 July 2018

Ordered by the House of Commaons
to be printed 24 July 2018

— Health Service Safety Investigations Bill [HL]
Pubtned on 2 A 015 HL Bill 4 of 2019-20

by authority of the House of Lords and House of Commons

On 29 October 2019, the second reading of the Health Service Safety Investigations Bill [HL] is
scheduled to take place in the House of Lords.

Summary

The factsheet accompanying the bill states its main objectives are to:

. establish the Health Service Safety Investigations Body (HSSIB) as a new independent
arm’s-length body with powers to conduct investigations into patient safety incidents that
occur during the provision of NHS-funded services;

INSTITUTE OF GLOBAL HEALTH INNOVATION
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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
33




Lea n in g fro m Death S National Institute for

Health Research

“Every hospital should follow every patientit treats
long enoughto determinewhether the treatment

has been successful, and then to inquire ‘if not,
why not’ with a viewto preventing similar failures in

the future.” Ernest Amory Codman 1914
Learnin
* A new consistent NHS-wide case note review g'

methodology has beendevelopedfortrusts own use. Ca n d 0 u r a n d

» Training in this new methodology has started
* Trustboards will be expected to analyse the results of

L ] L]
their own case note reviews to guide improvement a CCO u nta b I I Ity

» Alsolinked to wider systemresponseto CQC review

A review of the way NHS trusts
. review and investigate the
Preventable deaths due to problems In deaths of patients in England

caré In Eng“Sh acute hospltals. Range of related research proposed and in

a retrospective case record review progress via Policy research programme:
« Scale and nature of serious harm in primary care

StUdy « Scale and nature of severe harm due to problems
in healthcare

Helen Hogan," Frances Healey,2 Graham Neale,® Richard Thomson,* * Medical Examiners and identification of

Charles Vincent,” Nick Black' preventable deaths due to problems in healthcare

NIHR Imperial PSTRC



Imperial College W€ have made some progress in recent years in reducing

London

adverse outcomes in maternity services...

NHS

Stillbirths per 1,000 live births and stillbirths

2000

2001
2002
2003
2004
2005
2006
2007
2008
2009
2010
2011
2012
2013
2014

Figure 2.2: Direct and Indirect maternal mortality rates per 100,000 maternities; UK: 1985-2011

Rate per 100,000 matemities
@

Test fortrend over period 1985-2011: P=0.001

T T
1985-87 198890 199193 1994-96 1997-99 2000-02 2003-05 2006-08

Triennium

Source: CMACE, MBRRACE-UK

1
2009-11

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

35 I

2009 Estimated Stillbirth Rate by Country
for those countries with a rate of < 5 stillbirths (2 28 weeks gestation) per 1,000 total births
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LondonThe Maternity and Neonatal Safety Improvement Programme

Aim

Reduce the rate
of still births,
neonatal deaths

and asphyxial
brain injury by
50% by 2025.

Primary Drivers

Improve the proportion of
smoke free pregnancies.

Improve the optimisation
and stabilisation of the very
preterm infant.

Improve the detection and
management of diabetes in
pregnancy.

Improve the detection and
management of neonatal
hypoglycaemia.

Improve the early
recognition and
management of

deterioration during labour &
early post partum period.

NSTITUTEORGLOBAL HEALTH INNOVATION

L1 111 11 | . 111

it

Secondary Drivers

NHS

-
Creating the conditions for a
= culture of safety and
continuous improvement.

o

J

r
Develop safe and highly
h reliable systems, processes
and pathways of care.

\.

\

J

Improve the experience of
mothers, families and staff.

Learn from excellence and
harm.

J

Improving the quality and
safety of care through
Clinical Excellence.

\




% change
since
2012

in

12 month

totals

37

C. difficile infections and
MRSA, MSSA and E.coli bloodstream infections

NHS

% change in rolling 12 month totals since Improvement

the calendar year 2012.
December 2012 to September 2016
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@ MRSA bacteraemia all rates by reportig @ MRSA hospital-onset rates by reporting
acute trust and financial year acute trust and financial year
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Infection rate per 100,000 bed days
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Reporting period, year

Figure 8: Rates of reported MRSA between 2007/08 and 2020/21.

@ MSSA bacteraemia all rates by reporting @ MSSA hospital-onset rates by reporting

acute trust and financial year acute trust and financial year
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Figure 9: Rates of reported MSSA between 2011/12 and 2020/21.



The VTE Journey NHS

National Institute for
Health Resear

S Choices
Self-assessment

Information tool

Adaptive strategy and consistent pressure
ensures TE prevention is made a clinical priority

: National
_____Patient
" Information
N‘ZI:/ Leaflets
CG92 =

riiomnsi Dy B

Focal Point
for Change

National Institute for
Health and Clinical Excelience

NICE QS3

INHS B o 0
Litigation Authority [k
DH ) Department |- Idr fosterliea U, New e-learning
of Health framework modules

LH = =%
B

Evrs - mi

Risk Assessment
figs now at 96%

2005 2006 2007 2008 2009 2010 2011 ............. Present
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The impact of CQUIN

NHS

National Institute for
Health Research

Figure 1: Proportion of adult hospital admissions risk assessed for VTE, England (Quarter 2 2010/11

to Quarter 3 2014/15)
s NHS acute providers sl Primary Care Trust Providers
==je== Independent Sector Providers wm w All providers of NHS funded acute care
100%

90%

80%

70%

Note: 'NHS acute providers '& "All providers

% of all admitted patients risk-assessed for VTE

Quarters/Years
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Improving Outcomes

ONS data shows 9% reduction in VTE deaths since 2010

Improvement corroborated by 3 studies:

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

* QuUORU: 15% reduction in mortality
nationally when 90% risk assessment

goal reached

« Catterick & Hunt: around 940 deaths
owing to VTE have been avoided in

England.

NHS

National Institute for
Health Research

«

I

CH EST Original Research

PULMONARY VASCULAR DISEASE

Comprehensive VTE Prevention
Program Incorporating Mandatory Risk
Assessment Reduces the Incidence of
Hospital-Associated Thrombosis

Lara N. Roberts, MD; Gayle Porter, MSc Adult Nursing; Richard D. Barker, MD;
Richard Yorke, BSc(Hons); Lynda Bonner, PGDip; Raj K. Patel, MD; and Roopen Arya, PhD

ORIGINAL ARTICLE

m Fatal venous thromboembolism associated with
hospital admission: a cohort study to assess the
impact of a national risk assessment target

Will Lester, * Nick Freemantle, " Irena Begaj, Daniel Ray," John Wood,”
Domenico Pagano

Blood Coagulation and Fibrinolysis 2014, 25:00-00

Impact of the national venous thromboembolism risk
assessment tool in secondary care in England:

retrospective population-based database study
David Catterick2? and Beverly J. Hunt®



Post discharge VTE deaths in England  [\ZH
2007/08 to 2018/2019 Digital

20.8% reduction since the outset
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Lﬂl‘ldﬂl‘l This timeline'illustrates some of the landmarkeventsin the

Atimeline Of Iandmark events in patient safety in En Iand evolution of patient safetyin England since 2000, that have either
P g accelerated progress or set a new direction for patient safety.

2000 2003 2012 2014 2016 2021

An Organisation National Reporting First National Director Sign up to Safety Better Births NHS Patient Safety
with a Memory and Learning of Patient Safety campaign Syllabus

System (NRLS) appointed 2017
National Patient
2008 NPSA functions Safety Collaborative Healthcare Safety
transferred programme Investigation
Branch (HSIB)

Learn from Patient
Safety Events
service (LFPSE)

Patient Safety First

2001

National Patient
Safety Agency
(NPSA)

WHO Global Patient
Learning from Safety Action Plan
Deaths guidance 2021-2030

5,000 Patient
2010 Safety Fellows

High quality care
for all: NHS next
stage review

|

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

First NHS Serious
Incident
Framework

2019 NHS Digital Clinical
Safety Strategy

NHS Patient
Safety Strategy

QO 9 S

2020

Report of the investigation Patient Safety Incident
into maternity and Response Framework
neonatal services at (PSIRF)
Morecambe Bay

 p
2013

)

2015

9 )

2004

2009

Care Quality
Commission (CQC)

Fifth report of the

Report of th bli
Shipman Inquiry eport of the public

inquiry into Mid
Staffordshire NHS
Foundation Trust

2000
An Organisation with a Memory report

Health Foundation’s First list of

B ok s ot e patients Never events el
learn from them Initiative _ .. Duty of Candour Better Births report independent review of
Berwick review into published setting out a matemity services at
2001 WHO Surglcal t t f t vision for improving the
SR, ) [FEMIENE SEMESY safety of matemity services Shrewsbury and Telford
Publc inquiry into_chidren's heart surgery 2008 Safety Checklist Global Ministerial Summit Hospital NHS Trust
at the Bristol Royal Infirmary published Patient Safety First launched as national Patient Saf o ospita rus
campaign to prioritise patient safety 2014 on Patient Safety o
, ’ Healthcare Safety Investigation
National Patient Safety Agency (NPSA) _— Sign up to Safety campaign i
n ) ) Branch (HSIB) established
established  to coordinate efforts to address High quality care for all: NHS next stage established to buid on Berwick to undertoke. independent 2021
and learn from adverse incidents in the NHS review published review and help reduce i i o3 tic i
) patient safety investigations NHS Patient Safety Syllabus
2012 avoidable harm Rep_ort O_f the Independent and identify learning for the implemented for all NHS staff
2003 2009 NPSA functions transferred to NHS _ Review into the death of wider health system o
National Reporting and Learning System Care Quality Commission (CQC) established Commissioning  Board  Authority g;l"i"a‘tf’a“e"‘ _SafElW Connor Sparrowhawk —_— Learn from Patient Safety
y - — laborative national programme i Events service (LFPSE
(NRLS) becomes operational, a world-first asa — ) - ) established, delivered through 15 Learning from Deaths piloted, to repla(ce e NALS
single national system for incident reporting Flrsl list_of Never events pubhs?edNHS First Natdicnzl Dlrecior of I;at\ent Safety Academic Health Science Networks guidance published on how d
or appointed as Dr Mike Durkin NHS organisations should
2000 orgamsatwons to report each incidence — sarer Fel Duty of Candour requirement respond following the death WHO Global Patient Safety
, atient Safety Fellows ient i i i B i
Fifth report of the Shipman Inquiry . N . 2013 recruited, later becoming the implemented for NHS professmna\s of a patient in their care Action Plan 2021-2030 pubished
i " WHO Surgical Safety Checklist mandated in B o J to be open and honest wi ————e
published recommending reform of the the NHS Report of the public inquiry Health Foundation Q initiative, to patients when Somethmg goes NHS Digital Clinical
handiing of concerns about GPs and their e into Mid Staffordshire NHS create a national community for the wrong with their care or treatment 2019 Safet 'E(a( o blished
ongoing_ fitness to practise Foundation Trust published quality and safety of healthcare NHS Patient Safety alety Strategy pubine
—_— 2010 - - Strategy published 2022
Health Foundation’s Safer Patients First NHS Serious Incident Berwick review into 2015 First G!obal Ministerial ‘Summ\t —
Initiative established Framework established patient safety published on Patient Safety held in London Report of the independent
Report of the investigation ~ into 2020 review of maternity services
ma'f:m"‘v azd ;‘:‘J"a‘ab'l_ ;ﬂf;ices Report of the Independent Review into the Patient Safety Incident Response ;t Shrervsﬁ:rg_rand Tem .
- o - at Morecambe Bay publishe death of Connor Sparrowhawk  published Framework (PSIRF) pioted ospita rust publishe
Bl Organisation M Publication/Report [ Initiative
Iperived in part from: Sirrs C. NHS Patient Safe(yTlmellne Available from:
INSTITUTE OF GLOBAL HEALTH INNOVATION | National State of Patient Safety 2022 history/chm/r ie nt-safetv-timeline/  [Accessed 26 July 2022]. INSTITUTE OF GLOBAL HEALTH INNOVATION | National State of Patient Safety 2022 | 10
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Age-standardised deaths per 100,000 due to preventable causes, 2019
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Age-standardised deaths per 100,000 due to treatable causes, 2019
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Figure 2: Age-standardised deaths per 100,000 dueto 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.



NHS

National Institute for
Health Research

In 2020, there were estimated to be between

asesof ‘probably avoidable’
significant harm to patients in primary
care in England each year.

In zo20, itwas
estimated that

237 million

In zozof 71, the cost of dinical negligence
claims incurred as 2 result of incidents was

ocour in England each year, @E £
contributing to more than E 7. 9

1,700 deaths’

In March zozz, the total number of
+0 people waiting for planned care reached

' million

For the period April-
June zoz2z, therewas a
shortage of mare than

132’000 In 2019, two in five

R equwaleTL patients in hospital did
::it:;fstﬁ}f- = not agree there were

CE ko i always enough nurses

of maternity services in ’ &jg iy Rt

England were rated as
L] L

o™ | In 2019, §0% of staff reported
feeling umwell as a result of

work-related stress. This rose
for safety by the Care to nearly 47% in 2021.%
Quality Commission * ;

Q0.
Between zoiy—19, Black women were
. 2nd Asian women or women of (‘Z_}‘?

Mixed ethnicity were . than white
women, to die during pregnancy or childbirth.™




Unsafe care
is one of the

up to
t 0 p 83%
of harm is
leading causes of aVOidable .

death in the world 2

Itis estimated that

1

patients are harmed

whilst receiving primary
and ambulatory care 7

In 2013, over 420 million
hospitalisations each year
around the world resulted
in nearly

adverse events ©

“Patient safety is not a luxury...it
IS the cornerstone of quality care

everywhere”

“Ultimately, unsafe

accounts for more lives lost than

either lung cancer,
road injuries”

75%

healthcare

diabetes or

In hospital care, it is estimated that

of adverse events

occur in LMIC*
contexts

*LMIC = Low and middle income countries

“As of May 2019, patient safety
has been enshrined as a global
health priority via a World Health
Assembly Resolution”

Poor quality care accounts for

to 159,

of the total deaths in LMICs *

Of the more than 130 million
births occurring each year

result in stillbirth,
and another

result in a newborn death within
the first 28 days of birth

Every da
Ll women die from
preventable causes
3 0 related to pregnancy

and childbirth

Nearl
4 frontline maternity staff

in the UK demonstrated
a palpable concern for
safety *




“The economic case for safety is
two-fold: first, the impact of harm
51 542 has costly implications for remediate
health and productivity loss; second,
the initiatives dedicated to rectifying

unsafe practice can be resource
MULTI intensive and require detailed

scrutiny to ensure their
60/ effectiveness.”
o

2.5%
528

“15% of all acute care activity is
caused by harm occurring in
hospitals .”

2,000 |

“From a patient perspective, the

personal experience of harm can be o
catastrophic in terms of trauma, both or 3’500 3 A"

physical and psychological.”




Mortality due to poor-quality healthcare
per 100,000 people by country

7-52
53-74
75-91

92-118
119 - 208

Figure 1. Mortality due to poor-guality health care by country.
Reproduced from Kruk et al., 2018, «°




Rates of death due to
adverse medical treatment

HAQ Index deciles

{31.0 63.2-68.9
31.0-35.9 68.9 -74.5
35.9 - 44.8 74.5 - 82.2

44.8 - 54.7 82.2-91.3

54.7 - 63.2 013

Figure 3. Rates of death due to adverse medical treatment.
Reproduced from GBD et al., 2016 with direct support from Pref Rafael Lozano. ™



AMR — a global healthcare threat

AMR in 2050
10 million

Tetanus
60,000

Road traffic
accidents

1.2 million =

7

AMR now ‘
700,000
(low estimate)

Measles ' : Cholera
130,000 100,000~

120,000

Cancer
8.2 million

Diarrhoeal
disease Diabetes

1.4 million 1.5 million

NHS

National Institute for
Health Research

America

i ' Asia
. 317,000

%,730,000
4

' at Oceania

22,000

Africa
4,150,000

Latin
America

392,000

number of deaths

NIHR Imperial PSTRC



Imperial College
London

Understanding Communication

o hfanog 4 e “Never assume
PNE.\?A;‘.SS'TZSANFSETY: communication has taken

UNDERSTANDING
COMMUNICATION place.

ASE STUOMS POR ParvySa0iA

* Never assume
understanding has taken

place.”

NIHR Imperial PSTRC



THIS.Institute

Seven features of safety in

maternity units: a framework based
on multisite ethnography and

©®

OPEN ACCESS

» Additional material is
published online only. To view
please visit the journal online
(http://dx.doi.org/10.1136/
bmigs-2020-010988).

stakeholder consultation

Elisa Giulia Liberati © ' Carolyn Tarrant,? Janet Willars,? Tim Draycott,3'4
Cathy Winter,* Karolina Kuberska,' Alexis Paton,” Sonja Marjanovic,
Brandi Leach,® Catherine Lichten,® Lucy Hocking,6 Sarah Ball,®

Mary Dixon-Woods," The SCALING Authorship Group

ABSTRACT outcomes.™ Avoidable harm in childbirth
Background Reducing avoidable harm in maternity can have devastating consequences for
services is a priority globally. As well as learning from families,s 6 and is an increasingly impor-
mistakes, it is important to produce rigorous descriptions
of "what good looks like".

Objective We aimed to characterise features of safety

tant driver of cost pressures in health
systems through claims for negligence/

W @THIS_Institute



Commitment to safety and improvement

at all levels, with everyone involved

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

THIS.|nstitute ki



Imperial College

London . .
Compassionate Leadership
i “Compassionate leadership enhances the intrinsic
TheKingsFund> e motivation of NHS staff and reinforces their

Caring to change

How compassionate
leadership can stimulate
innovation in health care

Authors
Michael West
Regina Eckert
Ben Collins
Rachna Chowla

May 2017

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.”

NIHR Imperial PSTRC
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carless
or gamzatlon

Creating Psychological Safety in the
Workplace for Learning,
Innovation, and Growth

Amy C. Edmondson

HARVARD BUSINESS SCHOOI

WILEY

THIS.Institute W @THIS Institute

NSTITUTE OF GLOBAL HEALTH INNOVATION
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Imperial College

London - .
Creating Psychological Safety
Psychological Psychological
Danger Safety
Fear of I%n::»n_"l,[fln_:»rt
PN VLN
Better
«Common Blaming innmrgit_inn Learning
Knowiedoe vers & decison o
Less likely / \ Everyone l
to share openly
-:jlf_ferent shares
views ideas

NIHR Imperial PSTRC



Leading a culture of safety:
Lucian Leape Institute

“...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 -

NHS

National Institute for
Health Research

Behavior Trust,
Expectations

il

Respect, and
Inclusion
L g
ZERO HARM e

to Patients,
Families, and the
Just Workforce Board

Culture Engagement

(1 I
adi e

o O
Ak A Leadership
A Development

Leading a Culture of Safety:
A Blueprint for Success

NIHR Imperial PSTRC
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Patient safety goes beyond borders NHS

— we get better by sharing Improvement
[ | ederal Ministr
Za =\ Ppatient Safety R | o bt
‘\=.'.,’ Global Ministerial Summit 2017
P11 . k2
74"\ Patient Safety o
. . epartmen
\:_;}' Global Action Summit 2016 of Health

- \Patient Safety

WHO Global Consultation

MOVEMENT

zero preventable deaths by 2020

Setting Priorities for
Global Patient Safety

26-28 September 2016
Florence, Italy

..............

£/ World Health GRC:"
& %2 Organization Mo
=2 4

.
European Union Network
a for Patient Safety and
- Quality of Care

60
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NHS
WHO Global Challenge National Institute for

Medication Without Harm

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

WHO Global Patient Safety Challenge
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EMJS201 8,362 13424 doi: 10,11 36%bmj. k3424 (Published 8 August 2018) Page 1 aof 2

. EDITORIALS

Chack Tar
m.

The Tokyo Declaration on patient safety

A new partnership between health workers and patients to promote safer care.

Kelsey Flott centre manager, Mike Durkin senior adviser on patient safety and leadership, Ara Darzi
director

Imperial College Londan, LK

The 3rd Mimsterial Summit for Patient Safety was held in Tokyo It sets out actions for ministers—chief among them a
in April this vear, with delegations from over 40 countries. The commitment o “high level political momentum”™ towards the

sumimit coincided with the publication of an Organisation for delivery of safer care everywhere. Further actions include
Economic Co-operation and Development (OECD) report, renewed support for the World Health Organization’s sustainable
Flying Blind, which made an economic case for extending the development goals and a proclamation to “align incantives,
patient safety movement to primary and ambulatory care, and educate and train the healthcare workforce in patient safety. and
further compelled international political interest in safety.’ engage patients and families.”

We can nn loneer affoed foienoee the himaden of moaoe aafetw Realizine the declarat on’s fill notential waill reamre
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Imperial College
London

ad-Worltd Health Assembly
WHA R@solunon (WHA72.6) May

o one should be harmed
while seeking care.

#PatientSafety global health priority
May 25,2019 £ i

Hpatientsafety as a

Concerted action to

@i aON E reduce patient harm in

¥ Organization

health care settings

Historic establishment of
World Patient Safety
Day on 17 September

INSTITUTE OF GLOBAL HEALTH INNOVATION
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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 suomission to the
Seventy-fourth World Health Assembly in 2021 through the 148th session of the
BExecuive Board”

=

LLL
=

@ World Health
W% Organization



Imperial College
London

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  WH©O

improve patient safety

Implementation managed by WHO
and PSTRC, Imperial College London

INSTITUTE OF GLOBAL HEALTH INNOVATION

India, Kenya,
Mongolia &
Pakistan

Generic support

Direct cooperation

GPSC

Imperial
College
London



“A great example of the partnership “The PSTRC will help facilitate and support the
between international organisations, Implementation of patient safety initiatives in
academic institutions and emerging the four countries, as well as sharing their
leaders in LMICs is the recently knowledge on patient safety to successfully
established Global Patient Safety deliver the three capacity building
Collaborative (GPSC)” programmes.”

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




Global Patient Safety action Plan 2021-2030

Towards eliminating avoidable
harm in health care

N

. ¢ 22, World Health
M Patient &R Y Organization
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L) S Strategic Objectives

Framework for Action

The framework includes seven
strategic objectives, which can
be achieved through 35 specific
strategies.

Make zero avoidable harm to
patients a state of mind and

arule of engagement in the 1
planning and delivery of health
care everywhere.

Policies for zero patient harm

N

High reliability systems
Build high reliability
health systems and
health organizations that
protect patients daily
from harm

Assure the safety
of every clinical
process

w

Safety of clinical processes

Patient and family engagement

Engage and empower
patients and families to
help and support the
journey to safer health
care

Inspire, educate,
skill and protect
health workers to
contribute to the
design and delivery
of safe care systems

Health worker education, skils and safety

o o &

Ensure a constant flow
of information and

Information, research, risk management
Sl Bk il and improvemert

synergy, solidarity
and partnerships
to improve patient
safety and quality

e 7. Synergies, partnerships and solidarity

Develop and sustain
knowledge to drive =

the mitigation of risk,
a reduction in levels of
avoidable harm, and
improvements in the
safety of care




Framework for action

11
14 15
Policies to Patient safety 12 13 f Pati
"I aliminate policy, strategy Resource Protective st:ndarl:ls. Sj;tTDw az
avoidable harm and mabilization and legislative i )
in health care  implementation allocation measures regulation .anl:l Global Patlent
framework accreditation  Safety Challenges
23 24
22 25
21 Leadership Human
- - Good Patient safety
2 High-reliability  Transparency. e capacity for factors/ in ;
systems openness and fnrg the h clinical ergonomics for and setfings of
Mo blame culture care and managerial  health systems extrerme i::erslty
] functions resilience
33 34
32 35
31 . Infection Safety of .
3 Safety of dinical Safety of Safety Challenge: prevention and  medical devices, in o HE
processes risk-prone dinical thge. control & medicines, and transitions ¥e
procedures § antimicrobial blood and
Without Harm . ines of care
41 42 Az 44 45
Co-developrment Learning from Pati Patient safety Information and
4 Patlent aad family of policiesand  patient experience - mﬂem incident education to
ErEE A programimes with for safety ;:m ions ¥ disclosure to patients
patients improvement P wictims and families
52
51 53 54
Health worker Centres of 55
Patient safaty Patient safaty Linki tient
5 education, skills 5 professional . nee for competencies as err‘t!;rpn:ﬂi Sale ng
and safety education and paemrt : ¥ regulatory  appraisal system RS
training and training requirements  of health workers
&1 6.2 63 6.4 65
Informaticn, Patient safety : :
research and risk incident ing Patient safety Patient safety Patient safety Digital
management and | | - information surveillance ressarch technology
systems systems programmes  for patient safety
Syn 72 73 T4 75
ey FA | Common . Cross geographical  Alignment with
partnershid  geopehglders  understandi atient safety . d multisectoral hnical
ng networks and m LEs
and solidarity  opoopement and shared ol i initiatives for programmes

commitment patient safety and initiatives
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Skin, lips and tongue
Wery pale or blue skin and sunken eyes
Rash that does not fade when pressed firmly {use a dear glass)

Activity
Mot responding to carers
Wery difficult to wake up

Wealk, high-pitched or continuous cry
in younger children

Older children are confused or unusually iritable

Breathing

Finding it much harder to breathe than normal
Grunting breathing

Very fast breathing: more than

60 breaths a minute

Moticeable pauses in breathing

Circulation
Wery cold hands and feet

Temperature and body

Under 3 months with raised temperature over 38°C
The soft spot on an infant’s head is bulging

5stiff neck, especially when trying to

look up and down

The child has a seizure

Vomiting, diarrhoea and hydration

Very thirsty and not able to keep fluids down
Bloody or black ‘coffee ground” vomit

Mot had a wee for 12 hours

Motes

= .

NHS



“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.”

Professor Avedis Donabedian -




Imperial College
London

. THANK YOU

m.durkin@imperial.ac.uk

w @Mike Durks

INSTITUTE OF GLOBAL HEALTH INNOVATION
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