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1 in 10 patients admitted 
to hospital will be the 
victim of an error
(Vincent C et al, BMJ, 2001)



Estimated costs of 
adverse events in 
hospitalised patients =  
Up to £2 billion in 
additional bed days
(An organisation with a memory, DH, 2000)



50 percent of these 
errors could have been 
avoided if lessons from 
previous incidents had 
been learnt
Vincent C et al, BMJ, 2001)



National initiatives

• Establishment of the NPSA 
• Roll out of the National Reporting & Learning 

System
• National standard for safety
• Central system for issuing safety 

advice
• Core component of the medical 

curriculum for junior doctors



AchievementsAchievements

• Greater awareness that patient 
safety should be a top priority 

• “The vast majority of trusts have 
developed a predominantly open and fair 
reporting culture” (National Audit Office, 2005)

• Examples of good practice & initiatives 
� Moorfields Eye Hospital - Falls
� Westcountry Ambulance Services – First Response 

Emergency Defibrillator
� Liverpool Women’s Hospital – Obstetric emergencies



Progress so far. ButProgress so far. But……

National Audit Office (2005) concluded:
• More open reporting required coupled with 

more regular feedback from NRLS, together 
with examples of learning from the data

• More information for public about compliance 
with alerts and clearer criteria to evaluate
implementation of solutions

• Stronger engagement of patients and greater 
openness when things go wrong

• Patient safety should be core part of professional 
training



Progress so far. ButProgress so far. But……

Healthcare Commission (2006) noted:
• Insufficient impact made on the 

ground
• 1/10 Trusts do not fully meet core 

standard for safety
• Similar number of independent 

sector providers failed to meet NMS 
for safety

• A culture of blame is still prevalent



Standards – Healthcare Commission

Percentage of all trusts compliant with HCC safety standards 2005/06 (based on 
average performance across nine safety standards) by SHA
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Standards – Clinical Negligence Scheme for 
Trusts (CNST)

Percentage of trusts achieving levels 2 or 3 in CNS T standards by 
SHA in 2005/06
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General practice - reporting rate per 100,000 popul ation 
by SHA
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Source: reports successfully submitted by English primary care trusts to the NRLS during the 
period 1 April to 30 September 2006; ONS 2004 mid-year population estimates 

National Reporting and Learning System



National Reporting and Learning System

Acute trusts - reporting rate per 100 admissions
by SHA
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Source: reports successfully submitted by English acute trusts to the NRLS that occurred 
during the period 1 April to 30 June 2006; hospital episode statistics 2005/06



The whole answer to the problem?The whole answer to the problem?
Example: Nasogastric tubes



The whole answer to the problem?The whole answer to the problem?
Example: Vincristine injections







Safety First (2006)Safety First (2006)
KKey themes:ey themes:

1. Making safety a priority
2. Need for national collaboration
3. Promoting more effective learning
4. Empowerment at a local level
5. Involvement of patients and their families



1. Making safety a priority1. Making safety a priority

• Emphasising importance in revised 
standards, inspected by regulator

• Accountability Officer letter
• Tighter accountability – Board responsibility 
• Operating framework
• Inclusion in NHS contracts
• Central part of commissioning 
• New national safety campaign



2. National collaboration2. National collaboration

• National Patient Safety Forum
• Healthcare Commission to work closely 

with NPSA
• NICE to carry out a pilot for the 

development of technical patient safety 
solution

• NHS Institute to work with Royal 
Colleges and other educational 
providers to develop training



3. More effective learning3. More effective learning

• NRLS will be simplified and be the core 
function of the NPSA

• Further development of Observatory
• Analysis of risk prone situations and near 

misses
• PSO will provide a source of advance 

intelligence
• Early identification of areas where 

solutions need to be developed



4. Local empowerment4. Local empowerment

• Patient safety action teams at SHA level to 
provide local network

• Local data analysis and solutions
• Reports to be  considered locally within 24 

hours (and NPSA notified of serious 
events within 36 hours)

• Development of specialist investigators



5. Involvement of patients5. Involvement of patients
and their familiesand their families

• Boards to make sure patients and carers 
are centrally involved

• Greater openness with patients and their 
families when things go wrong

• National network of patient champions



In conclusionIn conclusion

“An overriding message of this report
is to restate the importance of strong 
leadership within NHS organisations.  
Safety does not have the priority it 
needs at the top of all our healthcare
organisations.  This must change if we 
are really going to put ‘safety first’.”

Sir Liam Donaldson, Safety First, 2006



The challenge to you…

Three perspectives

• The Patient: Who is responsible for my 
safety? 

• Frontline staff: Will we be able to learn 
locally?

• Leaders and Managers: Is patient safety 
our top priority? 


