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Part I:

= National Institute of Clinical Excellence(1999)
O Clinical effectiveness, national quality standard

m Commission for Health Improvement(1999)
O Regulation and Inspection
O Health Commission(2004)

= National Health Service Litigation Authority(1995)
0O Compensation, risk management

= National Patient Safety Agency(2001)

O Guidance, support, intervention

National Institute of Improvement and

Innovation(2005)
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Healthcare Commission

m Inspection

OTo assess the quality and value for money of
healthcare and public health

m Inform

OTo produce an annual rating report on
healthcare organizations in England

m Improve

OTo carry out investigations into serious
service failures

G
National Health Service Litigation Authority
(NHSLA)

1995
NHS

: mutual pool(

: pay as you go, non profit

i

i

Gt

NHSLA

NHS

[ Claims ] [ Finance ] [";,“;,“;;‘fi;gg‘;j,g‘e] [Rlsk Management]

NHSLA

O Acute

O Maternity

O Mental Health & Learning disability
O Ambulance

O PCT (Primary Care Trusts)

OLevel | 10% off
O Level Il 20% off
O Level 111 30% off
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National Patient Safety Agency
(NPSA) NPSA
. 2001 7 T
n 400 ( 290 ) o [ Joint Chief Executive | R o
- 2500 e
|

OCollect & analyse information on adverse
events

OAssimilate other safety-related information
OLearn lessons
OProduce solutions and national goals

Jenny Grey-Director of |

U

John Hennessey
_ Director of Communications Professor Alistair
Helen Glenister-Director of | | Finance Corporate Scotland -Director | [Richard
Safer Practice& Finance Communications NCAS Thomson -
Nursing/Deputy CE Fadilities Brand and corporate Director of
Safer Practice T dentity
Patient Safety I mprovement Risk ia andResear ch
Hospital Cleaning Food & Management & Newsletters Analysisand
Nutrition Business Parliomentary Statistics,
an Support a Patient Safety
Nursing & Midwifery Events Observatory,
Advisory Group Dissemination Prioritisation,
Awardsand sponsorship Development
& Research
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National Clinical Assessment

Safer Practice

m Solution to promote safer practice

m Patient safety improvement (PS managers)
m RCA & risk assessment

m Medication safety

m Design safety

m Cleaning & nutrition

: NCAS
Service (NCAS)
- . m Case work
] ) O Advice
Osupporting the resolution of concerns at O Support
practitioner performance O Assessment
OPromoting confidence in doctors & dentists O Action planning & follow up
m Programme work
u . 0 R&D, Education
ODoctors (2001) m Suspensions & exclusions
OSalaried & employed dentists (2003) = Alert letters
OGeneral dental practitioners (2005)
i @
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Department Of Safer Practice

Director of Safer
Pracice & Nursing and
Deputy Chief Executive

Deputy Director of
Saler Practice
and Head of
Patient Safety

Head of Safely
Solutions

PA o Director
and Advisory

tgraduate
Education, Spec

tothe NPT

Human
Factors

Specialist

m Build a safety culture
OPromote PS onto board agendas
OPromote NRLS reporting
OSupport RCA training

m Lead & support staff
OMeeting with executive directors
OTraining non executive directors

m Integrate risk management activity

m Involve & communicate with patients &
public
ODevelop links with Pt, carers, &
representatives
OEnsure pt/public voice is heard
OEngage pt/public in solution development
OPromote “being open” guidance
m Learn & share safety lessons
m Implement solutions to prevent harm
1

m NRLS —
G G
Patient Safety Manager () Patient Safety Manager (1
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Epidemiology & Research

EPIDEMIOLOGY AND tor of
Epidemiology and

RESEARCH Research

05/6
Head of .
Research and Head of
Development Prioritsation

Head of
statistics
Senior Lecturer
See 05 Research Associate | | Research Associate
separate
chart
Evaluation Manager,

Q4WTE (Joint with
Safer Praciice)

ead of
Obsenvatory.

Research Associale

Clerical Support
15WTE

Statistics '
m Clean NRLS data
m] (anonymisation)
m] (recoding)
m Analyse NRLS data
O Structured data analysis
O Free text search
m Report statistical results
0O Monthly management report
0O Observatory report
O Feedback to Trusts
O Support the issue of Alert
O Inform prioritisation

G

Research & Development

m Identify GAPS

m Embed evidence base in NPSA work
m Develop research skills

m Evaluate what we do
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Prioritization

Stage 1:
Invite
n submissions

Stage 2:

ILu

Initial ilter by
NPSA staff

] Stage 3:Panel
makes short
tof topics

Stage 4: NPSA

] staff prepare

briefs
[m]

m Patient identification

O Wristband

O Transfusion

O Correct site surgery dentistry
= Mental health

O Inpatient suicide

O Psychotropic drugs
m Patient restrain

O Risk assessment

o
o
Epidemiology & Research, NPSA s anicets
Board
i i
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2005/6 2005/6 ()

m Extend Cleanyourhands to primary care m Medication

OAnticoagulation

OMedication error

OLabelling /packing

OHypotonic infusion in paediatrics

OErrors in near patient preparation and
administration of injected medicine

m Methods
OSignificant event auditing in primary care
OAggregate root cause analysis reporting
1
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CE
. Epidemiotogy & Research, NPSA

Patient safety observatory

Mot Pt Sty s

Patient safety alert 05

u | your reports
(  NRLS ) =
|
G o
Gii
_ National Reporting & Learning
System (NRLS)
| [ ] 2001
Part II: . 1000 (
)
| |
02001~2002.6 APSF
[02003.1.31~2003.5.3 T&D
02003.6~2003.11 LRMS
02003.11~
U
b B
NRLS
" (NHS) PSI
= | |
" n T
" . PSI
" [ (Trusts)
. | |
" = LRMS
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n
O Trust LRMS NRLS "
(98%) o
O Trust  eForm NRLS O
ONHS (eForm o
. 91% Trust data mapping = NPSA
NRLS [ ]
m Public/patient
i o
G G
n : 2,000
= Care setting = What happen 10,000 40,000
m Location = Preventative action -
= Incident type = Underlying causes or OPatient safety observatory report
= Degree of harm events _ OWeb-based feedback to trusts
= Specialty = Drug detalil DOAnalysis to support the issue of Alert
= Contributing factors ™ €tC OAnalysis of top 10 incidents to inform

prioritisation

G

m Evidence to support many ongoing
projects

m New evidence raises the possible issues

m Evidence to support projects to be started
next year

m High number of MH incidents related to
absconsions & self-harm

m VVaccination
m Allergic reactions to contrast media
U
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NRLS

OConsistency

ODataset & mapping
OQuality, others, missing

OCommon language & definition

QD

Part lll:

7 steps

i

I o o

Seven steps to patient safety

Build a safety culture

Lead and support your staff

Integrate your risk management activity
Promote reporting

Involve patients and the public

Learn and share safety lessons

Implement solutions to prevent harm
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Patient safety e-learning
programmes

LEARNING FROM MISTAKES

/" | Introduction

<), Recommendations
°® andreporting
!
Analysing
information
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You igating incdents

Wiy things
gowrong

. Getting
£ Started
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Gathering
and mapping
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local risk management




