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What could go wrong?

When we become ‘patients’ we are already in a
vulnerable position. When patients needs
require intervention with medical devices, as
part of diagnosis or treatment, they should be
protected from any risks that could further
Impact on their condition.
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Look-a-like connectivity risks
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Look-a-like connectivity risks
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....there was still 200ml in the bag which hadn’t been infused....

...... the pump gave 10 times more than prescribed

.....called equipment library as pump keeps alarming......
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Our recommendations

NHS Improvement should work in partnership with Health Education England and others
to make sure that the entire NHS workforce has a common understanding of patient safety
and the skills and behaviours and leadership culture necessary to make it a priority. NHS
Improvement and Health Education England should also develop accessible, specialist
training in patient safety that staff can study as part of their clinical education or as a
separate discipline.

The National Patient Safety Strategy must support the NHS to have safety as a top priority.
Driven by the National Director of Patient Safety at NHS Improvement, it should set out a
clear vision on patient safety, clarifying the roles and responsibilities of key players, including
patients, with clear milestones for deliverables. It should ensure that an effective safety
culture is embedded at every level, from senior leadership to the frontline.

Leaders with a responsibility for patient safety must have the appropriate training, expertise
and support to drive safety improvement in trusts. Their role is to make sure that the trust
reviews its safety culture on an ongoing basis, so that it meets the highest possible standards
and is centred on learning and improvement. They should have an active role in feeding this
insight back to NHS Improvement so that other NHS organisations can learn from it, as is the
case in other industries.

NHS Improvement should work with professional regulators, royal colleges, frontline staff
and patient groups to develop a framework for identifying where clinical processes and other
elements, such as equipment and governance processes, can and should be standardised.

The National Patient Safety Alert Committee (NaPSAC) should oversee a standardised
patient safety alert system that aligns the processes and outputs of all bodies and teams that
issue alerts, and make sure that they set out clear and effective actions that providers must
take on safety-critical issues.

NHS Improvement should work with professional regulators and royal colleges to review
the Never Events framework, focusing on leadership and safety culture, and exploring the
barriers to preventing errors such as human behaviours.

CQC will use the findings of this report to improve the way we assess and regulate safety, to
ensure that the entire NHS workforce has a common understanding of leadership and just
culture, and the skills and behaviours necessary to make safety a priority.
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The NHS Patient Safety
Strategy

Safer culture, safer systems, safer
patients
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Continuously improving patient safety
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Improve our understanding

of safety by drawing insight
from multiple sources of patient safety, throughout
patient safety information. the whole system.

1 1

Insight Involvement
Measurement, incident Patient safety partners,
response, medical examiners, curriculum and training,
alerts, litigation specialists, Safety II.

People have the skills and
opportunities to improve

) A patient safety culture

A patient safety system
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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.
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¢ A patient safety culture >
A patient safety system

Rare can be simple - and
‘rare but could recur’ is
what a national safety

function is uniquely
placed to detect

Known issues on a
manageable scale, where
significant progress could

be made with extra
support and resources

Resource set
Initial ~laramant -
forna
oroga

July 20

Very common is always
complex - ‘wicked
problems’ needing long
term focus via
improvement
programmes




‘In almost all clinical settings, power driven
nebulisers can be used instead, and all air
flowmeters can be permanently removed and
disposed of, with air outlets blocked off. In the
rare clinical setting where it is impossible to
use power-driven nebulisers due to lack of
space, air flowmeters need to be separately
stored and should be brought out of storage
only for the ten minutes or so required to
deliver the nebuliser’ i T
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“When we received the Patient
Safety Alert we undertook a
risk assessment. This risk
assessment [allowed]
continuing use of air
flowmeters in situ.”
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‘It is recommended that signage should
be installed to alert staff that both piped
Oxygen and Air is available and remind
them to choose the correct gas.”

“‘We should use Patient Safety Boards in
wards to display alerts.”

“The case will be reported in the monthly
departmental newsletter which is emailed
to all nurses and doctors”

Box 14: Patient safety specialists

Feedback from the consultation strongly supported the development of a network of
patient safety specialists in local systems.

These specialists should be recognised as key leaders within the safety system,
visible to their organisations and others, able to support their organisations’ safety
work. In some ways the concept is similar to designating someone a Caldicott
Guardian,®? Director of Infection Prevention and Control®® or Freedom to Speak Up
Guardian.** But in contrast to these designations we want the introduction of the
patient safety specialist concept to develop existing people and roles rather than

create new posts.



“[General surgery] divisional

governance team planning to
purchase powered nebulisers”

“We have removed all air outlet
valves from the Emergency
Department [and provided]
nebuliser boxes.”
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Why do we need to waste our time on patient safety issues?

We take patient safety seriously and do something
incident.

when we haveanii it

We have systems in place to
manage patient safety.

We are always on the alert/thinking
about patient safety issues that might emerge.

Managing patient safety is an integral
part of everything we do.
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“We have audited [all areas of the trust] to demonstrate that all
medical air flow meters have been removed and replaced with
electronic nebulisers, and that air outlets have been capped.”



“As part of the investigation of
this Never Event, we have
reviewed current arrangements
and developed a process for
nominating a Patient Safety Alert
lead for every alert the trust
receives, describing their role and
providing guidance on how to
manage a Patient Safety Alert.

In future, no alerts will be closed
off [as action completed] until
assurance of implementation has
been provided to the executive
quality group.”
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About the Care Quality Commission

The National Patient Safety Alert Committee
(NaPSAC) should oversee a standardised patient
safety alert system that aligns the processes and
outputs of all bodies and teams that issue alerts,
and make sure that they set out clear and
effective actions that providers must take on
safety-critical issues.

CQC will use the findings of this report to
improve the way we assess and regulate safety
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Safer culture, safer systems, safer
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The National Patient Safety Alerts Committee

The National Patient Safety Alerting Committee (NaPSAC)*® was set up in 2018 at
the request of the Secretary of State for Health and Social Care following evidence
that the safety advice and guidance issued to the NHS was not having the required
impact. It is working to align all national alert issuing bodies and teams to ensure
future National Patient Safety Alerts set out clear and effective actions that local
systems must take on safety-critical issues.

The Chief Medical Officer, DHSC Supply Disruption, MHRA, NHS Digital, NHS
England, NHS Improvement Estates and Facilities, national patient safety team and
Public Health England (PHE) all currently issue safety messages, notices, letters or
alerts through the Central Alerting System (CAS). NaPSAC is developing common
standards and thresholds across these organisations. A single format for alerts will
make it much easier for local systems to see what they need to do, by when and
why. The standards and thresholds agreed by NaPSAC will underpin CQC’s
inspection of National Patient Safety Alerts and any regulatory response to non-
compliance.
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Safety Alert

> |dentify appropriate escalation routes for National Patient Safety Alerts to
ensure senior oversight

> Embed process for ensuring senior oversight and actioning National
Patient Safety Alerts within your internal SOPs
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% The standards and thresholds agreed by NaPSAC will underpin the CQC inspection

of National Patient Safety Alerts and the potential for regulatory response for non-
compliance

% Responses to National Patient Safety Alerts will still need to be made via the CAS
system.



Thank you for listening
Any questions?



