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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.

What could go wrong?
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Assumption and negative transfer 
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Look-a-like connectivity risks
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Look-a-like connectivity risks
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Templating

Measuring range: 0 –22.2 mmol/L Measuring range : 0-256 g/L
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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……

Automation
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Hierarchy of effectiveness of 
barriers
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Rare can be simple – and 
‘rare but could recur’  is 
what a national  safety 

function is uniquely 
placed to detect   

Very common is always 
complex –  ‘wicked 

problems’ needing long-
term focus via 
improvement  
programmes

Known issues on a 
manageable scale, where 
significant progress could 

be made with extra 
support and resources 
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‘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.’

BEFORE AFTER
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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”
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“[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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“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.”
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“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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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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National Patient Safety Alert Committee NaPSAC
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➢ Identify 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 

❖ 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.  
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Thank you for listening 
Any questions?


