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National Patient Safety Team @ebmeg

Continuously improving patient safety

NHS England and NHS Improvement
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Training for every member of staff across

A patient safety culture R the NHS
A patient safety system
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Making Safety Active:

e Preventing harm before it occurs

e Seeing risks and making them safe
e |t's time to change what we do

The national patient
safety strategy
means dedicated
patient safety

specialists in every National

NHS organisation. : / i / :
\ X Safety Alert IIIE: Ei




Objective: new or under recognised ©ebme,




Safety Is a moving target gebme
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The Patient Safety Incident

Response Framework

NHS

The Patient Safety Incident Response Framework will replace the 2015 Serious Incident Framework and support
providers to respond to patient safety incidents and conduct patient safety investigations in a way that maximises

opportunities for learning and improvement.

Broader scope:

* |t promotes a range of approaches for
responding to patient safety incidents

*« Moves away from reactive and hard-to-define
thresholds for "‘Serious Incident’ investigation
and towards developing a thorough
understanding of local patient safety risks and
proactively planning the allocation of patient
safety incident response resources through the
development of Patient Safety Incident
Response Plans.

Investigation approach:

+ Quality is the priority with the selection of
incidents for investigation based on the
potential for new learning

* Timeframes are more flexible and set in
consultation with the patient and/or family.

* Patient Safety Incident Investigation (PSIl)
replaces the term root cause analysis (RCA)

« Clarifies that investigations must be led by
those trained and experienced in patient safety
incident investigation (PSIl)

Experience for those affected:

Expectations are clearly set for informing,
involving and supporting patients, families, carers
and staff invelved in patient safety incidents. In
accordance with a just culture staff involved in
incidents are treated with equity and fairness

Governance and oversight:

= Strengthened, with commissioners and local
system leaders assuring plans and co-
ordinating investigations spanning multiple
settings.

* Provider boards now sign off PSIl quality and
safety improvements.

Sebme



Recognition of design

Design
Council

DESIGN FOR PATIENT SAFETY

A SYSTEM-WIDE DESIGN-LED APPROACH
TO TACKLING PATIENT SAFETY IN THE NHS

This report sets out a perspective from the world of design - based
on a scoping study carried out by a research team from the
Universities of Cambridge and Surrey and the Royal College of Art -
to identify previously unrecognised opportunities for improved
patient safety in the NHS.
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An organisation with a memory

Roport of an expert group on leatning
from adverse events in the NHS
chaired by the Chiet Medical Offcer
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National Patient Safety Agency
Patient Safety Division
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Design for patient safety

A guide to labelling and
packaging of injectable medicines
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The DESIGN
of EVERYDAY
THINGS

S
National Patient Safety Agency

National Reparting and Leaming Service

Design for patient safety

A guide to the design of
electronic infusion devices




Design impacts on safety gebme

Measuring range : 0-256 g/L Measuring range: 0 —22.2 mmol/L

NHS



Design impacts on safety

QH

Protecting the breathing
circuit in anaesthesia

Report to the Chief Medical Officer

Department
of Health

of an Expert Group on blocked anaesthetic tubing

/8396-DoH-EGBAT Report-

Green (frca.co.uk)

May 2004

NHS
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Foreign body aspiration during intubation, advanced airway management

or ventilation

This alert is for action by: All acute, specialist and amb.

s trusts, d

of NHS-funded
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Explanation of identified safety issue

Loosemuinmnona!y nmx:ed into the airway
during airway
managemm(knwnafae-gnbodyaspntm[FBA])
can lead to partial or compiete airway
obarwmmhemnsno(amdedlmmbo
fatal.’ CmpicaumsbﬂmgFBAmyno(be
y recognised due to sedation and

th and may be p ly misdiag d
as asthma, chronic obstructive puinonwy disease
(COPD), o stridor.?

Actions required /!\
Actions to be completed by 1 June 2021
1. Amend cumrent puchasng and introduce

on pur g, to ensure
ECGIECT electrodes have omar large sheet
g for j des or fully col d

orpanemedndmmbackmgn
a) all areas where intubation or advanced
amymmgamlrogmamms

depanmems ECT su(es mdemofgenq

Moxmpblnddtmmds ambulances).®
“patient pr d in ED f g repeated GP b) all i fleys/

4 post sthesia with 9 P ‘q_unluba(mnf

spiratory symp Symp ived after dy d alrway and co; 9

removal of ECG backing plastic [from the respiratory ECG electrodes.”
el 2. Amend current A and introduce
In a recent six-year period, five incidents were moomeonwobmwmm to ensure all
identified where a foreign body (FB) was aspirated, and b g system have either

amnu!oumdommmmwas-denuﬁod
during and d. The most
types of FB identified in incident reports were

ports with tethered caps of no port

transparent backing plastic from el
(ECG)e!edrodosandpiasoccapsdwdearmw
This is likely to be an under-estimate of the true

3. Review other equipment used for, or alongside,
intubation and adh pine

duning resuscitation, anaesthesia or ventilation,
and if any include small loose components,
cchass salor o Sis If naliabie;

number of incidents as many may go gnised.

During our investigation we also identified that:
* some br g circuit comp with
umemetedcopomstiavaiabhlowd'm
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4. Develop or amend local protocols to include:
a) a process step that requires any pre-
prepared nubabon and advanced aamay
to be

pre
are frequently prepal . but left
uncovered, anduaresumoose FBsmay

attached to g system devices

. mu\dsofbteam-\gsyswmhosesmno(
routinely closed between
alowngmepo(onuallotboseplasbcoqecslo
enter the breathing hose system.

cted until used; mumzyndude
rmseﬂngmommlheu' ing.

b) a process step to close the end of the
reusable breathing system hose in between
patient cases; either using bespoke caps
supplied with the system or by attaching to
the circuit mount.©

NHS England » National Patient Safety Alert — Foreign

body aspiration during intubation, advanced airway

management or ventilation



https://www.frca.co.uk/documents/Protecting%20the%20PBC.pdf
https://www.england.nhs.uk/publication/national-patient-safety-alert-foreign-body-aspiration-during-intubation-advanced-airway-management-or-ventilation/

Safety Action - redesign @ebmeg

All ECG/ECT electrodes have either large sheet backing for multiple
electrodes or fully coloured or patterned individual backing*




Improvement, innovation & safety @ebmeg
NHS Patient Safety Syllabus

MNational Patient Safety Syllabus published by Health Education England
in May 2021

+ Level 1 (Essentials) Patient Safety Syllabus educational matenals will
be for all staff and are due to be launched in late summer this year.
These will comprise:

# Essentials short introductory animation (all staff)

# Essentials e-learning educational module (all staff)

# Essentials e-learning module for Boards and Senior Leadership
teams

« Level 2 (Access to Practice) e-learning educational module for those
who wish to progress further, in autumn 2021.

+ Levels 3-5 educational modules will be launched by March 2022.
Certified educational material from other providers will also be
included in the delivery of the National Patient Safety Syllabus.

Patient safety specialists will be trained in all 5 levels of the syllabus

NHS
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National patient safety syllabus 2.0
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The Future @ebmeg

NHS|
First Do No Harm DA
The reportof the Indopendent Data Provision Notice
Safety Review Surgical Devices and Implants Data
Collection

Patient. PrOd uct, Place. Process_ Information Asset Owner: lan Bullard

Version: 2.3
Published: 2 March 2022

Medicines and Medical Devices Act
20 21 Commons Final stages

Government Bill @ @ @

Information and technology



Sebmeg
To err IS human,

to cover up Is unforgivable,
and to fail to learn i1s Inexcusable

Sir Liam Donaldson, 2004


http://www.gov.uk/official-documents

@ebmeg

Thank you very much for joining this session.

More information on our work is on our website NHS England »
Patient safety

More information on National Patient Safety Alerts is on our
website NHS England » Our National Patient Safety Alerts

For any further discussion, my contact is
sarah.jennings6@nhs.net



https://www.england.nhs.uk/patient-safety/
https://www.england.nhs.uk/patient-safety/patient-safety-alerts/
mailto:sarah.jennings6@nhs.net




