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Our Cultural Shift to Increase the Reporting 

of Error and Learning to Reducing Harm 

 
An estimated 86,000  fewer patients have 
suffered harmed due to falling harm rates from 
7.2% of patients in 2013 to 5.8%  in  2016. 
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Incidents reported to the NRLS 

in England 2016/17 
 

1,925,281; total incidents reported 16,288,684 
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Leadership Ambitions and Actions 

• an NHS that openly and transparently identifies and acts on risks to 

patients 

• an NHS that demonstrates a just culture, where the whole system works to 

reduce the risk of harm, individuals are not inappropriately blamed and there 

is candour with patients and families when things go wrong 

• an NHS where staff, patients and families are empowered to identify 

where change is needed and are supported to act, and which also 

recognises where systemic action is needed. 

 

Our ambition is for the NHS in England to become the safest healthcare organisation in 

the world. In practice this looks like: 

• We lead a range of initiatives and operate systems to gain a better 

understanding of what goes wrong in healthcare. 

• We lead and support programmes to enhance the capability and 

capacity of the system to improve safety. 

• We lead and support work with others to tackle the underlying barriers to 

safety improvement in the NHS. 
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Chart 1.1: Number of incidents in England, reported by quarter  
from Oct 2003 - Jun 2017 

Learning not counting  

Around 600 

reviewed each 

year  

Around 60,000 

reviewed each year   
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Clinical review: A typical year 

c. 19,000 death and 
severe harm reports 

subject to clinical 
review 2014/15 

(includes 
exclusions/duplicates/m

ultiple uploads) 

Plus issues from other 
sources (see next slide)  

  

c. 260 issues 
taken for 

multidisciplinary 
discussion 

 

c. 80 NRLS  
searches (dives 

into specific 
issues) 

 

Fulfilling our statutory duties to collect 

and review patient safety incidents 

 



Providing advice and guidance 

through Patient Safety Alerts 
 

From Dec 2013 –  January 2018 

30 12 8 50 



Widespread challenges never solved by Alerts 

alone  

Rare can be 
simple  

Common is 
always complex  



Collaborative – core clinical priorities 
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AMR – a global healthcare threat 
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Supporting National Safety Priorities 

A selection of specific system wide safety priorities: 

 

• Creating the Conditions for a Culture of Safety 

• Maternal and Neonatal Safety 

• Anti-Microbial Resistance and Infection Prevention 

and Control 

• Improving Recognition and response to Deterioration 

• Learning from Deaths and Improving Investigations 

• Medication Safety 

 

 

 

 



Transparency means accepting 

risk to reputations 



16 www.england.nhs.uk 

“…the aim of leadership is 

not merely to find and record 

failures of men, but to remove 

the causes of failure: to help 

people to do a better job with 

less effort.” 

 

“In God we trust, all others 

bring data.” 
 

Dr W. Edwards Deming 
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Ongoing oversight of the Patient Safety 

Collaborative programme in England 

Goal: By 2019, everyone (patients and the public) can be confident that care is safer 

for patients based on a culture of openness, continual learning and improvement. 
 

Academic Health Science Network 
funded local delivery mechanism x15 

Primary focus on  clinical harm, culture, 
leadership and measurement  

Local focus on clinical safety concerns 
across  a range of settings 

Test change ideas and develop solutions 
measure impact  

Improved mechanism for spread and 
adoption of improvement 

Harness talents  - staff, patients, 
academia and industry 

Build local / regional QI science 
capability 

Test bed for spread and adoption of 
innovation and improvement 
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Learning from Deaths 

• A new consistent NHS-wide case note review 

methodology has been developed for trusts own use. 

• Training in this new methodology has started 

• Trust boards will be expected to analyse the results of 

their own case note reviews to guide improvement 

• Also linked to wider system response to CQC review 
 

Range of related research proposed and in 

progress via Policy research programme: 

• Scale and nature of serious harm in primary care 

• Scale and nature of severe harm due to problems 

in healthcare 

• Medical Examiners and identification of 

preventable deaths due to problems in healthcare  

“Every hospital should follow every patient it treats 

long enough to determine whether the treatment 

has been successful, and then to inquire ‘if not, 

why not’ with a view to preventing similar failures in 

the future.” Ernest Amory Codman 1914 



Healthcare Safety Investigation Branch - HSIB 
EAG Recommendations  

INDEPENDENCE, ENGAGEMENT AND LEARNING 

1. Must be independent in structure and operation 

2. Investigations must be to understand causes of 
harm, to support improvement, not to apportion 
blame 

3. Patients, families and staff must be active, 
supported participants 

SYSTEM-WIDE INVESTIGATION AND 
IMPROVEMENT  

4. Must be empowered to investigate safety 
incidents anywhere across the entire healthcare 
system 

5. Investigations must be led by experts in safety 
investigation and HSIB should provide leadership 
to the whole system on investigation 

6. Investigation reports must explain causes of 
incidents and make recommendations 

7. Reports must be public documents and recipients 
must publish responses 

JUST CULTURE: TRUST, HONESTY AND 
FAIRNESS 

8. Must promote creation of a ‘just’ safety culture 

9. Must provide families and patients with all 
relevant information from an investigation about 
their care while protecting all information from 
use by other bodies or for other purposes 

10. Information must be provided to investigators 
honestly and openly. Where evidence shows 
wrongdoing, negligence or unlawful activity the 
relevant body must be informed.  

FURTHER ACTIONS REQUIRED ACROSS THE 
HEALTHCARE SYSTEM 

11. Recommend a ‘Just Culture’ Task Force be 
established to make further recommendations 
about moving healthcare to a just culture 

12. Recommend a programme of capacity building 
and improvement of safety investigation 

13. Recommend a process to provide truth, justice 
and reconciliation in relation to unresolved 
cases 





Building an NHS with a culture devoted to trust, 
honesty, respect and continual learning 
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Being Candid 

Whistleblowing 

Leading with Compassion 

Transparency 

Connecting 

 

“When you feel like  

running away from  

the patient, run  

toward the patient.” 
 

Paulina Kernberg 

 

 



ISQua’s Values and Principles of  

Person-Centred Care (2015) 
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Creating Psychological Safety 

 



A New (and more relevant?) Curriculum for 

Interprofessional Education and Training in 

Patient Safety 

 





Professor Avedis Donabedian 

“Systems awareness and systems 

design are important for health 

professionals, but they are not 

enough. They are enabling 

mechanisms only. It is the ethical 

dimensions of individuals that are 

essential to a system’s success. 

Ultimately, the secret of quality is 

love.” 



The NIHR Imperial PSTRC is a collaboration between Imperial College London and Imperial College 

Healthcare NHS Trust 

THANK YOU 
 

m.durkin@imperial.ac.uk 
 

    @Mike_Durks 

 


