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NHS Patient Safety Timeline
https://warwick.ac.uk/fac/arts/history/chm/research/current/hazardoushospitals/patient-
safety-timeline

Recent Examples & Reports
• Mid Staffordshire (2007)- Francis 

Report (2013)
• Morecombe Bay- Kirkup Report 

(2015)
• CQC Report (2018)  Opening the 

Door to Change
• Gosport War Memorial Hospital -

Independent Panel Report (2018)
• Shrewsbury and Telford (2000-

2019)- Ockenden Review (2022)
• Nottingham, emerging case



RECENT major failures  in maternity care, for example, 
Furness Hospital Cumbria

• 11 avoidable baby deaths
• 1 avoidable maternal death
• ….If clinical care was different
• Jan 2004 to June 2013
• Report published 2015

• failures in the culture of care 
and the  clinical management

• Escalation mechanisms
• Response to serious incidents
• https://assets.publishing.service.gov.uk/government/upl

oads/system/uploads/attachment_data/file/408480/474
87_MBI_Accessible_v0.1.pdf



…and The Royal Shrewsbury Hospital

• Overconfidence in the ability to manage complex 
pregnancies and babies with foetal abnormalities

• Failure to follow national guidelines
• Lack of compassion by staff
• Difficult working relationships
• Medical staffing issues
• A culture of them and us, between obstetrics and 

midwifery
• Regular failure to escalate concerns to 

consultants
• Lack of action following escalation
• Fear to speak up/escalate shortcomings  in care
• Frequent Changes of Senior Leadership
• The Trust Board did not have a full picture of 

what was occurring- unable to plan for  corrective 
action

• Weak internal investigations
• external reviews gave false reassurance, families 

may not  always have been listened to.

https://www.gov.uk/government/publications/final-report-of-the-
ockenden-review/ockenden-review-summary-of-findings-
conclusions-and-essential-actions#immediate-and-essential-
actions-to-improve-care-and-safety-in-maternity-services-across-
england



The “Safety 1” Model of Patient Safety 
“Work As Imagined”

• Safety is defined as the number 
of incidents, accidents and risks, 
i.e.  the LACK of safety

• The focus is on events where 
safety is absent, rather than 
where it is present

• Traditional QI/process 
Improvement- reactive

• Hierarchical “Command” 
Structures and behaviour

• Complexity in care delivery
• A complex but linear accident 

model 
• A Quasi legal investigation 

system- after harm has 
occurred

• Possibly a “blame culture”

The possible consequences:

• Change does not happen
• The same adverse event or 

never events still occur
• The organisation instinct is to 

suppress and closedown the 
issue

• There are more “first victims”
• The patient and family

• There are more “second 
victims”

• The staff involved
• There are “third victims” 

• the organisation



Safety Culture
https://www.ecri.org/components/HRC/Pages/RiskQual21.aspx?tab=1

• The term "safety culture" 
has been defined by various 
organizations.

• Generally, a safety culture is 
viewed as an organization's 
shared perceptions, beliefs, 
values, and attitudes that 
combine to create a 
commitment to safety and 
an effort to minimize harm 
(Weaver et al 2013 ). 

• Weaver SJ, Lubomksi LH, Wilson RF, Pfoh ER, Martinez KA, Dy SM. 
Promoting a culture of safety as a patient safety strategy: a 
systematic review. Ann Intern Med 2013 Mar 5;158(5 Pt 2):369-74

• https://pubmed.ncbi.nlm.nih.gov/23460092/

• In the simplest of terms, a 
safety culture is the 
combination of attitudes 
and behaviours toward 
patient safety that are 
conveyed when walking into 
a health facility.

• A safety culture is not limited to 
healthcare. The concept is used in 
other high-risk industries, such as 
nuclear power and aviation, 

• they seek to understand safety 
incidents to prevent future 
disasters.



CQC Report 2018… A feeder to the National Patient Safety 
Strategy 

https://www.cqc.org.uk/publications/themed-work/opening-door-change

• NHS Improvement and HEE  ensures the 
entire NHS workforce understands patient 
safety and has skills, leadership, culture

• A clear vision on Patient Safety in the NHS 
and embedded safety culture at every level

• Leadership has training expertise and support 
to drive safety improvements

• Develop a framework to identify where 
clinical processes, equipment and governance 
can be standardised.

• Create a Standardised Patient Safety Alert 
System  with clear and effective action points

• Review The Never Events Framework to focus 
on leadership and safety culture and explore 
the behavioural barriers to errors

• CQC to improve the way they assess and 
regulate safety



The NHS Patient Safety Strategy 2019/2020
Three Main Areas of Action

1 INSIGHT

•Better 
Measurement/Digital 
Support System

•Patient Safety Incident 
Response Framework

•The Healthcare Safety 
Investigation Branch

•National Patient Safety 
Alerts Committee

https://www.england.nhs.uk/patient-safety/the-nhs-patient-
safety-strategy/



The NHS Patient Safety Strategy 2019/2020
Three Main Areas of Action

2 INVOLVEMENT

•Patient and Families as 
Partners

•Patient Safety Education 
and Training

•Patient Safety Specialists
•Safety 1 and Safety 2 

Models



The NHS Patient Safety Strategy 2019/2020
Three Main Areas of Action

3 IMPROVEMENT

•Continuous 
Improvement

•The National Patient 
Safety Improvement 
Programme

•The Maternity and 
Neonatal Patient Safety 
Improvement 
Programme



The National Patient Safety Syllabus 2020
https://shbn.org.uk/wp-content/uploads/2021/05/National-patient-

safety-syllabus-v2.pdf



The Safety 2 Model of Patient Safety 
“Work As Done”

• Safety is defined  by the number 
of things that go right

• The system is measured by the 
number of safe outcomes  and 
the number of unsafe outcomes

• Complexity in care delivery
• A complex but NON linear 

accident model, health care is a 
sociotechnical system

• More proactive with QI/process 
Improvement methods, eg FMEA

• Organisational Learning
• Flatter Hierarchies with power to 

challenge and escalate
• Fair and just culture
• Reporting culture
• Learning culture

Safety 1 tools are still used, but the 
focus  is also on:

• Anticipation of adverse events
• resilient performance in the face 

of challenges
• Containment  of risks before  

major impact
High Reliability /HRO (Weick and 
Sutcliffe 2007)
Anticipation:

• Preoccupation with Failure
• Reluctance to Simplify
• Sensitivity to Operations

Containment:
• Commitment to Resilience
• Deference to Expertise



What is A High Reliability Organization? 
See Dr DuPree, Joint Commission (?2022)

https://www.alliance4ptsafety.org/IHAMAPS/media/media/HEN/High-Reliability-Principles-I-Webinar-
Slides.pdf



Three Pillars of the High Reliability Organization (VA, 2020)
https://www.hsrd.research.va.gov/publications/forum/summer20/default.cfm



Six Activities to Create a High Reliability 
Organization (VA, 2020)

https://www.hsrd.research.va.gov/publications/forum/summer20/default.cfm

•1. HRO Baseline Training
•2. Clinical Team Training
•3. Daily Continuous 

Process Improvement
•4. Site-Specific 

Assessment & Planning
•5. HRO Leadership 

Coaching
•6. Experiential Learning



HRO Training Mousavi et al 2016
https://dr-jabarvand.com/wp-content/uploads/2017/12/Training-Courses-and-
Staff-Knowledge-for-Implementation-of-High-Reliability-Organizations-Model-

i.pdf

•Improved HRO 
knowledge 
(p>0.001)

•Increased HRO 
model 
Implementation 
(p>0.001)



Reducing Polypharmacy by adopting HRO principles 
(Bhattar et al 2019)

https://pubmed.ncbi.nlm.nih.gov/31892781/



Reducing Polypharmacy by adopting HRO principles 
(Bhattar et al 2019)

https://pubmed.ncbi.nlm.nih.gov/31892781/



Humber Teaching NHS Trust Patient Safety Strategy 2019-22
https://www.humber.nhs.uk/downloads/Learning%20From%20Deaths/Patient%20Safety

%20Strategy%202019-2022.pdf



Humber Teaching NHS Trust Patient Safety Strategy 2019-22
https://www.humber.nhs.uk/downloads/Learning%20From%20Deaths/Patient%20Safety

%20Strategy%202019-2022.pdf



Two Challenges That A HRO Might Overcome: 
Closed Culture (CQC) May 2022
https://www.cqc.org.uk/guidance-providers/all-services/how-cqc-identifies-responds-closed-

cultures

Normalization of Deviance (Banja 2010)
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2821100/



Discussion Points?

•Too Slow?
•Will it work?
•How will we know?
•Are we doing the right things?
•How does it Link to Quality Improvement?
•Training Requirements?





Links to Sources
Patient Safety Timeline 
https://warwick.ac.uk/fac/arts/history/chm/research/current/hazardoushospitals/pat
ient-safety-timeline

Kirkup Report

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attach
ment_data/file/408480/47487_MBI_Accessible_v0.1.pdf

Okenden Report

https://www.gov.uk/government/publications/final-report-of-the-ockenden-
review/ockenden-review-summary-of-findings-conclusions-and-essential-
actions#immediate-and-essential-actions-to-improve-care-and-safety-in-maternity-
services-across-england

Weaver et al 2013

https://pubmed.ncbi.nlm.nih.gov/23460092/

CQC 2018

https://www.cqc.org.uk/publications/themed-work/opening-door-change

NHS Patient Safety Strategy

https://www.england.nhs.uk/patient-safety/the-nhs-patient-safety-strategy/

National Patient Safety Syllabus

https://shbn.org.uk/wp-content/uploads/2021/05/National-patient-safety-syllabus-
v2.pdf

DuPree High Relaibility

https://www.alliance4ptsafety.org/IHAMAPS/media/media/HEN/High-Reliability-
Principles-I-Webinar-Slides.pdf

VA Vision for High Reliability

https://www.hsrd.research.va.gov/publications/forum/summer20/default.cfm

Mousavi et al 2016

https://dr-jabarvand.com/wp-content/uploads/2017/12/Training-Courses-and-Staff-
Knowledge-for-Implementation-of-High-Reliability-Organizations-Model-i.pdf

Bhattar et al 2019

https://pubmed.ncbi.nlm.nih.gov/31892781/

Humber Teaching NHS Trust

https://www.humber.nhs.uk/downloads/Learning%20From%20Deaths/Patient%20Saf
ety%20Strategy%202019-2022.pdf

CQC 2022

https://www.cqc.org.uk/guidance-providers/all-services/how-cqc-identifies-responds-
closed-cultures

Banja 2010

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2821100/


