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over 1 million patients 
every 36 hours.1

1 Department of Health, Chief Executive's report to the NHS: December 2005
2 NHS workforce statistics – January 2017, Provisional statistics, National Health Service Pay Review Body 30th report 2017

1.7 million staff





Adverse event

‘An unintended injury caused by medical management rather than by the 
disease process and which is sufficiently serious to lead to prolongation of 
hospitalisation or to temporary or permanent impairment or disability to the 
patient at time of discharge or both’1. 

1 Brennan TA, Localio AR, Leape LL, Laird NM, Peterson L, Hiatt HH, et al. Identification of adverse events occurring during hospitalization. A cross-sectional study of litigation, quality assurance 
and medical records of two teaching hospitals. Annals of Internal Medicine, 1990;112(3):221-6. 
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Number of incidents reported to the NRLS, October to December 2003 up to July to September 2018

Source: NHS Improvement / NRLS
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Reporting…the problems



Erik Mayer, Kelsey Flott, Ryan Callahan, Ara Darzi (2016) NRLS RESEARCH AND DEVELOPMENT, : NIHR Patient Safety Translational Research Centre at Imperial College London and Imperial College Healthcare 
NHS Trust.

Reporting…the problems



1 Sari A B-A, Sheldon TA, Cracknell A, Turnbull A (2007) Sensitivity of routine system for reporting patient safety incidents in an NHS hospital: retrospective patient case note review. BMJ 2007; 334 :79

Routine incident reporting systems may significantly under-report patient safety incidents, 
particularly those resulting in harm1

Reporting…the problems

24% of incidents 
reported

All incidents (harm and 
no harm)

All incidents 
resulting in harm

5% reported



Learning….



Learning….the problems

“Key measures of health system performance have frozen for decades – 60% of
care is based on evidence or guidelines; the system wastes about 30% of all

health expenditure; and some 10% of patients experience an adverse event.”1

1 Braithwaite J (2018) Changing how we think about healthcare improvement. BMJ 2018;361:k2014



Learning….the problems

Peerally MF, Carr S, Waring J, et al The problem with root cause analysis BMJ Quality & Safety 2017;26:417-422. 

• The unhealthy quest for ‘the’ root cause
• Questionable quality of investigations
• Political hijack
• Poorly designed or implemented recommendations
• Poorly functioning feedback loops
• Disaggregated analysis focused on single organisations and incidents
• Confusion about blame
• The problem of many hands



• Lack of rationalisation of which incidents to fully investigate.
• (12%) clear evidence that the patient or their family had been involved 

in the investigation.
• (39%) evidence of interviews with members of staff who were involved 

in, or who had a perspective on the incident. 
• (8%) showed evidence of a clearly structured methodology that 

identified: 
• the key issues to be explored and analysed 
• the contributory factors and underlying system issues  
• the key causal factors that led to the incident. 

Learning….the problems

Care Quality Commission (2016) Learning from serious incidents in NHS acute hospitals: a review of the quality of investigation reports, online: http://www.cqc.org.uk/publications/themed-work/briefing-
learning-seriousincidents-nhs-acute-hospitals: Care Quality Commission.



• Lots to do…….a few examples:

• National
• New national patient safety strategy
• Development of the Patient Safety Incident Management System 

(DPSIMS)
• Healthcare Safety Investigation Branch

• Local
• New investigation framework
• Patient safety education
• Patient safety experts

What next?



What next?.......Integrating safety sciences

Lawton R, McEachan RRC, Giles SJ, Sirriyeh R, Watt IS, Wright J (2012) Development of an evidence-based framework of factors contributing to patient safety incidents in hospital settings: a systematic 

review. BMJ Qual Saf 2012.
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