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The National Patient Safety Agencyy g y

• a Special Health Authority within the NHS• a Special Health Authority within the NHS

• The role of the NPSA is to:

collect and analyse information on patient safety incidents in the• collect and analyse information on patient safety incidents in the

NHS

• assimilate other safety related information from within the UK y

and worldwide

• learn lessons and ensure that they are fed back into practice

• where risks are identified - produce solutions to prevent harm, 

specify national goals, establish mechanisms to track progress



Patient Safetyy

Patient safety is the freedom from accidental injuryy j y

in health care

A patient safety incident is any unintended or unexpected 

incident which could have or did lead to harm for one or 

ti t i i NHS f d d h lthmore patients receiving NHS funded healthcare

This is also referred to as an adverse event/incident mistake or clinicalThis is also referred to as an adverse event/incident, mistake or clinical

error, and includes near misses



Learning from other safety critical industries

To minimise patient safety 

incidents, healthcare ,

should learn from safety-

critical industries and 

t t th d l itarget the underlying

systems failures



Air Safety Reports: Volume & Risk
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Number of incidents reported in England, 

October 2003 to September 2009



Reported incident types in England, 

July 2008 to June 2009

The total figures in England are marginally lower than those shown in other 

tables as there were two incidents with missing incident type Thesetables, as there were two incidents with missing incident type. These

incidents are currently being investigated.



Care setting of incident reports in England, 

July 2008 to June 2009



Reported degree of harm to patients 

in England, July 2008 to June 2009

Total excludes incidents for which degree of harm was not available, 

thus total may differ from other figures.



Reported incidents associated with 

severe harm or death, by incident type 

in England, July 2008 to June 2009in England, July 2008 to June 2009



Providing benchmarking data

• Quality Feedback Reports to Trusts









Problem to be solvedProblem to be solved

• Inspiring staff to make care as safe as possibleInspiring staff to make care as safe as possible

• Making safety ‘real’ for frontline clinicians

• Visible local leadership• Visible local leadership

• Reliable implementation nationally of proven 

practicespractices



NPSA solutions workNPSA solutions work



Design For Patient Safety SeriesDesign For Patient Safety Series











Challenges

• Local organisations making better use of their own patientg g p

safety data 

• Improved incident reporting by primary care

• Accuracy, completeness and timeliness of incident 

reports

• Can we move beyond ‘ blame and train’?

• Will and skill for process and service redesign – human 

factors

• Harnessing the power of design



www npsa nhs ukwww.npsa.nhs.uk


