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Patient safety COVID-19 update – 27 July 2020 
 

Patient safety COVID-19 update from the NHS National Patient Safety Team 

This update pulls together key information that you or your clinical governance/patient safety heads might 

need to know but could otherwise miss. It is not intended for general circulation within your organisations.  

Key messages Information for safety leaders 
• Provide feedback on draft 

framework for involving 
patients in patient safety   

1. Framework for involving patients in patient safety - Earlier this  
year we invited you to take part in the consultation on a draft 
Framework for involving patients in patient safety, to provide 
guidance on how the NHS can involve patients and their carers in 
their own safety; as well as being partners with staff in improving 
patient safety in NHS organisations.  

 
Our aim is to publish a final framework in early 2021. 
 
COVID-19 has meant many of you have not had the chance to let us 
know your thoughts, so we are extending the consultation closing 
date to 18 October 2020. Your feedback is important so, if you 
haven’t already, please take the time to participate. 

 

• Remain up to date with the 
pilot of the Patient Safety 
Incident Response 
Framework (PSIRF) 

2. Patient Safety Incident Response Framework The national patient 
safety team – together with early adopters – are resuming the pilot of 
the PSIRF.  
 
Last week we held a ‘reboot’ webinar and over the next few months 
early adopters will be developing their Patient Safety Incident 
Response Plans (PSIRPs). Once those plans are agreed, early 
adopters will operate under the PSIRF rather than the Serious 
Incident Framework (SIF), making this switch between September 
and December 2020. However, timeframes will be tailored to support 
their involvement during what continues to be a challenging period. 
The PSIRF early adopter phase will last around 12 months and all 
other systems and organisations should continue to use the SIF 
during this period. 

 

• Familiarise yourselves with 
what the national patient 
safety team has been doing 
during COVID-19 

3. Using insight from incidents to support the COVID-19 response - 
Since the early days of the COVID-19 pandemic, the review and 
response team have been using insight from the National Reporting 
and Learning System (NRLS) and the Strategic Executive Information 
System (STEIS) not only to support our patient safety work but also 
the national response more widely. They have shared relevant insight 
with the central Emergency Preparedness, Resilience and Response 
team, national clinical directors  and other national partners, so that 
learning feeds into the ongoing response effort.   
 
Insight from patient safety data has directly and rapidly influenced 
clinical guidance and advice issued by NHS England and NHS 
Improvement and partner organisations in a bid to support frontline 
clinical staff to deliver the safest possible care. Incident reporting by 
frontline staff has enabled the rapid and effective sharing of 
information at a critical time for the NHS.  

https://engage.improvement.nhs.uk/policy-strategy-and-delivery-management/framework-for-involving-patients-in-patient-safety/
https://improvement.nhs.uk/resources/patient-safety-incident-response-framework/
https://improvement.nhs.uk/resources/serious-incident-framework/
https://improvement.nhs.uk/resources/serious-incident-framework/
https://www.england.nhs.uk/ourwork/eprr/
https://www.england.nhs.uk/about/structure/ncd/
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This has been in addition to the team’s regular work to use data from 
incident reports to identify new, emerging or under recognised patient 
safety issues that may not be obvious locally. Read more about how 
we use incident reporting to improve patient safety and national 
Patient Safety Alerts.  

The review and response team has advertised for a clinical reviewer 
to join them. The team are looking for a person with up-to-date, wide 
ranging clinical and patient safety expertise, who can work at a fast 
pace.  
 

• Get involved in World 
Patient Safety Day 

4. World Patient Safety Day – 17 September 2020 is the second WHO 
World Patient Safety Day (WPSD). The objectives of this are to 
enhance understanding of patient safety, increase public engagement 
in the safety of healthcare and promote actions to improve patient 
safety and reduce patient harm. In light of the COVID-19 pandemic, 
WHO has announced that this year the main theme is the importance 
of health worker safety and its links to patient safety. NHS providers 
are asked to consider how they can mark the day locally, to follow on 
from the fantastic uptake we had across the NHS for WPSD 2019. 
More information can be found on the WHO website. 
 

• Let us have your feedback 
on this update 

5. Give us your feedback - Let us know if you find these updates 
useful and if there are any topics we are missing. From August we 
will reduce their frequency to monthly. 
 
Please send any feedback to us using the email address below. 
 

Send any queries on this update to patientsafety.enquiries@nhs.net 
 

In focus: Healthcare Safety Investigation Branch 

The Healthcare Safety Investigation Branch (HSIB) has published the first in a rolling series of national 

learning, intelligence and investigations reports. The report focuses on the severe brain injury, early 

neonatal death and intrapartum stillbirth associated with group B streptococcus infection.  

Over the last three months HSIB has been collating and analysing safety intelligence from issues arising 

during the COVID-19 pandemic. Some of its work programme over the next 6-12 months will be based on 

these findings, to help the NHS prepare for future safety challenges.    

During the pandemic HSIB developed ‘rapid response teams’ to be on constant standby to assist with any 

healthcare safety issues arising during the coronavirus outbreak. While the rapid response investigation 

(RRI) process came about because of the pandemic, the process can equally be used in other 

scenarios. The RRI process allows HSIB to help the Department of Health and Social Care and NHS 

England and NHS Improvement in evolving situations, such as supporting the Central Strategic Incident 

Team during the COVID pandemic.  This process is designed to swiftly:  

• gather and analyse evidence  
• identify key findings   
• produce safety observations.  
 

It covers all stages of the investigation and reporting back within a predefined (short) timeframe. This 
process has already been used to support the work on regional, local and mobile COVID-19 testing 
facilities. It has also supported the swift deployment of a team to investigate oxygen supply issues at an 
NHS trust and reported back to the Central Strategic Incident Team within four days. 

https://improvement.nhs.uk/resources/learning-from-patient-safety-incidents/
https://improvement.nhs.uk/resources/patient-safety-alerts/
https://improvement.nhs.uk/resources/patient-safety-alerts/
https://www.england.nhs.uk/about/working-for/?_ts=1#!/job/v2532240
https://www.england.nhs.uk/about/working-for/?_ts=1#!/job/v2532240
https://www.who.int/news-room/events/detail/2020/09/17/default-calendar/world-patient-safety-day-2020
mailto:patientsafety.enquiries@nhs.net
https://www.hsib.org.uk/
https://www.hsib.org.uk/documents/229/hsib-national-learning-report-group-b-strep.pdf
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In focus: Regional COVID-19 patient safety insights  

NHS England and NHS Improvement regional nursing and medical directors have shared some of their 

safety insights from the COVID-19 response so far. These are summarised below, with suggested actions 

for safety leaders to consider. You can share your own insights and actions with us by emailing 

patientsafety.enquiries@nhs.net. 

 

1. Patient safety processes are more important than ever 

Frontline care has been prioritised since the early stages of the pandemic. However, patient safety 

processes away from the front line are also critical. Good processes keep us safe and at times of 

heightened pressure, it is even more important to assess and mitigate risk proactively and rapidly to 

understand why something may have gone wrong so changes can be made to reduce the risk of a 

repeat.  

 

How systems can act on this insight 

- Refresh or maintain patient safety review and learning processes and plan for how these could be 

resourced if further outbreaks or surges were to occur. 

- Support and where possible accelerate initiatives that build learning capacity and that provide 

patients and families with an opportunity to flag issues, such as implementing Medical Examiners 

and Patient Safety Specialists. 

- Support excellent real-time reporting, proactive risk identification and mitigation, and sharing of 

insight.  

 

2. Shared purpose, insight and resources are vital 

Mutual aid has been critical. Similarly, the sense of shared purpose has been extraordinary and enabled 

the NHS to do remarkable things. As we move to a situation where outbreaks are likely to be more 

localised, it will be vital to offer our neighbours and colleagues assistance. The care homes sector does 

not have the same safety infrastructure as the NHS and continues to need our support. 

  

How systems can act on this insight 

- Maintain and improve mutual aid arrangements and close working across organisations, sectors and 

geographies, including outside the healthcare sector. 

- Establish deliberate mechanisms, meetings and conversations to allow us to quickly and regularly 

share problems and solutions. Include oversight bodies and regulators. 

- Wherever possible provide direct support to others; training, equipment, staff, insight, tools, 

guidance, data. 

 

3. Stepping services back up is even harder 

Everyone is discovering how much harder it is to restart safely than to stop. The challenges of social 

distancing, minimising nosocomial infection, the implications of test and trace and isolating staff, and the 

need to see and treat patients who have been waiting for diagnosis or treatment are all huge. It is hard 

to balance the risk of patient and staff exposure to COVID-19 against the risk of patients not being 

diagnosed or missing required treatments and procedures. 

 

How systems can act on this insight 

- Ask for help and keep planning to mitigate new risks and improve processes. Ensure clinical input; 

clinical advisory groups continue to be crucial.  

- Identify and share beneficial changes in service delivery (and how to retain them). 

- Prioritise testing and support staff to receive the training they may need. 

mailto:patientsafety.enquiries@nhs.net
https://improvement.nhs.uk/resources/establishing-medical-examiner-system-nhs/
https://engage.improvement.nhs.uk/policy-strategy-and-delivery-management/patient-safety-specialists/
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- Support prioritisation of urgent care and treatment needs by engaging with clinical specialists – 

make prevention of future harm the priority. 

 

4. Focussing on inequalities is important for patient safety  

COVID-19 and the Black Lives Matter movement have shone a light on inequality in all systems. This 

includes patient safety. The reality is that some communities face greater risks than others and we must 

do more to reduce those risks. 

  

How systems can act on this insight 

- Ensure all guidance on protecting BAME staff from COVID-19 is followed. 

- Find out what your communities’ safety concerns are via existing or new forums, and act on what 

they tell you. 

- Use the restoration of services as an opportunity to focus on and address key issues for both staff 

and communities at greater risk. 

- The refreshed NHS Patient Safety Strategy, due to be published later this year, will include a 

renewed focus on inequalities and the same must be true locally. If you have ideas that could help, 

share them with the national patient safety team.  

 

5. You can’t have safe patients without safe staff 

Protecting our staff must be a priority. Without safe staff we don’t have safe patients. World Patient 

Safety Day on 17 September 2020 will focus on staff safety and we must all do likewise in our daily 

work.   

 

How systems can act on this insight 

- System leaders must ensure there are mechanisms for staff to share concerns and to be heard. 

- Focus on creating a just culture in which no-one fears inappropriate blame and people are confident 

the organisation will act appropriately when risks are identified. 

- Respond to, or escalate, concerns that are shared, including around testing and PPE. 

- Demonstrate concerns are being acted on. 

- Understand and act on your own staff survey data. 

 

6. During COVID-19 concerns about safeguarding, mental health and children and young people’s 

services have increased  

Concerns about domestic abuse and child safeguarding incidents have been well-documented. Also of 

note are risks relating to children and young people’s services more widely, mental health concerns, 

including self-harm and a rise in demand for substance misuse services, IAPT, Crisis Care and CAMHS. 

The NHS has a key role to play in identifying and responding to these, and our role does not stop at the 

boundaries of healthcare. 

  

How systems can act on this insight 

- Plan now to support the management of future demand for these services.  

- Be proactive in looking for problems in these services and acting on them, particularly where service 

provision has changed, for example to virtual provision.  

- Engage partner organisations beyond healthcare and act as a single team. 

 

 

https://www.who.int/news-room/events/detail/2020/09/17/default-calendar/world-patient-safety-day-2020
https://www.who.int/news-room/events/detail/2020/09/17/default-calendar/world-patient-safety-day-2020
https://improvement.nhs.uk/resources/just-culture-guide/
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7. Operational pressures and different ways of working can lead to a resurgence of well-

understood risks 

When services are under pressure, familiar problems can become more frequent. Asking people to 

operate outside their normal competencies, and in new ways that reduce close contact and the risk of 

virus transmission, can have unintended consequences. Pressure ulcers and falls for example are a 

constant challenge but when people are working in difficult conditions and different services, doing the 

essentials can be harder.  

  

There is also a risk that ‘normal working’ performance management will be reinstated too soon during 

restoration. This should be avoided. Systems are still very challenged and working outside normal 

parameters, including managing new surges.  

 

How systems can act on this insight 

- Ensure there are regular, accessible and up-to-date training opportunities. 

- Support the provision of care to an acceptable standard – ask staff how to help them provide care in 

the right way. Understand where there are gaps or barriers and address these. 

- Use existing data collections to support improvement work, but not performance management. 

Improvement programmes empower staff as well as protect patients. 

 

8. Transfer of patients between ICUs 

ICUs have understandably had particular attention during COVID-19, including to rapidly increase their 

capacity. However, as demand increases in units, risks may increase too. Mutual aid arrangements 

between units and organisations are vital and organisations should consider early transfer of patients to 

other units before an ICU becomes too stretched. There are risks in patient transfer as well which must 

be managed, but early transfer of patients to units experiencing less demand should be recognised as a 

proactive safety intervention, not a sign of failure. 

 

How systems can act on this insight 

- Plan for early transfer of patients before systems become stressed, either as a sending or receiving 

organisation, while mitigating the risks of transfer.  

- Monitor pressured environments to detect problems early. 

- Act decisively on early warnings and put the most experienced and expert people you have in 

positions to take decisions and protect patients. 

 


