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Health and safety: effecting a cultural change?

The report of the Future Hospital Commission (FHC) of the Royal 
College of Physicians acknowledges that the principal challenge 
for health care organisations and professionals responsible 
for delivering medical services is to at all times accept the 
fundamental requirement that patients must be treated with 
compassion, kindness and respect while having their physical 
and emotional needs met. The recognition that clinical outcomes 
alone are an insuffi cient guide to the adequacy of health service 
provision demands cultural, organisational and individual change. 
In the Forum of the Future Hospital Journal we will try to scan the 
world literature for papers that can cast light upon the systems 
of care that might best ensure these principles are delivered, 
wherever they have been developed, and to critically evaluate 
their potential impact. The theme in this edition is patient safety.

‘Do no harm’ – Hippocrates 

‘Not failure, but low aim, is crime’ – James Russell Lowell

In the satirical novel The House of God by Samuel Schlemm, 
once required reading for novice house offi cers, one of the 
protagonists maintains that the Second Law of hospital 
medicine is that elderly patients ‘go to ground’ [fall], while the 
Thirteenth Law states that harm can be avoided by practicing 
less medicine (doing ‘as much nothing as possible’). While the 
second assertion may be moot, The Second Law unfortunately 
still holds true.1,2 In this column, Prospector reviews some 
recent publications and reference materials which describe 
problems in patient safety and some which offer solutions.

Although the avoidance of harm was fi rst required by 
Hippocrates more than 2000 years ago, the codifi cation of 
patient safety as a separate discipline within medicine began 
in the last decade of the 20th century. It was recognised that 
tens or even hundreds of thousands of preventable injuries 
and moreover deaths were occurring among patients receiving 
medical care. An organisation with a memory3 and its US 
equivalent To Err is Human: Building a Safer Health System4 
were both published in 2000 and, along with subsequent 
programmes,5,6 offered guidance to clinicians and encouraged 
the adoption of patient safety monitoring as an essential part 
of their care. Particularly ambitious was the Patient Safety 
First initiative (2008–2010; www.patientsafetyfi rst.nhs.uk), 
which shared the vision of an NHS with no avoidable death 
and no avoidable harm. By contrast, recent data suggest that 
the incidence of adverse events remains high.7,8 Of particular 

concern for physicians in the UK, of the eight core services 
investigated by the Care Quality Commission (CQC), the 
medical care service is more frequently rated as requiring 
improvement in safety than in any of the others.9 

A recent paper by Donaldson et al is required reading for all 
working in the Future Hospital for the insight it gives into the 
current state of patient safety in England.10 The paper discusses 
the limited utility of comparative indices when attempting 
to establish and summarise avoidable factors in the cause 
of deaths. The authors comment that if a hospital is not an 
outlier for deaths, its management may assume that nothing 
further needs to be done. Alternatively, since the stakes for 
chief executive offi cers are so high, then initial investigation 
may focus on the validity or otherwise of outlying data 
rather than identifying the root causes of avoidable harm. 
As an alternative, the authors have taken the novel approach 
of counting deaths in acute hospital settings that have been 
reported as being related to patient safety. By this means, 
they have been able to ‘classify the reported deaths to identify 
broad areas of service failure capable of being addressed by 
strengthening clinical policies, procedures, and practices’. 
The results thus provide an interesting catalogue of reported 
avoidable death over a 17-month period from June 2010. Of a 
total of 2010 deaths associated with safety incidents, 35% were 
related to the mismanagement of deterioration of an acutely ill 
patient, while 26% were related to a failure to prevent harm, 
of which a full 10% of the total (206 patients) died following a 
fall. Other groups of failure were related to defi cient checking 
and oversight, dysfunctional patient fl ow and equipment-
related errors. Samuel Schlemm identifi ed serious injury 
as a result of falls as problem in 1978, the papers referenced 
above identify policy initiatives aimed at reducing harm from 
falls, and yet at least 206 people died in hospital in England 
following falls over a 17 month period. What do you think 
about that? 

Within Prospector’s own area of specialisation, intensive 
care medicine, the recognition that there are few successful 
therapeutic interventions11 has perhaps led to the early adoption 
of patient safety as an important guiding principle. An initiative 
to reduce  central venous catheter (CVC)-related sepsis12 has 
been recognised as an exemplar by champions of patient safety, 
but other bundles guiding early interventions for patients 
with sepsis13 and for the avoidance of ventilator-associated 
pneumonia14 have also been notable successes. Further, 
checklists used by surgical teams and in intensive care have also 
been used to reduce patient harm and are increasingly being 
adopted. However there is abundant evidence that following 
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initial periods of utilisation, guideline compliance falls away 
dramatically, and in that general guidelines are underutilised. 
In a recent opinion piece Pronovost suggested fi ve steps that 
might encourage the use of published guidelines and increase 
their utility.15 His call for unambiguous and prioritised 
checklists to be made part of all guidelines and for specifi c 
interventions to overcome identifi ed barriers to guideline use 
are strategies which could be put to immediate effect. However, 
integrated guidelines covering common comorbidities and full 
use of information systems and ‘transdisciplinary’ teams to 
automate and extend guideline use seem further off. 

Given the continuing high incidence of adverse events, despite 
interventions for their reduction, have we reached an impasse 
where harm can be seen as an emergent phenomenon inherent 
to modern medical systems, too complex to be neatly solved by 
the creation of process fl ow charts? How can we improve?

In his report Improving the Safety of Patients in England, 
rather than targeting specifi c process interventions, Berwick 
describes the requirement for a major cultural change involving 
all participants – leaders, staff, patients and the public – in 
order to transform the NHS.16 He notes: ‘In the end, culture 
will trump rules, standards and control strategies every single 
time, and achieving a vastly safer NHS will depend far more 
on major cultural change than on a new regulatory regime.’ 
Berwick places learning above all else when setting out the 
steps necessary to achieve a cultural transformation in which 
we all become responsible for patient safety. At fi rst reading 
of the report, Prospector – newly advanced to a role of team 
leadership – felt that this championing of learning in lieu of 
a more detailed blueprint failed to offer specifi c direction for 
all of us now tasked with implementing change. However, on 
refl ection he recognises that he has not previously been exposed 
to training explicitly and solely directed at understanding and 
improving patient safety, despite all his prior involvement 
in audit and service development. He therefore now agrees 
that learning and education at all levels within the NHS is a 
fundamental fi rst step in creating a safety-led culture devoted 
to ‘continual improvement’. 

The question that arises is, therefore, how should we begin 
to meet our own educational needs? As is perhaps to be 
expected, examples are available in work undertaken in the 
US. Recently the Accreditation Council for Graduate Medical 
Education (ACGME), the body responsible for supervising 
the postgraduate curriculum, has developed the Clinical 
Learning Environment Review (CLER) programme, which 
seeks to involve trainees from the start of their careers in work 
that affects patient outcomes.17,18 Teaching institutions are 
specifi cally tasked with developing educational programmes 
in patient safety, health care quality, transitions in care, 
supervision, professionalism, and duty hours and fatigue. It 
is hoped that early training will ‘drive the culture of patient 
safety and continuous quality improvement’. A similar trainee 
programme will be required in the UK if we are to inculcate a 
safety culture at all levels in the Future Hospital. Furthermore, 
in the paper describing the CLER, the authors note that ‘many 
faculty are not prepared for or comfortable with teaching and 
role-modelling quality and safety skills; indeed, this is the 
rate-limiting step in [the development of] the CLER.’ So where 
shall we faculty go for our training? Those responsible for 
CLER advocate the Association of American Medical Colleges 

Teaching for Quality programme.19 However, The Institute for 
Health Improvement Open School (www.ihi.org/education/
ihiopenschool) is seemingly more comprehensive and accessible 
to UK physicians and indeed seeks to educate physicians in 
quality improvement and patient safety with intended global 
reach. Finally, Prospector fi nds potential disagreement with 
Berwick when he states that cultural change will be more 
important than any new regulatory regime. He supposes that 
no such artifi cial division was intended, but certainly if leaders, 
staff, patients and public are all required for cultural change 
then regulators should also be seen as essential partners in the 
process. Indeed in recent documentation outlining the CQC’s 
new inspection model, the authors explicitly state that the 
commission intend to drive quality improvement rather than 
merely acting to deal with poor quality care.20,21 It is possible 
to apply to become a Clinical and Professional Advisor to 
CQC inspections. What better way to learn about regulation 
of hospital safety than to turn yourself from poacher to 
gamekeeper? See you soon at a hospital near you!

Epilogue

The subject of this piece was in part suggested to Prospector after 
a chance conversation at his own wedding with an inspector for 
the Offi ce for Nuclear Regulation, to whom he is now distantly 
related. During extremely interesting subsequent discussion it 
is clear that many of the themes discussed above, in particular 
those dealing with organisational change and leadership, have 
remarkable parallels within the nuclear industry.22,23 A single 
nuclear never event may have terrible consequences for very 
many people. By comparison, for the very many patients who 
every year continue to suffer serious adverse events while under 
the care of medical services, the consequence for the individual 
may be just as devastating. Prospector suggests that those 
working in the Future Hospital should address patient safety 
with the same diligence with which we might hope the nuclear 
industry applies in its own sphere. ■

 DANIEL D MELLEY
Consultant in adult intensive care
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