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•Hippocrates? (245)

•He actually said "I will abstain from all intentional  
wrongdoing and harm"

•Primum non nocere (? 17th century)

  First do no harm

https://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwiPu5XLmpnXAhXGA8AKHW5JC3oQjRwIBw&url=https%3A%2F%2Fwww.thefamouspeople.com%2Fprofiles%2Fhippocrates-120.php&psig=AOvVaw0FBdGMOiOl8loRMkhriBJU&ust=1509482474176642
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Juran’s Trilogy
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What’s in a name?



6

Understand your current state of performance – audit

Understand what good looks like – research, exemplars, you at your best etc.

Understand the change ideas that get you from one to the other – QI

Be empowered and supported to make the change as close to the activity as possible – Service 
line

Leadership support for the above and governance linked

The more able to perform this role the better as healthcare has millions of processes…….

Multiple models available

For healthcare it means…..

Quality management systems



Quality vs Safety, two perspectives

SafetyQuality
Quality

Safety
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Do we need to reframe safety?

• This text suggests we have over “medicalised” safety 
and neglected safety science
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Often described as below

Main differences from QMS 

• Risk assessment and reduction

• Measurement often through incident reporting

• Needs us to understand safety science, 

     human factors 

Safety Management Systems
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The NHS Patient Safety Strategy 2019



A shift in how we work
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Action on patient safety can 
reduce health inequalities

https://www.bmj.com/content/bmj/376/bmj-2021-067090.full.pdf
https://www.bmj.com/content/bmj/376/bmj-2021-067090.full.pdf


Focus of Safety I:
Accidents & 
Incidents

Focus of Safety II:
Everyday actions and 
outcomes-
Risks as well as 
opportunities

How Safety II can help

Safety performance failure Highly reliable and resilient safety 
performance
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Risk assessment and balancing

Inpatient journey:  length of stay
Admission
Risks:
↑ Delay = increased 

SI/Mortality

Discharge X
Early discharge risks:
↑ Harm at home eg 

falls
↑ Deterioration
↑ Re-admission

↑ Risk of nosocomial harm Z
↑ VTE, falls, HAPU, HCAI, 

CAUTI

↑ Risk of deconditioning per day 

Y

Optimal individual discharge point = 
Discharge risks < (nosocomial + deconditioning risks) 

X < Y+Z
Optimal discharge point for system risk overall may be 

earlier
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What does PSIRF hope to achieve?

More proportionate and effective 
response: 
• Better resource planning. 
• Supports organisations to be more 

proportionate, sensitive and 
considered in their approach.

Improved experience for those 
affected: 
• Expectations are clearly set for 

informing, involving, and 
supporting those affected, 
particularly patients, families and 
staff.

Better range of methods for learning:
• Promotes a range of methods for 

responding to and learning from patient 
safety incidents.

• Moves away from RCA.
• Timelines more flexible and set in 

consultation with the patient and family.
• Quality of response and resulting 

improvement work is the priority. 

Strengthened governance and 
oversight: 
• Regulators and bodies like ICSs will 

consider the strength and effectiveness 
of organisations’ incident response.

• Makes leaders of organisations 
providing healthcare accountable. 


