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INTRODUCTION TO BEHAVIOURAL 
INSIGHTS

Presenter
Presentation Notes
Who has heard of  behavioural science? For those who haven’t it’s the intersection of psychology, neuroscience and economics. It’s sometimes referred to as ‘behavioural economics’, ‘behavioural insights’ or ‘nudge theory’. These all mean basically the same thing.This is a relatively new and exciting area of applied science – certainly in the potential to apply it to improve health services. Though academics have been studying the quirks of human behaviour and human decision-making for 30 years.  Applying behavioural sciences is about building policies, products and communications based on how people really do think and behave in real life - rather than on how we think they should think and behave. Very simply it’s the study of what we do, why we do it and how to influence it. 



@HINSouthLondon www.healthinnovationnetwork.com

Who has heard of   behavioural 
insights?
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People often act in ways that are surprising 
and seem irrational

Presenter
Presentation Notes
And this knowledge is important – why?We often act in ways that seem surprising and irrational. This is something we can all relate to from our own personal lives as well as professional lives. We may not eat as healthily as we know we should, or save as much for our retirement as we know we should. Knowledge isn’t the barrier. This implies that human decision-making is a lot more complex than we might have thought. This is true. A key insights form behavioural science is that human behaviour is more complex, less rational, and a lot more context specific than classic economics might have suggested. But what’s exciting is we’re starting to understand why and getting better at predicting when. Because while our brains have hardly changed in thousands of years, our understanding of how it works has increased greatly in the last 30 years or so. But the NHS is just catching-up. 
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Presenter
Presentation Notes
Let’s try to understand a bit more about why people make systematic mistakes in how they make decisions. We’ll start by thinking about food. Have a think to yourselves, how many decision a day do you think you make about food. Studies have shown that the average guess is about 14 but the actual number is 220. More than 15 times what you think. Why? Mainly because it’s not just decisions you make to eat food but also ones you make not to e.g. walk to work in the morning or when there are biscuits on a meeting room tableYou make many more decisions every day than you think you do. A lot of behaviours and decisions we don’t know we’re making.And there’s a very valid reason for this.
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How people think 
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THE EAST FRAMEWORK
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Presenter
Presentation Notes
The EAST framework shows that, if you want to encourage a behaviour, make it Easy, Attractive, Social and Timely. These four simple principles for applying behavioural insights are based on the Behavioural Insights Team’s work and the wider academic literature.There is a large body of evidence on what influences behaviour. This framework does not attempt to reflect all its complexity and nuances. But this is a useful guide for policymakers and healthcare practitioners. It is simple and memorable framework to think about effective behavioural approaches.Other similar frameworks include MINDSPACE and SMARTER. Suggest you pick one and use, but refer to others for ideas and inspiration. These and more are all freely available on the internet. We will now go through each section of EAST in turn. Each section has a couple of subheadings. For each, we will give some examples of where this approach is used in the NHS and elsewhereThe first is E - make it EASY. 
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- Simplify messages 
- reduce the hassle factor 
- change the default option

Make It EASY 

Presenter
Presentation Notes
Briefly summarise before giving an example for each:Simplify messages. Making the message clear often results in a significant increase in response rates to communications. In particular, it’s useful to identify how a complex goal can be broken down into simpler, easier actions.Reduce the ‘hassle factor’ of taking up a service. The effort required to perform an action often puts people off. Reducing the effort required can increase uptake or response rates.Harness the power of defaults. We have a strong tendency to go with the default or pre-set option, since it is easy to do so. Making an option the default makes it more likely to be adopted.Perhaps comment that some of this may not feel new; we know that making things simple is helpful. But reflect that while we know this, we systematically underestimate quite how important this is and how even minor hassle or complex test can make the difference between doing something and putting it off – perhaps indefinitely. 
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Reduce the hassle factor 

Hawton Keith, Bergen Helen, et al. Long term effect of reduced pack sizes of paracetamol on poisoning deaths and 
liver transplant activity in England and Wales: interrupted time series analyses BMJ 2013; 346:f403

Presenter
Presentation Notes
This example shows that the introduction of a limit on the number of tablets sold in packets of paracetamol led to a 43% reduction in the number of poisoning deaths,  Legislation reduced the maximum size of the packages to 16 pills (or 32 if sold at a pharmacy) i.e. less convenient to purchase and retain multiple tablets. It is still of course possible for someone to visit a shop multiple times, but the minor hassle appears to have had a sustained impact. As the researchers conclude, a large number of deaths due to paracetamol overdose occur every year, and further measures are needed to prevent these potentially avoidable deaths. But this small change made a valuable contribution. 
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- Attract attention  
- Design effective incentives 

Make It ATTRACTIVE 

Presenter
Presentation Notes
A is for make it ATTRACTIVEAttract attention. We are more likely to do something that our attention is drawn towards. Ways of doing this include the use of images, colour or personalisation.Design rewards and sanctions (incentives) for maximum effect. Financial incentives are often highly effective, but their precise design can make a big impact on their effectivenessAdd in commentary that the private sector is particularly adept at making things more attractive. Whether it is an offer in a supermarket, the way in which an online retailer tailors its advice to you based on recent purchases, or the free gift you receive with a new kitchen, we have all bought things because they were made more attractive to us.The NHS and wider public sector can also find ways to make its services more attractive. Some of the approaches used in the private sector may not be appropriate in the NHS. Fundamentally, making an action attractive is about two main things: drawing attention to it, and making the action more appealing.PUPS 
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Presenter
Presentation Notes
This nicely sets out the challenge we face: there are 165,000 health apps on the App Store. Many go unused: either not downloaded or not used once downloaded. This will include many bad apps, but also lots of good apps. Think of all the time and money that goes into developing useful health innovations that are so underused. This is our challenge: how to attract attention. 
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Pokémon Go

Presenter
Presentation Notes
We may not like it, but an example of a physical activity app that attracted attention was 2016’s Pokémon Go.It made physical activity fun and social. It didn’t mention physical activity at all in fact, but still promoted it. Contrast to many of the health apps we know of for instance which take a very different approach and tend to be much less successful.While this is an extreme example to make a point, the insight to ‘go with the flow’ of what people actually like and enjoy is important and relevant
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PUPS 

Pressure
Ulcer
Prevention 
Strategy 

Presenter
Presentation Notes
OXLEAS. GREENWICH. PUPS. Care homes / district nursing. Beginning 2014, PUPS was launched by TVN Juliet Blenman, an innovation that recognised there was a need to raise skin awareness in the prevention and reduction of pressure ulcers. Collaborative work has been undertaken with the health, social care community and care homes within Oxleas NHS Trust.Training of PUPS has been delivered to an extended health and social care audienceRoot Cause Analyse Investigation tool developed for Greenwich of which 90% of the care homes have now received individualised pressure ulcer training.Work undertaken with the CCG feedback is extremely positive with a 100% of the feedback highlighting that attendees felt that they had learnt something new to put back into practice.
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Make it SOCIAL

- show the social norm
- use peer to peer networks
- encourage commitments

Presenter
Presentation Notes
S is for make it SOCIALShow that most people perform the desired behaviour. Describing what most people do in a particular situation encourages others to do the same. Similarly, in sharing NHS improvement practices we should be wary of inadvertently reinforcing a problematic behaviour by emphasising its high prevalence.Use the power of networks. We are embedded in a network of social relationships, and those we come into contact with shape our actions. The healthcare system can foster networks to enable collective action, provide mutual support, and encourage behaviours to spread peer-to-peer.Encourage people to make a commitment to others. We often use commitment devices to voluntarily ‘lock ourselves’ into doing something in advance. The social nature of these commitments is often crucial.* Meet the twockers 
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Social Norms 

Presenter
Presentation Notes
We are strongly influenced by what others around us do, often without consciously thinking about it.  Highlighting a positive ‘social norm’ – communicating what other people do – can be a highly successful way of changing behaviour. In this famous study, researchers found that telling hotel guests that the majority of people who stayed in their room reused their towels increased their own reuse rate by 33% compared to standard messages appealing to the environmental benefits.
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“The great majority (80%) of 
practices in Birmingham 

prescribe fewer antibiotics 
per head than yours”

Hallsworth, M., Chadborn, 
T., Sallis, A., Sanders, M., 
Berry, D. et al. (2016). 
Provision of social norm 
feedback to high 
prescribers of antibiotics in 
general practice: a 
pragmatic national 
randomised controlled trial. 
The Lancet, 387(10029), 
1743-1752.

Social Norm: Peer comparison 

Presenter
Presentation Notes
The NHS has stated to use social norms, for instance in this study that helped to address the challenge of unnecessary prescribing of antibiotics by GPs. The NHS was already doing a lot: including financial incentives (bonus payments) and a large marketing campaign in GP surgeries. The behavioural intervention was a letter to the highest prescribing GPs, simply showing them how their prescribing compares to other GPs.The key element of the letter was the statement: “the great majority (80%) of practices in [your area] prescribe fewer antibiotics per head than yours”. This was evaluated in 2016 in a randomised controlled trial at 1,500 surgeries. There was also an analysis of the efficacy of the marketing campaign: the posters and leaflets in GPs’ surgeries. The behavioural insights letter reduced prescribing by 3.3% at a cost of only £8,000. This was sustained over six months-  so was highly effective and cost-effective. The typical marketing campaign (the posters and leaflets) had no impact at all! But cost £140,000. This study was published in The Lancet. 
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Make it TIMELY
- provide timely prompts
- make benefits immediate
- make plans and goals

Presenter
Presentation Notes
T is for TIMELYPrompt people when they are likely to be most receptive. The same offer made at different times can have drastically different levels of success. Behaviour is generally easier to change when habits are already disrupted, such as around major life events.Consider the immediate costs and benefits. We are more influenced by costs and benefits that take effect immediately than those delivered later. Those of us working in NHS improvement should consider whether the immediate costs or benefits can be adjusted (even slightly), given that they are so influential.Help people plan their response to events. There is a substantial gap between intentions and actual behaviour. A proven solution is to prompt people to identify the barriers to action, and develop a specific plan to address them.
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Design effective incentives

5p = 85% reduction

Presenter
Presentation Notes
Another way to make something attractive is to design effective incentives. This is not new to us – the NHS is awash with various and complex incentive schemes. What is newer is that we now know that seemingly small changes can make all the difference to how effective an incentive is. And these needn’t be about big incentives. For instance, Britons will use six billion fewer plastic bags per year since the 5p charge was introduced  - a reduction of 85 per cent. This is 40,801 fewer tonnes of plastic. This is a very cleverly designed ‘micro incentive’.Contrast the salience of the 5p change levied at the supermarket checkout with an increase in cost of ANY product in your shopping basket (the average cost of which is over £30). Would you even have noticed?
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Fogarty AW, et al. 
Hospital clinicians’ 
responsiveness to 
assay cost 
feedback. JAMA 
Intern Med
2013;173:1654–5. 

Presenter
Presentation Notes
This is about now what information we provide – but precisely when. This study was about reducing use of a discretionary lab test that hospital doctors very commonly order (C-reactive protein) as barometers of a patient’s health. The intervention in the study was to remind doctors of the cost of the lab test at the exact moment they make a decision. This was done on paper, as doctors make the decision while walking around a ward. The impact of providing that feedback was to reduce of the tests by 30%. This has no adverse clinical outcomes. And this is despite the costs being very low: only £1 per test.Note: the costs of the lab tests, like costs of various medications, are already freely available. This wasn't about whether the costs are available or not. This is about making those costs timely to when the decision is made. 



 © Hill+Knowlton Strategies21

DEFAULTS: Go with the flow of the pre-set option

 SIMPLIFY MESSAGES : Break the goal down into simple actions

 REDUCE EFFORT : Reduce the hassle required to undertake a task

 ATTRACT ATTENTION: People can be drawn towards the desired behaviour

 INCENTIVES/REWARDS: Use effective incentive designs e.g. lotteries 

NORMS: Show that most people perform the desired behaviour
NETWORKS: Behaviour can be spread peer to peer 

MAKE A COMMITMENT: Public promises ‘lock-ourselves’ into doing 
something

PROMPTS: Prompt people when they are most likely to be receptive

IMMEDIATE COSTS AND BENEFITS: We are more influenced by immediate costs 
and benefits than those delivered later

MAKE A PLAN: Help people plan their response to events

Presenter
Presentation Notes
This slide is a summary of the EAST framework.Could leave this on screen for any group work or discussion. 
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Thank you  
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Applying Behavioural 
Insights to Patient Safety:  
A practical workshop 

Catherine Dale: Programme 
Director - Patient Safety 
Rebecca Newman: Project 
Manager - Patient Safety 

Presenter
Presentation Notes
 Applying Behavioural Insights to Patient Safety: A practical workshopFacilitators: Catherine Dale, Programme Director & Ellie Wharton, Project Manager, Health Innovation Network.The workshops learning objectives are to:• Learn more about behavioural insights & how they might be applied to patient safety• Apply a behavioural insights framework to one of their patient safety challenges• Leave the session with a plan about what to do next.
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Workshop Agenda 

1 Introduction to behavioural insights 

2 How to apply a behavioural insights framework to a patient safety challenge 

3 The EAST framework

4 Discussion

5 Finding out more

Presenter
Presentation Notes
Objectives: • Learn more about behavioural insights & how they might be applied to patient safety• Apply a behavioural insights framework to one of their patient safety challenges• Leave the session with a plan about what to do next.
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Methodology to understanding and influencing 
behaviour

Apply science to 
understand drivers 
of those behaviours

Develop potential 
solutions to 
change behaviour

Test and learnDefine your 
behavioural 
challenge
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Define your behavioural challenge

The objective is to encourage clinical staff to ensure 
catheters are monitored and where possible removed 
within 48 hours in acute settings (to reduce the risk of 
infections)  

• The aim is to concisely state what you are trying to achieve

• Try to be as clear as possible about the specific behaviour you want to 
change. Be clear about who does what, where and when.

• We recommend starting behavioural insights projects on a small scale, 
and then scale up if we are confident that something is working. 

• Most of our challenges involve more than one ‘behaviour’ – and by a 
variety of people e.g. patients and different types of staff. It is easiest to 
consider each separately. 

Define your 
behavioural 
challenge

Presenter
Presentation Notes
BECKY More than one behaviour – How to get staff to comply and be consistent   NUDGES: Cath tag, applying EASTThe key point is to prompt people to be really specific about what behaviour you want to change.Many improvement challenges include multiple behaviours by multiple groups. Best to consider these in turn.  
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The objective is to tackle catheter infections in NHS 
patients 

An example of a poorly defined challenge:

• It’s not clear what ‘tackle’ means. What sort of actions, and by 
whom?

• All NHS patients? If all (as this implies), we might be better 
considering starting small to prove the concept before rolling out. 

• It is unclear if we are targeting patient’s behaviour or something for 
clinicians to do to prompt patients?

Define your 
behavioural 
challenge

Poorly defined behavioural challenge

Presenter
Presentation Notes
Becky 
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Behavioural insights to understand drivers of 
behaviour

Social norms
We are heavily influenced by what 
others around us do, especially 
people we perceive as similar to us

Intention-to-action gap
Our good intentions often don’t 
match our actions, especially when 
actions do not feel urgent

Self image
We are influenced by our beliefs 
and the image we like to give of 
ourselves

Cognitive overload
We are bombarded with much more 
information than we can 
consciously process

Loss aversion
We feel the pain of a loss much 
more than we feel the benefit of a 
gain of the same objective value. 

Present bias
We give stronger weight to 
immediate payoffs. Once rewards are 
distant they cease to be valuable

Apply science to 
understand drivers 
of those behaviours

Presenter
Presentation Notes
Catherine The EAST framework can help understand the problem as well as provide the solution. For instance, the concept of social norms – that we intuitively copy the behaviour of those around us – both explains a problem and suggest solutions. (top right)In other instances, understanding the problem is more complex than the EAST framework. This slide lists six behavioural concepts that are common across healthcare.For instance: loss aversion explains that we tend to feel the pain of a loss much more than we feel the benefit of a gain of the same objective value. While this can directly help provide solutions (for instance to describe messages in terms of losses rather than gains) it is also a separate insight into human decision-making that we must be aware of and may seek to tackle in other ways. This is a really important slide, and an important part of any improvement challenge – to truly understand the reasons why people may not be doing the thing you want them to do – and which may be in their rational self-interest. But it’s not something today’s workshop will aim to solve. Two possible strategies for this one:If you need to make quick progress, a fairly rapid assessment of the barriers (based on observation and a review of published studies) may give you a strong enough steer to move to the next phase of designing solutions i.e. this stage would be brief. You will then evaluate those solutions to generate evidence of what worksIf you have a more complex and substantial challenge, and resources to consider this properly, you may wish to engage assistance from a behavioral scientists or qualitative research to really get under the skin of your challenge and take time over this stage. 
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Develop potential solutions

Develop potential 
solutions to 
change behaviour

Presenter
Presentation Notes
Becky This is what we’ve focused on today – applying a framework such as EAST to generate new solutions to change behaviour
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Test & Learn 

Test and learn CONTROL

INTERVENTION

Group is split, 
ideally randomly

Outcomes measured for 
both groups

Presenter
Presentation Notes
Catherine There are many approaches to testing your solutions. These range from full randomised controlled trials – the gold standard of evaluation – to more pragmatic before-and-after studies such as is commonly used in a PDSA cycle.The key recommendation is to measures changes to real-life behaviour rather than just what people say. As we’ve shown, human behaviour is a lot more complex and outside of conscious awareness that we might have expected. We cannot therefore rely on what people say as a representation of what they actually then do i.e. through surveys and focus groups. To quote a famous marketing strategist (David Ogilvy): “People don't think how they feel. They don't say what they think and they don't do what they say.”Fortunately, the NHS is awash with routinely collected data so this is often more straightforward than you might fear. 



@HINSouthLondon www.healthinnovationnetwork.com

Presenter
Presentation Notes
Tidy up 
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Group discussion 20 mins
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Group feedback 15 mins
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More Information
• The Health Foundation
• In-house team at PHE
• Behavioural Insights Team
• Academic departments at: 

- Warwick
- UCL
- LSE
- Cambridge

• H+K Strategies & Dan Berry 
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Books TED talks Courses (free)
• Thing, Fast and Slow, 

Daniel Kahneman
• The Choice Factory, 

Richard Shotton
• Misbehaving, Richard 

Thaler
• The Last Mile, Dilip

Soman
• Predictably Irrational, 

Dan Ariely

Rory Sutherland:
• Life lessons from an 

ad man
• Perspective is 

everything
• Sweat the small stuff

Professor Dan Ariely:
• Are we in control of 

our own decisions
• What makes us feel 

good about our work

Coursera: 
Dan Ariely: a beginner’s 
guide to behavioural 
economics

edX
Behavioural economics in 
action
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Thank you  



Consent: what the law (and your patient) now expects

Leslie Hamilton  LLM  FRCS(C-Th)                                Helen Munday
Cardiac Surgeon (recently retired)                         Trust Matron, Royal Papworth Hospital
Assistant Coroner, Durham Nursing + AHP Representative, SCTS



 How do you know?

 What do you measure yourself against?

 Sobering reminder: challenges to practice …..



GMC

CORONER’S
INQUEST

CLIN-NEG
CLAIM

TRUST
DISCIPLINARY
(dismissal)

COMPLAINTCRIMINAL
PROCEEDINGS

Presenter
Presentation Notes
Difficulties faced by the medical profession Single incident can lead to any or all of the following



2013
20142013



 sets out the key principles of 
good decision-making

 takes account of changes in the 
law, in particular about making 
decisions when patients lack 
capacity (MCA)

 reflects the shift in 
professional and public attitudes 
towards more patient-centred 
care 

 contains practical advice on 
sharing information and 
discussing treatment options 

 includes guidance on how to 
approach discussions about risk

2008



October 2016



Legal standard:

Bolam



 Diagnosis: depression
 advised: ECT (electro-convulsive therapy)

 Webber M  BMJ 2008; 337: a2998 (patient experience)
 Consent: not warned of risk of fracture
 Treatment: 

 no relaxant drugs, no restraint
 Outcome: # hip
 Sued: 

 duty of care - “failure to warn of risks” 
 Outcome: lost

  small risk, need not be told



 Mr Justice McNair (direction to the Jury – one of last)

“The test is the standard of the  ordinary skilled man exercising and professing 
to have that special skill. A man need not possess the highest skill … . 

A doctor is not guilty of negligence if he has acted in accordance with a practice 
accepted as proper by a  responsible body  of medical men skilled in that 
particular art.

… a standard of practice recognised as proper by a reasonable body of opinion

… not negligent … merely because there is a body of opinion that takes a 
contrary view. “



Sidaway

Bolitho

Chester v Afshar

……



Montgomery



 Supreme Court 2015 (Scottish case)
 1999: diabetic Mum – risk (10%) of shoulder dystocia

 BSc in molecular biology
 mother and sister both GPs
 not told – “might have chosen Caesarian section”
 complications during delivery – serious disability
 cerebral and Erb’s palsy

 following Bolam test : lost her case
 Note: Hunter and Hanley in Scotland

 lost on Appeal (Inner House of Session)
  Supreme Court Montgomery v Lanarkshire Health  Board   [2105] UKSC 11



Supreme Court, London                                    Judges: 2016

Montgomery case: 7 Judges → unanimous



“The doctor is therefore under a duty to take reasonable care to 
ensure that the patient is aware of any material risks involved in 
any recommended treatment, and of any reasonable alternative or 
variant treatments. 

The test of materiality is whether, in the circumstances of the 
particular case, a reasonable person in the patient’s position would 
be likely to attach significance to the risk, or the doctor is or 
should reasonably be aware that the particular patient would likely 
to attach significance to it.

Lord Kerr and Lord Reed   [2015] UKSC 11 (para 87)



“The doctor’s duty is not therefore fulfilled by 
bombarding the patient with technical information     (JRLH: from MDT?)
which she cannot reasonably be expected to grasp, 
let alone by routinely demanding       (JRLH: by a junior member of staff) 
her signature on a consent form”     (para 90)

Lady Hale added (para 109):
“… it is not possible to consider a particular medical procedure in 

isolation from its alternatives.”



 impossible to discuss the risks within the time typically available for  
a healthcare consultation

 guidance similar to that from GMC in GMP (Consent guide in 2008)
 nevertheless necessary to impose legal obligations

“… so that even those doctors who have 
less skill or inclination for communication, 
or are more hurried, 
are obliged to pause and engage in the discussion 
which the law requires.”

Paragraph 93



Clipper “Round the World” Race 15 / 16

• 8 legs (approx 6 weeks each)
• 12 boats
• 20 crew

• total 700
• age: 18 – 73
• 40% never sailed before



• not just surgical procedures

• when patients need to make decisions about treatment

• not routine investigations 



 the proforma approach must be abandoned. Merely presenting pre-
drafted or standard wording will in most cases not suffice; though for 
commonplace, minor and routine procedures, it may be reasonable

 a signature on a consent form proves nothing – except the patient can 
write and sign their name

 must be genuine dialogue between the doctor and the patient

19



Duty of disclosure
 Objective test: what are the risks of the proposed treatment about which a reasonable

patient in this patient’s position would need and want to know, explaining the balance of 
risks and benefits

 Subjective test: consider the particular patient’s individual characteristics and 
situation in life and prospects if untreated and having done that:
 personalise the issue so as to identify what this particular patient with their personal 

characteristics, in their specific situation would reasonably want to know, and add to 
or modify accordingly

 realistic, reasonable and potentially effective alternative treatments: describe their 
risks and benefits relative to the proposed treatment

 explain patient’s right to refuse all and any treatments, with an explanation of the 
risks of that choice

20



Material Risks: test is “reasonableness”
 Statistics / percentages relating to risks are a relevant but not of themselves decisive 

measure of whether they need to be disclosed

 A small risk of serious harm, if well recognised, may be expected to be of significance to 
most patients, and particularly significant for minor and / or non-urgent, strictly 
unnecessary or cosmetic treatment

 A risk (however large) of a very minor or transient side effects (as found in drug data 
sheets) will usually not require disclosure

 A specific risk, however small, may be of particular significance to a patient whose life or 
livelihood would be especially adversely affected e.g. fertility in childless woman, voice of 
a singer, finger in pianist

21



Time
 lack of time for adequate dialogue may seem an ever present and even 

insuperable problem. It must be overcome.

Who
 the person who will carry out the procedure, or is advising the therapy, 

should wherever practicable give the necessary information and obtain 
consent. 

 it will often not be reasonable to delegate this to junior doctors or 
nurses (though it may be acceptable if the individual is sufficiently informed and 
adequately trained for the task)

22



 A v East Kent UHNHSFT  [2015] EWHC 1038 (QB)
 ? foetal chromosomal abnormality
 risk 1 in 1000: reasonable patient – not significant

 Spencer v Hillingdon NHSFT  [2015] EWHC 1058 (QB)
 hernia repair: issue related to post-op information about risk of DVT – not in scope 

of Montgomery (pre-op risks)

 Tasmin v Barts NHSFT  [2015] EWHC 3135 (QB)
 1 in 1000 not a “material risk” for purposes of Montgomery test

NB: Rogers and Whittaker (Australia): material risk … 1 in 14,000

23



 TIME: 
 send information in advance (options – benefits and risks)
 personalise the discussion – patient’s values, wishes, background … 
 senior doctor
 “material risks” – subjective and objective tests

 consent form: sign at time of discussion (evidence)
 out-patient clinics
 ? more time for new patients, fewer reviews 

 MDTs: set out options (including no treatment)
 risks and benefits of each
 patient choice (JRLH: formal complaint from Cardiologist)

 “Decision making record” – detail of discussion
 letter to GP / patient

 common waiting lists – not compatible with Montgomery
 ? common referral lists



 Tracy Hassell v Hillingdon Hospitals NHSFT  [2018]  EHWC 164 (QB)
 41y old - spinal surgery – cord injury – tetraparesis – consent - £4.4m

 Risk of cord injury: he said he did, she said he did not
 dictated letter in front of her, referred to his website, consent form included risk

 “ .. had not given informed consent to surgery and, 
given proper advice, would not have gone ahead.”

 “Although she was told of the risk of cord damage on the day of surgery,
a warning then was not sufficient. 
Her mind was not engaged on the consent form on the day.”



→ Opportunity to care and treat patients as individuals



 Bolam
 all areas of clinical practice except ….

 Montgomery
 consent



White Park Bay, Antrim Coast, Northern Ireland



Duty of Candour
Safety Connections June 2018



Overview

• A statutory (duty by legislation), contractual and professional duty

• A formal requirement on providers of health or social care to be 
open with their patients when they suffer harm related to care or 
treatment (“Being Open” Principles).

• It’s aim is to ensure that all staff act in an open and transparent way 
with patients (or, in certain circumstances, a person lawfully acting 
on their behalf) in relation to their care and treatment.

• Regulation 20 (1) – Health & Social Care Act 2008 (Regulated 
Activities ) Regulations 2014 



Why? A little history…

• The Francis Report (Feb 2013) was the result of the enquiry into 
the incidents that took place at Mid Staffs Hospitals NHS 
Foundation Trust 

• The report highlighted the serious failure on part of the Trust Board 
who did not listen sufficiently to patients and staff and failed to 
tackle a tolerance of poor standards and disengagement from 
leadership and managerial responsibilities.

• The Duty of Candour was a recommendation in the report to help 
ensure NHS organisations are: 

• open and honest about their actions 
• incidents are properly reported and 
• patients are appropriately informed about them.



When does it apply?

• General duty on all health service bodies to act in an open and 
transparent way in relation to care and treatment provided to service 
users (s.20(1) HSCA 2008). This will apply at all times.

• Reg 20..‘…As soon as reasonably practicable after 
becoming aware that a notifiable safety incident has 
occurred a health service body must notify the ‘relevant 
person’ that the incident has occurred and provide 
reasonable support to that person’ (s.20(2)&(3)).

• “relevant person” – patient or a person lawfully acting on their behalf

•.•



What is a ‘notifiable patient safety incident’?

• Any unintended or unexpected incident that occurred 
in the patient’s care that, in the reasonable opinion of a 
healthcare professional, could result in, or appears to 
have resulted in: 
(a) the death of a patient, where the death relates 

directly to the incident rather than to the natural 
course of the patient’s illness or underlying condition 
or 

(b) Severe harm, moderate harm or prolonged 
psychological harm to the patient



Definitions of harm

• moderate harm means:
(a) harm that requires a moderate increase in treatment AND
(b) significant, but not permanent, harm

• moderate increase in treatment - means an unplanned return to surgery, 
an unplanned re-admission, a prolonged episode of care, extra time in 
hospital or as an outpatient, cancelling of treatment, or transfer to another 
treatment area (such as intensive care);

• severe harm - means a permanent lessening of bodily, sensory, motor, 
physiologic or intellectual functions, including removal of the wrong limb or 
organ or brain damage, that is related directly to the incident and not related 
to the natural course of the service user’s illness or underlying condition.

• prolonged psychological harm - means psychological harm which a 
service user has experienced, or is likely to experience, for a continuous 
period of at least 28 days.



What does this mean in practice?

• Where a notifiable safety incident has occurred we must as soon as 
reasonably practicable (usually 2 working days, must be within 
10): 
• Notify patient in person that a notifiable safety incident has 

occurred and apologise 
• Provide an account of all the facts known about the incident 
• Advise patient what further enquiries into incident are being 

undertaken (i.e. how we are investigating)
• Provide reasonable support to patient
• Document all of the above in notes and on DATIX
• Follow up in writing - confirming information provided
• SHARE LEARNING!



What happens if you don’t?

• Non compliance with the duty of candour is an offence.

• CQC will have ‘full range of enforcement powers’ – they say: 
“When we identify a breach of Regulation 20, we will assess the 
impact on people and decide whether or not to take regulatory 
action, and what action to take, in accordance with our 
Enforcement policy” 

• The organisation could be liable, on summary conviction, to a fine 
not exceeding level 4 on the standard scale (£2,500) and a 
contractual fine of potentially £10k or recovery of the cost of care 
for every breach identified



Key Points

• ‘The reasonable opinion of a healthcare professional’ 
• Unexpected OR unintended (e.g. complications)
• Openness and transparency – must continue to encourage 

reporting including near misses and incidents with no harm
• Apologise for harm and be open even if duty of candour not 

triggered 
• An apology is NOT an admission of liability
• NO need to advise patients of near misses or no harm incidents
• Person lawfully acting on a patient’s behalf? CQC will look at it from 

the patient’s perspective and see if we are SHARING LEARNING!



What makes a good apology?



Duty of Candour in practice - scenarios



Discussion Points

• How well is Duty of Candour embedded in your area?

• Has it make a difference?

• Have you had personal experience of discharging DoC?  How did it go?

• What is the future for Candour?

Presenter
Presentation Notes
Qs 1, 2 and 4 – group discussion.  Q3 – open to the floor Q4 suggestions – Francis only suggested for death and serious incidents – would this have been better?  Should it apply to all incidents?  What about complications – still no clarity on these.





Ethics workshop
Dr James Galloway



Overview

• A historical perspective… and the arrival of regulations

• Can I do research using routine care data?

• How do we overcome financial conflicts amongst investigators?

• Are placebos still ethical to use?



Modern research ethics were ‘born in scandal and 
reared in protectionism’ – Carol Levine
Jesse Gelsinger died during a gene 
therapy trial in 1999

Drug companies suppressed adverse 
event data in clinical trials. April 2002

Presenter
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Gelsinger joined a clinical trial run by the University of Pennsylvania that aimed at developing a treatment for infants born with severe disease. On 13 September 1999, Gelsinger was injected with an adenoviral vector carrying a corrected gene to test the safety of the procedure. He died four days later at the age of 18, on 17 September at 2:30 pm, apparently having suffered a massive immune response triggered by the use of the viral vector used to transport the gene into his cells, leading to multiple organ failure and brain death.A Food and Drug Administration (FDA) investigation concluded that the scientists involved in the trial, including the co-investigator Dr. James M. Wilson (Director of the Institute for Human Gene Therapy), broke several rules of conduct:Inclusion of Gelsinger as a substitute for another volunteer who dropped out, despite Gelsinger's having high ammonia levels that should have led to his exclusion from the trial;Failure by the university to report that two patients had experienced serious side effects from the gene therapy;Failure to disclose, in the informed-consent documentation, the deaths of monkeys given a similar treatment.The University of Pennsylvania later issued a rebuttal, but paid the parents an undisclosed amount in settlement. Both Wilson and the University are reported to have had financial stakes in the research. The Gelsinger case was a severe setback for scientists working in the field.



Overview

• A historical background
• Early concepts of consent circa 1900
• World War II
• Nuremberg, ICH and Regulation in UK Law

• Discussion of placebos

• Financial conflicts



Walter Reed’s research safeguards

1. Autoexperimentation
2. Only adult participants
3. Signed, written contracts
4. Financial payment to participants
5. Declaration of consent



The earliest record of consent:

1900

Antonio Benigno

$100 payment

To be exposed to yellow fever…

An addition $100 if yellow fever ensues

Presenter
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1900 informed consent document signed by antonio benigno



An early record of informed consent:

1900

Antonio Benigno

$100 payment

To be exposed to yellow fever…

An addition $100 if yellow fever ensues
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The prelude to Reed’s safeguards

Germ theory and the identification of causative organisms

Leprosy Anthrax Tuberculosis Yellow fever

1873 1876 1882 1897…

Sanarelli claimed to have isolated and cultured ‘Bacillus icteroides’ (hog cholera)
Inducing ‘classic yellow fever’. Three subjects died in his study. Not replicated.

Reed subsequently investigated other routes of transmission

The Mosquito Studies

Presenter
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Sanarelli was widely criticized (including famously so by Osler). His experiments infected immigrants without consent



U.S. Army Surgeon Walter Reed. New York Times. 1900 October 27th



1906: Cholera vaccination in Manila
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In the early 1900s it was common for research to be conducted without regard for the interests of the people involved and without their consent. However, there was growing concern about ethically unsound and in some cases unsafe research.  One notable example is Dr Richard P Strong’s 1906 cholera vaccine trial involving 24 inmates at Bilibid Prison, Manila. The prisoners were inoculated with live cholera vaccine even though they had received no explanation of what was going to happen and had not given their consent. Bubonic plague serum was mistakenly substituted for cholera serum, leading to the deaths of 13 prisoners. An investigating committee stated that Strong “forgot the respect due every human being in not having asked the consent of persons inoculated...”. As quoted in p.1001, Reviews of Infectious Diseases, Vol. 11, Number 6 (1989)



Consent in the US

Cannon WB. The right and wrong of making experiments on human beings. JAMA 1916;67:1372-1373
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German guidelines on human experimentation 1931
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Intentional infected wounds
Photograph used in evidence at Nuremberg
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The Nuremberg Code

• Established in 1947 during trials of doctors involved in Nazi experiments

• A set of standards were needed against which practice could be judged

Defendants at the Nuremberg 
Military Tribunal

November 22nd 1945
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During World War II, Nazis performed many experiments on concentration camp prisoners without their consent to ‘advance science’ or aid their soldiers in battle. At the end of the war, some of the Nazi doctors who had performed human experiments were tried at a war crimes tribunal in Nuremburg. During the trials, the ‘Nuremberg Code’ was drafted as a set of standards against which physicians and scientists who had conducted the experiments could be judged. This code became the foundation of many later codes intended to assure that research involving human subjects would be carried out in an ethical manner. 



The Nuremberg Code

1. Voluntary consent absolutely essential

1. Study must be of societal benefit

2. Designed and based upon results of animal 
experiments

3. Avoid unnecessary suffering

4. No risk of serious harm 
(unless the experimental physician is also the subject)

5. Risk should not exceed potential benefit

6. Risks must be minimized

7. Conducted by scientifically qualified personnel

8. Option to withdraw at any time

9. Scientist must terminate experiment in event 
(or apparent risk) of harm
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Milgram experiment 1961“Could it be that Eichmann and his million accomplices in the Holocaust were just following orders? Could we call them all accomplices?" (Milgram, 1974).






MRC Trial of Streptomycin
1946-47
• Context

• Streptomycin expensive and limited supply
• Unclear benefit in TB, although animal studies 

supportive

• Design of the trial
• Geoffrey Marshal chairs trial committee
• Randomisation plus control cohort
• Patients not consented (or even aware of trial) 

• Mortality
• Streptomycin 7%
• Control 27%



The Jewish Chronic Disease Hospital Case 
1963

• Chester Southam, oncology researcher in Brooklyn, NY

• Research question:
• Is the immune deficiency of cancer caused by frailty or the cancer itself?

• Design:
• Inject cultured cancer cells into frail patients without cancer and observe the 

response



JCDH Timelines

1954 Studies on cancer patients demonstrate delayed immunological response to injected cancer 
cells

1963, July Frailty study planned at JCDH
22 patients selected, oral consent
Southam’s hypothesis confirmed: cancer not frailty explains immune response

1963, August 3 physicians at JCDH resign (one holocaust survivor, others both children of survivors)

1963, September JCDH grievance committee fully supports Southam

1965 State Board reviews case:
• Inadequate consent
• Southam guilty of fraud, deceit and unprofessional conduct
License suspended for one year, staying this on provision of staying ‘out of trouble’’

1968 Southam elected president of American Association for Cancer Research



Henry Beecher

Ethics and Clinical Research
1966
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By 1950, Henry Beecher, an anesthesiologist at Massachusetts General Hospital, had emerged as a respected researcher, having examined battlefield trauma, the safety of anesthesia, subjective experiences (e.g., pain, thirst, and nausea), and placebo responses.  He advocated careful research methods, including the use of placebo controls. He had also consulted for the military about the use of mescaline and LSD as “truth serums,” research that involved discussions with Central Intelligence Agency interrogators and former Gestapo officials. This work got Beecher interested in “certain problems of human experimentation”



Porton Down



Porton Down: 1953

• Setup at the height of WWI as a top-secret chemical weapons centre

• Soldiers were ‘invited’ to participate in return for money and 3 days leave

• Many had no idea what was involved

• Ronald Maddison, 20, was exposed to sarin – and died within an hour of 
exposure

• November 2004 an inquest into his death returned a verdict of unlawful killing

Presenter
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Near Salisbury in UKMaddison was a 20-year-old RAF engineerMaddison’s family and other servicemen always maintained he had been tricked into volunteering for the trial. 



Declaration of Helsinki: 1964

• Established by the World Medical Association

• Problem: Nuremberg code was too limited in depth and scope

• Aim: to ensure integrity and validity of research data

• This now forms the basis of Good Clinical Practice (GCP)

Presenter
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The Nuremburg Code was a good start as a standard for assuring that research involving humans would be carried out in an ethical manner but it was limited in its depth and scope. 



Declaration of Helsinki: 1964

• Added ‘granularity’ to Nuremberg

• E.g. Consent changed from being ‘absolutely essential’ to ‘if at all possible’



Tuskegee study and the Belmont Report
(1932-1972) (1979)

• 1931
Rosenwald Fund donates $50,000 to finance syphilis control 

• 1932
Public Health Service commences study of untreated syphilis 

• 1936
Major paper published. Criticized because it is not known if 
men are being treated. 

- PHS actively withhold treatment thereafter.

• 1968
Concern raised about ethics of study by Peter Buxtun.

• 1969
CDC reaffirms need for study

• 1972
First news articles condemn studies. Study ends.

• 1997
President Clinton apologizes on behalf of the Nation.
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Initially intended to be a short term study to help justify study of treatment options eg salvarsan399 men with known syphilis, 201 without1936 first major paper published on untreated syphilisCriticized because some of the men had been treated1940 – active efforts to prevent treatment1945 – Penicillin formally recommended as the treatment of choice1962 – 127 black medical students rotate through unit1968 – first concerns raised by Peter Buxtun, dismissed by CDC1972 – Washington post article condemns study



International Conference on Harmonisation: 1996

• Following on from numerous tragedies

• Thalidomide being amongst the many cited

• ‘Harmonisation’ of technical requirements for registration of pharmaceuticals

• Common regulatory principles across the globe

• The ICH Guideline for Good Clinical Practice is born



Alder Hey Hospital 
Inquiry

• Followed on from investigation into heart 
surgery inquest

• NHS hospitals were routinely retaining 
postmortem body parts for research

• >100,000 body parts in total were 
retained without consent



Regulations arrive…

• Clinical Trial Directive 2001
• European Union directive requiring adherence to ICH guidelines

• UK Trials Regulations 2004
• The MHRA was designated as the competent authority to oversee the 

directive

• Human Tissue Act 2004
• As a direct result of the Alder Hey inquiry

Presenter
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Regulations arrive…

• Clinical Trial Directive 2001
• European Union directive requiring adherence to ICH guidelines

• UK Trials Regulations 2004
• The MHRA was designated as the competent authority to oversee the 

directive

• Human Tissue Act 2004
• As a direct result of the Alder Hey inquiry

(Serum is not covered by this act) 



Routine care data

• Differences between audit, service evaluation and research…







Who do you trust more?



Disclosures

• I have been bribed by Company A, Company B and Company C to say nice 
things about their products

• They have paid for travel to meetings in nice locations

• Occasionally they invite me to ‘advisory boards’, offer free lunch and pay 
me some money

• One particularly kind company gave my department money for a new 
specialist nurse 

• (but I don’t normally disclose this because the money went to the NHS)



Disclosures

• I work for a university that periodically undertakes staffing ‘reviews’

• If I do not bring in fully costed research money (e.g. from companies 
that pay 120% FEC) I may be ‘reviewed’

• If I do not publish papers in high impact journals with positive 
findings I may be ‘reviewed’



Who do you trust more?



Placebo responses

Design work arounds The evolving placebo response



In summary

• Medical ethics has a dark history which we must not forget

• The arrival of tight regulation should be welcomed, although it 
undoubtedly slows some aspects of research

• Financial conflicts

• Are placebos still ethical to use?



Introducing King’s Improvement 
Science (KIS) resources for quality 
improvement, implementation 
research and evaluation
20th June 2018
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Plan for today…
1. Introduce King’s Improvement Science and what we do (5 mins)

2. A brief overview of the KIS resources (5 mins)

3. A more detailed overview of the ‘quality improvement project decision matrix’  (5 mins)

4. The matrix ‘taster’ exercise  (20 mins)

5. The matrix exercise discussion  (15 mins)

6. Feedback forms  (5 mins)
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What is King’s 
Improvement Science?
A programme of King’s Health Partners, and 
the Centre for Implementation Science - part 
of the CLAHRC South London (Collaboration 
for Leadership in Applied Health Research and 
Care)

A team of specialist researchers who work 
with health professionals, managers, patients 
and the public to improve health services 
through:

KIS projects

Capacity Building Programme

Presenter
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KIS started in 2013; funded by the four organisations that are part of KHP (GSTT, KCH, KCL and SLAM) –awarded for 5 years; the life of KIS got extended within the original funding envelope until end of 2018.
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13 CLAHRCs in England, funded by the NIHR. Collaborations between universities and NHS organisations with a mission to make health services better by studying how to best apply (implement) the results of research (effective treatments and ways of working).3 in London –South, NW and North Thames



What we do…
We were involved with five QI projects 
(2013-2016)

Issues identified by service users, clinical 
and managerial staff at three KHP trusts

Projects groups included clinicians, 
service users, managers and researchers  

Projects aimed to develop, monitor and 
evaluate a service improvement 
programme

We have used the learning to inform 
the development of a range of 
resources 
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You can read about the projects on our website.



What we do…

MSc in Improvement and Implementation Science

Annual Implementation Science Masterclass (17th-18th July)

1st UK Implementation Science Conference (19th July)

Monthly seminars about improvement and implementation (every 
first Tuesday of the month at IoPPN)

Advice Clinic for quality improvement and implementation science 
projects

Bespoke short courses
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What we do…

Contribution to Undergraduate and Postgraduate 
teaching at KCL

Supporting the training of GKT Medical School QI 
supervisors

Contribution to training and capacity building in 
KHP trusts (e.g. Fit for the Future Week 2016 at 
GSTT)

Commissioned evaluation of 
improvement/implementation programmes or projects
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Find out more…
You can read more about our activities in 
the annual report 

Also on our website:

www.kingsimprovementscience.org



Overview of the KIS resources
All available on our website – www.kingsimprovementscience.org
free and no registration needed

Intended to be used mostly online due to hyperlinks/recommended 
resources but can be printed

Suitable for anyone interested and/or involved in improvement or 
implementation work (e.g. clinicians, managers, service users, 
researchers, students…)
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A new resource –the KIS Glossary of terms used in quality improvement, improvement and implementation science coming later in 2018.



KIS guides to quality improvement



Step 1: KIS introduction to quality improvement

Step 2: KIS guidance for deciding what to improve and 
assessing the feasibility of a quality improvement project

Step 3: KIS template for planning and evaluating a quality 
improvement project
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Based on what we know about good practice in quality improvement; and our own experience and learning from conducting and supporting QI projects. Our QI resources don’t subscribe to any particular QI methodology and can be used with any method/approach or alone. They stress the importance of assessing the evidence base for any interventions or changes (to be introduced); and are based around team work and collaboration. Most suitable for longer-term collaborative projects and initiatives; not as suitable for very small changes or projects that need to be ‘up and running’ within hours or days.



KIS advice about patient 
and public involvement



Involving patients, service users and members of the public in 
our work is very important to KIS

The resource includes recommendations based on the 
involvement work we carried out in QI projects (what went 
well, but also not so well)

Links to other recommended resources for involvement



Implementation 
Science Research 
Development 
(ImpRes) tool and 
guide



10 domains-core principles and 
methods of implementation
science

Step-by-step approach to 
designing high quality and 
rigorous implementation 
projects



KIS guide to evaluation 
resources



Signposts resources that we recommend for evaluating 
health care initiatives including QI projects and programmes

Step-by-step evaluation toolkits

Resources for evaluating patient and public involvement

Our top tips for evaluation

Presenter
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We don’t promote a single guide or a toolkit as different evaluations will require different methods and approaches. 



Quality improvement project decision matrix 
‘taster’ exercise

http://www.kingsimprovementscience.org/KIS-QI-
guide-step-2

http://www.kingsimprovementscience.org/KIS-QI-guide-step-2








A fictional quality improvement (QI) project proposal: 
‘Involving patients in improving hand hygiene compliance 
amongst hospital staff’



• Read the QI project proposal
• Imagine you are part of a panel of ‘QI leads’ deciding 

whether to support this project or not
• Work with your team to score the proposal on three 

questions
• Each question can score between 1-5 where 1 is the 

‘worst’ and 5 is the ‘best’
• Note down the reasons for each score
• Add up your scores for a total score and decide on the 

overall outcome:
‘We would support the project’

‘We would ask for further information’
‘We would not support the project’

• You have 20 minutes



Thank you for coming to our session. 

Get in touch:
barbora.krausova@kcl.ac.uk

www.kingsimprovementscience.org

mailto:barbora.krausova@kcl.ac.uk


Patient Safety Learning
‘Promoting system wide learning in healthcare’ 

James Titcombe – June 2018



An organisation 
with a memory, 
2001 
Sir Liam Donaldson:

“…there is evidence that some specific types 
of relatively infrequent but very serious 
adverse events happen time and again over a 
period of years. Inquiries and incident 
investigations determine that ‘the lessons 
must be learned’, but the evidence suggests 
that the NHS as a whole is not good at doing 
so.”



Four key recommendations

• Unified mechanisms for reporting and analysis when things go wrong;
• A more open culture, in which errors or service failures can be reported 

and discussed;
• Mechanisms for ensuring that, where lessons are identified, the 

necessary changes are put into practice;
• A much wider appreciation of the value of the system approach in 

preventing, analysing and learning from errors.

All equally valid & relevant today



The Kirkup report -
3rd March 2015

Furness General Hospital – 2004 – 2013:

“Lethal mix” of failures that “we have no 
doubt, led to the unnecessary deaths of 
mothers and babies”

“Our findings are stark, and catalogue a 
series of failures at almost every level –
from the maternity unit to those 
responsible for regulating and monitoring 
the Trust.”



20 instances of significant or major failures of care at FGH 

Relating to 3 maternal deaths and 16 baby deaths

11 babies and 1 mother would have survived with different 
care

Joshua – 27th October 2008

First avoidable death occurred in 2004, however…





“….errors occur in every healthcare 
system. What is inexcusable, however, 
is the repeated failure to examine 
adverse events properly, to be open 
and honest with those who suffered, 
and to learn so as to prevent 
recurrence. Yet this is what happened 
consistently over the whole period 
2004–12.”



Each Baby Counts – July 2017



Each Baby Counts – July 2017



Of these:
• 25% of the local reviews did not contain sufficient info to draw 

conclusions, of the rest:
• Only 9% used an external expert 
• Only 34% invited the parents to be involved in the process
• 23 % contained actions solely focused on individual staff

From 1136 babies:



“Clear standards should be drawn up for incident reporting and 
investigation…. 

…to include a requirement that investigation of these incidents be 
subject to a standardised process, which includes input from and 
feedback to families, and independent, multidisciplinary peer review, 
and should certainly be framed to exclude conflicts of interest 
between staff.” 

Kirkup Recommendation 23



The NHS complaints system in the University Hospitals of Morecambe Bay NHS Foundation 
Trust failed relatives at almost every turn. Although it was not within our remit to examine the 
operation of the NHS complaints system nationally, both the nature of the failures and persistent 
comment from elsewhere lead us to suppose that this is not unique to this Trust. We believe 
that a fundamental review of the NHS complaints system is required.

Kirkup Recommendation 31





Kennedy Report: 2001



False assurance…
“Around 1,200 babies are delivered safe and well at Furness General Hospital every year. Latest statistics 
show that Furness General Hospital and the trust as a whole are among the safest places in England to 
have a baby - Our trust has fewer still births and neonatal deaths than the national average.” Tony Halsall -
15th January 2010 

“Our apologies cannot lessen the pain and suffering of Joshua’s parents, however, we would like to 
reassure the public that we have taken all the steps we can to minimise the risk of this happening again.” –
Tony Halsall June 2011

“...all of these organisations failed to work together effectively and to communicate effectively, and the 
result was mutual reassurance concerning the Trust that was based on no substance.” – Kirkup Report 
March 2015

Persistent questioning and deep inquiry are vital for learning!



Healthcare Safety Investigation Branch (HSIB)

“The NHS currently has no 
consistent approach to 
investigating and learning 
from safety issues”

----PASC Report --- HSIB Expert Advisory Group --- HSIB!!!



HSIB Advisory Group Recommendations



“The single greatest impediment to error prevention 
in the medical industry is that we punish people for 
making mistakes”

“Healthcare has to choose between
Safety & Fear”

http://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwiJ6Y7H3-DMAhVEtRQKHasrDVEQjRwIBw&url=http://www.theguardian.com/society/2013/apr/16/don-berwick-healthcare-expert-nhs&psig=AFQjCNH-SBu_FgMlC89gjPWrUhmmBFq2pg&ust=1463561991183223
http://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwiJ6Y7H3-DMAhVEtRQKHasrDVEQjRwIBw&url=http://www.theguardian.com/society/2013/apr/16/don-berwick-healthcare-expert-nhs&psig=AFQjCNH-SBu_FgMlC89gjPWrUhmmBFq2pg&ust=1463561991183223


“Staff  described a bullying and blame culture... Staff  found 
it difficult to raise concerns or challenge poor performance 
and behaviours. Staff  did not always report incidents; 
where these were discussed the blame culture prevented an 
open discussion to encourage learning and improvements 
to patient safety.”

http://www.cqc.org.uk/location/RRK15/reports

March 2016 CQC Report:

http://www.cqc.org.uk/location/RRK15/reports


“I’ll Datix You…”

Safety or Fear?



“I’ll Datix You…”

Safety or Fear?



Just culture…. 

“…a shared set of values in which healthcare professionals 
trust the process of safety investigation; and are assured that 
any actions, omissions or decisions that reflect the conduct of 
a reasonable person under the same circumstances will not 
be subject to inappropriate or punitive sanctions.” 



Stronger support to help doctors and nurses learn 
from mistakes:

- Every single death to be scrutinised by medical 
examiners or coroners
- GMC no longer able to appeal Medical 
Practitioners’ Tribunal rulings
- New programme offering doctors confidential 
data on their results and how they compare 
nationally to support learning and improvement

Williams Review 



Learning from other sectors

Examples from Sellafield:

1. Incident reporting scheme 
and free Ipads!

2. ‘Human Performance 
awards’





Sharing patient safety learning…

“We need to observe, identify and collate safety relevant 
strategies and interventions at all levels of healthcare 
organisations and the wider system.”

Work needed to “…map and articulate the full range of 
strategies and interventions that are currently in use and 
which might be adopted.”



What might this look like in the healthcare?
• Greater professionalisation of patient safety, accredited framework of skills and 

competencies

• Embedding ‘just culture’ principles in all parts of the system, ensuring staff involved in 
errors are treated consistently and fairly

• Better systems for sharing best practise and patient safety learning and knowledge

• For Healthcare Professionals?

• For Patients?



A conversation in a flower shop



Patient Safety Learning

Culture change  - New awards scheme 
Sharing Learning – New Patient Safety learning platform 
Professionalising Patient Safety – education & training  
Independent Voice; Policy ‘Green Paper’
Working Together – Communities of Interest; Conferences and events

“Working together towards safer healthcare”

Website: www.patientsafetylearning.org

Email: James@patientsafetylearning.org

Twitter: @ptsafetylearn

http://www.patientsafetylearning.org/
mailto:James@patientsafetylearning.org


@Propelperf@Propelperf

MATT LINDLEY



@Propelperf@Propelperf

Insert: TenerifeCrash(nosound).m4v



@Propelperf@Propelperf

Captain Van Zanten



@Propelperf@Propelperf

Humans are designed to fail



@Propelperf@Propelperf

CULTURE
BLAME

LOSS OF TRUST



@Propelperf@Propelperf

Understand error 
An error is a gift to learn 

and improve



@Propelperf@Propelperf

CULTURE

BLAME
JUST & FAIR



@Propelperf@Propelperf

TRUST



@Propelperf

APPROACH
LEADERSHIP



@Propelperf@Propelperf

Our leadership style / mood is like a virus

It has a ripple effect on the team
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