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Time Topic Room

Optional lunchtime sessions, numbers limited to 50 per room, catering provided in the room

13.15 QI Harris Level 1

Service Users and Carers Ochil Level 1

U-Lab Carrick Level 1

National Mortality Case Record Review Tinto Level 0



Topic

Introduction

Strategic landscape

Table discussion

Case Studies

Table discussion

Feedback with panel discussion

Shona Robison MSP – Cabinet Secretary Address 



Prevent? Recognise? 
Respond?



AIM: To design a system that 
supports people better and 
makes it easier to do the 
right thing more often!

•Understand why things go wrong

•Understand why things go right

Why recognise and respond to past events?



The 

system 

model

The 

person 

model

Who did it?

Who is to blame?

What happened?

How do we prevent it 
in the future?

The person or the system?





“The range and depth of knowledge and expertise that 
exists across the various functions within Healthcare 
Improvement Scotland affords an important strategic 
advantage and uniquely positions the organisation to 
place quality improvement at the heart of its 
approach to external scrutiny. I firmly believe that 
implementation of this new model will further drive 
and embed a culture of quality improvement across 
health services in Scotland that will lead the way in 
achieving sustainable and resilient healthcare.” 

Tracey Cooper, Chief Executive of Public Health Wales 
and Design Panel Chair

New quality of care reviews



“Because human error is normal and, by definition, is 
unintended, well-intentioned people who make errors or are 
involved in systems that have failed around them need to be 
supported, not punished, so they will report their mistakes 
and the system defects they observe, such that all can learn 
from them. 

“The best way to reduce harm is ... to embrace 
wholeheartedly a culture of learning.”

A promise to learn – a commitment to act, The National Advisory 
Group on the Safety of Patients in England, chaired by Don Berwick, 
August 2013



Aim: Scotland has a consistent national 
approach to learning from adverse 
events through reporting and review, 
which supports service improvements 
and enhances the safety of our 
healthcare system for everyone.

http://www.healthcareimprovementscotland.org/our_work/governance_and_assurance/manage
ment_of_adverse_events/national_framework.aspx

National approach 

http://www.healthcareimprovementscotland.org/our_work/governance_and_assurance/management_of_adverse_events/national_framework.aspx


Learning from adverse events 

“Care will never be risk free, but we can minimise these risks in order to 
provide high quality care for the people of Scotland. Learning from adverse 
events is crucial to continually improve person-centred, safe and effective 
delivery of care. Each of these events should be regarded as an opportunity 
to learn and to improve in order to increase the safety of our care system for 
everyone. 

“Supporting cultural change is at the heart of this work. We all want to 
achieve a positive safety culture that is open, just and informed, in which 
reporting and learning from error is the norm. Achieving cultural change is 
challenging and will take time, but we are seeing positive changes with 
learning summaries beginning to be shared nationally through the adverse 
events community of practice website.”

David Farquharson, Chair of the Adverse Events Programme Board and Medical 
Director of NHS Lothian



Learning from adverse events 

Helen Munro, Public Partner



Scottish Mortality and Morbidity Programme

Manoj Kumar, National Clinical Lead and Consultant Surgeon, NHS Grampian





‘The single greatest impediment to 
error prevention in the medical 

industry is that 
we punish people for 

making mistakes.’

Dr. Lucian Leape
Professor, Harvard Medical School of Public Health

Testimony before Congress on 
Health Care Quality Improvement







Can we really learn from the past? 





Discussion

Thinking about what you have heard;

1) at your table agree an issue to discuss 

2) put this issue in the centre of the 
framework

3) what information do you already 
collect to help you answer the 
question ‘how safe is our care?’ in 
relation to this issue?

4) have you identified any gaps?



Mags Baird, NHS Borders

• QI methodology & project management approach to testing.

• The framework provided a structure to map inpatient stories, measures, 
documents being used at each stage of the frailty pathway to inform our 
improvement plan.

• The language of the framework is helping us to structure staff conversations 
around safety for older people, in hospital.

• The framework provided an evidenced based approach to measuring and 
monitoring safety at pathway level.

Case studies – measurement and monitoring of 
safety 

Testing the framework at a frailty pathway level



Case study – sick day medicine cards





Case studies – wrong site surgery



Learning 
summaries



http://www.knowledge.sc
ot.nhs.uk/adverse-
events/sharing-
learning.aspx

http://www.knowledge.scot.nhs.uk/adverse-events/sharing-learning.aspx
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Case study – suicide reporting and learning system
Anna Wimberley





Discussion

• What will you do differently after today?

• What suggestions do you have for the national programmes?



Feedback and panel discussion 

• Craig White, Divisional Clinical Lead, Healthcare Quality and Improvement 
Directorate, Scottish Government 

• Manoj Kumar, National Clinical Lead and Consultant Surgeon, NHS Grampian

• Jenny Long, Senior Programme Manager, Healthcare Improvement Scotland

• Jonathan Kirk, National Clinical Lead, Measurement and Monitoring of 
Safety

• Helen Munro, Public Partner




