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Time Topic Speaker 
11:45 – 11:50 Welcome  and sessions aims Dr Brian Robson 

11:50 – 12:00 An introduction to the framework for measuring and monitoring safety  
 

Dr Jonathan Kirk 

12:00 – 12:30 Our journey so far Jo Thomson 
Morag MacRae 
Julia Scott 
and teams 

12:30 - 12:45 Table discussions 

 All 
12:45 - 12:55 View resources 

12:55 – 1:00 Close  Dr Brian Robson 
 



We would love your questions or comments 

 

 

 #am4spsp 



Big us up on Twitter 

#THFSMP 

#SPSPCONF15 
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Dr Jonathan Kirk 

National Clinical Lead, measurement and monitoring of safety programme, 
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‘How safe is our care?’ 



A promise to learn –  
a commitment to act 
‘Patient safety cannot be improved without active interrogation of information 

that is generated primarily for learning, not punishment, and is for use 
primarily at the front line. Information should include: the perspective of 
patients and their families; measures of harm; measures of the reliability of 
critical safety processes; information on practices that encourage the 
monitoring of safety on a day to day basis; on the capacity to anticipate safety 
problems; and on the capacity to respond and learn from safety information’.  

‘Most health care organisations at present have very little capacity to analyse, 
monitor, or learn from safety and quality information. This gap is costly, and 
should be closed’. 





Key message 

We cannot answer the question ‘is care safe?’ by looking at past harm alone. 

 

We can enhance this by incorporating approaches to measurement that 

also establish the presence of safety? 



‘A goal without 
method is cruel.’ 
 
W. Edwards Deming 

Image from www.census.gov 

http://www.census.gov/


A framework for measuring and 
monitoring safety 









All improvement is local 

 Mental health 

• Locality integrated mental health 
service, with involvement of 
community and primary care 
services 

• Natural evolution from work on 
Scottish Patient Safety 
Programme in Mental Health 

• Links to work on measurement 
of quality at Board-level 

 Older people 

• Focus on a pathway for frailty, 
focussing at point of admission 

• Natural evolution from work on 
Older People’s Care Improvement 
programme 

• Links to work on measurement of 
quality at Board-level 



Early observations 

• Seems to resonate well with both clinicians and managers 

 

• Operational frailty 

 

• Capacity, capability and priority 

 

• Need for coordinated approach 



Thank you 

Dr Jonathan Kirk 

National Clinical Lead, measurement and monitoring of safety programme, 
Healthcare Improvement Scotland 

 

Jonathan.Kirk3@nhs.net  
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Table discussions 

• What are your reflections on what you have heard? 

 

• What do you think the implications / potential could be for your 
area of work? 

 

Please write down three reflections – each on a different 
post-it, and put on one of the boards in the room 



Resources 

Image by Till Teenck 



Lunchtime Sessions 

• Service user and carer engagement session – Harris Suite 

• U-Lab – Carrick Suite 

• Mark Gallagher Q&A – Ochil Suite 



This Afternoon 

• Lunch 13:00 – 14:00, Cromdale Hall, Level -2 

• Board Showcase, Cromdale Hall 

• Exhibitors, Strathblane Foyer, Level 0 

• Afternoon symposium sessions 


