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Chapter 5: Safe


Matrix 5.5: Patient Safety Signals 
  
Scope  
What’s in this matrix? 
Identifying Risks to Patient Safety
Reporting Patient Safety Incidents
Receiving Alerts on Patient Safety
Assuring Prescribing Safety
Avoiding Preventable Harm
Actively Promoting Health, Safety, and Welfare
What’s not in this matrix? 
A fit-for-purpose prescription issuing system. This is covered by Chapter 5: “Safe”  Matrix 5.1 “Prescription Administration System”. This Matrix 5.5 does, however cover the safety of drugs prescribed, drug interactions, adverse effects, etc. 
Infection control. this is covered by Chapter 5: “Safe”, Matrix 5.2 “Infection Control”.
Management of emergency presentations. This is covered by Chapter 5 “Safe”  Matrix 5.3 “Managing emergencies”.
Safeguarding. This is covered by Chapter 5 “Safe”  Matrix 5.4 “Safeguarding”.

Key Questions to consider for this Matrix. 
practice systems for delivering care should be high quality, reliable and safe. How can this be assured? What would be needed to do to document this? 
How does the practice identify and record risks to patient safety?
How many ways does the practice identify and report patient safety incidents? 
Can documentation be readily produced of all such incidents from the past year and their associated learning? 
 How does the practice learn from patient safety alerts received from elsewhere? (CMO, MHRA, etc) 
How does the practice learn from when things go right and make it business as usual? 
When the practice has successfully reduced a risk to safety following a patient safety incident, how does it ensure it does not happen to the same patient, or to any patient, or to anyone ever again? 
What learning is documented and incorporated into systems because of using the Prescribing Safety Tool (Audit+)? 
 
Self-assessment at level 1 for this matrix 					 
Level 1 of each matrix reads as follows: -  					 
 
[bookmark: _Hlk161925603]Level 1:  No assurance. The Practice cannot demonstrate that the Practice have achieved any of the other levels, but the Practice is working towards it.

Note that the wording of this level remains aspirational. Select this level if unable to meet the criteria for level 2.  
 
What to demonstrate to self-assess as level 2 for this matrix?  
 
[bookmark: _Hlk161925583][bookmark: _Hlk161926168]Level 2: Limited Assurance. The Practice can demonstrate some elements of a process (e.g. a framework, checklist, policy or protocol, staff training, a plan, measures, a named practice leader for the project), but the Practice has not completed a cycle yet.

  Examples (not an exhaustive list) satisfying level 2 self-assessment could include:  
Identifying Risks to Patient Safety – held a few Significant Event Analysis meetings at the practice in the past year but cannot document a register of what patient safety risks had been identified in those meetings, or what system changes had resulted from these. 
Reporting Patient Safety Incidents –  can demonstrate that the practice has made some DATIX submissions, and some Yellow Card Scheme submissions in the past year but have not kept a log of these and cannot assure that these submissions are made in every case of a Patient Safety Incident. Also, cannot document if any of these submissions had resulted in any change to systems within the practice. 
Receiving Alerts on Patient Safety – aware that the practice received MHRA alerts within the past year, and in line with protocol these were given to the senior partner and the practice pharmacist. However, cannot evidence what actions, if any, had been taken because of these alerts. 
Assuring Prescribing Safety - are aware that the practice has access to the Prescribing Safety Tool (Audit+) but practice-based pharmacist who does medication reviews uses this. aware they said it is useful, but unable to document any learning from this, or any changes to the practice system. The results from this tool have not been discussed at any clinical meetings. 
Avoiding Preventable Harm – A GP partner had raised an issue at a recent Monday lunchtime learning session that he had noticed a patient who had been diagnosed and treated for polymyalgia rheumatica a couple of years ago, was still on 10mg of prednisolone, had not been assessed for bone protection, was not on calcium, vitamin D, or a bisphosphonate. He said that he would have expected the patient to have been on a lower dose of prednisolone, such a long time after the diagnosis. The GP advised that the patient would have been at risk of multiple harms from these deficiencies. He described how he had corrected these deficiencies. He wondered if there might have been problems with the repeat reauthorisation system, whether there was a failure in the recall for review system, or whether the patient might have only been reviewed by staff who had inadequate knowledge of the management of PMR. A decision was made to organise a significant event analysis of this in order to be able to assess the way forward with any system changes that might be required. 
Actively Promoting Health, Safety, and Welfare – Like all other Welsh practices, the flu vaccination programme has been actively promoted on an annual basis. However, not been able to describe whether achieved an acceptable coverage of at-risk groups or if vaccination performance is continuing to improve and  cannot provide any descriptions of evaluated interventions used to improve uptake. 

Documentation to support such examples could include documentation of SEAs, changes to supervision, minutes of learning sessions, etc. 
 
NB: Level 2 self-assessment does not require that each of the topics listed above under Scope, or the documents /elements mentioned above under examples, has been fully addressed. It is for the practice to consider how comprehensively to address these for higher maturity levels of self-assessments.  
 
What to demonstrate to self-assess as level 3 for this matrix?   
[bookmark: _Hlk161928353][bookmark: _Hlk161925622]Level 3: Reasonable Assurance. The Practice can demonstrate that the Practice have completed a learning cycle as a practice and made changes to processes as a result.


Starting with the level 2 self-assessment, it then follows that simply performing an evaluation, and then reflecting and acting on it, would enable self-assessment as level 3.  The evaluation might be an audit or a learning cycle such as a PDSA, clinical audit, QI project, or an SEA with a completed action plan. 
 
If process includes reviewing those changes year after year and covers a wide range of policies and involves the wider team, then consider this as meeting level 4.  
 
Examples (not an exhaustive list) satisfying level 3 self-assessment could include:  
Identifying Risks to Patient Safety –reflected with senior partner on level 2 self-assessment for this from the previous year and decided would set up a system whereby SEA meetings would become routine for the practice - and not just wait for an SEA to be recognised by a particularly enthusiastic member. have sent reminders well in advance of these regular meetings prompting submissions of topics for discussion and throughout the year maintaining a log of patient safety risks identified together with interventions implemented. 
Reporting Patient Safety Incidents – Through the log set up aided by the practice pharmacist, has noted that the practice has submitted increased numbers of DATIX and Yellow Card Scheme submissions in the past year. 
Receiving Alerts on Patient Safety – the MHRA alerts received in the past year have now been logged and can confirm that have recorded the changes to the system which had been agreed with the pharmacist and the partnership. These might be performing a search of the computer system for patients on a particular drug highlighted by such an alert – and amending the dose or checking for any interactions highlighted by the alert. Action on the alert might also include a decision to send memos to all staff members about the interventions taken as a practice. 
Assuring Prescribing Safety – By now, aware that the Prescribing Safety Tool (Audit +) which had previously only been used by the pharmacist, now features as a regular agenda item on the practice’s monthly lunchtime meetings. For example, at one meeting could describe how the pharmacist had identified, through using this tool, that 17 patients were on a potentially harmful combination of ACE inhibitor and NSAID, together with a latest eGFR of under 45. The practice agreed a plan, there and then, that the pharmacist would call each of these patients in for review to assess the potential for reducing their nephrotoxic risk. It was agreed that the pharmacist would also write a memo to inform all those clinicians who were not present at that meeting, so that they would become aware of the problem. 
Avoiding Preventable Harm – Following the identification of the problem of inadequate monitoring and management of PMR in a patient, raised by the junior GP partner (see above, level 2 example), a search of all patients with PMR had been performed. This had identified that the problem of inadequate monitoring and management of PMR had been more widespread than it had been thought. Many had not been assessed for bone protection and a lot had not had their steroids reduced according to protocol. The junior partner led a learning session, based on their learning from BMJ Best Practice and their presentation of the data from his computer searches. As a result of this learning, the practice decided that it needed to improve the clinical coding of patients on PMR, improve the diagnostic process for PMR (many lacked a review post-initiation of steroids and lacked documentation of prompt response to steroids to confirm the diagnosis). There was also a plan to review each patient identified for adherence with down-titration of steroids and assessment for bone protection. 
Actively Promoting Health, Safety, and Welfare – following a level 2 self-assessment last year, the practice had decided to audit its influenza vaccination to identify strategies to improve uptake among its at-risk populations. It set itself targets to improve and can provide documentation of this, and how it had involved the whole team in this objective setting. 

Documentation to support such examples could include: 
SEA report and minutes of meeting where it was discussed with actions being recorded. 
The practice education/learning plan resulting from an SEA. 
Summaries of feedback from staff surveys, and action plans resulting from them 
PDSA, clinical audit, QI project 
 
What to demonstrate to self-assess as level 4 for this matrix?   
[bookmark: _Hlk161915653][bookmark: _Hlk161923824]Level 4: Substantial Assurance. The Practice can demonstrate that the practice team works with an effective monitoring system, with multiple learning cycles across the breadth of the matrix.

Reflect on   
level 2 being a decision to implement a change, but without evaluation   
level 3 being an implemented change with documented evaluation  
level 4 would be that implemented change with evidence of repeated evaluation and wider participation of the practice team. This will be consistent with several changes that have become firmly embedded in the practice’s culture and is now business as usual. 
 
Examples (not an exhaustive list) satisfying level 4 self-assessment could include:  
Identifying Risks to Patient Safety – By now the SEA meetings are held on a routine basis with evidence of collation of risks by themes recorded. One of the GP partners is the Clinical Governance Lead and has taken leadership of these meetings. They had decided that these meetings would now be called “Patient Safety” and would also be a good forum to collate learning on patient safety from claims and concerns, including learning points for the practice identified by GMPI and the Ombudsman, together with reviewing all DATIX/Yellow Card Scheme submissions, data from the Prescribing Safety Tool (Audit+) and alerts received from organisations outside the practice.  The practice is now able to substantially assure its approach to patient safety and document that its approach is proactive, and not merely reactive.  
Reporting Patient Safety Incidents- Through  well-advanced systems,  can prove that the practice plays an important role in reporting patient safety incidents through a number of ways. It has a record of such reporting going back years and can prove that such reporting has become more comprehensive.
Receiving Alerts on Patient Safety – The practice has documentation going back years of receiving and acting on alerts received from other organisations on patient safety. It has documented how it has intervened on this information to protect its patients, and that it has ensured that such interventions have had lasting effects – i.e. that the changes have become embedded in the practice systems and re-evaluated. 
Assuring Prescribing Safety – The Prescribing Safety Tool (Audit+) is now routinely used, and findings from it reported regularly in practice learning sessions. It informs the practice’s prescribing strategy as well as disease-specific learning sessions. Interventions arising from these data are fully shared with the whole practice team to ensure that the safety risks identified are fully recognised and don’t recur. The practice can demonstrate year-on-year learning from the data generated. 
Avoiding Preventable Harm – Since the junior partner’s original identification of a poorly managed PMR patient, the practice can now assure that its systems for managing PMR have been greatly improved and regularly audited, over multiple learning cycles. 
Actively Promoting Health, Safety, and Welfare – the practice can now demonstrate year on year evaluation of its influenza vaccination programme and has extended the learning it has obtained from this to improving its childhood vaccination programmes, driven also by concern about the national implications of dwindling MMR uptake. It can clearly document how it has approached these issues and how it has evaluated the effectiveness of changes to strategies. 

Typically, a practice self-assessing as level 4 will have multiple examples for this matrix rather than relying on one category of change with multiple cycles. If uncertain as to whether the practice satisfies this “substantial assurance” criterion, opt for a level 3 self-assessment, and aspire for level 4 when more evidence to assure this.   
  


What  to demonstrate to self-assess as level 5 for this matrix?   
[bookmark: _Hlk161915751][bookmark: _Hlk161923845]Level 5: Exemplar. The Practice can demonstrate the Practice has an effective monitoring system, with multiple learning cycles, AND the Practice can demonstrate the Practice has discussed the learning with peers outside of the Practice (e.g. at a GMS Collaborative/Cluster meeting, Primary Care Nursing Collaborative, GP Practice Premises Training Assessment etc).

This would require some degree of external validation of the work. This could include sharing  work with the GMS collaborative / cluster and receiving feedback from members, a peer review by another practice, or an inspection by an official body such as HIW or Llais.  work should already have met the requirements for level 4 – i.e. more than one learning cycle – so sharing an undeveloped learning cycle would not count for level 5.   	 
  
Examples (not an exhaustive list) satisfying level 5 self-assessment could include:  
Identifying Risks to Patient Safety –  highly developed systems for collating data on patient safety incidents and associated risks identified has put the practice  in a position where it has been able to advise local practices within the GMS collaborative on how to review their systems. Of course, this was only possible because it was discussed at a GMS collaborative and invited comments and criticisms from peers.

National Guidance and resources  
NHS Wales Delivery Unit – Patient Safety Wales
NHS Wales Delivery Unit – Patient Safety Incidents 
Welsh Medicines Advice Service - Patient Safety Alerts
MHRA – Yellow Card Scheme  
AWTTC – Prescribing guidance 
HEIW – Prescribing Safety Indicators 

Exemplary documents submitted by practices in Wales: 
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