
Safer Together 
 
Recording and Learning from Patient Safety 
Incidents in Primary Care 

  
 
  

Sabina Khanom, Patient Safety Policy Lead (Primary Care) 
sabinakhanom@nhs.net 

6 November 2018 

mailto:sabinakhanom@nhs.net


2   | 2   | 

National patient safety team 
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Potential for error – NHS in England 
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National alerts, actionable solutions  
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Reports of Patient Safety incidents in General Practice to the NRLS: 2004-2014 

Historically very low levels of  reporting 

from general practice and showing a 

downward trend… 
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Barriers to reporting – what GPs told us  
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New GP eform – a reporting tool specifically designed 
for general practice  
https://report.nrls.nhs.uk/GP_eForm 

 

 

https://report.nrls.nhs.uk/GP_eForm
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Additional benefits 
 
 
 

• desktop icon for quick access to GP eform 

• bounce back email with feedback and SEA 

• option to share incident locally with CCG 
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The Future - what will PSIMS offer? 

Once completed, we envisage a system that provides five main “zones” of 

functions, which together will support NHS Improvement’s to ''fulfil our 

statutory patient safety duties: to collect and analyse information about what 

goes wrong in the NHS; and to provide advice and guidance on reducing the 

risks to patients...help providers better understand what goes wrong in care, 

support increased transparency around patient safety data” (NHSI 2017-19 

Business Plan)' 
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A ‘step-change’ in reporting 

New GP eform launched 
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National Patient Safety Alert 
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WHO Global Patient Safety Challenge  

Medication Without Harm 

 

“…reduce severe 
avoidable medication 
related harm globally 
by 50% in the next 5 
years” 
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WHO Global Patient Safety Challenge 

Domains + Priorities 

Patients and 
the Public 

Medicines 

Systems and 
Practices of 
Medication 

Healthcare 
Professionals 

“Patients and the public are 
not always medication-
wise. They are too often 

made to be passive 
recipients of medicines and 

not informed and 
empowered to play their 

part in making the process 
of medication safer”. 

[WHO]  

“Health care professionals 
sometimes prescribe and 
administer medicines in 
ways and circumstances 
that increase the risk of 

harm to patients” [WHO]  

"Medicines are sometimes 
complex and can be 

puzzling in their names, or 
packaging and sometimes 

lack sufficient or clear 
information. Confusing 
‘lookalike sound alike’ 

medicines names and/or 
labelling and packaging 
are frequent sources of 
error and medication-

related harm that can be 
addressed." [WHO]  

“Systems and practice of 
medication are complex 
and often dysfunctional, 
and can be made more 

resilient to risk and harm if 
they are well understood 

and designed”. [WHO]  

Poly- 

pharmacy 

High risk 
situations 

Transfers 
of care 
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DHSC response to the WHO 
challenge… 
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Burden of medication errors 

EEPRU headlines: 
• Estimated 237 million medication errors 

occur in the NHS in England every year, 

• 72% have little or no potential for harm, 

• 66 million potentially clinically 
significant errors per year, 71% of these 
in primary care, 

• Estimated NHS costs of definitely 
avoidable ADRs are £98.5 million per 
year, consuming 181,626 bed-days, 
causing 712 deaths, and contributing to 
1,708 deaths. 
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Medicines Safety Programme 
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Current activity 

Development of a suite of metrics 
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Current activity 

Repository of good practice 
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Current activity 

Development of hospital electronic 
prescribing and medicines administration 
(EPMA) and systematic use of information 
in primary care (e.g. PINCER) 
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Current activity 

Patients and the Public 
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‘a system devoted to continual learning and improvement’ 

“The most important single change in the NHS...would be for it to become, more than ever before, a system 
devoted to continual learning and improvement of patient care, top to bottom and end to end”.  
 

Don Berwick, 2013 
A promise to learn - a commitment to act. 
 

 

Record patient safety incidents for national 

learning 

https://report.nrls.nhs.uk/GP_eForm 

Save the icon to your desk top (simply drag and drop 

from the web address to your desk top) 

Visit the Patient Safety in General Practice web 

page 

https://improvement.nhs.uk/resources/reporting-patient-safety-
incidents-general-practice/ 


