
1  |  Patient safety COVID-19 update - 17 December 2020 
 

 

 

 
Patient safety update - 17 December 2020 
 

Patient safety COVID-19 update from the NHS National Patient Safety Team 

This update pulls together key information that you or your clinical governance/patient safety heads might 

need to know but could otherwise miss. It is not intended for general circulation within your organisations.  

Introductory message  

This time last year, as we were making plans for 2020, we certainly did not expect the year to pan out to be 

the most challenging in the history of the NHS.  

It is therefore more important than even that we thank you all for your hard work, for rising to the 

unprecedented challenges we’ve faced, and for everything you do in continuing to keep patients safe. 

We know many of you will be working over the holidays and that there is still a lot of hard work to be done, 

but as we enter the festive season we send our best wishes to you, your colleagues and families. 

The NHS National Patient Safety Team 

Key 
messages 

Information for safety leaders 

• Be aware of the 
Ockenden report 
and the immediate 
response required 
of all trusts 
providing 
maternity services 

1. Donna Ockenden’s first report: Emerging Findings and Recommendations 
from the Independent Review of Maternity Services at the Shrewsbury and 
Telford Hospitals NHS Trust was recently published, including immediate 
and essential actions to improve maternity services at the Trust and 
across England. 
 
A letter issued to trust chief executives from the NHS England and NHS 
Improvement Chief Operating Officer, Chief Nursing Officer and National 
Medical Director has set out the immediate response required by all trusts 
providing maternity services. 

   
Trusts are asked to confirm by 5pm on 21 December 2020 that the 12 
urgent clinical priorities outlined in the letter have been implemented. 

 

• Be aware of our 
recent National 
Patient Safety 
Alert on the risk of 
deterioration due 
to rapid offload of 
pleural effusion 
fluid from chest 
drains 

1. A National Patient Safety Alert has been issued around the risk of 
deterioration due to rapid offload of pleural effusion fluid from chest drains. 
 
The alert asks providers to review local chest drain clinical procedures to 
ensure they follow national guidelines and standards; and to ensure clear 
instruction on frequency of observation, red flag triggers and local 
escalation procedures for patient deterioration are available at the 
patient’s bedside. 
 

• Be aware of the 
two reports 
recently published 
by HSIB  

2. HSIB has published two new reports: 
 

• On 17 December 2020 a report was published following the HISB 
investigation examining patient safety issues related to the placement 
of nasogastric (NG) tubes. 
 
 

https://www.donnaockenden.com/downloads/news/2020/12/ockenden-report.pdf
https://www.donnaockenden.com/downloads/news/2020/12/ockenden-report.pdf
https://www.donnaockenden.com/downloads/news/2020/12/ockenden-report.pdf
https://www.england.nhs.uk/wp-content/uploads/2020/12/Ockenden-Letter-CEO-Chairs-final-14.12.20-1.pdf
https://www.england.nhs.uk/wp-content/uploads/2020/12/Ockenden-Letter-CEO-Chairs-final-14.12.20-1.pdf
https://www.england.nhs.uk/wp-content/uploads/2020/12/Ockenden-Letter-CEO-Chairs-final-14.12.20-1.pdf
https://www.england.nhs.uk/2020/12/deterioration-due-to-rapid-offload-of-pleural-effusion-fluid-from-chest-drains/
https://www.hsib.org.uk/investigations-cases/placement-nasogastric-tubes/
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The HSIB investigation focused on two key processes: confirmation of 
NG tube placement using pH testing; and interpretation of chest X-rays 
for clinical deterioration and identification of NG tube position. 
  

• On 3 December 2020, HSIB published a report following its 
investigation into the challenges involved in introducing smart infusion 
pump technology within NHS hospitals. Although the aim of smart 
infusion pumps is to improve patient safety, the technology can 
introduce new risks. 

 
The investigation reviewed the safety risks involved in introducing the 
technology and makes safety recommendations about how these risks 
need to be managed. 
 

Send any queries on this update to patientsafety.enquiries@nhs.net 

 

In focus: Maximising opportunities to reduce harm associated with 
medicines 
 
The National Medicines Safety Improvement Programme addresses the well-known and large scale causes 
of severe harm associated with medicines.  
 
Examples of successful initiatives include: 
 

• community pharmacist consultation post-discharge reducing 30-day readmissions from 16% to 

under 6% 

• the percentage of trusts adopting electronic prescribing and medicines administration (EPMA) rising 

from 19% to 69% in two years and will be at 80% in the next year; reducing medication errors by 

30%.  

• the roll out in GP practices of the pharmacist-led IT-based intervention, PINCER, allowing 23.8 

million patient records to be searched, leading to 13,387 fewer patients being at risk of harm from 

medication errors.  

 

Each of these well evidenced interventions could be extended to reach many more patients. Local 

leadership is pivotal to the spread of these benefits.  

 
There are also significant opportunities to reduce the risk of severe harm associated with medication by: 
 

• Using the ePACT2 dashboards. These contain 54 safety indicators in primary care prescribing, 
including metrics related to opioids, anticoagulants and polypharmacy; which are important 
priorities for the National Medicines Safety Improvement Programme.  

• Working with the Patient Safety Collaboratives on harm associated with opioids and the safer 

administration of medicines in care homes. Medicines Safety Officers (MSOs) and system leaders 

can contact their local Patient Safety Collaborative via their AHSN or 

nhsi.medicinessafetyimprovementprogramme@nhs.net  

 

 

 

 

 

https://www.hsib.org.uk/investigations-cases/smart-pumps/
mailto:patientsafety.enquiries@nhs.net
https://www.england.nhs.uk/patient-safety/national-medicines-safety-programme/
https://bmjopen.bmj.com/content/6/10/e012532
https://bmjopen.bmj.com/content/6/10/e012532
https://pubmed.ncbi.nlm.nih.gov/18579832/
https://pubmed.ncbi.nlm.nih.gov/18579832/
https://www.nottingham.ac.uk/primis/pincer/pincer-intervention.aspx
https://www.nottingham.ac.uk/primis/pincer/pincer-intervention.aspx
https://www.nottingham.ac.uk/primis/pincer/pincer-intervention.aspx
https://www.nhsbsa.nhs.uk/epact2
mailto:nhsi.medicinessafetyimprovementprogramme@nhs.net

