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Near-miss reporting is carried out using the same system in almost all cases.
The combination of poor usability and the time required to complete the existing
forms results in an especially low volume of near-miss reports.

Training

2.15 Though formally conducted during induction and sometimes refreshed ad
hoc, more than 60% of staff interviewed have received no training in incident
reporting. This finding is further supported by the reporting culture survey where
less than 40% of respondents were aware of refresher training.

Fear of consequences

2.16 The consequences of admitting to errors are widely seen as significant,
with considerable numbers of staff believing that reporting an error will:

e be placed on work records (>40% of staff)
e jeopardise future promotion (>40% of staff)
e Jeopardise job security (>=35% of staff).

Variation in response by professional groups is also significant, with medical staff
more sensitive to these issues than managers (Section 3.8).

Feedback

2.17 Some Boards excel at providing feedback to reporters and make great
efforts to ensure that every report is acknowledged. Overall, however, levels of
feedback to reporters are low and there are clear consequences for this if
reporting levels are to be sustained.

Feedback can take two forms: acknowledgement to the reporter and practical
change. In NHSScotland, the perception of staff on these issues is:

e no organisational response to the reporter when a problem is highlighted
(=>50% of staff)

e day-to-day demands take priority over developing solutions to problems
(>50% of staff)

e the organisation does not try to correct problems (>25% of staff).

\ Further cultural barriers to reporting are addressed in section 3.
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Anonymity

2.18 Options for anonymous reporting are not present in nine Boards, and in all
Boards are only available by informally circumventing the main system or by
leaving personal data fields empty.

Data sharing

2.19 Incident and near-miss data distribution is predominantly vertical within
the organisations. Data are aggregated within Boards and summarised in
management reports which are sometimes cascaded back through the
organisation.

Data are not shared in two key areas:

e lateral sharing of information between discrete local areas and disciplines
(from Board to Board, within pharmacies for example) does not take place
systematically

e aggregation of data across Boards does not take place.

Incident review and investigation

2.20 Incidents and near-misses are reported by all professional groups. In
most cases a risk assessment is included in the reporting system in the form of a
two-dimensional matrix. System users find completion of these matrices difficult
and in practice risk assessment is most frequently carried out by line managers.

2.21 Resource constraints mean that fewer investigations are completed than
either required in policy or desired by managers. Investigations are most
frequently driven by the possibility of litigation, and as a result not all "red-
coded" incidents (those with the highest risk assessment) are investigated
formally.

2.22  RCA, carried out in most Boards to determine immediate and underlying
causes of incidents, is not uniform in methodology or training across
NHSScotland. Current systems have two key drawbacks:

e data gathered during RCA can be subject to a number of biases and there
is no systematic use of "prompts"” to ensure that contributory factors or
contextual risk factors are collected

e no aggregation of RCA outputs is carried out to identify recurring themes
and to share solutions.
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Action for patient safety

2.23 In all Boards, action for patient safety is carried out on the basis of
incident reporting. Examples of local or area-specific learning groups provided
the best examples of remedial action, however, even though these groups were
not necessarily linked to the organisation-wide reporting and analysis system.

Box 5 - Local Learning Groups are effective in many areas

A senior member of staff in a large Board was frank in her assessment of the
usefulness of the main incident and near-miss reporting system. This highly
qualified and widely experienced member of staff had reluctantly formed the view
that the system in place throughout the Board was more an exercise in
bureaucracy than a significant tool to increase patient safety. When reporting
through the main system, she and her staff received no feedback unless the form
had been incorrectly completed and the data gathered on the form were so
general as to be of little use in their area.

In practice, however, this speciality had developed its own systems to access and
review incidents and near-misses. A form to report incidents and near-misses
was used in parallel to the main incident reporting system and was directed
specifically to the managers of the sections. All incidents were reviewed and
assessed, though by professional judgement and experience, rather than through
a formal risk matrix. Following the assessment, reflective learning sessions were
encouraged and moderated by senior managers in what was described as a
blame-free and open environment. Remedial action and policy/practice changes
were logged and disseminated to all members of staff concerned, and practical
changes in patient safety were commonplace. In this local example of excellent
practice, it was noted that staff members would contribute to review and practice
development through private research and presentations to the group.

Key Message 7

The unclosed “loop” between incident reporting and local remedial action reduces
the ownership and involvement of staff and misses opportunities for positive
feedback in the system.
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3 Reporting Culture in NHSScotland

The role of organisational culture in learning from error

3.1 It is now well recognised that human vulnerability to error is one of the
main challenges to be faced by organisations that seek to improve their safety
and quality performance. It is also accepted that errors and near-misses may
occur repeatedly without significant consequences, providing organisations with
the opportunity to anticipate and forestall more serious incidents. If
organisations wish to capitalise on this experience they need to develop a culture
in which errors are explicitly recognised as learning opportunities and where
individuals are comfortable about admitting to errors or problems without fear of
recrimination.

3.2 All Boards have a just or no-blame culture embodied in their policy
documents and all risk managers believe that the disciplinary process is seen as
fair. There may, however, be a sharp contrast between formal organisational
policy and actual practice. The questionnaire used in this survey was designed to
tap into staff perceptions by seeking information from a wide range of staff
members, rather than from managers alone.

3.3 To ensure a consistent and rich datastream in incident reporting, there
must be confidence that staff will not face disciplinary action as a result of
reporting errors unless criminality or serious competence issues are present.
Nevertheless, in eight Boards sampled, reporting had led to disciplinary action
against the reporter.

The systems-based view of error

3.4 Modern views of human error are based on a "systems" view rather than
an individual blame approach. The view may be summarised as:

e humans are imperfect and errors are to be expected
e errors are seen as consequences rather than causes
e error has it's origin in the design of system in which humans work

e errors can be reduced most effectively by changing the way in which
humans work rather than by changing human behaviour itself.’

3.5 To develop an effective reporting system, an organisation needs to have
certain key characteristics. It should:

see errors as learning opportunities
motivate individuals to talk about their own experiences by encouraging
the sharing of experiences

e respond to problems that are identified

e not unfairly penalise those who have made an error

e have a reporting system which is seen to uncover the underlying causes of
incidents.
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The culture of NHSScotland

3.6 Summary scores for six key cultural dimensions are shown in Figure 4.
The dimensions represent the qualities shown by the organisation as measured
by the responses of staff to a 60 point anonymous questionnaire completed by a
cross-section of 900 staff in six NHS Boards. Details of the qualities measured by
each dimension are presented in Box 6.

In this instrument, poor scores would be three and below. Scores from four to
five would be considered acceptable to very good.

Figure 4 Mean reporting culture scores NHSScotland

Reporting culture characteristics in NHSS
(n=907)

# B Incident reporting system

) O Consequences of admitting
error

R HE Response to problems

1 + O Sharing experience

] B Management attitude to

1 1 blame

1 2 3 4 5 |dIndividual attitude to blame
Minimum score 1, ldeal score 5

3.7 Overall scores for NHSScotland are all in the range 3 - 3.5, indicating
some achievement in creating a strong reporting culture, but also indicating there
are significant opportunities in this area.

The reporting culture survey measures six key attributes of organisational culture
which have an impact of reporting. The dimensions are described in Box 6,
overleaf.
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Box 6 — What the reporting culture survey measures

The reporting culture survey we used in this research assesses some critical
qualities of the organisation:

Individual attitude (8 questions) - This scale reflects the model of error causation
held by the individual. Low scores on this scale will suggest that individuals view
the causes of mistakes to be primarily within their own control; these views will
discourage reporting.

Management attitude to mistakes (8 questions) - This scale reflects the model of
error causation perceived to be held by management. Low scores on this scale
will suggest that management views the causes of mistakes to be within the
control of the individual; these views are likely to discourage reporting and open
discussion.

Perceived consequences of admitting to a mistake (14 questions) - This scale
reflects whether staff feel that admitting to a mistake may adversely affect them
professionally and personally. Low scores on this scale will indicate that
individuals are worried about possible repercussions.

Organisational sharing of experience (11 questions) - This scale reflects whether
an organisation has a culture in which the people feel able and are encouraged to
share experience. Low scores on this scale will suggest an environment where
people will tend to withhold information.

Organisational response to problems (5 questions) - This scale reflects whether
the organisation is seen as responsive. Low scores on this scale suggest that
individuals don't want to draw attention to problems because little is done in
response.

Characteristics of the incident reporting system (14 questions) - This scale
reflects the perceived effectiveness of the incident reporting system. Low scores
on this scale will indicate that the system is ineffective in either identifying that
mistakes have been made or in getting to the underlying causes of incidents.

3.8 As well as forming part of a coherent dimension, each of the 60 items in
the survey yields important information in its own right. Key positive findings
are:

e strong adoption of the systems-based view of error (78% of staff)
e recognition of mistakes as learning opportunities (89% of staff)
e strong stated willingness to raise safety issues (80% of staff).

Key areas for concern are:

¢ management are seen as unfair in assigning blame (36% of staff)
management are seen to treat staff groups inconsistently (39% of staff)
job security and promotion are seen to be jeopardised by admitting to
error (35% and 40% of staff)

¢ an unwillingness to share information with superiors (50% of staff)

e perception that people who point out problems are seen as rocking the
boat (50% of staff)

e perception that nothing is done until a problem has recurred several times
(33% of staff)
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e reporting incidents is seen as causing aggravation for all concerned (20%
of staff)

e minor incidents are not reported due to staff being busy (50% of staff)

e completing paperwork for investigations is seen as more important than
patient safety (33% of staff)

¢ incident investigation is seen as focusing on blame and individual mistakes
rather than contributing factors (30% of staff).

Differences between professional groups

3.9 In all dimensions, significant differences between nurses and other
professions are present. Nurses are more concerned about the consequences of
error and have additional concerns about the consistency of management in
dealing with error. Significant differences are also present between doctors and
other staff in the use of incident reporting.

3.10 Managers respond more positively than other professional groups in all
dimensions of the survey. As a consequence of this, surveys of cultural issues,
where samples are drawn predominantly from managers, will have a significant
bias towards over-estimating the progress of cultural change (reference 2, for
example).

Differences between Boards and disciplines

3.11 In the six Boards sampled, significant differences were found between
urban and rural Boards, with urban Boards having better scores in most
dimensions. Within the urban Boards sampled, there is one significant difference
in the area of sharing experience. This is driven not by overall differences
between the urban Boards, but by a strong representation of women and
children's unit staff in one urban Board - a discipline where a stronger reporting
culture was identified.

Reporting culture - summary points

3.12 Despite the formal existence of just or no-blame cultures, perceptions of
key staff (especially doctors and nurses) are frequently that a culture of blame
still exists.

3.13 Management are seen as inconsistent in their response to error and
incident reporting, with nurses especially sensitive to the apparent inconsistency
between professions.

Patient Safety - Review of Incident and Near-Miss Reporting

27




3.14 There is confusion between the reporting system and the disciplinary
process, and a fear of consequences of error, especially on the part of nursing
staff.

3.15 There is a lack of confidence in the effectiveness and purpose of incident
investigations with medical staff especially cynical about this area.

3.16 The culture of NHSScotland is moving toward a just or no-blame culture
but still has considerable work to do to ensure that stated policy is adopted and
accepted by all staff in all Boards.
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4 Learning from Others

High priority national systems

4.1 Risk levels vary across the NHS and a number of systems for reporting
incidents in high-risk areas are already in place and separate from local risk
management and incident reporting systems. Four systems have been examined
in this study: Serious Hazards of Transfusion (SHOT), the Scottish Surveillance of
Healthcare Associated Infection Programme (SSHAIP), the Scottish Audit of
Surgical Mortality (SASM) and the Confidential Enquiry into Maternal and Child
Health (CEMACH).

4.2 Each system reviewed has a number of unique qualities and a single key
characteristic: they all address discrete, highly specific, high-risk areas. Because
they operate at the very extreme end of risk (most notably in the case of SASM
and CEMACH, which are triggered by an actual patient death), investigations are
conducted in great depth but relatively infrequently.

4.3 The depth and detail of these investigations is appropriate, given the
severity of events reviewed and the significance of possible findings. There is a
qualitative difference between the requirements and purpose of SASM and
CEMACH, and therefore the systems used, and the requirements of a local (Board
level) incident reporting system. This is reflected in the level of detail required by
the national schemes when compared to local reporting.

4.4 Though requiring less detail in reporting than SASM and CEMACH, SSHAIP
and SHOT also deal with defined areas where the dataset required is well defined
and of proven usefulness. Both systems have demonstrated patient safety
improvements as a result of reporting.

4.5 With the exception of SASM, where data are captured actively by
dedicated staff, the systems rely on education and promotion to engage
participation. Though not mandatory, participation in SHOT is recommended in
the Health Service Circular Better Blood Transfusion, and overall levels of
participation are high in all four systems. By definition, near-misses are not
sought in either SASM or SSHAIP.

4.6 In the case of SASM and CEMACH, a systematic and thorough confidential
peer-review process is employed. This enables a detailed learning process and
the development of improved practice specific to the area. The advent and
application of the Freedom of Information (Fol) act will affect these systems
significantly.

4.7 In some Boards, dedicated professionals disseminate learnings from
national systems and ensure that lessons learned are applied. There is no formal
mechanism, however, to enable sharing of information and solutions between the
nationally operated systems and Boards.
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National Patient Safety Agency (NPSA)

4.8 The NPSA was created in 2001 to effect meaningful change in patient
safety in the NHS in England and Wales. The key aims are to:

o identify trends and patterns in patient safety through a national incident
reporting system and other sources of information

e develop and provide tools to NHS staff at local level with the objective of
learning from errors through detailed analysis

¢ develop solutions for high-frequency risks at national level.

Four areas of activity of the NPSA were reviewed:

the National Learning and Reporting System (NRLS)
RCA methodology and training

the Incident Decision Tree (IDT)

the Patient Safety Manager (PSM) network.

National Learning and Reporting System

4.9 The NRLS was launched in September 2004 and by Spring of 2005 had
received 85,000 incident reports. Reports come from two sources: local risk
management systems, integrated by bespoke software with the NRLS, and an
internet-based e-form available to all parties.

4.10 In the development of the NRLS and its integration with local risk
management systems, the NPSA was constrained by a number of operational
issues. These included a learning process in both the NPSA and NHS Trusts and
issues of technical difficulty and competence. The principle difficulty was
encountered in establishing a dataset or taxonomy of reporting which could be
used nationally. In practice, the time taken to develop this was considerably
longer than originally forecast and the dataset finally used reflects a high level of
data categorisation. Details of incidents which offer information as to causal
contexts and causal risk factors are included in the final dataset only as non-
mandatory contributory factor fields. In practice, few of these are completed
(less than 10%0).
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Root cause analysis

4.11 The NPSA has developed a RCA methodology and training package,
including a three-day training programme, an e-learning tool and full
documentary support. Strong points of the system are:

simplicity and accessibility

techniques to challenge traditional individual-blame approaches to error
introduction of root-cause and contributory factor analysis

the use of five-why questioning and fishbone diagrams (see Box 2).

A key advantage of the methodology when applied is that staff become involved
and begin to develop an insight into systems-based views of human error. This
in itself is a driver for cultural change.

4.12 Though RCA is a useful tool, it can been criticised because of biases of
subjectivity and hindsight®. The specific RCA methodology used by the NPSA has
some potential weaknesses. The fishbone diagram, for example, sets out the key
areas for recording contributory factors to adverse events in the RCA, but it fails
to prompt with questions that elucidate consistent and defined information.
Consequences of this are:

e causal analysis will tend to be based on opinions formed within the group
rather than the gathering of a defined dataset

e aggregation of findings from RCA is not possible except in the most
general sense.

Patient safety managers and incident decision tree

4.13 The NPSA has created a network of patient safety managers (PSMs)
throughout the NHS in England and Wales who provide a local focus for education
and support. PSMs also have the opportunity of facilitating RCA in cross-
boundary situations where more than one organisation is involved in a single
incident. Feedback from NHS Trust staff suggests that this is a welcomed and
valued role.

4.14 Originally developed by James Reason, the incident decision tree (IDT) is a
systematic tool to aid managers in determining staff culpability in adverse events.
Its correct application attempts to ensure fairness by eliminating systems factors
in incidents by using a simple flow chart in decision-making. Figure 5 presents a
schematic representation of the process, and Box 7 provides some further
description of the system.
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Box 7 — Incident decision tree explained

The incident decision tree (IDT) is a simple tool which has been widely used in
many industries to aid in distinguishing between individual culpability and
management or systems failures when looking at incidents and accidents.

Because the decisions about blame are often taken in the difficult aftermath of an
incident, management need to be sure that they are acting fairly toward the staff
involved and — very importantly — do not miss opportunities to address systems

failures and to learn from errors.

The NPSA IDT, illustrated in Figure 5, follows the original decision process of the

IDT by systematically testing for:

deliberate harm,

incapacity or substance
compliance with procedures or working methods
uniformity of response by individuals.

The stated aim of using the NPSA IDT, which has been developed with a number
of tools to use in applying it, is to promote fair and consistent staff treatment
within and between healthcare organisations.

Figure 5
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National Audit Office Report 2005: A Safer Place for Patients

4.15 This report, published in November 2005, reviews the effectiveness of
patient safety initiatives begun since the publication of An Organisation with a
Memory in 2000. A shorter review, Five Years After: To Err Is Human was
published in the USA earlier in 2005. A number of key points with specific
relevance to this project are made in the report:

Trusts are still predominantly reactive in their approach to patient safety
cultural change toward openness and fairness has begun
lessons learnt are not widely promulgated between Trusts
reporting levels are improving but under-reporting is still widespread
many Trusts find the NPSA taxonomy too general for their use and
continue to use their own systems
e many Trusts would like to see more emphasis on solution development by
the NPSA and question the value of the NRLS
there is no scheme for benchmarking patient safety training
barriers to reporting are identified and are coherent with those found in
this survey
e close-call (near-miss) systems separate from the main incident reporting
system and simple to complete have enjoyed some success
o close-call systems need to be integrated in the main system to maximise
learning opportunities.
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5 Recommendations: Going forward in Patient
Safety

Incident reporting systems

5.1 The most significant findings in this report are:

e under-reporting, especially of near-misses, reduces the power of the
system to learn from error

e datasets do not address either local needs or contextual risk factors

e there is no feedback loop to encourage systematic local action and
ownership of incident reporting

e RCA is unsystematic and outputs are not aggregated

e data are not shared between the same disciplines across Boards or shared
between Boards

e significant barriers exist which discourage reporting.

5.2 Each of these findings is addressed in a series of key recommendations in
the following sections. Taken together, they are intended to create a joined-up
incident reporting system at three levels:

e local discipline or area
e Board level
e national level.

Figure 6 illustrates the overall structure of a more ideal system and Figure 7
where the key recommendations apply.
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Figure 6 Structure of proposed incident and near-miss reporting
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5.3 Recommendation 1

Formulate a national core minimum dataset for incident and
near-miss reporting

The overall effectiveness of an incident reporting system is determined initially by
the dataset captured. We recommend the development of a core dataset which
includes three elements:

e contextual risk factors (including person factors, procedures, environment
and equipment, for example)

¢ local area risk factors

¢ legal and claims information.

Each element of this dataset has a specific purpose:

e contextual risk factors are used to quantify and prevent underlying
causes of incidents;

e local risk factors, which are already developed in some areas and
incorporated in local reporting systems, enable area-specific
improvements in safety

e legal and claims datasets provide managers with key data to meet with
litigation and legal issues.

The development of local risk factors should begin with areas of highest risk. All
datasets should be developed by consultation and be subject to review and
updating on the basis of their ability to deliver patient safety. If data are not
used or useful, they should not be gathered.

5.4 Recommendation 2

Introduce integrated but separate near-miss reporting

Near-miss reporting provides a rich source of key information on risk and
recovery. Current volumes are low due to the complexity of the incident
reporting systems, which is not suitable for near-misses. We recommend:

¢ introducing integrated but separate near-miss reporting which uses the
first two elements of the dataset described in recommendation 1:
contextual risk factors and local risk factors.

The system should ensure that a near-miss report captures critical data on
patient safety, is simple in use, and takes less than five minutes to complete.
Patient details, witness reports, legal issues and narrative will not usually be
required. A full incident report will add these elements to the near-miss dataset.

Figure 8 illustrates how the datasets and reporting systems are integrated.
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Figure 8 Datasets - what is reported for near-misses and
incidents
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5.5 Recommendation 3

Extend and systematise RCA

RCA is a key tool in understanding the immediate and underlying causes of
incidents and also catalysing cultural change. We recommend:

formalising a consistent methodology across NHSScotland
ensuring that the methodology is supported by adequate training and
education

e ensuring that the methodology employs prompt-sets for contextual risk
factors to enable national aggregation and assessment.

5.6 Recommendation 4

Extend and systematise local learning groups (LLGS)

Safety changes are already initiated most effectively by dedicated professionals in
local areas and disciplines. We recommend that the potential for local action is
maximised by:

e creating local multi-disciplinary teams in formal structures with:
o a focal point in a key discipline or area
0 an output to risk managers and local implementers
e ensuring that teams have access to near-miss and incident report data.
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5.7 Recommendation 5

Become pro-active in patient safety

Contextual risk or contributory factors play a major part in creating the conditions
for incidents to occur. Monitoring and managing these factors is key to reducing
incidents. We recommend that contextual risk factors are:

e integrated in risk assessment
e audited proactively
e assessed using the same dataset as for near-miss reporting.

5.8 Recommendation 6

Share data effectively

Patient safety solutions are developed constantly in many areas as part of the
daily activity in NHSScotland. These solutions are not shared within disciplines or
between Boards. Additionally, the power of reporting and analysis systems to
detect events is enhanced by the aggregation of data. We recommend that NHS
QIS should explore ways to:

e manage any national collection and aggregation of incident and near-
miss data

e manage any nhational collection and aggregation of RCA outputs

e co-ordinate intra-disciplinary data and solution sharing.

5.9 Recommendation 7

Address barriers to reporting

Under-reporting is widespread. The reasons for this are known and should be
addressed to ensure that patient safety data are captured. The introduction of
core datasets and clear near-miss reporting in recommendations 1 and 2 are
most critical, and we further recommend:

e usability of the systems is improved by professional design and testing

o feedback to reporters is carried out more fully by publicising
achievements in patient safety that result from reporting

e training in reporting is specific and separate from induction training.

Promotion and awareness-raising is also of critical importance but should be
integrated with the development of more ideal and effective systems.
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5.10 Recommendation 8

Cultural change and learning from others

Cultural change is most effectively encouraged by action. The development of
better systems and the feedback of the results accumulated from systems to
personnel will, in itself, become a powerful agent for change within NHSScotland.
Staff need to see results and to recognise the role their own work has played in
improving safety for patients. The state of reporting culture must be
benchmarked and monitored to judge the impact of current work and new
initiatives.

A further key intervention in effecting cultural change is the clarification of the
disciplinary process and its relationship with incident reporting. The most critical
element in this area is to introduce systems which create transparency.

High-priority national systems operate effectively and within their discrete areas.
Many important findings can emerge from the systems of peer-review and from
the depth and detail of information gathered, especially from SASM and CEMACH.
Boards need to ensure that the full implications of this for patient safety are
appropriately disseminated.

The NPSA has made valuable contributions to the development of patient safety.
As yet, however, the effectiveness of the NRLS remains to be proven in
identifying the real causes of incidents.

The RCA methodology and training programme has a number of advantages and
strong points, but once again the effectiveness of the programme in identifying
safety measures remains to be demonstrated, as does the consistency of the
methodology. Nevertheless, links with the NPSA can clearly be advantageous in
developing patient safety in NHSScotland.

We therefore recommend:

the reporting culture survey to be extended to all Boards

the survey to be repeated at intervals of two years to monitor progress

adoption of the NPSA IDT in all Boards

education and training in all Boards to support this

Boards appoint key liaison officers at executive level to ensure that

findings and recommendations are distributed from national systems

e continued monitoring of the effectiveness of the NRLS in creating patient
safety

e agreeing and signing of a memorandum of understanding with NPSA

defining current and future relationship.

5.11 Recommendation 9

Resource issues

It is clear that resource will be an issue in many of the recommendations made
but this must be viewed with balance and monitored carefully. In creating a
rapid, simple near-miss report, for example, it is likely that resource will be
released in areas where a more cumbersome system is used. And in developing
an approach which will apply nationally, learning from the best practices of
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Boards, we will ensure that the best intelligence and creativity is applied and that
the wheel is not continually re-invented.

All developments need to proceed with consultation, and to have a self-learning
element built in. Where action is already taking place for patient safety in a
specific area, those findings and actions do not need to be replicated in every
Board, but the knowledge needs to be shared effectively. Once again, this
equates to a release of resource through effective management.

Resource will need to be planned, however. If the organisation is serious in its
determination to learn from errors, then the capacity to achieve that must be
recognised and planned.

5.12 Recommendation 10

Act now to maintain momentum

NHSScotland has made significant progress in many areas of incident reporting.
Staff show professionalism and commitment to patient safety goals and have
welcomed the research carried out in this project. It is critical at this point that
the initiatives that have begun are seen to continue and that the effectiveness of
programmes is demonstrated. At this point, the momentum generated must not
be lost.
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