Notes from Being Open Masterclass
12/11/08  held at the offices of NPSA, London
Patient Safety Champions:

Bev Hurst

Ann Bisbrown-Lee

Marlene Moura

Stuart Stevenson

Anne Carvalho

Narendra Mathur

Iain Wordsworth (plus Max Wordsworth, his carer)
Gillian Bean

June Hitchcock

Facilitators: 
Peter Walsh, Anna Allford & Carol Evans, Action Against Medical Accidents (AvMA)
Suzette Woodward, Clare Abberton, National Patient Safety Agency (NPSA)
Being Open Overview

Peter Walsh introduced and reviewed the current information available on Being Open: Communicating patient safety incidents with patients and their carers, including the safer practice notice issued in September 2005.  

http://npsa.nhs.uk/nrls/alerts-and-directives/notices/disclosure/
A brief discussion with Champions highlighted the need to know more about where the Being Open information is being disseminated.  Strategies to engage with Trusts with a view to them delivering the programme were also discussed.
Barriers to Being Open
The need to get patient safety into ‘World Class Commissioning’ (Department of Health) was briefly discussed.  www.dh.gov.uk/en/managingyourorganisation/commissioning/worldclasscommissioning/index.htm
It was felt that PCTs should monitor Being Open as a quality point.

The NHS Litigation Authority (NHSLA) Circular, Apologies and Explanations, was considered to be confusing and encourages using “expressions of regret” which makes it less likely for staff to offer a full apology.  It also notes “Clinicians and managers should exercise care in disseminating explanations so as to avoid future litigation risks…”  This was not felt to be in the spirit of Being Open by Patient Safety Champions and not acceptable to patients and their families or carers.
A further ‘block’ was identified as health professional regulation.  Due to the fact that clinicians already felt that Being Open was a part of their standards then it is not necessary to make it mandatory.  However, it was pointed out that this does not cover other NHS staff, for example, Complaints Managers or Chief Executives.
Champions discussed what some had already been doing around promoting Being Open and Bev Hurst mentioned she’d given talks to doctors in training (Foundation Year 2) which had been well received.  Bev felt that at Trust level staff don’t seem to know who is the Being Open Lead but when addressing Conferences everyone says they do know and are already applying Being Open.
Actions:
1. It was agreed that through the project we would provide Champions with case studies and facts/figures for presentations if they wish to do them.  A template for presentations will be developed by the Project Manager.

2. Champions and their NHS partners are invited to submit examples of good practice.


3. Champions are invited to collectively press for a ‘Duty of Candour’ (AvMA has already announced this is what the charity seeks).


4. Champions may also influence the World Health Organization (WHO) ‘open disclosure’ project.


5. Project Team will contact NHS Institute for Innovation and Improvement to explore if Champions can be involved in Boards on Board training.

Being Open Review

Suzette Woodward outlined the review of Albert Wu, Professor, John Hopkins University and Senior Adviser, World Health Organization World Alliance for Patient Safety, commissioned by NPSA and also the process by which his findings and that from the stakeholders workshop (2 Champions, amongst other key individuals, had attended this together with the project team) are being assessed by the Department of Health (DH).  She confirmed that NHS Chief Executive, David Nicholson CBE, recognises the importance of this.
A re-launch of the policy is planned for Spring 2009 and Suzette very much hopes the ‘face’ for the publicity around this will be the patient.  The principles of the policy won’t change but it will be re-worked to look at the language and make it easier to understand.  She suggested that there needs to be success goals to share.
Albert Wu confirmed that the guidance and programmes in the UK around promoting greater openness are consistent with international best practice.  However, he had identified that implementation remains an issue and the training is costly with only a small uptake by senior trust staff and very little by front-line NHS staff.  Suzette felt that promoting Being Open is something that Champions can help with.
Suzette explained that Foundation Trusts (FTs) could use their experience of implementing Being Open to demonstrate to the Independent Regulator Monitor www.monitor-nhsft.gov.uk
 that they are a quality organisation.  NPSA are additionally exploring if there could be an opportunity to work with FTs to offer the Being Open training.
Furthermore, the final report of the Next Stage Review published by Lord Darzi in June included proposals to introduce a new Commissioning for Quality and Innovation (CQUIN) scheme which aims to encourage all NHS organisations to pay a higher regard to quality.

Suzette noted that Being Open needs to fit with and be part of the many current patient safety improvement initiatives, for example, Patient Safety First Campaign in England, 1000 Lives Campaign in Wales, and Safer Patients Initiative (Health Foundation).  Information on the ‘Board Intervention’ is available from the Patient Safety First website www.patientsafetyfirst.nhs.uk/Content.aspx?path=/ and this is something that SHAs are overseeing.
June enquired as to how PCTs measure quality indicators and this could be a discussion for Champions to have with the Patient Safety Action Team members at their SHAs or through the Patient Safety Manager in Wales.

NRLS (National Reporting and Learning System)
NPSA will be working with NHS South Central to explore and develop delivering information about patient safety incidents into the public domain.  The intention is to circulate NRLS data http://npsa.nhs.uk/nrls  more widely.  However, where this has been attempted in the past it has been seen as shocking by the media and such scare-mongering amongst the public could lead to a negative effect on confidence in health services locally so this pilot will work towards increasing information available and enabling patients and the public to understand how incidents are reported, investigated and acted upon.
Suzette explained the way in which the NRLS works.  She said the system is mapped to every local organisation and information from their risk system is collected either by paper or electronically.  There is also an electronic form online for patients/public to complete and a phone number for them to call.  
NPSA receive about 70,000 reports each month (roughly 3,000 per day) from the NHS.  There is a filter system for deaths/serious incidents and a weekly meeting for Clinicians to look at these decides on 1-2 to investigate.  It can take several weeks to research the evidence and reach conclusions on the best approach for actions to improve patient safety which is the right solution for everyone.  It may have already taken up to 2 months for data to be received by NPSA and the response time following this could be a further 2 months.  Suzette stressed that NPSA is not about giving a ‘fast response’.  Rapid Responses are issued but it is important to ensure that the actions they indicate are then also monitored as they may have repercussions for other patients’ safety, for example, recently in response to legionella outbreaks in water systems it was recommended to add hydrogen chloride to prevent it.  In fact this proved harmful to patients on dialysis who were hooked up to the same water supply.
Suzette mentioned that SHAs also have a Serious Untoward Incident (SUI) monitoring system which means 2 systems are operating.  However, the criteria for SUIs includes high profile and media-interest patients, e.g. the treatment of the daughter of a politician who may have a broken arm would come under the SUI reporting system.  June asked for clarification around what patient safety incidents are considered reportable SUIs.  Suzette said death and permanent harm are the main ones.
Suzette added that awareness raising and ways of communicating will be enhanced in future by NPSA, including; webcasts, podcasts, and targeting the individual Trusts using their own Face Book to communicate with staff.
Anne mentioned Patient Safety Direct http://npsa.nhs.uk/nrls/reporting/patient-safety-direct/  In his report
 Lord Darzi announced Patient Safety Direct, “a single point of access for frontline workers (and ultimately patients) to report safety incidents.”
Never Events
A recommendation in High Quality Care for All proposed that there should be a way of identifying and monitoring ‘Never Events’ in England. These are events that are serious and largely preventable. NPSA has been tasked to take this work forward with key stakeholders.  The purpose of developing a national set of Never Events is to strengthen the focus of commissioning on patient safety, in order to reduce serious incidents and improve transparency.  Never Events can be indicators of how effective an organisation is at implementing safer practices.  Monitoring Never Events as part of the contract between commissioners and providers forms part of the wider patient safety and quality agenda in the NHS.  There will be public disclosure of Trusts which have ‘Never Events’ and there may be payments linked to this with funding being withheld for such events.  

However, Champions commented that sanctions may be needed for ‘responsibility’ as withholding funding may have consequences for patients and it was agreed that further consideration of this point was needed.
The list of the 8 proposed never Events can be found on the NPSA website at www.npsa.nhs.uk/corporate/news/never-events/  Suzette said these had been carefully chosen as they’ve already had a lot of work and interventions put in place to prevent them.  Therefore they should not be happening.
Marlene suggested that the key to all of this with regard to wrong site surgery is training for staff and that the budget to do this must be provided by the Trusts.  A debate took place around the need to also consider changing work patterns in the NHS that means teams come together that day but may not work together on a regular basis.  One solution might be a formal ‘briefing session’ used to familiarise themselves and orientate them to the work/patient operation list that day.
Standardisation, e.g. marking of limbs etc. prior to surgery, was also suggested necessary to prevent wrong site surgery together with monitoring to ensure hospitals are following through.  Suzette mentioned the ‘Surgical Safety Checklist’ issued by WHO recently  www.who.int/patientsafety/safesurgery/en/index.html which can aid identification of potential problems and address these.  Plus NPSA are working with 5 different countries (High 5’s) to develop standard operating procedures.  Difficulties can arise in that clinicians like to adapt procedures and develop their own methods.
Other items discussed
The Clinical Negligence Scheme for Trusts (CNST) Standards were briefly discussed and information for each Trust can be found on the NHSLA website  www.nhsla.com/home.htm  Champions queried if there should also be patient information on that website.
It was felt that GPs also needed to be included with regard to Being Open and wondered if this could be done through the PECs or through the Post Graduate training they receive.  The Royal Colleges of GPs and Dentists were also suggested as points of contact.

Action:
1. Project team to contact the Royal Colleges of GPs and Dentists.
Recommendations:

· Being Open should be on the core curriculum for all healthcare professionals training

· Being Open should be adopted by senior clinicians and also throughout all clinical services

· Being Open should be on corporate Induction training for all staff of all Trusts

· The proposed Being Open policy re-launch should be high profile and involve patients.
· Information packs for patients admitted to hospital should include information on Being Open.

What Can Patient Safety Champions Do to Promote Being Open?

The following ways of getting involved were suggested: 

	(
	Communicate with NHS Partners at the SHA and ask them what is happening about Being Open in the region. Agree what you want to do and the approach you’ll take.


	Work in partnership to achieve maximum success

	(
	Help run a Conference or event in the region to promote Being Open.


	Work in partnership with SHA or Trusts

	(
	Look at Trusts websites to see what they say about Being Open.


	

	(
	Talk to key staff at Trusts to offer help around Being Open.


	List of suggested questions available

	(
	Get involved with videos of patient experience or attending Board meetings to talk about patient experience.


	PowerPoint slide presentations available

	(
	Use the AvMA Charter of Understanding between healthcare professionals and people affected by medical accidents to discuss what’s important.

	AvMA and the Project office can supply copies

	(
	Talk to LINks (Local Involvement Networks) in England or CHCs in Wales, to ensure they have patient safety and Being Open as a priority.

	Project office can write letters of introduction – give contact details to Project Manager

	(
	Speak to the media or contribute to articles about Being Open.

	SHA and Trust Communications dept may help

	(
	Brief other organisations about what to ask, for example, LINks or CHCs, who may wish to do a survey of Trusts.

	Offer to talk to these organisations and build relationships with them

	(
	Influence regulators to take action.


	Attend meetings of regulators and raise profile

	(
	Lobby the NHSLA together through AvMA to re-issue an amended circular.


	An amended version is available for discussion from AvMA’s Chief Executive
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