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Executive Summary
The Safety for All campaign is calling for improvements in, and between, patient
and healthcare worker safety to prevent safety incidents and deliver better
outcomes for all by:
• Improved understanding and advocacy of the mutual benefits to be accrued
for patient safety by improving healthcare worker safety, and vice versa, and
of the common risks, factors and interventions across patient and healthcare
worker safety
• The application of shared learning and best practice between workplace
and patient safety and, where appropriate, aligned or integrated synergistic
solutions in safety systems, standards, governance and preventive measures
• Resources, leadership and staff committed to a stronger, reciprocal patient
and workplace safety culture, with safety as a core purpose for both,
underpinned by better education and training
• Greater support for staff, and for them to speak up, following patient safety
incidents, including a safety care pathway for both patients and staff, and to
ingrain a just culture
• Improved risk management and reporting of safety incidents, learning and
communication across patient and healthcare worker safety

The Safer Healthcare and Biosafety Network (SHBN) is an independent forum focused on improving
healthcare worker and patient safety and has been in existence more than 20 years. It is made up of
clinicians, professional associations, trades unions and employers, manufacturers and government agencies
with the shared objective to improve occupational health and safety and patient safety in healthcare.
The COVID-19 pandemic has provided a stark reminder of the vital role healthcare professionals play
in providing care to those in our society who need it most and this was recognised in the WHO Patient
Safety Day in September 2020: only when healthcare workers are safe can patients be safe.
In 2020, the SHBN began a campaign called ‘Safety for All’ to improve practice in, and between, patient and
healthcare worker safety to prevent safety incidents and deliver better outcomes for all. This White Paper
‘PATIENT AND HEALTHCARE WORKER SAFETY – TWO SIDES OF THE SAME COIN’ is published to coincide
with its formal launch at a Parliamentary event hosted by Patient Safety Learning on 18 October 2021.
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1. INTRODUCTION
The Safer Healthcare and Biosafety Network is an independent forum focused on improving
healthcare worker and patient safety and is made up of clinicians, professional associations,
patient organisations, trades unions and employers, industry and government agencies. The
Safer Healthcare and Biosafety Network established a campaign called ‘Safety for All’ to improve
practice and outcomes in safety through the better understanding of the links between healthcare
worker safety and patient safety and by raising awareness among policymakers and the public to
make healthcare safer for all. This white paper is focused on England in the first instance but the
call to action which it represents should apply to the whole of the UK and potentially beyond. The
paper aims to explain why healthcare worker and patient safety should be treated in the same way
so that the sum is greater than the parts. It is a blueprint for incremental but systemic long-term
change and action with recommendations to reflect best practice.
The WHO made the focus of World Patient Safety Day in September 2020 about speaking up
for health worker safety. The objectives are entirely consistent with the ‘Safety for All’ campaign
in: raising awareness about the importance of health worker safety and its interlinkages with patient
safety; engaging stakeholders and adopting strategies to improve the safety of health workers and
patients; implementing urgent and sustainable actions by all stakeholders which recognise and
invest in the safety of health workers, as a priority for patient safety; and providing due recognition
of health workers’ dedication and hard work, particularly amid the current fight against COVID-19.
Healthcare has unique challenges in delivering safety for patients, workers and the public. It must
now make it a priority to equate and rebalance healthcare worker safety with patient safety to
prevent the inherent risk to patient safety from poor healthcare worker safety and to ensure resilience
in the system to prevent and respond to future crises like COVID-19. Patient safety and healthcare
worker safety are synergistic, symbiotic and interrelated – they are two sides of the same coin.
We should not need to remind ourselves of the importance of healthcare worker safety
during the COVID pandemic which follows on from the SARS pandemic in 2002-4 and no
doubt there will others in future. We do need however to acknowledge that healthcare is not like
other industries as it is routinely involved in matters of life and death which can inure healthcare
workers to risk, stress and hazards which others would not tolerate.
Also, for many healthcare workers in stressful and hazardous conditions the default position is
to prioritise the interests of patients over their own and, while this is understandable, it is not only
unhealthy it is not in the best interests of patients either. The Code of the Nursing & Midwifery
Council at section 20.9 makes it clear that nurses must ‘maintain the level of health you need to
carry out your professional role’ and this obligation is the same for all healthcare workers.
There is a clear relationship between working conditions and healthcare worker injuries and poor
working conditions with poor quality of care and patient injuries. What is required is a universal
safety climate in healthcare which not only supports the best patient care but also healthcare
worker safety. The organisation, culture and solutions for safety are the same irrespective of whether
it is for patients, workers, the public or any other group. Risks and hazards which affect patients
will more often be the same for workers and thus the solutions should be aligned if possible.
Nevertheless, we persist in creating separate safety systems and structures for patients and
workers. These ‘silos’ have separate governance, administration, information management and
solutions strategies which are frequently not shared. Even at the political and regulatory level
patient safety is the primary responsibility of the Department of Health and Social Care and the
Care Quality Commission but worker safety is the primary responsibility of the Department
for Work and Pensions and the Health and Safety Executive. This white paper is calling for
the application of shared learning and best practice between workplace and patient safety
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and, where appropriate, the synergistic alignment or integration of safety systems, standards,
governance and preventive measures at the frontline; nationally, regionally and locally. It is not
advocating change at the national political, legal or regulatory level.
Patients are prioritised in medical technology, safety systems and controls over workers in
healthcare but the safety of both patients and staff is poorly resourced to the detriment of their
interconnected safety and wellbeing. This does not make any sense as safety outcomes for both
patients and workers are linked to the commitment of management and staffing levels. Poor
leadership and inadequate staffing thus impacts the safety of both patients and healthcare workers.
Implementing a just and learning culture is rightly a priority for patients who have suffered
medical errors in the healthcare system but that access to justice and openness should also be
applied to all parties when a medical accident or adverse event occurs to ensure it is reported and
lessons are learned. There is an obligation on everyone to respond to safety incidents but the type
of safety culture is shaped and maintained by the leadership in any organisation and this is no
different in healthcare than any other sector. If workers of any grade or seniority are stigmatised
as a result of reporting or become marginalised, the culture of safety will not be regarded as
legitimate or valued and lessons learned will not be shared and safety will not be improved within
the organisation. Failure to learn from different groups or workplaces means that an organisation
is not able to improve and deliver safety for all. In the same way that there should be a safety care
pathway for harmed patients there should be a safety care pathway for staff as well.
Medical accidents or adverse events are often not immediately visible in their impact so the
potential for systems or human error is often not recognised or acted upon. Whilst healthcare
workers are commonly considered infallible, when they do err - as all humans do - the impact
on that individual is often devastating. The healthcare worker can become a ‘second victim’ in
that they are traumatised and feel personally responsible for the patient outcome. There is also
a link between poor staff wellbeing and burnout and poor patient safety outcomes such as
medical accidents. NHS England and Resolution have developed a Just Culture Guide which
supports a conversation between managers about whether a staff member involved in a patient
safety incident requires specific individual support or intervention to work safely.
Even more worrying is a trend in the media, and perhaps the general public too, to view medical
accidents and incidents of staff burnout as solely the failings of individual workers, rather than
apportion blame to organisational failure, inadequate safety systems and an unsupportive culture.
Whilst there are examples of egregious behaviour amongst healthcare workers, which must be
dealt with appropriately, these are the exception. Adopting a ‘blame culture’ discourages workers
from speaking out to allow lessons to be learned at a systemic level. ‘First, do no harm’ is not only
an obligation to patients but also needs to be applied as a working philosophy by all working in
healthcare organisations to ensure safety for all.
Human Factors theory is an established scientific discipline used in many other safety critical
industries, offering an integrated, evidenced and coherent approach to patient safety, quality
improvement and clinical excellence. The principles and practices of Human Factors focus on
optimising human performance through better understanding the behaviour of individuals, their
interactions with each other and with their environment. By acknowledging human limitations,
Human Factors offers ways to minimise and mitigate human frailties, so reducing medical error and its
consequences. The WHO says that the two human factors with the most impact are fatigue and stress.
The system-wide adoption of these Human Factors concepts offers a unique opportunity to
support cultural change and empower the NHS to put patient safety and clinical excellence at its
heart. Human Factors is not a separate agenda or programme, but a way of thinking that should
be incorporated as part of the design of processes, jobs and training to improve both patient and
healthcare worker safety.
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2. SCALE AND NATURE OF THE PROBLEM
The NHS Patient Safety Strategy from July 2019 stated that around 11,000 lives a year are lost
due to safety concerns, with older patients the most affected, and the extra treatment needed
following patient safety incidents costing at least £1 billion. 4,356,277 reports of patient safety
incidents were reported between November 2018 and October 2019 by the National Reporting
& Learning System (NRLS), including medication errors, problems with the type of care given,
staffing and infection control.
Injuries and incidents are worse in health and social care than other sectors with healthcare
workers having some of the highest rates of physical and psychological safety incidents, for
example with musculoskeletal disorders (MSD) and burnout. Healthcare workers have some
of the highest rates of occupational illness and injury, even greater than the construction and
manufacturing industries. In 2020 in the UK, human health and social work activities had a
total of 86,148 reported workplace injuries, compared with 73,151 in manufacturing and 63,872
in construction based on data from the Labour Force Survey and the Reporting of Injuries,
Diseases and Dangerous Occurrences Regulations.
NHS Resolution reported in 2019 that in the previous four years they had received 317 claims
worth nearly £28 million in relation to staff stress and bullying alone. And these costs did not
include payments for sickness absence, replacement staff or management and investigation
resources. The only published departmental cost estimate on staff sickness absence in 2003 was
the cost of injuries through manual handling which accounted for 40% of NHS sickness absence
costs or in the region of £400 million a year.
Women are more vulnerable as caregivers and breadwinners to safety risks as they make up 70%
of the health and social care workforce and Black, Asian and minority ethnic (BAME) communities
are disproportionately impacted too. Among all staff employed by the NHS, BAME account
for approximately 21 per cent, but during the early stages of the pandemic BAME individuals
accounted for 63 per cent of nursing staff deaths, 64 per cent of support staff deaths and 95 per
cent of medical staff deaths.
Different individuals can suffer disproportionate discrimination and disciplinary action so there
needs to be equity and fairness. The healthcare system must be able to provide healthcare workers
with protection, respect and support in order to safely care for patients. The basic foundation of a
safe workplace is protection of the physical and psychological safety of the workforce.
Physical Safety
In addition to MSD, other known and preventable physical risks include sharps injuries, slips, trips
and falls, exposure to hazardous substances, such as radiation or drugs which cause cancer,
and body fluids and violence. During the early stages of the COVID-19 pandemic the lack of
appropriate protective personal equipment did result in the spread of infections and deaths of
healthcare workers in the NHS and social care from COVID-19 but also other hospital acquired
infections. It also contributed to psychological harm with staff concern for themselves and their
family members. When staff are under pressure they often do not drink enough or take breaks to
eat or go to the toilet so consequently putting them at risk of bladder and urinary tract problems.
In a 2017 survey of nurses published by the RCN, 59% of survey respondents said they did not get
to take sufficient breaks on their last shift.
The good news is that with the right interventions such as safe patient handling or the provision
of additional, appropriate and cost-effective medical devices and diagnostics to prevent the
transmission of infections, the number of physical (and psychological) injuries to healthcare
workers (and patients) can be significantly reduced.
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Psychological safety
Compared to physical safety, psychosocial risk factors (work relations with superiors and
colleagues, employment relations, and emotional demands) are the ones that most impact on
wellbeing of health and social workers. These include burnout and stress from long working
hours, work intensity and stigma in the wider community, sometimes actual harassment or
violence especially from upset relatives or the wider public.
Psychological safety is essential in providing the conditions required to effectively tackle incidents
of unsafe care. In the absence of this, organisational cultures that seek to assign blame when
things go wrong make patient harm more likely to happen again. This is because such cultures
incentivise people to cover up mistakes, rather than reporting them, and often single out
individuals for blame when incidents may well have a systemic cause, thus failing to address the
underlying problem. There is a substantial fear in staff of the consequences of being blamed for
mistakes and this is compounded by stress, bullying and harassment.
Addressing the blame culture in health and social care benefits staff, enabling them to feel
psychologically safe when speaking about incidents of unsafe care, near misses and sharing
opportunities for improvement. This increases the likelihood that patient safety problems will be
identified, reported and addressed appropriately.
Workers in high-stress and demanding functions in healthcare are prone to musculoskeletal
injuries, depression and burnout. Job burnout has become a major problem as a result of
prolonged exposure to occupational stress. Burnout is associated with sleep deprivation, medical
errors, poor quality of care and low ratings of patient satisfaction.
Good patient safety practice is associated with good psychological and social behaviour in
healthcare workers, but these functions were jeopardised by stress caused by prolonged high
workload, excessive cognitive work tasks, and lack of social support and teamwork. This leads to
mistakes and near misses. Healthcare workers concerned for their safety in an environment in which
their health and safety is not perceived as a priority are less likely to deliver error-free care to patients.
Safe staffing levels
There is a clear and well documented link between patient safety incidents and the lack of safe
staffing levels in health and social care. The disruption and extreme pressure on health systems
and healthcare workers during the COVID pandemic had a major impact not only on patient
safety but also on staff wellbeing, illness and absence from work but also higher mortality rates.
Safe staffing levels are also about safe systems of work not just inadequate resources. Safe
staffing also means the right people with the right skills and this was even more important during
the pandemic where rapid recruitment, mobilisation and redeployment were necessary.
Safe staffing levels help problems with burnout that impact their health but also their own
personal welfare. Over-stretched and exhausted staff leads not only to a decline in motivation
but also to a decline in performance and increases the risk to patient safety. In a study published
in 2012 of nurses working in Pennsylvania, nurse burnout is associated with both the spread of
urinary tract and surgical site infections in patients. Every 10% increase in burned-out nurses in a
hospital increased the rate of urinary tract infections by nearly 1 per 1,000 patients and the rate of
surgical site infections by more than 2 per 1,000 patients.
Insufficient staffing can result in healthcare workers being unable to do basic things such as
stay hydrated, eat and use the toilet, which takes both a physical and emotional toll over time.
During the pandemic healthcare workers were often able to park their cars at their workplace (it
was safer than public transport) and 24 hour food in some hospitals made the experience more
bearable, but these considerations should be the norm not the exception.
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Staff support after patient safety incidents
Providing emotional and other support to health and social care staff after patient safety incidents
is crucial to the ongoing effective delivery of patient safety.
Such incidents can have a significant impact on the professional involved, many of whom
may experience “intense feelings of incompetence, inadequacy or guilt after a medical error”.
Therefore, in the first instance, ensuring that this type of support is available has a beneficial
impact on the health and wellbeing on the healthcare worker involved.
Providing this support helps to create the conditions for psychological safety in health and social
care. It helps to foster an environment of openness; one of talking about patient safety and,
consequently, supporting a culture of learning from patient safety incidents. Healthcare workers
should be able to rely on a care pathway when they have experienced or been subject to a safety
incident in the same way as patients.

6

3. HIERARCHY OF CONTROLS
In occupational health in healthcare, prevention of exposure to safety hazards is managed
by reference to a defined hierarchy of risk controls which deliver effective control measures.
The hierarchy of controls is underpinned by legislation in the UK which requires employers to
undertake a risk assessment and then put in place control and preventive measures in accordance
with the hierarchy to deal with the risks. The hierarchy of controls is not only universally accepted
in practice by government, employers and workers but is also a legal requirement.
A hierarchy of controls is also used in other high risk industries to deliver improved safety for
workers (and their customers) and it thus makes sense for an integrated healthcare system to
consider and apply learnings from this approach to patient safety as well as healthcare worker
safety. The number of common factors, preventive measures and interventions for patients
and staff in healthcare demonstrates that the hierarchy of controls should be utilised as a
methodological tool to integrate safety systems and solutions.
The legislative basis for the hierarchy of controls is set out in Council Directive 89/391/EEC of 12
June 1989 on the introduction of measures to encourage improvements in the safety and health
of workers at work.

Control methods at the top of the hierarchy of controls are potentially more effective and
protective than those at the bottom. Following this hierarchy normally leads to the implementation
of inherently safer systems, where the risk of illness or injury has been substantially reduced.
Elimination and substitution, while most effective at reducing hazards, also tend to be the most
difficult to implement in an existing process. If the process is still at the design or development
stage, elimination and substitution of hazards may be inexpensive and simple to implement. For
an existing process, major changes in equipment and procedures may be required to eliminate
or substitute for a hazard. Engineering controls are favoured over administrative and personal
protective equipment (PPE) for controlling existing worker exposures in the workplace because they
are designed to remove the hazard at the source. Administrative controls and PPE are frequently
used with existing processes where hazards are not particularly well controlled. Administrative
controls and PPE programmes may be relatively inexpensive to establish but, over the long term,
can be very costly to sustain and have also proven to be less effective than other measures.
In healthcare, many risk controls also cluster towards the bottom of the hierarchy of controls, for
example with the provision of PPE, and thus are less effective than the more difficult processes
at the top of the hierarchy, for example elimination and substitution of the hazard for both
patients and workers. Whilst it is impossible to transplant exactly the same safety improvement
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interventions from other industries like aviation, empowering workers to speak up and applying
lessons from applied Human Factors is clearly a way forward in improving safety in healthcare.
There are a number of regulations in the UK which require the application of the defined
hierarchy of controls. Under the Management of Health and Safety Work Regulations 1999, the
employer is required by law to protect employees and other individuals from potential hazardous
risks as far as reasonably practicable. The Control of Substances Hazardous to Health Regulations
2002 state that employers are required to prevent, reduce or control their workers’ exposure to
hazardous substances for the protection of their health.
The Reporting of Injuries, Diseases and Dangerous Occurrences Regulations 2013 require
employers, and other people in charge of work premises, to report and keep records of serious
workplace accidents, occupational diseases and specified dangerous occurrences (near misses).
However, enforcement of these health and safety laws and regulatory frameworks is often
patchy or non-existent due to lack of resources and cuts to the regulator and inspection agency
– the HSE. So in the same way there needs to proper and safe staffing levels, there is also a need
for a well-funded regulator and better enforcement to deliver improved safety in healthcare.
The NHS Staff Council’s Health, Safety and Wellbeing Partnership Group (HSWPG) has developed
workplace health and safety standards to support NHS organisations in meeting their legal
duties to protect staff from injury and illness. The management of occupational health, safety
and wellbeing is central to the effective running of the NHS. There is strong evidence linking
patient safety, patient experiences and the quality of care with the safety, health and wellbeing
of the workforce. The Government and the NHS is prioritising patient safety in a way that is
unprecedented but currently no organisational safety standards have been agreed at the national
level for patient safety.
As healthcare is such a complex system and relies so much on human interventions, safety
improvements and effective behavioural change will only come with the introduction of controls
which are evidence based and take account of its unique organisational culture, not just through
a hierarchy of controls approach. The key is the need to identify and commit to organisational
change to deliver improved safety systems, standards, governance and preventive measures
across both workplace and patient safety to achieve better safety outcomes and that systemic
change needs to be bottom up and top down.
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4. INTEGRATED SAFETY SYSTEM
Common factors affecting patient and healthcare worker safety
In 2016, the American College of Occupational and Environmental Medicine (ACOEM) held a
summit and listed the factors which affected both the safety of workers and patients:

Systematic and integrated approach to safety
The ACOEM summit recommended that a systematic and integrated approach to safety should
be applied as the risks and factors affecting safety are similar across health and social care and
across patient and healthcare worker safety. Healthcare should be like other sectors which apply
a holistic approach to employee and organisational health, engagement and productivity. The
health system needs to create and support an environment that encompasses mutual respect
and teamwork, transparency and continuous improvement in safety.
Management and clinical leaders in healthcare determine the extent to which the organisation
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has a strong safety culture and positive work environment. This should benefit patients, workers
and the healthcare organisation as a whole, whether in hospitals, primary care or in social care.
This comprehensive and integrated systems approach should assess, measure, evaluate, manage
and mitigate risk across the organisation as a whole and develop systems solutions which
deliver leadership and workforce commitment, risk assessment and management, evaluation
and corrective action and finally an integrated and holistic programme of healthcare worker and
patient safety.
Features of an integrated safety system
ACOEM set out the features of an integrated safety system include:
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Aligned governance structure, reporting and systems
Compatible and simple organisational structure
Compassionate and committed leadership, support and accountability
Systems to reduce stress, blame and burnout and improve mental health
Staff buy-in and participation
Staff empowerment and delegation of authority
Internal communication and new digital communication technologies
Business case and contribution of improved safety to the bottom line
Development of safety standards at national level for both patients and healthcare workers
Partnership approach
Positive organisational culture and reporting
Psychological and physical health and safety
Clear infection prevention and control measures and guidance
Access to new resources to prevent medication errors and deliver safety for all
Evidence-based measurement tools with key metrics of healthcare worker and patient safety
Systems to absorb learnings and feedback loops
Culture of learning and continuous improvement
Enhanced education and higher standards for specialist training

Key elements for successful integration of healthcare worker and patient safety

In 2016, ACOEM identified the key elements for successful integration of healthcare worker
health and patient safety:
In order to assess the overall effectiveness of integrating healthcare worker and patient safety
data on the patient, healthcare worker and organisational outcomes as well as care processes
need to be gathered and analysed. This data can be used to identify problems and opportunities
for redesigning the work system and the effect of the redesigned work system on care processes
and outcomes can then be evaluated. These feedback loops are key factors when improving the
culture of safety.
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ACOEM produced the following sample metric grid in 2016 for assessing healthcare worker and
patient safety:
Reporting

The way of reporting occupational incidents, accidents and injuries varies in different locations in
health and social care and also between patient safety incidents and healthcare worker incidents.
To achieve consistent and compatible reporting ACOEM said that it should be integrated into the
health system to achieve organisational learning and improved safety. There is a need to explore
reported incidents based on a systems approach, including the perspectives of both patients and
healthcare workers.
ACOEM identified that opportunities for functional synergies and collaboration on patient and
worker safety exist in the areas of adverse event and hazard surveillance, reporting, analysis, and
feedback; safety management systems; human factors and ergonomics; safer design of work
processes and the built environment; and strategies to enhance communication and support
staff engagement in improvement activities.
Common factors of safety culture between healthcare workers and patients
In 2012, the Joint Commission in the US undertook a project supported in part by the National
Institute for Occupational Safety and Health (NIOSH), National Occupational Research Agenda
(NORA). The Joint Commission published a monograph to stimulate greater awareness of the
potential synergies between patient and worker health and safety activities - Improving Patient
and Worker Safety: Opportunities for Synergy, Collaboration and Innovation.
This included the common factors of safety culture tools between healthcare workers and patients:
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5. INTEGRATED INTERVENTIONS, PREVENTIVE MEASURES AND BENEFITS
The Joint Commission went on to look at the interventions necessary to improve safety and the
benefits to patients, staff and the healthcare organisations:
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The Joint Commission reported that improving healthcare worker and patient safety by taking a
systems approach has direct financial benefits. Integration of patient and healthcare worker safety
will deliver a cost-effective reduction in the number of patient and worker safety incidents and
contribute to staff and patient satisfaction and wellbeing but it will also deliver the key objectives
of health systems; the highest standards of excellence and professionalism and the provision of
high-quality care that is safe, effective and focused on patient experience.
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Improved worker and patient safety and experience will reduce the number of lost-time injuries in
health and social care and also has a measurable impact on available resources, according to the
Joint Commission. Time and cost savings can then be redirected to patient care and services, the
core business of health and social care. Indirect costs are four times the cost of a lost-time injury
and have a negative impact on recruitment, replacement and patient safety. Workforce retention
strategies can also significantly reduce recruitment and replacement costs. This is particularly
critical in the healthcare sector with an aging workforce and a severe worker shortage.
Employers in the UK are required to consult with trade union safety representatives and employees
on health and safety matters under the Health and Safety Regulations 1996. The presence and
actions taken by trades union safety representatives has been demonstrated to make workplaces
safer. In healthcare, where trade union membership is high, the trade unions and their safety
representatives have a key leadership and communications role alongside employers in
advocating and improving the safety culture for both healthcare workers and patients.
Creating a culture of health and safety also increases staff engagement - leadership commitment
to worker wellbeing is the key driver in retaining and engaging a high-performing workforce
– a critical necessity for healthcare. The benefits of improved safety for all will be a healthier
workforce, improved organisational effectiveness of the health system and enhanced patient
safety and health outcomes.

15

6. RECOMMENDATIONS FOR ACTION
What is needed to deliver Safety for All
• Healthcare needs to be proactive in designing and implementing systems to keep patients
and healthcare workers safe, not just responding to harm and safety incidents ad hoc when
they occur
• The health and social care system needs to be more open and transparent about safety
incidents, shared findings and learning from events
• Health and social care providers need to put Human Factors at the heart of improving practice
to achieve the necessary improvements in safety, efficiency and effectiveness
• Workplace health and safety needs to be addressed as a strategic priority by healthcare
boards, leadership and management
• The commitment of executive and clinical leadership in health and social care to both patient
and healthcare worker safety and engagement needs to be improved
• Patient and healthcare worker safety needs to be better resourced with investment in systems
and technology which integrate and deliver safety for all
• Health and social care need to change their organisational culture to make safety their first
priority and core purpose for both patients and healthcare workers and this culture change
needs to be led by example from the top
• Avoidable harm affecting patients need to be reduced with the elimination of unsafe care
• Justice needs to be available and delivered for all those who are victims of avoidable harm in
patient safety
• Health and social care need to adopt a just and learning culture for patients and staff
following safety incidents to allay fear, deliver equity and fairness and put an end to bullying
and harassment
• The health system needs to understand that most avoidable harm and human error in safety
is systemic, with performance affected by training, supervision, equipment, environment and
procedures and by fatigue, illness and stress
• Systemic change needs to be implemented across patient and healthcare worker safety and
learning must be normalised after a safety incident
• Learning from safety incidents also needs to be systemic and not just about making an
example of bad practice or promoting exemplars of best practice
• The Patient Safety Commissioner should prioritise the mutual benefits of a systemic approach
and the application of shared learning and best practice between patient and healthcare
worker safety
• Support systems for healthcare workers involved in incidents of unsafe care need to be
improved and staff need to be encouraged to speak openly when things go wrong and not
be blamed during these traumatic safety incidents
How Safety for All should be delivered
• Existing NHS workplace health and safety standards should be mirrored and aligned with the
development of national patient safety standards which could then be used in the rating and
accreditation of healthcare facilities
• The common risks, factors and interventions between the delivery and governance of patient
and workplace safety should be highlighted in healthcare organisations and unnecessary and
unhelpful barriers and silos should be removed
• Accountability and communication of patient and healthcare worker safety issues and
solutions needs to be improved across all healthcare organisations
16

• Recording and monitoring of all safety incidents need to be improved, integrated and
embedded in evidence-based data systems and corporate analysis to identify, manage and
prevent health and safety risks
• Resources and risk management capacity at the local level need to be increased to properly
investigate safety incidents and near misses and allow enough time for discussion and feedback
• Education and training of healthcare professionals about safety must be enhanced, with
higher standards for specialist training, leading to the professionalisation of patient and
healthcare worker safety, building on the NHS England Patient Safety Strategy and Patient
Safety Syllabus
• Patients, their families and staff should have an agreed level of support following a safety
incident of avoidable harm or near miss in the form of a safety care pathway
• The NHS needs to be better at long term workforce planning to ensure safe staffing levels
and lack of resources should never be an excuse for not changing to improve safety or poor
safety practice
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7. CONCLUSIONS
The size and complexity of the health and social care system makes any long term structural
and behavioural change difficult. The number of different stakeholders - clinicians, professional
groups, staff, patients, unions, executives, administrators – who all have different, and sometimes
competing, needs and motivations is vast. However, the scale of avoidable patient harm and
deaths and impact of safety incidents on healthcare workers is so great, in terms of human
as well as financial costs, means that doing nothing is not an option. Change needs to be
incremental and systemic but to work effectively it has to be both bottom up and top down.
Top down means the application of shared learning and best practice between workplace and
patient safety and, where appropriate, aligning or integrating patient and staff safety systems,
standards, preventive measures and governance at the frontline and improved reporting, risk
management and compliance at local, regional and national levels. At the moment most
healthcare organisations operate entirely as separate entities with regard to patient and staff
safety and as a result overall safety is marginalised. The Government and agencies like NHS
Improvement and regulators like the CQC and the HSE need to encourage them to adopt
systemic and cultural change on safety for both patients and staff in health and social care.
Leadership from chief executives and clinicians that is accountable, incentivised and committed
to a stronger and mutually beneficial safety culture for both staff and patients will deliver better
outcomes, alongside improved resources.
Organisational health and safety standards, which need to be developed at the national level in
patient safety and aligned with existing workplace health and safety standards in the NHS, can help
with benchmarking and assessment and also promote safety accreditation of health and social
care facilities. Applying a hierarchy of control approach to safety is a useful tool to improving
safety interventions in healthcare for both staff and patients. Cultural change needs to be led from
the top from politicians to senior executives and clinicians in the NHS and social care system.
Bottom up means greater support, engagement and collective empowerment for staff and to
allow them to speak up after a safety incident and a no blame culture which allows organisations
to learn from their mistakes. Patients, their families and staff should be treated fairly and know
that they will get the support they need from a care pathway. NHS England has published ‘A
just culture guide’ to promote the fair evaluation and treatment of staff but this thinking should
be applied more broadly and it is not a substitute for properly understanding or preventing the
causes of a patient safety incident.
Shared learning, better education and training and communication by staff between and within
healthcare organisations about best practice in patient and healthcare worker safety are all
crucial. Schwartz Rounds provide a structured forum where all staff, clinical and non-clinical,
come together regularly to discuss the emotional and social impacts of working in healthcare.
Standardised and improved risk management and reporting of safety incidents across patient
and healthcare worker safety will improve safety for all patients and staff, even if it is just in one
hospital or care home at a time. Training and specialisation for patient (and staff) safety should
also become the norm.
The situation is not all bad as the NHS is currently addressing patient safety reporting nationally
and locally with a new patient safety incident management system (PSIMS). A national patient
safety syllabus is being developed as part of the Patient Safety Strategy and the appointment of
a Patient Safety Commissioner is a big step forward. Health and safety legislation underpins the
protection afforded to healthcare workers in the workplace and occupational health (and safety)
is a recognised profession and integral part of the health system.
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The campaign is not calling for all this good work (which is undertaken separately in patient or
workplace safety) to be second guessed or undermined, just to take account of the common
factors and risks which cause safety incidents for staff and patients and, where possible, align
or integrate synergistic solutions which can be applied on top of and across both patient and
healthcare worker safety. The campaign is calling for the systemic improvement of practice at
the frontline level of safety systems, standards, governance and preventive measures not at the
national political, legal or regulatory level.
The new Integrated Care Systems in NHS England will be assessed on safety by the CQC and
are designed to remove the barriers between integrated care for patients and communities,
between hospitals and family doctors, between physical and mental health and between NHS
and council services.
The Safety for All campaign believes that barriers should also be removed between patient and
healthcare worker safety to deliver improved safety systems, organisational safety standards,
governance and preventive measures. Improved understanding and advocacy of the mutual
benefits to be accrued for patient safety by improving workplace safety, and vice versa, and taking
holistic action in and between the two, based on that understanding, will reduce and prevent
safety incidents for patients and staff and deliver better outcomes for all.
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