
 
 

Health Education England Request for evidence �t Commission on Education 
and Training for Patient Safety 

Is your organisation active in patient safety improvement and training for healthcare staff and if so 
what are your priorities? 

Patient safety is identified in the NMC Code (Nursing and Midwifery Council 2015) and the RCN 
Principles of Nursing Practice (RCN 2010) as an essential part of nursing care. Principle C states: 
"Nurses and nursing staff manage risk, are vigilant about risk, and help to keep everyone safe in the 
places they receive health care" (RCN 2010). 

Patient safety is the prevention of avoidable errors and adverse effects to patients associated with 
health care. Staff practise patient safety when they apply safety science methods towards the goal of 
developing reliable systems of care. So patient safety is both a characteristic of a healthcare system 
and a way of improving the quality of care. 

We believe that much more can be done to reduce preventable harm in health care. We are focusing 
our efforts in the following three key areas: 

Growing safety conscious organisational cultures: organisational cultures can foster a proactive 
approach to patient safety. However we see attitudes and behaviours that discourage staff from 
learning from preventable incidents. This increases the likelihood of these incidents recurring. We can 
change attitudes by working with people to demonstrate how change can be made and sustained. 

Designing for reliability: we can increase reliability when there is: agreement about the way of doing 

ement towards human factors education and was a co-signatory to 
the report that resulted in the Concordat (National Quality Board 2013). We have developed an area 
of our website that sets out the human factors approach to patient safety (RCN 2012a) which is 
updated to showcase its application to key areas of work.  

The RCN is playing an active role in the Academy of Medical Royal Colleges ongoing project on quality 
improvement education including preparing a paper on interprofessional education 

and embedded the 
���}�v�����‰�š�•���}�(���Z�µ�u���v���(�����š�}�Œ�•���]�v���}�µ�Œ���o�����Œ�v�]�v�P���(�}�Œ���Z�����o�š�Z�����Œ�����•�µ�‰�‰�}�Œ�š���Á�}�Œ�l���Œ�•�U���^�&�]�Œ�•�š���^�š���‰�•�_ (RCN 2012c). 
We produce a fortnightly Quality and Safety bulletin that curates material on quality and safety 
improvement. 







http://tinyurl.com/p6tp5da
http://tinyurl.com/olqpeqs
http://tinyurl.com/ccb8b34
http://tinyurl.com/qjbuy7j
http://tinyurl.com/oz3qu2n
http://tinyurl.com/pj9ubwj
http://rcnhca.org.uk/
http://tinyurl.com/onymrb5
http://www.nhshealthandwellbeing.org/
http://tinyurl.com/odrfnhq
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