
Measuring harm and the NHS Safety Thermometer  

It’s not just counting…it’s caring! 
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Measurement is complex 
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Mortality (in hospital) Length of in-patient stay 30 day Readmission 

Decubitus ulcer  VTE 

Hospital Episode Statistics 



Unpacking sources of data 
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http://www.nrls.npsa.nhs.uk/ 
http://www.nrls.npsa.nhs.uk/resources/?EntryId45=135153 
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Point of care surveys 
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Maybe the solution lies with using 
multiple sources of data for a single 

issue? 
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What is the burden of harm? 

Are we improving? 
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Patient 1 no yes yes yes No 

Patient 2 no no yes yes No 

Patient 3 yes yes yes yes Yes 

Patient 4 yes yes yes yes Yes 

Patient 5 yes yes no yes No 

2/5 

Is the patient protected from all 4 harms? 



 





 



Safety Express CQUIN (2012-13) 

The run chart shows the percentage of patients with a pressure ulcer at the commencement of safety express in January 
2011 to be 8%, 7% and 1% for all pressure ulcers, new pressure ulcers and old pressure ulcers respectively.  In July 2011, si x 
months after the start of the collaborative,  the median values were reset for all pressure ulcers and old pressure ulcers to 

6% and 5% respectively because of signals of special cause variation (a run of 6 data points descending) but remained the 
same for new pressure ulcers. This change represents a 27% and 30% reduction in pressure ulcer prevalence in the two 
categories. The collaborative ended in October 2011 and progress was maintained. In March 2012 a national CQUIN 
scheme was introduced to incentivise organisations to review the data and six months later there was a second signal of 
special cause variation (a shift of 7 data points below the median line) which was maintained through to the year end and 

represented a further reduction of 10%. In total the medians improved by 35 and 38% respectively for all pressure ulcers 
and old pressure ulcers. No change was seen in new pressure ulcers. 
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Scale up to a national data collection 



How many patients have a pressure ulcer? 



Is there a difference between settings? 



What category is most common? 



How much variation is there nationally? 



www.harmfreecare.org 

www.harmfreecare.org 



Thank you 
http://harmfreecare.org/harm-free-care/videos/  
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