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NHS England and NHS Improvement

Patient safety in nutritional care

Dr Frances Healey, RN, RN-MH, PhD
Deputy Director of Patient Safety (Insight) 



2 |2 |

Focus of the national 
patient safety team 
within the much 
broader remits of NHS 
England and NHS 
Improvement  

https://improvement.nhs.uk/resources/patient-safety-strategy/

https://improvement.nhs.uk/resources/patient-safety-strategy/
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Who does what in patient safety:

• MHRA for regulatory aspects of 
prescription products & device 
safety (UK) 

• NHS Improvement Estates and 
Facilities for catering standards 
nationally (with partners for UK) 

• CQC provider inspection/regulation 
(England) 

NHS Improvement & NHS England 
patient safety team specialise in 
national action to reduce or 
eliminate human error  
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https://improvement.nhs.uk/resources/patient-safety-alerts/
https://improvement.nhs.uk/resources/patient-safety-review-and-response-reports/
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NRLS: Number of incidents 
reported by quarter, Oct 2003 -

Jun 2018

Our sources for national 
patient safety advice and 
guidance, including Alerts

https://improvement.nhs.uk/resources/patient-safety-alerts/
https://improvement.nhs.uk/resources/patient-safety-review-and-response-reports/
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National learning: 
nasogastric tube safety  

2005: ban air auscultation & litmus paper
2011: CE marked pH paper, tubes 
opaque throughout length, structured 
‘four criteria’ x-ray interpretation
2012: no water flush before pH test
2013: do not confirm via magnetic traces 
2016: leadership action to consistently 
ensure staff competencies   
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https://www.youtube.com/user/0x2020

What other learning isn't being shared 
across countries? 

What else could we learn from each 
other at this conference about current 
evidence on safest practice? 

https://www.youtube.com/user/0x2020
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…and if you are from a trust in England 
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What else could we learn from each 
other at this conference about 
sustained changes to practice?  

Implementation isn't easy: 
nasogastric tube safety  
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Doctor in question recognised error and [has had] 
discussion with clinical supervisor, educational supervisor 
informed. Advised [to undertake] training and reflection.

[One year after ‘action complete’ declared] NG 
placed….no stomach aspirate, therefore CXR 
requested. Reviewed by ward doctor. Verbal 
confirmation of correct position and feed started. 
Reviewed on ward round following morning, drop in 
oxygen saturations, increased MEWS from 6-9……. 
CXR showed NG tube in right main bronchus.

What else could we learn from 
each other at this conference 
about a delivering a just culture 
and recognising a need for 
systems improvement?  

https://improvement.nhs.uk/
resources/just-culture-guide/

https://improvement.nhs.uk/resources/just-culture-guide/
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What else could we learn from each other 
at this conference about preventing and 
managing the rarer risks? 
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What else could we learn from each 
other at this conference about the 
‘translation gap’ between expert and 
everyday understanding?  

‘Soft diet’ 

https://improvement.nhs.uk/news-
alerts/safer-modification-of-food-and-fluid/

https://improvement.nhs.uk/news-alerts/safer-modification-of-food-and-fluid/
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What else could we learn from each other 
at this conference about how other 
industries manage allergens in food? 
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frances.healey@nhs.net

“There have been times, lately, when I dearly 
wished that I could change the past. Well, I can’t, 
but I can change the present, so that when it 
becomes the past it will turn out to be a past worth 
having.” 

@FrancesHealey

mailto:frances.healey@nhs.net

