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FOREWORD

Patient safety sits at the very heart of nursing practice. Every decision
we make, every assessment we undertake, and every intervention we
deliver carries with it a responsibility to ensure that the people
entrusted to our care are safe. For nurses, patient safety is not an
abstract concept, it is the daily expression of our professional values
and our commitment to compassionate, high-quality care.

In recent years, the NHS has been strengthened by the contribution of
internationally educated nurses who bring skill, dedication and
diverse perspectives to our workforce. Their contribution has been
invaluable. As a Chief Nursing Officer, I have seen first-hand the
impact internationally educated nurses have when they are supported
to thrive within the NHS. In our own organisation, we have welcomed
more than 400 internationally educated nurses, and one of our
greatest priorities has been to ensure that they do not simply work
within our services, but that they truly belong within them.

Belonging matters because when nurses feel valued, supported and
confident in their environment, patient safety is strengthened.
Confidence in systems, understanding of clinical expectations and
access to practical guidance are essential to helping nurses navigate
complex healthcare settings. Resources such as Patient Safety 101 play
an important role in supporting that journey.

This handbook provides a practical and accessible guide to some of
the most important areas of patient safety in clinical practice, from
safety culture and human factors to medication safety, deterioration,
infection prevention and the growing role of technology in healthcare.
Importantly, it translates these principles into guidance that is
meaningful at the bedside, where patient safety is ultimately
delivered.



I commend Aderonke for her commitment to supporting the nursing
profession through this work. By focusing on practical safety
principles and the realities nurses face in clinical settings, this
handbook has the potential to be a valuable resource for nurses at
different stages of their professional journey, particularly those
navigating the NHS for the first time.

Patient safety is everyone’s responsibility, but nurses stand at the
centre of that mission. When we equip nurses with the knowledge,
confidence and support they need, we strengthen not only our
workforce but the safety of every patient we serve.

For that reason, I am pleased to support this important contribution
to nursing practice.

Wellington Makala
Chief Nursing Officer



How to Use This Handbook

Each chapter follows a consistent structure designed around adult
learning principles. You may read it cover to cover or navigate directly
to the chapter most relevant to your current practice challenge.

» Learning Objectives map to Bloom’s Taxonomy, use them to set
your focus before reading.

 Patient Perspectives open each chapter, patient experience is the
reason this work matters.

« UK Policy Boxes give you legal and regulatory context for the
clinical practice in England.

* Clinical Alerts highlight high-risk information that requires
immediate attention.

* Good Practice Spotlights offer evidence-based examples you can
adapt immediately.

+ Reflection Activities follow Kolb’s Experiential Learning Cycle; they
may be adapted to support NMC revalidation reflective accounts
(standalone MCQs do not constitute CPD hours, but written
reflections using the prompts do).

For Internationally Educated Nurses (IENs):
Registration Pathway

Before receiving your NMC registration PIN, you must pass the NMC
Computer-Based Test (CBT) and the Objective Structured Clinical
Examination (OSCE). This handbook complements, but does not
replace, your OSCE preparation. The clinical safety knowledge in
every chapter directly supports OSCE stations on communication,
escalation, medication safety, infection control, and documentation.
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Patient Safety

Building a Culture Where Safety Thrives




TOP 10 PATIENT SAFETY RISKS FOR NEW NURSES

Based on NHS safety data and clinical education evidence

Medication interruptions: Refuse/minimise
interruptions during a drug round

Failure to escalate deterioration: Act on NEWS2 triggers
immediately, every time

Patient misidentification: Check name, DOB, and NHS
number before every intervention

Poor or delayed documentation: Document as you go;
contemporaneous records protect patients and you

Incomplete handover: Use SBAR-C; never assume the
oncoming nurse already knows

Cultural hierarchy barriers: Silence in the face of a senior
colleague is never safe; use graded assertiveness

Overconfidence after induction: The first year is the
highest-risk year; ask when unsure

Skipping double checks: Independent verification exists
because two trained nurses catch errors that one does not

Failure to question prescriptions: You have a professional
duty to question any prescription you do not understand

Fatigue during night shifts: Error rates increase significantly
after midnight; extra vigilance at night is non-negotiable

“Every system is perfectly designed to get the results it gets.”

W. Edwards Deming — Engineer & Management Theorist
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THE SWISS CHEESE MODEL.:
WHY SYSTEMS FAIL

James Reason’s Swiss Cheese Model, introduced in his landmark
2000 paper in the British Medical Journal, remains the most widely
cited framework for understanding how serious harm occurs in

complex systems.!

Communication

PATIENT
Gaps

HARM

The model holds that healthcare
organisations have multiple
defensive layers, protocols,
training, supervision, equipment
checks, incident reporting
systems. Each layer has holes:

Technology
Training Downtime
Workflow Gaps

Policies & Pressures
Procedures

human errors, system gaps,
resource failures. Most of the
time, the holes do not align.
Occasionally, when enough
holes line up simultaneously,
harm reaches the patient.
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PRACTICE CHECKLIST: CHAPTER 1:
SAFETY CULTURE ESSENTIALS
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I know the name of my Freedom to Speak Up
Guardian

I understand the difference between a just culture
and a blame culture

I can explain James Reason’s Swiss Cheese Model
to a colleague

I know how to access my trust’s incident reporting
system (e.g. Datix)

I understand what PSIRF means for how incidents
are investigated in my organisation

I have read or can locate my trust’s Duty of
Candour policy



KEY MESSAGES: CHAPTER 1

Patient safety is a system problem,
not a people problem, the Swiss
Cheese Model shows why individual
blame misses the point.

Just culture and psychological safety
are the conditions under which
honest reporting, learning and
improvement become possible.

The NHS Patient Safety Strategy and
PSIRF together create the framework
within which every nurse has both
the obligation and the protection to
speak up.

The NMC Code makes patient safety
advocacy a professional duty, not an
optional extra.



