
National 
Programmes

They are a key part of the NHS Patient Safety 
Strategy, and collectively form the largest safety 
initiative in the history of the NHS.

The programme’s aim is to promote safer care and 
reduce error and harm, so the NHS becomes 
comparable with the safest health care services in the 
world by 2025.

They do this by working with all health and care 
settings, such as maternity units, emergency 
departments, mental health trusts, GP practices and 
care homes in the following areas:
 
• System-level change – work with regional and local 

health systems to promote systems thinking and 
collaborate on approaches.

• Patient Safety Networks – support multi-
professional groups across systems to learn from 
others and deliver the improvement ambitions 
outlined in the NHS Patient Safety Strategy.

• Improvement capability – coach teams and 
leaders and develop their improvement skills, 
ensuring sustainability.

• Safety culture – create the right conditions for a 
culture of safety to flourish across teams.

• Evidence based interventions – ensure the right 
safety interventions are thoroughly tested, 
implemented and spread across the country.

Patient Safety Collaboratives
There are 15 Patient Safety Collaboratives (PSCs) in 
England, which support the delivery of the national 
programmes.

PSCs are hosted by Academic Health Science 
Networks, and have expertise in supporting safer care 
initiatives, working across organisational boundaries, 
coaching teams, building capability, measuring 
change and supporting improvement approaches.

The National Patient Safety Improvement Programmes 
(NatPatSIPs) support a culture of safety, continuous 
learning and sustainable improvement across the 
healthcare system.

www.england.nhs.uk@NatPatSIP
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Key enablers

The delivery of the safety improvement programmes 

is shaped by the following key enablers:

• Addressing inequalities: understand local health 

 inequalities to ensure selected interventions  

 improve the lives of those with the worst health  

 outcomes.

• Patient and carer co-design: employ a   

 co-production approach with patients, carers and  

 service users who represent the diversity of the  

 population served.

• Safety culture: use safety culture insights to  

 inform quality improvement approaches.

• Patient safety networks: coordinate and  

 facilitate patient safety networks to provide the  

 sub-regional delivery architecture for   

 improvement.

• Clinical leadership: identify and nurture clinical 

 leadership to lead improvement through the  

 networks

• Building QI capacity and capability: use the  

 Institute for Healthcare Improvement’s (IHI) dosing  

 approach to build quality improvement capacity  

 and capability.

• Measurement: develop a robust measurement  

 plan including relevant process, balancing and  

 outcomes metrics, using the IHI’s Model for  

 Improvement.

• Improvement and innovation pipeline:  

 undertake horizon-scanning and prioritisation to  

 inform future national workstreams.

To find out more about the National Patient Safety Improvement Programmes, visit:

www.england.nhs.uk/patient-safety/ patient-safety-improvement-programmes         @NatPatSIP  @MatNeoSIP

www.ahsnnetwork.com/patient-safety           @AHSNNetwork

Or alternatively, please email: nhsi.psimprovement@nhs.net

To continually 
reduce error, harm 

and death as a 
result of failures in 
the system so the 

NHS becomes 
comparable with 
the safest health 
care services in 

the world by 
March 2025

Maternity and Neonatal
Safety Improvement Programme

Reduce the rate of stillbirths, neonatal death and 
brain injuries occurring during or soon after birth

by 50% by 2025

Improve the optimisation and stabilisation
of the preterm infant

Improve the proportion of smoke-free pregnancies

Improve the early recognition and management of 
deterioration in women and babies

Managing Deterioration
Safety Improvement Programme

Reduce deterioration-associated harm by improving the 
prevention, identification, escalation and response to physical 
deterioration, through better system co-ordination and as part 

of safe and reliable pathways of care by March 2024

Responding to COVID-19

Responding to non-COVID-19 identification
of deterioration in children

Managing deterioration in non-acute settings

Medicines
Safety Improvement Programme

Reduce severe avoidable medication-related harm
by 50% by 2024

Safer administration of medicines in care homes

Reduce inappropriate high-dose
opiate prescriptions for non-cancer pain

Reduce harm from prescription and supply
of 10mg Methotrexate

Adoption and Spread
Safety Improvement Programme

Identify and support the spread and adoption of 
effective and safe evidence-based interventions and 

practice across England by March 2022

Improve the safety and clinical outcomes of patients following 
admission to hospital with an acute exacerbation of COPD

Improve the care and safety of
patients with tracheostomies

Develop an improvement and innovation pipeline to inform 
future programmes

Mental Health
Safety Improvement Programme

Improve safety for those who use mental health 
services by March 2024

Reduce suicide and self-harm

Reduce restrictive practice

Improve sexual safety

Aim Primary Drivers Secondary Drivers


