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Meeting of the West of England  
Academic Health Science Network Board 

 

 
 To be held on Wednesday 14 September 2016 
commencing at 10:45am at the RUH Boardroom, 
Oasis Centre, Royal United Hospitals Bath NHS 
Foundation Trust, Combe Park, Bath BA1 3NG 
 
Agenda Item: 4.3 
 
Patient Safety Programme Update 
 
1 Purpose 

This paper updates the Board on the progress of the Patient Safety Collaborative.  
The period since the last Board meeting has seen significant progress in many of our 
work streams.   

2 Work streams 
The Deteriorating Patient  

2.1 National Early Warning Score (NEWS) 
This project continues to engage with stakeholders throughout the West of England 
through the geographic Health Community Task Groups.  
A regional collaborative event is planned for the 15th September 2016 in Bristol which 
will focus on NEWS being communicated at handover between the interfaces of care.  
The event, with a capacity of 130, is fully booked 6 weeks before the event which is a 
good indication of the continued enthusiasm for the work across the region. 
As reported in May, all six of the region’s acute trusts are now using NEWS, including 
in the Emergency Department (ED). In addition the South Western Ambulance 
Trust’s electronic patient record (which automatically records NEWS from the 
response vehicle monitoring equipment) has now been rolled out across North 
Somerset and Bristol. It will be extended across the whole of the West of England by 
early 2017.  
Our mental health providers continue to use NEWS on all inpatient wards and are 
working on programmes to extend this to community mental health teams and 
community service providers. Currently they are either all using NEWS for their 
community nursing and therapist teams, or have a 12 month action plan to do so. 
 Communication specifically targeted at GPs to introduce them to NEWS and explain 
the relevance of the scores for their patients is under development.  This was initially 
requested by commissioners working with North Bristol Trust who will now be asking 
for a NEWScore at the point of referral into urgent and emergency care.  The 
communication will be tested with GPs over the course of the next few months with a 
view to rolling it out across the region. 
Engagement with GPs is continuing through multiple forums and CCG meetings.  
The first documented patient journey where NEWS was used by a GP to assess a 
patient’s acuity (NEWScore 7) resulted in an appropriate referral to ED.  The patients 
NEWScore was then automatically calculated in the ambulance and communicated 
at handover to ED where the patient had deteriorated (NEWScore 9).  Sepsis was 
diagnosed and the patient made a full recovery. 
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A NEWS Implementation Toolkit has been developed and is available via the Patient 
Safety/Deteriorating Patient page on the West of England AHSN website.  This toolkit 
has been recently cited in a National Safety Alert aimed at improving detection of the 
deteriorating patient. 

2.2   Emergency Department Collaborative 
The ED Collaborative currently brings together representatives from five of the acute 
trusts, it is envisaged that all six will shortly be part of the collaborative. The purpose 
of the ED Collaborative is to provide a network for ED and Ambulance Trust clinicians 
and managers to support and learn from one another on patient safety initiatives 
specific to ED and the interface of ED and the Ambulance Trust. 
The West of England AHSN continues to support the adoption and spread of the ED 
Safety Checklist (which includes NEWS) by facilitating and supporting the ED 
Collaborative, including producing a range of open access Toolkits and supporting 
materials via our website. 

2.3   Sepsis 
Sepsis learning will continue to be supported through the Deteriorating Patient work 
stream in 2016/17 as part of the NEWS events. 

2.4   Scaling Up Improvement – Emergency Laparotomy Collaborative (ELC) 
The Local ELC event took place on 10 June 2016 and was attended by 27 delegates 
with at least one representative from each of our six trusts.  Each trust presented 
their progress to date and the issues they are facing, with the day being 
supplemented by sessions on Goal Directed Fluid Therapy and using data for 
improvement.  The feedback from the day was very positive. 
The first use of the new dashboard, which helps present the data from the National 
Emergency Laparotomy Audit database (NELA), has shown a trend that all six trusts 
(7 hospital sites) have generally improved against their baseline.  Mortality rates, 
whilst reduced against the West of England baseline, showed an increase in a couple 
of trusts prompting further discussions and investigations.  It has since been 
identified that some of these are erroneous data entries but shows individuals are 
using the data available to help deliver their improvements. 
The next pan AHSN event will take place on the 29 September 2016 and the next 
local event is scheduled for the 24 November 2016. 

2.5 Human Factors Training  
The Human Factors toolkit has been published on our website and roll-out of the 
training is well underway. To date in 2016 (including the 42 facilitators) 1,053 staff 
have been trained across the West of England. The toolkit template has been reused 
for the NEWS, ED and Patient and Public Involvement toolkits at no additional cost. 
One of the workshops at the Primary Care Collaborative event in November will focus 
on human factors in primary care, with the aim of creating an additional toolkit which 
practices will be able to use to train their staff.  Training staff from the third sector in 
Human Factors is also taking place.  
Collaborating within the Community 

2.6 Primary Care 
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Membership of the Primary Care Collaborative (PCC) is from 14 primary care 
practices within six of our seven Clinical Commissioning Groups. 
36 attendees from 13 practices attended the first event on 25 May 2016 and 44 are 
currently registered for the next event on 7 September 2016. A range of roles were 
represented including GPs, practice managers, practice nurses and quality and 
safety leads. Suzette Woodward, Director of Sign to Safety, will be the keynote 
speaker at the September event. 
Since the event 9 of the 14 practices have had a follow up meeting with the PSC 
team and 9 have started to complete the SCORE culture survey. 
The SCORE survey is a Patient Safety culture survey, developed by the Institute for 
Healthcare Improvement (IHI) to assist organisations to assess the culture of their 
organisation, focussing on safety, communication and team work.  

2.7 Community Care 
The community forum on 8 June 2016 was attended by 18 delegates from 11 
organisations who came from a range of sectors including community, third sector 
and acute providers to discuss incident reporting. Attendees discussed barriers and 
enablers, shared learning and agreed next steps. The next forum will be held on 15 
September 2016 as part of the Deteriorating Patient event and a follow-up forum on 
incident reporting will take place in October. 
At the request of the Patient Safety Collaborative Board discussions are taking place 
on a second falls event later in the year which will be open to all organisations across 
the West of England. 

2.8 Mental Health Collaborative 
A Programme Managers development day was held in May, Programme Managers 
from 12 member organisations across the collaborative attended, including AWP and 
2Gether Trusts. At the event the delegates agreed a plan for the migration of existing 
and new Quality Improvement projects onto the Life system.  The next development 
day in September will focus on their coaching skills as QI leaders. 
Engagement across the collaborative has improved over the last quarter with 
2Gether and AWP continuing to remain active from the West of England region.  22 
individuals were registered to attend the learning set event in July across both 
organisations.  
The collaborative has joined the National Group MHImprove which was established        
13 organisations participated in the second medicines collaborative event on 24 
June. Representatives from a number of organisations shared their learning on the 
topics of insulin safety and transfers of care, and used the Life System to generate 
driver diagrams for the two sub-themes. Resources shared at the event were 
uploaded onto the Life system, including self-administration policies from around the 
region and the Wessex insulin safety toolkit. 
Funding from the West of England AHSN was approved for the PharmaOutcomes 
project to roll out in acute hospitals in the Avon Local Pharmaceutical Committee 
area covering the Trusts – University Hospital Bristol’s NHS Foundation Trust, North 
Bristol NHS Trust, Weston Area Health Trust and Royal United Hospitals Bath NHS 
Foundation Trust. This started in March 2016 and has now spread to all four Trusts, 
with Weston starting in August 2016. 
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By Mid-August 2016, there have been 1,411 dosette box referrals since the start of 
the project. Based on results from NBT, 74% of patients had their medication 
changed whilst in hospital and the PharmOutcomes referral prevented waste in 61% 
of cases.  
Feedback from Pharmacies has been very positive and has created a smoother 
transition of patients from secondary to primary care. In one example a patient would 
have stopped taking their anti-coagulants and potentially ended up back in hospital 
had the pharmacist not intervened.  
The West of England AHSN also participates in the national AHSN medicines safety 
cluster, sharing learning and resources across the system.  

2.10 National Mortality Case Record Review Programme 
In the last quarter, there has been significant progress with the development of this 
work stream.  There is consensus across the six West of England trusts to work 
together on the local rollout of a national Mortality Case Record Review Programme 
and to develop a shared best practice framework. Taunton and Salisbury hospitals 
are also keen to join this work stream. 
Three Trusts have volunteered to be “early implementers” for the new structured 
case note review approach and to share lessons with the wider group. They are 
Great Western Hospitals NHS Foundation Trust, Royal United Hospitals Bath NHS 
Foundation Trust and University Hospitals Bristol NHS Foundation Trust.  
A “Train the Trainer” event date has been agreed for 7 October 2016 and is primarily 
aimed at training 6-8 delegates in the case note review approach from each of the 
three early implementer trusts.  The remaining trusts are invited to identify up to three 
individuals to participate in the event. 

3 Enabling Activities – Measurement, Evaluation and Capacity Building 
3.1 Measurement 

The West of England AHSN continues to develop and roll out the “Life system” which 
was created in partnership with 10 other Academic Health Science Networks.  The 
system is a bespoke web based system for patient safety and quality improvement 
projects and is available free of charge for colleagues in member organisations to 
access and use for their own organisation based projects.  The Patient Safety team 
are currently developing measurement plans for each of the projects run by the 
Patient Safety Collaborative and beginning to gather data to help drive the 
workstreams forward. 

3.2 Evaluation 
West of England AHSN are working with CLAHRCwest and other colleagues from 
our Universities to scope the evaluation for the NEWS and ED checklist workstream. 
These are system wide work streams aiming to “break new ground” in terms of 
delivering large scale and joined up change. 
The West of England AHSN is also leading the national PSC Metrics subgroup 
aiming to define and design the national reporting metrics for the 15 Patient Safety 
Collaboratives as part of the overall governance and assurance reporting framework. 

3.3 Capacity Building 
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Working with the Academy, the Patient Safety Collaborative ensures Quality 
Improvement teaching is embedded in all West of England AHSN Patient Safety 
events. Joint planning continues with a number of other AHSN’s for the ‘Life’ system 
to include an Asset Mapping module so that individuals with improvement skills in 
each member organisation can be identified. Following the work with the Health 
Foundation on cohort one of the ‘Q’ programme and  work on the asset mapping 
survey, the West of England AHSN  have been selected as one of the early recruiters 
for the next wave of the Q community. 

3.4 Showcasing the Patient Safety Collaborative progress 
Recognition and promotion of the work of the Patient Safety Collaborative has 
continued to be a focus throughout the last quarter.   
The team have presented the Human Factors work at the Wessex AHSN Annual 
Conference, a poster at the Bristol Patient Safety Conference, and will be delivering 
a workshop at the Oxford Clinical Human Factors Group in October.  The work of the 
West of England and collaborative AHSNs was showcased at the Patient Safety 
Congress in July. 
The ED Checklist will be presented at the SW AHSN conference and the 
Deteriorating Patient Conference in London in November.  A short play 
demonstrating the deteriorating patient work stream will be performed at the 
Deteriorating Patient event in September and Patient First, London in November.  
The NEWS and ED Checklist workstreams have also been submitted as contenders 
to be part of a national adoption and spread programme by the Patient Safety 
Collaboratives. 
The AHSN Patient Safety team website has undergone a significant revamp. Dr Mike 
Durkin, NHS Improvement, also visited the team on 18 August 2016 and was very 
impressed with the progress of the Patient Safety Collaborative in a number of areas. 

4 Financial implications 
The move of the Patient Safety Directorate from NHS England to NHS Improvement 
took place on 1 April 2016. The budget allocation is still to be finally confirmed, 
however verbal confirmation from Mike Durkin at his visit on 18 August was that the 
allocation will be the same as 2015/16. 

5 Risk implications, assessment and mitigation, policies 
Each of the work streams have dedicated risk registers and issues logs with monthly 
reporting through to the Patient Safety Core Team. High scoring risks are escalated 
via this channel to the Patient Safety Collaborative Board. 

6 Implications on equalities and health inequalities 
Every aspect of the Patient Safety Collaborative is designed to improve health 
inequalities. Each element of the new Patient Safety Collaborative work programme 
will fit within the AHSN framework. 

7 Recommendation 
The Board is asked to note the progress of the Patient Safety Collaborative. 
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Natasha Swinscoe 
Chief Operating Officer 
August 2016 


