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Meeting of the West of England Academic 
Health Science Network Board 

 

 
To be held on Wednesday 7 December 2016 
commencing at 10:45 at Gloucester Rugby Club 
GL1 3AX 

 

Agenda Item: 4.5 
 
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 three STP footprint based Health Community Task Groups.  

A West of England collaborative event was held on 15th September 2016 in Bristol which 
focused on NEWS being communicated at handover between the interfaces of care.  The 
event was attended by 123 delegates representing patients, primary and community care, 
out of hours services, mental health services, the ambulance trust and all acute trusts in 
the region, and included representatives from Emergency Departments. 

All six of our acute trusts continue to use NEWS in all ED and inpatient wards and are 
working on individual quality improvement projects to improve inter-departmental 
communication of NEWS at the points of handover of care. We estimate that the number 
of patients receiving a NEWScore at triage into ED across the West of England during the 
last quarter was 20,878. 

South Western Ambulance Foundation Trust’s electronic patient record, which 
automatically records NEWS from the response vehicle monitoring equipment, has now 
been rolled out across the whole South West region except Gloucestershire. This is 
planned for completion by early 2017.  The number of patients conveyed to hospital to 
have a NEWScore recorded on an ePCR by the ambulance trust during the last quarter 
was 155,059.  The number of patients not conveyed to hospital having a NEWScore 
recorded on an ePCR by the ambulance trust during the last quarter was 110,162. 

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 has been developed and is currently being tested with GPs and 
developed to meet their needs. Engagement with GPs is continuing through multiple 
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forums and CCG meetings, where to date 150 GP practices have received information on 
NEWS across the region. 

 

2.2   Emergency Department Collaborative 

The ED Collaborative currently brings together representatives from five of our six acute 
trusts and 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. 

Through this work, we are now able to evidence that during the last quarter across the 
West of England 13,759 patients had vital signs measured hourly in ED, 18,824 patients 
received the administration of analgesia at triage (if required) and 16,279 patients had a 
pain score calculated hourly in ED. 

 

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 third pan AHSN Event took place on the 29th September 2016 in Reading where 24 
colleagues from the six West of England acute trusts joined 76 other delegates from 
hospitals in the Kent, Surrey & Sussex and Wessex AHSN regions.  The aim of the day 
was to enable trusts to discuss their progress across the collaborative and learn from 
others, whilst receiving training in ‘Negotiating with the non-negotiable’. This training 
allowed delegates to think about their own negotiating behaviours and helped to build 
confidence in our negotiating choices. 

Up to Quarter 1 of 2016/17 of the National Emergency Laparotomy Audit (NELA) data, in 
the West of England there has been an 8% increase in the composite quality score over 
baseline.  This measures the percentage of patients to have received each individual and 
appropriate element of the bundle.  Overall, further improvements can be seen in the 
following measures across the West of England: 

 

Measure Baseline Quarter 4 15/16 Quarter 1 16/17 

Blood Lactate +13.5% 66.40% 74.10% 79.90% 

Antibiotics prior to surgery +4.4% 55.90% 55.40% 60.30% 

Time to Theatre +7% 73.00% 70.00% 80.00% 

Post Op Critical Care +5.9% 62.30% 66.70% 68.10% 

Consultant level care +13% 73.30% 83.70% 86.30% 

Composite quality score +7.7% 58.80% 62.70% 66.50% 

Length of stay -2.7 days 19.4 days 17.7 days 16.7 days 
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Taking the reduced length of stay from the table above and retrospectively applying it 
against Q4 15/16 data (and assuming that 2.7 days remains the improvement level), we 
can crudely estimate that on average each Trust could be saving 8.8 beds per year.  We 
are currently working on getting the background data to calculate this at an individual trust 
level where patient numbers will independently set the bed days saved. 

 

2.5 Human Factors Training  

The human factors project continues to roll out across community providers and has now 
reached over 1,500 staff in the roll-out phase.  This covers around 64% of staff in the 
target audience, 17% of supervisory staff and has created a faculty of 42 facilitators. 

Since September 2016 our organisations have been asked to capture where human 
factors has been incorporated into other training sessions.  Including sessions delivered by 
the West of England AHSN at different events and those trained in the pilot phase, over 
2,800 people have received training in some form on human factors over the course of the 
project.  

The human factors toolkit is published on our website and the template has been adapted 
for the NEWS, ED, and PPI toolkits to create a suite of toolkits which are freely available.  

A session on Human Factors in Primary Care has been developed and was delivered to 
the attendees at the primary care collaborative event on 30 November 2016.  

 

Collaborating within the Community 

2.6 Primary Care Collaborative 

Membership of the Primary Care Collaborative is made up of 14 primary care practices 
from six of our seven Clinical Commissioning Groups. 

The second event took place on 7 September 2016 and 43 delegates attended from 12 of 
the 14 practices.  The key note speaker was Suzette Woodward, National Director for Sign 
upto Safety. 

Many of the practices are completing the SCORE culture survey, and so far two practices 
have been completed and debriefed, five debrief reports are pending and three practices 
are still to complete. Following consultation a bespoke BrisDoc survey has been created 
and this will go live soon for over 100 staff working in the BrisDoc out of hours service.  In 
total these surveys will reach over 530 staff. 

Following agreement at the Patient Safety Collaborative Board, planning is underway for 
Cohort 2 and practices have already expressed interest from North Somerset and Swindon 
CCG areas.  

 

2.7 Community Forum and Falls 

The aim of the community forum is to support sharing of learning across community 
providers in the West of England. Attendees at community forums have come from a 
range of sectors including community, third sector, commissioners and acute providers 
and the forum has created a space for organisations to meet, with focus on patient safety 
culture, sharing, and learning.  

The forum last met on the 12 October 2016 and discussed potential topics, including  
undertaking deep-dives into safety topics of ‘Risky Business’ within local Sustainability and 
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Transformation Plan areas. Suggested high risk topics for Community providers included 
insulin, agency nursing, discharge and end of life care. 

At the request of the Patient Safety Collaborative Board discussions are taking place to 
run a second falls event on 13 March 2017 at North Bristol NHS Trust. This will be open to 
all organisations across the West of England. 

 

2.8 Mental Health Collaborative 

A second Programme Managers development day was held in September. Programme 
Managers from 10 member organisations across the collaborative attended, including 
AWP and 2Gether Trusts. The Programme Managers are progressing the migration of 
existing and new QI projects onto the Life system and are being supported to complete the 
evidence scan in each of their organisations. 

Engagement across the collaborative has improved with 2Gether and AWP continuing to 
remain active from the West of England. However further discussion with executive 
members of AWP are scheduled with the aim of clarifying the positioning of the 
collaborative within AWP and to consider the need for key supporting roles. 

Learning Session 11 took place in November 2016 and included the launch of the new 
collaborative logo, as well as a presentation on the Bradford Tool, which ensures that 
patients with serious mental health illnesses get the key physical checks they need. 

 

2.9 Medicines 

Since the start of the PharmaOutcomes project in March 2016, there have been 2,293 
dosette box referrals. We are still awaiting the latest detailed report, but early analysis 
suggests that more than 70% of referred patients had their medication changed whilst in 
hospital and the PharmOutcomes referral prevented waste in more than 60% of cases. 

The Newcastle paper from Neil Watson, Director of Pharmacy at Newcastle Hospitals NHS 
Foundation Trust, has now been published and provided evidence of the benefits from 
using PharmOutcomes and associated medicines use reviews (MUR) to reduce 
readmissions and length of stay. 

The West of England AHSN also participates in the national AHSN medicines safety 
cluster, sharing learning and resources across the system.  

 

2.10 Mortality Review Collaborative 

The Steering Group have agreed to work together to develop a best practice framework for 
mortality reviews which will allow us to share best practice and implement the new national 
approach to structured case note review. 

The first West of England mortality review Train the Trainer event took place at the Holiday 
Inn, Filton, Bristol on 7 October 2016.  45 colleagues from the six acute trusts in the West 
of England, as well as Taunton and Salisbury hospitals, received training on the structured 
case note review. 

The early implementer trusts have been working on rolling out the structured reviews 
process. Highlights so far include Great Western Hospitals NHS Foundation Trust creating 
a database and dashboard to record and present the outputs of their reviews, and 
University Hospitals Bristol NHS Foundation Trust forming a mortality review group which 
spans each of their divisions and directly links with the Medical Directors office. 
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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 AHSNs.  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. 

 

3.2 Evaluation 

West of England AHSN are working with CLAHRCwest and other colleagues from our 
universities to evaluate the NEWS and ED checklist workstreams.  

The West of England AHSN led the national Patient Safety Collaborative Metrics subgroup 
which defined and designed the national reporting metrics for the 15 Patient Safety 
Collaboratives. 

 

3.3 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 recently presented the Human Factors workstream at the Oxford Clinical 
Human Factors Group in October and have had an abstract accepted to present at ASPIH 
(Association of Simulation Practitioners in Health) national conference in November. 

The ED Checklist was be presented at the SWAHSN conference and the Deteriorating 
Patient Conference in London in November.  A short play demonstrating the deteriorating 
patient work stream was performed at the Patient First event, London in November. 

The AHSN Patient Safety team website has also undergone a significant review and 
update to reflect all the progress the PSC has made in the last year.  The website can be 
found here: http://www.weahsn.net/what-we-do/enhancing-patient-safety/ 

 

4 Financial implications 

The budget allocation for 2016/17 has been confirmed and the Patient Safety team are 
currently on track to remain within their budget allocation. 

 

5  Risk implications, assessment and mitigation, policies 

There is a dedicated risk register and issues log for the Patient Safety Programme 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. 

 

http://www.weahsn.net/what-we-do/enhancing-patient-safety/


West of England Academic Health Science Network 7 December 2016 – Patient Safety 

Programme Update 

 

Board Paper Page 6 of 6 

7 Recommendation 

The Board is asked to note the progress of the Patient Safety Collaborative. 

 

 
Ann Remmers 
Patient Safety Programme Director 
December 2016 


