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Meeting of the West of England Academic 
Health Science Network Board 

 

 
To be held on Wednesday 2 March 2016 
Commencing at 10:45am in Oasis Centre, Royal 
United Hospitals Bath NHS Foundation Trust, 
Coombe Park, Bath, BA1 3NG 
 
 

Agenda Item:  6.6 
 
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 

2.1 National Early Warning Score 

This project continues to engage with stakeholders throughout the West of England 
through the geographic Health Community Task Groups. The successful adoption by 
both University Hospitals Bristol NHS Foundation Trust and North Bristol NHS Trust 
was completed December 2015. 

The next breakthrough series learning set event is on 10 March 2016.  The focus of 
this event will be to; share the successes and challenges experienced in the first year 
of the programme in implementing system-wide change; consider the barriers we are 
currently experiencing and identify how to overcome these.  Afternoon workshops will 
focus on the region’s sepsis recognition work; mapping urgent care pathways and 
research/quality improvement opportunities in primary care. 

The project is also supporting the roll out of University Hospitals Bristol’s Emergency 
Department (ED) Safety Checklist which includes a requirement for a NEWS score 
with a pending funding application to the Health Foundation. This has progressed to 
the interview stage and the outcome should be announced by the end of February. 

If successful the project will launch across the South West in July 2016. Great 
Western Hospitals NHS Foundation Trust have now joined NBT, Weston Area Health 
Trust and Gloucestershire Hospitals Trust as early adopters supported by West of 
England AHSN funding and project management support, with clinical leadership 
provided by UHB. Expressions of interest from other ED’s across the country and 
interested AHSNs are regularly being received. The Care Quality Commission has 
also expressed interest in a wider roll out. We are considering how this interest can 
be supported whilst maintaining the integrity of the ED Safety Checklist. Discussions 
are taking place on a series of workshops to provide support to this roll out. 

 

2.2 Scaling Up Improvement – Emergency Laparotomy Collaborative 

The first local event for the West of England teams was held on the 20 November 
with 37 delegates from across all of the 6 acute trusts. Trusts have agreed to submit 
quarterly data with the baseline being taken from July-December 2014. The first 
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quarter’s data is currently being collated with a plan to upload it on the Life System at 
a local level. The central team are yet to finalise their dashboard design. 

A further local conference call was held on the 11 January to maintain momentum 
and provide an update on progress. The next pan AHSN event will take place on 2 
March 2016. 

2.3 Human Factors Training  

The Human Factors training toolkit has been finalised and is being tested at the first 
train the trainer day for the participating community organisations on 18 February.  
The toolkit was presented at the Patient Safety Collaborative Board in January 2016. 
Since then additional design work has progressed for using the toolkit template in 
other work streams. 
 
The first draft of the phase 1 evaluation report has been completed and sent out for 
comments. Bids were received from four of the six community organisations to train 
2,500 staff in the next 18 months. The other two providers have been engaged and 
are working on submitting their bids. 
 
At the time of writing, 33 places had been booked at the three train the trainer events, 
with training to be completed by April 2016. The Human Factors webpage has been 
launched: http://www.weahsn.net/what-we-do/enhancing-patient-safety/patient-
safety-priorities/human-factors/ this work stream has received national interest from 
Professor Jane Reid, Chair of Clinical Human Factors group which is being followed 
up with a view to establishing how the human factors work of the West of England 
AHSN could be spread and adopted more widely. 
 

2.4 Primary Care 

At the last Steering Group meeting on 6 January 2016, it was agreed to create a 
West of England Primary Care Collaborative. Each CCG member of the Steering 
Group will nominate two innovator GP practices, who will be supported to help their 
practice promote a safety culture through the use of incident reporting and delivery of 
quality improvement work to improve Patient Safety. 

A joint letter from the CCG’s and the West of England AHSN has been sent to all 
practices, with interest appearing high, and a selection process has been developed.  
A Patient Safety culture survey, developed by Mr Rob Methuen, colorectal surgeon at 
the Royal Devon and Exeter Hospital and used in the South West AHSN area, will be 
used to assess baseline knowledge once the Innovator Practices have been 
identified. 

2.5 Community Care 

A facilitated workshop was held for Community Services providers on the 2 
December 2015, with commissioners and representatives from every Community 
provider in the West of England present. The feedback from this event was very 
positive and delegates found it a useful environment to begin to share their 
successes and challenges. 

A number of themes were identified from the day and shared with each organisation 
after the event. The next workshop, scheduled for the 24 February 2016, will give 
each provider an opportunity to present their biggest challenges and the day will 

http://www.weahsn.net/what-we-do/enhancing-patient-safety/patient-safety-priorities/human-factors/
http://www.weahsn.net/what-we-do/enhancing-patient-safety/patient-safety-priorities/human-factors/
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finish in a facilitated session; with the aim to reach a consensus on one priority area 
of work. This will form the basis for the work stream going forwards into 2016/17. 

2.6 Mental Health Collaborative 

The collaborative held a learning session event in December which was well 
attended by the members from across the South of England. The next collaborative 
learning event will be held on the 8/9 March 2016.  

In partnership with the collaborative members and the leads for the five AHSN’s, the 
2016/17 programme has been developed and agreed. Focus is currently on re-
engaging members and developing the QI capability framework. 

The collaborative has agreed to focus on the reduction of violence and aggression as 
a region wide priority and is considering the adoption of the Bradford Score (physical 
health checks for patients with enduring mental illness) as another core project. 

2.7 Sepsis 

66 participants, from 32 organisations, attended the 2 February Sepsis masterclass 
event which has received excellent feedback. 100% of respondents rated the event 
as good or excellent, with significant activity on Twitter. The event provided a large 
number of staff from different organisations and settings with the opportunity to 
network. The keynote speakers Dr Ron Daniels, Chief Executive of UK Sepsis Trust 
and Susanna Morrish, mother of Sam Morrish, who tragically died from Sepsis, 
reinforced the changes needed to reduce morbidity and mortality from sepsis. 

Sepsis learning will continue to be supported through the NEWS work stream in 
2016/17. 

The West of England AHSN and the South West AHSN have offered to meet with 
Lindsey Scott Director of Nursing South West to discuss how both AHSNs work on 
sepsis aligns with the work of NHS England.  

2.8 Medicines Optimisation 

Following the November collaborative meeting and request for organisations to sign-
up to projects in which they are interested and which align with their safety priorities, 
responses have been received from most member organisations across the West of 
England.   
 
Three projects have been identified as the top priorities; these are PharmOutcomes 
to improve communication at transfers of care, shared messages and formulary for 
insulin and a patient’s own drugs scheme for insulin. From the responses Bristol and 
Gloucestershire localities were identified as requesting similar priorities.  
 
The next few months will involve those who have signed up to the process working 
through an initial Plan Do Study Act (PDSA) cycle within their organisation and then 
sharing the learning at the second collaborative event in April 2016. 
 
Funding from the West of England AHSN was approved for the PharmOutcomes 
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 Trust, Weston and Royal United Hospital Bath. The aim of this is to refer 
patients at discharge for medication review in their community pharmacy. This will 
start on 1 March 2016 to align with the date that University Hospitals Bristol are ready 
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to start their roll out, the next stage will be to confirm a start date with Royal United 
Hospitals Bath NHS Foundation Trust. 
 
The first 50 patients have now been referred through the initial test of change in 
PharmOutcomes at North Bristol Trust and 34 of those have received medication 
review. The evaluation of the output and impact of those reviews is still being 
developed. 

 

3 Enabling Activities – Measurement, Evaluation and Capacity Building 

3.1 Measurement 

The West of England AHSN has partnered with 10 other Academic Health Science 
Networks to purchase the “Seedata Life system” which is a bespoke web based 
system for patient safety and quality improvement projects. This came online in 
January 2016 and, after a period of testing and development, will be available free of 
charge for colleagues in member organisations to also access and use from around 
May 2016. A demonstration of the system was given to the January Patient Safety 
Collaborative Board and staff from a number of organisations have already contacted 
the West of England AHSN about using the system within their organisation. 

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 the primary care work 
streams. These are both system wide work streams aiming to “break new ground” in 
terms of delivering large scale and joined up change. 

3.3 Capacity Building 

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 is still underway 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 and the AHSN can aim to 
support. The Health Foundation have recently published the evaluation from the first 
cohort of the 2 programme recommendations for the future. It is anticipated the next 
application process will take place in Spring 2016. 

4 Financial implications 

A budget setting exercise has been conducted and the work stream is on trajectory to 
meet the budget allocation in 2015/16 without overspending. Allocation of the 
remaining Health Education England funded human factors training has been agreed 
for the community providers against the bids received. 

Agreement to fund the additional ED checklist early adopters has placed minimal 
pressure on the Patient Safety budget, and budget setting is currently underway as 
part of business planning for 2016/17. 

The move of the Patient Safety Directorate from NHS England to NHS Improvement 
will take place from 1 April 2016. Early indications are that the budget should remain 
largely intact and for 2016/17 should be very similar to the 2015/16 allocation. 
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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 will be 
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 on the development of the Patient Safety 
Collaborative. 

 
Ann Remmers 
Patient Safety Programme Director 
February 2016 
 


