
Board Paper Page 1 of 5 

 

Meeting of the West of England Academic 
Health Science Network Board 

 

 
To be held on Wednesday 8 June 2016 
commencing at 10:45am until 1:15pm at the 
Darlington Suite, Wallscourt Farmhouse, 
University of the West of England, Frenchay 
Campus. 

 

Agenda Item:  4.6 
 
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 

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 was held on 10 March 2016.  The focus of this event 
was 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 discuss how to overcome them.  Afternoon workshops 
focussed on the region’s sepsis recognition work; mapping urgent care pathways and 
research/quality improvement opportunities in primary care. The meeting was well 
attended by 104 delegates from 39 different organisations. 

All six of the region’s acute trusts are now using NEWS.  The South Western 
Ambulance Trusts electronic patient record, which automatically records the vital 
signs observations from the monitoring equipment in the response vehicles and 
calculates a NEWScore, will be rolled out across the region over the course of the 
next 9 months.  Our mental health providers are using NEWS on all inpatient wards 
and are working on programmes to roll it out to community mental health teams.  Our 
community service providers are either all using NEWS for their community nursing 
and therapist teams, or have a 12 month action plan to do so.  Engagement 
strategies for primary care and at the interfaces of care will be a priority focus for this 
work stream for the next 12 months, focussing on education and training multi-media 
packages, electronic patient record enablers and the requirement to communicate 
NEWS at the point of referral into acute urgent care. 

2.2   Emergency Department (ED Checklist)  

The project is also supporting the roll out of University Hospitals Bristol’s (UHB) 
Emergency Department (ED) Safety Checklist which includes a requirement for a 
NEWScore.  Unfortunately, the bid to the Health Foundation for roll out of this patient 
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safety intervention across the West and South West of England was unsuccessful.  
However, the West of England AHSN continues to support the adoption and spread 
of the ED Safety Checklist by facilitating and supporting a West of England ED 
Collaborative, funding four of our local trusts to introduce the checklist and produce a 
range of open access Toolkits and supporting materials via our website.  In addition, 
to address the national interest in the UHB pilot, the West of England hosted a free 
half-day Masterclass.  This was attended by 22 delegates from 12 different 
organisations from across England.  Dr Redfern presented a poster on the ED 
Checklist at the IHI Patient Safety and Quality Conference in Gothenburg. 

2.3   Sepsis 

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

2.4   Scaling Up Improvement – Emergency Laparotomy Collaborative 

The cross AHSN event took place on 2 March 2016, which 17 delegates from the six 
West of England trusts attended.  The afternoon provided trusts with an opportunity 
to break out into West of England AHSN locality teams, sharing their progress and 
presenting their data to date. 

A dashboard, which will help present the data from the National Emergency 
Laparotomy Audit database (NELA), has been built by the central team and is due to 
be shared at the local events.  This is coupled with new data sharing agreements 
being completed by each trust to be able to access the dashboard. 

The next local event will take place on 10 June 2016 which has a session specifically 
dedicated to discussing the issues faced at a local level. The day will also include 
some QI and dashboard training. 

2.5 Human Factors Training  

The Human Factors toolkit has been published on our website1 and copies made 
available to 42 attendees of the train the trainer training. Copies were also available 
at the Bristol Patient Safety Conference and were well received. The toolkit template 
has been reused for the NEWS and ED Checklist at no additional cost.  

The evaluation report has been completed, and the work so far presented as a poster 
at the Bristol Patient Safety Conference. 

This work stream has received national interest from Professor Jane Reid, Chair of 
Clinical Human Factors group and will be presented at the Wessex AHSN Annual 
Conference and the Oxford Clinical Human Factors Group conference in October.  

Roll out across the community is in progress and by the end of May 320 staff will 
have been trained (against target of 2,500 this FY).   

One of the workshops at the inaugural Primary Care Collaborative event will be on 
human factors in primary care. 

Collaborating within the Community 

2.6 Primary Care 

16 practices have now become part of the collaborative to promote a safety culture 
through the use of incident reporting and delivery of quality improvement work to 

                                            
1
 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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improve Patient Safety. Practices are in the process of returning baseline surveys 
and practice agreements. The first collaborative event has been scheduled for 25 
May, with further events in September, November and March 2017. 

Once all practices have signed up their staff will carry out a baseline SCORE (Safety, 
Communication, Operational Reliability and Engagement) survey. This is a Patient 
Safety culture survey, developed to assist organisations identify what works well in 
their organisation and what can be improved. The survey aims to assess aspects of 
safety culture including: safety, communication and teamwork. The survey is free and 
is being administered by South West AHSN.  The results will also form part of the 
overall AHSN evaluation that the SWAHSN are commissioned to provide for all the 
15 AHSN’s.  Results will be anonymous. 

2.7 Community Care 

Following the facilitated workshop on 24 February 2016 where each community 
provider organisation presented their biggest challenges, an output report was 
created and this reflected the 2 priority areas of incident reporting and using NEWS. 

The next Community Forum will tie in with the Human Factors steering group meeting 
on the 8 June and will focus on incident reporting as one of the priority areas 
identified by the group.  We will be using the same broad content as the Primary 
Care Collaborative to ensure a consistent message is received. 

2.8 Mental Health Collaborative 

The collaborative held their ninth learning session on the 8/9 March 2016 which was 
well attended with 73 delegates from organisations across the South.  Unfortunately 
AWP were unable to attend the event due to operational pressures.  143 innovations 
were taken away by delegates to test and dates for learning sets 10, 11 and 12 have 
also been agreed. 

A number of sites across the South have been visited as part of the collaborative 
engagement, including some QI training being delivered to the Isle of Wight and 
teams are being supported to migrate to using the Life system. 

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. 

2.9 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. These indicated the three top priorities of transfers of care, self-
administration of insulin, and insulin safety.  

However there has been variety in engagement across the region, due to competing 
priorities, and so further refinement of scope is underway to ensure the project 
remains useful to members.  There are examples of learning and good practice from 
other AHSNs as part of the medicines cluster that can inform our work locally.  

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 Trust, Weston and Royal United Hospital Bath. This started in March 2016 and 
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has now rolled out to all three Trusts supported by a dedicated working group with 
over 200 patients referred through the PharmaOutcomes system. Evaluation of the 
first eight months’ worth of data will be completed by November and reported to the 
December Board meeting. This will include an assessment of the impact on patients, 
pharmacies and hospitals. 

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 is available free of 
charge for colleagues in member organisations to access and use. Further updates 
are due to come online in June and a number of organisations have already begun 
using the system or have contacted the West of England AHSN about using it. 

3.2 Evaluation 

West of England AHSN are working with CLAHRCwest and other colleagues from 
our Universities to scope the evaluation for the NEWS, ED and the primary care work 
streams. 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 

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. The Health Foundation have 
recently published the evaluation from the first cohort of the Q initiative which made 
recommendations for future cohorts. It is anticipated the next application process for 
cohort two will take place in summer 2016. 

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. The team have been asked to present the Human Factors 
work at a number of events, including the Wessex Academic Health Science Network 
Annual Conference and Oxford Clinical Human Factors Group. 

We have submitted articles for the ED Checklist, Human Factors and Emergency 
Laparotomy Collaborative work to the National Patient Safety Collaborative monthly 
newsletter highlighting the work we are doing in these areas, as well as the Hospital 
Management magazine.  An example of the new plan on a page is available as an 
appendices to this paper. 

Work of the West of England Patient Safety Collaborative has also been showcased 
at the Bristol Patient Safety Conference in May and will be promoted at the Patient 
Safety Congress in July and Patient First Expo in November. 
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4 Financial implications 

Agreement to fund the additional ED checklist early adopters has placed some 
pressure on the Patient Safety budget for 2016/17.  However with prudent financial 
management the entire Patient Safety Collaborative programme can be delivered as 
planned. 

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 confirmed, but it is 
anticipated that the budget should be very similar to the 2015/16 allocation. 

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 of the Patient Safety Collaborative. 

 
Natasha Swinscoe 
Chief Operating Officer 
May 2016 

 


