
East Midlands Patient Safety Collaborative

Sharing Best Practice in Patient 
Safety and Experience

2nd March, 2015 
Hollywell Park, Loughborough

#PSCEMids Potentiating...Supporting...Connecting



Foreword from Professor Rachel Munton, 
Managing Director, East Midlands Academic 
Health Science Network

Thank you for joining us at today’s event which brings together colleagues from 
across the health and social care sector providing a valuable opportunity for us to 
share learning, reflections and best practice.

We know that there is already exceptional work taking place across the region to 
improve patient safety and through sharing these examples of good practice, the 
NHS will become a safer place for everyone.

Openness and transparency are more important than ever within our organisations 
and we embrace the notion of sharing our safety improvement plans and projects 
with patients and their families. We will continue to work to increase public 
confidence in our services, staff and organisations by acknowledging when things 
go wrong and ensuring that we learn from mistakes, so as to avoid them in future.

Thank you to all of our guest speakers for taking time out of their busy schedules 
to be here today and thus demonstrating their commitment to this agenda: I hope 
your experience of the event is one that leads to even better working practices for 
the benefit of patients and their families. 

As always, we would be delighted to hear your feedback on our priorities and 
are particularly interested in hearing about good practice in the East Midlands. 
Please email us at emahsn@nottingham.ac.uk.
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Foreword from Professor Rachel Munton, 
Managing Director, East Midlands Academic 
Health Science Network Welcome

With your help the East Midlands Academic Health Science Network (EMAHSN) 
has been shaping our East Midlands Patient Safety Collaborative. Patient Safety 
Collaboratives are of national importance and this event aims to provide attendees 
with a clear outline of what the agreed priorities are for our region. 

We hope that today provides an opportunity to build shared understanding, plus 
we will reveal the priority themes (as determined through extensive research with 
stakeholders) for the East Midlands Patient Safety Collaborative. 

Delegates will also have the opportunity to meaningfully contribute to the 
programme development for the collaborative going forward. 

We hope you will find the variety of topics and workshops stimulate you and 
encourage you to get involved through twitter. The hashtag for the day is 
#PSCEMids. Interesting posts and questions will be brought up during the 
conference discussion sessions.

Dr Cheryl Crocker

Regional Lead, Patient Safety 
Collaborative
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The vision for the National Patient Safety Collaboratives Programme 
is to create a comprehensive, effective, and sustainable collaborative 
improvement system that will support the development of a culture 
of continual learning and improvement in patient safety across 
England over the next five years as a minimum.

What’s our vision?

Introduction
NHS England has established a national 
network of 15 geographically based Patient 
Safety Collaboratives whose role is to offer 
staff, service users, carers and patients the 
opportunity to work together to tackle 
specific patient safety problems, improve 
the safety of systems of care, build patient 
safety improvement capability and focus on 
actions that make the biggest difference 
using evidence based improvement 
methodologies.

The programme is coordinated by NHS England, 
supported by NHS Improving Quality and is 
being developed by 15 local collaboratives 
covering the same geographical area as each 
of the 15 Academic Health Science Networks 
(AHSNs). Their establishment will be supported 
by the AHSNs.

The collaborative for our region is being led 
by East Midlands AHSN (EMAHSN). We bring 
together the NHS, universities, industry and 
social care to transform the health of the 
region and stimulate wealth creation. We do 
this through:

• Promoting health equality 
and best practice

• Speeding up the 
spread and adoption of 
innovation into practice

• Putting patients and the 
public at the heart of 
everything we do

• Working with industry 
to promote the adoption 
and spread of proven 
products and services

PSCs are the result, in part, of Professor Don 
Berwick’s report into the safety of patients 
in England published in August 2014. The 
report, A Promise to Learn – 
a commitment to act, made a series of 
recommendations to improve patient safety; 
and called for the NHS ‘’to become, more 
than ever before, a system devoted to 
continual learning and improvement 
of patient care, top to bottom and end 
to end.’’

Aims
• Developing a learning and improvement 

system to support patient safety across 
the East Midlands which adds value to 
and complements the activities within 
Individual organisations

• Identifying regional aims and individual 
patient safety projects to be adopted 
across the East Midlands with supportive 
measurement and methodology for 
improvement

• Creating a patient safety collaborative 
which is patient centred and develops 
patients as co-leaders

• Increasing system capacity for quality 
improvement and patient safety, working 
with partners and including national 
initiatives

• Supporting the development of a positive 
culture for patient safety which values 
staff, encourages feedback and 
is open about mistakes
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EMAHSN Approach

Principles

In order to work towards significant cultural 
change and to create a continuous learning 
system across health and social care, the 
overarching principles of the work include:

•	 Local engagement through structured 
quality improvement initiatives leading 
towards transformational change

•	 Building system-wide capability for 
both staff and patients in quality and 
safety improvement

• Local systematic spread of quality 
improvement outcomes across health 
and social care

• Networking between the AHSNs and 
their partner organisations and 
stakeholders to ensure the optimal 
spread of locally developed solutions 
and interventions

• Active contribution to national sharing 
and learning 
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Programme for the day

Time Session Speaker

9.15 Welcome and introduction Professor Rachel Munton 

9.30 The myths & legends of 
changing safety culture

Murray Anderson Wallace

10.15 The Patient Safety Programme: 
how does it fit together

Dr Suzette Woodward 

10.45 Supporting the Patient Safety 
Collaborative

Barbara Zutshi 

11.00 Coffee break

11.30 Patient safety themes 
& how we reached them 

Professor Robert Dingwall

12.00 Delivering safe, high quality 
care in care homes

Dr Adam Gordon

12.30 Lunch – poster viewing and 
stands

1:30 Masterclasses

2.15 Coffee break

2.45 Masterclasses

3.30 Closing Remarks Professor Rachel Munton
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Programme for the day

Afternoon Masterclasses
The afternoon workshops will be run at 1:30-2:15 and 2:45 – 3:30.
Please attend the workshop you registered for.

Workshop Chair Speaker/s

Developing a safety 
culture

Martin Hindle Dr Jay Banerjee

Measurement for 
improvement

Professor 
Rachel Munton

Owen Bennett 
& Dr Jason Scott

Developing our capability John Lewin Anne Marlow

Discharge and transition Stephen Ramsden Professor 
Justin Waring

Restoring Trust: 
Improving the quality of 
response after healthcare 
harm

Shahnaz Aziz Murray Anderson 
Wallace
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Speaker Biographies

Professor Rachel Munton
is Managing Director of the East Midlands 
Academic Health Science Network.

During a career spanning over 30 years Rachel has dedicated her working 
life to the NHS and to improving outcomes for patients, working at all levels 
of healthcare. 

Starting as a student nurse, Rachel’s roles have included clinical 
management and teaching along with a range of senior positions within 
trusts, the NHS Leadership Academy and the Department of Health.

In her current role Rachel is involved at the heart of healthcare 
transformation, building collaboration between sectors to identify and 
spread innovation at pace and scale. She is the current chair of the National 
AHSN Network, a partnership comprising the country’s 15 Academic Health 
Science Networks.

Rachel champions the needs of underserved communities and has played 
a key role in a national initiatives including chairing the Department of 
Health Equality and Human Rights Sexual Orientation and Gender Identity 
Group, and leading on the Race Equality Impact Assessment of the Draft 
Mental Health Bill. She is also an inspirational figure outside work – her 
voluntary roles include mentoring and lecturing to students on leadership 
and motivation, and supporting social causes including “POW”, a prostitute 
outreach organisation for which she has previously served as trustee and 
chair.

In 2014 Rachel was recognised in the HSJ’s Inspirational Women Awards.
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Speaker Biographies

Murray Anderson-Wallace 
has a professional background in nursing, 
social psychology and organisational 
communications research.

He is Executive Producer of www.patientstories.org.uk, which uses 
broadcast & digital media to provoke debate about safety and quality in 
healthcare. His role involves working closely with patients and families to 
understand and represent their experiences of preventable healthcare harm. 
Increasingly, his work includes supporting reconciliation after harm. 

Murray has provided advisory support for many improvement networks 
and safety campaigns including the Clinical Human Factors Group, 
Patient Safety First, NHS Quest, AQuA and the Leeds Institute for Quality 
Healthcare. He has also worked extensively with the Health Foundation 
supporting innovative models for quality improvement and as an advisor 
to various safety programmes. He is a member of the NHS Litigation 
Authority Safety Advisory Board and the NHS England Surgical “Never 
Events” Taskforce. 

In the academic domain, Murray is Associate Faculty at the Centre for 
Innovation in Health Management at the University of Leeds, where he 
co-directs programmes for the Leeds Institute for Quality Healthcare.

Murray has published a number of articles and book chapter’s on healthcare 
communications and cultural change and is an occasional contributor to 
the Health Service Journal, Nursing Times and The Guardian. 

You can read more about his work at www.andersonwallace.co.uk
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Speaker Biographies

Dr Suzette Woodward

Suzette Woodward is the national Campaign Director for Sign up to Safety, 
a campaign for the NHS in England to save lives and reduce avoidable harm. 
Previously Suzette was Executive Director of Safety, Learning and People 
at the NHS Litigation Authority and before that Director of Patient Safety 
at the National Patient Safety Agency. A paediatric intensive care nurse by 
background she has worked for over 20 years in patient safety at a national 
and international level. Suzette has a Doctorate in Patient Safety and an 
MSc in Clinical Risk from UCL. 
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Speaker Biographies

Barbara Zutshi

Barbara has worked with national improvement programmes since 2001 
and is an experienced quality improvement practitioner. Now with NHS 
Improving Quality she is Senior Improvement Lead with the Patient Safety 
team working with the Patient Safety Collaboratives. She is currently the 
national link to the Academic Health Science Networks in the Midlands and 
East and North of England. 

A Therapy Radiographer by profession Barbara worked in cancer care both 
clinically and managerially for over 20 years gaining experience in project 
management, operational management and service improvement in the 
acute setting which ignited her interest in redesigning services to benefit 
patients and staff. 

Working initially with the Cancer Services Collaborative ‘Improvement 
Partnership’ setting up the collaborative in the south east this was 
followed by focused work on less common cancers, cancer waiting 
times, sustainability and survivorship. From 2008 Barbara worked as part 
of the NHS Improvement Stroke programme leading on TIA services. 
Her experience of quality improvement work also includes End of Life 
Care, seven day services and Patient & Public Involvement. Barbara also 
contributed to the Midlands and East review of stroke services and the 
consultation process for the CVD Outcomes strategy.

Her current remit with the Patient Safety Collaboratives includes 
coordinating the new clusters for Medicines and Acute Kidney Injury.
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Speaker Biographies

Professor Robert Dingwall

Professor Robert Dingwall is a consulting sociologist in private practice. He 
has wide international experience in teaching and research, particularly in 
the interdisciplinary study of law, medicine, science and technology. This 
includes a number of studies of safety, quality and regulation in health 
care. He is currently directing a programme of research for the Institution of 
Occupational Safety and Health (IOSH) on the changing context of health 
and safety at work, looking to develop new approaches that reflect changes 
in technology and patterns of employment.
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Speaker Biographies

Dr Adam Gordon

Adam Gordon is Consultant and Honorary Associate Professor in Medicine 
of Older People at Nottingham University Hospitals NHS Trust. His clinical 
work is a mixture of community geriatrics, rehabilitation and pre- and peri-
operative geriatric medicine. His research interest is in delivering effective 
care to older people with frailty who live in care homes. In 2012 he was a 
lead author on the Care Home Outcome and the Staff Interviews in Care 
Homes Studies, looking at the case mix in care homes and how health care 
professionals respond to medical crises in this setting. He has since gone on 
to be a collaborator on the Optimal Study, considering how best to design 
and commission healthcare for care homes and a number of other studies 
considering how interventions which are tried and tested in other care 
settings (for example falls prevention and chair based exercise) can make a 
difference to care home residents. He is chair of the Enabling Research in 
Care Homes (EnRICH) steering group for Nottinghamshire and Care Homes 
lead for the East Midlands Academic Health Sciences Network. He is also 
Honorary Secretary of the British Geriatrics Society.
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Speaker Biographies

Dr Jay Banerjee

Jay Banerjee, MSc (Edu Res), FRCS, FCEM, is a Consultant in Emergency 
Medicine, Associate Medical Director for Clinical Quality & Improvement at 
the University Hospitals of Leicester NHS Trust and a Clinical Advisor to the 
East Midlands Patient Safety Collaborative. He is a past Health Foundation 
Quality Improvement Fellow and trained at the Institute for Healthcare 
Improvement, Cambridge, MA, USA. He also chairs the Standards & Audit 
subcommittee of the Royal College of Emergency Medicine. Jay is involved 
in several local, national and international collaborations including lead 
author of the multi-professional “Silver Book” (Quality Care for Older 
People with Urgent & Emergency Care Needs), Confidential Enquiry into 
Major Burns in Children and the European Union Task Force on Geriatric 
Emergency Medicine. He has previously worked as Darzi Acute Care Lead 
for Leicester, Leicestershire & Rutland and as a Clinical CoDirector at the 
NICE funded National Collaborating Centre for Women’s & Children’s 
Health, developing paediatric and public health guidelines. He is passionate 
about frail older people and children and keen on improving health 
outcomes through improving systems and developing individual leadership.
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Speaker Biographies

Owen Bennett

Owen (RN, MSc, BSc Hons, Dip N) is the Patient Safety Programme Lead at 
Nottingham University Hospitals NHS Trust.

His background is in Nursing, having worked in various roles including 
Coronary Care, as a Clinical Nurse Specialist in Pain Management, Clinical 
Governance Nurse, Practice Development Matron and Operational Matron. 
He previously led on the Trust Clinical Effectiveness agenda until three 
years ago when he took on the role of Patient Safety Lead at NUH. He 
has recently been appointed as the regional Sign up to Safety Lead for the 
Midlands and the East. He is a member of the Royal College of Nursing.
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Speaker Biographies

Dr Jason Scott

Jason is a researcher with expertise in improving the quality and safety of 
care that patients receive. His primary research interests are understanding 
the role that patients can play in their own healthcare, which also 
encompasses how patients interact with, come to understand and ultimately 
experience healthcare, and the disposition of care as it spans organisational 
and cultural boundaries. Jason is currently a Research Associate within 
the Decision Making and Organisation of Care (DMOC) research theme 
at Newcastle University. He is the lead applicant, in collaboration with 
Professors Justin Waring (Nottingham University) and Pam Dawson (York St 
John University), on a study funded by The Health Foundation investigating 
patient experiences of safety following an organisational care transfer.
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Speaker Biographies

Anne Marlow

Anne is Director for Innovation at Health Education East Midlands. This is a 
shared role with the East Midlands Academic Health Science Network and is 
focussed on the education needs of the healthcare workforce.

She joined the NHS as a stores clerk in Leicester in 1985 – invaluable 
experience for her subsequent leadership roles in Human Resources, 
Organisational Development and Innovation.
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Speaker Biographies

Professor Justin Waring

Justin read Sociology and Social Policy at the University of Liverpool, and 
then Healthcare Policy and Management at the University of Birmingham. 
After working at Aston university, Justin completed his doctorate at the 
University of Nottingham on ‘the social construction and control of medical 
errors’. Following postdoctoral research at the University of Manchester, 
he was appointed Lecturer in Medical Sociology (2005-8) and then 
Associate Professor in Public Management (2009-11) at the University of 
Nottingham. After a short spell with Warwick University (2011-12), where 
he was Professor of Public Management, he is now Professor at Nottingham 
University Business School.
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Speaker Biographies Notes
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Notes
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NotesNotes
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