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Executive Summary 
 

 
 

The East Midlands PSC commissioned a stakeholder engagement and scoping exercise  

across the East Midlands region to gain an understanding of existing patient safety 

initiatives, partner priorities in relation to patient safety and stakeholder views on how the 

Collaborative should operate. Data collection took place between September and December 

2014. The original commission was subsequently expanded with a request to review the 

potential uses of the Patient Safety Thermometer to inform EM PSC initiatives, to identify 

possible alternative indicators of organizational performance in relation to patient safety  

and to make suggestions concerning the eventual evaluation of the PSC. 

 
 
Four elements are reported here: 

 

1. Patient safety priorities: scoping exercise with stakeholders 
 

This began with a review of relevant national and local documentation on policies and 

priorities relevant to patient safety. On the basis of this review, an interview agenda was 

developed for use with key PSC stakeholders in face to face or telephone interviews. The 

results from these interviews informed the design of an online Delphi-style iterative survey. 

Over two rounds of the survey, participants were asked to define and rank the emerging 

priorities. The priorities identified are: Deterioration of patient - acute and community 

settings; Handovers, transfers and discharge with particular reference to acutely ill older 

people; Pressure ulcers; Sepsis; Patient falls; Suicide; People with learning disabilities ; 

People with Mental Health; Primary Care. Full details of the rankings can be found in 

Appendices B and C. More detailed areas were identified within each priority for focussed 

action. However, the heterogeneity of the stakeholder population meant that some items 

were not seen as particularly relevant to some respondents – who had very strong priority 

concerns for other topics that would have received a low overall ranking. The best use of 

this information is probably to inform further discussion and negotiation between PSC 

stakeholders on a choice of priorities that balances those areas on which there is a degree 

of consensus with those where a particular stakeholder has a particularly urgent need. 

Participants generally expressed a strong preference for a ‘lessons learned’ approach based 
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on peer-to-peer exchange. Participants showed a limited appreciation of the potential 

contributions from industrial partners. 

2. Review of Patient Safety Thermometer data 
 

The Patient Safety Thermometer data were reviewed to explore whether there were any 

specific issues related to individual organizations that it might be useful to understand in 

more detail. There were relatively few cases where scores exceeded the national median 

and indicated a possible high priority for action. However, the data were considered to have 

potential as a platform for mutual learning from the variations that occurred, particularly 

since all units had areas that performed more or less well. This constituted a good basis on 

which to approach exchanges of experience within a frame of understanding differences. 

3. Development of a measurement plan 
 

Various possible additional measures were identified from a review of relevant literature. In 

the light of the preference for peer learning, it will be important for the participants to 

select and own measures as a means of identifying differences for investigation and review 

once a final list of priorities has been agreed. 

4. Development of a framework to evaluate the work of the EM PSC. 
 

An evaluation framework is presented that provides a structure to capture data on inputs 

and activities, outputs, outcomes and impact of the Collaborative. The framework will 

facilitate ongoing summative feedback as well an evaluation of the stated high level, or long 

term goal of the Collaborative. 
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East Midlands Patient Safety Collaborative (EM PSC) - A stakeholder engagement and 

scoping exercise to determine local patient safety priorities 

 

 
 

Introduction 
Regional Patient Safety Collaboratives (PSCs) were established by NHS England in 2014. 

Their remit is to deliver definitive and measurable improvements in specific patient safety 

issues over the next 5 years. 

 
 
Initially, PSCs were tasked with mobilising local engagement across all sectors - providers 

and commissioners and including non-acute and social care organisations, leading to the 

establishment of a local patient safety collaborative programme. The programme 

development would identify priority patient safety challenges and opportunities locally and 

gather evidence of any work already undertaken to improve patient safety. 

 
 
The East Midlands PSC commissioned RDgenic Research Ltd (Dr Michael Hewitt) and  

Dingwall Enterprises Ltd (Professor Robert Dingwall) to conduct a stakeholder engagement 

and scoping exercise across the East Midlands region, in collaboration with Dr Cheryl 

Crocker, EM PSC Regional Lead. The brief was to gain an understanding of existing patient 

safety initiatives, partner priorities in relation to patient safety and stakeholder views on  

how the Collaborative should operate. The original commission was subsequently expanded 

with a request to review the potential uses of the Patient Safety Thermometer to inform EM 

PSC initiatives, to identify possible alternative indicators of organizational performance in 

relation to patient safety and to make suggestions concerning the eventual evaluation of the 

PSC. 

 
 

 
Part 1. Patient Safety Priorities: scoping exercise with stakeholders 

 
This work was completed in four phases between September and December 2014: 

 

i. Existing patient safety initiatives and priorities were identified through a 

documentary review local and national reports and statements. 

ii. These accounts established a basis for, meetings and interviews, both face to face 
 

and telephone, with patient safety leads, operational and management groups and 
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patient representatives to explore their relationship with current local issues and 

concerns. This work was completed by Dr Cheryl Crocker of the EM PSC, in 

consultation with Hewitt and Dingwall, and informed phases iii and iv, which used a 

Delphi-style approach to define and rank local priorities. 

iii. An online questionnaire was devised, based on data from the first two stages, 
 

piloted and sent to a list of key expert informants. The questionnaire comprised four 

sections and asked respondents to: 

a. Rate the importance of a range of patient safety topics to their organisation; 
 

b. Rank the topics in terms of absolute priorities; 
 

c. Indicate how best the EM PSC could support patient safety work in their 

organisations; 

d. Rate the importance of EM PSC values and principles. 
 

iv. The responses to this first survey were used to develop a second online 

questionnaire intended to generate more specific detail on the topics emerging as 

priorities from the first round, and on the modes of EM PSC support that would best 

‘add value’ to the work of the organisations. 

 
 
Although the PSC is expected to reflect local priorities, these are constrained by national 

requirements to include consideration of certain patient safety topics such as Pressure 

Ulcers, Falls, etc. (Figure 1) and two ‘must-do’ topics, namely ‘Safety culture/Leadership’ 

and ‘Measurement’. Similarly, a national definition of patient safety was used throughout, 

that is: 

 
 

‘Patient safety is the avoidance or prevention of unintended or unexpected harm during the 

provision of healthcare. It is concerned with preventing errors of commission (doing the 

wrong thing) and errors of omission (failure to do the right thing). ‘Harm’ in this context 

means injury, suffering, disability or death of a patient where that is not an expected part of 

the process of the disease the patient has or the expected consequence of the healthcare 

they are being provided with’ (NHS England, 2014). 
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Figure 1. Required and recommended patient safety topics (NHS England, 2014). 

Appendix A provides a full description of the methods used in the scoping exercise. 

 

Findings from the scoping exercise 
 

 
 

The findings in this section are based on the full presentation of results provided in: 
 

 Appendix B (the ranking of patient safety topics by different stakeholder groups 

resulting from the first online questionnaire), and 

 Appendix C (refinement of patient safety topics by different stakeholder groups 

resulting from the second online questionnaire). 

 
 
Overall, the scoping exercise was intended to establish a consensus view of the priority 

patient safety topics within the East Midlands region. However, we decided to stop short of 

forcing the sort of consensus normally generated by Delphi methods because it became 

clear that we were dealing with a particularly heterogeneous group of stakeholders. 

Although we could generate a single ranking, this would be driven largely by the chance of 

there being large numbers of respondents from particular groups and would fail to 

represent strongly held priorities by smaller groups. Appendix B presents an overall ranking 

of all topics alongside the Top 5 topics for each of the main groups of stakeholders. These 

findings are discussed below. In addition, particularly through the second round of online 

questionnaires, the consensus was refined to generate sufficient detail to inform specific 

areas for programme development and action. These are fully detailed in Appendix C and 

also discussed below. 
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Deterioration of patient - acute and community settings 
 

Deterioration of patients in acute and community settings was identified as a priority area 

by acute care providers, commissioners and patient representatives. Efforts to recognise 

and provide timely responses to the deteriorating patient are the focus of current work. 

Respondents indicated that the EM PSC could best add value to existing work in this area by 

capturing learning and sharing lessons learned, followed by clinical audit. 

 
 
Movements between service providers 

 

We propose this as a broader and possibly more useful way of thinking about a group of 

issues including handovers from one provider to another, transfers from one unit to another 

and discharge. All of these are interface or boundary problems that might benefit from   

being considered together to see whether there are common features at a deeper level than 

the specific interactions between particular units or providers. These were identified as a 

priority area by acute care providers, commissioners and patient representatives. The key 

issue expressed in this topic was the need for quality and integrated care across the care 

interfaces including nursing and residential care homes. One respondent noted... 

 

“Care homes seem to be pretty good at alerting us (as GPs) to acutely ill older 
people. Sometimes it can be a challenge undertaking thorough assessments of 
these patients and being sure ongoing monitoring will be done in a reliable way by 
the homes.” 

 

 

Although most respondents focussed on the challenges in dealing with acutely ill older 

people, concern was also raised about the transitions from paediatric to adult services. 

 
 
Respondents indicated that the EM PSC could best add value to existing work in this area by 

reviewing accountability handovers and, more generally, capturing learning and sharing 

lessons learned. 

 
 
 

 
Pressure ulcers 

 

Although the initial interviews found that many providers felt that progress had been made 

in this area, pressure ulcers (PU) were still identified as a priority area by acute care 
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providers, community/mental health/learning disability providers, and commissioners. This 

suggests that more work might be needed in target areas such as care homes, where 

developments in practice may be slower to diffuse. Key issues included work to minimize 

the occurrence of ‘avoidable’ pressure ulcers in all sectors, possibly by learning from 

incidents, and developing measures of ‘real’ harm such as size of the PU and time taken to 

heal. Respondents indicated that the EM PSC could best add value to existing work in this 

area by capturing learning and sharing lessons learned, and facilitating peer review. 

 
 
Sepsis 

 

Sepsis was identified as a priority area by acute providers, although it could be considered 

as a dimension of deterioration and might be addressed in that context. Implementation of 

the Sepsis Six care bundle1 was the key intervention of focus for acute care providers. 

Respondents indicated that the EM PSC could best add value to existing work in this area by 

capturing learning and sharing lessons learned, followed by awareness-raising of the key 

issues across the relevant health-care sectors. 

 
 
Patient falls 

 

Although the initial interviews found that many providers felt that progress had been made 

in this area, these were still considered to be a priority area by acute care providers and 

commissioners. Work to reduce the number of falls causing harm was already the focus of 

current efforts. Closer inspection suggests that it was seen mainly as an issue for community 

care and for care homes, although respondents from this sector did not share that ranking. 

The may reflect the disparate nature of that category in analysing the survey results, where 

community was aggregated with mental health and learning difficulties. However, it may 

also reflect different experiences and reflections: falls may present serious and costly 

treatment challenges to acute care but be considered sufficiently infrequent not to merit  

the highest degree of attention in the community. There may also be some difference in risk 

appetite between acute care and community, where the latter are willing to trade the 

number of falls off against the other benefits of keeping patients out of acute units. 

 
 
 

1 
The Sepsis Six is the name given to a bundle of clinical therapies designed to reduce the mortality of patients 

with sepsis. 
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Respondents indicated that the EM PSC could best add value to existing work in this area by 

reviewing risk assessment tools, and capturing learning and sharing lessons learned. 

 
 
Suicide 

 

Suicide was identified as a priority area by community/mental health/learning disability 

providers. Comments from respondents indicated that improvement work in this area 

should also include self-harm and encompass both adult and children’s services, as well as 

bridge the traditional care sector boundaries. For example, one respondent noted... 

 
 

“Not directly relevant to the organisation though there would be value in exploring 
the interface between community mental health services and the acute setting – 

e.g. mental health support in A&E depts and out of hours access to mental health 
teams and paediatric mental health services.” 

 
 
 
 

Respondents indicated that the EM PSC could best add value to existing work in this area by 

capturing learning and sharing lessons learned. 

 
People with learning disabilities 

 

This was added to the list on the basis of the initial document review, particularly the Death 

by Indifference report by Mencap, and subsequent DoH recommendations, expressing 

concern that people with LD were not well served by services concerned with their general 

physical health and well-being, as opposed to specific needs associated with their disability. 

It is notable that this issue was given a high priority by those most directly concerned with 

this user group and ranked relatively low by others. A number of risk issues were raised. 

Respondents noted the need for improved physical health management; provision of 

specific support to patients with an LD in a hospital or mental health care setting; and staff 

education to help and support people with LD and other vulnerable patient groups. The 

outcome of the care and treatment reviews and the learning from these would be useful to 

share across the region. 

 
 
One area of good practice was noted in this section... 
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“I've been quite impressed with residential homes in the Chilwell area for people 
with learning disabilities. The staff seem to be respectful, responsive and caring 
for their clients and therefore highlight health concerns to GPs. If there are 
settings where the staff are not of such high standard then this would obviously 
leave the clients vulnerable.” 

 

 
People with mental health 

 

Two main areas of risk were for raised for this stakeholder group. Respondents wanted to 

reduce the need for restrictive practices (also known as restraint) and sought guidance and 

education relating to best practice and legalities surrounding restraint. Wider learning and 

sharing on restrictive practice, self-harm and violence reduction is sought. Secondly, the 

management of delirium in acute and non-acute settings was highlighted as a priority risk 

area. Establishing a delirium network group was proposed by one respondent. 

 
 
Cross-cutting theme: Primary Care 

 

EM PSC invited specific comments on patient safety within primary care in the second online 

questionnaire as it was thought the sector was underrepresented among the respondents to 

the first round. We did not directly approach individual GPs but engaged both area team   

and clinical commissioning groups as organizations responsible for quality in this sector. 

 
In general the respondents’ comments reflected the coordinating/central role that primary 

care undertakes as patients move through the different care sectors. Of particular note was 

the role of GPs and practice nurses especially in relation to the transition of patients from 

primary to secondary care and vice versa. Within this scenario the following issues and 

questions were raised: 

 Learning systems are less developed (in primary care) than in larger organisations 
 

 Sometimes there seems to be lack of clarity regarding responsibilities for 

notification/alerting of abnormal tests 

 How is learning shared between primary and secondary care? 
 
 
Additional, specific areas for consideration within primary care included: 

 

 Safety of medicines management (prescribing, dispensing and administration 

(particularly in care homes)) 
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 Mental health awareness 
 

 Development of a primary care safety thermometer. 
 
 
 

Cross-cutting theme: Leadership 
 

Leadership development was not ranked highly (12th out of 16 topics) by respondents as an 

area where the EM PSC could add value to existing work. Free text comments ranged from 

noting the importance of accountability and responsibility of the leader’s role, to being able 

to identify and deal with barriers. However, analysis did not reveal any coherent themes and 

further work is recommended in this area to inform the PSC’s plans. Although there has  

been a good deal of research and development activity around leadership within the NHS 

over the last ten years or so, there are clearly still many conceptual problems and the 

relationship between leadership, management and the inter-professional division of labour  

is poorly understood. In particular, there is little evidence here of current thinking in other 

service industries around the diffusion of leadership, especially in health and safety matters, 

where this is seen to be something more contextual and capable of being exercised by 

workers at the point where safety challenges arise rather than as a matter of simple 

compliance with formal rules or policies. ‘Safety leadership’ may well be a topic that the EM 

PSC needs to address as an issue in its own right rather than as a theme underlying its more 

specific activities. 

 
 
Cross-cutting theme: Measurement 

 

Measurement was ranked highly (3rd out of 16 topics) by respondents as an area where the 

EM PSC could add value to existing work. The requirement for standardized, evidence-based 

measurement tools to aid benchmarking across similar organisations was noted in a number 

of the respondents’ free text comments. Respondents’ noted a need to reduce the number 

of similar but different ‘duplicate’ measurement tools to help achieve consistency of 

reporting across organisations. The development of measures in the acute mental health  

and LD settings was recommended given limited information in these areas. In addition, 

there was a call for the development of qualitative metrics, although no detail was provided. 

 
However, the issue of measurement cannot really be separated from the objectives for 

which it will be used and there was much less clarity about these. It is important to avoid 
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measures becoming targets rather than aids to quality improvement, if Campbell’s Law is 

not to operate. Formulated by the leading evaluation theorist, Donald T Campbell, this 

states that "The more any quantitative social indicator (or even some qualitative indicator)  

is used for social decision-making, the more subject it will be to corruption pressures and  

the more apt it will be to distort and corrupt the social processes it is intended to monitor." 

The development of measurements needs to be linked into the sharing of experiences and 

used diagnostically rather than as a form of performance management, which means linking 

it to some of the peer learning processes favoured by the respondents rather than treating 

this as a separate exercise. Measurement is a tool for identifying and understanding 

differences rather than an end in itself. 

 
 
A specific area of measurement for consideration was noted by one respondent... 

 
 

“The NIHR School for Primary Care Research has recently developed and 
implemented a survey of Patient Reported Experiences of Safety in Primary Care 
(PREOS-PC) - this could be tried in the East Midlands.” 

 
 
 
 

Specific areas of work designated by the EM PSC 
 

Support from respondents was gained for four specific areas of work that the EM PSC is 

interested in developing, namely: 

 
 

i. Patient perceptions of safety: one hospital and commissioner have been using a 

survey approach to understand how patients perceive safety. The EM PSC would like 

to adapt this tool to be used in all areas of healthcare as a patient barometer, one of 

our local measurement tools. 

ii. Staffing: investigating factors that affect safety (agency staff, shift patterns, skill mix 
 

linked to safer staffing initiative), also supporting staff involved in harm and engaging 

staff in improving safety, including human factors and systems. 

iii. Investigating staff perceptions of a safe place in relation to discharge. This is 

sometimes described as ‘risk appetite’, reflecting different understandings of the 

level of risk that an individual or organization is willing to accept. 
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iv. Improving the Root Cause Analysis (RCA) approach. Novel or alternative approaches 

need to be sought and the PSC is interested in testing the External Peer Review (to 

include patients) methodology. 

 
 
The role of the EM PSC in providing ‘added value’ to existing work 

 

The questionnaires asked respondents to rate and/or comment on how the EM PSC could 

best ‘add value’ to existing patient safety work within organisation. In general, the highest 

rated activities and those receiving most positive responses were: 

 Facilitating learning and sharing lessons learned 
 

 Facilitating peer review. 
 
 
 

There is a very clear signal from our respondents that they would like to see a peer-led 

approach to safety improvement rather than a top-down model. This is important, provided 

that it is fully inclusive and not limited to professional staff. It will be challenging to achieve 

this engagement in settings where professional hierarchies and boundaries are notorious 

constraints on collaborative working for patient benefit, even before one begins to think 

what other grades of staff might have to contribute. It may be helpful to consider whether 

the EM PSC should provide some development opportunities on the methodology of shared 

learning and peer review alongside the specific work on the topics identified as priority  

tasks. Mention has already been made of the idea of building discussion and agreement on 

metrics into the task groups so that these are owned by those who are contributing the data 

and developed to benefit their work rather than to measure organizational performance for 

competitive purposes. 

 
 
The lowest rated activity was Facilitating involvement with industry. In previous joint 

consultancy for the NHS in the East Midlands, Hewitt and Dingwall have noted the 

reluctance of NHS staff to accept that there may be benefits from working with industry. 

This does seem to reflect a lack of awareness of what may be gained from the experience 

and of the resources that industry has to offer. In the present context, for example, the 

accelerating development of wearable devices and remote monitoring may offer methods 

for improving safety in relation to patient deterioration or falls, provided that NHS staff can 

adapt their practices to accommodate different ways of working. It should also be noted 
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that the reported dissatisfaction with some of the innovations, like Root Cause Analysis, that 

have been introduced from ‘high-reliability organizations’ reflects a rather partial awareness 

of the range of methods adopted by private sector service organizations to promote the 

safety of staff and users. While some parts of the NHS, particularly surgery, may benefit  

from the specific approaches that have been introduced, notably from the aviation industry, 

these are not necessarily appropriate across the range of topics identified here as priorities. 

 
 
Support for the EM PSC values and principles 

 

Respondents expressed high levels of support for the statements that set out the values and 

principles that underpin the PSCs work, namely: 

 Share learning widely 
 

 Add value 
 

 Working in partnership 
 

 Working with academia, translating research into practice 
 

 Connecting people 
 

 Innovate 
 

 Supporting organisations to accelerate learning 
 

 Use existing forums for disseminating learning 
 

 Work in a way that accelerates improvement at scale and pace. 
 
 
Summary and Discussion 

 
Local Priorities All topics (Figure 1) were rated as important. The survey’s lack of 

discrimination here is probably attributable to the need to include nationally-required topics 

alongside those originating locally. Because respondents would normally be aware of 

national priorities, there is likely to have been some element of social desirability bias where 

they were concerned to give the ‘right’ answer rather than one that necessarily reflected 

their specific concerns for their organizational unit. The forced ranking was helpful in 

establishing a better sense of where the local priorities might lie. This gave the following 

result, as discussed above:- 

 
 

 Deterioration of patient - acute and community settings 
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 Handovers, transfers and discharge with particular reference to acutely ill older 

people 

 Pressure ulcers 
 

 Sepsis 
 

 Patient falls 
 

 Suicide 
 

 People with Mental Health (delirium and restraint) 
 

 Primary Care 
 
 
 

This list is, however, deliberately not numbered because the heterogeneity of the 

stakeholder population meant that some items were not seen as particularly relevant to 

some respondents – who had very strong priority concerns for topics that ended up with a 

low overall ranking. In developing its programme, the EM PSC will need to exercise some 

judgement in accommodating these concerns rather than selecting the top four or five  

topics from a list. While most of these topics are quite broadly specified, the iterative  

nature of the process and the combination of survey and interview data did produce more 

narrowly defined areas for programme development and action. Additionally, it should be 

noted that the topics are not mutually exclusive and many will, in practice, have overlapping 

components. Indeed, they are often likely to be coupled with other major patient safety 

work that does not feature in the list, such as medicines management. 

 
 
National “must do’s” These clearly did not connect particularly well with respondents’ 

concerns. 

 
 
Safety culture/Leadership: No strong themes emerged from the interviews. ‘Safety 

leadership’ may well be a topic that the EM PSC needs to address as an issue in its own right 

rather than as a theme underlying its more specific activities. 

 
 
Measurement: There was clearly a concern for improved measurement tools – and we have 

identified a number of possible candidates in Part 3 of this report.  The important thing is to 

be clear about the purposes for which measurements are being devised and to ensure that 
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those providing the data are fully engaged with the processes by which they are generated. 

We understand that there is a national measurement group whose aim is to develop a 

strategic measurement plan that will support and inform local PSC efforts. It will be 

important to establish a close and constructive dialogue with this group if metrics are to be 

of value to those generating them, rather than becoming a source of conflict. 

 
 
How the EM PSC could best ‘add value’ to existing work 

 

The highest rated activities and those receiving most positive responses were: 
 

 Facilitating learning and sharing lessons learned 
 

 Facilitating peer review. 
 

There is a very clear signal from our respondents that they would like to see a peer-led 

approach to safety improvement rather than a top-down model. 

 
 
The lowest rated activity was 

 

 Facilitating involvement with industry. 
 

This represents a particular challenge for the PSC and may reflect a wider cultural issue 

within the NHS. It is anticipated nationally that the PSC will establish constructive relations 

with industrial and commercial partners, whose knowledge and resources hold considerable 

potential for improvements in this area. If the EM PSC is to achieve this objective, it may be 

necessary to address it directly and explicitly rather than expecting it to emerge indirectly 

from the various activities that the PSC is expecting to promote. The PSC may wish to 

consider what could be achieved by working more closely with Medilink East Midlands 

(http://www.medilinkem.com/home), a network created to improve collaboration between 

academics, clinicians and industry to address this gap in understanding. It may also wish to 

draw on the experience of the EM CLAHRC, which has had similar struggles in promoting 

engagements that will support the translation of research into usable products or practices, 

beyond proof of concept 

http://www.medilinkem.com/home)
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Part 2. Review of Patient Safety Thermometer data; February 2012 to 
July 2014 

 
The NHS Safety Thermometer is an improvement tool for measuring, monitoring and 

analysing patient harms and 'harm free' care. The Safety Thermometer is based on data 

collected and submitted centrally by acute and community healthcare providers. It 

generates benchmarked reports (available online2) for each provider for the following 

‘indicators’ of harm: 

 Pressure ulcers (any origin and new) 
 

 Falls (all and those resulting in harm) 
 

 Urinary tract infections (UTIs) in patients with a catheter 
 

 Venous thromboembolisms (VTEs), expressed as risk assessment rate, VTE 

prophylaxis rate and new VTEs. 

 
 
This following section presents the key data for the East Midlands organisations during the 

reporting window February 2012 to July 2014. Appendices D and E show the full safety 

thermometer data for acute and community providers, respectively. 

 
 
A summary of key findings is provided for each indicator (or related indicators). Each 

summary simply highlights the organisations that are performing notably better than the 

national average. Learning and good practice from these organisations may be captured and 

potentially shared with those organisations performing worse than the national average 

(also noted). 

 

East Midlands acute care providers 
 

 
 

Indicator 1: Pressure Ulcer Prevalence - The proportion of patients with a pressure ulcer (of 

any origin, category 2-4) documented following skin inspection on the day of the survey. 

 
 
 
 
 
 
 

2 
Available at http://www.safetythermometer.nhs.uk/ 

http://www.safetythermometer.nhs.uk/
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Key: 
A=Derby Hospitals  
B=Chesterfield Royal 
C=Northampton General Hospital 
D=Kettering Hospital 
E=Nottingham University Hospitals 
F=Sherwood Forest Hospitals 
G=Leicester University Hospitals 
H=United Lincolnshire Hospitals 

 

 
 

Figure 2. PU (all) median prevalence (February 2012 to July 2014) 
 
 
 
 
 

Indicator 2: Pressure Ulcer Incidence - The proportion of patients with a new pressure ulcer 

(developed after 72 hours of admission to your organisation or caseload) documented 

following skin inspection. 

 

 
 
 

Key: 
A=Derby Hospitals  
B=Chesterfield Royal 
C=Northampton General Hospital 
D=Kettering Hospital 
E=Nottingham University Hospitals 
F=Sherwood Forest Hospitals 
G=Leicester University Hospitals 
H=United Lincolnshire Hospitals 

 
 

 

Figure 3. PU (new) median incidence (February 2012 to July 2014) 

Key findings: 
 

1.   Median pressure ulcer prevalence and incidence are both notably lower than the 

national medians for Nottingham University Hospitals. 

2.   Median pressure ulcer prevalence and incidence are both notably higher than the 

national medians for Chesterfield Royal and Northampton General Hospital. 
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Indicator 3: Falls - the proportion of patients with a fall in care 
 
 
 
 
 
 

Key: 
A=Derby Hospitals  
B=Chesterfield Royal 
C=Northampton General Hospital 
D=Kettering Hospital 
E=Nottingham University Hospitals 
F=Sherwood Forest Hospitals 
G=Leicester University Hospitals 
H=United Lincolnshire Hospitals 

 
 

 

 
 

Figure 4. Median falls (February 2012 to July 2014) 
 

 
 

Indicator 4: Falls - the proportion of patients with harm from a fall in care 
 

 
 
 
 
 
 

Key: 
A=Derby Hospitals 
B=Chesterfield Royal 
C=Northampton General Hospital 
D=Kettering Hospital 
E=Nottingham University Hospitals 
F=Sherwood Forest Hospitals 
G=Leicester University Hospitals 
H=United Lincolnshire Hospitals 

 
 
 

 
 

 

Figure 5. Median falls with harm (February 2012 to July 2014) 
 

Key findings: 
 

1. Median falls and falls with harm are both notably lower than the national data for 

Derby Hospitals, Northampton General Hospital, Nottingham University Hospitals 

and Leicester University Hospitals. 

2. Median falls and falls with harm are both notably higher than the national data for 

United Lincolnshire Hospitals. 
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Indicator 5: Proportion of patients with a Catheter 
 
 
 
 
 
 

Key: 
A=Derby Hospitals  
B=Chesterfield Royal 
C=Northampton General Hospital 
D=Kettering Hospital 
E=Nottingham University Hospitals 
F=Sherwood Forest Hospitals 
G=Leicester University Hospitals 
H=United Lincolnshire Hospitals 

 

 

 
 
 

Figure 6. Median UC rates (February 2012 to July 2014) 
 

 
 

Indicator 6: Proportion of patients with a Catheter and UTI 
 
 
 
 
 

Key: 
A=Derby Hospitals  
B=Chesterfield Royal 
C=Northampton General Hospital 
D=Kettering Hospital 
E=Nottingham University Hospitals 
F=Sherwood Forest Hospitals 
G=Leicester University Hospitals 
H=United Lincolnshire Hospitals 

 
 

 
 

Figure 7. Median UC and UTI rates (February 2012 to July 2014) 
 

Key findings: 
 

1. Median UC and UTI rates are both notably lower than the national data for Derby 

Hospitals. 

2. Median UC and UTI rates are both notably higher than the national data for 

Chesterfield Royal, Northampton General Hospital and Kettering Hospital. 
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Indicator 7: The proportion of patients with a documented VTE risk assessment 
 
 
 
 

Key: 
A=Derby Hospitals  
B=Chesterfield Royal 
C=Northampton General Hospital 
D=Kettering Hospital 
E=Nottingham University Hospitals 
F=Sherwood Forest Hospitals 
G=Leicester University Hospitals 
H=United Lincolnshire Hospitals 

 
 
 
 
 
 
 
 
 
 
 
 

Figure 8. Median VTE risk assessment rates (February 2012 to July 2014) 
 
 
 
 
 

Indicator 8: The proportion of patients receiving appropriate prophylaxis 
 
 
 
 
 

Key: 
A=Derby Hospitals  
B=Chesterfield Royal 
C=Northampton General Hospital 
D=Kettering Hospital 
E=Nottingham University Hospitals 
F=Sherwood Forest Hospitals 
G=Leicester University Hospitals 
H=United Lincolnshire Hospitals 

 
 
 
 
 

 

Figure 9. Median VTE prophylaxis rates (February 2012 to July 2014) 
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Indicator 9: The proportion of patients being treated clinically for a new VTE 
 
 
 
 

Key: 
A=Derby Hospitals  
B=Chesterfield Royal 
C=Northampton General Hospital 
D=Kettering Hospital 
E=Nottingham University Hospitals 
F=Sherwood Forest Hospitals 
G=Leicester University Hospitals 
H=United Lincolnshire Hospitals 

 
 
 
 
 
 
 
 
 

 
Key findings: 

Figure 10. New VTE rates (February 2012 to July 2014) 

 

1. Median new VTE rates are notably lower than the national data for Derby Hospitals, 

Northampton General Hospital, Sherwood Forest Hospitals and Leicester University 

Hospitals. 

2. Median new VTE rates are notably higher than the national data for Chesterfield 
 

Royal and Kettering Hospital. 
 
 

East Midlands community healthcare providers 

Indicator 1: Pressure Ulcer Prevalence - The proportion of patients with a pressure ulcer (of 

any origin, category 2-4) documented following skin inspection on the day of the survey. 

 
 
 
 
 

Key: 
A=Derbyshire Community Health 
B= Lincolnshire Community Health 
C=Nottingham CityCare 
D=Leicestershire Partnership 
E=Northamptonshire Healthcare 
F=Nottinghamshire Healthcare 

 
 
 
 
 
 
 

Figure 11. PU (all) median prevalence (February 2012 to July 2014) 
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Indicator 2: Pressure Ulcer Incidence - The proportion of patients with a new pressure ulcer 

(developed after 72 hours of admission to your organisation or caseload) documented 

following skin inspection. 

 
 
 
 

Key: 
A=Derbyshire Community Health 
B= Lincolnshire Community Health 
C=Nottingham CityCare 
D=Leicestershire Partnership 
E=Northamptonshire Healthcare 
F=Nottinghamshire Healthcare 

 
 
 
 

 

Figure 12. PU (new) median incidence (February 2012 to July 2014) 

Key findings: 
 

1. Median pressure ulcer prevalence and incidence are both notably lower than the 

national medians for Nottingham University Hospitals. 

2. Median pressure ulcer prevalence and incidence are both notably higher than the 
 

national medians for Nottingham CityCare. 
 
 

Indicator 3: Falls - the proportion of patients with a fall in care 
 
 
 
 
 
 

Key: 
A=Derbyshire Community Health 
B= Lincolnshire Community Health 
C=Nottingham CityCare 
D=Leicestershire Partnership 
E=Northamptonshire Healthcare 
F=Nottinghamshire Healthcare 

 
 
 
 
 
 
 

Figure 13. Median falls (February 2012 to July 2014) 
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Indicator 4: Falls - the proportion of patients with harm from a fall in care 
 
 
 
 
 
 

 
Key: 
A=Derbyshire Community Health 
B= Lincolnshire Community Health 
C=Nottingham CityCare 
D=Leicestershire Partnership 
E=Northamptonshire Healthcare 
F=Nottinghamshire Healthcare 

 
 

 
 
 
Figure 14. Median falls with harm (February 2012 to July 2014) 

 

Key findings: 
 

1. Median falls and falls with harm are both notably lower than the national data for 

Lincolnshire Community Health, Nottingham CityCare, Leicestershire Partnership and 

Nottinghamshire Healthcare. 

2. Median falls and falls with harm are both notably higher than the national data for 

Derbyshire Community Health and Northamptonshire Healthcare. 
 

 

Indicator 5: Proportion of patients with a Catheter 
 
 
 
 
 

Key: 
A=Derbyshire Community Health 
B= Lincolnshire Community Health 
C=Nottingham CityCare 
D=Leicestershire Partnership 
E=Northamptonshire Healthcare 
F=Nottinghamshire Healthcare 

 
 
 
 
 
 
 
 
 

Figure 15. Median UC rates (February 2012 to July 2014) 
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Indicator 6: Proportion of patients with a Catheter and UTI 
 
 
 
 

Key: 
A=Derbyshire Community Health 
B= Lincolnshire Community Health 
C=Nottingham CityCare 
D=Leicestershire Partnership 
E=Northamptonshire Healthcare 
F=Nottinghamshire Healthcare 

 
 
 
 
 
 
 
 
 

Figure 16. Median UC and UTI rates (February 2012 to July 2014) 

Key findings: 
 

1. Median UC and UTI rates are both notably lower than the national data for 

Lincolnshire Community Health. 

2. Median UC and UTI rates are both notably higher than the national data for 
 

Derbyshire Community Health and Nottinghamshire Healthcare. 
 
 
 

Indicator 7: The proportion of patients with a documented VTE risk assessment 
 

 
 
 
 
 
 

Key: 
A=Derbyshire Community Health 
B= Lincolnshire Community Health 
C=Nottingham CityCare 
D=Leicestershire Partnership 
E=Northamptonshire Healthcare 
F=Nottinghamshire Healthcare 

 
 
 
 
 
 
 

Figure 17. Median VTE risk assessment rates (February 2012 to July 2014) 
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Indicator 8: The proportion of patients receiving appropriate prophylaxis 
 
 
 
 

 
Key: 
A=Derbyshire Community Health 
B= Lincolnshire Community Health 
C=Nottingham CityCare 
D=Leicestershire Partnership 
E=Northamptonshire Healthcare 
F=Nottinghamshire Healthcare 

 

 
 
 
 
 
 
 
 
 
 
 
 

Figure 18. Median VTE prophylaxis rates (February 2012 to July 2014) 
 
 
 

Indicator 9: The proportion of patients being treated clinically for a new VTE 
 
 
 
 
 
 
 
 
 

Key: 
A=Derbyshire Community Health 
B= Lincolnshire Community Health 
C=Nottingham CityCare 
D=Leicestershire Partnership 
E=Northamptonshire Healthcare 
F=Nottinghamshire Healthcare 

 

 
 
 
 
 
 
 
 
 
 

Key findings: 

 
 
 
 
 

 
 

Figure 19. New VTE rates (February 2012 to July 2014) 

 

1. Median new VTE rates are notably lower than the national data for Lincolnshire 

Community Health. 
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2. Median new VTE rates are notably higher than the national data for Derbyshire 

Community Health, Nottingham CityCare and Northamptonshire Healthcare. 

 
 

 
Discussion of the Patent Safety Thermometer data 

 

 

A review of the Safety Thermometer data has shown differing degrees of performance 

between healthcare organisations in relation to the national average data. The national 

Safety Thermometer uses the median statistic as a measure of average. The median is the 

middle of a set of data. It is the point that divides the distribution of scores in two; one half 

of the scores are above the median value and the other half below it. No matter what the 

value of the median, 50% of scores will always be higher and 50% of scores will always be 

lower. It is unsurprising therefore that, from a sample of organisations (such as those within 

the East Midlands), some organisational scores are higher than the national median and 

some are lower. Small variations either side of the median are unlikely to have any great 

practical or clinical significance. There are numerous reasons why organisational scores 

might be either higher or lower than the median reflecting many factors that are difficult to 

quantify without further study, as well as possible actual differences in performance. Such 

factors include case-mix, age and sex of patients, type of provider organisation and the local 

configuration of services. The apparently high VTE rates in some community/mental health 

trusts (see above), for example, are difficult to compare with those in acute hospitals 

because the population served and service configurations are so different. However, there is 

scope to investigate the learning and good practice of the better performing organisations 

for dissemination to the others. 

 
 
Interestingly, the Patient Safety Thermometer review shows that no single NHS unit in the 

East Midlands is a leader in all the areas covered. This creates a favourable climate for peer 

learning, since all units can participate on the basis that they have some positive 

experiences to offer as well as some less favourable ones to resolve. The important thing is 

to develop methods for understanding the difference – and possibly recognizing that, for 

reasons of demography or case-mix, some units may be condemned to do less well than 

others. These variations should be defensible provided that the unit can be shown to be 
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delivering the best performance achievable within its operational constraints. There is 

potential to use the thermometer to inform the sort of kaizen activities common in some 

manufacturing industries. 

 

Part 3. Development of a measurement plan 
 
The paper in Appendix F describes the main principles and approach to a measurement plan 

for consideration by the EM PSC. Here we simply identify a list of potentially useful metrics: 

we note in the concluding discussion the importance of anchoring the actual choice in the 

workplans adopted for each of the priority topics and separating them from measures of 

performance for external rankings. 

 
 
All documents accessed 25/1/2015. 

 
 
 

Deterioration of patient - acute and community settings 
 
 
 

Patient Safety First 
 

http://www.patientsafetyfirst.nhs.uk/ashx/Asset.ashx?path=/How-to-guides-2008-09- 

19/Deterioration%201.1_17Sept08.pdf 

 
 

 The number of cardiac arrests per month 
 

 The number of rapid response calls per month 
 

 The percentage of rapid response communications performed with the chosen 

communication tool 

 Percentage of patients with observations complete 
 

 Percentage of patients that triggered, who received an appropriate response. 
 
 
 

Also for consideration: 
 

 Number of emergency admissions to critical care 
 

 Time between admission and initial deterioration 
 

 Appropriateness of ICU admission 
 

 Could ICU admission have been averted? 
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Handovers, transfers and discharge with particular reference to acutely ill older people 
 
 
 

Evidence base and clinical standards for the care and onward transfer of acute inpatients 
 

http://www.england.nhs.uk/wp-content/uploads/2013/12/evidence-base.pdf 
 

 
 

Highlights a number of relevant measures including: 
 

 Mortality rates 
 

 Hospital length of stay 
 

 Re-admission rates 
 

 Patient experience etc. 
 
 
 

Pressure ulcers 
 
 
 

Patient Safety Thermometer indicators: 
 
 
 

 Indicator 1: Pressure Ulcer Prevalence - The proportion of patients with a pressure 

ulcer (of any origin, category 2-4) documented following skin inspection on the day of 

the survey. 

 Indicator 2: Pressure Ulcer Incidence - The proportion of patients with a new pressure 

ulcer (developed after 72 hours of admission to your organisation or caseload) 

documented following skin inspection. 

 
 
Tissue Viability Society. Achieving Consensus in Pressure Ulcer Reporting. JTV 2012 

 

http://tvs.org.uk/wp-content/uploads/2013/05/TVSConsensusPUReporting.pdf 
 

 
 

Sepsis 
 
 
 

UK Sepsis Trust Toolkit: Ward Management of Sepsis 
 

http://sepsistrust.org/wp-content/files_mf/1409313089WardToolkit2014.pdf 
 

 
 

Lists clinical guidelines with measureable standards for: 

http://www.england.nhs.uk/wp-content/uploads/2013/12/evidence-base.pdf
http://tvs.org.uk/wp-content/uploads/2013/05/TVSConsensusPUReporting.pdf
http://sepsistrust.org/wp-content/files_mf/1409313089WardToolkit2014.pdf
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 Sepsis (uncomplicated) 
 

 Severe Sepsis or ‘Red Flag’ sepsis pending confirmatory tests 
 

 Septic Shock. 
 
 
 

Toolkits also available for emergency medicine, ambulance service, acute medical unit and 

acute paediatric services. 

 
 
Patient falls 

 
 
 

Patient Safety Thermometer indicators: 
 

 Indicator 3: Falls - the proportion of patients with a fall in care 
 

 Indicator 4: Falls - the proportion of patients with harm from a fall in care. 
 
 
 

Patient Safety First 

http://www.patientsafetyfirst.nhs.uk/ashx/Asset.ashx?path=/Intervention- 

support/FALLSHow-to%20Guide%20v4.pdf 

 
 

Suicide 
 
 
 

HM Government: Preventing suicide in England 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/216928/P 

reventing-Suicide-in-England-A-cross-government-outcomes-strategy-to-save-lives.pdf 

 
 

National Confidential Inquiry into Suicide and Homicide by People with Mental Illness 

http://www.bbmh.manchester.ac.uk/cmhr/research/centreforsuicideprevention/nci/toolkit 

s/inquirytoolkit.pdf 

 
 

People with learning disabilities 
 

Although this has not been identified as a priority by the PSC, there is national concern 

about the treatment of this group, which was reflected in some of the responses to the 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/216928/Preventing-Suicide-in-England-A-cross-government-outcomes-strategy-to-save-lives.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/216928/Preventing-Suicide-in-England-A-cross-government-outcomes-strategy-to-save-lives.pdf
http://www.bbmh.manchester.ac.uk/cmhr/research/centreforsuicideprevention/nci/toolkits/inquirytoolkit.pdf
http://www.bbmh.manchester.ac.uk/cmhr/research/centreforsuicideprevention/nci/toolkits/inquirytoolkit.pdf
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scoping exercise. The PSC may wish to be aware of the possible metrics, even if it decides 

not to take the matter further. 

 
 
Final report on National learning disabilities mortality review function 

http://www.bbmh.manchester.ac.uk/cmhr/research/centreforsuicideprevention/nci/report 

s/ld_report.pdf 

 
 

People with Mental Health 
 
 
 

NICE guidance: The short-term management of disturbed/violent behaviour in in-patient 

psychiatric settings and emergency departments. 

https://www.nice.org.uk/guidance/cg25/resources/guidance-violence-pdf 

 
 

Consent, Capacity and Restraint of Adults, Adolescents and Children in Emergency 

Departments (July 2013) 

http://secure.collemergencymed.ac.uk/code/document.asp?ID=7302 

 
 

NICE guidance: Delirium - Diagnosis, prevention and management 
 

https://www.nice.org.uk/guidance/cg103/resources/guidance-delirium-pdf 
 

 
 

Primary Care 
 
 
 

Patient Reported Experiences of Safety in Primary Care (PREOS-PC), NIHR School for Primary 

Care Research. http://medicine.exeter.ac.uk/research/healthserv/primarycare/projects/preos-

pc/ 

 
 

Staffing 
 
 
 

NICE Guidance: Safe staffing for nursing in adult inpatient wards in acute hospitals 
 

http://www.nice.org.uk/guidance/sg1 

http://www.bbmh.manchester.ac.uk/cmhr/research/centreforsuicideprevention/nci/reports/ld_report.pdf
http://www.bbmh.manchester.ac.uk/cmhr/research/centreforsuicideprevention/nci/reports/ld_report.pdf
https://www.nice.org.uk/guidance/cg25/resources/guidance-violence-pdf
http://secure.collemergencymed.ac.uk/code/document.asp?ID=7302
https://www.nice.org.uk/guidance/cg103/resources/guidance-delirium-pdf
http://medicine.exeter.ac.uk/research/healthserv/primarycare/projects/preos-pc/
http://medicine.exeter.ac.uk/research/healthserv/primarycare/projects/preos-pc/
http://www.nice.org.uk/guidance/sg1
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Patient stories 
 
 
 

Using patient stories with boards 

http://www.patientsafetyfirst.nhs.uk/ashx/Asset.ashx?path=/Intervention- 

support/Patient%20stories%20how%20to%20guide%2020100223.pdf 

 
 

Learning to use patient stories 

http://www.1000livesplus.wales.nhs.uk/sitesplus/documents/1011/T4I%20%286%29%20Le 

arning%20to%20use%20Patient%20stories%20%28Feb%202011%29%20Web.pdf 

 
 
 

Summary 
 

 

It is worth reiterating here some of the key points regarding measurement (these are 

developed further in Appendix F). 

 Measure for improvement not for performance; performance management regimes, 

particularly those involving financial penalties for underperformance, can lead to 

underreporting of adverse events and/or a focus on small areas of practice rather 

than a more holistic approach to safety 

 Nationally agreed and standardized metrics e.g. mortality rates, pressure ulcer rates 

etc. are useful trigger tools for locally-steered investigations; they can be used to 

monitor long term trends; and provide useful benchmarking data for organisations 

 A degree of safety measurement and monitoring must be customised to local 

settings and local circumstances and recognized as appropriate by those collecting 

and using the data. 

 
 

 
Part 4. Development of a framework to evaluate the work of the EM 

PSC 

Independent evaluation of the activities and outcomes of the EM PSC is recommended. An 

outline evaluation plan is presented below for consideration by the EM PSC. The plan 

http://www.1000livesplus.wales.nhs.uk/sitesplus/documents/1011/T4I%20%286%29%20Learning%20to%20use%20Patient%20stories%20%28Feb%202011%29%20Web.pdf
http://www.1000livesplus.wales.nhs.uk/sitesplus/documents/1011/T4I%20%286%29%20Learning%20to%20use%20Patient%20stories%20%28Feb%202011%29%20Web.pdf
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includes both ongoing formative assessments of activities (to draw out lessons learned and 

inform future activities) and an annual summative assessment. 

 

Main Evaluation Aims 

Evaluation aims are drawn from the long, medium and short term goals of the EM PSC as a 

whole, namely: 

1 
 

2 
 

3 etc. To be inserted by the Collaborative 
 
 
 
 

Design and methods 

A logical framework (logframe) matrix approach is useful to guide the evaluation of the EM 

PSC. The logframe matrix provides a structure to capture data on inputs and activities, 

outputs, outcomes and impact. The framework facilitates ongoing summative feedback as 

well an evaluation of the stated high level, or long term goal of the Collaborative. 

 
 

A number of logframe matrices are envisaged, one for each major element of work, theme 

or project and one for the overall programme that is informed by the project-level matrices. 

The matrices are not static but can be updated as the evaluation develops and can be used 

flexibly over time to respond to feedback and learning. The approach accommodates the 

collection and analysis of both qualitative and quantitative data. The rational of the 

logframe approach is shown in the table below followed by example frameworks for the 

programme and project/theme. 

 
 
 
 

Table 1. Overall rationale of the approach 
 

Resources Activities Outputs Outcomes Impact 

Certain resources are 
needed to run the 
Collaborative. 

If you have access to the 
resources, then you can use 
them to accomplish your 
planned activities. 

If you accomplish your 
planned activities to the 
extent you intended, then 
you hopefully will deliver 
the amount of service you 
intended. 

If you achieve your planned 
activities to the extent you 
planned, then your 
stakeholders will benefit in 
certain ways. 

If these benefits to 
stakeholders are achieved, 
then certain changes in 
organisations or 
communities might be 
expected. 
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Table 2. Collaborative Level (for example) 

 

Resources Activities Outputs Outcomes Impact 

Core EM PSC staff in place 

Local stakeholders 

National AHSN/ PSC 
network 

NHS IQ 

Scoping stakeholder PS 
priorities 

 
Facilitating: 

• Capacity building 
• Leadership 
• Team development 
• Education, training and 

development 
• Learning events / 

workshops 
• Patient and public 

involvement 
• Measurement / data 

analysis 
• Organisational culture 
• Collating, reviewing 

and interpreting 
research evidence 

 
 
 
 
Capturing local and 
national learning and 
successes 

 
Communications 

Meetings and engagement 
with stakeholders 

 
 
 
Number of events and 

attendances 

 
Stakeholder feedback 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
Number of case studies 
Best practice 
guides/SPARKs etc. 

 
Number of communications 

Website hits 

PS priorities and key PSC 
activities or support 
identified by stakeholders 

 
 
Increased organisational 

capacity and learning 

 
Organisations with 
developed safety 

management systems3
 

 
Enhanced patient safety 

culture 

Enhanced leadership 

Improved PS metrics (both 

standardisation of 
measurement and 
reporting of existing and 
new metrics) 

 
Dissemination and 

adoption of good practice 
 
 
Raised awareness of the 

PSC and its work 

 
 
 
 
 
 
 
 
 
 
Systematic improvement in 
preventing and learning 
from errors, reducing 
avoidable harm and 
creating safer systems of 
care. 

 

 

Table 3. Project/theme Level (Staff Development for example) 
 

Resources Activities Outputs Outcomes Impact 

Core EM PSC staff in place 

Local stakeholders 

Facilitating: 

• Capacity building 
• Leadership 
• Team development 
• Education, training and 

development 

Number of events and 
attendances 

Stakeholder feedback 

PS relevant CPD 

courses/points 

Cascade training to other 
staff 

 
PS related posts and/or 
increased focus in job 
descriptions 

Increase in PS knowledge, 
skills and expertise in the 
workforce to prevent and 
learn from errors, reduce 
avoidable harm and create 
safer systems of care. 

 
 

The evaluation should employ both qualitative and quantitative methods and analyses 

including interviews with stakeholders, documentation review, questionnaires and case 

 
 
 
 

3 
Elements of a safety management system include: A safety policy; Organisational arrangements to support 

safety, A safety plan; A means of measuring safety performance; A means of reviewing safety performance;  

and A feedback loop to improve safety performance (Vincent et al. (2013) The measurement and monitoring of 

safety, The Health Foundation). 
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studies. Data collection is guided by the framework and occurs at all of the stages of the 

framework e.g. resources, activities, outputs etc. as relevant. 

 
 
An important element of the data collection process is to focus stakeholders on the specific 

role of the EM PSC in facilitating changes in patient safety. This can be achieved through an 

investigation of counterfactuals – what would have happened without the PSC? – and 

attribution – how much of the outcome or impact can be attributed to the work of the PSC? 

 
 
Qualitative and quantitative data can be combined in a narrative assessment of the EM PSC, 

including lessons learned and the opportunities for future PS initiatives. 
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Appendix A. Scoping exercise methods 
 
 

Outline Delphi study on Patient Safety Priorities 
 

 

Aim 
To inform the key work streams and work plan for the EMAHSN PSN by identifying 
stakeholders’ patient safety priorities using the Delphi (consensus) method. 

 
Objective 1: 
To identify the patient safety priorities of the East Midland’s health economies. 

 
Objective 2: 
To identify the primary support mechanisms for the East Midlands Patient Safety 
Collaborative that would best assist the health economies when addressing the patient 
safety priorities. 

 
 
 

Method 
A two-round Delphi technique was proposed. Round 1 consisted of an online questionnaire 
comprising patient safety topics previously identified by interviews with stakeholders 
(Appendix 1, part 1; that is, from the work completed by Cheryl Crocker). 

 
Participants were asked to rate each of the topics on a seven point Likert scale from 
‘Extremely important’ to ‘Not at all important’. The questionnaire also invited the 
participants to rank the topics in priority order (1 to n, where n is the number of topics). 
Space for free text comments provided opportunities for the participants to give specific 
detail of main issues as they saw them within the topic area. 

 
The Round 1 questionnaire also asked participants to consider how best the PSC could add 
value to existing patient safety work in their organisation, offering a range of potential 
support mechanisms (Appendix 1, part 2, with the caveat that such support is not 
guaranteed). 

 
Part 3 of the Round 1 questionnaire comprised three final questions: 

 Are there any other priorities you would add to the list? (free text response) 

 Are there any other priorities that you think your peers would add to the list? (free 
text response) 

 Is there any other patient safety work you would like to address but it’s on the ‘much 
too difficult’ list? (free text response). 

 
Round 1 responses were analysed by health sector (acute, mental health/learning disability, 
community, general practice, commissioning, ambulance, patient and public representatives 
etc.) using descriptive statistics. For example, the ranking scores summed for each topic, 
with the lowest score indicating the priority topic. 
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The Round 2 questionnaire was designed to elicit more detail on the priority areas 
determined from Round 1. 

 
Participants 

 Patient safety leads from healthcare providers (1 per provider) 
 Nominated lead from CCGs (1 per CCG) 

 Patient and Public representatives (ideally 10-15) 

 
Inclusion criteria 

 Patient safety leads must have organisation-wide responsibility for patient safety 
 CCGs leads must lead on quality/patient safety elements of commissioning 

 Patient and public representatives must have at least 2 years experience in a patient 
and public role in a local health economy 

 
 
 

Timetable 

 
Further development/agreement of the approach and questionnaire 2/10 – 10/10 

Piloting and assembling list of potential participants 13/10 – 17/10 (1 week)  

Round 1 20/10 – 31/10 (2 weeks) 

Round 1 analysis 3/11 – 7/11 (1 week) 
 
Round 2 10/11 – 21/11 (2 weeks) 

 
Round 2 analysis and report 24/11 – 28/11 (1 week) 



 

 

Appendix 1 – Draft questionnaire for Round 1 

 
Part 1(a) – participants will be asked to rate the level of importance of the following topics. 

 
Level of importance 

 
 
 

 
Topic 

1 
Not at 

all 
importa 

nt 

2 
Low 

importan 
ce 

3 
Slightly 
importa 

nt 

4 
Neutr 

al 

5 
Moderate 

ly 
importan 

t 

6 
Very 

importa 
nt 

7 
Extreme 

ly 
importa 

nt 

Venous 
thromboemboli 
sm 

□ □ □ □ □ □ □ 

Healthcare 
associated 
infections 

□ □ □ □ □ □ □ 

Pressure ulcers □ □ □ □ □ □ □ 
Maternity care □ □ □ □ □ □ □ 
Medication 
errors 

□ □ □ □ □ □ □ 

Deterioration in 
children 

□ □ □ □ □ □ □ 

Falls □ □ □ □ □ □ □ 
Handover and 
discharge 

□ □ □ □ □ □ □ 

Missed and 
delayed 
diagnosis 

□ □ □ □ □ □ □ 

Deterioration 
of patients 

□ □ □ □ □ □ □ 

Medical device 
errors 

□ □ □ □ □ □ □ 

Sepsis □ □ □ □ □ □ □ 
Offender health □ □ □ □ □ □ □ 
Suicide □ □ □ □ □ □ □ 
Acutely ill older 
people 

□ □ □ □ □ □ □ 

Transition 
between 
paediatric and 
adult care 

□ □ □ □ □ □ □ 

People with 
learning 

□ □ □ □ □ □ □ 
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disabilities        

Safety of staff □ □ □ □ □ □ □ 
People with 
mental health 
needs 

□ □ □ □ □ □ □ 

 

Part 1(b) – Ranking in order of importance and requesting detail/reasons for their decisions 
 

 
 
 

 
Topic 

 
Rank 

(please 
rank all) 

 
Detail of the specific area of concern or area for 

improvement 
(please provide comments on your top 5 topics) 

Venous thromboembolism   

Healthcare associated 
infections 

  

Pressure ulcers   

Maternity care   

Medication errors   

Deterioration in children   

Falls   

Handover and discharge   

Missed and delayed 
diagnosis 

  

Deterioration of patients   

Medical device errors   

Sepsis   

Offender health   

Suicide   

Acutely ill older people   

Transition between 
paediatric and adult care 

  

People with learning   
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disabilities   

Safety of staff   

People with mental health 
needs 

  

 

 
 

Part 2  In general how likely is it that the following PSC support mechanisms could add value 
to the existing patient safety work in your organisation? 

 
 
By facilitating and/or 
offering support in... 

1 
Very 

unlikely to 
add value 

2 
Unlikely to 
add value 

3 
Unsure 

4 
Likely to 

add value 

5 
Very 

likely to 
add value 

Leadership development □ □ □ □ □ 
Team development □ □ □ □ □ 
Patient safety related 
education, training and 
development 

□ □ □ □ □ 

Learning events / workshops □ □ □ □ □ 
Peer to peer review □ □ □ □ □ 
Project management □ □ □ □ □ 
Change management □ □ □ □ □ 
Patient and public 
involvement 

□ □ □ □ □ 

Expert panels □ □ □ □ □ 
Measurement / data analysis □ □ □ □ □ 
Capturing learning and 
successes 

□ □ □ □ □ 

Identifying sources of 
funding for innovation or 
research 

□ □ □ □ □ 

Developing the 
organisational/patient safety 
culture 

□ □ □ □ □ 

Using Diffusion / 
Improvement fellows 

□ □ □ □ □ 

Collating, reviewing and 
interpreting research 
evidence 

□ □ □ □ □ 

Refining/developing metrics □ □ □ □ □ 
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Part 3 

 
1. Are there any other priority topic areas you would add to the list? (please provide 

details in the box below) 
 
 
 
 
 
 
 
 
 
 

2. Are there any other priority topic areas that you think your peers would add to the 
list? (please provide details in the box below) 

 
 
 
 
 
 
 
 
 

3. Is there any other patient safety work that you would like to address but it’s on the 
‘much too difficult’ list? (please provide details in the box below). 



 

Appendix B. Summary of stakeholder patient safety priorities (1st 

round online questionnaire) 
 

 
EM PSC 1st round Delphi study on patient safety priorities 

 

 
 

Overall summary 
 

 

Commissioners top 5 ranking (14 respondents) 
1. Deterioration of patient 
2. Acutely ill older people 
3. Pressure ulcers 
4. Patient falls 
5. Handover and discharge 

 
Acute providers top 5 ranking (8 respondents) 

1. Deterioration of patient 
2. Pressure ulcers 
3. Patient falls 
4. Sepsis 
5. Acutely ill older people 

 
Community/Mental Health/Learning Disability providers top 5 ranking (4 respondents) 

1. Suicide 
2. People with learning disabilities 
3. People with mental health 
4. Pressure ulcers 
5. Offender health 

 
Patient representatives top 5 ranking (4 respondents) 

1. Deterioration of patient 
2. Deterioration in children 
3. Acutely ill older people 
4. Hydration and nutrition 
5. Handover and discharge 

 
 
 

 
3 other respondents (data not summarised here) 

 Ambulance 

 Publc Health 
 Higher Education 
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Commissioners 
 

 

 
 
 
 
 

Commissioners top 5 ranking 
1. Deterioration of patient 
2. Acutely ill older people 
3. Pressure ulcers 
4. Patient falls 
5. Handover and discharge 
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Acute providers 
 

 

 
 
 
 

Acute providers top 5 ranking 
1. Deterioration of patient 
2. Pressure ulcers 
3. Patient falls 
4. Sepsis 
5. Acutely ill older people 
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Community/Mental Health/Learning Disability providers 
 
 
 
 

 
 
 
 
 

Community/Mental Health/Learning Disability providers top 5 ranking 
1. Suicide 
2. People with learning disabilities 
3. People with mental health 
4. Pressure ulcers 
5. Offender health 
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Patient representatives 
 
 
 
 

 
 
 

Patient representatives top 5 ranking 
1. Deterioration of patient 
2. Deterioration in children 
3. Acutely ill older people 
4. Hydration and nutrition 
5. Handover and discharge 
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EM PSC – adding value 
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EM PSC – values/principles 
 
 
 

 
 

 
 
 
 

Free text comments on priority topics 
 

 

Acutely ill older people 
Quality of care across organisational interfaces 
Responsiveness of H@N 
fits with integrated care programme 
The amount of older people in our beds who are admitted acutely unwell  
Focused on the management of ill patients in community/nursing residential care 

 
Deterioration of patients 
Recognition and timely response to deteriorating patient - links to other topics 
Stop deterioration in patients' health 
Failure to rescue and the use of temporary staff 
Deterioration of patients - includes acutely deteriorating patients in community 
Monitoring, recognising, escalating and acting on deterioration 
End of Life Care 
To escalate deteriorating patient in a timely manner currently rolling out elect 
Major focus, early warning score, escalation and e observations 
Learning from Complaints, Incidents 
This covers adults and children. NEWS introduced this year. 

 
Deterioration in children 
challenges with capability of neonatal staff - training ongoing and cots reduced 
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Falls 
focus for quality improvement in our providers 
post op delirium prevention 

 
Handover and discharge 
ensuring timely and effective discharge from in-patient to community services 
How handovers are coordinated across boundaries 
Severe eczema is often treated by dermatologist who then hands back to GP to consultant 
Handover and discharge and Transitions between paediatric and adult care 
Safety culture - medication/ falls  - how do enable staff to learn and change 
Handover and discharge - transfers of care between acute and primary care 
We have issues with the completion of documentation and timely handover from providers 
Avoidable death and harm as a consequence of poor handover 
Discharge is a common theme in patient feedback and incidents 
Discharge from Acute to care home sector 

 
 
 

HCAI 
Hospital acquired infections still have a major effect on mortality and wellbeing C-
Diff especially in Primary care 
reducing C Difficile in primary care 
high levels of CDiff in our health community 
MRSA bac and C Diff rates 
HCAI - what more can be done? 
Healthcare acquired infections 
Prevalence and management research 
We have an increased incidence of C Diff this year. 

 
Hydration and nutrition 
The nutrition and hydration of patients in hospitals is not given enough priority 
We have been criticised by Keogh inspection and CQC on hydration. 
CQC non conformity 

 
Medication Errors 
missed doses or prescribing errors - and picked up by CQC 
We are concerned about the number of med errors and about how learning is shared 
Prevalence and management, especially through ICTs 
Medication mistakes can be fatal 
Topical steroids were poorly monitored a couple of decades ago - now it is claim 
Medication errors are not a major concern but medicine omission requires additional work 
to reduce omissions , warfarin and insulin as other areas of concern 
Medication errors especially in Care home sectors 

 
 
 

Missed and delayed diagnosis 
Wrong diagnosis can have a devastating effect on patient morbidity and mortality 
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Patient flow and pathways particularly between community and acute 
Handover/Transfer - communication and holistic approach 
We have had two relevant SIs recently and need to ensure all learning is shared 
Missed/delayed diagnosis - dont get much evidence of this but relies on medical 

 
Offender health 
Quality & Governance in primary care 
Offenders' health - majority of them have learning disabilities and mental health 
management of LD/MH in secure settings 
Improving offender healthcare, managing medicines, difficult premises and working 

 
Patient falls 
Rate of falls with harm (CQUIN) and identifying whether a patient has fallen in 
To reduce the number of falls with harm 
high rate of falls in the organisation 
reducing the number of avoidable falls with harm 
Patient falls are a major consumer of ambulance and hospital services. 

 
People with Learning disabilities 
evidence base for pathways of care for LD to ensure best outcome 
Restrictive practice in in-patient settings 

 
 
 

People with Mental Health Needs 
improving care for people with dementia 

 
Pressure ulcers 
outlier progress of pressure ulcer reduction. 50% higher than other providers in the area   
To be able to measure real markers of harm eg size of PU and amount of time taken to heal 
Highest rate of pressure ulcers in region 
reducing the number of avoidable pressure ulcers in all care settings 
prevention of community acquired pressure ulcers 
Focusing down on high risk/reported areas (CQUIN) 
Eliminating acquired avoidable pressure ulcers 
Pressure Ulcers - not my first priority but NHSE pressure to reduce in providers 
Reducing pain, length of stay and improving the patient experience by elimination 

 
Safety of staff 
Reducing impact of violence to staff 
Sickness high, staffing vacancies being addressed 

 
Sepsis 
Avoidable death and harm from failing to recognise or act upon sepsis 
We are an outlier for this nationally. We are working to embed the sepsis 6. 
sepsis identification in children/young adults in primary care 
Falls within our recognise and rescue work - sustaining compliance with sepsis 6 
Sepsis 6 compliance not recorded - change of process being designed 



EM PSC Scoping exercise report (final) 11-Feb-2015 Page 52 of 88  

 

Suicide 
Suicide prevention 
Suicide and Self Harm in Community based (including GP managed) Patients 
Suicide and death rate in Adults is an organisational priority 

 
Transfers of care 
How transfers are coordinated across boundaries 
Transfers of care - improved movement and patient pathway between providers 
Management of long term conditions and multiple morbidities 
Reducing patient transfers and handoffs and thereby reducing error and harm 

 
Transition paediatrics to adult care 
CQC inspection showed areas of concern across the pathway 

 
VTE 
Higher than national average on safety thermometer 
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Appendix C. Summary of stakeholder patient safety priorities (2nd 

round online questionnaire) 
 
 
 

EM PSC 2nd round Delphi study on patient safety priorities 
 

Overall summary 
 
 

Respondents by provider type 
Acute 1 
Commissioning 10 
Community 1 
Community and Mental Health 1 
Community, Mental Health and Learning Disability 3 
GP 1 
Total N= 17 

 
All respondents were staff. 

 

Priority topics identified from the 1st round questionnaire 
Respondents were asked to rate activities e.g. education and training, that would most likely 
add value to existing work on 6 topics namely: 

 Sepsis 
 Deterioration of patient - acute setting 

 Deterioration of patient - community setting 

 Pressure ulcers 

 Patients falls 

 Handovers, discharge and transfers. 

 
Responses to each topic/activity are provided in the report. Across the 6 topics the mean 
rating of added value was highest for the activity: 

 Learning and sharing lessons learned 

 
and lowest for the activity 

 Involvement with industry. 
 
Other priority topics 
Four topics (suicide, mental health, learning disability and care homes) were flagged as 

important in the 1st round questionnaire but lacked detail to inform the work of the 
Collaborative. Free text comments were provided by many respondents on these topics in 

the 2nd round questionnaire. These are presented in full below. 
 

 

Cross-cutting themes 
Support was evident for specific areas of work, namely: 

 Patient perception of safety 
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 Staffing factors and safety 

 Staff perceptions of a safe place 

 New methods in Root Cause Analysis 
 
In addition information was sought from respondents on 3 cross-cutting themes 
(Leadership, Measurement, and Primary Care). Free text comments were provided by many 
respondents on these topics in the 2nd round questionnaire. These are presented in full 
below. 

 

Sepsis 
 
 

Respondents were asked to rate the degree to which the following PSC activities would add 
value to their existing work on this topic. 

 
 

 
 
 
 
 

Deterioration of patient - acute setting 
 
 

Respondents were asked to rate the degree to which the following PSC activities would add 
value to their existing work on this topic. 
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Deterioration of patient - community setting 
 

 

Respondents were asked to rate the degree to which the following PSC activities would add 
value to their existing work on this topic. 

 
 
 

 

 

Pressure ulcers 
 
 

Respondents were asked to rate the degree to which the following PSC activities would add 
value to their existing work on this topic. 
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Patient f alls 
 

 

Respondents were asked to rate the degree to which the following PSC activities would add 
value to their existing work on this topic. 

 
 

 

 
 

 
 

Handovers, discharge and transfers 
 
 

Respondents were asked to rate the degree to which the following PSC activities would add 
value to their existing work on this topic. 



EM PSC Scoping exercise report (final) 11-Feb-2015 Page 57 of 88  

 

 
 

 

Other priority topics 
 

 

Four topics were flagged as important in the 1st round questionnaire but lacked detail to 
inform the work of the Collaborative. Free text comments were provided by many 
respondents on these topics. 

 
Suicide 

 yes this is relevent to my organisation. we have a particular problem with teenagers 
self harming. 

 implementation of acute liaison psychiatry 

 Very relevant - wider health community issue so needs cross organisational work. 
Should link to work of the National Confidential Inquiry 

 Be useful to consider benchmarking data across our patch  How do we identify 
outliers and organisations of concern Understanding impact of SPA models 

 Highly relevent to CCG - not just limited to Adults. Need to expand to look at Suicide 
and Self harm 

 yes this would be really useful we are currently undertaking a review of this across 
our provider 

 Improved awareness of and access to psychological therapies 
 Not directly relevant to the organisation though there would be value in exploring 

the interface between community mental health services and the acute setting - eg 
mental health support in A&E depts and out of hours access to mental health teams 
and paediatric mental health services 

 Use of appropriate national data as assurance for NEDs and the public. Sharing of 
lessons learned and appropriate ways of managing on a national basis. 

 Sucide and self harm training - highlighting the assessment, monitoring and review 
process. Understanding the self harming behaviour and how best to manage this 
within the ward/ community environment. 

 Community services are provided to both adults and children so remains a relevant 
topic 

 Yes - this is particular issue for our organisation and we would welcome some shared 
learning 
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 Key thing from a GPs point of view is being able to get rapid advice and input from 
secondary care. While this does happen, it does feel like you have to jump through 
quite a few hoops to persuade the mental health professional on the other end of 
the phone that your patient is genuinely at suicide risk and that they need to be seen 
within 24 hours. Because of this, I think some GPs may have quite a high threshold 
for referring patients on for secondary care advice. 

 
People with learning disabilities 

 yes - current high priority 

 LD is commissioned by ‘named’ CCG on our behalfs. we have priorities around 
transforming care, access, and LOS 

 Very relevant - we provide specialist services. Wider learning and sharing on 
restrictive practice 

 Physical health management 

 Cancer Screeening, Death by Indeifference ( how mnuch have acute services 
implemented recommendation) 

 Managing care in diverse locations 

 Mental capacity/ best interest assessments 

 Early identification and provision to specific support to patients with an LD in a 
hospital setting. Staff education about spporting and caring for patients with an LD 
and other vulnerable patient groups 

 Yes Seamless service models and intergration In-reach to prisons / screening 

 Appropriate care packages and accommodation, CHC packages. 

 Green light project - so understanding the needs of a learning disabled service user 
within the context of a mental health setting. identifying the reasonable 
adjustments needed and differing communication styles to ensure the service user 
has a positive experience. 

 We are not a specific LD trust but as a community trust need to ensure we remain 
inclusive to the population we provide services for and so remains relevant 

 Yes - the outcome of the care and treatment reviews and the learning from these 
would be useful to share across the region 

 this is a priority area for NHS England 

 I've been quite impressed with residential homes in the Chilwell area for people with 
learning disabilities. The staff seem to be respectful, responsive and caring for their 
clients and therefore highlight health concerns to GPs. If there are settings where  
the staff are not of such high standard then this would obviously leave the clients 
vulnerable. 

 
People with mental health 

 yes all relevant and important 

 this is not relevent at the moment 

 Very relevant - we provide specialist services. Wider learning and sharing on 
restrictive practice, self-harm and violence reduction 

 Agins its dealing with delierium in acute and non acute (residential and nursing home 
setting) 

 Transitional care. 
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 Guidance and education relating to best practice and legalities surrounding restraint 
etc 

 Yes Delirium Reducing restrictive practices- chemicals, restraint and seclusion, 
aswell as blanket rules 

 Reducing the need for restrictive interventions. 

 Community trust with inpatient community hospital beds and intermidiate care beds 
so relevant 

 There is work being undertaken to look at this, but a regional view would always add 
value 

 priority area for NHS England 
 
People in care homes 

 yes - significant work underway in this area 

 Falls, pressure ulcers, sepsis, 

 falls, delirium, pressure ulcers - currently piloting care home specific safety 
thermometer 

 We provide district nursing support - pressure ulcers, falls 

 this is somehting that we would welcome a focus on 

 Malnutrition/ dehydration/ falls/ pressure ulcers/ social isolation 

 Peripatetic nursing into care homes for intergrated care needs 

 Continuation of appropriate care intervention e.g. nutrition, fluid balance, tissue 
viability, mobility. 

 Spotting deterioation - reducation of hospital admissions EoL - equipping staff to 
support the service user and their families through this process Pressure ulcers and 
falls - training/ education 

 Community organisation and staff who in partnership with other agencies in an 
integrated way. Close links to care homes and shared care plans. Main safety issues 
Falls, pressure damage, supporting patients to remain safe when suffering from 
dementia adult safeguarding 

 Our recent review into the quality of care for older patients and patients on the  
acute pathway has identified learning across the whole health economy. An ability to 
share good practice and benchmark qualitative data would be extremely helpful 

 priority area locally 

 Care homes seem to be pretty good at alerting us (as GPs) to acutely ill older people. 
Sometimes it can be a challenge undertaking thorough assessments of these patients 
and being sure ongoing monitoring will be done in a reliable way by the homes. 

 

Cross-cutting themes 
 
 

A. Specific pieces of work 

 
Respondents were asked to rate (on a scale of 1-5) the value of 4 potential specific areas of 
work. 

 
1. Patient perceptions of safety: one hospital and commissioner have been using a 

survey approach to understand how patients perceive safety. We would like to adapt 
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this tool to be used in all areas of healthcare a patient barometer, one of our local 
measurement tools. This has been shown to aid improvements when an organisation 
uses the results to identify where changes need to be made and involve patients in 
this process. Mean rating: 3.94 

 
2. Staffing: investigating factors that affect safety (agency staff, shift patters, skill mix 

linked to safer staffing initiative), also supporting staff involved in harm and engaging 
staff in improving safety, including human factors and systems. Mean rating: 4.25 

 
3. Investigating staff perceptions of a safe place (different perceptions between acute 

care and community care can delay or prevent discharge or even discharge to an 
inappropriate place). Mean rating: 4.06 

 
4. The PSC have also understood one of the barriers to improvement is the current  

Root Cause Analysis (RCA) approach. This cuts across all types of incidents. Novel or 
alternative approaches need to be sought and the PSC is testing the External Peer 
Review (to include patients) methodology introduced by the Patient’s Association for 
complaints management which has been shown locally to lead to improvements in 
the complaints process. Mean rating: 4.25 

 
B. National and local cross-cutting themes 

 
Information was sought from respondents on 3 cross-cutting themes (Leadership, 
Measurement, and Primary Care). Free text comments were provided by many respondents. 

 
Leadership 

 making difficult decisions. Provider - commissioner relationships 

 Further work on organisation culture, identifying and dealing with barriers, 
improvement tools 

 Learning lessons and spread of evidence based practice 

 i think this is being done a lot already 

 leading across organisational boundaries 

 Human factors. Improvement science. Change management. 

 Guidance re use of safety culture tools 

 Leadership at a local level (team) and leadership at the care giving level. 

 Leadership linked to personal responsibility and accountability. Linking this to 
patient safety and positive patient experience would be halpful via education/ 
training or positive patient stories. 

 Responsibility and acoutability, role model 
 Developing strong clinical leaders is really important, we need to think carefully 

about who our clinical leaders are and they aren't the usual suspects. Their 
development should be tailored to their clinical background. We should look at why 
our clinicians feel unable to lead. 

 If PCC can get leaders to agree on priorities and work programmes this will then be 
disseminated throughout organisations 
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Measurement 

 standardised , evidence based tools 

 understand how and what evidence is needed to show improvements have been 
made in patient care. Not just numbers. 

 
 Consistent approach to measuring safety to enable benchmarking internally and 

across organisations. There are lots of interpretations of definitions. Duty of Candour 
and moderate harm is a potential issue - is this category of harm being applied 
consistently? Measuring improvement also difficult. 

 Benchmarking comparative organisations 

 yes if kept simple 

 having effective outcome measures 

 Triangulation of data e.g. impact of performance/ workforce/ financial indicators on 
quality/ patient safety 

 Increase availability of training and expertise relating to measuring improvement and 
improvement methodologies 

 yes New metric development CROMS/ PROMS Rating scales 
 Measurement in the acute mental health and LD settings as there is limited 

information in these areas. 

 There are lots of measuring tools being utilised already - whether we can look at 
reducing the number of duplicates or indeed looking to identify the tools which 
really make a difference. 

 Pateint outcomes following harm 

 Developing benchmarkable data from a qualitative perspective 

 metrics that are evidence based help however some work on qualitative metrics 
would help 

 The NIHR School for Primary Care Research has recently developed and 
implemented a survey of Patient Reported Experiences of Safety in Primary Care 
(PREOS-PC) - this could be tried in the East Midlands. 

 
Primary Care 

 specific focus areas for harm reduction in primary care with associated support to 
deliver - primary care safety thermometer ??? 

 how to share learning between primary and secondary care 

 what is safety in primary care 

 quality monitoring of independent contractors 

 Cross cutting topics such as communcations relating to tests and investigations - 
ensuring abnormal results picked up without delay (sometimes there seems to be 
lack of clarity re responsibilities for notification/alerting of abnormal tests). 
Continued work on improving communication relating to discharge and medications 

 Mental health awareness/ Family inclusive practice 
 Exploration of the role of GPs and practice nursing especially in relation to the 

transition of patients from primary to secondary care and vice versa 

 Patient empowerment and self management promotion verses management of risk. 
Education and information. 
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 My view is that we shoulkd be looking at the system as a whole - including all sectors 
of health and social care 

 primary care is the link to much of the patient journey however learning systems are 
less developed than in larger organisations 

 Safety of medicines management (prescribing, dispensing and administration 
(particularly in care homes)) 

 

Other free-text comments 
 peer review of pressure ulcers 

 The key for the CCG is recognising that the model of care is changing therefore we 
have to approach patient safety differently and ensure that all elements of the care 
journey from a patients/service users perspective is covered, including the full range 
of providers involved in delivering care i.e. independent providers and social care 

 research in primary care 

 Peer reviews/ patient engagement 

 A Delerium network A clinical rating tools / measures and metrics group across 
pathways 

 A menu for learning lessons and the dissemination of good practice needs to be 
developed 

 The coordination of peer review would be helpful, understanding how we could 
utilise the lean principles within the working day to improve practice and ensure 
front line staff have more time to care! Perhaps influencing locally/ nationally the 
tools utilised to support investigations into patient safety concerns; identifying what 
is used well and where improvements can be made. 

 Research 
 safety culture and learning clinics sound really helpful 
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Appendix D. Patient Safety Thermometer data: Acute 
providers 

 

 
 
 

NHS Patient safety thermometer: Review of data 
 
 
 

East Midlands acute care providers 
 
 
 

Indicator 1: Pressure Ulcer Prevalence - The proportion of patients with a pressure ulcer (of 
any origin, category 2-4) documented following skin inspection on the day of the survey. 

 
Chart 1. Median prevalence (February 2012 to July 2014) 

 
 

 
 
 
 
 

 
Trend analysis 

 
Acute provider Recent (6-monthly) trend 

A Constant trend and in-line with the national line 

B Upward trend and above the national line (chart 2) 

C Upward trend and above the national line (chart 3) 
D Constant trend and consistently above the national line 

(chart 4) 

E Upward trend but remains below the national line 

F Constant trend and consistently below the national line 

G Constant trend and consistently below the national line 

H Constant trend but fluctuating above and below the 
national line 
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Chart 2. Acute provider B shows a recent upward trend in PU prevalence 
 

 

 
 

 
 
 
 

Chart 3. Acute provider C shows a recent upward trend in PU prevalence 
 

 
 

 
 
 

Chart 4. Acute provider D has been consistently above the national line 
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Indicator 2: Pressure Ulcer Incidence - The proportion of patients with a new pressure ulcer 
(developed after 72 hours of admission to your organisation or caseload) documented 
following skin inspection. 

 
 
 

Chart 5. Median incidence (February 2012 to July 2014) 
 

 
 
 
 

Trend analysis 
 

Acute provider Recent (6-monthly) trend 

A Constant trend and in-line with the national line 

B Constant trend and consistently above the national line 

C Upward trend and above the national line (chart 6) 
D Constant trend but fluctuating above and below the 

national line 

E Constant trend and mainly below the national line 

F Constant trend with fluctuations below the national line 

G Downward trend towards the national line 
H Downwards trend towards the national line 
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Chart 6. Acute provider C shows a recent upward trend in PU incidence 
 
 

 
 
 
 
 

Indicator 3: Falls - the proportion of patients with a fall in care 

Chart 7. Median falls (February 2012 to July 2014) 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Trend analysis 
 

Acute provider Recent (6-monthly) trend 

A Downward trend and consistently below the national line 

B Downward trend matching the national line 

C Constant trend and mainly below the national line 
D Constant trend and consistently above the national line 

E Downward trend and consistently below the national line 

F Constant trend but fluctuating and consistently above the 
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 national line 

G Rising trend but consistently below the national line 

H Rising trend above the national line 
 

 
 

Indicator 4: Falls - the proportion of patients with harm from a fall in care 

Chart 8. Median falls with harm (February 2012 to July 2014) 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Trend analysis 
 

Acute provider Recent (6-monthly) trend 

A Constant trend and consistently below the national line 

B Constant trend and consistently below the national line 

C Constant trend and consistently below the national line 

D Constant trend and consistently below the national line 
E Downward trend and consistently below the national line 

F Upward trend but remains below the national line 

G Constant trend and consistently below the national line 
H Constant trend and mainly above the national line 
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Indicator 5: Proportion of patients with a Catheter 

 
Chart 9. Median rates (February 2012 to July 2014) 

 

 

 
 
 
 

Trend analysis 
 

Acute provider Recent (6-monthly) trend 

A Downward trend and consistently below the national line 
B Constant trend and above the national line 

C Downward trend towards the national line 

D Downward trend and matching the national line 

E Constant trend and above the national line 

F Constant trend and matching the national line 

G Downward trend and below the national line 

H Upward trend and above the national line 
 

Indicator 6: Proportion of patients with a Catheter and UTI 

 
Chart 10. Median rates (February 2012 to July 2014) 
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Trend analysis 
 

Acute provider Recent (6-monthly) trend 

A Constant trend and consistently below the national line 

B Constant trend and above the national line 

C Downward trend but remains above the national line 

D Downward trend but remains above the national line 

E Constant trend and below the national line 

F Downward trend but remains above the national line 

G Downward trend and below the national line 

H Upward trend and above the national line 
 

 
 

Indicator 7: The proportion of patients with a documented VTE risk assessment 

 
Chart 11. Median VTE risk assessment rates (February 2012 to July 2014) 

 
 

 
 

 
 

Trend analysis 
 

Acute provider Recent (6-monthly) trend 

A Downward trend and below the national line 

B Constant trend and matching the national line 
C Upward trend and matching the national line 

D Upward trend and above the national line 

E Constant trend and matching the national line 
F Constant trend and matching the national line 

G No data published since March 2013 

H Constant trend and above the national line 
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Indicator 8: The proportion of patients receiving appropriate prophylaxis 

 
Chart 12. Median VTE prophylaxis rates (February 2012 to July 2014) 

 
 

 
 

 
Trend analysis 

 
Acute provider Recent (6-monthly) trend 

A Downward trend and below the national line 
B Constant trend and matching the national line 

C Constant trend and matching the national line 

D Upward trend and above the national line 

E Constant trend and above the national line 

F Constant trend and above the national line 

G No data published since March 2013 

H Constant trend and above the national line 
 

Indicator 9: The proportion of patients being treated clinically for a new VTE 

 
Chart 13. New VTE rates (February 2012 to July 2014) 
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Trend analysis 
 

Acute provider Recent (6-monthly) trend 

A Constant trend and below the national line 

B Upward trend and above the national line 

C Constant trend and below the national line 

D Upward trend and fluctuating above the national line 

E Constant trend and below the national line 

F Constant trend and below the national line 

G Upward trend towards matching the national line 

H Constant trend and below the national line 
 

 
 

Indicator 10: Harm-free care (all harms) 

 
The following count as harms: old or new pressure ulcers, falls with harm, catheters with 
UTIs, and new VTEs. 

 
Chart 14. Median harm-free care (all harms) (February 2012 to July 2014) 

 

 

 
 

 
 

Trend analysis 
 

Acute provider Recent (6-monthly) trend 

A Constant trend and matching the national line 

B Constant trend and below the national line 

C Constant trend and matching the national line 

D Constant trend and below the national line 

E Constant trend and matching the national line 

F Constant trend and matching the national line 

G Constant trend and matching the national line 

H Constant trend and below the national line 
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Indicator 10: Harm-free care (new harms) 

 
The following count as new harms: new pressure ulcers, falls with harm, catheters with new 
UTIs, and new VTEs. 

 
 
 

Chart 15. Median harm-free care (new harms) (February 2012 to July 2014) 
 

 

 
 

 
 

Trend analysis 
 

Acute provider Recent (6-monthly) trend 

A Constant trend and above the national line 

B Constant trend and below the national line 

C Constant trend and matching the national line 

D Constant trend and below the national line 

E Constant trend and matching the national line 

F Constant trend and matching the national line 
G Constant trend and matching the national line 

H Constant trend and matching the national line 
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Appendix E. Patient Safety Thermometer data: Community providers 
 

 
 
 

NHS Patient safety thermometer: Review of data 
 
 
 

East Midlands community care providers 
 
 
 

Indicator 1: Pressure Ulcer Prevalence - The proportion of patients with a pressure ulcer (of 
any origin, category 2-4) documented following skin inspection on the day of the survey. 

 
Chart 1. Median prevalence (February 2012 to July 2014) 

 

 
 

 
 

 
 
 
 

Trend analysis 
 

Community provider Recent (6-monthly) trend 

A Constant trend and above the national line 

B Constant trend and below the national line 
C Upward trend but remains below the national line 

D Constant trend and below the national line 

E Constant trend and below the national line 

F Constant trend and in-line with the national line 
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Indicator 2: Pressure Ulcer Incidence - The proportion of patients with a new pressure ulcer 
(developed after 72 hours of admission to your organisation or caseload) documented 
following skin inspection. 

 
 
 

Chart 2. Median incidence (February 2012 to July 2014) 
 

 
 

 

Trend analysis 
 

Community provider Recent (6-monthly) trend 

A Downward trend and above the national trend 
B Constant trend with fluctuations below the national 

line 

C Constant trend and above the national line 

D Constant trend and below the national line 

E Constant trend and below the national line 

F Constant trend with above the national line 
 

Indicator 3: Falls - the proportion of patients with a fall in care 

Chart 3. Median falls (February 2012 to July 2014) 



EM PSC Scoping exercise report (final) 11-Feb-2015 Page 75 of 88  

Trend analysis 
 

Community provider Recent (6-monthly) trend 

A Constant trend and above the national line 

B Constant trend and below the national line 

C Upward trend but below the national line 

D Constant trend and below the national line 
E Constant trend but fluctuating and consistently above 

the national line 

F Upward trend but below the national line 
 

 
 

Indicator 4: Falls - the proportion of patients with harm from a fall in care 

Chart 4. Median falls with harm (February 2012 to July 2014) 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Trend analysis 
 

Community provider Recent (6-monthly) trend 

A Downward trend and matching the national line 

B Constant trend and consistently below the national line 

C Upward trend but remains below the national line 

D Constant trend and consistently below the national line 

E Constant trend and consistently above the national line 

F Constant trend and mainly above the national line 
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Indicator 5: Proportion of patients with a Catheter 

 
Chart 5. Median rates (February 2012 to July 2014) 

 
 

 
 

 
 

Trend analysis 
 

Community provider Recent (6-monthly) trend 

A Constant trend and matching the national line 
B Constant trend and consistently below the national line 
C Upward trend though consistently below the national 

line 

D Constant trend and consistently below the national line 

E Constant trend and above the national line 

F Upward trend and mainly above the national line 
 
 
 
 

Indicator 6: Proportion of patients with a Catheter and UTI 

 
Chart 6. Median rates (February 2012 to July 2014) 
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Trend analysis 
 

Community provider Recent (6-monthly) trend 

A Constant trend and matching the national line 

B Constant trend and consistently below the national line 

C Constant trend and consistently below the national line 

D Constant trend and consistently below the national line 

E Constant trend and matching the national line 

F Constant trend and matching the national line 
 

 
 

Indicator 7: The proportion of patients with a documented VTE risk assessment 

 
Chart 7. Median VTE risk assessment rates (February 2012 to July 2014) 

 

 
 
 
 

Trend analysis 
 

Community provider Recent (6-monthly) trend 

A Upward trend and below the national line 

B Constant trend and consistently below the national line 

C Constant trend and consistently below the national line 

D Constant trend and consistently above the national line 
E Upward trend and above the national line 

F Upward trend and consistently above the national line 
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Indicator 8: The proportion of patients receiving appropriate prophylaxis 

 
Chart 8. Median VTE prophylaxis rates (February 2012 to July 2014) 

 
 

 
 
 

Trend analysis 
 

Community provider Recent (6-monthly) trend 

A Constant trend and consistently above the national line 
B Constant trend and consistently below the national line 

C Constant trend and consistently below the national line 

D Downward trend though above the national line 
E Upward trend though consistently below the national 

line 

F Upward trend and consistently above the national line 
 

 
 

Indicator 9: The proportion of patients being treated clinically for a new VTE 

 
Chart 9. New VTE rates (February 2012 to July 2014) 
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Trend analysis 
 

Community provider Recent (6-monthly) trend 

A Constant trend and above the national line 
B Constant trend with fluctuations above the national 

line 

C Constant trend and below the national line 

D Constant trend and below the national line 

E Downward trend and below the national line 
F Constant trend and below the national line (zero rate 

reported) 
 

 
 

Indicator 10: Harm-free care (all harms) 

 
The following count as harms: old or new pressure ulcers, falls with harm, catheters with 
UTIs, and new VTEs. 

 
Chart 10. Median harm-free care (all harms) (February 2012 to July 2014) 

 

 
 
 
 

Trend analysis 
 

Community provider Recent (6-monthly) trend 

A Constant trend and matching the national line 

B Constant trend and above the national line 
C Constant trend and matching the national line 

D Constant trend and above the national line 

E Upward trend and above the national line 

F Constant trend and matching the national line 
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Indicator 10: Harm-free care (new harms) 

 
The following count as new harms: new pressure ulcers, falls with harm, catheters with new 
UTIs, and new VTEs. 

 
Chart 10. Median harm-free care (new harms) (February 2012 to July 2014) 

 
 

 
 

 
Trend analysis 

 
Community provider Recent (6-monthly) trend 

A Constant trend and matching the national line 

B Constant trend and above the national line 

C Constant trend and below the national line 

D Constant trend and matching the national line 

E Constant trend and matching the national line 

F Constant trend and matching the national line 
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Appendix F. Measurement plan 
 

 
 
 

Measurement 
 
This paper describes the main principles and approach to a measurement plan for 

consideration by the EM PSC. The paper is informed by the holistic patient safety 

development frameworks and the implications of these for a comprehensive approach to 

measurement. Details regarding the collection of local, specific data related to the 

Collaborative’s topic areas and themes will be developed later working in partnership with 

our local healthcare organisations and other stakeholders. 

 
Background 

 

Our approach to measurement is guided by themes commonly reported in the research and 

practice literature4, namely: 

 There is no one single measure of patient safety 
 

 Patients and families provide some of the best and most pertinent warnings of 

deteriorating and dangerous organisations 

 Measure for improvement not for performance; performance management regimes, 

particularly those involving financial penalties for underperformance, can lead to 

underreporting of adverse events and/or can lead to a focus on small areas of 

practice rather than taking a more holistic approach to safety 

 Nationally agreed and standardized metrics e.g. mortality rates, pressure ulcer rates 

etc. are useful trigger tools for locally-steered investigations; they can be used to 

monitor long term trends; and provide useful benchmarking data for organisations 

 A degree of safety measurement and monitoring must be customised to local 

settings and local circumstances 

 There is a need to move away from an over-reliance on lagging indicators such as 

mortality rates to a mixed model that combines both lagging and leading indicators 

 
4 

A review of selected literature includes: 
Vincent et al. (2013) The measurement and monitoring of safety, The Health Foundation; Pronovost et al. 
(2009) Framework for Patient Safety Research and Improvement, Circulation 19:330-337; Rivard et al. (2006) 
Enhancing Patient Safety through Organizational Learning: Are Patient Safety Indicators a Step in the Right 
Direction? Health Research and Educational Trust DOI: 10.1111/j.1475-6773.2006.00569.x. 
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 Data collection should not be over burdensome, if it is, look at reducing the quantity 

of data collected but not the quality. 

 
Measurement and monitoring frameworks 

 

There are a number of measurement and monitoring frameworks in the literature. These 

can be broadly grouped into one of two categories. The first group serve as guides to 

healthcare organisations looking to implement a holistic, evidence-based and structured 

approach to patient safety. The second group describe approaches to measurement derived 

from the broader study of quality improvement and can be used in conjunction with the 

specific patient safety frameworks. 

 
 
A. Patient safety frameworks 

 

Researchers have derived frameworks, which if implemented, aim to provide a 

comprehensive and rounded picture of an organisation’s safety. Two examples are briefly 

considered below. 

 
 

Vincent’s framework5 outlined 5 domains for development and measurement: 
 

1. Past harm: this encompasses both psychological and physical measures 
 

2. Reliability: this encompasses measures of behaviour and systems 
 

3. Sensitivity to operations: the information and capacity to monitor safety on an 

hourly or daily basis 

4. Anticipation and preparedness: the ability to anticipate, and be prepared for, 

problems 

5. Integration and learning: the ability to respond to, and improve from, safety 

information 

 
 

Pronovost and colleagues6 provide a framework for patient safety research that is also 

recommended as a working model for patient safety improvement. It has the following 

structure: 

 
 
 
 

5 
Vincent et al. (2013) The measurement and monitoring of safety, The Health Foundation 

6 
Pronovost et al. (2009) Framework for Patient Safety Research and Improvement, Circulation 19:330-337 
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Domain Description 

1. Evaluating progress in patient safety Develop valid and feasible measures to evaluate 

progress to improve patient safety; include these 

measures in a safety scorecard 

2. Translating evidence into practice Develop and evaluate interventions that increase the 

extent to which patients receive evidence-based 

medicine 

3. Assessing and improving culture Strategies and interventions to improve safety culture 

and communication 

4. Identifying and mitigating hazards Use of retrospective and prospective analyses to 

identify and mitigate safety hazards at the 

microscopic level (unit or department, in-depth 

evaluation) and macroscopic (institutional, country) 

levels 

5. Evaluating the association between organizational 

characteristics and outcomes 

Evaluate organizational characteristics that help or 

hinder research efforts or patient safety practices, for 

example, the association between staffing and 

patient outcomes 

 
 

There are several elements of convergence between the two frameworks. For example, 

utilising retrospective and prospective analyses (Vincent points 1 and 4 and Pronovost 

domain 3); reliability of systems (Vincent point 2 and Pronovost domain 2); and elements of 

organisational learning and culture (Vincent point 5 and Pronovost domains 3 and 5). 

 
 

The implication of these frameworks is that to demonstrate improvement in patient safety, 

organisations need to take a broad and holistic view to patient safety development and, 

importantly in the context of this paper, to its measurement. 

 
 

B. Quality improvement measurement framework 
 

Donabedian’s causal chain7 that links structure, process, and outcome is a useful framework 

to guide data collection relating to patient safety. It is the preferred measurement model of 

the national PSC. 

 

 
 

7 
Donabedian, A. (1980). The Definition of Quality and Approaches to Its Assessment. Ann Arbor, MI: Health 

Administration Press. 
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Measures of structure encompasses the more stable characteristics of the system of care 

delivery, including not only staffing, equipment, and facilities, but also how those elements 

are organized to deliver care. 

 
 
Measures of process cover the tenets of safe and evidence based care such as washing 

hands between patients, and responding to signs of a deteriorating patient. They are 

typically captured in clinical guidelines and often provide auditable standards of care. 

 
 
At the end of the causal chain comes actual patient outcomes (including patient reported 

outcomes) and throughput (number and types of patients treated). 

 
 
Research on quality improvement suggests that process measures are more sensitive than 

outcome measures to actual differences in quality across providers and/or time. Process 

measures of health care quality are also likely to be more actionable in that they are easier 

to interpret, in part because accountability is clearer.8 At the same time, ‘lagging indicators’ 

such as outcome measures tend to have more face validity than process measures and they 

are more meaningful in public discussions of patient safety. Although this type of measure is 

potentially beneficial because it applies to all patients and may be efficient to collect, it has 

significant bias from inadequate risk adjustment; it may fail to account for patient 

preferences to limit care; and is subject to other factors such as data quality and random 

variation. 

 
 
The ideal approach to measurement within the framework is to collect data across the 

causal chain. By making observations at the levels of structure, process and outcome 

information on context is gained. This enables factors that affect the success or failure of an 

intervention/change in practice to be identified, and facilitates spread and learning. 

 
Design and data analysis 

 

Most improvement initiatives in clinical practice will only be feasible within a ‘before and 

after’ design. If the improvement effects are small, these studies (in the absence of a control 

 

 
8 

Mant, J. (2001). ‘‘Process vs. Outcome Indicators in the Assessment of Quality of Health Care.’’ International 
Journal for Quality in Health Care 13 (6): 475–80. 
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group) are a relatively weak method to distinguish cause and effect, since any observed 

change might plausibly be associated to other factors such as other service developments or 

random variation. If possible, a series of observations (known as a time series and plotted  

on control or ‘run’ charts, see Fig. 1) should be used for before and after studies, since a 

significant interruption in this series will be better evidence of cause and effect than 

differences in single before and after observations. 

 
 
Fig. 1 Example run chart 

 
 
 
 
Interpreting run charts is aided by a number of tests that can be applied to the data to 

indicate if change is likely to be more than random variation. For example, a shift in process 

is indicated by a run of 6 or more consecutive points above or below the mean. 

 
Qualitative data 

 

Qualitative information in the form of interviews, perhaps augmented by observations of 

behaviour and social interactions, enable the subjective experiences of staff and patients to 

be explored. These qualitative observations should be made at different levels in the causal 

(structure, process, outcome) chain. Such qualitative data provide a more complete picture 

than quantitative data alone. For example, a study involving a Nottingham-based 
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collaborator is currently investigating the feasibility for patients to provide feedback on their 

experiences of safety relating to their care transfer.9
 

 
Measurement of patient safety culture 

 

Safety culture or climate has been shown to be associated with organisational accident rates 

and a variety of other indices of safety. A number of survey tools are available (a selection is 

listed below). Ideally the EMAHSN PSC should review and recommend one of these (or one 

per sector if required) for stakeholder use. 

 
 

Hofman DA and Mark B. An investigation between safety climate and medication 

errors and other nurse and patient outcomes. Personnel Psychology 2006;59:847- 

869. 

 
 

Singer SJ, Falwell A, Gaba DM, Meterko M, Rosen A, Hartmann CW, Baker L. 

Identifying organizational cultures that promote patient safety. Health Care 

Manage Review 2009:34(4):300-11. 

 
 

Pronovost PJ, Weast B, Holzmueller CG, Rosenstein BJ, Kidwell RP, Haller KB, et al. 

Evaluation of the culture of safety: survey of clinicians and managers in an 

academic medical center. Quality and Safety in Health Care 2003;12(6):405-10. 

 
 

de Wet C, Johnson P, Mash R, McConnachie A, Bowie P. Measuring perceptions of 

safety climate in primary care: a cross-sectional study. Journal Evaluation Clinical 

Practice 2012;(1):135-42. 

 
 

Ashcroft DM, Morecroft C, Parker D, Noyce P. Safety culture assessment in 

community pharmacy: Development, face validity and feasibility of the 

Manchester Patient Safety Assessment Framework. Quality and Safety in Health 

Care 2005:14(6):417-421. 

 
 
 
 
 

 
9 

Scott et al. (2014). Patient Reporting of Safety experiences in Organisational Care Transfers (PRoSOCT): a 
feasibility study of a patient reporting tool as a proactive approach to identifying latent conditions within 
healthcare systems. BMJ Open  2014;4:e005416  doi:10.1136/bmjopen-2014-005416 
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Kirk S, Parker D, Claridge T, Esmail A and Marshall Ml. Patient safety culture in 

primary care: developing a theoretical framework for practical use. Quality and 

Safety in Health Care 2007;16:313-320. 

 
 
Other ideas / elements for consideration 

 

1. EM PSC facilitating clinical audit of pathways across sectors e.g. pressure ulcers 

across the primary/secondary care interface 

 
 

2. EM PSC coordinating clinical audits within a topic/theme – facilitating shared audit 

standards, standardised data collection tools, receiving summary data from 

participating units and providing anonymous benchmarking / learning points 

 
 
Summary 

 

This paper describes the main principles and approach to a measurement plan for 

consideration by the EM PSC. The EM PSC measurement plan needs to be developed with 

stakeholders in response to identified priority areas and be cognisant of the national 

measurement plan. 
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