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Welcome! 

Please feel free to share your experiences 

today on Twitter… 

#PSCEMids 
….share your experiences with us via the 

video booth 

… and don’t forget to fill in your feedback 

form. 

 



Did you wash your hands  

after visiting the toilet this 

morning? 
1. Yes 

 

2. No 

 

3. Can’t remember 

 



How much do you know  

about the East Midlands AHSN? 

1. I know all there is to know 

 

2. I know a little but not much 

 

3. I’ve heard of it but that’s all 

 

4. Never heard of it 

 



How would you rate your 

current level of knowledge on 

Patient Safety? 

1. I’m an expert on patient safety 

 

2. I know quite a lot about patient safety 

 

3. My knowledge on patient safety is limited 

 

4. I know nothing about patient safety 

 



Which of the following are  

you most interested in? 
1. Understanding more about improving the system to support patient 

safety across the region 

 

2. Learning more about regional aims and existing projects 

 

3. Learning more about developing patients as co-leaders 

 

4. Gaining a better understanding of increasing capacity through 

working with partners 

 

5. Learning about developing a positive culture for patient safety 



A bit of background to  

AHSNs 

We connect: the 15 AHSNs bring together academics, 

NHS, researchers and industry to accelerate innovation 

and facilitate the adoption and spread of proven ideas.  

We are catalysts: AHSNs help facilitate change across 

whole health and social care economies - with a focus 

on improving outcomes for patients. 

We open doors: AHSNs seek to create the right 

environment for relevant industries to work with the 

NHS and other parts of the healthcare sector. 



15 AHSNs nationally 



AHSN priorities 

The diversity of AHSN priorities reflects the health and 

wealth challenges within each region.  

However all 15  share a focus on: 

Promoting economic growth 

Diffusing innovation and putting proven research into 

practice 

Improving quality and reducing variation 

Optimising medicine use 

… and improving patient safety 
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Connecting to a cause 

Providing meaning and 

purpose 

This is our patient safety movement 



Our shared cause 



• Helping the NHS in England create the conditions that support a safer NHS 
and address the problem of unsafe care and avoidable harm 

 

• Motivating people to take action by sharing progress and stories and seek 
out opportunities to reward and recognise local activity 

 

• Building local engagement, ownership and leadership for patient safety by 
assisting NHS organisation or practices in England to develop personalised 
Safety Improvement Plans 

 

• Capturing knowledge and share learning about patient safety 
implementation across the NHS in England  

 

• Exploring patient engagement, involvement and participation in patient 
safety 



Our proposition 

• Successful implementation of safety 
improvement plans will reduce avoidable harm 
and will impact on reducing avoidable deaths, 
therefore saving lives 
 

• Working purposefully on an approach that leaves 
a legacy and leads to sustained change 
– i.e. the local safety improvement plans, combined 

with regional collaboratives and a focus on learning, 
together with an increased capability and capacity will 
also lead to saving lives and reducing harm 
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Priorities by Organisation Type: Acute  
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Priorities by Organisation Type: 
Ambulance 
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Priorities by Organisation Type: CCG 
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Priorities by Organisation Type: 
Community Provider 
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Organisation Priorities by AHSN: East 
Midlands 
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Creating the conditions 

for safety 

One step at a time 



What will we do? 

• Support an overarching Strategy and Advisory Group 
– supporting the national programme of activities by bringing together national 

organisation or practices to work in partnership, working together to support 
NHS organisation or practices in England with implementation of their Safety 
Improvement Plans and to align and integrate quality and safety improvement 
activities across the NHS in England 

 

• Draw on and encourage the distributed expertise of others 
– such as Health Education England who will lead on the education and training 

aspects of patient safety and human factors, and the Patient Safety 
Collaboratives who will lead on supporting safety improvement across the 
fifteen Academic Health Science Networks 

 

• Use expert advisory groups 
– for patient engagement and a ‘sounding board group’ made up of front line 

workers and safety leads to help continue to shape the campaign and learn 
together about how we create the conditions that support a safer NHS 

 



Academic Health Science Networks 

Working with 

the Patient 

Safety 

Collaborative 

Programme 



Motivating people to 

take action 

One step at a time 



What will we do? 

• Increase both numbers of members and spread 
across care settings  

 

• Share stories of progress through blogging, podcasts, 
interviews and articles 

 

• Connect individuals via webinar to create their own 
self-sustaining networks 

 

• Increase reach and engagement 



• Help clarify issues simply using a serious of one-pagers and 
infographics throughout the duration of the campaign 
 

• Enable people to run local campaigns with campaigning kits 
by May 2015 
 

• Motivate and engage with sponsored awards, prizes and 
rewards throughout the duration of the campaign 
 

• Provide additional focus on specific issues and run mini-
campaigns 



Building local 

ownership for safety 

One step at a time 



5 pledges 

1 personal 
safety 

improvement 
plan 

1 safety lead Sign up to 
Safety 



What will we do? 

• Provide further guidance and webinars to help people 
with ongoing development  

 

• Share ongoing examples of safety improvement plans 
over the course of the campaign 

 

• Provide intelligence to our key partners including the 
patient safety collaboratives 

 

• Provide a nationwide platform that describes peoples’ 
patient safety journeys in implementing their plans 

 



Capturing knowledge and 

sharing learning for 

safety 

One step at a time 



What will we do? 

• Conduct at least two events which will bring members 
together to undertake facilitated debriefing  
 

• Help individuals connect up together and create their 
own networks in ways which help them  
 

• Share knowledge by signposting good practice, 
websites with resources and simple interventions that 
work  
 

• Increase knowledge and understanding of the 
conditions required for patient safety and to assure a 
just culture across the NHS 
 



Exploring patient 

participation for safety 

One step at a time 



What will we do? 

• Learn about how we can increase patient participation 
in their own safety and share this learning across the 
NHS 
 

• Facilitate sharing of existing  information and novel 
ideas about the patients’ role in patient safety between 
group members 
 

• Consider the potential for additional strategies to 
enhance the engagement of patients in patient safety 
particularly for those who are sometimes overlooked 
or marginalised  
 



Patient Briefings 



How does it all fit 

together? 







Thank you for listening 
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Improving quality, safety and lives –

Supporting the Patient Safety 

Collaborative Programme  

2014 - 2019 

NHS Improving Quality 

Sharing Best Practice in 
Patient  Safety and 
Experience 
East Midlands AHSN 
Barbara Zutshi 
2 March 2015 



“The most important single change in the 

NHS in response to this report would be 

for it to become, more than ever before, 

a system devoted to continual learning 

and improvement of patient care, top to 

bottom and end to end.”  

 

Berwick Report, August 2013  

Responding to Francis and 

Berwick 
 



• Participate actively in the improvement of systems of 

care. 

• Acquire the skills to do so. 

• Speak up when things go wrong. 

• Involve patients as active partners and co-producers 

in their own care. 
 

For NHS staff and clinicians 



• As far as you are able, become active partners in 

your healthcare and always expect to be treated as 

such by those providing your healthcare. 

 

• Speak up about what you see – right and wrong.  

You have extraordinarily valuable information on the 

basis of which to make the NHS better. 
 

For patients and carers 



• AHSN footprint 

• 2-5m population 

• Locally owned and led 

• Designed in partnership 

• Majority of funding 

devolved to support local 

improvement programme 

activity 

• Variation on traditional 

breakthrough model 

 

Patient safety collaboratives 



 
 

A Theoretical Framework  



NHS IQ Role 

 

 

• A small national supporting / coordinating function 

• Provide Quality Improvement and change expertise 

nationally as required 

• Supporting capability building requirements   

• Ensure patients and the public equal partners at all 

levels of the programme 

• Do what adds value nationally - help align work, 

connect and join up the dots 

• Provide named leads to each AHSN 

 

• East Midlands links Barbara Zutshi & Sarah 

Tilford 

 
 

 





The operational model 
National Patient Safety Collaborative Programme - Operational Model

Pressure Ulcers VTE

Medication 

Errors HCAI Maternity Falls

AHSN

1 x x x

2 x x x

3 x x x

4 x x

5 x x

6 x x x

7 x x

8 x x

9 x x

10 x x x

11 x x x

12 x

13 x x x

14 x x

15 x x

Leadership and Measurement

NHS IQ
Accelerated
Learning Groups

Evidence
Toolkits
Social media
Campaigns
Spread



Cluster groups  

• Led and coordinated by the AHSNs 

• An AHSN lead for each cluster being agreed by the 

AHSNs 

• Groups focus on topic specific improvement – taking 

into account the need for matrix working as many 

themes are cross cutting  

• NHS England Safety team available to provide 

knowledge expertise – the national picture 

• NHS Improving Quality safety team available to 

provide Quality Improvement expertise  

• Build on and link to existing work where appropriate 

• Stop the pressure 

• AKI National Programme 

 



Cluster groups  

While one size will not fit all, the primary framework of 

each cluster group should ideally be to provide: 

 

 

• Stakeholder input 

• Shared and accelerated learning 

• Peer support and problem solving 

• Innovation and creativity 

• A forum to access expertise 



NHS England’s national patient safety plan 



 

THANK YOU 
 

Barbara.zutshi@nhsiq.nhs.uk 

Sarah.tilford@nhsiq.nhs.uk 

 

#saferNHS 

 
Improving health outcomes across England  

by providing improvement and change expertise. 
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A stakeholder engagement and 

scoping exercise  

Robert Dingwall 

Michael Hewitt (RDGenic Ltd) 

Cheryl Crocker (EM PSC) 



Overview 

1. Patient safety priorities – scoping 

exercise 

2. Review of Patient Safety Thermometer 

3. Development of measurement plan 

4. Development of evaluation framework 



Scoping Exercise 

• Review of relevant documentation 

• Interviews with key stakeholders 

• Round 1 online survey 

• Review of results 

• Round 2 online survey 

– Decision to stop short of forcing narrow 
choice 



Priorities 

• 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 



Narrowing the field 

• Broad topics 

– More specific information within report 

• Balancing engagement and priorities of 

different stakeholders 

• National ‘must-do’s’ – not well connected 

• Decisions for the PSC 



Learning from each other 

• Strong preference for ‘lessons learned’ and exchange 
between peers 
– 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. 

 
 



Promoting Peer-led Change 

• Measures must not become targets 

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. 

Donald T Campbell 

– Fate of the Patient Safety Thermometer? 



Promoting Industrial Partnership 

• Cultural resistance by NHS staff 

• Important educational challenge for PSC 

• Need to recognize expertise, skills, and 

resources held by companies, especially 

in creating practical solutions from basic 

science (and social science) 

– e.g. falls?  

 



A stakeholder engagement and 

scoping exercise  

Robert Dingwall 

Michael Hewitt (RDGenic Ltd) 

Cheryl Crocker (EM PSC) 
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Masterclasses 

 

 

Name Colour code Room 

Developing a Safety 
Culture 

Red Turing (Ground Floor) 

Measurement for 
Improvement 

Yellow Stephenson (Ground 
Floor) 

Developing our 
capability 

Blue Brunel (first floor) 

Discharge and 
Transition 

Green Pascal (first floor) 

Restoring Trust Purple Murdoch (first floor) 
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How would you rate your 

current level of knowledge on 

Patient Safety now? 

1. I’m an expert on patient safety 

 

2. I know quite a lot about patient safety 

 

3. My knowledge on patient safety is limited 

 

4. I know nothing about patient safety 

 



Which area did you learn  

most about today? 
1. Improving the system to support patient safety across the region 

 

2. Regional aims and existing projects 

 

3. Developing patients as co-leaders 

 

4. Increasing capacity through working with partners 

 

5. Developing a positive culture for patient safety 



How engaged do you feel with 

the East Midlands Patient Safety 

Collaborative? 

1. Engaged and involved 

 

2. Fairly engaged 

 

3. Not very engaged 

 

4. Not at all engaged 

 



East Midlands Patient Safety Collaborative 

 

 

Thanks for coming. 

Be safe on the way home! 


