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East Midlands Academic Health Science Network (EMAHSN)  
 

Patient Safety Collaborative – Briefing for Stakeholders 
1st May 2015 

 
  Introduction  
 
The Patient Safety Collaborative (PSC) is now at the end of year 1 of 5. The first 8 months 
has been spent engaging with partners and stakeholders to understand their safety priorities 
and to understand how the PSC can add value. The next 4 years will see the development 
of the priority areas through a phased approach. The EMAHSN has engaged Professor 
Robert Dingwall and Dr Michael Hewitt to complete the measurement strategy and to 
support the development of metrics for each of the priority areas.  
 
 Progress to date 
 
There has been a great deal of work over the last 8 months culminating in a number of 
safety priorities, These are now being developed and progressing. 
 
The Older Person Priority (Focus on Care Homes) is further developed and a team of 
people, including commissioners, care home manager, clinicians and the PSC clinical 
advisor have been to Maastricht to see the LPZ (audit of harm in the care home setting) 
work in progress. This has helped them understand some of the barriers, challenges and 
opportunities for implementation in the East Midlands. This work is being shared with NHS 
England and other AHSN PSC. Development work has begun with the roll out of pressure 
ulcer training in the care home setting. Standards for what GOOD safety looks like in the 
care homes setting has been completed by 360 Assurance. 
 
The Discharge Priority has been scoped and working with NHS England we have begun to 
identify areas of best practice for further exploration. 
 
The Suicide Priority has identified primary care to be the area of focus. This will involve 
raising awareness, education for primary care clinicians and providing sign posting to 
support agencies. Delirium will be addressed through awareness raising and training, 
following the Dementia model. 
 
The Deterioration priority has yes to be developed and will be phased in around 
September 2015.  
 
A stakeholder engagement event on 2nd March 2015 was successful and evaluated well. 
Feedback from delegates confirmed the PSC safety priorities were well received. 
 
Carolyn Canfield, a Canadian Patient Safety Champion spoke at an event held on the 13th 
April. This evaluated extremely well and the PSC are negotiating to secure her expertise 
through an honorarium. 
 
Engagement with partners and stakeholders continues. As a result three community portals 
have been developed as one way of sharing information, encouraging feedback and 
supporting the dissemination of best practice. 
These are: 
 
Pressure Ulcers Group: 
http://emahsn.org.uk/community/groups/item/9-pressure-ulcers 

http://emahsn.org.uk/community/groups/item/9-pressure-ulcers


 
PSC Group: 
http://emahsn.org.uk/community/groups/item/10-psc 
 
Safety Fellows Group: 
http://emahsn.org.uk/community/groups/item/11-safety-fellows 
 
 
The Health Foundation has now begun to recruit to the Safety Fellows initiative, renamed as 
initiative Q. Each AHSN has been tasked to nominate up to 10 individuals who have 
previous experience and expertise in quality improvement in safety. Future cohorts will be 
recruited through an open and competitive process via the Health Foundation. The PSC is 
working with the East Midlands Leadership Academy to develop a programme for future 
safety fellows to develop capacity and capability and ensure we collectively reach the target 
of 5000 fellows in 5 years. 
 
A full annual report will be available at the end of May. 
 
PSC response to National Documents 
DH (2015) The Report of Morecambe Bay Investigation 
https://www.gov.uk/government/organisations/morecambe-bay-investigation 
 
The Morecambe Bay Investigation was established by the Secretary of State for Health in 
September 2013 following concerns over serious incidents in the maternity department at 
Furness General Hospital (FGH). Covering January 2004 to June 2013, the report concludes 
the maternity unit at FGH was dysfunctional and that serious failures of clinical care led to 
unnecessary deaths of mothers and babies. The report makes 44 recommendations for the 
Trust and wider NHS, aimed at ensuring the failings are properly recognised and acted 
upon. 
 
Recommendation: 
The University Hospitals of Morecambe Bay NHS Foundation Trust should review the 
structures, processes and staff involved in investigating incidents, carrying out root 
cause analyses, reporting results and disseminating learning from incidents, identifying 
any residual conflicts of interest and requirements for additional training.  
 
The PSC have commissioned HEEM to develop  a Root Cause Analysis (RCA) training 
programme in conjunction with our stakeholders. 
 
Recommendation: 
Clear standards should be drawn up for incident reporting and investigation in maternity 
services. We believe that there is a strong case to include a requirement that investigation 
of these incidents be subject to a standardised process, which includes input from and 
feedback to families, and independent, multidisciplinary peer review, and should certainly 
be framed to exclude conflicts of interest between staff.  
 
The PSC have co-produced a set of standards for investigation and guidance for 
External Peer Review of incidents. 
 
The Regional lead is meeting with North Midlands Area Team to discuss further. 
 
Both recommendations have been emphasized in a Public Administration Select 
Committee http://www.parliament.uk/business/committees/committees-a-z/commons-
select/public-administration-select-committee/news/investigating-clinical-incidents-in-the-
nhs-report/ 
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PASC calls for new independent investigator of clinical incidents: this report stated that ‘the 
current processes for investigating and learning from untoward clinical incidents are 
complicated, take far too long and are preoccupied with blame or avoiding financial liability, 
The quality of most investigations therefore falls far short of what patients, their families and 
NHS staff are entitled to expect’. 
 
DH (2015) Culture Change in the NHS: applying the lessons of the Francis Inquiries. 
https://www.gov.uk/government/publications/culture-change-in-the-nhs 
This document sets out the progress that has been made in applying the lessons learned 
from the tragic failings at Mid Staffordshire NHS Foundation Trust. While much has been 
achieved, the achievements and improvements made since the publication of Sir Robert 
Francis QC’s Public Inquiry report must be sustained and embedded for the future and 
applied equally and rigorously across all sectors of the health and care system. Each 
chapter of the document sets out the key areas where further action is needed to ensure that 
safe, effective and compassionate care is the norm. 
 
Sir Robert Francis QC proposed in Recommendation 97 of his report that consideration 
should be given to transferring national functions on patient safety to a single systems 
regulator. The Department of Health will therefore consider with relevant organisations the 
options for transferring NHS England’s responsibilities for safety to a single national body. 
 
Still to do: next steps for preventing poor care: 
Build a culture of safety: The PSC is working with stakeholders to introduce a 
benchmarking exercise of safety culture assessment. From here we will offer bespoke 
interventions to support organisations to develop their culture. We will develop case studies 
to demonstrate improvement and success. 
 
Sepsis: a particular focus is needed on tackling sepsis. A national CQUIN has been 
introduced. The PSC has contacted Dr Ron Daniels to understand where we could add 
value. His response indicated Primary Care, the interface between agencies such as 111, 
walk in centres, urgent care etc. would be an area of focus. 
 
Support for Staff: It is recognized that there is a relationship between the wellbeing of staff 
and outcomes for patients. This is reinforced by the ground breaking study of ‘Culture and 
Behaviour in the English NHS’ by Professor Mary Dixon-Woods. The PSC regional lead has 
already made contact with Professor Dixon-Woods and she has kindly agreed to an 
association with the PSC on her return from the USA. Staff and the impact of harm is a key 
theme identified by our stakeholders which we will explore. 
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