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Patient Safety collaborative 

Progress Report 

December 2014 

Working as part of the National Patient Safety Collaborative Programme, EMAHSN has 
begun to establish a system-wide, locally owned, safety improvement programme.  
 
Through a locally-led engagement exercise, EMAHSN has identified a set of safety 
improvement priorities and associated programme of work encompassing the national 
programme’s ‘guiding principles’. The key steps required to establish each local 
Collaborative included: 
 

1. Local engagement across health and social care to scope plans and recruit 
organisations 

2. Establishment of a local patient safety collaborative and associated governance 
structure 

3. Local identification of key safety priorities 
4. Development of a locally agreed plan of work  
5. Establishment of a measurement and reporting structure 

 

Local Engagement 

An interim regional lead in association with  Dingwall Enterprises (Independent 

consultant) was appointed for a three month period to undertake the engagement 

exercise and identify the key safety priorities and workstreams. A four step approach 

was developed: 

1. Documentary analysis of key quality documents from organisations web sites 

(including Quality Accounts, business plans etc.). This identified the key priorities 

for further exploration. 

2. Face to face engagement with stakeholders and partners. This includes all the 

clinical commissioning groups (CCG), provider organisations, Healthwatch, 

Social Care, University (CLAHRC), industry partners, Senates and Networks. The 

aim was to scope existing areas of good practice, identify where priorities were 

being developed and develop the key operating principles of the collaborative. 

3. Survey of priorities and PSC principles using a modified Delphi technique to 

reach a consensus opinion. In addition a PPI focus group will be convened to 

review the emergent priorities from a patient/Public perspective. Patient 

representatives are also involved in the survey. 

4. Stakeholder event scheduled for the 2nd March 2015 to discuss with stakeholders 

the emergent priorities and draft workstreams, share best practice, engage 

industry partners and connect organisations together. 
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Thus far all organisations approached have expressed a willingness to be involved and to 

join the collaborative. The guiding principles document (NHSE) stipulates two ‘must do’s’; 

measurement and culture/leadership. 

 

Key emergent Priorities 

Four clinical project streams and four core project streams have emerged from the priorities 

identified by stakeholders. 

These are as follows: 

 Safety Culture and, Leadership for Safety (core), Capability Building (core), Measurement 

for Safety (core) and evidence Review (core) 

1: The Older person; concentrating on care delivered within the care home setting 

2: The Deteriorating Patient, to include within the hospital and community setting, includes 

sepsis 

3: Suicide, delirium and restrain 

4: Transfer, discharges and transitions of care 

This can also be descried diagrammatically below: 
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All project streams cut across primary and secondary care, health and social care and 

integrate physical and mental health. 

Cross cutting themes have emerged which are 

Understanding the patient perception of safety (measurement): This has been developed 

by Nottingham University Hospitals and their commissioners through a CQUIN. Stakeholders 

have endorsed this and have expressed an interest in developing this across all care 

settings as a patient barometer. There has been some interest outside of the East Midlands. 

Impact of Staffing on safety: This includes safe staffing, staffing factors related to safety, 

human factors and understanding clinical systems (reliability), impact of harm on staff, 

engaging staff in safety. Health Education East Midlands are leading a human factors 

exchange group. 

 

Developing the Operating Principles of the PSC 

A number of opportunities have arisen to develop the operating principles of the PSC. These 

have arisen from stakeholder requests. The table below represents the work to date: 

Stakeholder 

Request 

PSC Response Dissemination 

PSC is a vehicle for 

sharing learning, 

disseminating best 

practice and 

connecting people.  

 

Best practice 

leaflets (x3) 

developed.  

Database to be 

developed 

indicating best 

practice and key 

contacts 

.  

 

Number of 

networks/learning 

clinics established 

to include, HCAI, 

PU, Medicines 

Management and 

learning from 

experience. 

Web site developed 

Link is:- 

http://www.emahsn.org.uk/programmes-

and-projects/east-midlands-patient-

safety-collaborative/ 

Best practice pamphlets disseminated 

locally and through Area Team 

networks. 

 

 

http://www.emahsn.org.uk/programmes-and-projects/east-midlands-patient-safety-collaborative/
http://www.emahsn.org.uk/programmes-and-projects/east-midlands-patient-safety-collaborative/
http://www.emahsn.org.uk/programmes-and-projects/east-midlands-patient-safety-collaborative/
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Peer Review Hardwick CCG 

(Derbyshire) 

requested Peer 

Review for 

Healthcare 

Acquired Infection 

(HCAI) in primary 

care  

Learning from this will be shared widely 

through the HCAI East Midlands group, 

supported by the PSC (new). 

Clinical Review Chesterfield 

Hospital requested 

a clinical review of 

their pressure 

ulcers. This has 

been facilitated by 

a 2 day site visit 

from clinical 

experts. 

Report in draft. This has led to 

conversations outside of the East 

Midlands and enabled connections with 

other regions to support the Trust and 

share other innovative examples of best 

practice. 

Supporting events Financial support 

for 3 conferences: 

ASpIH, NUH 

safety, Suicide 

DHCT 

Allows free places to East Midlands 

staff. 

Provides a platform for disseminating 

information, receiving feedback and an 

opportunity to engage. 

Peer Review Lincolnshire CCG A team will be assembled from all 6 

counties of the East Midlands. A new 

methodology will be tested. This is 

innovative and follows the principles of 

co-production. Using the Patient 

Association Peer Review of complaints 

methodology this will be applied to the 

review of pressure ulcer root cause 

analysis (RCA) reports. This includes 

patients and a set of standards will be 

generated. A report is written for each 

organisation. It is envisaged the peer 

review process will be repeated on a 

twice yearly basis, an improvement plan 

generated for each organisation. 

What Good Safety 

look like in a care 

Health and social 

care 

Care homes have featured frequently 

as a priority for our stakeholders. This is 

a vast area and therefore a piece of 
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home setting commissioners work has been commissioned to scope 

out what good safe care looks like. This 

will inform the specification for further 

work. 

Development of a 

patient perceptions 

of safety barometer 

Example of best 

practice from NUH 

and CCG (CQUIN), 

engagement has 

indicated other 

stakeholders 

support further 

development 

Working with NUH, Prof J Waring and 

Prof M. Mohammed (Bradford 

University) to develop this further. 

Pressure ulcer 

‘market place’ event 

(Feb 2nd) 

Stakeholders have 

requested 

opportunities to 

share learning  

 

 

Governance Structure 

East Midlands AHSN (EMAHSN) has assumed responsibility for the delivery of the East 

Midlands PSC on behalf of NHS England for the next 5 years – 2014/15 to 2019/20. 

Each of the 15 Patient Safety Collaboratives will have a local steering group made up of key 

members of the participating organisations (Trusts, CCGs, clinical champions, at least two 

patient/carer representatives etc.) with a Chair. They will meet regularly (quarterly) and will 

hold the local Programme to account re plans, progress, performance etc. The Expert 

Steering  group has met in December to discuss membership, terms of reference etc.  

PSC Budget 

NHS England has devolved ring-fenced funding to EMAHSN for PSC formation and delivery 

in 2014/15. Longer term, the NHS England Board has expressed support for this programme 

of work in the context of it being a minimum five year long initiative.  

Patient and Public Involvement (PPI): The Guiding Principles document (NHS England) 

stipulates the involvement and engagement of patients and public. To ensure this is not a 

tick box exercise the PSC have actively worked with the new PPI Senate to seek 

representation. It was agreed that the Senate would receive updates from the PSC Advisory 

Group and contribute to the PSC core business where appropriate. We are committed to 

involving patients and the public through a number of activities such as the Peer Review of 

RCA pressure Ulcers, where patient representatives will be a key member of this group, 

focus group to review priorities, inclusion in the priorities survey, involvement in the planning 
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of the stakeholder event as well as an active contribution to the day. Our Patient Barometer 

(patient perceptions of safety) is unique and being developed. We are committed to 

understanding safety from the Patient/Public perspective and have engaged with 

Healthwatch who have endorsed the collaborative. 

Communication and Dissemination 

A communication and Dissemination plan has been developed with the Communications 

team. This has resulted in a number of materials being developed, including a fact sheet and 

web site. This will be further developed to ensure we disseminate information widely. The 

Regional lead continues to engage with stakeholders by attending a number of existing 

meetings at the request of commissioner and provider organisations. An agreement has 

been reached with 360 Assurance to use the existing quality forum for commissioners and 

providers across the East Midlands to meet with stakeholders and discuss the PSC work.  

Stakeholders have endorsed this. 

 

Alignment with ‘Sign up to Safety’ Campaign: The PSC is fully aligned with the ‘Sign up top 

Safety’ campaign and has made pledges to support our provider and commissioner 

organisations to deliver their safety priorities. 

The PSC is aligned with the National Quality Board Concordat for Human Factors. 

The PSC is aligned with LIIPS (Leicestershire Improvement, Innovation Patient Safety Unit). 

Dr Cheryl Crocker and John Lewin 15.12.14 

 

                             


