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Case study – patient safety 
 

 

 

 

 

 

Contributors include Nottingham University Hospitals NHS Trust, Kettering General Hospital and 
Lincolnshire East Clinical Commissioning Group. These examples have been collated as part of 
EMAHSN’s role in supporting the national Patient Safety Collaboratives*. They provide useful 
evidence and feedback in order to help organisations across the region adopt best practice. 

 

Background 

Patient experience is essential to understanding the impact of harm and how we 
would work together to improve safety. This case study brings together examples of 
best practice to understanding and improving patient experience / safety. 

 
 

 
 

 

Nottingham University Hospitals NHS Trust – safety survey 

Nottingham University Hospitals NHS Trust (NUH) has developed a survey for patients. 
This survey explores the perceptions of safety from a patient perspective. NUH knew very 
little about how patients actually felt about their treatment and whether on occasions 
patients felt unsafe and the reasons for this.  NUH now have over two years of data from 
this survey. Whilst this is from an acute perspective (hospital) it never-the-less has 
implications for other parts of the system and has the potential to be replicated in 
different settings in both health and social care.  

 

 

Using patient experiences to improve safety 

Examples from the East Midlands 
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Understanding patients’ perceptions of safety can inform the changes that healthcare 
professionals need to make and allows for co-production of changes to service delivery. It 
embraces patient engagement and involvement in a really useful and exciting way. 
Listening to patients and acting on their feedback can enhance services for others. The 
survey showed that the vast majority of patients (> 98%) always (90.4%) or often felt 
safe (7.9%) in the hospital setting. However, patients did have areas of concern that 
meant staff could focus their improvement strategies, as the graph below demonstrates:  
 

 

 

Outcomes 

NUH are using the survey results to:  

 Feedback through the dissemination of the results via the Trust’s directorates 

 Focused Public and Patient Involvement research in elective orthopaedics, 
stroke, cardiology and health care for older people 

 Inform their Public and Patient Involvement plan 

 Update patient safety information for patients and carers as partners in safe care 

 

Who to contact for more information 

Owen Bennett, Patient Safety Programme Lead, Nottingham University Hospitals 
NHS Trust, owen.bennett@nuh.nhs.uk  
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Kettering General Hospital – ‘I will keep you safe’ campaign 

The ‘I will keep you safe’ campaign was a direct response to patients concerns over safety 
and now informs quality strategy in the hospital. Using feedback from patients and staff, 
triangulation of data from complaints and safety incidents, Kettering General Hospital 
(KGH) launched the campaign. This is demonstrated below. 

 

Outcomes 

Each ‘I will…’ campaign has a work programme attached to it with a project lead. Each of 
these programmes of work is progressed via a monthly reference group and presented at 
the ‘Patient Safety Advisory Group’ on a regular basis. 

 

Each of the ‘I will..’ campaigns has a set of metrics / KPIs agreed KGH which means they 
are able to measure ongoing improvements against a trajectory. These metrics are 
discussed at the Trust Board / Integrated Governance Committee / Performance review 
meetings and Quality Governance Steering Group meetings monthly. This has also 
prompted a review of the safety culture. 

 

Who to contact for more information 

Louise Gilbert, Patient Safety Manager, Kettering General Hospital, 
louise.gilbert@kgh.nhs.uk  
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Commissioning Services from a Patient Perspective – Lincolnshire 
Clinical Commissioning Group 

 

Background 

Section 242 of the Health and Social Care Act 2006 places a statutory duty on NHS 
organisations to involve patients and members of the public in the planning and provision 
of services; proposals for changes in the way services are provided and decisions 
affecting the operation of those services. In addition to this, NHS England’s assurance 
framework for Clinical Commissioning Groups (CCGs) has a strong focus on evidence that 
patients and members of the public have been properly engaged throughout the 
commissioning cycle.  

 

The diagram below demonstrates how engagement is an integral part of each stage of the 
commissioning process. The Listening Events Programme aims to inform each stage of 
this process by providing a mechanism through which patient experiences can be captured 
and reported. 
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Challenge identified and actions taken   

In response to this duty, and in recognition of the value of involving patients and the 
public, all four of Lincolnshire’s CCGs have put a range of mechanisms in place to 
involve people in decision making. The Listening Events Programme forms a key part 
of this involvement. 

The Listening Events Programme is a collective response by the Lincolnshire health 
community to the Keogh Review and to the statutory framework for patient and public 
involvement. It represents a real commitment to capturing patients’ experiences, in 
their own words, and feeding these into decisions about health services in the area. 
The events themselves are designed to enable patients to share their experiences 
with a range of health providers and commissioners. The Listening Events are CCG 
led but owned by providers and commissioners jointly, with all local health 
organisations having a stake in the findings.  

The programme has a strong focus on quality and aims to help each CCG and 
participating provider understand how services are experienced by patients. Positive 
and negative experiences are shared, captured and reported back in a way that can 
highlight issues with quality of care.   

 

Key themes emerged from the Listening Events; 

 Continuity of care - Some patients noted that it was more important than 
waiting times, which they felt were prioritised over and above continuity of care  

 Quality and safety issues - Some patient stories provided in depth 
information on failures in quality over a prolonged period of time. These 
included instances of conditions being diagnosed incorrectly over a number of 
years   

 Information about health services - A number of patient’s stories featured 
issues with finding out information about health services. Examples included 
difficulty working out how to make a complaint 

 Transitions between services or stages in care - A number of patient 
experiences related to issues with transitions between services or between 
phases of care. Some experiences communicated a sense that patients 
bounced around the system between different parts of the NHS without 
anyone taking a lead and planning the patient’s care based on their needs  

 Referrals to secondary care - A common issue, in particular the ‘choose and 
book’ system used by some GP Practices 

 Patient centred care - The importance of focusing on each patient as an 
individual and planning their care with their specific needs in mind was a 
recurring theme in many patient experiences. Where patients praised 
members of staff it was sometimes for listening and responding to specific 
needs 
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 Communication with health professionals - Some patients stressed the 
importance of health professionals providing clear explanations. This included 
communicating with carers and family members  

 

Outcomes 

The findings of each individual event are summarised in a report available to all 
CCGs and healthcare providers in the area. It is expected that the findings are 
viewed with other sources of intelligence to inform action plans and that progress 
against these will be shared with patients and the public. 

 

Who to contact for more information 

Tracy Pilcher, Lincolnshire East CCG, Tracy.pilcher@lincolnshireeastccg.nhs.uk 

 

*The East Midlands Patient Safety Collaborative, supported by the EMAHSN will deliver a system-
wide, locally owned and led improvement programme. This will bring together patients and carers, 
national and international safety expertise with practical experience, in partnership with NHS 
England, NHS Improving Quality, and other national, international and local bodies interested in 
improving safety. 

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

 Local engagement through structured quality improvement initiatives leading towards 
transformational change 

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

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

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

 Active contribution to national sharing and learning  
 
Each of the 15 regional Collaboratives will run programmes to improve leadership and 
measurement for patient safety. We’ll also continue to work with you and identify your priorities. 
We want to work with interested partners to help shape our collaborative and ensure continuous 
improvement for patients and staff. 
 

Who to contact for more information 

Cheryl Crocker, EMAHSN Regional Lead: Patient Safety Collaborative, cheryl.crocker@nottingham.ac.uk  
 

AHSN Core Objective EMAHSN Workstream NHS Outcome Framework Domain 

A, B, C W2 – Increasing partnerships and collaborations 1, 2, 3, 4, 5 

 

mailto:Tracy.pilcher@lincolnshireeastccg.nhs.uk

