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PSC Admin

From: Patient Safety Collaborative <patient.safety=wessexahsn.net@mail13.us4.mcsv.net> 

on behalf of Patient Safety Collaborative <patient.safety@wessexahsn.net>

Sent: 23 February 2018 10:29

To: PSC Admin

Subject: CSQIP NEWS - UPDATE 27: Wessex Patient Safety Collaborative - Learning From 

Deaths, Time to ACT and other regional/national news

  

 

 

 

What is CSIP? - We are a growing community that  connects individuals, teams and projects across 

health and care in the areas of innovation, quality improvement and patient safety. We currently have 

over 475 members across Wessex. CSIP is supported by the Wessex Patient Safety Collaborative 

(PSC). 

What is Wessex PSC? -  We work with individuals, teams and organisations to increase capability 

around safety improvement. We offer engagement in a series of projects and events targeting local and 

national areas of safety priority. We do this in partnership with patients and we encourage networking 

and sharing to support the spread of good practice across Wessex. 

 

This Newsletter also supports the Wessex Q community hence the recent addition of Quality in the title. 

Two local communities linking to improve quality and patient safety. 

 

  

 

 

Focus Topic 
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Following the publication of the National Quality 

Board guidance in March 2017 regarding  the 

importance of 'Learning from Deaths’  and 

working with carers and families / respecting the 

duty of candour, the NHS has been working to 

develop more robust processes to review deaths 

and identify essential learning.   

On the 22
nd

 of January 2018 staff from across 

Wessex attended a learning event to share their 

journey to date and to explore how as 

a community we can share 

learning  and  good  practice.   

 

 

During  the  event we heard from acute, mental health, learning disability and community trusts on how local 

processes have and are being further developed to facilitate more robust reviews of deaths 

within  organisations. The West of England AHSN shared their experience as a regional pilot site for the RCP 

structured judgment review process. The themes from all speakers were similar. For most cases there was a 

great deal of good care with few avoidable deaths but many avoidable admissions. Early identification of 

patients nearing the end of their life to avoid unnecessary intervention or investigation and the recognition and 

escalation of deteriorating patients were also common........ 

          Click here to read the article in full written by: 

Professor Jane Reid ,Clinical Consultant, Wessex PSC & Alyson O'Donnell, Medical Director, Royal 

Bournemouth and Christchurch Hospitals. 
 

 

 

Wessex News 

 

 

 

What is a Spotlight?  An opportunity for local staff to highlight their 

Quality Improvement/Patient Safety work and share the learning. 

Call for Spotlight articles  Email your article to us (up to 250 words) at

patient.safety@wessexahsn.net and feel free to include links to further 

information and visuals. 

 

 

  

Time to ACT is a Portsmouth Hospitals NHS Trust (PHT) patient safety initiative aimed at improving the 
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response to deteriorating patients.  The project team was formed for the Wessex Patient Safety Collaborative 

Breakthrough Series 2 and there are three elements to the quality improvement project.  

ASSESSMENT of vital signs in a timely manner based on the patient’s previous physiology using NEWS, or 

subsequent cause of concern will pick up any deterioration in patients early; this builds on work already done 

in PHT through the Stop the Red Clocks project which commenced in July 2015.  

Once a patient starts to deteriorate, as seen with NEWS of 5 or above and/or there is another cause for 

concern (including ‘soft signs’ of deterioration) the bedside ‘recogniser’ makes CONTACT with an appropriate 

clinician (‘responder’).  This initial escalation is documented on a Deteriorating Patient pro forma that is filed in 

the medical notes. 

The responder then completes the pro forma, documenting a focused assessment and initial TREATMENT 

plan with consideration of other pathways such as sepsis and AKI.  This is often an appropriate time to 

consider the escalation plan should the patient deteriorate further, and review by the senior decision maker 

should include this.  This may include limits of care and discussion of DNACPR. 

The roll out of the Deteriorating Patient pro forma is being supported by Wessex Patient Safety Collaborative 

(PSC), who are partnering with up to 5 teams in 17/18 to support patient safety scale up projects across 

Wessex.   The Deteriorating patient pro forma was launched at the beginning of December 2017 and we are 

on target to have over 80% of the in-patient areas using the pro forma by June 2018.  

As of February 2018 we have successfully implemented the pro forma on the Medical Wards and the Acute 

Medical Unit. The methodology has been refined over time using PDSA cycles and the current process is:  

• Two weeks before (Forward Team), a briefing is given to the medical and nursing teams in each 

scale up unit to prepare for the launch; this includes education, posters, daily awareness sessions 

and pre-intervention data collection.  

• The Go Live two week phase is equally supported, including daily ward visits from the project team, 

and an executive team visit accompanied by social media publicity.  Post intervention data is 

collected in the second week of the Go Live phase.  Use of the pro forma is further reinforced by 

individualised positive feedback via email and exemplar practice is rewarded with a staff excellence 

report via Datix system.  

• The Sustain phase involves on-going support from the project team, weekly for 2 weeks, fortnightly 

for 2 weeks then on a monthly basis.  Use of the pro forma is reinforced by positive feedback using 

the above methods.  Education regarding deteriorating patients is built in to existing educational 

programs.  Data will be collected quarterly after this to ensure there is ongoing compliance with the 

pro forma. 

For more information please contact Nicola Sayer nicola.sayer@porthosp.nhs.uk or Sara Blakeley 

sara.blakeley@porthosp.nhs.uk 
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Registration now open 

for April 23rd 

Wessex Patient Safety 

Collaborative [PSC] is delivering 

a series of events on Human 

Factors and Ergonomics to raise 

awareness and to support staff 

across Wessex.  

Click here to find out more and 

register. 
 

 

  

 

Innovative new technology has been rolled out across the Wessex 

region (Dorset, Wiltshire, Hampshire and Isle of Wight) to 

prevent 160 strokes and save 40 lives, as part of a national 

campaign launched on Thursday, 15 February. 

 

 Around 340 mobile electrocardiogram (ECG) units are being 

distributed to CCGs, GP practices, pharmacies, NHS community 

clinics and hospitals across the Wessex region. 
 

 

More information can be found on the Wessex AHSN's website by clicking here 
 

 

 

The Wessex Patient Safety Collaborative 

(PSC) would like to invite you and your team to 

the Wessex Emergency Department (ED) Quality 

Improvement (QI) Network meeting. 

The Network meets quarterly at different 

Emergency Departments across Wessex and 

provides an opportunity to share best practice 

with a emphasis on patient safety and QI. 
 

 

Following the success of the 4 meetings in 2017/18 we are coming together for a whole day with a focus on: 

     1. Quality Improvement. 2. Measurement for improvement. 3. Implementation of the ED checklist . 

     4. How to 'scale up' your improvement. 5. Promoting Positive Practice 

The day offers an opportunity to share your improvements, network and agree plans for the network for 

2018/19. Click here to register. 
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Places still available 

Recognising the value of staff the session aims to 

explore how to develop an open culture where 

high quality compassionate care can further 

flourish. 

The free event will offer an opportunity to share 

practical experiences of developing a positive 

culture in healthcare, as well as understanding 

the principles of Safety II and Appreciative Inquiry 

[AI]. 

Attendee feedback from previous PPP events: 

 

 

'Really helpful and has inspired me to keep going with positive practice ideas' 

'Thank you an encouraging, inspiring, energising afternoon. A great balance of theory and excellence in 

practice. Refreshing approach......' 

Sessions are suitable for everyone, from front line staff to senior leaders, working in any healthcare settings. 

Click here to find out more and register.  
 

 

  

Part 2  What?  

The previous article (which can be read here) outlined the need for PROMs (person-reported outcome 

measures) and PREMs (person-reported experience measures) to measure what matters to patients, staff and 

carers across health and care services. This 2nd article explains what PROMs and PREMs are. 

 

PROMs capture each users rating of how they feel about all aspects of their health that matter to them. The 

outcome is the difference between their ratings before and after care or treatment. They are not just about 

health status, but cover multiple dimensions. 

• Health status covers how they feel physically and mentally, how much they can do and how much 

help they need from others; 

• Personal wellbeing covers both long-term reflections, such as satisfaction with their life as a whole 

and worthwhileness of what they do, and short-term aspects, such as feeling happy or anxious during 

the past day or so. 

• Health confidence depends on their knowledge of their health (health literacy), how capable they are 

at managing their health (self-efficacy), access to relevant help and shared decision-making. 

• Acceptance of change covers recognition of that change and taking action to move on. 

• Self-care covers their ability to manage specific aspects of their health, such as diet, weight, exercise 

and medications. 
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Experience measures (PREMs) capture each user’s rating of a specific health or care service. Perception of 

service excellence depends on their clinical relationship (are they treated kindly, are they listened to and is 

everything explained well; service efficiency), as well as things influenced by the provider management (such 

as seeing them promptly and being well organised) and how well collaboration works across different services. 
 

 

 

 

Tim Benson is the Founder and Director of R-Outcomes and also recently 

became a member of Q. This is the second of a series of articles he has 

written for CSQIP and he can be contacted at: 

 tim.benson@r-outcomes.com. More information on R-Outcomes can be 

found on their website here. 

 

 

 

National News 

 

 

  

 

Click here to visit the website and learn about the implementation and use of the National Early Warning Score 

system which has been introduced across the NHS. You'll be able to access online training in how to fill in the 

forms and effectively operate the NEWS2 system. You'll also find downloadable forms and information notices 

as well as a facility to print out a personal certificate showing that you have successfully completed the 

training. 
 

 

 

Showcase your expertise to 

your peers - the Patient Safety 

Congress Poster Competition is 

now open and the deadline for 

submission is April 20th. 

The poster competition 

recognises safety and quality 

improvement initiatives from the 

UK and around the world. Find 

out more here 
 



7

 

 

Read this article to  

learn more about: 

1. New definitions of and 

attitudes towards sepsis. 

2. The importance of abnormal 

physiology in assessing a 

deteriorating patient. 

3. How best to communicate 

concern regarding suspected 

sepsis. 

The full version can be 

viewed here 

 

 

  

 

Follow us: 

@PSCollaborative and @AHSNNetwork 
 

 

 

This two-day congress provides an established forum for health and care 

professionals to come together and learn from successful adoptions and 

practical implementations of digital health and care. Click here for more 

information including how to book. 
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Improving Global Health through 

Leadership Development 

 

The Improving Global Health (IGH) through 

Leadership Development programme is a unique 

and innovative scheme run by the Thames Valley 

and Wessex Leadership Academy (TVWLA).  

 

 

The programme recruits volunteers from the NHS who are awarded a Fellowship and are known as NHS IGH 

Fellows; each Fellow completes a placement for 6 months working with an Overseas Partner in a resource-

poor setting. The deadline for applications is 9am Tuesday 6th March 2018. Click here for more information 

including how to apply. 
 

   

 

 

Wessex PSC Events 

 

 

 

                   Patient Safety Collaborative upcoming events                  
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This email has been sent on behalf of: 

   

Robert Payne (patient.safety@wessexahsn.net) - CSIP Project Lead, PSC 

Geoff Cooper (Geoff.cooper@wessexahsn.net) - Programme Manager, PSC 

Lesley Mackenzie (lesley.mackenzie@wessexahsn.net) - Programme Manager, PSC 

Tracy Broom (Tracy.broom@wessexahsn.net) - Associate Director, PSC 

  

Contact us:   

@tracyPSC                         @wessexPSC                          @wessexAHSN 

Come and look at the PSC projects: 

                             wessexahsn.org.uk/programmes/21/patient-safety-

collaborative                                                                       

Our mailing address is: 

Innovation Centre, 2 Venture Road,Chilworth, Southampton, SO16 7NP 
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