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Wessex Patient Safety Collaborative (PSC) 

Patient Safety Support Fund (PSSF) – Summary Project Report [SPR] 
 

Section  Details required Applicant response 

1 Name and job title of person 
completing SPR. 

Name: Simon Freathy 
Job title: VTE Specialist Nurse 

2 Email and phone number of 
person completing SPR. 

Email:simon.freathy@porthosp.nhs.uk 
Phone number: 02392286966 

3 Applicant organisation. 
 

Portsmouth Hospitals NHS Trust 

4 Name and job title of project 
Executive Sponsor. 

Name: John Knighton 
Job title: Medical Director 

5 Title of your PSSF project. 
 

Safety Learning Screens - Real-time feedback of Event Learning 

6 Aim of your project. 
 
This may include: 

 Your previous position 

 Your drivers for change 

 What you wanted to achieve 
 
(50 words maximum) 

PHT recently undertook an Incident Reporting review which has 
highlighted issues surrounding the sharing of event learning. This 
project aims to utilise available technology to enable near real-
time feedback of safety event learning using display screens in 
staff rooms with key learning points from safety learning events 
and near misses. 
 
 

7 Project details – describe how you 
used the funding. 
 
This may include: 

 What you did 

 The timeframe 

 Description of the target group 

 Staff involvement and 
engagement 

 Project barriers 

 Project challenges 

 Project successes 
 

(250 words maximum) 

The PSSF was used to purchase hardware  (monitor screens and 
mounting bracket) to enable five  ‘Safety Learning Screens’ to be 
placed in 4 staff rest rooms and a staff only canteen. The 4 
screens in staff rest rooms are in shared staff rooms covering 20 
wards over a multitude of specialities and the staff only canteen 
is used by all staff. It took just under one year to develop a viable 
IT solution due to initial technical difficulties in ensuring security 
of the system to prevent unwanted access and then further 
technical issues regarding automated uploading to screens via 
the network to enable timely remote access. A further ‘challenge’ 
was cost payable to PFI partners to move power and data points 
and install screens. 
 
The screens are showing ‘Watch Out’ notices, an innovation 
developed by the Academic Department of Critical Care here at 
Portsmouth Hospitals. This means there is now an organisational 
wide single standard format for sharing learning from events. 
 
Staff feedback was in general very positive with comments such 
as: 

• This should be mandatory learning. 
• Excellent way to get messages out. 
• I will change my practice because of this 

There was however a couple of negative comments including: 

 I’m on my break and shouldn’t have been disturbed 
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Staff feedback also highlighted that: 

• 36% of staff would not have seen safety learning 
information if not seen on screens. 

• 89% have learnt something from viewing the screens. 
 

Staff were also asked ’Will you change your practice as a result of 
viewing the screens?’ 

 
8 Describe how you measured the 

project improvement impact 
(including the number of patients 
who have benefitted from the 
project). 
 
(50 words maximum) 

Feedback was sought in the form of questionnaires from staff in 
areas with the screens. To date feedback has been received from 
just over 80 multidisciplinary staff of a variety of grades. The 
screens were in rest areas that covered 20 wards and a staff 
canteen giving a large potential audience. 
 
 

9 Describe how the project 
improved patient safety. 
 
This is where you describe the 
project outcome on patient safety 
i.e. the “so what”. 
 
(100 words maximum) 

The importance of reporting incidents and near-miss events in 
order to learn from them is emphasised in all patient safety 
literature. The Berwick report, “A promise to learn– a 
commitment to act. Improving the Safety of Patients in England” 
has at its heart the need for organisations and the staff within 
them to learn from events. 
“The NHS should become a learning organisation. Its leaders 
should create and support the capability for learning and change 
at scale within the NHS”  
Don Berwick August 2013 
This system has  provided a simple but effective method to 
disseminate learning in a timely manner. 
 

10 Describe how the project will be 
sustained. 
 
(50 words maximum) 

The screens and ‘Watch Out’ notices are now established as a key 
way to highlight learning from safety events and near misses 
within Portsmouth Hospitals. Options are being explored about 
how to increase the number of screens in use. 
 

11 Describe how you will share and 
spread the learning from this 
project in your organisation and 
across Wessex. 

We have also managed to access a screen to show the ‘Watch 
Out’ notices in the Operations Centre to gain further spread 
within PHT. 
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(50 words maximum) 

The Safety Learning Screen project has been presented at the 
recent Wessex Safety and Quality Conference and as a result we 
have been contacted by another Trust who are keen to place 
similar screens in all staff rest rooms. 
 

12 Describe the cost benefits to 
patients and healthcare provider. 
 
 
(50 words maximum) 

Exact cost-benefits are hard to quantify but staff feedback has 
shown that changes in practice have happened potentially 
preventing future safety events with associated cost benefits. 

 

 

Please return the completed form to patientsafety@wessexahsn.net.   

mailto:patientsafety@wessexahsn.net

