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PSC Admin

From: Patient Safety Collaborative 

<patient.safety=wessexahsn.net@mail254.suw121.mcdlv.net> on behalf of Patient 

Safety Collaborative <patient.safety@wessexahsn.net>

Sent: 23 March 2018 13:43

To: PSC Admin

Subject: CSQIP NEWS - UPDATE 28: Wessex Patient Safety Collaborative - Thermoregulation, 

AF screening and other regional/national news

  

 

 

 

What is CSQIP? - 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 500 members across Wessex. CSQIP 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 

 

 

The Maternal and Neonatal Health Safety Collaborative is a three-year programme, launched by the NHS 

Improvement Patient Safety team in February 2017. The collaborative includes all maternity and neonatal 

services across England. The aim is to: 

• Support maternal and neonatal care services to provide a safe, reliable and quality healthcare 

experience to all women, babies and families across maternity care settings in England 
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• Create the conditions for continuous improvement, a safety culture and a national maternal and 

neonatal learning system.  

• Contribute to the national ambition of reducing the rates of maternal and neonatal deaths, stillbirths, 

and brain injuries that occur during or soon after birth by 20% by 2020. 

The PSC offers quality improvement support at a local level either by face to face meetings with maternity and 

neonatal multidisciplinary teams or regional Learning Systems. 

Working in partnership with NHS Improvement National Maternal and Neonatal Health Safety Collaborative 

and Wessex Maternity & Neonatal partners the Learning System  supports those who are involved with 

delivery of care across the maternity pathway to improve the quality of patient care and safety. 

The first meeting was a great success with all Maternity Units in Wessex represented. The meeting offered an 

opportunity for those with an interest in the care of mother and baby, to connect, share and learn and to build 

relationships, across and between individual organisations, professions and sectors. 

The next meeting is on June 15
th

 at the Innovation Centre, Southampton Science Park, Chilworth 

(booking details coming soon). 

In the coming months those involved in the first year of the collaborative will showcase what they have 

achieved starting with Poole Hospital. 
 

  

 

In response to a NPSA safety directive to reduce term admissions to the neonatal unit from hypoglycaemia 

and hypothermia, Poole NHS Foundation Trust Hospital introduced a thermoregulation package. This quality 

improvement (QI) has successfully reduced neonatal admissions and had a positive impact on workload within 

the maternity unit. There are four key aspects to the QI’s success: - 

Time Commitment- This was required for QI implementation, collection and collating of data, QI evaluation, 

process adjustment and journey documentation.  

Team- Both an influential and motivated team is required for success. Our team included midwifery and 

neonatal nurse leads, obstetric and neonatal consultants, clinical champions, and staff from risk, theatre, 

admin and breastfeeding support. Each member had a role in the QI and worked to their strengths. 

Teaching- Staff knowledge on thermal care was assessed via a survey monkey questionnaire. A QI education 

programme was instigated, and staff knowledge reassessed six months later. Ongoing QI refreshers were also 

provided. 

Tell Everyone- A parental text and QI information leaflet encouraged antenatal engagement. Publicising the 

QI in local papers and twitter brought an influx of red hats. Results were shared through staff feedback, an 

online QI platform and national conference presentation. 
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For more information please contact the QI leads 

as follows:  

• Marie Lindsay-Sutherland (Lead 

Advanced Neonatal Nurse Practitioner) 

• Pauline Hawkes (Midwifery Matron) 

• Latha Vinayakarao (Obstetric 

Consultant) 

 

 

 

 

Improving maternity services in Wessex 

Webinar: Thursday, 26 April, 10:30am  

Join us for this exciting webinar where you can hear about how feedback regarding maternity services 

in Wessex is being used to improve services. Hear directly from the Local Maternity System (LMS) 

boards of Hampshire and Isle of Wight, and from Dorset. See how you can make a difference to 

improving maternity services in Wessex. 

On 26 April at 10.30am: 

Click: Join WebEx meeting or go to link: https://healthsector.webex.com/healthsector/ 

Enter Meeting number: 957 237 630 

Attendee access code: 107 870 58  

Join by phone   +44-800-9171950  

If you require further assistance please email Costin Matei or Sara Latham.   

 

 

 

 

 

Two years after Better births set out its vision for safer, more 

personalised, family-friendly care, Juliette Astrup takes a look at 

the progress being made on improving safety. Click here to view 

the full article. 

 

 

 

Wessex News 
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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. 

 

 

  

In 2016/17 for an investment of less than £100,000 one third of registered patients aged 

65 years and over were pulse checked during flu clinics in Dorset and 496 new patients 

were diagnosed with AF.  

Dorset has nearly 200,000 people aged over 65yrs and a higher prevalence of Atrial Fibrillation (AF), at 2.89% 

compared to the National prevalence of 1.93%.  in response, Dorset CCG embarked on a four-year project to 

opportunistically screen and identify people with Atrial Fibrillation whilst attending flu vaccination clinics.  A 

service specification was developed to support primary care delivery. 

In 2016/17, 65% of the practices in Dorset delivered this service which resulted in 60,634 people aged 65yrs 

and over receiving a manual pulse check whilst attending for a flu vaccination. When extrapolated to include 

the total number of registered population over 65 years of age in Dorset, this amounts to a third of all over 65-

year old’s in Dorset receiving a pulse check whilst attending a flu vaccination clinic. 

Of these, 2,514 (4.1%) patients were referred for an ECG at which 496 new patients were diagnosed with new 

AF. 

This initiative built on the successes of the first three years of the project with a total of 1,288 patients being 

diagnosed with new AF through opportunistic screening at flu clinics in Dorset.  The initiative started with 6 

practices in one locality and each year the number of practices offering the service has grown with 2017/18 

having more practices than ever before. 

Identifying patients with AF is only half the story, regular patient review to ensure optimisation of 

anticoagulation and time in therapeutic range is necessary to further prevent Strokes.  The Dorset CCG 

GRASP-AF Summary (June 2017) shows progress in this area as well;  

• 65 Practices have uploaded to GRASP AF compared to 47 Practices in 2016 

• 38 Practices have uploaded more than once which suggests that over half of the practices are using 

this report on a regular basis 

• These 38 practices have a higher percentage of people anticoagulated (70.7%) indicating a 9% 

improvement from the previous upload.  This improvement is quantified as 59 strokes prevented next 

year accounting for £619K NHS savings and £141K social care savings. 

For a relatively small investment in primary care opportunistic screening, earlier identification of AF plus 

optimised anticoagulation and regular review, we have demonstrated a reduction in the number of Strokes 

suffered by the residents of Dorset. 
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Nichola Arathoon - Principal Programme Lead - Dorset Clinical Commissioning Group - 

Nichola.Arathoon@dorsetccg.nhs.uk 
 

 

  

 

  

 

The next dates for this training are April 9th and May 8th at Southern House, Otterbourne, SO21 2RU. 

To book please email mark.ainsworth-smith@scas.nhs.uk 
 

 

  

In my 16 years as a General Practitioner (GP), now more than ever, patient safety is a priority. Like other parts 

of the healthcare system, General Practice is under pressure due to an increasing workload, an aging 

population with complex needs and limited resources. 

 As well as being a GP and the Primary Care Clinical Lead for Wessex Patient Safety Collaborative, I’m also 

currently a post grad student undertaking an MSc in Patient Safety at Imperial College, London.  The MSc is 

supporting my personal development and my work by providing me with the foundation knowledge and tools to 
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support improvement in patient safety, using Quality Improvement (QI). The PSC bursary provided me with 

this unique opportunity. 

 How does it help me? 

 The MSc has increased my understanding of the NHS and developed my capabilities in QI to drive safety in 

primary care.  QI methodologies, such as The Model for Improvement, the action effect diagram and process 

mapping have helped to identify current processes and prioritise areas for change.   

I have used the QI methods studied to evaluate my patient safety work (around physical deterioration, safety 

culture and safer transfer of patients) to identify if the change idea was an improvement with subsequent plan-

do-study-act cycles (PDSA) to ensure maximum impact / benefit before scale-up. 

 So what now? 

 The knowledge and skills I am acquiring are being used daily in my patient safety work to support primary 

care, focused on safety culture and physical deterioration. My forthcoming research will continue the focus by 

testing ways to improve patient safety and quality in Primary Care. 
 

 

If you would like to discuss patient safety/QI in primary care and / or are 

interested in knowing more about our PSC programmes, please contact 

me on: usha.couderc@nhs.net 

 

Dr. Usha Couderc 

Clinical Lead in Primary Care 

Wessex Patient Safety Collaborative. 

  

 

 

 

Free Online Human Factors Training 

This entry level Human Factors training includes 

a spectrum of foundation knowledge, such as an 

introduction to Human Factors basic concepts, 

recognising how Human Factors impact on 

patient safety, and how to use this understanding 

to make everyday practice in the workplace safer. 

 

 

This online training is delivered across Wessex AHSN in conjunction with the Yorkshire and Humber AHSN 

Improvement Academy via six modules and includes activities such as watching video clips, short quizzes, 

and taking time to reflect on personal experience.  

This Human Factors Foundation training can be accessed here (course will open in a separate window). 

Please enter Wessex AHSN when prompted for your organisation. 
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Mo is back - from hospital to home.  

The 'Meet Mo' campaign has been produced to encourage 

people, who may be struggling with medicines, to seek help. 

The new Mo film is about supporting patients who’ve had a 

visit to hospital, where new medicines may be prescribed or 

where changes have been made to their medicines. 

Follow Mo’s medicine journey from hospital to home, and like 

Mo, find out how you can seek help if you need it. 

Please share Mo's video, and help us to spread the word that 

help is always available. #MedicinesMo 

 

 

 

Registration now open 

for April 23rd 

Wessex Patient Safety 

Collaborative 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. 
 

 

 

 

 

Chief cook and bottle washer is a film created by 

the BU PIER partnership and 11 male carers over 

the age of 85. Carers share their insights on being 

an older carer; how life has changed and their key 

messages for practitioners. 
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 The Wessex Emergency Department 

(ED) Quality Improvement (QI) 

Network 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 

(May 3rd 0930 - 1600) 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. 
 

 

  

 

Part 3 Staff and Carers  

The previous articles (which can be read here and 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 and explained exactly what they are. 

 

R-Outcomes has developed closely-related families of patient, staff and carer-reported outcome (PROMs) and 

experience measures (PREMs). 

Staff measures include work wellbeing (job satisfaction); job confidence (ability to do your job) and staff’s own 

perception of the level of service they provide. Staff-reported experience may be at the individual level 

(kindness and communication), the provider level (promptness and organisation), and collaboration between 

providers. Staff-reported measures are usually anonymous and are often used alongside the NHS Staff 

Friends and Family Tests, which ask how likely staff are to recommend their organisation as a place for care 

and treatment, or as a place to work. 

Carer wellbeing is increasingly recognised as being vital. Carer-reported measures capture their wellbeing, 

confidence and their perception of the support they receive from health and social care services. These 

modules help understand and support carers’ needs. 

Staff and carers can rate patient’s care acuity using the howRthey module, which was developed to capture 

the needs and risks of people in care homes or receiving care at home. HowRthey can be used for 

benchmarking and to trigger timely intervention in the event of deterioration. It captures staff or carer’s 

perception of how much help a person needs for their physical care, pain and/or distress, unpredictable needs 

and behaviour problems. The howRthey module is useful in care situations when it is not appropriate to ask all 

patients themselves, perhaps because of dementia or receiving palliative care. 
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Tim Benson is the Founder and Director of R-Outcomes and also recently 

became a member of Q. This is the third 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 

 

 

 

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 
 

 

The International Society for Rapid Response Systems will join with the HSJ’s Patient Safety 

Congress and Patient Safety Awards in 2018 to deliver a two-day landmark event to help dramatically improve 

patient outcomes and safety in healthcare. Book your place now 
 

 

  

 

 

Here’s the NEWS: great progress on 

sepsis but still more to do 
Click here to read NHS England’s Medical 

Director for Clinical Effectiveness (Celia Ingham 

Clark) blog on the progress made in recognising 

and treating sepsis, and the National Early 
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Warning System that can support clinicians to 

spot the signs, standardise diagnosis and 

ultimately save lives. 
 

 

  

 

In June the King's Fund are running an event to explore how NHS organisations, local authorities, the 

voluntary sector and others can work together to prevent mental ill health and promote positive mental 

wellbeing in their communities. 
 

 

 

 

Change agency – defined as the power, 

individually and collectively, to make a positive 

difference. It is about pushing the boundaries of 

what is possible, mobilising others and making 

change happen more quickly. 

Helen Bevan has written a brief blog on this as 

part of The School for Change Agents which you 

can access here 
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Forward Thinking - NIHR research 

on support for people with severe 

mental illness 
This review highlights a selection of NIHR-funded 

research on aspects of severe mental illness 

such as supporting early detection and 

intervention, crisis care, supporting recovery and 

managing physical and mental health. It features: 

• 30 published studies. 

• 19 ongoing research projects 

• Questions to ask about support for 

people living with SM 

Click here for more information and to download 

the report.  

 

 

  

 

This Atain e-learning resource will help healthcare professionals involved in the care of newborns, both in the 

hospital and community settings, to improve outcomes for babies, mothers and families through the safer 

delivery of care.Click here for more information and to access the programme. 
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The IHI/NPSF Patient Safety 

Congress is the must-attend 

event for curious health care 

professionals who want to shape 

smarter, safer care for patients. 

Taking place from May 23–25, 

2018, in Boston, MA, this is the 

first Congress since the National 

Patient Safety Foundation 

(NPSF) merged with the Institute 

for Healthcare Improvement 

(IHI), combining their vision of 

building and sustaining a culture 

of safety in health care. 

Click here to find out more. 

 

 

   

 

 

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 

 

Copyright © 2016 Wessex AHSN Ltd, All rights reserved. 
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