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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 375 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.
Connecting and sharing across Wessex to improve patient safety

Focus Topic

Safety is a word that we all use frequently and we probably all believe we know what it means, and assume
we’re all taking about the same thing - but are we?
A simple definition is that safety is the absence of unwanted outcomes such as incidents or accidents (1). In
day to day life what we generally mean by being safe, is that whatever it is that we are doing (driving a car,
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travelling on a plane for example) will be as expected (in the examples earlier this would mean not crashing
the car or the aeroplane not falling from the sky). Safety therefore starts from the premise of there being an
absence of something (error, accident) and, paradoxically, is measured by counting the number of times that it
fails (number of car accidents, delays in flights, aeroplane crashes etc). This is referred to as Safety-1 and
here our efforts to improve patient safety are almost entirely focused on identifying adverse incidents and
errors, and implementing adaptations to avoid their recurrence (2). The evidence however, is that the benefits
to this approach are limited (3,4) and there is inadequate evidence that lessons are learned or effective
changes implemented following incidents (5). This approach (Safety-1) is stretched to or beyond breaking point
– and the world has changed (6).
Interestingly, we don’t generally count the events
when things went to plan (I can tell you exactly
how many times I have crashed my car but I
have absolutely no idea of the number of times
that I have driven my car without any incident).
If we therefore now turn our focus from what went
wrong to what went right, we have what has been
termed as Safety-II.

This changes the definition of safety from ‘avoiding that something goes wrong’ to ’ensuring that everything
goes right (7). This means that patient safety is managed by what we achieve (our successes), and similarly is
measured by counting the number of times where things go right. In order to do this, patient safety
management cannot only be reactive, it must also be proactive. Adverse incidents only account for the
minority of healthcare interactions and if we don’t look at our successes we may be missing key learning
opportunities...........
The above text is an excerpt from an article written by Katrina Glaister RGN, BSc, MSc, Patient Safety
Programme Manager, Salisbury NHS Foundation Trust. To view the full article including the list of references
click here
If
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would
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to

know

more

Katrina

can

be

contacted

at katrina.glaister@salisbury.nhs.uk

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.
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This event is focused on staff working across the
maternity and neonatal pathway.

Looking at

Human Factors with a group from a specialist
area helps us to focus on the challenges and
opportunities open to you, to maximise learning
& benefit.
Professor Jane Reid (Wessex PSC, advisor to
NQB Human Factors Reference Group and Chair
Human Factors Group, HEE) will be facilitating
the half day event. For more information and to
register click here

Wessex

Patient

Collaborative
delivering

3

Safety

[PSC]
short

are
events

designed to support staff to
Promote

Positive

Practice

across Wessex. Event 1 is
fully booked but registration is
now open for events 1 and 2.

Click here for more information and to register for Chilworth on the 16th of January or here for Portsmouth on
the 20th of March. For more information please contact the PSC at patient.safety@wessexahsn.net
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Wessex

Patient

Safety

Collaborative

has

partnered with the Royal College of Surgeons to
deliver this event which is open to surgeons,
anaesthetists, nurses, ODPs, QI staff and other
interested hospital clinicians and staff.
The programme can be viewed here and for
more information on how to book a place you
can view the event flyer or visit the conference
webpage.

This new network is being launched at the
RCS/PSC joint Safety in Emergency Surgical
Practice conference on September 29th (as
above). The network is open to staff of all
grades

working

across

the

Emergency

Surgery pathway and aims to connect staff,
building relationships to share and learn
together.
You can join the network at the September
29th event or alternatively via email to:
patient.safety@wessexahsn.net

National News

Creative Approaches to
Problem Solving toolkit
Click here to download Q’s toolkit of 25 enjoyable
tried-and-tested

methods

collaboration and problem-solving
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Report showcases AHSN mental
health innovations
An AHSN report showcases the breadth of
innovative mental health work being led by the
AHSNs. Titled ‘Disruptive and Collaborative
Innovations in Mental Health’, it has been
coordinated by Yorkshire and Humber AHSN and
sets out the potential for innovation to drive big
improvements. Click here to view the report.

Preventing healthcare associated gram-negative
bacterial bloodstream infections
An improvement resource to help health and social care economies
reduce the number of gram-negative bloodstream infections (BSIs)
with an initial focus on Escherichia coli (E.coli). Click here to find out
more and access the resource.

Lessons for care homes
Healthwatch

have

reviewed

140

local

Healthwatch reports about visits to care homes.
They've found a number of areas care homes
can

focus

on

to

help

improve

experiences. To find out more click here
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residents'

NHS

England,

Improvement
Clinical

NHS

and

NHS

Commissioners

are

pleased to invite CCG Lay
Members and Provider NonExecutive Directors (NEDs) to
North/South workshop events
designed

to

provide

an

opportunity to the wider nonexecutive

community

within

the NHS to contribute and
define their role in STPs in the
future. For more information
and to register click here.

Wessex PSC Events

Patient Safety Collaborative upcoming events
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This email has been sent on behalf of:
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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-safetycollaborative
Our mailing address is:
Innovation Centre, 2 Venture Road,Chilworth, Southampton, SO16 7NP
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