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Safety improvement 
in mental health

@DrAmarShah@DavidTheMains



Objectives for this session

1. Describe safety improvement efforts in Scotland 
and East London NHS Foundation Trust

2. Consider how to apply systematic continuous 
improvement to mental health safety issues

3. Look to the future of safety improvement in 
mental health settings



The Scottish Patient 
Safety Programme-
Mental Health

Dr David J Hall, National Clinical Lead



Mark Twain 1835-1910

“If you do what 
you’ve always done, 
you’ll get what 
you’ve always got”

#spspmhls4
#mhimprove
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HSMR across Scotland 



Outcome  - People using health and social care services are safe from harm.

Improve outcomes for people by preventing, recognising or responding to deterioration in any care setting

Maternity, 
paediatrics, 
neonates

Mental health

Primary 
care

Acute 
Adult

Care Homes

DETERIORATION

Reduce 
CAUTI 30%

Reduce Falls 
by 20%

Reduce 
mortality from 

Sepsis

Reduce Cardiac 
arrests by 50%

Care setting

10% Reduce HSMR

Reduce 
restraint 

Reduce 
violence  

Reduce self-
harm  

Reduce in 
Healthcare 
Associated 
Infections 

Reduce 
seclusion 

Reduce 
Pressure 

Ulcers by 50%



Patients are and feel safe,
Staff feel and are safe

#mhimprove



Safer Medicines 
Management

Risk Assessment and 
Safety Planning

Violence, Restraint and 
Seclusion Reduction

Communication at 
Transitions

Leadership and 
Culture



Data and Measurement

•Of the 40 wards reliably reporting the rate of violence 28 

(70%) wards are reporting improvement 

•Of the 37 wards reliably reporting the rate of restraint 28 

(75%) wards are reporting improvement 

•Of the 36 wards reliably reporting the rate of self-harm 22 

(61%) wards are reporting improvement 



‘We don’t really 
call it SPSP, that’s 
just what we 
do......’

#mhimprove



Some examples…



SPSP-MH Safety Principles 

There are four revised Safety Principles:
• Communication

• Leadership & Culture

• Least Restrictive Practice

• Physical Health



@LothianQuality
#qilothianmentalhealth

Making Healthy Change Happen.

Leading Learning Improving

Mental Health Quality Improvement Programme

Planning for the future

Paul Smith
Quality Improvement Advisor

Jane Cheeseman 
Clinical QI Lead & Consultant Psychiatrist



@LothianQuality
#qilothianmentalhealth

110 staff trained locally “Qi Bites”
165 staff formally trained via Qi Academy
15 trained coaches 

Pl

Local 
• Qi & Clinical Innovation Forum
National       
• Scottish Patient Safety 

Programme
International
• International Forum on 

Quality and Safety
• #MHImprove

2
112 projects

Nov ‘16

Dec 
‘18



@LothianQuality
#mhimprove

International Forum on Quality & Safety 
in Healthcare

Improving Prison Clinic Efficiency Through 
Improvement Science

Dr Chris O’Shea – Forensic Psychiatry Registrar
NHS Lothian

Making Healthy Change Happen.

Leading Learning Improving



@LothianQuality
#mhimprove

Background

• HMP Addiewell

• 700 Capacity

• Health → NHS Lothian Responsibility

• Clinics in prison are challenging to deliver



@LothianQuality
#mhimprove

Data

“When will I see you again?”



@LothianQuality
#mhimprove

Change Ideas

• Jan 2018 – ‘Call from the car park’

• June 2018 – Briefing with health centre officer

• August 2018 – rearranging medical cover



@LothianQuality
#mhimprove

Wait Time for First Patient



@LothianQuality
#mhimprove

% of Clinic in Patient Contact



@LothianQuality
#mhimprove

Successes



@LothianQuality
#mhimprove

Successes

Pre-Interventions
(n=17 clinics)

Post-Interventions
(n=23 clinics)

% Change

Mean number of patients seen per clinic
2.75 3.70 ↑35%

Mean time waiting on 1st patient to 
arrive (minutes) 22 8 ↓63%

Mean time waiting between patients 
(minutes) 29 12 ↓58%

Proportion of clinic in direct patient 
contact
(percentage)

59.1 71.1 ↑20%



@LothianQuality
#mhimprove

Mental Health Quality Improvement Programme

International Forum on Quality & Safety 
in Healthcare
March 29th 2019

James Boyle PBS Coach  

Making Healthy Change Happen.

Leading Learning Improving



@LothianQuality
#mhimprove

Restrictive Interventions & Positive Behavioural Support Project.

The research and development of a framework for the reduction of
restrictive

Interventions within the Royal Edinburgh and Associated Services
(REAS) which

includes aspects such as:

• Evidence of service user involvement.
• Development of PBS training programme and delivery of this.
• Enhanced understanding and application of trauma informed

care concepts.
• Up skilling of staff in the implementation of PBS plans.
• The development of effective post incident prevention and

support interventions for staff, patients and carers.



@LothianQuality
#mhimprove

Person-Focused Training



@LothianQuality
#mhimprove

Data Driven



@LothianQuality
#mhimprove

Future Developments

• Using the pathway and tools to develop and implement further PBS plans in 

Braids and other areas in MH in NHS Lothian

• Training of 2 further PBS Coaches

• The application of PBS as part of an eclectic approach in a new complex 

care unit

• Establish partnership links with NHS Lothian QI Department to develop 
robust implementation and monitoring of PBS methodology

• Incorporate Trauma informed education and practise within the PBS 

framework



@LothianQuality
#mhimprove

Making Healthy Change Happen.

Leading Learning Improving

Mental Health Quality Improvement Programme

To improve access to psychological therapies for older people, 
by reducing waiting times

Dr Lucy Birch (Clinical Psychologist)



@LothianQuality
#mhimprove

• Context

– NHS Lothian Older People's Psychology Service

– Two sectors

– Team: a range of psychological therapists

• Problem

– Long waiting times for psychological therapy, variability across geographical sectors

– One sector not meeting the national waiting time target of ≤18 weeks from referral 
to psychological therapy

– ≥90% of patients to wait ≤18 weeks for psychological therapy by August 2019

• Intervention

– Several efficiency measures introduced to date, e.g. weekly appointments, opt-in 
letters, therapy agreement

– More planned, e.g. routine scheduling of new and return appointments



@LothianQuality
#mhimprove

• Strategy for change

– Based on prioritisation matrix and staff group discussions

– Need to include the views of service users, clinicians and referrers

• Measurement of improvement
– Waiting times figures

– Life QI, run charts, baseline, PDSA, shifts & trends explored

• Effects of changes

– Improvement in one sector

– Decline in the other sector (staff vacancy)

– Greater clinician engagement in waiting times

– Local issues are relevant, small team, efficiency measures are part of the solution

– Ongoing project



Safety improvement at 

East London NHS Foundation Trust

@DrAmarShah qi.elft.nhs.uk



Mental health services
Newham, Tower Hamlets, City & Hackney, Luton & Bedfordshire

Forensic services
All above & Waltham Forest, Redbridge, Barking, Dagenham, 
Havering

Child & Adolescent services, including tier 4 inpatient 
service

Regional Mother & Baby unit

Community health services 
Newham, Tower Hamlets & 

Bedfordshire

IAPT
Newham, Tower Hamlets, 

Richmond and Bedfordshire





Performing well?







Local Context
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Three times as many violent incidents occur in mental health 
services than other NHS services

Violence levels over the last few years…

1. NHS Protect website/., /.,. http://www.nhsbsa.nhs.uk/3645.aspx
2. ,/,/. ,/ /,/ .,/ /.,

http://www.nhsbsa.nhs.uk/3645.aspx


Service users 
feeling threatened 

and fearful

Physical injury

Psychological: 
Stress, Fear, Trauma

Staff 
sickness 

Ward team 
depleted

Staff leave

Morale drops

Negative feelings 
amongst team Changes service users 

behaviour (e.g. 
staying in rooms

Impact…

Dread of work

Experience often 
resonates with 

histories of abuse

Impedes recovery

Bank staff won’t take 
shifts on ward… Service users spend longer on ward

Staff desensitized



To reduce 
physical 

violence by 

30% by 
Dec 2013

Literature search 

presented to team as 

part of developing 

theory of change

One of our first ever QI projects at 

East London NHS FT, starting in 

2012…

With no real support structure, and 

before we knew what we were doing!
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Violence reduction on acute wards and 
Psychiatric Intensive Care Units (PICUs)
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Mill 
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Lea Ward
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Violence reduction on acute wards and 
Psychiatric Intensive Care Units (PICUs)
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Newham Violence Reduction Collaborative

City and Hackney Violence Reduction Collaborative

28% reduction

40% reduction
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175 103
Average number of physical violent incidents per month



“I’ve been a nurse here for 
20 years and I just thought 

this was how it was… 
Now I can see that it doesn’t 

have to be this way… ”

J



Improving Medicines Safety

@DrAmarShah



Prescribing

(At least 100,000 
medicines prescribed 

annually)

Dispensing

(200,000 medicines 
dispensed annually)

Administration

(2.02 million doses 
administered 

annually)



Driver diagram

To reduce 
checking 
errors by 
50% by 

June 2016

Staffing issues 

Annual leave

Locum staff

Sickness

Delivery times 

Cut off times

Deadlines

Short space between end of 
cut off time and delivery

Printing

Transport Drivers arriving together

Workload

Prescriptions Errors

Increase in workload by 50%

Checking process
Taking on extra duties from 

other sites

Environment 

Temperature

noise Space Phone calls

Permeant staff being 
employed

AIM PRIMARY DRIVERS SECONDARY DRIVERS CHANGE IDEAS

Extra  band 6 checking 
support

Drivers  to wait in 
reception area until bags 

are ready

Pharmacists to screen 
right fi rst time

El igibility and legality of 
prescription

No phone calls between 
1.30-3.30pm

No ta lking between 
1.30-3.30pm



A P

S D

A P

S D

Cycle 1: No non WORK related talking between 1.30 + 3.30 : No 

unnecessary phone calls between 1.30 + 3.30 
No non-related talking extended until 5pm

Cycle 2: Collection of data changed from monthly to weekly

Cycle 3: Trouble shooter

Change of layout of dispensary to ensure smooth 
flow of work. And collection of phone call data

Sequence of PDSA’s (1)

Cycle 4:  Segregating the unusual 

prep forms with the aim of reducing 
selection errors



A P

S D

A P

S D

Sequence of PDSA’s  (2)

Cycle 6: Can the ward pharmacist or Technician give a copy of the 

NODF from the ward 

Cycle 5: To simplify the checking process by removal of a process 

and abolish of checking logs

Cycle 7: Can we reduce a process in the checking 

procedure?

Cycle 8: Will not having to check 

Clozapine result help with the amount 
of calls being made? Will not photo 

copying a second copy of Discharge 

liaison form reduce a process for the 
checker? 
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Percentage of checking errors - P Chart

Reduce dispensary 
distractions

Sole prescription query 
trouble-shooter

Collect accurate 
error data

Move unusual drug formulations from main 
tablet area and simplify checking process



Prescribing

(At least 100,000 
medicines prescribed 

annually)

Dispensing

(200,000 medicines 
dispensed annually)

Administration

(2.02 million doses 
administered 

annually)



Gathering evidence

• Missed doses most 
common error 
(40%)

• Now we knew 
missed doses were 
the most common 
error in ELFT



Background 

• Baseline investigation on 6 MHCOP wards:

– Missed dose rate = 1.07%

– Equates to approx. 2900 missed doses a year

• Project aim:

– To reduce omitted doses of medication to less 
than 0.5% of total doses due by the end of March 
2015



To ensure that 
patients receive 

the right 
medication at 
the right time 
by reducing 

omitted doses 
of medication to 

less than 0.5% 
by the end of 
March 2015

Reduce unnecessary harm 
resulting from medication 

errors

Improved patient experience

Reduced inpatient s tay

Improve patients’ physical and 
mental health 

Decreased morbidity/mortality 

Reduction in poly-pharmacy 

Give nurses more support in  
medication administration 

Improved s taff job satisfaction

Fewer incidents from the 
administration process

Make medication 
administration a “high 

rel iability process”

Increased s taff vigilance during 
administration process

Better informed staff, greater  
awareness of medicines 

management
Publ ically  display posters with 
details of missed doses on each 
ward

AIM PRIMARY DRIVERS SECONDARY DRIVERS CHANGE IDEAS

Regular audit of missed doses on 
wards, with feedback to ward 
managers

Nurse survey assessing attitudes to 
medication rounds & identifying & 
addressing barriers to safe practice. 

Medicines rationalisation; 
reviewing drugs and timings  

Use visual representations to let 
wards see if missed doses are 
increasing or decreasing. 

Audit data regularly presented at 
ward away days and Modern 
Matron meetings

Al locate a ‘named medication 
nurse’ role   

Reducing omitted doses of medication on the MHCOP wards

Publ ish a  league table showing 
how the different wards rank in 
terms  of missed doses



A P

S D

A P

S D

Cycle 1: Issue bulletin highlighting missed doses will be 
monitored 

Cycle 2: E-mail ward managers informing of the 
missed dose rate on their wards and asking for action

Cycle 4: Individualised ward 
poster published fortnightly. 

Cycle 3: Missed dose league table 
published fortnightly.  

Sequence of PDSA’s





The future of safety improvement?



Talking about “quality and safety” is like talking about “fruit 

and apples”. Safety cannot be divorced from quality.

Don Berwick 

President Emeritus and senior fellow

IHI



Emerging Direction in Scotland

• CAMHS

• Perinatal

• Psychosis

• Suicide Prevention

• CAMHS

• Infant Mental Health

• Perinatal

• Psychosis

• Custodial Settings

• Suicide Prevention



Emerging Direction in Scotland

• CAMHS

• Perinatal

• Psychosis

• Suicide Prevention

• Safely reducing restrictive practice 
across all in-patient settings

• Improving services across the board 
ultimately linked to suicide 
reduction (20% by 2022)



Cultural change takes time



Service user led 
assurance

Continued 
improvement of 
complex safety 

issues

Population health, 
quality and value 
as the triple aim

Redesign of our 
safety systems



Questions?

@DrAmarShah@DavidTheMains


