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Recommendation 
 
The NHS Board is asked to:  
 

 note the programme of implementation for Scottish Patient Safety Programme for 
Primary Care and the progress made to date. 

 endorse the further actions outlined  to provide assurance that SPSP-PC is being 
implemented successfully in NHS Ayrshire & Arran. 
 

 

Summary 
 
Fifty-one out of 55 Ayrshire and Arran GP Practices participated in the SPSP enhanced 
service in 2016-17.  New GP contractual arrangements require practices to form clusters 
and complete Quality Improvement activities to improve safety and quality.  Due to these 
changes, this year’s work focussed on developing capability and capacity in performing QI 
and developing, sharing and refining QI ideas.  
 
Two patient safety learning events were held in each of the three localities.  The first set 
was attended by 104 participants.  The second set of events was attended by 101 
participants.  New QI methods were introduced including using the Enhanced Medication 
Summaries (EMS) to improve polypharmacy reviews and ‘Always Events’ to involve 
patients in the safety and improvement agenda.   
 
Practices benchmarked their performance in the previously targeted high risk areas of 
medicines reconciliation, test result handling, warfarin management and Disease 
Modifying and Rheumatoid Drug monitoring.  Practice teams analysed and shared 
Significant Event Analyses that were further peer reviewed by NHS Education for 
Scotland.   Future work streams are being developed to improve practice system safety 
and sepsis identification and management. 
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Key Messages: 
 

 There is a high level of engagement with patient safety work in GP practices in 
Ayrshire and Arran. 

 Practices are routinely participating in several improvement interventions such as SEA 
and high risk system care bundle audit and are developing new methods to involve 
patients. 

 Capacity and capability to identify, design and implement improvement activities has 
been created in Ayrshire and Arran GP practices.  

 

 
 

Glossary of Terms  
 

DMARD 
EMS 
GP 
HIS 
MoRISS 
NES 
NHS A&A 
QI 
SEA 
SPSP-PC 
 

Disease Modifying Anti-Rheumatoid Drugs 
Enhanced Medication Summary 
General Practice/ Practitioner 
Healthcare Improvement Scotland 
Monitoring Risk and Improving System Safety 
NHS Education for Scotland 
NHS Ayrshire & Arran 
Quality Improvement 
Significant Event Analysis 
Scottish Patient Safety Programme for Primary Care 
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1.  Background 
 
The aim of SPSP-PC is to reduce the number of events which could cause avoidable harm 
from healthcare delivered in any primary care setting. 
 
The three main strands of this programme are: 
 
 Safety culture: for example: improving patient safety using a structured case note 

review (Trigger Tool review method) and safety climate surveys. 
 Safer medicines: including the prescribing and monitoring of high risk medications, 

such as warfarin and DMARDs and developing reliable systems for medication 
reconciliation in the community. 

 Safety at the interface: focusing on developing reliable systems for handling written 
and electronic communication and implementing measures to ensure reliable care for 
patients. 

 
The programme has been delivered using a local enhanced service provision that will run 
for four years, with the specification changing each year to ensure that all the national 
programme deliverables are addressed.  The enhanced service specification addresses 
more than the requirements of the national programme and adds additional rigour to areas 
such as addictions, medication reconciliation, SEAs and informing the changes being 
made to the primary and secondary care interface. 
 
The enhanced service for 2016-17 built on existing work to ensure that a safety culture is 
both embedded and continues to develop in General Medical practices.  New GP 
contractual arrangements require practices to form clusters and complete QI activities to 
improve safety and quality.  Due to these changes, this year’s work focussed on 
developing capability and capacity in performing QI and developing, sharing and refining 
QI ideas as well as ensuring previous success have been maintained. 
 
2.  Methods 
 
Six local collaborative events, two held in each of the three localities in Ayrshire were held.  
These were attended by GPs, practice managers and practice nurses.  Two of which had 
to attend from each practice – a GP had to attend at least of one of the meetings.  The 
purpose of these events was to: 
 

 learn more about improvement methods 

 share experiences 

 share resources and learning 
 
2.1  Care Bundle Audits 
 
Practices benchmarked their performance on the previously described SPSP care bundle 
audits: medicines reconciliation, DMARDS, warfarin management and test results 
handling.  This allowed them to reflect on and improve systems.  
 
2.2  Quality Improvement Training 
 
Three hours of QI training was provided.  This included developing ideas, aim statements 
and suitable metrics.  
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2.3  Prescribing 
 
Professor Bruce Guthrie gave an interactive presentation on prescribing safety including 
the uncertainty of prescribing in elderly co-morbid patients.  He introduced the EMS as a 
way for practices to review patients in a structured manner to improve prescribing safety.  
 
2.4  Always Events 
 
The ‘Always Events’ concept allows patients to direct QI priorities by asking them what is 
so important when they interact with their practice that it should always happen.  
Qualitative results are themed and measured against validated criteria to determine if 
these are ‘Always Events’.  If they meet the criteria ‘traditional’ QI methods are used to 
implement change and measure improvement.  The concept and method was presented to 
attendees and practice teams used real data supplied by one practice to theme and 
identify ‘Always Events’ that could be used for QI at either a practice or cluster level. 
 
2.5  Enhanced SEAs 
 
Training on taking a ‘systems approach’ to incident investigation was delivered.  SEAs 
were discussed by small inter-disciplinary and inter-practice groups.  SEAs were also 
submitted to NES for peer review and further evaluation.  An analysis by NES of SEAs 
submitted in 2015/16 were presented to teams to demonstrate areas if strength and where 
incident analysis could be improved. 
 
2.6  Other work 
 
Several other areas of work have been undertaken that will direct future priorities for the 
SPSP enhanced service. 
 
2.6.1  Sepsis 
 
The adoption of a systems approach to understanding how sepsis is identified and 
managed in primary care in Ayrshire and Arran is underway using mixed methods.  In-
hours and out-of-hours admission communications were analysed to determine the 
frequency of recording of physiological parameters.  The functions required to identify and 
manage sepsis and work conditions that may affect function outputs were identified 
through interviews.  Variability of function output was assessed using qualitative and 
quantitative data.  A system model was constructed and ideas for improvement collected 
and themed.  A workshop is planned to define criteria for a successful system, design 
improvement interventions and score their potential to improve system performance.  
 
2.6.2  Safety Checklist 
 
This Monitoring Risk and Improving System Safety (MoRISS) checklist was previously 
developed by NES.  It is a checklist tool that consists of 62 items covering six safety 
domains (Medication management, Housekeeping, Information systems, Practice team, 
Patient access and identification, Health and Safety).  These are further classified into the 
following: 
 

 Mandatory (25)  
o Legal, professional, contractual or regulatory obligation exists 
o Controlled drugs securely stored 
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 Essential (25)  
o Failure to check - potential for harm to occur 
o Usual supplies of emergency medication available 
 

 Advisable (12)  
o Voluntary demonstration of high quality safe system practice. 
o Usual supplies of vaccinations available  
 

The checklist was piloted in 13 South Ayrshire practices whose managers attended two 
half day sessions.  The first session introduced the concept and the application of the 
checklist.  Managers then used the checklist in their own setting.  Results were presented 
to managers and an evaluation of the checklist undertaken at the second meeting to 
further refine the checklist.  
 
3.  Results 
 
Out of 55 GP practices in Ayrshire, 51 are currently taking part in the local enhanced 
service for patient safety.  The first set of locality events had 104 attendees; the second 
set had 101 attendees. 
 
3.1  Care Bundle Audits 
 
Overall performance for compliance with medicines reconciliation, DMARDs, warfarin 
management and test results handling bundles are shown in figures 1-4.  The improved 
performance achieved during previous years of the enhanced service have mostly been 
maintained.  There is slight reduction seen with warfarin and medicines reconciliation that 
may represent normal variation.  The results of the audit streams are fed back to 
Healthcare Improvement Scotland (HIS) so that a national picture can be built across 
Scotland. 
 
Figure 1 – Overall Ayrshire and Arran compliance with medicines reconciliation bundle. 
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Figure 2 – Overall Ayrshire and Arran compliance with DMARD bundle. 
 

 
 
Figure 3 – Overall Ayrshire and Arran compliance with warfarin bundle. 

  
 
Figure 4 – Overall Ayrshire and Arran compliance with test results handling bundle. 

 
  



 

7 of 11 

3.2  Quality Improvement Training 
 
During the QI training several examples of current practice and cluster projects were 
shared and developed to improve the robustness of project design. These included: 
 

 Completion of Anticipatory Care Planning and polypharmacy review within 6 weeks of 
entry to nursing homes. 

 Anticipatory Care Planning – maximising effectiveness. 

 Safe prescribing – e.g. avoiding ‘triple whammy – Angiotensin receptor antagonist, 
with diuretic and no steroidal anti-inflammatory drug). 

 
3.3  Prescribing 
 
Practices are currently considering whether to use the EMS.  This would make an 
excellent QI project for cluster working. 
 
3.4  Always Events 
 
Several practices are starting to use the ‘Always Event’ Concept to direct their QI activities.  
In addition, at least one cluster is using this method to involve patients in the QI agenda by 
analysing what is so important to patients regarding access that it should always happen.  
 
3.5  Enhanced SEAs (2015-16 data) 
 
Fifty-one of 55 practices participated (93%), submitting 52 SEAs relating to five practice 
systems.  One-hundred and thirteen actions were described (mean 2.2) in eight themes. 
Protocol creation or alteration was described most frequently (35%) whereas only 
individual action was described in 5%.  Suggesting that a more systems directed approach 
to improvement interventions had been adopted. 
 
Of the 12 SEAs describing communication problems with other healthcare sectors, seven 
were discussed with professionals outside the practice (58%).  Two SEAs described direct 
involvement of the patient (3.8%).  The majority of the enhanced SEA reports described 
events whose consequences were negligible or minor (86.6%).  Grading of reports were 
similar to those of prospective specialty trainee educational supervisors and specialty 
trainees. 
 
In conclusion, after training, GP teams were largely able to use the enhanced SEA method 
to analyse events and implement system-level actions.  Consideration of how to improve 
the analysis of events across healthcare interfaces, involve patients to maximise learning 
and increase incident reporting is needed.   
 
3.6  Sepsis 
 
Fifteen interviews were conducted with participants with different roles within the primary 
care system.  Eight practices returned data on in-hours admission with possible infective 
causes.  Fifty out-of-hours and 76 in-hours admissions were analysed.  Variability was 
seen in the priority assigned to patients accessing care, the recording of physiological 
parameters and use of the term sepsis.  In none of the admission communications were 
early warning scores recorded.  Sixty-four percent of out-of-hours admission with an 
infective cause had all physiological parameters recorded to calculate an early warning 
score.  However, when the patient was admitted with a presumed diagnosis of sepsis only 
34% had all physiological parameters recorded.  Only 14.5% of in-hours admissions had 



 

8 of 11 

all physiological parameters recorded and practices varied in the frequency of recording all 
parameters from 0% to 40%.  
 
A system model was constructed consisting of 20 foreground and 16 background 
functions.  Areas for system improvement were identified including district nurse training 
on sepsis, resource provision and access to out-of-hours GP review for healthcare 
professionals.  Themes relating to other areas for improvement were identified including 
the design and implementation of a useable electronic template, improving communication 
pathways between primary and secondary care, training for non-clinical staff who take 
requests for clinical review, improved use of emergency care summaries and feedback to 
facilitate reflective learning.  Opinions on the use of early warning scores were mixed with 
some feeling they would aid clinical decision making, whereas others felt this would not 
influence their decisions and may be used unfairly as a performance indicator.  A key 
stakeholder meeting is planned to develop improvement suggestions and plan system 
improvement and related QI projects in which practices can participate. 
 
3.7  Safety Checklist 
 
Thirteen South Ayrshire practices piloted the MoRISS safety checklist.  
  
Table 1: Percentage compliance with criteria in MoRISS checklist 
 

Criteria Mean compliance (13 practices) 

Mandatory 96% 

Essential 90% 

Advisory 89% 

 
Table 2: Example actions described by pilot practice completing the MoRISS checklist 
 

Domain and 
Item 

Category Compliant Evidence Actions/comments Follow 
up 

Medication 
Safety  
Prescription 
pads securely 
stored 

Mandatory   
N 

Pads in drawer 
but not locked 

Changes to drawer 1/12 

Medication 
safety 
Controlled 
drugs 
securely stored 

  
Mandatory 

  
Y 

Stored in 
locked cabinet  
Checked 
cabinet locked 
and key in key 
safe. 

  3/12 

Location of 
emergency 
equipment 
adequately 
signposted 

  
Essential 

N No signs in 
consulting 
rooms  

Display further 
notices for 
emergency 
equipment in each 
room 

3/12 
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Housekeeping 
(Infection 
Control) 
ALL staff 
trained in 
standard 
infection 
control 
precautions 

  
  
Essential 

  
  
N 

All clinical staff 
aware but the 
non-conical 
staff are not.  

Training arranged 3/12 

 
 
Qualitative feedback on MoRISS checklist: 
 

 “Methodical” 

 “Concise approach” 

 “Identified areas needing improved” 

 “I know it is a thorough & complete checklist” 

 “Bringing all checks together as one” 

 “All checks in one place” 

 “Easy to follow, easy to use” 

 “Paper based when you want to be paperless” 

 “Took a long time initially” 

 “Not everyone takes ownership - feel all PMs responsibility” 
 
The use of the checklist by all practices will be prioritised in future safety work in Ayrshire 
and Arran. 
 
 
4.  Summary and Recommendations 
 
4.1 This report has described the work undertaken by practices in relation the SPSP-

PC in 2016-17.  The progress in several high-risk patient safety areas has largely 
been maintained, increased capacity and capability has been built in primary care 
and ideas for improvement projects have been developed and shared.  In addition, 
some early work in sepsis and system safety checklists has been undertaken that 
will direct future safety work.  

 
4.2 Despite the focus of work not being on the care bundles performance has largely 

been maintained. It would be useful to revisit this in next year’s enhanced service to 
ensure this continues.  Evidence for the effectiveness of the QI training will become 
apparent as new projects at an individual, practice and cluster level are devised and 
implemented.  Reports from practices on the use of the EMS and on the use of the 
‘Always Events’ concept will also help demonstrate the impact of training in these 
areas.  Further development work on sepsis is planned that will direct future 
improvement efforts and steps are already in place to spread the use of the 
MoRISS safety checklist to other practices.  Technology solutions are being 
developed to facilitate the measurement of compliance with the safety checklist. 
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4.3 The NHS Board is asked to:  
 

 note the programme of implementation for SPSP-PC and the progress made to 
date; and  

 endorse the further actions outlined  to provide assurance that SPSP-PC is 
being implemented successfully in NHS A&A.  
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Monitoring Form 

 

Policy/Strategy Implications 
 

Delivery of the SPSP-PC programme is an integral 
part of the delivery of the healthcare quality strategy 
locally 

Workforce Implications 
 
 

GP sub-committee has endorsed the work of this 
programme 

Financial Implications 
 
 

Programme is being delivered as a local enhanced 
service 

Consultation (including 
Professional Committees) 
 

Stakeholders contributed to the development of this 
paper. 

Risk Assessment 
 
 

Failure to deliver the SPSP-PC programme will 
impede the delivery of the corporate objective of 
improved patient safety. 

Best Value 
 
- Vision and leadership 
- Effective partnerships 
- Governance and 

accountability 
- Use of resources 
- Performance management 

 

Implementation of this programme contributes to 
reducing waste and ensuring more effective focus of 
staff resource.  

This programme supports significant improvements in 
the effective use of resources and improved 
performance management. 

Compliance with Corporate  
Objectives 

Deliver services that are clinically effective, safe, 
efficient and person centred 

Single Outcome Agreement 
(SOA) 

Not applicable 

Impact Assessment 
Not required 

 
 


