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Closing the Gap through
Clinical Communities: improving 
the quality of care delivered to 
people who use health services by 
bridging the gap between known 
best practice and the routine 
delivery of care.
The Health Foundation’s Closing the Gap programme, launched in 2008, 
is an ongoing programme that funds improvement projects, to the value 
of up to £475k each, for approximately two years. 

Each round of the Closing the Gap programme has a different focus.  
The focus for 2010/11 is on quality improvement projects led by clinicians 
who have a track record as influential leaders in their clinical networks. 

There are 11 projects from across the UK that aim to improve the quality 
and safety of care in a different clinical area, from improving care for 
newborn babies with brain injuries to reducing the rate of blood borne 
viruses among people with substance misuse problems. 

As part of the programme, each project team benefits from learning  
and development to help improve knowledge of quality improvement, 
systems thinking, measurement and behavioural sciences. 

Closing the Gap 2010/11 builds on the findings of two earlier Health 
Foundation programmes: the Engaging with Quality Initiative and the 
Engaging with Quality in Primary Care programme. 

To build the knowledge and skills of clinical teams in how  
to make improvements in the quality of care.

To contribute to the creation of a systematic body  
of knowledge concerning how best to engage clinicians  
in quality improvement activity and, in particular, how best  
to stimulate learning about quality improvement among  
health professionals.

To support clinical communities to make demonstrable 
improvements in quality by tackling known gaps between  
best practice and routine delivery of care.

Aims of Closing the  
Gap through Clinical 
Communities
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Why is this project needed?
If CKD is identified early, treatments are available that can prevent 
or delay its progression. However, because the disease does not cause 
any symptoms in the early stages, many people with CKD are not 
diagnosed at all, or are diagnosed too late to avoid severe complications. 
Meanwhile, the number of people needing kidney dialysis is set  
to double by 2014 to more than 45,000, and the rising prevalence  
of cardiovascular disease and diabetes could increase this figure  
even further.1 

So, there is a clear need to improve treatment in primary care for 
people with early kidney disease. However, although best practice was 
established in 2008,2 there is a gap between it and the reality of practice 
within primary care, and performance levels are variable. At present,  
it is thought that 50% of people with moderate-to-severe kidney disease 
may not yet have been identified.3 This is a major public issue. 

Who is involved?
‘Enhancing care and saving lives of people with chronic kidney 
disease’ is being led by Dr Kevin Harris, Associate Medical Director 
and Honorary Consultant Nephrologist at the University Hospitals 
of Leicester NHS Trust. He is supported by a multidisciplinary team 
that includes consultant nephrologists, renal nurses, consultant renal 
physicians and academics in the field, as well as experts in management, 
governance and project management. The project is run in partnership 
with organisations around the UK including the Kidney Alliance,  
the British Renal Society, the Renal Association and Heart UK. 

The team has a wealth of practical knowledge and skills building on 
previous pioneering work to improve quality of care in the community. 
A key focus has been involving patient-based organisations and listening 
to the voices of individual patients, who play an active role in the team, 
drawing on their own experiences to help develop and implement the 
project, and assess its progress.

Enhancing care and saving 
lives of people with chronic 
kidney disease 
Chronic kidney disease (CKD) is a common condition 
affecting around 10% of the population. Advanced forms 
can require intensive treatments, such as dialysis, and 
may be life threatening. This project seeks to bridge the 
gap between best practice and current practice to help 
primary staff identify CKD at an earlier stage. 

1
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What is the project setting out to do?
 
This project is running in sites in Lothian, Leicester and south London 
over two years, starting in 2010, and has two key aims. The first is to 
make sure that the condition is caught earlier within primary care. The 
second is to improve the consistency and quality of care of people who 
have early kidney disease. The team is also helping to create a systematic 
body of knowledge about managing chronic kidney disease.

How will it achieve this?
The project involves the team rolling out two recently developed  
and piloted interventions and applying them to the primary care setting.

The first intervention involves building knowledge and understanding 
among primary care staff about best practice in managing CKD and 
making sure this is implemented. This is being done through a care-
bundle approach for people with kidney disease – a system that sets 
out a series of evidence-based steps that healthcare staff should take 
with each patient to improve care and outcomes. The steps within this 
care bundle include putting patients with moderate or severe CKD 
on a register, and measuring and routinely documenting particular 
factors such as blood pressure and cardiovascular risk. The project work 
involves inviting practices to take part, encouraging and supporting staff 
to consistently adopt the care bundle, and evaluating levels of take-up. 
The second intervention is designed to empower people with CKD to 
develop a better understanding of their condition and the confidence  
to manage it for themselves. This is done through a structured education 
programme that encourages and supports participants to discover 
information for themselves and to use it to help them meet their own 
targets. The programme can be measured to enable the team to assess  
its effectiveness.

The team hopes that this two-pronged approach could be replicated  
for those with other long-term conditions, such as hypertension and  
type 2 diabetes, breaking down disease silos and improving effectiveness 
of treatment. 

What difference will the project make to people’s lives?
‘Our overall goal is to save lives by changing the way that care is delivered 
in the early stages of kidney disease,’ says Dr Harris. ‘This is also about 
improving quality of life for patients and their families. If people with 
chronic kidney disease are left undetected and untreated, they are at 
risk of developing cardiovascular disease and needing either dialysis or 
transplantation. This will result in a life of reduced opportunity for them 
and their carers, affecting their confidence and self-esteem, as well as 
their ability to stay in work or education. Ultimately, someone in this 
situation is at increased risk of premature death. This project will make  
a huge difference to people’s lives.’
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Why is this project needed?
  
Brain injury in newborn babies can result in permanent, severe and 
lifelong neurodisability, placing enormous physical, emotional and 
financial burdens on the infant, their family and society at large.
  
Until recently there was no specific treatment for HIE, so medical care  
of these infants was largely focused on minimising further damage. 
However, it has recently been shown that cooling infants by just a few 
degrees (a process known as hypothermic neuroprotection) can prevent 
this damage altogether.5 There has also been a growing awareness  
of the importance of ensuring rigorous follow-up, the role of magnetic 
resonance imaging scanning, developmental checks and parental 
involvement. All these can help paint a more detailed picture of the 
situation, to assess and address the child’s ongoing needs.

Who is involved?
  
‘Delivering better care for infants with brain injury’ is being run by 
Cambridge University Hospitals NHS Foundation Trust in conjunction 
with the East of England Perinatal Network, and is led by Dr Topun 
Austin, Consultant Neonatologist at Cambridge University Hospitals 
NHS Foundation Trust and Clinical Lead for Neonatal Neuroprotection 
in the East of England Perinatal Network.

The project team is made up of doctors, nurses, allied healthcare 
professionals and parents from across the east of England with a 
common shared interest: improving the quality of care for infants  
with HIE. Within the team are individuals with expertise in each  
of the key aspects of the project, including transport, cooling, 
neuroimaging and follow-up.

Delivering better care for 
infants with brain injury 
Hypoxic-ischaemic encephalopathy (HIE) is a form of 
brain damage caused by a shortage of oxygen at the time 
of birth. The condition affects about 1 in 500 newborn 
babies who until this time have developed normally in the 
womb. Between 10 and 15% of these infants will die soon 
after they are born. The remainder may develop cerebral 
palsy, learning difficulties, behavioural problems or 
autism reducing their own quality of life and putting  
the whole family and wider community under strain.4 

This project aims to improve the quality of care for 
newborn babies with brain injury, from birth through  
to childhood, across the east of England.

2
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What is the project setting out to do?
  
The project aims to improve the quality of care for children with HIE in 
their early years through an integrated, coordinated and family-centred 
service that brings together the key individuals responsible for their care. 

Its first aim is to ensure that every eligible infant in the region has the 
opportunity to receive the cooling intervention, and that treatment is 
started as soon as possible after birth to maximise any potential benefit. 
This means obtaining an accurate diagnosis soon after birth and 
transporting the babies to one of three cooling centres in the region.  
A further aim is to ensure that each baby receives the highest standard  
of care, including brain imaging and comprehensive medical follow-up, 
to identify any developmental problems as early as possible. Improving 
the quality of care will have a real impact on the lives of these babies  
and their families. 
 
The final aim is to ensure that these babies and their families receive  
the support they need at the time of diagnosis, treatment and beyond, 
through family-centred support networks. There are many support 
groups available to families of premature babies, but none for families  
of babies with HIE. 

How will it achieve this?
The project aims to achieve these goals by focusing on the following  
key areas of activity.
–  Developing and delivering education and training for healthcare 

professionals in resuscitation and early management of HIE 
integrated with existing regional neonatal training programmes. 
This training will be delivered by a team of specialist nurses and  
a clinical fellow.

–  Setting up systems for parents to engage in, which involves 
capturing the views and needs of parents. This will be done by 
employing a range of techniques to assess parents’ experiences  
and by engaging them in forums that they can use to influence  
the services they receive – especially after discharge.

–  Coordinating service improvements across the region by employing 
a dedicated neuroprotection coordinator responsible for ensuring 
that all babies receive the same standard of care, from birth to  
follow-up.

What difference will the project make to people’s lives?
 
‘Family-centred care is at the heart of every aspect of the project,’ 
explains Dr Austin. ‘There is nothing more stressful than having a 
newborn baby admitted to a neonatal intensive care unit. To then be told 
that the baby may have a brain injury is devastating. By ensuring that 
every infant receives the same high quality care and supporting the 
families through their journey, we will be able to make a real difference 
to their lives.’

‘My greatest hope is that we will have a system in place that will ensure 
that any infant born with HIE, regardless of when or where they are 
born, will be able to access the highest quality care, and that their 
families will feel supported right from the early days to the months  
and years ahead.’
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Why is this project needed?
 
To reduce the number of deaths from abdominal aortic aneurysm, the 
government has announced the National Abdominal Aortic Aneurysm 
Screening Programme. This programme aims to detect and treat at-risk 
aneurysms before they rupture. There are two types of treatment 
available – open surgery or endovascular stenting.

The success of the screening programme relies on a low death rate  
from treatment. A recent report identified that patients treated in the 
UK have a higher risk of dying, at 7.5%, than comparable patients in 
other European countries, which record a risk of 3 and 4%.7 If more  
than 5% of patients die as a result of surgery, then the benefits of 
screening are lost.8 This project intends to reduce the risk of death  
to a minimum, in order for the screening programme to be effective.

Who is involved?
 
The project is being carried out by the Audit and Research Committee  
of the Vascular Society of Great Britain and Ireland – the professional 
body representing vascular surgery. The committee’s Chairman is  
Mr David Mitchell, Consultant Vascular and Renal Transplant Surgeon 
at Bristol’s Southmead Hospital. He is one of a team of experienced 
vascular specialists. As well as having an interest in vascular surgery,  
he has expertise in the provision of vascular access surgery and is a 
co-author of the national care pathway for vascular access. The project is 
being run with three partner organisations: the Circulation Foundation, 
the Vascular Anaesthetic Society of Great Britain and Ireland, and the 
British Society of Interventional Radiology.

The team includes doctors, nurses and patients, and will seek opinions 
from a wide range of healthcare professionals. It also includes a lay 
member who will advise on quality and audit from a patient’s perspective.

Abdominal aortic  
aneurysm, improving 
outcomes for patients 
Abdominal aortic aneurysm is caused when the walls  
of the abdominal aorta – the largest artery in the  
abdomen – stretch, causing it to balloon in size. Between 
4 and 8% of older men are thought to have abdominal 
aortic aneurysm,6 but most do not produce symptoms. 
The main danger is that the aneurysm may rupture 
without warning, causing severe internal bleeding. Only 
25% of people survive after a rupture.6 Surgery is available 
to prevent this but it also carries a risk of death. This 
project aims to reduce the mortality rate of aneurysm 
surgery, to ensure that patients benefit from screening  
and treatment.

3
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What is the project setting out to do?
 
‘Abdominal aortic aneurysm, improving outcomes for patients’ aims  
to make surgery for abdominal aortic aneurysm as safe as possible, to 
provide the maximum benefit to patients and support the introduction 
of the National Abdominal Aortic Aneurysm Screening Programme.  
A large randomised trial run in the UK9 showed that it is possible to 
deliver this surgery safely by following certain protocols in selecting 
suitable patients preparing them appropriately and providing sufficient 
aftercare.The project has set a target of reducing mortality following 
abdominal aortic aneurysm surgery to 4% by 2013. This reduction 
would save 240 lives each year – not only ensuring the best standard  
of care possible to patients, but increasing the likelihood of success  
of the new screening programme.

How will it achieve this?
 
The project will achieve its aims through a range of activities.
–  Carrying out an organisational and clinical protocol survey and a 

patient survey. These aim to assess factors other than operative skills 
that can impact on clinical outcomes. All UK vascular centres will  
be invited to take part in the project.

–  Introducing best-practice protocols – for example, a traffic-light 
system designed to ensure that patients are only brought forward  
for surgery when they have reached their optimum level of  
physical fitness.

–  Auditing the extent to which the protocols are being adopted, and 
assessing patient satisfaction with treatment.

–  Targeting change in all centres, using those with excellent results  
as exemplars to improve outcomes in those centres with poor 
mortality figures. 

The project aims to repeat these cycles each year until the mortality  
rate has reduced to 4%. The members of the Vascular Society aim  
to embed quality improvement within their clinical activity.

The main challenge will be to fully engage all the clinicians who are 
involved in this area of surgery in a short space of time. A particularly 
important part of the work is to persuade the key players of the 
importance of entering accurate data into the National Vascular 
Database. This is essential, as it is only by gathering accurate data  
that the team can assess its progress towards the 4% target.

What difference will the project make to people’s lives?
 
‘This project will reduce the harm that can be caused by major surgery,’ 
says Mr Mitchell. ‘Although our focus is abdominal aortic aneurysm,  
we also expect the project to have beneficial effects in other areas of 
vascular surgery. This will have a huge effect on the lives of people with 
abdominal aortic aneurysm and their families. To put it into context: at 
present, about 6,000 people are treated each year in the UK, by surgery 
or endovascular stenting. If we can achieve a 4% reduction in mortality, 
this means we will be saving the lives of 240 people every year.’
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Rapid assessment and treatment leads to a better 
outcome for people who have had a stroke. This project 
seeks to improve the quality of urgent care for those who 
have had a stroke, and to ensure that people who have 
had a TIA are diagnosed, investigated and treated in  
a timely fashion and that they make lifestyle changes  
to reduce their risk of stroke. 

Why is this project needed?
 
Stroke is the third greatest cause of death in England. Of people who 
have had a stroke, 20 to 30% die within a month. Stroke is also the single 
greatest cause of adult disability, with 300,000 people in England living 
with moderate-to-severe disability as a result of a stroke. Stroke costs  
the NHS and the economy about £7 billion a year.11

The underlying causes and effective treatments for stroke and TIAs are 
well understood, but a significant proportion of patients who have had 
TIAs still go on to suffer a stroke. UK services are among the most 
comprehensive and expensive in Europe, but outcomes compare poorly 
with those of other countries, with unnecessarily long lengths of stay and 
high levels of avoidable disability and mortality.12 Many people do not 
recognise the symptoms of a TIA and are not aware of the risk of stroke 
following a TIA. This results in a delay in seeking medical attention. In 
addition, some healthcare workers do not treat TIAs on an urgent basis.

There is a need to improve the number, speed and accuracy of referrals 
to acute care, and to ensure that best practice is followed in urgent care 
of acute stroke wherever stroke is detected. Best practice states that 
everyone who has a stroke should have access to computed tomography 
scans within 24 hours. However, the 2008 National Stroke Sentinel Audit 
showed that only 59% of patients achieved this standard.13 Similarly, best 
practice states that patients should spend 90% of their stay on a stroke 
unit,14 but this only happens for 58% of patients. 13 

Optimising care pathways 
for acute stroke and transient 
ischaemic attack 
Every year approximately 130,000 people in England 
have a stroke, and an additional 20,000 have transient 
ischaemic attacks (TIAs), sometimes called a ‘mini-stroke’. 
Symptoms of a TIA are similar to those of a stroke but 
they generally resolve quickly, often lasting just a few 
minutes. There is now good evidence that the risk of 
suffering a full-blown stroke following a TIA is much 
higher than previously thought, and that the greatest  
risk is within the first few days after the TIA.10

4
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Meanwhile, it is unclear how far general practitioners (GPs) are working 
to implement risk-reduction approaches for patients at risk of stroke (for 
example, by helping them lower their blood pressure and stop smoking). 
Similarly, not all ambulance crews are using assessment tools to stratify 
stroke risk in patients with a TIA.14 

Who is involved?
 
‘Optimising care pathways for acute stroke and transient ischaemic 
attack’ is being run by a network of two primary care trusts (PCTs),  
three acute hospital trusts and the Ambulance Service, along with user 
organisations and academic expertise, in Coventry and Warwickshire. 
The network spans all six provider trusts and PCTs within a clearly 
defined community, and has a history of collaboration and quality 
improvement, also with academic partnerships, to feed in innovations  
in quality improvement, change management and patient involvement.

The team members include a range of medical and nursing clinicians, 
working alongside patient involvement experts, clinical leaders,  
experts in PRINCE 2 project management, governance advisers and 
service improvement managers. The project is being led and overseen  
by Dr Anthony Kenton, Consultant Neurologist at University  
Hospital Coventry.

What is the project setting out to do?
The project has two main aims:
–  to improve the quality of urgent care for everyone who has  

an acute stroke by implementing best practice 
–  to develop and implement an evidence-based pathway from urgent 

care through to secondary prevention for people who have had a TIA.

How will it achieve this?
In its aim to improve the quality of urgent care for stroke and speed  
of access to services, and to increase the number and accuracy of 
referrals to urgent care (particularly by ambulance staff). It seeks to  
do this by carrying out detailed evaluation and process-mapping to 
develop hyper-acute pathways for stroke. These will include protocols,  
operating systems and clear standards. Once this is done, it will work 
with clinicians and managers to raise awareness of the pathway and  
help them implement it, auditing their progress. A key part of this will 
involve promoting best practice, including on secondary prevention  
and self-care.

The work on TIAs will involve developing and implementing evidence-
based care for people who have had TIAs. This will include developing 
an agreed pathway of care for patients with a suspected TIA, improving 
rapid access to acute care, and providing and testing awareness-raising 
programmes for at-risk groups, such as members of black and minority 
ethnic groups, which have low levels of awareness of TIAs. 

What difference will the project make to people’s lives?
‘Our greatest hope is that we make a real improvement to stroke 
awareness, care and prevention in this area, and become a cutting-edge 
service from which others may learn,’ says Dr Kenton. ‘The project  
will result in a real reduction in morbidity and mortality. That means 
adding life to years – and years to life.’
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5 Why is this project needed?
 
Psychiatric services have a major impact on patients’ lives. Although  
the national networks have helped many individual services to put 
improvements in place, there are some areas of persistent and recurring 
problems. For example:
–  Life expectancy for people with schizophrenia is approximately  

15 years below average. This is mainly due to an increased risk of 
cardiovascular and respiratory disease.15 This is exacerbated by the 
adverse effects of medication used to treat the condition. If mental 
health services ensured that all patients prescribed antipsychotic 
medication had regular physical health checks, lives could potentially 
be saved and quality of life improved.

–  Young people with the most severe mental health problems 
sometimes benefit from a short admission to a mental health unit 
when they are in a crisis. There is often no bed available when it  
is needed, and this sometimes results in a young person being 
admitted to an adult ward or being denied admission at all.16 

–  Service provision for people with borderline personality disorders  
is patchy,17 with little or no treatment available in many parts of the 
country; let alone the specialised long-term therapy recommended  
by the National Institute for Health and Clinical Excellence (NICE).18

 

Who is involved?
 
The Royal College of Psychiatrists’ Centre for Quality Improvement  
will manage the ‘Using quality networks to improve mental health 
services’ programme. The work will be led by Dr Paul Lelliott, Director 
of the Royal College of Psychiatrists’ Centre for Quality Improvement, 
who has more than 20 years’ experience of clinical audit and clinical 
quality improvement at all levels of the health service.

Using quality networks  
to improve mental health 
services 
The Royal College of Psychiatrists has established 12 
national networks involving hundreds of UK mental 
health services that work together to meet recognised 
standards and improve quality. These include networks 
for mental health services for young people, for people 
with mental illness and offending behaviour, for 
therapeutic communities, and for mental health teams 
that prescribe medication The college has selected four 
of these networks to take part in a pilot to find ways 
to improve their capacity to bring about meaningful 
improvement, by designing and delivering tailored 
programmes that will effect change within services.
22  Closing the Gap through Clinical Communities Closing the Gap through Clinical Communities  23
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The four national networks are all lead by multi-professional teams 
which include senior clinicians and service managers. The networks  
also work closely with patient groups. The programme is supported  
by a range of partner organisations, including the Royal College  
of Nursing, the British Association for Psychopharmacology, the 
Association of Child Psychotherapists, and the charities Rethink  
and Mind.

What is the project setting out to do?
 
In the past, the emphasis of the networks has been on setting standards 
and measuring performance. This has been successful in identifying 
gaps in services. This current project seeks to take that further by 
developing interventions to help services meet those gaps by improving 
their quality and by focusing on the specific issues that have been 
identified. This project concentrates on the work of the following  
four networks.
–  The Prescribing Observatory for Mental Health, which seeks to 

improve the quality of prescribing practice for people with severe 
mental illness. Its work has included highlighting failure to follow 
NICE guidance on prescribing antipsychotic drugs.

–  The Quality Network for Inpatient Child and Adolescent Mental 
Health Services and the Quality Improvement Network for Multi-
agency Child and Adolescent Mental Health Services, both of  
which focus on young people’s mental health services. They argue 
that their respective services should be better integrated with each 
other, and have raised issues, such as insufficient access to clinical 
psychologists in inpatient units.

–  The Community of Communities, which quality assures and 
accredits therapeutic communities offering highly specialised 
psychological therapies for people with complex needs such as  
prison therapeutic services. Evaluation of the outcomes achieved  
for clients has been identified as a weak area.

How will it achieve this?
A new implementation team will analyse the cause of the deficits in 
quality that have been raised by the four national networks. It will then 
work with the teams managing the networks, and with the services that 
participate, to develop a tailor-made plan to address the problem. These 
intervention packages, which will draw on the evidence about what 
works in bringing about change in complex organisations, might include 
process redesign, ‘plan, do, study, act’ cycles, focused training, leadership 
training, team building, academic detailing and repeated audit and 
feedback, benchmarking and statistical process control.19 

Through its work, the implementation team will learn lessons  
about how best to help services to improve that can be applied  
through all 12 national networks managed by the Centre for  
Quality Improvement. 

What difference will the project make to people’s lives?
‘My greatest hope is that we can bring about change that is measurable, 
and that this change has a demonstrable impact on the quality of care 
and the quality of outcomes for patients,’ says Dr Lelliott. ‘If we can help 
improve services, patients will benefit. And if our tailored solutions 
work, then we might have piloted a method that can be rolled out  
to other areas of healthcare.’

‘We are aware that while we are a national body at the hub of these 
networks, change is a local issue. We can’t force staff to change the way 
they work or impel organisations to change the way they deliver care. 
But there’s often a feeling of helplessness. We want to instil among the 
clinical teams the belief that once a problem is identified, they can  
be effective in resolving it – developing a sense of agency.  ‘The main 
challenge is helping services to address these problems successfully 
despite many competing demands on the time of staff working in local 
services. Mental health services never stand still – there’s always a queue 
of priorities. Our task is to encourage services to push improvement  
to the top of their agenda.’
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Why is this project needed?
 
Brain tumour care in the UK has a serious shortcoming: the length  
of time it takes to diagnose. Children here wait up to three times  
longer for diagnosis than children in Canada and the USA.22 UK 
children are often unwell for two to three months before diagnosis 
and are often not diagnosed until they are at risk of death, or of severe 
neurological damage.23 

This delay is associated with long-term brain damage and visual 
impairment24 and causes unnecessary distress for the children and their 
families. Many children present repeatedly to healthcare professionals 
with symptoms and signs known to be associated with brain and spinal 
tumours.25 One study has shown that 59% of teenagers with brain 
tumours visited their GP four or more times with symptoms before they 
were referred. Families often say that they felt regarded as ‘time wasters’ 
and ‘neurotic parents’ and are extremely distressed by the prolonged 
symptom interval prior to diagnosis.26 

The fact that children elsewhere are diagnosed more quickly indicates 
that there is room for improvement, and leaves the NHS open to 
widespread criticism.

Who is involved?
‘Brain pathways: promoting earlier diagnosis of brain tumours in 
children’ is being run by experts at Nottingham University’s Children’s 
Brain Tumour Research Centre, in partnership with the Samantha 
Dickson Brain Tumour Trust and the Children’s Cancer and Leukaemia 
Group. The centre is the only children’s brain tumour research centre  
in the UK. It has made this issue a research priority, and is supported 
by the Royal College of Paediatrics and Child Health (RCPCH). It is led 
by Dr David Walker, Professor of Paediatric Oncology at the University 
of Nottingham and Dr Sophie Wilne, Senior Trainee in Paediatric 
Oncology, who was the clinical research fellow in the first part of this 
study and has an intimate knowledge of the project.

Brain pathways: promoting 
earlier diagnosis of brain 
tumours in children 
A quarter of all childhood cancer occurs in the brain. 
The condition affects more than 1 in 2,500 children,20 
and more children die of brain tumours than any other 
cancer. Long-term survivors of childhood brain tumours 
experience 10 times the disability of well children, and 
often require state or family support in adulthood.21  
This project seeks to ensure that brain tumours are 
diagnosed earlier, to reduce the risk of death or  
long-term brain damage.
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The team includes a number of acknowledged leaders in their field 
who are experts in the clinical factors affecting diagnostic processes 
in brain tumours. It combines this with a range of expertise in project 
management, research and communications. The team members have 
considerable experience in managing change and managing large 
projects, and have a strong understanding of NHS managerial values 
and attitudes.

What is the project setting out to do?
The team began work on this issue four years ago, with a project called 
Brain Pathways, which worked to assess current standards in the UK 
and drafted guidelines for brain tumour diagnosis, which were approved 
by the RCPCH.

This project seeks to take up where this earlier work left off. Its overall 
aim is to reduce the interval from symptom onset to diagnosis to less 
than five weeks – a standard comparable to the best currently published 
results in Poland and the USA. It seeks to do this by empowering 
children, young people and their families to work together with 
healthcare professionals to select the correct pathway for them,  
whether it be observation, early referral or reassurance.

How will it achieve this?
The project focuses on four main areas of work.
–  Raising awareness of symptoms that may indicate brain or spinal 

tumours in children, through targeted professional and public 
dissemination.

–  Developing a website to raise awareness among practitioners  
of brain and spinal tumours in children, and to support families, 
young people and healthcare professionals who are concerned 
about symptoms. It will provide authoritative information, a facility 
for users to provide feedback, and a system to help families and 
professionals decide on their preferred course of action.

–  Evaluating the impact of the programme, through professional  
and public awareness surveys, website feedback, national NHS  
two-week wait referral data and population-based audit of referral 
and symptom intervals by the UK’s network of Children’s Cancer  
and Leukaemia Group research and treatment centres.

–  Planning further development of the website beyond the life  
of the project, to reduce the median interval from symptom onset 
to diagnosis to less than five weeks.

What difference will the project make to people’s lives?
‘The current length of time before diagnosis means that a lot of children 
die unnecessarily,’ explains Dr Walker. ‘For those who do survive, the 
resulting brain damage can cause high levels of disability, which may 
affect their independence and choices in life. Both these scenarios cause 
a lot of unnecessary distress to children and their families, and makes 
them trust services less. If we can improve their cure rate, the outcomes 
will be simple: we can make sure more children survive, and that those 
who do are left with less severe disability and with services they feel  
they can trust.’
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Why is this project needed?
 
Blood-borne viruses are highly transmissible. They put individuals 
and their families at risk and pose a significant public health risk too, 
as they can spread quickly through communities. However, some 
are preventable: through vaccination (for hepatitis B), anti-retroviral 
medication (which can cure hepatitis C), and programmes such as 
needle exchanges, which help prevent transmission to others. Hepatitis 
B and HIV cannot be cured, but can be managed and treated. However, 
surveys have indicated a poor awareness of blood-borne viruses among 
those most likely to become infected.27 There is strong evidence that 
service users should be receiving screening and treatment,28 but the 
testing and vaccination rates are low.29 

Rates of blood-borne viruses are particularly high in people using drugs 
such as heroin and crack. However, people with alcohol problems are 
more likely to engage in risky behaviour, such as unprotected sex, and 
alcohol is a particular risk factor for those with hepatitis C as it speeds  
up the disease. This means that as well as targeting drug users, there 
is a need to engage people who are drinking heavily.30

Who is involved?
 
‘Preventing blood-borne viruses through clinical networks’ is being 
hosted on a day-to-day basis by a substance misuse team within the 
Central and North West London NHS Foundation Trust. The team 
is led by Dr Owen Bowden-Jones, Consultant Psychiatrist at Chelsea 
and Westminster Hospital. Other team members include experts in the 
field of hepatology, sexual health and substance misuse, from medical, 
nursing, policy and management backgrounds. There is a high level  
of service-user involvement throughout the project, and service users  
sit on the steering group. 

The project is operating with support from a wide range of local 
organisations, including Chelsea and Westminster NHS Foundation 
Trust, which includes the largest HIV unit in Europe, and the Imperial 

Preventing blood-borne 
viruses through clinical 
networks
People with substance misuse problems have 
disproportionately high rates of blood-borne viruses such 
as hepatitis B, hepatitis C and HIV. The vast majority of 
infection is among injecting drug users, through sharing 
needles. Infection can also be spread by activities such as 
sexual contact and tattooing. This project seeks to work 
through clinical networks and service-user partnership, 
to reduce the incidence of blood-borne viruses among 
people with drug and alcohol problems.
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College NHS Trust, which includes a regional liver unit at St Mary’s 
Hospital. The project also has links with the Hepatitis C Trust, the Health 
Protection Agency and Holloway and Wormwood Scrubs prisons,  
and has academic support from Imperial College.

What is the project setting out to do?
 
The project aims to reduce the incidence of blood-borne viruses among 
people with substance misuse problems. Its aims are:
–  to ensure that everyone who attends substance misuse clinics  

is screened for blood-borne viruses
–  to make sure everyone who needs a vaccine receives a full course  

of injections
–  to enable everyone identified as needing specialist treatment to access 

that treatment, and support them through the process.

How will it achieve this?
 
The project seeks to find new ways of working, by reconfiguring existing 
resources to provide a service that is more flexible and delivers care that 
is better tailored to the needs of service users and, ultimately, produces 
better health outcomes.
 
A key aspect of the project is its pioneering use of service-user feedback 
to drive the activities. Dr Bowden-Jones explains: ‘This project is based 
on the understanding that we will make little difference in treating 
people with substance misuse problems unless we base all we do on the 
views of those people.’
 
The project is divided into the following phases:

Phase 1: Providing screening for blood-borne viruses to all substance 
misuse service users, and developing systems for screening outside of 
these services. If someone is diagnosed as having a virus, this presents 
an opportunity to provide information and support to help them change 
their behaviour and reduce further risk to themselves and others.

Phase 2: Offering vaccination against hepatitis B to all appropriate 
substance misuse service users, to prevent infection.
 
Phase 3: Reviewing clinical pathways to specialist services for people 
with blood-borne viruses, and developing formal clinical networks 
between drug treatment, hepatitis and HIV services. 
 
Phase 4: Setting up a workstream on sustainability, to ensure that  
best practice continues beyond the life of the project and is disseminated 
to other organisations.
 
After the final phase is completed, the project will implement a 
comprehensive communication strategy, to publicise its outcomes  
and findings.

What difference will the project make to people’s lives?
 
Our overall goal is to save lives by changing the way that care is 
provided. ‘All three blood-borne viruses have a major impact on people’s 
lives,’ explains Dr Bowden-Jones. ‘HIV, if left untreated, can lead to 
multiple physical health complications. Meanwhile, hepatitis B and C 
can cause chronic fatigue, depression and increased risk of liver damage, 
advancing to liver failure and death. All three viruses develop over  
a period of years but are potentially fatal.’
 
‘Firstly, the project will hopefully prevent people from contracting 
blood-borne viruses. For those not yet infected, the project will 
encourage, through education, changes in behaviour to reduce risk  
of future infection. For people who do become infected, the project 
will ensure a clearer pathway into treatment, with more support to 
help patients maintain treatment. For example, it will explore options 
for establishing joint clinics, where the hepatologist comes to the 
substance misuse clinic so that patients don’t have to go to a potentially 
intimidating hospital. Other options include extending opening 
hours, to make services more convenient for patients, or linking newly 
diagnosed people with buddies, for peer support.’
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Why is this project needed?
 
Each GP practice has areas of risk that are of specific relevance to 
their own patients and staff, depending on factors such as the local 
demography. However, many practices lack experience and practical 
skills in implementing quality and safety improvement in the areas of 
high importance to them and the patients they care for. This project 
focuses on two common areas of risk, as an opportunity for practices  
to develop their skills and put in place processes for flagging up risk  
and preventing harm.
 
Heart failure is a common but life-threatening condition. There are 
clear evidence-based interventions and strategies in place to ensure best 
practice, but gaps have been identified in the quality of care.33, 34 A lot of 
patients are getting many of the interventions available, but it is not yet 
possible to say that 95% of patients are getting all of those available. 
 
Similarly, there is considerable evidence that prescription of high-risk 
medication frequently causes harm.32, 35 Much of this is preventable, but 
practices can find it challenging to reliably monitor this prescribing, 
which can make it difficult to reduce harm in this area.

Who is involved?
 
‘Improving quality and safety in primary care’ is being carried out jointly 
by a number of Scottish health boards, NHS Quality Improvement 
Scotland, NHS Education Scotland, Royal College of General 
Practitioners Scotland and University of Dundee, with Forth Valley 
Health Board acting as the host organisation and coordinator.
 
The multidisciplinary project team is being led by Dr Neil Houston, GP 
and Clinical Effectiveness Lead, Forth Valley Health Board. It includes 
clinical leaders in each area and offers a range of skills, including data 
management, governance, project management, quality improvement 
and performance assessment. The steering group includes two patients 
who have been involved in the project design, and will help with group 
work and evaluation.

Improving quality and safety  
in primary care
Two areas of health cause particularly high levels of ill 
health and harm to patients: heart failure and adverse 
reactions to prescription drugs. Heart failure affects  
1 to 3% of the population, and up to 10% in the very 
elderly. However, patients with heart failure are often 
under-treated.31 Meanwhile, 6% of hospital admissions  
are a result of adverse reactions to prescription drugs.32

This project seeks to enable 80 GP practices across four 
health boards in Scotland to improve their patient safety 
skills and quality of care, focusing on these two areas  
of clinical risk. 

8
34  Closing the Gap through Clinical Communities Closing the Gap through Clinical Communities  35



36  Closing the Gap through Clinical Communities Closing the Gap through Clinical Communities  37

What is the project setting out to do?
 
The aim is to support 80 general practice teams to identify and reduce 
risk and harm to registered patients. In the first instance, practices will 
be encouraged to focus on two specific areas of care:
–  patients with heart failure, with the aim of making sure all patients  

are receiving reliable, high quality care, and are trained in managing 
their own condition 

–  patients on high-risk medication, with the aim of ensuring that they 
are reliably monitored.

As a result of the project, the GP practices will develop their patient 
safety and improvement culture, and GP practice boards will develop 
their expertise in supporting practices to improve their care in a wide 
range of areas, through collaborative working, and in coordinating 
system-wide approaches to complex patient care.

How will it achieve this?
 
The project is setting out to improve quality through collaborative 
methodology and ‘small cycles of change’ methods, as well as by creating 
risk registers and improving the identification, recording, reporting  
and analysis of adverse events.

The heart failure aspect of the project will involve:
–  providing practices with training in identifying, reporting and 

reducing harm
–  improving the care of patients with heart failure within GP practices
–  increasing the number receiving optimal treatment, to reduce 

morbidity, mortality and hospital admissions due to heart failure.

In practical terms, this means improving patients’ quality of life by 
reducing symptoms of breathlessness, improving function, reducing 
hospital admissions and potentially lengthening their lives. 
 
The prescription drugs area of work will involve supporting the practices 
to improve their prescribing management and monitoring of patients 
taking high-risk medications.

What difference will the project make to people’s lives?
 
‘When patients are harmed, or are at high risk of harm, this causes a lot 
of worry and stress – not only for the patients and their loved ones, but 
also for those providing their healthcare,’ says Dr Houston. ‘If we can 
improve the way organisations work in order to reduce the risk of harm, 
we can make everyone’s lives better.’
 
‘My greatest hope is that the project enables practice culture to change. 
We want to see practices become proactive about identifying risk and 
identifying harm. Often, harm is not the result of individual clinical 
behaviour – it’s about shortcomings in the systems in which they work. 
We will help practices develop systems that can support better outcomes, 
enabling joint working between hospital and community health services. 
The patients will receive safer care as a result, and at the end of the day 
will have a better quality of life with fewer symptoms.’
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Why is this project needed?
 
Long-term survival rates for lung cancer patients are generally poor, but 
there are wide variations in treatment patterns and survival rates across 
the UK. Data from the Office for National Statistics in the 1990s showed 
an alarming fourfold difference in five-year survival rates for patients 
with lung cancer between the better and poorer-performing regions  
of England.37 More recently, the National Lung Cancer Audit has shown 
that patients in certain hospital trusts are almost five times more likely  
to have surgery than patients in others.36 

These variations do not seem to be explained by factors such as 
differences in how old patients are, how advanced the disease is at 
presentation (stage) or how unwell patients are, either due to the cancer 
(performance status) or other diseases (co-morbidities). This suggests 
that they may be due to ways of working.

Who is involved?
 
‘Improving quality of care and outcomes for people with lung cancer’  
is being run by the Clinical Effectiveness and Evaluation Unit (CEEU)  
of the Royal College of Physicians (RCP) and the National Clinical  
Audit Support Programme of the NHS Information Centre for  
Health and Social Care, working in partnership with the Roy Castle 
Foundation (a patient organisation), Macmillan Cancer Support  
and NHS Cancer Improvement.

At the core of the project is a multidisciplinary team that combines 
a wealth of clinical and management experience in the lung cancer 
field with skills in project management, data analysis, auditing, clinical 
effectiveness and patient involvement. The team is led by two members 
of the CEEU: Dr Ian Woolhouse, who is the operational clinical lead  
for the project, and Dr Mick Peake, who is providing clinical advice  
and linking with a variety of national initiatives.

Improving quality of care  
and outcomes for people  
with lung cancer 
Lung cancer is the most common cause of cancer death 
in the UK. The average length of survival from diagnosis 
is only six months. Between 85 and 90% of lung cancers 
are associated with cigarette smoking, but every year lung 
cancer claims the lives of more than 4,000 people who 
have never smoked.36

In the UK, around 38,500 people each year are diagnosed 
as having lung cancer, but wide variations have been 
identified in outcomes for these patients.36 This project 
seeks to determine the causes for these variations, and 
to address them, in order to make sure outcomes are 
improved for patients with lung cancer.
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What is the project setting out to do?
 
This project seeks to raise the standards of all multidisciplinary teams  
up to that of the best, to ensure major improvements in survival and 
quality of life for patients. Its ultimate aim is to draw on data from the 
National Lung Cancer Audit to help teams that work in this field to 
consistently improve standards of care and therefore patient outcomes. 
It will do this both in terms of clinical measures and more qualitative 
patient-reported perspectives of care.

How will it achieve this?
 
It is doing this by drawing on the available data to:

– identify the reasons for variations in lung cancer outcomes
–  apply proven quality improvement methods to target  

specific problems
– develop an educational programme for clinical settings
– gather patient-reported outcomes
– assess the impact of the changes.

The first part of the process is to identify the reasons for the variation in 
care between different lung cancer multidisciplinary teams. The project 
team will invite groups from hospital trusts with contrasting national 
lung cancer audit results to take part in a reciprocated, facilitated  
peer-review process, holding meetings and visiting each others’  
sites to assess each others’ strengths and weaknesses and to consider 
their performance.

A ‘problem statement’ will be drawn up for each team, to define  
the areas of quality improvement. The project team will use process 
mapping and local evidence-based interventions to develop ‘plan, do, 
study, act’ cycles focused on these key issues. The teams will be visited  
by a quality improvement facilitator or a project manager several 
times over the ensuing months, and their improvement assessed. The 
successful outcomes of these monitored interventions will be developed 
into formal standard procedures for each team, which can be adapted 
into common learning tools for a range of healthcare contexts.

A further strand of the project will involve working with the Roy Castle 
Lung Foundation and Macmillan Cancer Support to develop and begin 
to collect patient-reported outcomes for lung cancer patients, which  
can also be used to assess the impact of changes.

What difference will the project make to people’s lives?
‘Our greatest hope is that the outcomes for all lung cancer patients in 
England will reach the standards of the current highest-performing 
regions,’ says Dr Woolhouse. ‘Not only do we hope to increase the 
number of patients who receive treatment for lung cancer – we also  
hope to make the care they receive more patient-centred, by carrying  
out detailed interviews of what is important to them as they go through 
the lung cancer diagnosis and treatment journey.’
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Why is this project needed?
 
Cardiovascular disease affects 1.8% of the population each year,38 
through stroke, heart attacks and TIAs. People suffering from 
cardiovascular disease often have to contact emergency services,  
and two-fifths of acute heart attacks result in sudden death. 

Early and effective treatment can save lives, improve long-term health 
and reduce the risk of future disability.40 However, the UK death rate 
from coronary heart disease and stroke is still one of the highest in 
western Europe.401Ambulance services are well placed to deliver 
pre-hospital care, which could improve patients’ chances of recovery. 
However, the nature of these services, with widely dispersed clinical 
teams working under great time pressure, is a barrier to high quality  
care and its improvement.

This issue is particularly important because cardiovascular disease is a 
major health burden. Accounting for around two-thirds of premature 
deaths, cardiovascular disease also constitutes a major cost to the UK 
economy amounting to (£29.1 billion in 2004), with heart disease 
costing £8.5 billion and stroke £8.0 billion.42 Patients use ambulance 
services as the first line of care for emergency treatment and the first 
point on the pathway of care for cardiovascular disease. This makes  
it a priority for pre-hospital research and quality improvement.
 

Who is involved?
‘Improving the quality of cardiovascular care by ambulance services’ 
is being led by the East Midlands Ambulance Service NHS Trust in 
collaboration with the University of Lincoln. The project is supported  
by the National Ambulance Clinical Audit Steering Group, directors  
of clinical care and chief executives of English ambulance services,  
who together lead and drive quality improvement in the service.

The project team itself has wide experience in quality improvement 
methods, research and evaluation applied to ambulance services.  

Improving the quality  
of cardiovascular care  
by ambulance services
Cardiovascular disease is the most common cause of 
death in the UK. It includes heart attacks, strokes, and 
TIAs and accounts for almost two-thirds of premature 
deaths.38 There are various evidence-based interventions 
that can help prevent or reduce the seriousness of these 
events, saving lives and improving health.39 However, 
the UK continues to have very high rates of death from 
cardiovascular disease and stroke. 

This project aims to improve the delivery of pre-hospital 
(ambulance service) care for cardiovascular disease to 
improve services for people with heart attack and stroke. 
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It also has experience of strategic management, policy development, 
and coordination in research and audit. Members of the team have 
expertise in pre-hospital care, emergency medicine and translational 
research as well as service-user involvement. The team is led by Professor 
A Niroshan Siriwardena, who is the Associate Clinical Director at the 
East Midlands Ambulance Service NHS Trust and Professor in Primary 
Care at the University of Lincoln, and Anne Spaight, Head of Clinical 
Governance, Audit and Research at East Midlands Ambulance Service. 

What is the project setting out to do?
 
This project seeks to improve pre-hospital care for cardiovascular 
disease by using a care-bundle approach to ensure that every patient 
presenting with heart attack or stroke receives each element of optimal 
care. The care bundle for suspected heart attack includes aspirin, glyceryl 
trinitrate, pain scoring before and after treatment analgesia, and pain 
relief. The suspected stroke bundle will include the FAST (Face, arm, 
speech, time to call 999) test, and recording of blood glucose and  
blood pressure. 

The team aims to improve care for suspected heart attack and stroke 
from current levels of performance to over 70% of patients receiving 
every element of care, within two years of the start of the project. It also 
hopes to develop and improve patient-reported outcome measures for 
heart attack and stroke as part of this initiative, to make a real difference 
to the quality of care that patients receive and experience.

How will it achieve this?
 
Through the care-bundle approach, the project will seek to ensure 
that every patient presenting with heart attack or stroke receives each 
element of optimal care, as defined by evidence and national guidance.

The project team will start by assessing current standards, analysing the 
barriers and facilitators to improvement, and will then use improvement 
methods, such as change management and transformations methods, 
to put in place the care bundles and, ultimately, improve the quality of 
services. The team will work closely with frontline ambulance service 
staff to understand and deliver improvements in care.

What difference will the project make to people’s lives?
 
‘The project will make a real difference to people’s lives by improving 
the quality of care provided by ambulance service staff when they call 
an ambulance with a suspected heart attack or stroke,’ explains Professor 
Siriwardena. ‘Heart attack and stroke have a major impact on patients 
and those who care for them, causing death or long-term illness  
and disability.’

‘The very minimum that we expect to see as a result of this project is a 
significant improvement in care for suspected heart attack and stroke, 
and a greater use of quality improvement methods among front line 
ambulance service staff for increasing the effectiveness, safety and 
experience of treatment provided by ambulance services in England.’
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Why is this project needed?
 
Falls are probably the most significant area of patient safety, but this issue 
has often been overlooked in favour of others that have attracted more 
media attention. For example, we have seen a major focus on hospital-
acquired infections in recent years, although these are less common,  
and often less serious, than a bad fall in hospital.

Rates of falls vary significantly from one trust to the next. This may be 
partly due to the types of patients that are treated in different trusts, as 
more falls occur in frailer older patients with multiple co-morbidities. 
However, it is also thought to reflect differences in what staff are doing  
to prevent falls, or to record incidents.

Falls are often a marker of factors such as muscle weakness, postural 
instability, low blood pressure, certain drugs, poor eyesight, 
environmental hazards and agitation. As such, a fall should always 
prompt staff to reassess the patient, address risk factors and put strategies 
in place to prevent further falls. However, there is evidence that this  
does not always happen.45 

Who is involved?
‘The FallSafe Project’ is being run by the National Falls and Bone Health 
Programme. The team comprises an integrated, multidisciplinary team 
with the skills to cover all angles on this single but complex issue. The 
team includes a range of professionals working with patients with falls, 
and two internationally published experts. The programme leader 
is Adam Darowski, Clinical Director of the National Falls and Bone 
Health Programme at the RCP and Consultant Geriatrician, University 
Hospitals Birmingham NHS Foundation Trust.

The project is supported by the following partner organisations: the 
Royal College of Nursing, the National Patient Safety Agency, South 
Central Strategic Health Authority, the British Geriatrics Society,  
and the patient safety charity Action Against Medical Accidents.

The FallSafe project  
Accidental falls are the most commonly reported patient 
safety incidents in NHS hospitals. More than 200,000 
hospital falls are reported in England each year,43 
though the actual figure is thought to be much higher. 
Falls can lead to injury, including fractures and head 
injuries, as well as impaired confidence, anxiety and 
poor rehabilitation, and are a frequent factor in patients 
needing long-term care.44 However, there is evidence that 
the risk of falling in hospital can be reduced and that these 
often simple interventions are commonly omitted. This 
project seeks to find the best way to ensure that simple 
guidelines are implemented in hospital wards to reduce 
the incidence of falls.
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What is the project setting out to do?
 
The project seeks to reduce levels of inpatient falls, by helping hospital 
wards to introduce evidence-based assessments and interventions, 
and monitoring their impact. Participating wards will commit to 
monitor falls regularly, complete an assessment of the organisation 
and environment of the ward, put in place an evidence-based falls care 
bundle for older people who fall or are at risk of falling, and to use 
the ‘plan, do, study, act’ cycle and critical incident analysis approaches 
to improve the quality of care. Patient involvement runs through the 
centre of the project, and patients will be asked to comment on the falls 
prevention they receive and also on the care they experience after a  
fall. The resulting reduction in falls is expected to both improve care 
quality and reduce costs.

How will it achieve this?
 
Participating staff will be expected to use a care bundle, which means 
going through a checklist of actions with each patient admitted to  
the ward. They include making sure that patients:
– have the right walking aids available, and that they can reach them
– wear the appropriate footwear
– have their glasses with them
– know where the bathroom is
–  are not taking medication that will make them more liable to fall, 

such as sleeping tablets.

Staff will be encouraged to use the checklists on a regular basis, and  
their performance will be monitored and the causes of any falls analysed. 
The team will identify a ‘falls champion’ in each ward, who will be 
responsible for encouraging their colleagues to make changes, bringing 
everyone up to a certain standard of care. The falls champion will be 
allocated some time away from their usual clinical role to allow them 
to do this properly. Changing the way people work means imposing 
cultural change, so a key part of the project involves winning hearts  
and minds. 

For the project to work, the team wants to ensure buy-in from board 
level, ownership among staff at the grassroots level, and involvement 
from patients, their relatives and carers. 

An important part of the initiative will be shared learning, through 
the strategic health authority, professional networks, and the Health 
Foundation itself. This will continue beyond the life of the project.

The project will be run on a relatively small scale, but aims to show that 
it is possible to improve safety and reduce the risk of falling without 
increasing cost. The team hopes that the initiative will be sufficiently 
successful that it can be rolled out to other wards in other areas, and  
that the methods used will be transferable to other areas of healthcare.

What difference will the project make to people’s lives?
‘We can reduce the number of falls in hospital, and the most obvious 
result will be the reduction in unnecessary injuries and even deaths,’ 
explains Dr Darowski. ‘It also means helping patients avoid indignity, 
anxiety, and extended rehabilitation periods. People often think that 
falling over is simply an unavoidable part of life for older people. Our 
challenge is to persuade people to be more positive about working 
to prevent falls and when people do fall, ensuring we prevent it from 
happening again.’
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improve the quality of healthcare in the UK.

We want the UK to have a healthcare system of the highest possible quality  
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the way they work.
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