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SAFER PATIENTS NETWORK: EVALUATION

The Safer Patients Network was created as a way 
for participants in the Health Foundation’s Safer 
Patients Initiative to continue to engage with each 
other after the programme had ended. The Safer 
Patients Initiative ran from 2004–2008. It was the 
first major improvement programme to address 
patient safety in the UK and was designed to 
provide hospitals with the skills and expertise to 
close the gap between knowledge of best practice 
and its actual implementation.

Participants strongly felt that the interventions 
implemented as part of the initiative had delivered 
benefits for patient care and the new network 
was set up as a way to sustain and extend these 
achievements. The Safer Patients Network was 
supported by the Health Foundation and the 
Institute for Healthcare Improvement to ensure a 
smooth transition from the intensive programme 
of interventions to address specific clinical harms, 
which was a feature of Safer Patients Initiative, to a 
less formal mechanism to build and share learning. 

The independent evaluation of the Safer Patients 
Network, reported here, aimed to determine to 
what extent it succeeded in transforming the Safer 
Patients Initiative from a successful collaborative 
to a self-sustaining, member-driven network 
committed to continually improving patient safety 
within the member organisations and beyond.

This report makes a very timely contribution 
to the discussion on how to engage healthcare 
staff in safety improvement activities. As the 
NHS continues to face unprecedented financial 
pressures, networks are increasingly being seen as 

a cost-effective way for staff to learn and share best 
practice and a huge variety of new networks are 
springing up. This report considers the successes 
and the challenges in engaging a critical mass of 
participants. The findings will be of particular 
interest to policy makers or managers seeking to 
create widespread change in safety management 
practice, as well as those interested in the role 
networks can play for clinical staff.

The evaluators found that making the transition 
from a structured programme of specific 
interventions to a self-supporting network requires 
considerable thought. When the Safer Patients 
Network started, it transpired that there was little 
understanding of how the nature of the community 
of practice would change once the intensive 
support was withdrawn and how this would affect 
the desire to participate. The findings illustrate the 
importance for a network to have clarity of purpose 
and a defined way of operating. They also raise the 
question of whether professional networks work in 
the same way as social networks. 

The evaluation emphasises the need to consider 
the range of other networks and communities of 
practice that are available to potential participants. 
The majority of the Safer Patient Network 
members were simultaneously keyed into many 
other networks and initiatives, both individually 
and organisationally, and the network faced a 
challenge in presenting itself as adding value. Any 
new communities of practice or networks will be 
competing in a crowded market and will need to 
clearly articulate the gap that they are filling. 

Health Foundation 
commentary



   THE HEALTH FOUNDATION

The broad focus of the Safer Patients Network had 
unexpected consequences. While it was attractive 
to people working in patient safety officer and 
governance-type roles (who developed a strong 
community of practice and greatly benefitted 
from the network), the focus was too removed 
from clinical interventions (a key strength of the 
Safer Patients Initiative) to engage the majority of 
staff who deliver direct patient care. The fact that 
frontline staff did not engage meaningfully with 
the network illustrates the limitations of assuming 
that organisations are coherent systems in which 
one group of staff can successfully represent the 
whole organisation. This resulted in little evidence 
that the Safer Patient Network’s activities were 
widely known within participating organisations 
and consequently the implementation of related 
improvement projects was chequered and often did 
not reach a critical mass. 

This evaluation appears to show that a shared 
purpose around a concrete area of practice is 
crucial to a network’s success. The experience of 
the Safer Patients Network demonstrates the need 
to present improvement projects in such a way 
that they appeal to the people who have to deliver 
the interventions. Where the network developed 
activities with a specific clinical focus, such as the 
‘Pass it on’ collaborative, there was a strong sense of 
shared purpose and clearly articulated aims which 
engaged and held the attention of the participants. 

The contrast between a small number of people 
engaging with the broad focus on patient safety 
and the wider participation of people concentrating 
on a specific clinical intervention is something 
that we have seen in other Health Foundation 
programmes. It has implications for the way in 
which improvement communities are developed in 
the future. A community based on quality or safety 
improvement methods alone is likely to be shared 
by a relatively small number of people; frontline 
clinical staff are more likely to engage with applied 
projects that relate to a problem that is ‘real’ to 
them in their everyday working lives.

Communities of practice (in which members who 
would not normally work together cooperate to 
achieve a task) and networks (in which member 
connect but may not work on similar projects) 
can be a cost-effective way of providing ongoing 
support to local practitioners seeking quality and 
safety improvement in healthcare. This report 
suggests that where there is a strong common 
purpose, a sense of community emerges as 
effectively in a virtual community as it does in a 
face-to-face community. However, the tension 
between the general principles of improvement and 
the need to relate the network to people’s working 
practice remains a challenge for the spread of 
innovations. 

One solution to bridge this dichotomy proposed by 
Wenger (1998)* is to create a ‘constellation of inter 
related communities of practice’ that individually 
focus on specific change and together embrace the 
broad goal of safety improvement. By illustrating 
the factors that contribute to the creation of a sense 
of community, this evaluation report offers change 
leaders some practical suggestions for sustaining 
spread of good practice that will be applicable 
across a range of networks.

The Health Foundation will be drawing on the 
findings of this evaluation to inform our plans for 
the future. We are developing an online patient 
safety resource centre which will be launched in 
2013. The centre will provide knowledge, practical 
tools and best practice around safety. We will 
encourage communities of practice to emerge 
around topics that are meaningful for participants 
as we explore the most effective ways to connect 
healthcare practitioners to thought leaders and to 
each other.

 
Dr Elaine Maxwell 
Assistant Director 
The Health Foundation

* Wenger E. Communities of Practice. Learning, Meaning and Identity. 
Learning in Doing: Social, Cognitive, and Computational Perspectives. 
Cambridge University Press, Cambridge, 1998.
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Executive summary 

This report presents the independent evaluation of the Health Foundation’s Safer Patients Network 

programme. The evaluation was undertaken by a team from Cardiff University and the York Health 

Economics Consortium. It aimed to determine to what extent the Safer Patients Network (SPN) had 

transformed the Safer Patients Initiative (SPI) from a successful collaborative to a self-sustaining, 

member-driven network committed to continually improving patient safety within the member 

organisations and beyond. 

1. The Safer Patients Network 

In May 2009, SPI organisations were invited to apply to join the SPN and to commit to investing 

‘senior leadership time and attention in addition to that of clinical and managerial staff.’ Key contacts 

and data leads representing 18 organisations attended a launch call in June 2009 following which they 

undertook barrier analyses within their organisations. The network consisted of: 

• a Community of Practice (COP), with access to: virtual Community meetings, Cutting Edge calls, a 

clinical dashboard, a LISTSERV and annual learning events 

• two ‘Pass it on’ collaboratives, in which member organisations shared expertise with others 

• two waves of Innovation projects, in which member organisations were supported to utilise 

rapid cycle improvement methods to achieve an innovative solution to an identified problem. 

2. About the evaluation 

Using a soft systems approach the evaluation team attempted to meet the aim of the study from four 

perspectives – the literature, the network, member organisations and outcomes data.  

Literature focus 

We undertook an extensive, systematically-conducted review of the literature in the areas of learning 

networks, communities of practice, research and development (R&D) networks and collaboratives. 

Network focus 

Data were collected by: 

• non-participant observation of all calls, LISTSERV exchanges and face-to-face events  

• stakeholder interviews  

• two web-based surveys 
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• observation of all public activities of one ‘Pass it on’ collaborative mentorship group and one 

innovation project in each wave; interviews with those involved and collection of documentation 

• analysis of LISTSERV content. 

Organisational focus 

We undertook case study visits to five member organisations engaged in SPN and three organisational 

beneficiaries of the ‘Pass it on’ collaboratives. 

Outcomes focus  

We undertook: 

• analysis of the monthly clinical dashboard data  

• gathering evidence of improvement at the completion of the collaborative and documentary 

evidence of improvement achieved through the Innovation projects 

• review of evidence submitted by teams in their storyboards for the Learning Events. 

3. Learning for the future 

The findings of the evaluation identified a number of important lessons from the SPN that should be 

considered by similar programmes in the future. 

Understand competing priorities 

Carefully consider the timing of the launch of a new network in order to maximise its potential. With a 

number of other local, regional and national quality initiatives live at any one time, networks must 

demonstrate that they add value or participation will be poor. An early win for member organisations 

is important to justify the investment of time required for network development. 

The growing diversification of healthcare delivery across the four countries of the UK must be 

recognised in network design and development. 

Careful consideration should be given to ensuring that the activities offered by networks encourage 

maximum participation. For example, choose a time for calls or webinars that are appropriate and 

accessible for the users – if these are aimed at clinical staff then they need to take place outside 

normal clinic and surgery hours and be promoted accordingly.  

Data collection should be minimised as this requirement can put a significant strain on organisations. 

Target and support the right participants 

When establishing and managing networks in a healthcare system think carefully about who the 

network is intended for and what type of participation is required. Depending on these, decide at the 
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outset how membership is organised and how new members join. Appointing gatekeepers will restrict 

the growth of a network. 

If members are expected to influence networks, they will require clear systems or processes to 

consult within their own organisations and make the decisions required.  

If a network represents a new phase of an initiative or programme, think carefully about how to align 

or link with that earlier work. It will also be necessary to manage the expectations of members. 

Complex networks with different strands are likely to confuse participants.  

Virtual vs face-to-face interactions 

First impressions are crucial to the assessment of a network and subsequent membership growth. 

Notwithstanding an appreciation of the value of virtual networks, face-to-face meetings are an 

important component of the formation of a successful community of practice. 

The virtual collaborative model can be successfully run by experienced clinical teams, given time, 

expert support and basic equipment. The expertise developed in mentor sites during the collaborative 

could be used more broadly. 

If a network uses a website as a hub, the pages should be easy to navigate, hold useful, relevant and 

searchable information, and be regularly updated. The technical platform selected should be 

compatible with NHS firewalls and require minimal downloads.  

Successful communities of practice  

If a network adopts a community of practice model, then this should be developed by the end users. 

For example, within SPN, the Community of Practice was developed by those who were already 

knowledgeable about and skilled in improvement methods. Therefore it was not designed as a vehicle 

for capacity building. 

Successful collaborations 

The collaborative model is successful in providing support and sharing solutions to overcome barriers. 

To achieve the progress within tight timescales, these types of projects need careful management, 

mentorship and support by experts. 

Regular network opportunities to report, present and celebrate interim and final success are 

important for maintaining momentum. 
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1 Introduction to the Safer Patients Network  

1.1  Background 

The Safer Patients Network (SPN) was conceived in the concluding months of the Health Foundation’s 

Safer Patient Initiative (SPI), which had, over a five year period, engaged a total of 24 healthcare 

organisations from the four countries of the UK. These organisations had, under the guidance of the 

US Institute for Healthcare Improvement (IHI), sought to embed a series of bundles of care designed 

to reduce the incidence of specific adverse events such as ventilator associated pneumonia and 

central line infections. The underpinning theory of change stressed the need for a visible and 

committed leadership working with staff to improve care. To that end, senior leaders and key staff 

attended regular learning sets during which supportive relationships with peers in other organisations 

had been established. The impact of the changes in clinical activity was assessed by rigorous collection 

of data submitted to a common database on an extranet site managed by the IHI. As the second wave 

of the SPI came to an end two workshops were held to determine what, if any, further support was 

needed by SPI organisations to help them to continue their improvement work. What emerged clearly 

from the discussions was the desire for the continuing opportunity to engage with each other, the IHI 

and the Health Foundation. 

In December, 2009, the Health Foundation, following a tendering process, commissioned a team from 

the Universities of Cardiff and York to evaluate the SPN. 

1.2 The development of the SPN 

In November 2008, a paper was presented to the board of the Health Foundation proposing the 

establishment of the SPN. The paper described the aim of the network as:  

“supporting sustained improvement activity within the organisations and of building a collaborative of 

the most expert organisations in the UK to generate new knowledge and practical expertise which 

would be in the service of the wider system.”  

Specifically, it was hoped that the network would grow a new generation of individuals competent in 

the use of improvement methods and create a supportive environment in which the relationships 

forged during SPI would be nurtured and would flourish. Additionally, member organisations would 

have opportunities to have training in rapid cycle innovation techniques that would address patient 

safety problems, and mentoring techniques designed to equip them to spread improvement 

methodology within and outside the network. It was envisaged that the initial network would consist 

of SPI organisations only but that in due course the network would be opened to others in the NHS. 
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The paper presented to the Board contained a clear exit strategy in which it was envisaged that the 

network would be self sustaining and self financing by the end of the three-year period. 

Having received the board’s approval, the Health Foundation engaged the IHI as technical provider. In 

the spring of 2009, healthcare organisations that had been engaged in SPI were invited to apply to 

join the network and to commit to investing “senior leadership time and attention in addition to that 

of clinical and managerial staff.” Representatives of eighteen organisations attended a launch call in 

June 2009, where key contacts and data leads were identified and a barrier analysis subsequently 

undertaken within each organisation. Monthly Community calls were instigated both to support this 

process and to keep members engaged in the development of the network. After an all day face-to-

face meeting of key contacts and others in September 2009, three member-led workgroups were 

established to manage aspects of the network as follows. 

• The aims and drivers group, later named the Learning from our Performance group, charged 

with developing a common dataset (the clinical dashboard ).  

• The Learning Event planning group, which convened in the weeks before each of the two 

events, to plan the agenda and logistics.  

• The Compelling Messages group, whose terms of reference were to develop a 

communications strategy.  

An interim management group, composed of the chairs of the above groups, gave way to a leadership 

group formed from a group of senior leaders, after the first (2010) Learning Event.  

The network itself was developed as proposed, using a WebEx platform and consisting of: 

• A Community of Practice (COP), having access to: 

– monthly virtual Community meetings  

– quarterly Cutting Edge calls 

– a clinical dashboard  

– a LISTSERV facility that allowed members to communicate with all other members 

through email 

– annual Learning Events. 

• Two ‘Pass it on’ collaboratives, in which member organisations shared expertise with others. 

• Two waves of Innovation projects, in which member organisations were supported to utilise 

rapid cycle improvement methods to achieve an innovative solution to an identified problem. 

A timeline for the introduction and development of the various strands, and the temporal relationship 

with the evaluation is shown in figure 1.1.  
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2 The study 

2.1 Aim  

To determine to what extent the Safer Patients Network (SPN) has transformed the Safer Patients 

Initiative (SPI) from a successful collaborative to a self-sustaining, member driven network committed 

to continually improving patient safety within the member organisations and beyond. 

2.2 Objectives 

1. To describe and document the story of the SPN.  

2. To observe and reflect on the emergent nature and properties of the network.  

3. To understand the extent to which the SPN has mobilised learning across boundaries and 

embedded a culture of learning, both within and outside of member organisations.  

2.3 Additional questions 

During the two years of this project, we worked to three different protocols. Because the original was 

written purely on the basis of the invitation to tender process and without any access to network calls 

or evolving thinking, we undertook to submit a revised project initiation document (PID) within the 

first six months of engagement with the SPN. This document, first submitted in May 2010 and 

finalised after much discussion with the Health Foundation in August of that year, sets out the 

objectives (see 2.2 above) on which all of our data collection up to the end of June 2011 was based. At 

that point we were advised that because the revised SPN format would necessitate a new evaluation 

tender, a new PID was required and the project end was brought forward by nine months to 31 

March, 2012. The questions introduced in July 2011 and further revised in November of that year 

form the basis of this report: 

• What is the story of SPN? How did it develop in years one and two? 

• Was there active engagement within the network across its membership during years one 

and two? 

• To what extent have collaborating sites demonstrated improvements in patient safety in the 

clinical area on which the collaborative focussed? 

• How can networks facilitate improvements to patient safety? (Use practical examples from 

SPN and its strands).  

• How can networks mobilise/spread knowledge within participating organisations? How can 

they do this more effectively? (i.e. beyond the teams directly involved as key contacts or 

‘Pass it on’, Innovation teams) How can it be improved? 
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• To what extent are sites able to sustain and/or spread to other wards/sites the 

improvements they have demonstrated?  

• The degree to which sites have been able to grow their own ability to lead the work over 

time?  

• What can be learned from the SPN about overcoming the barriers to spread and 

sustainability of QI interventions? 

• How can networks provide continuous learning about how patient safety is embedded within 

the culture of member organisations? 

• How do the findings from the SPN evaluation broaden our knowledge on the properties of 

networks?  

• What benefits does an organisation joining the network gain over an individual joining? 

• What are we learning about the methodological approach to evaluating networks? 

• What generalisable learning is there to develop virtual networks in the health service in the 

future? 

2.4 Research approach 

At the core of the risk movement is the recognition that errors are almost always the result of a 

failure in systems design rather than in individual performance. Traditional (hard) systems 

methodology assumes the existence of an external system or organised set of interdependent 

processes that can be identified, deconstructed and reassembled (or ‘engineered’) to improve the 

quality of outputs. Whilst this approach of hierarchical decomposition1 had worked well in the 

development of a number of industries, recent thinking has suggested that healthcare systems can be 

better characterised as complex adaptive systems1 defined as: 

“a collection of individual agents with freedom to act in ways that are not always totally predictable, 

and whose actions are interconnected so that one agent's actions changes the context for other 

agents.”2 

Complex adaptive systems are said to have fuzzy boundaries, inherent unpredictability and non-

linearity resulting from the fact that individual agents take actions based on internalised rules and are 

intelligent, adaptable, and capable of novelty.1 The study of such complex systems lends itself to the 

use of soft systems methodology (SSM)3, which, unlike traditional methods, does not assume a visible, 

definable and predictable externality. Indeed it assumes that the studied agents and their ties to 

different systems are complex, messy and unpredictable. Instead of positing the existence of a 

defined entity (like a learning network), we instead work with the situation in which people find 

themselves, which may or may not be influenced by the activities on which the study focuses.  
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SSM uses the CATWOE formula to define the following groups – all represented in our sampling frame 

for the case studies, or, in the case of the environmental factors, taken into account in our exploration 

and analysis:  

 

• Customers who were expected to be the recipients of knowledge and techniques to improve 

patient safety: clinicians, ward leaders, pharmacists and those leading improvement projects.  

• Actors who were assigned to represent their organisation in the development, promotion 

and facilitation of the network: key contacts, data leads and SPN core team members.  

• The Transforming process: the Community of Practice with its Community and Cutting Edge 

calls, its clinical dashboard and the Learning Events.  

• The Worldview that the network would act to build new capacity in the use of improvement 

methods and would create a cadre of high performing organisations. 

• The Owners who had the power to disengage from the network or prevent staff from 

engaging in it: chief executives and senior leaders. 

• Environmental factors which are taken as given: government imperatives, reorganisations, 

fiscal constraints, staffing levels, etc. 

 

It suggests that a rich picture be developed to demonstrate the interdependencies between actors, 

their disparate perceptions of the problem and the impact of the intervention. SSM also posits the 

need for three analyses. The first is of the intervention itself, (in this case the SPN as it is shaped by its 

members) and the activities of its agents, the key contacts. In this analysis, inter alia, we explored the 

features of a successful network as set out by Wilson-Grau and Nuňez4 – democracy, diversity, 

dynamism and performance. The second, the social analysis, examined the social network into which 

the network was introduced. The third analysis related to the political situation (attitudes of power 

brokers) both inside and outside the organisation and their degree of alignment with the goals of 

improvement.  

 

2.5 Methods 

In summary, the methods adopted were as follows:  

2.5.1 Literature focus  

We undertook an extensive, systematic review of the literature, designed to answer the following 

questions.  

• What is the relationship between a professional network and a learning community? 
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• What is the evidence that learning communities play a key role in knowledge mobilisation 

and utilisation? 

• What are the key features of successful networks? 

• How far can network theory, as applied to other environments, describe and explain the 

behaviour of this network? 

• How are learning communities used by their members? 

• Are there known characteristics of people who are attracted to networks and/or 

communities of practice? 

• What is the evidence of competitive advantage offered by networks? 

• What is the evidence of best practice in relation to inter-organisational mentoring and 

collaboratives? 

The search terms used, databases searched and the complete review were published in the third 

interim report.5 

2.5.2 Network focus  

2.5.2.1 Observation  

We observed all timetabled virtual and face-to-face meetings and Learning Events of which we 

became aware from our admission to the SPN in February 2010 to the final celebration event in 

November 2011. This included attendance on: 

• Community calls 

• Cutting Edge calls 

• Open space calls 

• Learning Event planning calls 

• Learning from our Performance calls 

• Learning Event May 2010 and March 2011 

• Celebration event November 2011 

• Leadership calls and meetings 

• ‘Pass it on’ collaborative learning sets and follow-up calls, meetings with improvement 

advisors, huddle calls, milestone reviews and face-to-face events, including the celebration 

event 

• Innovation calls, including set-up, joint and huddle calls, face-to-face set-up events, 

presentations by the participating organisations to the IHI’s research and development (R&D) 

committee and the celebration event. 

2.5.2.2 Interviews with key stakeholders, including key contacts  

We undertook to interview key stakeholders in the SPN, defined as all key contacts in trusts and 

health boards between February and June 2010. Interviewees were sent the question schedules in 

advance so that they had time to think about the questions. We conducted face-to-face interviews 
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with a total of 26 key contacts and others in all 18 member organisations and one telephone 

interview with a key contact who declined to meet. Four respondents had indicated that other 

members of the team wished to participate and so these meetings were conducted as group 

interviews. Among those interviewed were two assistant medical directors (patient safety), one acting 

director of nursing, one senior pharmacist, two improvement managers, one assistant director of 

patient experience, one audit manager and one knowledge manager. The remainder had titles that 

involved clinical governance, clinical risk or patient safety (n=17). 

Consistent with the three analyses utilised in Soft Systems Methodology (SSM) we conducted the 

initial interviews with a view to undertaking:  

• a preliminary analysis of the views of key contacts in relation to the nature of the 

intervention itself (the network)  

• a social analysis to reveal the extent that staff, other than the key contact, were engaging 

with the network 

• a political analysis to determine the political context and the disposition of power in relation 

to improvement work and engagement in the network.  

The framework for the interview questions was derived from the conceptual framework proposed by 

Wilson-Grau and Nuňez, which examines effectiveness, diversity, dynamism and democracy. The 

questions and their relationship to Checkland’s analyses were published in our first interim report6 

and can be viewed as Technical Appendix 1.  

We also interviewed by telephone a total of six key people, from both the Health Foundation and the 

IHI, who had been involved in the setting up of the network. All interviews were either recorded and 

transcribed or notes were taken and sent to the interviewee for correction or validation (in one case). 

These interviews form the basis from which the story of the network prior to our involvement has 

been compiled.  

2.5.2.3 Documentary evidence 

The Health Foundation made available to us a selection of documents relating to the establishment of 

the network, including application forms for the SPN, the Innovation and ‘Pass it on’ collaborative 

streams. We obtained minutes and records of early calls from the network website, accessed data 

posted on the website – such as the early barrier analyses carried out by member organisations – and 

received one draft final report from our main ‘Pass it on’ collaborative site. We had no access to 

information about the contract with the IHI, nor details of the success criteria incorporated into this. 

2.5.2.4 Network participation data  

After our admission to the network in February 2010, we collected data on numbers of call attendees 

and participating organisations from the attendee list on WebEx and from information given by call 

participants. We identified three distinct categories of participants:  
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• faculty: those from the IHI or member organisations in the US (normally making 

presentations), the Health Foundation and ESPNET  

• SPN organisations 

• non-SPN organisations.  

2.5.2.5 

Two surveys were carried out, in September 2010 and 2011, which were both emailed to members 
and made available via the web. The first (Technical Appendix 2) was sent to all members listed on the 
SPN website and those who had attended the first Learning Event and had the following purposes: 

SPN member surveys 

• to construct a demographic and professional profile of those who have engaged in network 

activities 

• to determine engagement in the SPN and in other patient safety campaigns and activities 

• to assess the degree of agreement about the nature and purpose of the network 

• to assess the extent of agreement with views expressed during the stakeholder interviews 

• to determine whether the Learning Event impacted on participation in network calls  

• to assess whether ideas and techniques are spreading within the network  

• to determine whether declared intent has translated into actual change. 

The final version of the first survey was distributed with a covering email to 314 SPN members 

immediately after the September 2010 Community call. It could be completed by returning the 

electronic version, printing and posting a hard copy or by completing the version available on the York 

Health Economics Consortium website. Initially we allowed two weeks for completion but this was 

further extended to encourage increased participation. Follow-up emails were sent out directly to 

non-responders as well as through the LISTSERV mailing. An organisation-specific email was also sent 

to key contacts asking them to encourage their members to participate and informing them of the 

number of surveys that had been sent to and received from their organisation. The second, shorter 

survey (Technical Appendix 3) was sent to a sample of active members only. Using the same delivery 

and completion strategy as the first, it was designed to inform the future development of the SPN. It 

collected views on the topics on which the SPN should focus and also on barriers to participation. 

Despite a choice of modalities by which to complete the first survey and a series of attempts to draw 

the attention of members to it, only 52 completed surveys were received by the closing date of 

December 6, 2010 – an overall response rate of 17%. The second survey was sent to active SPN 

members only, defined as those who had participated in two or more Community and/or Cutting 

Edge calls and/or had attended both SPN Learning Events in Manchester. Ninety-seven surveys were 

sent out, and with 36 surveys completed, the response rate was 37%.  

2.5.2.6 

Email exchanges via the LISTSERV during a 15-month period from October 2010 to December 2011 

were analysed as part of the evaluation of the SPN. A total of 230 separate emails were analysed in 

Analysis of a sample of LISTSERV activity  
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relation to the topic: the content of the exchange; the frequency of exchanges; and the roles of 

individuals participating in the exchanges.  

2.5.2.7 

A sample of six case study organisations was initially drawn from a matrix incorporating the four 

countries of the UK, and including a mixture of first and second wave SPI sites. We also ensured 

involvement of organisations that had more than one acute hospital site and included two with 

involvement in innovation work. Two ‘Pass it on’ collaborative mentoring and two participating 

organisations also featured in the sample. Once the list of case study sites had been agreed with the 

Health Foundation, the Chief Executives of all six were contacted, and when initial consent was 

received, approval was sought and gained from research governance units or leads. Initial telephone 

appointments were scheduled with the key contacts to draw up a list of interviewees from all 

members registered on the SPN extranet. We succeeded in arranging visits to only five of the six 

organisations. The sixth organisation required researchers to engage in a lengthy process to obtain a 

time-limited honorary contract, which we twice renewed, but the key contact then failed to respond 

to repeated requests for an initial set-up interview.  

Case studies  

We wished to interview people who could provide evidence of the impact or benefits of network 

membership and with whom we could explore the spread of initiatives. To that end, the key contacts 

updated the lists of SPN members to include those who had been involved in any network activities, 

attended any of the two Learning Events or been involved in any initiative inspired by the work of the 

SPN. Whether engaged in the network or not, we also sought to interview senior executives, medical 

and nurse directors. Once the list was deemed to be comprehensive, the key contacts for each of the 

organisations offered to make initial contact with the potential interviewees by email, distributing our 

interview invitations with attached study information and consent form. Once individuals had agreed 

to be interviewed, a mutually convenient date and time for interview was agreed. The evaluators 

spent up to one week in each of the organisations, conducting face-to-face interviews with members. 

Staff who consented but were not available during the visit were interviewed by telephone at a later 

date. In all, 75 semi-structured interviews were carried out between March and June 2011, conducted 

using evolving interview guides, tailored to reflect the respondents’ organisational and network roles 

(Technical Appendix 4).  

2.5.2.8 

A further series of mini case studies was undertaken, focussing on teams involved in the ‘Pass it on’ 

collaboratives. The aim was to explore their views of the process and the impact of the collaborative 

on patient care. We followed one ‘Pass it on’ collaborative mentor site from the time of the first 

meeting in Manchester in March 2010, attending coaching calls, conducting a focus group (1) and 

interviews (3) with mentors and receiving their final report in January 2012. Members of the other 

mentoring team were interviewed during the stakeholder interviews and again in 2011. We also 

Mini case studies 
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approached two mentee organisations from each collaborative with a view to visiting them near the 

end of their involvement with the collaborative in October/November 2011. Two visits took place 

involving seven staff (PVC) and five (SKIN bundle) respectively. One organisation failed to respond and 

a fourth cancelled the visit shortly before it was due to take place. As the final report date 

approached the visit to this fourth organisation was cancelled in favour of a telephone interview with 

the senior nurse leading the project.  

Mini case studies of two Innovation projects, one from each of the two waves, were also undertaken, 

involving interviews with personnel involved. 

2.5.3 Outcome focus 

It was our intention to assess, through an exploration of the agreed dashboard measures, whether 

improvement in member organisations had been sustained. This was limited by the decision of 

member organisations not to use the clinical dashboard, which was the planned basis of our 

assessment of sustained improvement, nor to develop the network measures. 

2.5.4 Formative engagement 

We undertook to feed back our comments formatively to the Health Foundation in monthly calls with 

the funders and the IHI. We also presented our preliminary findings at the first Learning Event and 

shared a rich picture of the network to members, inviting their comments to validate our findings. We 

published all interim reports on the SPN website, presented the findings of the stakeholder interviews 

in a call and the preliminary findings from our case studies at the second Learning Event. 
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3 The findings  

 

Soft systems methodology demands that we undertake three analyses: political, intervention and social. 

Although we found the separation of these three lines of enquiry useful in guiding our thinking, and in the 

structure of our interim reports, it proved unduly cumbersome to separate the description and utility of the 

various parts of the network (intervention analysis) from the degree of engagement and participation in them 

(social analysis), so we have combined the second two in this report.  

3.1 Political analysis 

3.1.1  The context 

Across all four countries of the UK, the drive to improve the quality of care had become a mainstream activity 

supported by clear political imperatives. Throughout the life of the SPN, the Scottish Patient Safety Programme 

(SPSP) – highly-structured, IHI-facilitated programme of patient safety – offered networking opportunities and 

supportive Learning Events. In Wales, the birth of the SPN coincided with the second year of a national 

campaign and its subsequent evolution into the 1000 lives plus programme, which had spawned some 26 

clinically-focused workstreams across the country. NHS trusts in England were coping with the NHS Quality, 

Innovation, Productivity and Prevention Challenge (QIPP), spearheaded by strategic health authorities; the 

Patient Safety First campaign; and the Commissioning for Quality and Innovation (CQUIN) payment framework, 

which gave financial incentives for the achievement of quality targets. There were also a number of regional 

initiatives that had espoused the IHI model for improvement. The situation in Northern Ireland was somewhat 

different in that the province had a Patient Safety Forum and had identified key performance indicators, but 

there was no national campaign to unite the health and social care trusts. Across the UK, member 

organisations were also engaged in other initiatives, such as Matching Michigan, Improving the Safety of 

Maternity Services, the Productive Ward, and the Safety Express.  

SPN members were also in the throes of major organisational change. Northern Ireland had reduced the 

number of healthcare organisations from 18 to five health and social care trusts. Wales, too, had just 

undergone a major restructuring in which commissioning organisations were merging with enlarged trusts to 

form local health boards, with the result that SPI organisations merged with others that had not had any 

previous exposure. In England, the planned NHS reorganisation, proposed by the coalition government, with 

its focus on clinical commissioning boards, provided a further major distraction. Such was the upheaval that 

75% of respondents in our 2010 survey reported major restructuring or leadership changes. Additionally, 

throughout the life of the network, and especially following the 2010 general election, member organisations 

were coping with severe financial constraints. Whilst recognising the self-evident truth that increasing quality 

saves money, there is no doubt that the need to make significant savings whilst preserving and improving 

services was consuming significant amounts of senior leaders’ time.  

http://www.dh.gov.uk/qualityandproductivity�
http://www.dh.gov.uk/qualityandproductivity�
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3.1.2 The decision to join the network 

During the initial interviews, we asked key contacts and other members of the core team (categorised as 

‘agents’ within our soft systems approach by virtue of their position as organisational representatives) about 

the initial reaction of senior managers to the invitation to join the network and the subsequent degree of 

support made available within the organisation. During the 2011 case studies we interviewed senior leaders 

directly. SSM would characterise these respondents as owners, because of their power to initiate or suspend 

participation in the network. The data collected at these interviews, carried out in different years and 

separately analysed, have been synthesised in what follows. 

Respondents told of the background to the decision to join the network, reporting the very significant gains 

made during SPI, which they perceived as having succeeded in capturing the imagination of many clinical staff 

and having brought about a cultural revolution in attitudes towards patient safety. They also recorded the 

benefits that had accrued from working together with other supportive organisations and the benefits of 

having working links across the four countries of the UK: 

 “A fairly simple hope that the network would fulfil the contacts and links that we had made through SPI 2 and 

the SPI 2 was coming to an end, but that we needed as well as being inward looking in terms of (country), if we 

wanted to be a flagship organisation, we needed to look outwards as well across England and the other Celtic 

nations so that would have been our main reason.” (owner, organisation 11:2011) 

During the interviews respondents reported that their organisations had made considerable progress in 

implementing the SPI bundles. Indeed, one of the reported reasons for the low interest in the clinical 

dashboard was that for some bundles (e.g. those designed to reduce the rate of ventilator associated 

pneumonia or VAP) there was a perception, borne out by the outcomes data, that the work had been 

successfully embedded in critical care units in almost all member organisations. For other more challenging 

initiatives, such as the introduction of the communication system SBAR (a systematic approach to 

communication using the headings: situation, background, assessment and recommendation), the scale of the 

task involved in rolling out the work to other areas had only become evident as SPI came to an end. For some 

organisations, the task of training others to lead improvement work was supported by the national and 

regional campaigns. For these, expertise was focussed on the areas defined by the bundles (e.g. surgical site 

infection) and not necessarily available to other projects. One organisation visited during the stakeholder 

interviews reported having one trained improvement advisor in each clinical area. Another (case study) 

organisation had a small team of quality improvement advisers, but in other organisations there was a very 

small group of managers – indeed in one organisation, just one – who possessed both the authority and 

expertise to initiate, facilitate and deliver programmes utilising improvement methods. Respondents reported 

a loss of direction and momentum during the period immediately following the end of the SPI, sometimes 

exacerbated by structural upheaval. Two respondents remarked that at that point the organisation began to 

recognise a weakness in having focussed attention on senior leaders and front-line staff, to the exclusion of 

the directorate and middle managers, who would have to assume responsibility for spread. Moreover, one of 



Safer Patients Network - Evaluation 

14 
 

the key features of SPI was that it was hospitals, rather than healthcare organisations that were enrolled in the 

initiative. This left many trusts and health boards with the task of taking the principles of improvement 

methodology to staff in hospitals in which there had been no prior preparation. The restructuring mentioned 

above also complicated the picture: 

“you have to realise that with us joining the SPN, it isn’t as simple as we signed on as SPI1 and SPI2 sites, and it 

isn’t a case of simply joining. Those two organisations are now part of a much bigger whole and for us when it 

comes to mentoring we need to address the mentoring needs within our own organisation.” (agent, 

organisation 15: 2010) 

When the invitation to join the network arrived it appears that in many organisations, the response was an 

almost automatic one. Neither the detail nor the resource implications had been carefully considered by senior 

managers: 

“It was almost like an unconscious decision.” (agent, organisation 12: 2010) 

“Typically, it landed on (name)’s desk and he said yes we want to do this; it looks great. He filled in the 

application form, didn’t consult with any of the other leaders.” (agent, organisation 16: 2010) 

The last motivator for joining was the perceived market advantage gained from inclusion in a select group with 

direct links to the Health Foundation and the IHI. Notwithstanding these drivers, the key contacts in a majority 

of organisations expressed the view that they had been permitted, rather than actively supported, to 

participate in the network. In the weeks leading up to the first Learning Event, the attitude of senior 

management was reportedly best described as one of benign indifference. At the time of the stakeholder 

interviews, there was a hope that the Learning Event would galvanise senior leaders to seize the opportunities 

offered.  

3.1.3 The leadership group 

Having been instrumental in its conception and early decision making, leadership engagement in the SPN 

quickly fell away as the core teams took over the responsibility for shaping the network. In total only six 

Community or Cutting Edge calls were attended by a chief executive officer (CEO) (2) or medical director (4) 

during the eighteen months of our engagement. There was, conversely, good attendance by senior leaders at 

the first Learning Event, where a meeting to discuss the future of the network attracted about forty senior 

leaders. The discussion was wide ranging and at its end attendees were invited to volunteer to join a 

leadership group charged with taking the network forward. A membership list was subsequently drawn up and 

a CEO appointed as chair.  

The first virtual meeting of the newly convened governance or leadership group (the name was the subject of 

much debate during its life but we will refer to it using the latter name) took place in August 2010. It was 

attended by two CEOs, three medical directors and one director of nursing. Two other organisations were 

represented by SPN key contacts. Those attending expressed a preference for face to face meetings and 
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thereafter meetings of this group were arranged in London, taking place between October 2010 and February 

2011, only defaulting to the virtual mode when adverse weather conditions precluded travel. A final meeting, 

attended by over one hundred senior leaders and key contacts, formed part of the 2011 annual Learning 

Event. As a result, in May 2011, the Health Foundation sent a letter to all key contacts, indicating their 

intention to change the ways in which the network operated and was supported, recognising that the 

member-led, self-sustaining network model was, in the prevailing financial climate, unlikely to be realisable. 

With the exception of the first virtual meeting, senior leader participation was confined to three CEOs (from 

Scotland and Northern Ireland) and two medical directors from Northern Ireland. Three other organisations 

(two of them Welsh) were represented at all meetings by their key contacts. The disproportionately large 

representation of senior leadership from countries other than England was explained during the case study 

visits when the value of the Celtic connection was attributed to a comparable philosophy and structure. As 

outlined above in the introduction to this section, Northern Ireland, alone among the four UK countries, had 

no national patient safety campaign and the SPN, in which leaders of the NI Patient Safety Forum had been 

engaged since mid 2010, was seen to have significant potential for linking the health and social care trusts with 

each other and with like minded organisations on the mainland. Leaders in Wales also valued the network for 

expanding the horizons of a relatively small community. They noted one of the strengths of the SPN as the 

opportunity to keep abreast of developments in other Celtic nations, which, given the dominance of English 

NHS politics in the media, was otherwise difficult.  

Whilst all leaders interviewed believed that the network was a good thing to have, they admitted that they 

had had no clear concept at the outset of how it would or should operate. As described in the introduction, the 

calls from July 2009 to January 2010 were focused on the development of the network and on encouraging 

organisations to develop barrier analyses. Furthermore, the time commitment demanded by engagement in 

setting up the network, designing the clinical dashboard and organising the Learning Event left a legacy view 

expressed by a number of senior respondents in both the early interviews and in the later case studies, that 

the SPN was drawing energy from, rather than contributing to, member organisations: 

“the network has been very focused on what it has wanted to achieve in terms of specific things… people are 

measuring and contributing to the evidence base obviously and growing statistical information from the 

various organisations … That really has taken a lot of our energy and you know that's been good, but I think 

we're at a point where we want to start looking at other things.” (owner, organisation 3: 2011) 

Conversations between the chair of the leadership group and fellow chief executives at this time revealed that, 

with the exception of those in Northern Ireland as described above, there was a query as to the added value 

offered by the network, given the local and national opportunities for networking. Whilst leaders were happy 

to accept a free good, it became clear that developing a viable business case to fund the network on an 

ongoing basis would represent a considerable challenge. In the lead up to the second Learning Event, it was 

becoming clear that the intended future owners of the network were perhaps not as heavily engaged and 

committed as they needed to be. Senior leaders cited the demands of their national and regional IHI-inspired 
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campaigns, and indicated that they and their organisations were suffering from ‘initiative overload.’ 

Nevertheless, as one respondent pointed out, the campaigns were time limited, and it was felt that the 

network could have an important role to play in sustaining momentum beyond their end: 

“I think there is a place for it but I think there are lots of … networks that people are members of, that connect, 

and you know specifically in relation to the changes, I'm not sure there's a greater need than ever for the SPN 

to do something.” (owner, organisation 13, 2011) 

“It’s this real difference between a highly-structured, highly-designed programme of intervention that’s time 

limited and what you do after that. Given the SPN’s demise I’m now having a conversation with (name) and 

(name) and saying we really, really need to think about this.” (owner, organisation 8: 2011) 

Leaders had differing views on the stated intention to open up the network to others – a proposal that 

achieved a high degree of support in the 2010 survey. In Northern Ireland, engaging all five health and social 

care trusts was seen as a potential key future benefit of the network, whereas two senior leaders in other 

countries (this question was not systematically explored with interviewees) sounded a warning, pointing out 

that as currently constituted membership of the exclusive network lent kudos to the organisation but this 

would be lost if it was opened up to other trusts: 

“Huge danger. It just becomes another conference and it just becomes we will go and do quality and safety.” 

(owner, organisation 11: 2011) 
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3.2 Intervention and social analysis  

SPN consisted of three parts: the Community of Practice (COP), the ‘Pass it on’ collaborative and the 

Innovation projects. The driver diagram (figure 3.1) developed for the SPN identified very broad 

outcomes, only one of which, relating to the growth of the network, was measurable, which was 

curious given its provenance. From this we can also see that most activity was focussed on sharing 

and spreading ideas and results, promoting member leadership and designing and testing innovative 

practices. None at all was geared towards the achievement of local safety aims, leadership 

commitment, internal performance measurement, efficiency or patient and family engagement.  

 

 

Figure 3.1: The SPN driver diagram 

Core membership of all activities comprised at a minimum the SPN key contacts; each organisation 

having at least one and 12 having two or more. These individuals were mostly engaged in patient 

safety, clinical governance and clinical audit in their organisations. These individuals were supported 

by their organisations’ data leads, who also formed the core membership of the Learning from our 

Performance group. We refer to the key contacts and data leads as the core teams. 

The social analysis revealed that engagement in the network varied significantly by activity. The IHI 

maintained and updated lists of members submitted by key contacts and these groups became the de 

facto recipients of LISTSERV emails. It was clear that organisations managed their membership in 
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different ways, with the result that membership numbers from any one organisation varied from four 

to 36. Some had included the names of senior leaders, all SPI work stream leads and those 

participating in any activity designed to promote safer care, whilst others registered only a small core 

of active members. That the volume of improvement activity in organisations was greater than 

indicated by COP membership can be deduced from organisations’ storyboards displayed at the 

annual Learning Events. The membership of the COP was thus supplemented by a range of interested 

participants from SPN organisations, usually from a clinical background, including medical staff 

(consultants and clinical directors), nursing staff (from sisters and lead nurses, to director of nursing) 

and pharmacists, as well as chief executives and those who were active in specific local patient safety 

work streams and activities. These COP members occasionally attended calls (in small numbers) and 

the learning events (in larger numbers).  

3.2.1 The Community of Practice (COP) 

Community of Practice – key findings  

• Organisation leaders were enthusiastic about joining SPN, having benefited greatly from 

involvement in SPI. They recognised the challenge inherent in spreading the improvements 

throughout the system, which was perceived to have been complicated by major reorganisations 

and changes to senior leadership.  

• It was organisations, not individuals that were invited to join the SPN. Whilst this legitimised the 

use of resources, it made call attendance a ‘job’ for a few rather than an opportunity for many. 

The process for gaining individual access was opaque. 

• The very broad aim of ‘Making patients safer’ meant that it attracted those with wide-ranging 

responsibilities for safety and improvement and was insufficiently focussed to attract clinicians. 

• Those who engage in the work of designing a network inevitably shape it for their own purposes.  

• Almost all organisations were engaged in national or regional initiatives to improve care quality 

and patient safety, most promoting improvement methods. In Scotland and Wales these included 

opportunities for regular networking at Learning Events. Thus respondents, whilst enjoying the 

sense of connectedness offered by the SPN, struggled to articulate its current added value, whilst 

simultaneously recognising that it was the best long-term support option.  

• The network calls were highly successful in establishing a sense of ownership amongst regular 

attendees. Respondents valued the ongoing contribution of senior members of the IHI to 

Community and Cutting Edge calls and the opportunities and publications provided by the Health 

Foundation.  

• There was some difficulty in formulating a clear sense of the purpose of the SPN and how it could 

be used in the various organisations. There were differing views on the most appropriate focus of 

the network, a majority wishing for a unifying new challenge.  
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• Key contacts reported a lack of understanding amongst their managers as to the time investment 

required by the network. 

• Despite a strongly-held conviction of the necessity of using data to drive improvement, 

organisations that had their own data collection systems for all SPI measures (most of which were 

also contributing to national collections systems) saw no added value in the SPN measures. They 

claimed they had insufficient information about other contributing organisations to make 

comparisons useful.  

• Notwithstanding the above, key contacts were enthusiastic about the feeling of connectedness 

offered by the network, which was ably facilitated by the programme director  

• For the most part, the Community and Cutting Edge calls were attended by a small consistent 

core team of staff (the ‘agents’), usually including the key contact and data lead. Awareness 

amongst other staff was low. This was partly explained by the realisation in all organisations that 

staff had become confused by the various initiatives and campaigns, but was also attributed to a 

lack of detailed marketing information, the mid-afternoon timing of calls, mixed agendas and a 

highly-evolved language that was thought to be potentially off-putting to neophytes. 

• Senior leaders were attracted to the Learning Events, rather than to Community and Cutting Edge 

calls despite their assertion that failure to attend calls was a result of lack of time. This suggests 

that the benefits of face-to-face meetings overrode the dis-benefits of (sometimes considerable) 

travel times. Senior leaders from Northern Ireland and Scotland were more active in the 

leadership meetings. 

• The IT platform adopted proved intermittently difficult to access for some users especially after 

the frequent software upgrades. For some calls it proved necessary for the administrator to email 

out slide shows, with consequent delays in access. Calls involving direct access to speakers’ 

desktops allowed for no default system. 

• LISTSERV was a valued component of the network that allowed for fast access to protocols and 

other resources that members were willing to share. Others, especially senior leaders, were 

frustrated by the volume of emails occasioned. It was not possible to opt out of these emails 

without losing access to all information about the SPN. 

 

Included within the COP were the following elements: 

• monthly Community calls  

• quarterly Cutting Edge calls 

• two two-day Learning Events, both held in Manchester  

• the clinical dashboard on which outcome data for each organisations were to be recorded 

• LISTSERV – a system whereby one email could reach all registered members.  

In addition, key contacts were invited to join three workgroups. One group was charged with 

designing the Learning Event, one (called the Learning from our Performance group) to continue the 
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work of developing and populating the clinical dashboard, and one (which did not mature) to develop 

a communication strategy. In April 2010 the leaders of the two active workgroups were invited to 

form an interim leadership group, later named an operational group.  

 

3.2.1.1 Community and Cutting Edge calls 

By the time the ESPNET team was given access to the network, the initial work of developing it was 

complete and the monthly Community calls (Table 3.1) and quarterly Cutting Edge calls (Table 3.2) 

had begun to address issues of interest to the members. Community calls featured presentations 

from member organisations and the latter guest speakers, principally although not exclusively, from 

the IHI. These calls, which continued until June 2011, were advertised in advance by means of 

LISTSERV one to two months before the call date.  

The calls normally comprised a presentation viewed through the computer-based WebEx with audio 

links provided by telephone. Participation therefore required participants to access a website, sign in 

to the IHI’s training centre and to dial a London conference facility and insert a pass code. The 

technology gave access to a website with a list of logged-in participants, a chat box, a viewing area for 

presentations and an interactive facility. In order to access the website, software had initially to be 

downloaded onto users’ computer terminals and software upgrades were frequent. On almost every 

call, at least one person or group was unable to access the website. In time, allowances were made 

for this and presentations distributed in advance or at the start of the call. In the 2011 survey, 31% 

(11) of respondents reported ongoing problems in accessing WebEx, a shortage of speaker phones 

and local restrictions that prevented the downloading of videos and sound files, all of which 

challenged full participation in the network. Once connected, the virtual nature of the calls proved a 

further challenge, even for experienced key contacts. Respondents reported two distinct issues: the 

loss of visual cues, and the lack of opportunity for the kind of informal communication that takes 

place before and after face-to-face meetings. The IHI director encouraged participation by call 

attendees at the end of presentations but without visual cues it was impossible to see that someone 

was about to speak and the lack of non-verbal feedback meant that the experience was rather like 

speaking into a black hole. Those who were familiar with the format thought that it would have been 

easier had they had an opportunity to meet others first, so that they were not speaking to a group of 

disembodied voices. (We are informed that the September 2009 meeting in London had not given an 

opportunity for such introductions.)  

From the first survey, we learned that the key contact respondents valued the SPN as a learning and 

sharing organisation, which was supportive of their activities around patient safety and quality, and 

indeed its role in learning acquisition was ranked most highly in importance. Almost all key contacts 

felt that the network was well administered, with information published in a timely fashion and calls 

being kept to time. The difficulties inherent in the task of managing and leading the network and the 
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obvious tensions between endowing it with drive and energy and simultaneously encouraging a 

member-led ethos were highlighted. Being able to compare progress, being identified as part of a 

group committed to the same cause and having an impetus for local activities were the attributes 

ranked lowest in importance. When asked what they wanted from the network, individuals asked for 

greater engagement with political leaders and the wider UK safety agenda and more regional and 

topic-specific meetings.  
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Call and 

date 

Topic No of 

Participating SPN 

member orgs 

Individual SPN 

Participants 

Other 

participants 

IHI, THF, 

ESPNET  

Total 

participants 

17.02.10 VTE  12 17 2 8 27 

19.03.10  Medication errors, with video from B&L 9 14 0 7 21 

27.04.10 R&D presentation from Tayside; measurement for 

improvement; update on Learning Event 

10 19 0 6 25 

27.05.10 R&D presentation from Bradford, global trigger tool 11 19 0 4 23 

18.06.10  Quality and audit at North Bristol 14 22 0 5 27 

28.07.10 Intentional rounding 12 19 0 5 24 

16.09.10  Introduction to leadership group; IHI open school; 

developing & testing project registry 

12 16 0 6 22 

27.09.10  Open call: leadership walk round 9 11 1 4 16 

20.10.10 Open space: VTE 11 17 2 7 26 

23.11.10  VTE, innovation scheme presentations 10 23 3 9 35 

15.12.10  Update on evaluation of SPN; update on dashboard 9 12 0 8 20 

19.01.11  WHO surgical safety checklist; updates 9 19 0 7 26 

16.02.11  Safer clinical systems 8 9 3 5 17 

17.03.11  Measuring mortality and harm 7 10 6 7 23 

12.04.11  Transforming frontline care transatlantic spread 6 17 0 5 22 

19.05.11  Disruptive behaviour and patient safety 8 11 0 5 17 

15.06.11  High reliability skills 6 9 3 7 19 

NB: Participating organisations = SPN organisations; SPN participants = those who identified themselves from SPN organisations; other participants = those from interested healthcare organisations; 

faculty =combination of the Health Foundation, IHI and evaluators, including presenters from IHI  

Table 3.1:  SPN Community call topics and participation data 
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It was clear from the stakeholder interviews that, prior to the first Learning Event, there was still no clear 

concept of the network’s purpose, and notwithstanding a sense of ownership that the activities had 

engendered, there was a certain passivity amongst respondents as they waited to see how it would develop. 

What was important for these respondents was the feeling of connectedness to a larger group whose 

members might have different ways of doing things and be able to resolve problems. For others it was the 

regular stimulation of the small team who participated on the calls and who then discussed what was going on 

in their own organisation. In some cases and at some times, respondents reported that specific issues in calls 

just happened to chime with work already going on in the organisation, such as the work on venous thrombo-

embolism. Many of the initial frustrations arose from unclear expectations. Some respondents were 

disappointed that the SPN was not more like SPI, whilst others were disappointed that it was too like SPI. This 

was borne out by the results of the first survey in which respondents expressed a need for clearer impetus and 

direction; looking to the new leadership group to examine models of sustainability; and to give the SPN (and 

patient safety) a higher profile by engaging with key stakeholders and commissioners to ensure that patient 

safety would not be marginalised in a difficult fiscal climate.  

In the second survey in 2011, ‘clinical’ topics were ranked as the first priority for the SPN by 50% (18) of the 36 

respondents and by a further 28% (10) as the second priority. The other high-priority focus, ‘improvement 

methodology’ was ranked first by 44% (16) and second by 25% (9). Suggestions for clinical topics included 

chronic disease management and care of the elderly; the prevention of incidents in all stages of maternity 

care; falls, failure to rescue and the management of high risk medicines. Throughout the life of the SPN the 

Community calls remained acute-focused, a fact that disturbed senior leaders in the Celtic countries who 

reported during case study interviews that they were increasingly turning their attention to improvement work 

in the mental health and community parts of their operations. This was, however, not without its difficulties as 

English trusts had no responsibility for these areas. (It should be noted that wave two of the Innovation 

projects, begun in 2011, included a community project for falls and a dementia care bundle project addressing 

whole-system problems.)  

The relatively stable numbers of people attending Community calls (Table 3.1) was explored in both the 

stakeholder interviews and in the case study visits. Because the activities involved in setting up the network 

had required knowledge and experience of improvement methodology, it had been designed and populated 

largely by the core teams, most of whom had held key roles during SPI. There was, unfortunately in retrospect, 

no clear dividing line between the network’s development and its launch (which could have attracted 

neophytes). Instead, the early calls in 2010 combined improvement topics with network business, encouraging 

continuing attendance by network agents alone – a small core group of 20 key contacts and data leads from 11 

of the SPN organisations that attended more than 40% of calls. These respondents reported that such was the 

plethora of programmes designed to improve patient safety that organisations had largely dropped the 

“branding” of initiatives and had rolled all activity under one locally branded name with the result that 

relatively few people were aware of the existence of the SPN. Key contacts, whilst critical of themselves for not 

having done more to engage others, argued that more notice, and more information both about the topic and 
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the intended audience would have enabled them to market the calls better (an issue confirmed by the survey 

responses). They pointed out that doctors were required to give many weeks notice of clinic or theatre list 

cancellations and that the mid-afternoon timing of the calls made clinical engagement unlikely. What did not 

emerge from the early interviews with seasoned users of the WebEx, but did arise as an issue later in the study 

at the time of the case study interviews, was the perceived challenge inherent in accessing the calls. Even at 

senior levels of the organisation this seemed to be a hurdle necessitating assistance. This technological barrier 

was exacerbated by the fact that staff had to be registered by the key contact before being granted access. 

Whatever the topic, respondents stressed the need to have a clear agenda so that relevant people could be 

invited at the right time to calls that would deal exclusively with the topic for which they had been invited. 

Another pointed out that invitees had to be selected with care because a sophisticated language had evolved 

amongst those who had been involved in SPI that was difficult for neophytes to tune into. This was echoed by 

a key contact who was new in post and was personally struggling with the terminology. In three of the case 

study organisations it was suggested that the engagement of clinicians within an organisation could be 

influenced by the active involvement of leaders, such as the medical director, but it was repeatedly stressed 

that a generic focus on ‘patient safety’ was unlikely to engage doctors and front-line staff.  

In essence there were three quite different views as to whether and how attendance at Community calls could 

be increased. The first, and largest group, were of the view that the calls were rightly focusing on the people 

whose corporate responsibilities related to the leadership of innovation and the management of patient safety 

and risk. In their view the SPN would act as an external generator to inject ideas and energy into the system via 

the key contacts. In this scenario, endorsed by a majority of senior leader interviewees in the case study 

interviews, the network would not expand although its influence would be felt in member organisations. A 

second, smaller group thought that the network needed to have a menu of new shared clinical challenges 

which, like the SPI work streams, would attract specific clinical groups. A third group wanted the network to 

focus on the work streams begun during SPI, so that the leaders of these could receive support and advice as 

they continued the work of sustainability and spread.  

The Cutting Edge calls (Table 3.2) began in December 2010, antedating the involvement of the ESPNET team. 

Respondents who attended them were, on the whole, very positive about these, as they were felt to be 

stimulating and useful, either immediately or for the future. Overall, however, key contacts felt that most of 

the Cutting Edge calls, whilst extremely useful for core members, were less useful for clinicians. Key contacts 

did struggle to present some of the complex ideas to their colleagues and expressed the view that access to 

podcasts would be valuable in this regard.  

“And some of them (the ideas) you might never want because they just don’t fit with the way your 

organization is going, but because the IHI are … such leaders in the improvement work, they do know what 

organisations need … So even if you don’t think you’re going to need it, you might find 18 months down the 

line that you’ve got to that stage, you just weren’t at the stage that you needthat particular thing.” (agent, 

organisation 17: 2010) 
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“I’ve listened to (name) on a few occasions and he’s very knowledgeable in the area, but … when I participated 

in that call … I thought to myself, how will I communicate that to this organisation? And would they 

understand it, and unless you had some of that information … some of it was very practical, I’m not saying 

that, but my worry is, would people give up their time to listen to that call …” (agent, organisation 6: 2010) 

 

Call date  Topic Presenter/moderator 
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02.12.09 IHI execution Carol Haraden, IHI 15 N/K N/K N/K 

04.02.10 Risk resilience Roger Resar, IHI 10 11 5 16 

15.04.10 CHAIN David Evans, CHAIN 8 9 9 18 

23.07.10 Delivering exceptional 

experiences and outcomes 

Dr Anthony Di Gioia, Magee-Women’s 

Hospital, University of Pittsburgh Medical 

Centre 

10 22 7 29 

22.09.10 Waste identification: 

infrastructure and 

engagement 

Roger Resar, IHI 7 11 8 19 

29.11.10 Quality, safety and cost Kate Sylvester, Warwick Medical School 6 7 10 17 

Table 3.2:  Cutting edge calls: topics, presenters and attendances 

Table 3.2 also summarises attendance at those Cutting Edge calls attended by the ESPNET team, with the 

limited data for the first call being provided by the IHI. Fifteen organisations attended this first call, but 

thereafter they attracted between seven and 11 people from six to 10 organisations, with the exception of the 

Cutting Edge call in July 2010, which was particularly well publicised by a dedicated flyer giving useful 

information both about the speaker and the call content and which attracted 22 people from 10 organisations. 

It is notable that both the September and November 2010 calls addressed topics (waste, quality and cost) that 

senior leaders at the 2010 Learning Event had identified as being of particular interest, yet these were not well 

attended by SPN members.  

3.2.1.2 LISTSERV 

All members of the SPN were enrolled on the LISTSERV mailing list, the purpose of which was to facilitate the 

exchange of information using email. A total of 230 emails were sent in our sample period of 15 months from 

October 2010 to December 2011, and the content of these falls broadly into two categories. First, the 

provision of information from IHI or Health Foundation personnel, and second, requests for or provision of 

information by SPN members. The exchanges also included comments and thank you emails from recipients of 

information who had posted the original requests. We were also interested in the nature of the exchanges, 

noting whether any discussion or debate took place, or whether the email initiator was merely requesting 

documentation, without necessarily seeking an evidence base.  
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Most of the emails initiated by SPN members (with very few exceptions as discussed below), were requests for 

information about clinical topics (see box 3.1) 

• Falls prevention tools used in day case surgery suites 

• Patient information leaflet on vitamin K used with patients on warfarin 

• Validating use of early warning scores in high dependency units 

• Guidelines or protocols for extended prophylaxis against venous thrombo-embolism 

• Falls bundle to reduce inpatient falls 

• Rationale for removing undergarments of patients having mono-polar diathermy 

• Sepsis six bundle 

• Introduction and measurement of colour coded stickers in anaesthesia 

Box 3.1:  Examples of simple requests from SPN member emails on LISTSERV 

The response rate to more complex requests was variable, ranging from none (in response to a request for 

ideas as to how to engage doctors in an audit of heart failure patients) to a quite lengthy discussion about a 

newspaper story, circulated by the programme director, about the rising incidence of safety incidents in the 

NHS.  

We analysed which organisations participated in LISTSERV and the professional backgrounds of those 

requesting and providing information. Thirty-five per cent of the emails posted were from the IHI and the 

Health Foundation. Two SPN member organisations did not participate in LISTSERV during our period of 

analysis (although one was a very active participant in all other SPN activities), whilst the two most active 

organisations on LISTSERV posted 33% of the emails from SPN member organisations. We found that a total of 

73 different individuals from SPN member organisations contributed to LISTSERV, of which 40% were from a 

clinical background, and 18% were key contacts or data leads. Thirty-eight per cent of those participating in 

the LISTSERV had not participated in other SPN activities. Figure 3.2 shows the number of email exchanges 

(both initiating and responding emails) by month indicating a slow decline in activity over the latter months of 

the SPN’s life.  

 

Figure 3.2: Number of emails posted to LISTSERV by month  

Fifty-three per cent of respondents to the second survey indicated that they valued this facility. Other 

members, particularly senior leaders, did not appreciate the sporadic barrage of emails and this was 
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exacerbated by the occasions on which LISTSERV appeared to be used for personal or less appropriate 

purposes. Some of this email traffic was clearly accidental, for incoming emails carried the name of the 

individual sending it, but when the recipient replied the name converted to LISTSERV and the email went out 

to the entire address list. There was no filtering mechanism and withdrawal from the LISTSERV removed the 

name from the network entirely giving no further access to news of SPN events. 

3.2.1.3 The Learning Event planning groups  

The two Learning Events were planned by groups that were comprised almost entirely of SPN organisation 

members (key contacts, data leads and one medical director) together with representatives from the IHI and 

the Health Foundation. These events were the closest to member-led activities within the range of SPN 

programmes and proved to be time consuming. Planning of the first event required 16 separate calls (five of 

which pre-dated ESPNET admission to the SPN) and the second 10 calls. An average of 5.4 people from SPN 

organisations attended calls for the planning of the first event and 9.6 attended calls for the second. Thirteen 

different individuals from nine organisations participated in calls for the first event and 17 different individuals 

from 11 organisations for the second. The calls focussed on the creation of the agenda and the logistics of the 

two events, which are described in the next section.  

3.2.1.4 The Learning Events 

In the period leading up to the first of these events, key contacts were hopeful that this exposure to the 

network would spark interest amongst their colleagues that would then translate into greater call attendance:  

“we feel that this conference is going to be the impetus and we’re bringing more people on board... How do 

we take it forward, what else do we measure? I …If you have the clinicians and the leaders there, that they 

come to a decision themselves as to what they’re going to measure, you’re more inclined to get the 

engagement.” (agent, organisation 3: 2010) 

Member organisations were invited to bring fifteen people to each of these Manchester events with all costs 

being met by the Health Foundation. The aim of the 2010 Learning Event was to make care safer and improve 

it faster together and consisted of four themes: 

• Becoming a sustainable high performing QI organisation. 

• Sharing best practices in patient safety – building a vibrant learning community.  

• Acquiring fundamental skills for improvement. 

• Building a sustainable and valued SPN. 

 

Plenary sessions included inputs from the leaders of the national campaigns in Scotland and Wales, the QIPP 

programme in England and the National Safety Forum in Northern Ireland. The Health Foundation presented 

its aspirations for the SPN and the ESPNET team gave preliminary feedback from stakeholder interviews and 

sought to validate the rich picture developed (see technical appendix 5). Fourteen member organisations used 

the storyboard format to communicate work in which they had had some success and, in the case study 
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interviews the following year, it was clear that three of these in particular (SKIN bundle, clinical dashboard and 

antibiotic allergies) had stimulated a number of visits between member organisations. The second Learning 

Event consisted primarily of presentations by UK organisations that had made significant progress in some 

areas, and leaders of the four country initiatives again presented their progress.  

Sixteen member organisations attended the first event and twelve the second. For the two events, we 

analysed attendance by country, as shown in Table 3.3. This analysis shows that total and average attendance 

for Northern Ireland, Scotland and Wales was significantly higher than that from England. Attendances from 

Northern Ireland and Wales increased for the second Learning Event, whilst the number of attendees from 

England almost halved. 

 

 

 

 

 

Table 3.3:  Attendance by country of organisation at the Learning Events 

Feedback from those who attended was obtained during the case study interviews. It was reported that the 

events served to facilitate intra-organisational communication by seating a broad cross-section of staff from 

one trust or health board at the same table. In one organisation, it was reported that the first Learning Event 

had sharpened the existing organisational focus on patient safety and had taken it to the top of the agenda in 

the corporate strategy. It was at this event that these senior leaders also firmed up their intention to devolve 

the responsibility for delegating the development of quality criteria to directorate level so that these could be 

set and owned by clinicians. Utilising an approach used in the Learning Event, the trust set up a world café 

event to engage middle managers in this task. In this organisation too, the storyboard presentation of the SKIN 

bundle inspired both the chief nurse and a ward manager with the result that the organisation was already 

primed to respond when the invitation to join the ‘Pass it on’ collaborative was received.  

3.2.1.5 Learning from our Performance group 

The Learning from our Performance group, consisting of a group of data leads from SPN member organisations 

supported by the IHI improvement advisor, sought to develop a clinical dashboard that “might underpin the 

creation of an evidence base from within the network which will support the development, creditability and 

reputation of the Network and its membership.”1

                                                                 
1 Taken from notes of the Learning from our Performance conference call 24/10/09 

 The system was designed to draw data from other WebEx 

datasets to obviate the need for replication of data entry and covered the following topic areas:  

Country Learning Event 2010  Learning Event 2011 Both Events 

Total  Average per 

organisation  

Total  Average per 

organisation 

Total 

England 84 8.4 43 4.3 14 

Northern Ireland 40 13.3 49 16.3 18 

Scotland 25 12.5 18 9.0 7 

Wales 50 16.7 60 20.0. 27 

Total 199 11.1 170 9.4 66 
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• hospital standardised mortality ratio (HSMR) 

• percentage unadjusted inpatient mortality  

• adverse event rate (using the IHI GTT) 

• MRSA bloodstream infection rate 

• number of walk rounds completed 

• per cent of actionable items identified during walk rounds that are completed 

• ventilator associated pneumonia (VAP) rate 

• percentage of patients with no medication reconciliation performed 

• percentage of international normalized ratios (INRs) >5 

• percentage on-time prophylactic antibiotics administration 

• crash call rate 

• percentage of eligible surgical patients receiving deep venous thrombosis (DVT) prophylaxis 

• percentage of surgical cases which employed World Health Organisation (WHO) checklist 

• c-difficile associated disease rate per 1000 patient days 

• central venous catheter-related blood stream infection rate. 

 

The process for assembling and publishing SPN clinical data in the dashboard was established in Spring 2010. It 

was agreed that the IHI improvement advisor would assemble data from that submitted to the extranet for SPI 

and national campaigns. However, not all organisations submitted data for all work streams, and because SPI 

data was collected for single hospitals and pilot areas, data were incomplete. Some organisations routinely 

collected data at directorate level and did not aggregate it to the organisation. Conference calls between data 

leads during early 2010 mostly discussed methodological issues and how to handle customised data. For these 

reasons the time taken to establish a working version of the dashboard took longer than expected. 

An updated version of the dashboard was issued monthly during 2010. For the last five issued, the IHI 

improvement advisor commented on the percentage of measures being reported. These showed that the early 

rising trend of reporting had reversed to the point that the last dashboard, issued in January 2011, showed 

updating of only 31% of measures. Ten or more members had submitted data for six measures and 14 

reported against only two measures. Participation on the calls was variable, and over time, as data submission 

to the extranet declined, so did attendance. Only five data leads submitted comments to a final survey that 

had been organised by the IHI in May 2011 in an attempt to re-energise and redirect the work stream. The 

decline in interest in this important and underpinning work stream reflected a range of definitional and 

methodological issues.  
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However, in a report2

3.2.1.6 Characteristics of the network 

 written by the IHI improvement advisor in November 2010 and made available on the 

SPN website, it is clear that, although the data were incomplete, the analysis provided the basis for actions and 

decisions by the Safer Patient Network. There was a continuing belief that network-wide discussions of 

dashboard results with key contacts, data leads and organisational senior leadership would lead to an ongoing 

dialogue and increased knowledge about the use of data for improvement purposes. The December 2010 

dashboard, however, was the last to be published. The report, circulated amongst members of the Learning 

from our Performance group, did not appear to be more widely disseminated, nor were the issues raised 

within it discussed. Finally, and crucially, because the dashboard never achieved extensive coverage across 

measures or by organisations, the outcome data contained within it could not be used as evidence for 

evaluation purposes to demonstrate the impact of the SPN on patient safety outcomes across member 

organisations. 

In the 2010 interviews with stakeholders, we explored the characteristics of the network in relation to those 

suggested by Wilson-Grau and Nuňez.4 It had been our intention to return to this in the final year interviews in 

2012, but these were not undertaken due to the curtailment of the evaluation. At the time, for the most part, 

key contacts felt that the network was well administered, with information being published in a timely fashion, 

although there was a fine distinction to be made here between the timeliness of the information to the core 

team who already had the dates in their diaries and the period of notice needed to engage others once call 

details were known. The difficulties inherent in the task of managing and leading the network and the obvious 

tensions between endowing it with drive and energy and simultaneously encouraging a member-led ethos 

were well expressed by two respondents within a group interview, although recognised by many others. It was 

clear that the SPN programme director had, in the opinion of almost all key contacts, successfully steered this 

difficult course and had been the rock on which the edifice was slowly being built.  

In considering the degree to which the SPN was democratic, there was a clear sense of personal responsibility 

towards the development of the network amongst the SPN core team members. Respondents readily 

acknowledged the difficulties faced by the IHI in setting up something that did not have a clear shape and 

focus at the outset and which required early consultation to determine its nature. It was recognised that 

engagement was a key issue in a democracy, with those who volunteered for workgroups, like those who 

became active members of political parties, inevitably having more ‘say’ than those who did not: 

“I was probably confused because you had to apply to be part of it, and then have a commitment letter from 

your chief executive and your chairman. But at the same time it wasn’t clear what the focus (was), or what it 

would be, or what it would look like.” (agent, organisation 6: 2010) 

                                                                 
2 Taken from the report The Safer Patients Network Measurement and Reporting System, as prepared by 

Richard Scoville, November 2010. Available from the IHI extranet, under resources/SPN community/measures 

and dashboards 
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In short, there was a general recognition that the programme director was struggling to create a democratic 

community and in so doing was having to continually push responsibility back to a group who tended to be 

only to happy to leave it centrally. Of course democracy does not imply leaderlessness, and for some 

respondents, a more passive form of membership was entirely acceptable, especially when the leadership 

came from such a trusted source. The title of director also fed into the expectations that the IHI would lead the 

network, as did the highly directive nature of the SPN’s predecessor, the SPI.  

The question of diversity was explored from a number of different perspectives, including the professional 

diversity of those on the call; the diversity of political contexts across the four countries of the UK; the size and 

type of member organisation; the range of expertise in safety issues and the transatlantic experience of the 

IHI; all of which brought a fresh perspective to UK thinking.  

Finally we explored the dynamism and performance of the SPN. There were reservations at this early stage 

about both aspects, and respondents looked forward to the first Learning Event to provide a fillip.  

“Dynamic is maybe not the word I would use, but I think that we’re on a journey. We’re not quite there yet. It 

has taken a year to get where we are now, and maybe it is becoming clear, but the aims and the drivers and 

the outcomes. It’s very clear where we want to go and what the aim of this network is to be, but it’s taken a 

year to get to that, and to be honest … if we achieve all of those things then yes, we’ll be dynamic. It should be, 

but it’s not feeling dynamic at the moment for me.” (agent, organisation 3: 2010) 

3.2.1.7 Spread and sustainability  

It was estimated by one respondent that around 10% of staff had been directly involved in the 

transformational work of SPI. Senior leaders in this organisation, realising the error of believing that pilot 

groups should take responsibility for spread, had set up special project groups tasked with this objective. 

Others had kept alive the workstream groups set up during SPI, each supported in its work by the key contacts. 

Given that a key motivator for joining the SPN was support in spreading and sustaining the work begun in SPI, 

we questioned participants about the progress made in this regard. Most reported sustained improvement in 

relation to the ventilator and central line infection bundles in intensive care units (ICUs), adding that spread 

beyond this was not complete:  

“In terms of critical care initiatives, and everyone would say this, from SPI2, have continued to be very 

successful in terms of VAP and long-line insertion has been rolled out across other part of the organisation. If 

you say that VAP can only be done in CCU [coronary care unit] then that’s 100% success but we have to say 

that the CCUs are a shining light.” (owner, organization 11, 2011)  

“We still have a VAP team but because there’s been nothing new in VAP for quite a long time the VAP team 

don’t necessarily meet any more… There is a central-line team that are meeting … with regards to the whole 

management of central lines and PICC [peripherally inserted central catheter] lines and long-lines within a 

general ward area, because that has been a constant challenge for us. So there is still a group and I’m still 
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involved in that group but they would not see themselves as part of the network necessarily.” (agent, 

organisation 3: 2011) 

For supporting evidence in relation to sustained performance, we turn to the SPN dashboard measures. In the 

IHI improvement advisor‘s report referred to above, organisational performance was presented against these. 

Figure 3.3 presents the summary of this analysis, which shows sustained performance or no change to be the 

most common long-term outcome. A few organisations (1-3) demonstrate improvement in relation to 12 

measures, with four improving in relation to the crash-call rate. This report confirmed the claim that VAP had 

been virtually eliminated. In two cases significant improvement had been shown since SPN inception, although 

there was room for further improvement. Central line infections were reported as having been eliminated (or 

had never occurred) in the series reported by 10 members.  

 

Figure 3.3: Summary of analysis of performance against clinical measures3

Both the barrier analyses and the interviews, however, revealed that initiatives with wider application across 

the organisation, such as the use of the SBAR communication tool, had fared less well. Barriers to spread 

included increasing work pressures, lack of robust measurement and data systems in areas beyond the pilot 

wards, lack of capacity in improvement methods, a disinclination to recognise a problem, rejection of the value 

of the intervention (global trigger tool, SBAR) and conflicting priorities brought about by the introduction of 

new targets. It was the source of some frustration to a few key contacts that (as indicated above), the network 

had not sought to engage and energise those who were still engaged in the spread of SPI bundles. 

 

                                                                 
3 Taken from the report The Safer Patients Network Measurement and Reporting System, as prepared by 
Richard Scoville, November 2010. Available from the IHI extranet, under resources/SPN community/measures 
and dashboards 
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3.2.2 The ‘Pass it on’ collaboratives 

Key findings 

• The role of the mentors was demanding and their success was largely attributed to the excellence 

of the coaching and support from the IHI, and the availability of funding from the Health 

Foundation for backfill and the purchase of appropriate equipment. Despite some initial 

anxieties, mentors demonstrated an impressive ability to run whole-day collaboratives and to 

provide bespoke support to individual organisations. 

• It is advisable for mentoring teams to be large enough to allow for continuity in case of illness or 

absence. 

• Staff appreciated the novelty of the virtual collaborative and attendance levels remained high 

although the face-to-face meetings were seen as a vital adjunct to the virtual. 

• The engagement of senior leaders and participation by front-line staff were both associated with 

significant success. Multidisciplinary team working was particularly valued in relation to the SKIN 

bundle, although all-nurse teams were also successful.  

• Teams faced a variety of challenges to overcome en route to achieving goals, ranging from the 

very simple to the fundamentals of care and re-defining the roles of staff. The collaborative 

proved itself to be a great source of support and ideas and a valuable forum for discussing 

difficult issues. 

• The direct engagement of clinical staff in the collaborative was associated with successful 

outcomes and the use of change agents was confirmed as a powerful way of overcoming 

resistance. 

• The emphasis on the correct completion of documentation proved to be a barrier to staff 

acceptance of the bundles. Records tended to grow and become all-inclusive, resulting in a 

perception by staff that they constituted an increase in workload.  

• Data collection at ward level was challenging and in almost all cases, this was devolved to audit 

and other specialist staff.  

• Seven of the eight collaborative members reported improved outcomes by the date of the 

celebration event in November 2011. 

• Conflicts between the pace of implementation and the targets set by governments were well 

managed by most organisations; although, there was a certain artificiality to the arrangements, 

with pilot wards focusing on demonstrating reliability whilst other teams, invisible to and in some 

cases entirely unconnected with the collaborative, focussed on rapid spread throughout the 

organisation. 
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3.2.2.1 Background 

An invitation to participate in the mentoring programme was published by the Health Foundation in 

March 2010 with the aim of “building a cadre of individuals and teams within SPN organisations who 

will develop the skills, knowledge and competence in coaching and mentoring other teams, both 

within and beyond the SPN community, to get results.”7 The document invited organisations to 

volunteer to design and deliver “a virtual mini-collaborative” in an area in which the mentor site had 

achieved success and offered a generous financial allocation of £100,000 to each mentoring 

organisation. Two successful applications were supported: one focussing on a bundle of care to 

minimise the risk of bloodstream infections through optimal maintenance of peripheral vascular 

cannulae (PVC) and the other on a SKIN bundle designed to prevent decubitus ulcers, by: 

• attention to the choice of the correct surface,  

• keeping the patient moving,  

• managing increased moisture (incontinence) and ensuring a good nutritional intake.  

The intention was to spend two months preparing the mentors and enrolling mentee sites; eight 

months rolling out the mini-collaborative, with up to six network members, and a further eight 

months running a collaborative with organisations that were not founding members of the network. 

The coaching training began with a day’s face-to-face preparation in Manchester and ended in July 

2010. In August 2010, all member organisations were invited to join one of the two collaboratives. Six 

teams applied to join the SKIN bundle and three (all from Wales) the PVC collaborative. 

3.2.2.2 The experience of the mentors 

Both of the mentoring teams were highly experienced, having, in addition to their SPI experience, 

played major roles in their country-wide campaigns. Notwithstanding this background, both teams 

found the coaching training and ongoing support provided by the IHI to be invaluable in building skills. 

In successive sessions the teams were required to develop their project tools and were given an 

introduction to the use of WebEX. Initially confident in their ability to manage the virtual sessions, 

anxiety rose as the delivery date drew closer:  

“I am anxious about that because we want to get this right, we want to do the best we can for our 

mentees – I think that’s fair to say, we don’t want to let anybody down, and don’t want to let 

ourselves down, but we want them to feel its valuable, that they’ve learnt something and can go 

away and practise some of this stuff that’s going to be delivered, and that actually they are going to 

want to come back to the next session and that of course is the challenge.” (mentoring team member, 

SKIN bundle collaborative) 

From the outset, the team leading the SKIN bundle collaborative was also committed to simultaneous 

roll out of the bundle within their own organisation. This gave shape, purpose and structure to the 

team and also meant that they had current real time experience of implementation, although it also 
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gave rise to a significantly increased workload. Mentoring teams gradually came to realise that it 

would have been advisable to have formed a larger team at the outset to reduce dependence on just 

a few individuals and to ensure continuity in case of illness. It was also recognised that the ongoing 

work of mentoring, with its need to pursue data and offer bespoke support to individual teams, was 

time consuming. The funding awarded was used for backfill and for the purchase of necessary 

equipment, such as conference phones and wireless laptops. Both teams acknowledged that the key 

challenges lay in keeping the teams engaged, preserving momentum and collecting data from their 

collaborating sites. Finding out, in the second virtual session, that the teams had actually undertaken 

work and had improved care as a result of the first session provided a significant fillip to one team: 

“The high points definitely were the second learning set when people came and had done their 

storyboards and had actually made changes … because up until that point, we didn't really have the 

belief that they would do it.” (mentoring team member, SKIN bundle collaborative) 

3.2.2.3 The intervention 

The teams participating in the collaboratives were invited to the first of three virtual learning sets to 

take place in November/December 2010, which were followed by action calls, designed to encourage 

teams to report progress. The first all-day session for the SKIN bundle included an introduction to the 

driver diagram, the bundle itself, the model for improvement and fundamentals of measurement.  

The second call, which took place in March, 2011, required participating organisations to present their 

aim, goals and action plans. Data were used to assess the reliability of the process and to audit trends 

in pressure sore incidence. The most common measure displayed on the wards was a ‘safety cross’ 

and a figure representing the number of days since the last acquired or inherited sore. Figure 3.4 

demonstrates the safety cross, which 

represents a month, each square of 

which is coloured green in the absence 

of pressure sores or red if one occurs. 

Subsequent presentations stressed the 

importance of nutritional support and 

gave an overview of the prevention, 

assessment and management of 

pressure damage. The day concluded 

with a warning of the common errors 

made in spreading the bundles too 

quickly, and the need to resist pressures 

from elsewhere. By May 2010, 

organisations were reporting some degree of progress, although this was not yet being reliably 

sustained, and, as part of the portfolio of change in the network announced in that month, support 
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Figure 3.4: A safety cross showing one pressure sore 
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for the groups was extended beyond the original eight months. The collaboratives continued to meet 

for an hour a month although numbers were low, with only four people representing four 

organisations on the August call. Thus, the September face-to-face meeting in London was important 

in re-energising the front-line staff involved. 

3.2.2.4 The experience of the participants 

This section considers prior work in the topic area, team constitution and participation, executive 

support, learning environments, outcomes, barriers to implementation and spread.  

a. Prior work 

In the SKIN bundle collaborative, all mentee organisations had undertaken some prior work, collecting 

data on incidence, undertaking root cause analyses and, in one case, beginning intentional rounding: 

“I think we'd probably been at it about … 10 or 12 months ... We'd been looking at our data collection, 

so getting accurate reporting of pressure ulcers, looking at days between events, making sure that we 

were risk assessing patients and that we were planning care better, and we'd started to do some very 

early work around introducing intentional rounding, but we didn't have the SKIN bundle incorporated 

into that at that point.” (collaborative member, SKIN bundle) 

One mini case study conducted in one of the PVC collaborative organisations revealed a similar 

picture. The organisation had already devised a package of their own, but felt they were hampered by 

not having an off-the-shelf bundle. Having joined the collaborative, they identified a separate pilot 

ward for this purpose and continued their previous work in the background.  

b. Team constitution and participation  

The key contacts were advised that front-line staff (such as doctors, ward sisters, dietician and tissue 

viability nurses) should attend the whole-day events. Three organisations involved in the SKIN bundle 

did engage at least one member of the wider multidisciplinary team (dieticians, pharmacists, 

occupational therapists, and physiotherapists). The others assembled teams of nursing staff, including 

tissue viability nurses, matrons and quality improvement advisers. Twenty-six people from six 

organisations attended the first virtual all-day session for the SKIN bundle and, although one 

organisation dropped out after the second, numbers of attendees remained high. Twenty members 

from three mentee organisations attended the first PVC learning session. Although the aims of the 

PVC collaborators were consistent (to achieve 95% compliance with the PVC Maintenance bundle by 

July 2011) those engaged in the SKIN bundle showed significant variation, as illustrated by Table 3.4.  
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Org  Wards in pilot Aim Target date 

A 2 orthopaedic wards  To reduce the incidence of pressure ulcers within 2 wards 

by 10%  

Dec 2011 

B One cottage hospital  Reduce preventable pressure ulcers by 50%  31 May 2011 

C 3 pilot wards To reduce the pressure ulcer incidence by 20% Oct 2011 

D 6 ward areas A reduction of hospital acquired pressure ulcers by 50%  31 March 2012 

E Whole trust No grade 3 or 4 pressure sores Jan 2013 

F Whole trust Reduce avoidable pressure damage by 50%  April 2012 

Table 3.4:  Aims of participating organisations in SKIN bundle collaborative  

As both collaboratives proceeded, it became clear that organisations were customising the bundles to 

meet their own requirements. A number of those engaged in the SKIN bundle began to incorporate 

elements of intentional rounding in order to offer a broader care agenda to at-risk patients than that 

required by the original bundle. The original maintenance bundle offered in the PVC collaborative was 

extended, at the behest of collaborating organisations, to include a bundle designed to reduce the 

opportunities for infection during the insertion of the cannulae.  

c. Executive support 

All organisations visited in relation to the SKIN bundle had good senior nurse engagement and 

support, volunteer ward managers, and a clear sense of tackling a high-priority area. The PVC bundle 

attracted three Welsh health boards for whom achieving a reduction in staphylococcus aureus 

bacteraemia was a key objective in the 1000 Lives Plus campaign. For all groups interviewed, it 

became clear that explicit leadership support and backing was key to success. One executive lead saw 

her role as ensuring staff recognition of the topic’s high organisational priority; establishing resources 

(both human and financial); building will, encouraging ideas and enabling execution; resolving barriers 

and conflicts; requiring regular data; being visible, giving encouragement and finally joining in the 

celebrations and sharing success. One ultimately successful (SKIN) team was visited by the chief nurse 

and assistant medical director during one of the early whole day sessions which served to underline 

the importance of the initiative. The director of nursing explained: 

“Well I suppose my intention was to be there to demonstrate to senior staff, not that they wouldn’t 

know already but just to , you know, reassure them and say that this is actually something that I am 

going to prioritise and it's something that I want us to start to work on …” (collaborative sponsor, SKIN 

bundle) 

Successive calls revealed that in three organisations, in which executive support was lacking, staff 

were difficult to engage, progress was slow or absent and staff were becoming disheartened. 

Collaborative leaders went to considerable lengths to support these teams and took the step of 

contacting executive leads in order to encourage their engagement. This appeared to be successful in 

two organisations and resulted in discouraged and struggling staff feeling supported and valued. In 
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one case the lack of executive support was mitigated by the teams from two organisations (in the 

same city) joining forces. 

d. Learning environments 

The learning environments for the collaborative sessions varied from organisation to organisation, 

best illustrated using examples from the SKIN bundle collaborative. Two of the three collaborating 

organisations visited attended the virtual meetings in a comfortable room with a large screen and a 

conference phone, which, with judicious use of the mute function, enabled the team to hold their 

own discussions in the light of the presentations being made – a positive advantage (travel aside) of 

virtual technology. Because the ward sister in the third organisation had to travel 50 miles to join 

other team members in the first learning set, she took the decision to access subsequent calls from 

the cottage hospital and this had the added benefit that her deputy could also be present. 

Unfortunately, internet access from this site proved impossible, even with the help of IT staff and thus 

these whole-day events were experienced through the medium of a speakerphone and emailed 

slides. In relation to the PVC collaborative, we found that staff from both organisations visited had 

accessed calls from their individual offices. The lead from one organisation stated that the difficulty of 

getting front-line staff together to attend calls was such that participation became confined to non-

clinical staff who had more control of their diaries. This respondent would have preferred the 

opportunity to have training away from the hospital to preclude interruption but acknowledged that 

this would have carried cost implications. Despite the differences in their experience, all groups 

interviewed found the sessions in both collaboratives stimulating, participants valuing the 

opportunity to share experiences and the momentum occasioned by the monthly follow-up calls. The 

geographical diversity made possible by the virtual nature of the sessions was appreciated, although 

the first face-to-face event was an important milestone for all involved: 

“Oh yeah, it's brilliant because it is hard, you know, cause you're able to talk to people from Scotland, 

England, Wales, you know you'd never be able to do that in a month of Sundays… personally I don't 

have the time to travel whereas this is a brilliant way for all ideas and you know for other areas to get 

together. I think it's brilliant.” (collaborative member, SKIN bundle) 

“I think the virtual side of it worked really well but the face-to-face ones just came at the right time. I 

think and that was really useful, you know, faces to names and voices and sit down and have face-to-

face discussions and talk to each other through that, and also an opportunity to meet with the 

mentee team, the experts and talk through where we were at, and the issues that we were having, so 

Ido think, if you're asking me in the context of the ‘pass it on’ collaborative around virtual learning, I 

still thinkit did need that face-to-face meeting. I think that was really important.” (collaborative 

member, SKIN bundle) 
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e. Outcomes 

As early as March 2011, one SKIN bundle collaborative member reported that, since the introduction 

of intentional rounding, a trauma and orthopaedic ward, with a previously high incidence of pressure 

ulcers, had achieved 144 days, then another period of 90 days without incident. In others, process 

reliability was reported as variable as a result of incomplete documentation.  

By May, one trust, whose work on pressure sore prevention predated the commencement of the 

collaborative by a year, was able to report a 59% reduction over that period in one trauma and 

orthopaedic ward, and a reduction of 63% overall for the six wards participating in the collaborative. 

A second trust had trialled a pressure-reducing device in two areas and assessed its acceptability, but 

appeared to be gathering no data on process reliability nor on the incidence of ulcers, other than in 

the form of a safety cross. A third noted that the introduction of intentional rounding had reduced 

use of call bells by 50% and was having beneficial effects on the incidence of falls and ‘wandering’ of 

confused patients. This same organisation was reporting consistent 95% compliance with the bundle 

and almost zero pressure sores in one cottage hospital and was ready to roll the bundle out to other 

community hospitals in the health board area.  

At the onset of the collaborative, the PVC teams developed aims relating to reducing the incidence of 

devices and ulcers, one aiming for a 50% reduction in infections. However, as with the other 

collaborative, data collected were predominantly on compliance with aspects of the bundle and days 

between adverse events using the safety cross. Organisations reported between 80-100% compliance 

with aspects of the bundle. One organisation reported over 200 days between infections. In the PVC 

collaborative, one organisation reported a 27% reduction in infection over the period. The 

organisations also reported qualitative benefits of the improvement programme as shown in Box 3.2 

• Good and structured approach for learning. 

• Members learned from experiences of others in different organisations and different countries. 

• Opportunity to discuss problems of care in a multidisciplinary group. 

• Support from executive sponsor for the resolution of higher level problems.  

• Increased staff knowledge and awareness of best practice. 

• Improved documentation of care. 

• More staff encouraged to get involved in audits. 

• Patients received better care. 

• Possible cost savings from reduced travel for meetings  

Box 3.2:   Qualitative benefits of participation in the ‘Pass it on’ collaboratives 

All organisations reported good progress at the November celebration event and were enthusiastic 

about the success of the collaboratives. At this point, one SKIN bundle collaborative pilot ward was 

reporting 120 days and another two runs of 60 days without pressure sore incidence. Two of the 
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three PVC groups, one of which had demonstrated highly variable performance until the June 

mobilisation of the executive lead, were reporting up to 100% compliance with the bundles on at 

least one ward by November 2011. One organisation’s data appeared to show a significant reduction 

in staphylococcus aureus bacteraemias in the second half of 2011.  

f. Barriers to implementation 

It was observed that there were predominantly three groups of people in the two teams: 

• willing participants nominated by their organisations 

• volunteers who nominated themselves 

• those who were asked or required to join the programme.  

 

Members in the last category recounted not being aware of the programme aims or objectives, how 

they fitted into the organisation’s aims and also not having the necessary support to implement 

aspects of the programme. In relation to implementation, respondents from both collaboratives 

reported that although staff could see the benefit of what was proposed, a major barrier was the 

increased requirement to record activity that accompanied the improvements in care.. In one 

organisation, the collaborative lead recognised that the real issue was duplication, which she worked 

to reduce. For one team in each collaborative, neither of whom had brought front-line staff to the 

virtual meetings, the perceived increase in paperwork proved a major impediment that staff used as a 

reason for refusing to become involved at all. Even in organisations with committed front-line staff, 

the constantly changing documentation arising from the PDSA process meant staff had to constantly 

find their way around revised documentation and completion was time-consuming. Education was 

arranged with staff to reframe the initiative as a clinical, rather than bureaucratic, endeavour and all 

but one organisation of the eight involved did eventually appear to overcome this resistance. The 

eighth (in the PVC group) faced more difficulty with a lack of enthusiasm in both designated pilot 

wards. One successful strategy is contained in the quote below: 

“Well the challenge is you have to pick somebody initially to test the form… that you know is open 

and willing to change, because the way I find in the past, you have to get a couple of these people 

behind you to go get … sort of my go-getters, and once they see it, once they do it and say that's fine, 

you know, it's no hassle, and then it brings the other ones.” (collaborative member, SKIN bundle) 

Organisation D concluded that working in six wards was too great a challenge and so focussed their 

activity on achieving reliability in one ward per site (n=2). Groups had many issues to resolve, 

including the time delay in the supply of mattresses, reliability of the risk assessment tool and the 

availability of creams. A key issue that engendered a lively debate at the March face-to-face meeting 

revolved around the role of healthcare assistants in the assessment of risk and care decisions. 
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Another vexed issue, about which teams had long discussions, centred around the recording of 

‘unavoidable’ sores (such as those in terminally ill patients who did not want to be moved).  

Both organisational and staff changes challenged implementation and in one organisation resulted in 

the need for a re-launch of the programme. One SKIN bundle organisation lost its tissue viability nurse 

and one PVC organisation lost a key champion early in the process. Consistently, compliance with the 

bundles was seen to fall off when one champion left or went on holiday and some parts of the 

bundles were left uncompleted.  

Overall, teams found great value in discussing issues with people “just like us.” Mentors and mentees 

agreed that the regular calls between and after the end of the virtual sessions were crucial in 

maintaining the pace of change: 

“That was very good because work was going on, wasn't it, and I think having the need to sort of turn 

up, you know, every couple of weeks and say something, I'm sure, would focus your mind wouldn't it, 

because it's so easy to let things drift when you're in practice, that you know week becomes a month, 

becomes six months, becomes a year, so that was really important.” (collaborative member, SKIN 

bundle) 

g. Spread 

Depending on their country of origin, some of the collaborating organisations were under pressure to 

meet targets in the area of focus. Thus, while the ‘Pass it on’ collaborative pilot wards were focussing 

on achieving high compliance and were being encouraged to resist pressure to move beyond their 

identified wards until reliable results were achieved, the same or other leaders were working to 

spread best practice throughout the organisations, in a process largely invisible to the collaboratives. 

One key respondent saw this as a duplication of effort and was somewhat fatigued by the demands of 

the different programmes.  

Notwithstanding the above, organisations demonstrated time and time again the validity of the IHI 

improvement model, finding that if they tried to move too quickly (in one case expanding the number 

of patients involved from four to 22), the quality of outcomes dropped and necessitated a return to 

painstaking education of staff involved. One senior nurse remarked: 

“I think for the team, it reinforced the learning around small tests of change, and that you needed to 

go really slow. You can go fast, but if you move too fast on that, we got into a place where we couldn't 

understand why we thought we were doing it, and not getting the results, and actually because we 

haven't got reliability and we've moved too quick through some of the small tests of change, and we 

saw that in our data.” (collaborative member, SKIN bundle) 

The clear advice not to attempt spread until reliability was achieved on the pilot wards meant 

reported spread began to occur fairly late in the process. By the time of the mini case study visit in 
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November 2011, one SKIN bundle member had spread the intervention from one cottage to a second 

community hospital, and the organisation planned a 90-day rapid roll out to four others, with an 

anticipated local celebration event in September 2012. Another organisation was using the 

Department of Health’s rapid spread model to engage all other adult areas of the trust (30 wards in 

90 days), recognising that once an evidence based bundle had been developed, rapid spread was 

indeed possible – provided work was carried out in advance of the spread to ensure that the wards 

were supplied with training, information, tools and equipment. 

The PVC case study organisation had piloted the bundle on two wards and had started to spread to 

other wards across the organisation at the point of joining the SPN collaborative,at which point they 

slowed the pace and took time to reflect on their processes in order to achieve reliability. By 

November 2011 they had spread to more than10 wards across two sites. 

3.2.3 The Innovation projects  

Key messages  

• The Innovation projects provided a valuable opportunity to work in depth on a project of 

concern to organisations. 

• Organisations benefited from exposure to the rapid-cycle methodology and from the outcomes 

of the project itself. 

• The 180 day timescale was challenging for NHS organisations, although less so than the original 

IHI 90 day cycle. It was less suitable for broad topics and wicked* problems. 

• The change of name from R&D to Innovation project enabled teams to undertake projects 

without lengthy recourse to ethical and research governance processes. 

• Innovation teams valued the support from IHI mentors. 

• Greater clarity over the purpose and expectations of formal interactions between the teams 

and IHI experts was required – for example, the presentation to the IHI Innovation meetings.  

• Some teams had problems in attending the IHI Innovation meetings, with only a single member 

being able to participate. If these meetings are important, then the dates must be given much 

earlier so they can be scheduled. 

• Innovation teams would value facilitation of sharing experiences and learning across 

participating organisations. 

• Wave one teams were prepared to be mentors to wave two teams and wave two teams were 

prepared to be mentors to other organisations: however no development opportunities were 

provided on coaching and mentorship.  
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• Innovation projects had varying degrees of success: not all IHI innovation initiatives under their 

90 day cycle are regarded as doers. There should be greater recognition that organisations 

participating in Innovation projects might undertake projects which may not be doers, but that 

this is an acceptable outcome, provided learning emanates from such projects.  

* Wicked problems: complex, cross-cutting problems that are difficult to define, let alone resolve. 

 

3.2.3.1 Background 

One of the key objectives of the SPN was to build skills in innovation and to develop research and 

development (R&D) capability. The aim of this strand of work was to “develop and test new 

solutions to long-standing patient safety issues which can be applied within the Community as well 

as shared with the wider health system.”8 

Two waves of Innovation projects involving five organisations were funded in total, each site 

receiving £75,000 from the programme sponsor. Following a call for applications in October 2009, 

two organisations were selected to participate in the first wave commencing in January 2010. Wave 

two commenced in January 2011 and comprised three organisations, one of which was not a 

founding member of the SPN. Topics were chosen, not by the applicants, but through a parallel 

process involving a call for suggestions. The innovation topics undertaken by successful 

organisations by wave are shown in table 3.5. 

Table 3.5: Innovation programme topics  

The underpinning methodology was modified from the IHI’s 90 day innovation cycle, becoming a six 

month (180 day) cycle divided into a scanning phase, a focusing and testing phase, and a summarising 

and dissemination phase. Organisations were coached by IHI faculty members for the duration of the 

programme on a weekly or fortnightly basis, dependent on their requirements, and produced a 

charter and driver diagram as interim outcomes.  

  

Wave Topic 

One Antimicrobial stewardship: introduction of a day 3 bundle 
Building reliable care processes within a junior doctor rotation system. 

Two Implementation of a dementia bundle 
Using a primary care bundle to focus on patient safety in a primary care setting 
Using ‘teachback’ methodology to address patient safety, prevent adverse events and 

prevent readmissions in acute settings 



Safer Patients Network - Evaluation 

44 
 

3.2.3.2 Wave one case study 

The topic chosen by the case study organisation was: building reliable care processes within a junior 

doctor rotation system. The multidisciplinary team comprised an associate medical director, clinical 

quality improvement coordinator, clinical governance support officer, a PhD student, two junior 

doctors and a matron. During the scanning phase, using the SBAR methodology, the team produced 

the analysis of the problem presented in Box 3.3. 

The team identified four overarching factors likely to affect the performance of junior doctors, 

classified as organisational, systems, individual and experience. In response to these findings the team 

developed a mechanism for identifying a differential level of risk based on environmental competence 

(experience) and awareness (self-assessed confidence), each of which could be scored in a risk matrix 

(table 3.6) designed to identify those at greatest risk. 

 

The Issue 

In the UK, new doctors graduate from medical school in August, leading to an influx of new doctors 

and a rotation of doctors to new posts: 

• Doctors are working in unfamiliar surroundings following rotation, and therefore there is a 

significant risk of adverse events at this time. 

• There is a daily risk through rotation of staff and patient care handover between shifts.  

What is happening already 

• The majority of literature and work focuses on daily handover of patient care. 

• Some deaneries are working on standardised induction programmes. 

• Medical schools allow communication training and shadowing. 

But, in other industries 

• None have such a large number of new starters at the same time. 

• None have a rotation of experienced staff into new posts at the same time. 

• Such as police and the oil industry, they do require effective handover. 

• There is evidence of effective induction for healthcare and other industries. 

Box 3.3:  Analysis of the problem for project: Building reliable care processes within a junior 

doctor rotation system. 

Experience and perceived competence Risk level 

High perceived competence and high experience Lowest 

High perceived competence and low experience Medium 

Low perceived competence and high experience Medium 

Low perceived competence and low experience Highest 

Table 3.6:  Risk matrix for junior doctors 
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Fifty-one junior doctors completed the risk matrix at the wave one site and 42 from another SPN 

member organisation. Interventions tested (using the small tests of change approach with small 

numbers of doctors) included visual identification using experience badges, nurse mentors, journals 

and regular focus groups.  

3.2.3.3 Wave two case study 

The topic chosen by the wave two case study site was: using ‘teachback’ methodology to prevent 

readmissions in acute settings. The organisation’s multidisciplinary team comprised the head of 

quality improvement, the director of quality and safety, the medications safety pharmacist, three 

ward managers and consultant nurses from care of the elderly, orthopaedic and urology surgery 

wards. The whole team was supported by an external human factors and patient safety consultant. 

During the scanning phase, the team found evidence that patients recalled and understood less than 

half of the information and instructions given to them by clinicians, yet patients appeared unwilling to 

communicate this. Instructions about medication appeared to be particularly problematic. Teachback 

is a structured form of communication in which a question is posed to a patient to enable them to 

restate their own version of the information given to them. If the restating indicates poor 

understanding, then the clinician gives an additional explanation. An important element of teachback 

is that clinicians take responsibility for poor understanding and make this clear to patients who are 

absolved of blame. Evidence indicates that teachback can reduce readmission rates when 

implemented as part of a broader quality improvement initiative targeting transitions of care and 

discharge processes. 

Teachback was focused initially on post discharge medication in elderly care wards, which have a 

higher readmission rate than the trust average. Using a PDSA approach, a teachback protocol was 

developed and following successful implementation and the development of a spread plan, testing 

began on a surgical ward with plans to move to a children’s ward later. An audit was also carried out 

on a sample of patient notes to explore reasons for readmission in more detail. 

3.2.3.4 The methodology and timescale 

As statedearlier, the topics were not devised by the teams themselves but selected from a list. 

Although organisations selected topics that were of interest and concern to them, this approach 

proved to be challenging. The wave one case study organisation chose a topic they believed to be 

very much in the spirit of true innovation, rather than an area on which they had worked previously. 

The scanning phase revealed that whilst safety issues associated with junior doctors’ handovers and 

rotations had been investigated and were well documented, a robust, reliable and effective method 

for preventing adverse outcomes had not been identified. The scanning phase revealed the extent of 

the problem and as the team commented, it “could have led us anywhere.” One early tension related 

to whether it was a research project. Although the SPN team indicated that their R&D colleagues had 



Safer Patients Network - Evaluation 

46 
 

been extremely helpful, there were pressing questions around the need for ethical approval. In 

response, the second wave programme was called innovation rather than R&D, and the supporting 

information from the Health Foundation contained a clear message that these initiatives should not 

require ethical approval. 

The sites were expected to identify the innovative elements of their projects, which were more 

obvious for some than others. Examples of these innovative elements across the two waves included: 

• use of a specific antibiotic stewardship bundle in non-infectious diseases wards with the 

development of a sticker for patients’ notes that forced a day 3 review 

• discovering that patients with dementia were distressed when asked to use teachback, not 

because they could not remember the instructions, but because they knew they would not 

be able to remember 

• involvement of staff from social care backgrounds, rather than from a nursing or medical 

background, in the falls prevention project in a residential home. 

The wave one organisations found the 180 day timescale challenging, owing in part to the 

requirement for an immediate commencement and concomitant delays in the receipt of funding. 

Once these problems were resolved, the wave two case study site found the rapid improvement cycle 

to be an effective way of delivering change, and intended to use this technique (possibly over 90 days) 

as part of a falls reduction strategy. One aspect of the methodology that was particularly valued was 

the ‘test with one patient’ approach. The wave two case study site commented that this directly 

involved the front-line staff in testing and incorporated their views into the next cycle. Using this 

approach, a second wave two site was able to gain strong acceptance from a group of staff hitherto 

unused to involvement in such projects. Another wave two site was also positive about the 

methodology, and achieved their planned project outcomes, although they expressed concern at the 

apparent slow speed of implementation. They were, however, reassured by the IHI Faculty member 

who described the Innovation Curve, and gave reassurance that the speed of spread would increase. 

Barriers to undertaking and completing the projects were many and differed across organisations. The 

wave one case study team struggled with the scanning phase and identifying which of many possible 

pathways to take. They also found that they had a small time window for testing interventions, 

especially given the debate around ethical approval. Organisations involved found that broad topics 

(such as the dementia bundle and the reliable junior doctor processes) made it hard to focus and be 

really innovative and would have welcomed additional guidance. A more general problem was 

persuading staff that the project positively contributed to both patient experience and safety rather 

than something that distracted them from the important day-to-day work. 
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Achievement of results within the 180 day cycle appeared to be a combination of a local dedicated 

team (often with full time project team members), the setting of strict timelines and deadlines, the 

ongoing support of a mentor who set clear targets, and the requirement to report to the IHI 

Innovation Committee and to the Health Foundation. Teams did not wish to fail. One of the wave two 

sites in their draft final report stated:  

“participation in the Innovation project has shown us that new approaches to resolving persistent 

problems can be delivered quickly and effectively using the 180 day cycle approach … being part of 

the collaboration facilitates shared learning and a sense of reassurance that there are other teams out 

there who are facing the same challenges and who sometimes have solutions for issues your team 

encounter.” (Innovation project report) 

3.2.3.5 Overall management of the programme 

The support given by the IHI mentor in the weekly huddle calls was highly valued. During the scanning 

phase for the wave one case study site, where the extent of the problem was uncovered 

concomitantly with the paucity of information and evidence: 

“if we didn’t have this contact with the IHI, we would get lost focusing on what we need to do”. 

(participant, Innovation project) 

The mentor was seen to keep the team and project on track, giving good advice for testing, and being 

a source of constant encouragement. The team in the second wave one site also valued the content 

of the huddle calls, which constantly advised to aim for simplicity. One of the wave two sites stated in 

their final report that access to an IHI coach and the weekly calls had enabled them to exceed their 

own expectations, while a second commented that the interactive calls had given opportunities for 

reflection. The weekly telephone calls also heightened the sense of accountability and helped 

maintain momentum. 

The wave two sites not only had weekly huddle calls, but also monthly joint calls, attended by one or 

two core team members. These were set up to give additional support to teams in prototyping, 

implementing and spreading their programme findings. The programme, which required advance 

preparation by the teams, usually comprised a brief presentation by an IHI faculty member who then 

invited participating organisations to comment on the relevance to their projects. For the call on 

culture, context and spread, the teams were asked to review their barriers to spread and be prepared 

to share these with the other teams on the call. It was not clear what direct value the organisations 

gained from the calls and the role of the wave one sites was confusing. Teams were invited to suggest 

topics and were invited to contribute to calls but at least one participant would have preferred 

additional site-specific support and guidance. One wave two site commented in their process report:  
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“From August onwards, the on-going mentoring via network calls has involved general topics like 

spread and sustainability. A fortnightly half hour call with an IHI mentor, which focused specifically on 

our project, may have been more useful as a mechanism to support the spread and sustainability of 

[project topic] throughout the trust.” (Innovation project report) 

Participants also made particular mention of the high number of teleconference calls that they had 

been attending, including those associated with: the Community of Practice; Learning Event planning; 

and for one organisation, engagement in a ‘Pass it on’ collaborative. The report writing requirements 

were also felt to be somewhat onerous by at least one wave two site who reported that this had 

detracted from their ability to support staff. Their suggestion was to have one report at the end of the 

180 day cycle, and a second (public) report summarising key findings. 

3.2.3.6 Innovation programme outcomes and spread 

The wave one case study site felt they had identified a serious issue, developed a robust tool for 

identifying those junior doctors at greatest risk to patient safety, and identified some possible 

interventions. However, they were unable to proceed with the ongoing testing of the interventions 

because opportunities for testing were limited to the first few weeks of a rotation; an ongoing 

argument about the need for ethics approval; and the need for the involvement and support of the 

local deanery. They commented that:  

“Our project needs more work for it to be a ‘goer’. We didn’t find a way of doing more work at a level 

that it needed…for example, some of our outcomes would require deanery changes, which we 

couldn’t do in the trust.” (participant, innovation project) 

Whilst struggling with taking forward the results of their project, these team members believed that 

there were other aspects of their driver diagram that could be taken forward in their organisation. 

They had come to value the rapid cycle methodology, several examples of which were now happening 

in their organisation, and reported that they were looking at other problems differently.  

The second wave one project had a range of process and outcome measures. At the end of their 

project, their data suggested that the bundle they had been implementing was beginning to be 

accepted by the clinical teams but that reliable compliance had not exceeded 95%. The impact on the 

C-difficile infection rates seemed to be encouraging, but the team could not demonstrate any causal 

connection. 

The readmission rates for elderly care wards at the teachback case study site showed no reduction, an 

unsurprising finding given the short time scale and the relatively small number of patients involved. 

They did, however, find initial evidence from ward performance data that teachback improved the 

percentage of drugs ‘to take away’ prescribed in advance, leading to a reduction in the number of 

community discharge alerts relating to medication non-compliance. According to the currently 
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available draft final report from the wave two case study site, the project achieved a culture shift 

among pharmacists, who were initially sceptical about using teachback protocols but who, after 

testing the tools using PDSA, became enthusiastic, and helped to spread the protocol to other wards. 

The results of the patient note audit were being used to influence the trust’s overarching strategic 

plans to reduce readmissions. The testing of the prototype for those at high risk of admission was 

limited due to problems in identifying patients in this category. In addition, the complexity of the 

outpatient appointments system made implementation difficult in this area and there were problems 

in undertaking teachback with patients with dementia. Nonetheless, the team felt that there was 

valuable learning in undertaking teachback in these areas and the project gave the organisation an 

opportunity to co-design and improve the outpatient appointment booking systems. 

A second wave two site, which aimed to reduce falls in nursing homes by 25% (increased from 15% 

following encouragement from their IHI mentor), and to reduce the number of days between falls, 

succeeded in reducing the falls rate by 17% and had had no falls for 45 days at the time of writing 

their report. Finally, following monthly audits of process measures, there was evidence of continued 

implementation. In their final report, this organisation indicated that a culture of safety was being 

created as the evidence of effectiveness accumulated. For example, following a completion of a 

learning needs analysis conducted in the nursing home, training sessions were delivered across a 

range of subjects – such as continence and pain management, medication safety and blood pressure 

monitoring – all of which were well received by staff. They were also planning to roll-out the 

programme to other residential homes. 

The third wave two site initially planned to design and implement a dementia bundle within the acute 

hospital setting. During the life of the project, the team realised that a single inpatient bundle would 

not address the needs of a dementia patient in an acute hospital setting, and investigated three 

areas: ensuring only appropriate admissions are made; ensuring that acutely ill patients with 

dementia receive the best care and have the best experience; and ensuring continuous quality of care 

during discharge. They realised that their choice of topic had been too broad, but used the 

information gathered during the time of the project to enhance their knowledge across many aspects 

of dementia care. They are now involving other organisations in testing and implementing elements 

of the bundle.  

Although, during the case study visits, we came across no evidence of the work of the Innovation 

projects being picked up by other organisations, four of the Innovation teams did report interest by 

other organisations and in one case were actively working to support them. One disseminated the 

work via a presentation at an international conference. Four of the five teams were also committed to 

taking their work forward in their own organisations, either in testing and implementing, or to other 

areas and wards. From a recent LISTSERV exchange concerning pressure sore reduction in the social 
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care setting, we suspect there will be considerable interest in the falls work undertaken in that arena 

by a second wave organisation, although evidence of this will have to be collected by others.  

3.2.3.7 Wider achievement of programme objectives  

The overall aim of the Innovation programme was to test new solutions to long-standing patient 

safety issues that could be applied within the SPN and shared with the wider healthcare system. The 

five Innovation programmes certainly achieved the first part of this aim but the application within the 

SPN appears to be more limited. Certainly, the interviews undertaken during the visits to case study 

sites demonstrated general interest in some of the topics, shared with SPN members through 

Community calls and storyboard presentations, but no concrete intention to adopt the processes. 

More positively, interest was expressed by one organisation in the primary care bundle tested in a 

wave two site, and LISTSERV activity indicates a likely interest in the work undertaken in social care 

organisations.  

There was no attempt to coach organisations in mentorship skills to enable other organisations who 

might wish to take up the innovations. An early email from the IHI at the start of the second wave of 

Innovation programmes indicated that a buddying system would be set up with first wave sites, but 

this did not materialise.  

Two of the innovation teams have undertaken a programme of dissemination of findings or plan to do 

so, locally, nationally and internationally. The wave one case study team co-presented with the IHI 

their findings at the European Quality Forum in Amsterdam in 2011, whilst one of the wave two 

teams disseminated the information from their scanning phase to local organisations to engage them 

with the project. Those who had participated in the projects felt that the experience had increased 

their ability to be influential in the debate. 
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4 Discussion 

4.1 Introduction 

The SPN was conceived with the purpose of providing ongoing support for improvement activity after 

the cessation of the highly-structured and highly-directive SPI intervention. During SPN’s gestation 

period, the governments of both Wales and Scotland, inspired by the gains made in their SPI 

organisations, had set up their own country-wide campaigns supported by the Health Foundation and 

the IHI. In England, the Patient Safety First campaign was complemented in some areas by strategic 

health authority initiatives founded on the model for improvement. By the time of the SPN’s birth, 

healthcare improvement had become a mainstream imperative, focusing on the reduction of 

avoidable deaths and adverse events and the promotion of efficient and effective working.  

Although all of these developments offered networking opportunities aplenty, the SPI organisations 

responded readily to the invitation to join the SPN. The key attractions lay in the prospect of an 

ongoing relationship with the Health Foundation and the IHI, membership of an elite club, and the 

opportunity to stay in touch with organisations of equal maturity on the quality journey. The speed 

with which leaders signed up, however, was indicative of a lack of discussion on two fronts: namely 

the nature of the added value of the network and its resourcing in the short and long term. Other 

than a vague hope of support, neither CEOs nor the key contacts had a clear vision of network aims at 

the outset and the picture continued to be clouded by new externally imposed targets, competing 

networks, organisational mergers, leadership changes and, ultimately, severe financial constraints. 

The establishment of a supportive, member driven network devoted to making patients safer was 

clearly very different from the highly directive and highly structured nature of SPI and in the early 

days all struggled with the transition. Would the network directly support those who had led the 

clinical programmes in SPI? Would it support and inspire the improvement advisers? Would it lay 

down new challenges, build capacity and/or seek to keep the minds of leaders focussed on healthcare 

improvement in a difficult fiscal climate? One network, however well resourced, was unlikely to 

achieve all of these aims, and the failure to determine a clearly defined, unique selling point for the 

SPN meant that the expectations of many of those involved were frustrated.  

4.2 The Community of Practice 

In the design phase, the designated organisational representatives formed the core membership of a 

co-operative network9 of independent organisations, linked by LISTSERV and committed to mutual 

support and the sharing of information. Electronic ties create links between people who would not 

otherwise share information10 and are known to be useful for seekers of technical advice, entailing 

little or no risk to their transactions.11 LISTSERV proved attractive to a wide range of people looking 
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for a relatively easy and inexpensive way to ask distant acquaintances for advice via e-mail, using ties 

that were both generalised12 (i.e. shared with a whole group rather than with an individual) and weak 

(may result in one-off interactions only) and are unlikely to create strong bonds. In a network, the ties 

connecting seekers and responders are based on knowledge, rather than personal familiarity or 

physical location.  

The SPN was also set up, however, as a Community of Practice (COP), defined by Gabbay et al. as a 

“group of people who may not normally work together, but who are acting and learning together in 

order collectively to achieve a common task while acquiring and negotiating appropriate 

knowledge.”13 Work by Murillo 14 investigating the development of the concept of COPs over the last 

two decades reveals a proliferation of diverging interpretations of the concept, as users adapt it to 

suit their needs. Allee15 suggests that networking does not create a COP without a sense of mission – 

something that people want to accomplish or do together that arises from their shared values and 

understanding. It is also reported that relationships within a COP tend to be closer than among 

network members.16 Wasko et al.12 have compared the characteristics of electronic networks of 

practice with COPs, noting that these are more likely to meet face-to-face and have smaller, more 

restricted, memberships whilst networks of practice are computer mediated, open and use LISTSERVs 

and discussion boards.  

There are potentially some tensions between the loose network facilitated by LISTSERV and a COP 

network described above. First, the frequent exchange of ‘friendly’ messages that were a feature of 

the COP was not appreciated by many busy LISTSERV recipients – a phenomenon also noted by 

Wasko et al.12 The second area of tension lay in the different requirements of effective dissemination 

of information versus the creation of a vibrant community. Podcasts (defined as “collections of 

serialised multimedia content that projects the authors’ message in an uni-directional way,”17), which 

were frequently suggested as a means of allowing wider access to call material, might have destroyed 

the COP as the core membership, all busy managers, would have been tempted to attend to other 

competing issues at the time of the calls, knowing that they could catch up at a later time. One 

solution might have been an on-line discussion forum, but these were not a feature of the platform in 

use.  

The early work of setting up the SPN, an important part of achieving ownership, had the unfortunate 

unintended consequence of giving some organisational leaders the impression that the SPN, far from 

providing benefits, was a net absorber of the quality improvement resource. A later attempt to 

increase membership by asking key contacts to increase the membership by 100 added to the sense 

that the members were being asked to service the network rather than vice versa. Commentators 

warn that networks slip easily into the trap of validating their own existence4 rather than on achieving 

the outputs which are its raison d’être but which may be difficult to define and pinpoint.  
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Despite a reported sense of ownership amongst the key contacts, there were few signs that there 

were any mechanisms in member organisations to drive the shape of the network, although key 

contacts reported a variety of mechanisms for getting information from the network to their 

colleagues. Overall, the active members appeared to be engaged in watchful waiting to see how it 

would develop. A key indicator of the lack of a coherent approach to the network within NHS 

organisations related to the creation of the clinical dashboard, a project into which organisations 

invested significant time yet which was not perceived to add value. Clearly many of those directly 

engaged in its development felt that they did not have the organisational authority to point out its 

low utility value or to propose a commitment to new challenges, even though this wish was expressed 

by senior leaders in the interviews.  

The Learning Events, for which the sponsor offered funded places to each member organisation, were 

important milestones in the life of the SPN. For the first time, participants had an opportunity to 

network with those with whom they had conversed by phone and, through the storyboards, learn of 

one another’s achievements. Curiously, senior leaders who cited shortage of time as a key reason for 

not attending Community calls were nonetheless prepared to travel to the Learning Events. Clearly 

the most valued features were the opportunities to learn about the very specific improvements 

introduced by others and to engage in informal and unstructured conversations with others with 

similar responsibilities.  

Somewhat unexpectedly, the enthusiasm generated by the Learning Events did not translate into 

increased interest in the calls and the leadership group that grew out of the first Learning Event also 

struggled to convert notional membership into attendance. The senior leaders who appeared, from 

their attendance record to be the most committed, possessed a clear personal vision for the network. 

In one case it was seen as a vehicle for joining together all of the organisations in their area (SPI and 

non-SPI) and in another as the means of maintaining momentum at the conclusion of a national 

safety programme. Others were happy to delegate their places to the key contacts.  

4.3 The growth of the network 

The emphasis on the need for COPs to share a common task or a concern about a topic is echoed 

throughout the literature,18-22 and it may be argued that the very breadth of the SPN’s aim may have 

made it difficult to access. Hospitals are complex environments in which the organisation’s mission 

may look different from the perspective of different groups.23 Even within an organisation with 

quality at the top of the agenda, a chief executive may see the organisation’s mission very differently 

from his or her medical director or chief pharmacist. Because of the early decision to invest time in 

creating a community by the development of driver diagrams, it was inevitable that the fledgling 

community would need the skills of the improvement advisers and managers who had previously 

been involved in SPI. In this sense, the SPN was unusual in that the members of the collaborative 
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were not directly responsible for giving care, as was the case with many studied networks,21 24 25 but 

rather were managers who had to influence others to change practice. These engaged individuals 

created a COP that fitted their needs and their ‘common task,’ which, as Goode26 remarked, inevitably 

developed a “common language only partially understood by others.” Inevitably, as a COP becomes 

more meaningful to its members it becomes less attractive to others,26 and consequently less diverse 

in its membership.4 Conner highlights the relevance of the domain of practice to the development of 

a COP.27 She found that it proved difficult to engage clinical staff in a community with an overarching 

aim of service improvement and argues that tapping into what people are truly passionate about is 

important in developing a vibrant community. Even the clinically-focussed managed cancer networks 

studied by Ferlie had to create sub-networks (tumour groups) in order to engage clinicians in care 

improvement.25 If broad engagement was the goal, then perhaps the network should have planned to 

spawn a constellation of inter-related communities of practice,28 rather than one.  

Another prerequisite for the growth of a virtual network relates to its accessibility and usefulness. The 

NHS Networks website has links to at least 180 networks, the majority of which are clinical, which 

demonstrates the extent of the availability of networks across the NHS and how they can be used to 

support their members across a variety of topics and issues. The majority of SPN member 

organisations simultaneously participated in their national or regional patient safety and quality 

networks. Most of these were supported by effective web-based infrastructure offering bright, 

friendly, colourful and easily navigable websites full of features, information from other organisations, 

forthcoming events, results and findings, and other means of communication and dissemination. In 

comparison, the SPN portal was an extranet that was not particularly easy to enter, requiring 

navigation through the IHI’s own website, and hence likely to be off-putting to the casual browser or 

the less than committed member. Additionally, even after entry, the website was monochrome and 

neither well laid out nor signposted. Much of the material was not updated, and the LISTSERV facility 

in particular was very confusing with no clear paths through topics. Several efforts had been made to 

launch newsletters, or the dissemination of material of interest, but none were sustained for more 

than a short time.  

One striking feature of the SPN to the research teams as outsiders, was the degree to which the active 

community, with very few exceptions, had emerged from the SPI with a very deep respect – almost an 

unquestioning reverence for – US-based approaches to healthcare. Many respondents to whom we 

spoke had benefited from education programmes based in Boston and at times we were reminded of 

Moss Kanter’s study of American Utopian societies.24 This reverence for the people and work of the 

IHI appeared to be a strong unifying factor amongst the SPN core team members, and the very few 

who did not subscribe to this view either did not join or, in two cases, quickly ceased to participate in 

the network, complaining that the network was insufficiently grounded in the demands of the UK 

NHS. As observers, the ESPNET team noted that in marketing calls, the value of the IHI speakers was 

assumed rather than promoted – in other words, there was an assumption that the experience of 
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senior IHI personnel would be known to staff within organisations, whereas the reality was that only a 

very small percentage of the very large numbers of staff in these NHS organisations had been involved 

in SPI events and therefore few could be expected to have an awareness of the potential value of the 

speakers.  

Did the network fail because it did not grow? A body of recent literature stresses the importance of 

boundary-spanners in organisations – those individuals who form bridges from one organisation to 

another. A majority of senior leaders in organisations visited were entirely happy with the network as 

it was, allowing those with a generic responsibility for improvement to network create bridges and act 

and a conduit for best practice, as Ansett29 argues: 

“In the context of stakeholder engagement, individuals who are operating outside the boundaries of 

their organisation in the external environment are often meeting with boundary-spanning 

counterparts from other sectors. Both individuals are trying to expand the boundaries of their 

organisations and bring them closer together to address each other’s needs and identify potential 

spaces of ‘strategic overlap’ where possible collaboration can take place. It is extremely rare that 

organisations will agree on everything, or even most things, but often there are times where space for 

collaboration can create a win–win opportunity for both organisations and situations where neither 

could create change alone.”29 

Ferlie argues that in order for innovation to pass from one organisation to another, not only must 

boundary-spanners be in place, but the organisation must also have an absorptive capacity.25 This is 

defined as the ability of an organisation to translate information from the external environment and 

translate it into a form in which it becomes useful. Our sense is that our case study organisations all 

exhibited these features of being hungry for new ideas to improve care and were keen to extract all 

possible learning from the SPN, but that they were also simultaneously keyed into many other 

networks and initiatives.  

In an organisation as large as the NHS, networks offer the opportunity to break out of familiar ways of 

doing things and to access new circles of people and ways of thinking. They introduce people to new 

circles of thought, introduce new contacts and broaden one’s horizons to such an extent that 

Granovetter et al. argue that distant acquaintances serve a more important function in life-changing 

decisions than do close friends.30 They have the potential to provide expert advice, filter knowledge, 

allow people to celebrate success, engender competition, inspire leaders and encourage staff. It may 

be the case that the SPN was overly ambitious in its aim of uniting managers and clinical staff in a 

single network through the medium of monthly calls. By contrast, the face-to-face Learning Events did 

succeed in inspiring people in all parts of the member organisations and this may have been partly 

because of the ability to form informal uni-professional splinter groups and partly because they 

provided time out for a cross-section of staff from organisations that offered the space to think 
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creatively about new approaches in a stimulating environment. Certainly a number of respondents 

who never attended calls were extremely positive about the Learning Events. 

4.4 The ‘Pass it on’ collaboratives 

The ‘Pass it on’ collaboratives, which followed the model developed by Batalden,31 in many ways were 

much more aligned to the SPI ideal, with their clear clinical foci, training in the use of improvement 

methods and regular calls at which participants reported progress by presenting both process and 

outcomes data. Overall, key contacts found it very easy to sell the benefits of engagement in an 

enterprise that was a good fit with strategic goals. The coaching received by the mentors was highly 

valued and most of the mentees made significant progress in reducing the incidence of complications 

in the pilot wards. The novelty of the virtual medium was cited as a key attraction, as was the 

opportunity to talk with like-minded people struggling with the same clinical problems. As Duckers 

found,32 33 the key to success lay in the team’s perception of the importance of the contribution of the 

collaborative to the strategic goals of the institution. The final celebration event in London in 

November 2011 was an inspiring event at which organisations were able to share real progress in 

their pilot wards and their plans for wider spread.  

In contrast to the managed clinical networks currently being used in health service provision to 

streamline the patient’s journey through the system,34-38 the SPN collaboratives focussed on learning 

to improve patient care by the application of improvement methodology and the use of previously 

tested bundles of care. The ‘Pass it on’ collaboratives use quality improvement methods that seek to 

implement evidence-based practice through the sharing of experience and knowledge of others in a 

similar setting.39 According to Berwick40 the key characteristics that differentiate a collaborative from 

other quality improvement strategies are: 

• the engagement of clinical leaders and executive support 

• structured timelines and reporting mechanisms 

• emphasis on the implementation of evidence-based strategies 

• Importance placed on collaboration and sharing of knowledge across institutions. 

We may examine the ‘Pass it on’ collaboratives in the light of Hulscher et al.’s41 criteria for such 

enterprises, defined as having: a specified topic, clinical experts in quality improvement, a critical 

mass of multiprofessional teams and a model for improvement and structured activities. The topics – 

SKIN bundle and PVC – certainly had perceived strategic importance as there were recommendations 

and targets in place for a reduction in the incidence of pressure sores in England and Wales, 

strengthened in England by financial incentives. The implementation of the PVC bundle was aligned 

with Welsh Government targets for the elimination of healthcare associated infections.42 As for the 

need for both clinical and quality improvement expertise, both mentoring teams comfortably met 
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these criteria, having played leading roles in their national campaigns. Critical mass may have been 

low in comparison with the original IHI Breakthrough collaboratives (which typically attracted 35-40 

teams)41 but the quality of discussion did not seem to suffer from this. The multiprofessional teams 

worked very successfully in some organisations, providing some ward managers with their first 

opportunity to discuss patient care improvement with others such as dieticians.  

4.4.1 Facilitating change and overcoming barriers 

Within collaborative networks, the participants are dependent on each other in a symbiotic manner in 

which the effective action of one organisation depends on the actions of another. The organisations 

recognised that they shared a common problem with other members – and acknowledged their 

inability to meet their goals working alone. Such networks offer a level of networking that goes 

beyond resource dependencies and data needs, to the making of a commitment to change how they 

operate. A close look at the organisations that appeared to fare well in overcoming resistance and 

barriers to implementation of ‘Pass it on’ collaborative bundles revealed that senior leaders within 

the organisations had communicated the programme’s priority to the front-line staff involved, which 

reduced or eliminated resistance and legitimised attendance. Where teams believe in a change 

process, and can align themselves with its purpose, they are more likely to drive that change.39 

Certainly, as suggested in the literature,39 43 direct access to senior leadership helped to overcome 

systemic barriers and facilitate both implementation and spread to other units in the organisation. 

Observation of the collaborative sessions demonstrated a need for clear communication of the 

programme’s aims and objectives, agreed timelines, an early assessment of participants’ knowledge 

of the improvement methodology of choice and the need to allow for a period of “sense making” by 

the participants to allow for reflection on the process. 

The process of team selection for programme participation appears to be one that needs to be 

planned carefully.44 On the other hand, being coerced or made to join with neither prior interest nor 

commitment also has implications for enthusiasm, morale and ongoing participation. Newton et al.39 

suggest that the conduct of a collaborative is dependent on consensus and cohesion to necessitate a 

balance in the composition and harmony between team members.  

Hulscher et al. and others41 45 stress that organisers of collaboratives must ensure that teams value 

their data and recognise the difficulties involved in collecting it. Encouraged by their IHI coaches, the 

‘Pass it on’ collaborative mentoring teams did both, ensuring that teams were really using the data to 

inform their decision making and even offering to create graphic representations of raw data should 

that be easier. Nonetheless, regular data proved hard to come by and reflected the wider problem of 

data transfer to the SPN. Overall, there was a degree of dissonance between organisational belief in 

the need for robust data to underpin improvement and the difficulties encountered by the mentoring 

teams in collecting data from their participating teams. Despite the many offers of facilitation by 
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collaborative leaders, the only data forthcoming (irregularly) from participating organisations was in 

the form of safety crosses and days between events. 

When volunteers were forthcoming and appropriate arrangements were made for the collection and 

processing of data, the network did indeed offer very tangible benefits. Most valued aspects included 

the opportunity to create a team that publicly committed to the achievement of a clear and 

measurable goal. The teams were then called to account for their progress through the medium of 

regular follow-up calls, which were said to be important in maintaining the pace of work. The 

collaborative offered the opportunity to share problems in discussion on the calls. Even if no obvious 

solution was offered, as psycho-analytic practice confirms, the process of exploring a problem in a 

sympathetic environment forces a coherent presentation of the situation and assists staff to reach 

their own conclusions. Teams valued the equality offered by the ‘all teach, all learn’ philosophy and 

the observed spontaneity and quality of the virtual discussion upheld the view that it was easy to talk 

to ‘people just like us.’45 The collaboratives also allowed for the sharing of solutions by free 

distribution of information leaflets and staff communication documents at the face-to-face meetings.  

Collaborative teams reported facing some resistance in implementation from ward staff, mainly as a 

result of the perceived increase in paperwork. This proved such an obstacle in one organisation that 

the collaborative member was unable to enrol wards into the collaborative. Successful organisations 

reported the need for constant reminders that the focus was on the improvement of care, because 

there was a tendency for staff to be overwhelmed by constant attention to altered documentation. 

There are two key areas of tension in relation to documentation: one relating to the time spent 

recording rather than giving care and one relating to perceived conflict between the use of tick boxes 

and a philosophy of individualised care46 with managers, rightly mindful of legal implications, 

focussing on the former and nurses tending to favour the latter.47 According to Keenan et al.: 

“the challenge is to design systems that are patient focused but also reap the benefits of 

standardization in terms of more accurate, precise, and up-to-date information transfer among all 

members of the interdisciplinary team.”47  

Most of the organisations engaged in the collaboratives were working under political pressure to 

achieve the outcomes of the SPN collaborative across the whole organisation, although only a few 

pilot wards (typically two) were enrolled in the SPN work. Some of the organisations appeared to 

have handled this by running the SPN collaborative as a separate strand of work, largely or completely 

invisible to the collaborative leaders whose demands centred on the achievement of reliability in the 

pilot wards to the exclusion of all else. In some cases there was some cross-pollination of ideas 

between the two project groups in any one organisation, whereas in others none was reported. Those 

that had spread from one ward to a second reported varying experiences. One mini case study site 

reported a smooth introduction to a second (very similar) ward, whilst another reported that the 

solutions in the second ward were very different and had to be uncovered anew. We saw little 
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evidence of passive spread48 and indeed noted the amount of energy (and time) required to achieve 

the reliability that was the necessary precursor to spread. The early cessation of the study means that 

we cannot comment on the effectiveness of the spread techniques employed, but do suggest that it is 

questionable whether an improvement methodology that precludes early discussion of spread plans 

is fit for purpose in a context in which improvement is a political imperative. Had organisations been 

helped to prepare for spread from the outset, more people could have benefited from the education 

provided and been ready to take up the banner once the change was embedded in pilot wards.  

Certainly the ‘Pass it on’ collaborative succeeded dramatically in engaging and holding the attention 

of those who were committed to the achievement of its clear clinical aims. Senior leaders and 

collaborative members alike were united in their appreciation of the face-to-face meetings that 

facilitated and rendered the later virtual contact more meaningful – a point reinforced by Castells, 

who pointed out that online communities may be built from interactions between offline and online 

sociability.49 These opportunities were repeatedly credited with having brought the collaborative to 

life or had helped people see the point of the exercise, and most felt that an earlier opportunity to 

meet would have been useful. There may well be an optimum timing for a meeting that allows people 

to meet each other and network informally – perhaps once the task is clear and the optimal team is 

established.39 Once basic relationships are in place, computer-mediated communication can support 

dense bounded groups and increase the range of social networks, facilitating a wider range of 

relationships.50  

Organisations that appeared to move ahead of the others showed a number of characteristics that 

were absent or less evident in the others – all of which were highlighted by Render et al.51 as 

facilitators of quality improvement collaboratives. First, they had completed some prior work in the 

topic and had clearly identified gaps in their knowledge base that joining the collaborative would fill. 

Second, the project aims aligned with the priorities of the organisation. Third, the presence of 

champions on the pilot wards prepared to drive the work across other units in the organisation. The 

organisation that performed best in the PVC collaborative had also fielded a dedicated (natural) team 

who were well known across the organisation and were charged with leading the improvement work 

within the organisation. Øvretveit et al.,43 in their study of collaboratives, highlight that teams that 

are fully formed and functional prior to the commencement of a collaborative appear to be the most 

effective.  

4.5 Innovation projects 

The innovation cycle methodology used by the IHI is based on the successful method used by Proctor 

and Gamble.52 All organisations were positive about their experiences of participating in the 

Innovation projects, finding the rapid cycle methodology challenging but valuable in achieving small 

changes in quick succession45 and especially in its ability to achieve rapid engagement and 
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commitment from front-line staff. Most teams planned to use the methodology on other projects in 

their organisation. The scanning phase was also seen as useful, enabling teams to meet or talk to 

those, often in other environments, with similar problems, and investigate the literature on their 

topic. The support given by the IHI, via huddle calls with the teams’ mentors was especially valued, 

not only for providing support and direction, but also for encouraging the teams to aim higher. It will 

be interesting to see if the methodology can be replicated without the expert coaching, tight external 

deadlines and external funding.  

During the period of the evaluation, the reported outcomes were variable. Two projects did not get 

beyond the initial testing phase to implementation, whilst a further two achieved a degree of success 

in that the change concepts were tested and implemented in one area and were being spread to 

other areas, supported by improvements in clinical outcomes. Spread amongst staff within the 

organisations was demonstrated: teams were multidisciplinary and included front-line staff. In one of 

the wave two sites the project included social care staff, not usually exposed to improvement 

methodologies and quality improvement projects.  

The spread of the Innovation project outcomes within the originating organisations faced major 

barriers. Principally, in the case of the junior doctor programme, the lack of robust empirical evidence 

of success was a barrier – evidence they were unlikely to collect without adoption of the innovation. 

Because of its elegant simplicity, we were more surprised by the lack of interest in the antimicrobial 

prescribing review package developed by the other first wave organisation. This device, which forced 

a prescribing review on day four of admission did attract attention, but most pharmacists in other SPN 

member organisations reported that they had already addressed the issue in their own organisations.  

4.6 Spreading and sustaining 

The transfer of best practice or tacit knowledge to other contexts has been viewed as relatively 

difficult to achieve,53 because of its stickiness and/or reluctance to leak. Tacit knowledge necessitates 

different designs for their mode of transmission, with organisations now placing more emphasis on 

tapping into the tacit knowledge potential of their employees. The study of the transfer of knowledge 

and best practice within and across organisations is relatively new and underdeveloped.54-56 

Knowledge management hinges on the fact that knowledge held by an individual is largely unknown 

to others and therefore often wasted.57 It is postulated that collaboratives and Innovation 

programmes, such as those developed within the SPN, serve to liberate such knowledge and enable 

others to benefit from it.38  

Because of the lengthy period required to establish reliability, we have limited evidence about the 

spread of interventions introduced through the SPN collaboratives. We do have some evidence, both 

from the barrier analyses completed by member organisations and from stakeholder and case study 

interviews, relating to the barriers to the spread of the initial SPI bundles. Massoud argues that the 
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features necessary for successful spread look very similar to those quoted for initial success. The 

features are: 

• the widespread acknowledgement by leadership that the improvement project is a key 

strategic initiative of the organisation 

• the designation of both executive sponsorship and day-to-day leadership  

• the existence of successful sites that are the source of the specific ideas to be spread, as well 

as evidence that the ideas result in the desired outcomes.58  

The barrier analysis and case study interviews confirmed that of all the work carried out under SPI, 

those most commonly sustained and most comprehensively spread related to the intensive care 

bundles. Indeed only one organisation reported the spread of these bundles to be a challenge, citing a 

failure of key clinicians to recognise any problem in the areas of focus. This high level of success was 

attributed to the bundles meeting the high evidential standards demanded by clinicians and therefore 

being taken seriously as potential solutions worthy of adoption – a key prerequisite for adoption.2 48 59 

One might also suggest that these units tend to have highly motivated and stable staffing,60 and are 

led by intensivists or anaesthetists, many of whom, unusually for the profession,61 are leaders in 

patient safety and improvement.62 In addition, the patient outcomes related to the intensive care 

bundles were clear cut, measurable and clinically important. It is also likely that the high staffing 

levels and the small numbers of units and patients contributed to good and accurate data collection, 

‘an integral part of improvement’ according to Nolan et al.59 Bundles that required more general 

spread across the organisation (such as the SBAR communication system) proved more problematic 

and remained incomplete throughout the life of the SPN. The barrier analyses demonstrated a 

widespread lack of acceptance that the introduction of this model would lead to improved patient 

outcomes. 

The results from the evaluation of the collaborative reveal that the journey to improvement on any 

topic of focus is non-linear. According to Greenhalgh,63 there is no failsafe recipe for success, but 

rather a need for dedicated managerial expertise to resolve problems, make changes to the 

intervention and adapt the original implementation plan in a dynamic context until full 

implementation is achieved. The author highlights that failure to take one particular action does not 

necessarily imply failure of the programme, as long as creative action is taken by managers and front-

line participants to reach the desired goal. From our observation we can confirm that success is 

predicated on the relentless pursuit of a goal by a group of dedicated and committed staff. 

There is no doubt that all of the member organisations visited remained committed to healthcare 

improvement. The problem lay in the plethora of initiatives and the degree to which the resource to 

lead this was equal to the demands put upon it. Inevitably, the focus of attention within organisations 

was on the targets set by national campaigns and the areas of financial reward set out in quality 
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accounts and rolled into CQuINS. The bundles introduced during SPI helped organisations, inter alia, 

tackle healthcare associated infections – a key government target at the time – and where the SPN 

contributed to the meeting of such goals (as in the SKIN bundle) it scored its greatest successes. 

4.7 Strengths and limitations of the study 

Members of the ESPNET team were admitted to the network in February 2010, eight months after the 

network’s launch and were thus not involved in: 

•  the initial discussions around the development of the driver diagram 

• the selection of measures for the clinical dashboard 

•  the topics that the calls should address.  

Once admitted to the network and included on the main mailing list, we struggled for some weeks to 

keep informed of the various activities and to join subgroups whose membership lists predated our 

arrival.  

Most organisational theory attempts to explain the politics and processes used by groups of staff in 

achieving the firm’s goals and the cultural milieu in which they work, but our previous work in the 

field of patient safety had taught us the limitations of thinking of organisations as coherent systems. 

Amongst senior leaders we had found fundamentally different perceptions and awareness of the 

need for and effectiveness of UK safety alerts. Moreover we discovered that formal decisions taken at 

the highest level frequently did not translate easily, or sometimes at all, into action on the ground. 

We had become aware that individual members of staff, far from acting as cogs in a corporate wheel, 

made personal and professional judgements that frequently led them to act in a manner directly 

opposed to that intended. The present study offered the same range of disparities between 

organisational aspirations and individual behaviours. In the midst of this chaos, SSM gave us a tool for 

systematised thinking about complexity,64 not just in one organisation butin 18. In addition, it allowed 

us to define an organisational structure in relation to one novel intervention conceived externally, 

and which by the time of its birth, if not its conception, became peripheral to core business. SSM 

allowed us to ignore the organisational chart and instead create an organogram with the SPN at its 

core and in relation to which power relationships could be examined and the roles of individuals 

defined.  

Pagnanello argues that traditional features of sociological research are challenged by virtual 

networks65 and certainly some philosophical and practical issues were raised by our observation of 

the virtual activity. We had agreed to use an overt, nonparticipant approach, and both raised 

different challenges from those encountered in face-to-face settings. We were introduced to the 

online community in the first call that we attended, and introduced ourselves by name at the 
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commencement of each subsequent call that we attended. In addition, our names appeared on the 

attendance list of the WebEx for the vast majority of calls that we successfully managed to log into. 

Having introduced ourselves on a number of occasions, interviewed stakeholders and presented at 

the Learning Event, we began to assume that participants knew who we were, but on reflection, a 

neophyte joining a call after the initial round of introductions would not necessarily have been aware 

that network evaluators were present, so a claim of total transparency would be an overstatement. Is 

this a descent into covert activity, or is it simply being unobtrusive? It is easy to assume that people 

invite public scrutiny when they go online, but this was a closed community of people with similar 

roles in which the ESPNET were outliers. To be sure, the network was being observed by others (such 

as representatives of the sponsor) and the topics were predominantly professional. Nevertheless, we 

were cognisant of Nissenbaum’s concept of contextual integrity,66 recognising that participants in the 

virtual world are entitled to privacy in public and respecting their baseline assumption that they were 

speaking to people who implicitly understood their problems at work. We did publish all of our 

interim reports on the website and invited people to feed back any comments or concerns although 

none were forthcoming. Nonparticipation (designed not to influence or distract the group) brought its 

own challenges, as in a face-to-face setting a nonparticipant observer can establish friendly 

relationships before the work of the day begins and can indicate the benignity of their presence 

nonverbally, but no such avenue is open to the virtual observer who must either participate or remain 

a potentially brooding presence on the line. We did join in the friendly exchanges that preceded 

business on the majority of occasions that we joined the calls early, but unless directly addressed did 

not participate thereafter. The positive side of evaluating virtual networks is the ability, not 

vouchsafed to an observer in the real world, to be a literally invisible fly on the wall.  

There were some understandable tensions in the monthly virtual meetings designed to share 

information between the Health Foundation, IHI and ESPNET as we found that the feedback given to 

us by members was to some extent at odds with the highly positive and celebratory mood of the calls 

themselves. As a result of this we made very little use of our own extensive observations and 

conclusions, relying instead on the interview data. Suggestions for improvements made at the 2010 

Learning Event were, as far as we are aware, never discussed with members (although podcasts were 

introduced seven months later). It should be noted too that both the Health Foundation and the IHI 

were undertaking some evaluation activity on their own behalf. The Health Foundation’s was limited 

to one survey of members, the timing of this clashed with the ESPNET survey scheduled for April 

2010, necessitating a delay in our survey to September of that year. The IHI evaluations, consisting of 

telephone interviews of members, did lead to some questions as to why we wished to conduct 

interviews to the same end and we are grateful to the respondents who did agree to meet with us.  

In relation to participation figures, although we took great care to log everyone who announced 

themselves verbally on a call or who logged into the website, there may still be under-representation 

of participation due to the failure of call participants to identify additional people logged in under 
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their name, and late-arriving participants not being able to access WebEx and not declaring they were 

on the call. The apparent low response (17%; n=52) to our first (2010) survey appears much more 

representative, when viewed against active membership as measured by attendance on calls. A total 

of 78 different people from member organisations attended Community, Cutting Edge or Learning 

Event organisation calls in 2010, 35 of whom attended only one. For this reason, the second survey 

was sent to active SPN members only. 

We approached six organisations as major case study sites, but one organisation did not facilitate a 

visit. This was despite requiring us to gain honorary contracts to enable access that had to be 

renewed every month. One, which had made very limited progress in one of the ‘Pass it on’ 

collaboratives, declined to facilitate a mini case study visit. Whilst this is regrettable, because some of 

the richest learning comes from those experiencing the greatest difficulties, it is hardly unexpected. 

The result of the curtailment of the study meant that that one series of case study visits and one 

round of stakeholder interviews did not take place. The deletion of the former resulted in a loss of 

data relating to both the spread and sustainability of the changes introduced during the ‘Pass it on’ 

collaborative, and information relating to the uptake of results from the Innovation projects. As these 

were the only features of the SPN with the potential for measurable impact in member organisations, 

this was indeed unfortunate. The stakeholder interviews in years one and three were where we 

specifically intended to explore the features of the SPN, in relation to the Wilson-Grau and Nunez 

characteristics. Our inability to conduct the latter resulted in the loss of a mature view of how the SPN 

measured up to these.  

Our major retrospective criticism of our methodology lies in the lack of controls. Given that the 

largest ‘Pass it on’ collaborative focussed on the introduction of the SKIN bundle for the prevention of 

pressure sores, and that this was a key performance indicator in three of the four countries of the UK, 

the added value of the collaborative approach could only be assessed in relation to the 

counterfactual, represented by organisations exposed to the same quality imperatives, but without 

the intervention. 
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5 Conclusions and recommendations  

5.1 General 

5.1.1 The SPN consisted of three strands of activity. Of the 18 organisations originally enrolled in the 

network and engaged in the Community of Practice, 10 participated in the ‘Pass it on’ collaboratives and four 

took part in the Innovation projects. The aims of and outcomes from the three strands of activity varied.  

5.1.2 The launch of the network coincided with a number of national and regional initiatives that competed 

for the time of individuals and raised questions about the added value of the network. The SPN did not have a 

unique selling point, and because membership was voluntary, data collection and other activities associated 

with these other initiatives were seen as ‘must do’, whilst the SPN activities were seen as ‘nice to do’.  

Recommendation 1: The timing of the launch of a network should be given careful consideration 

to maximise its potential 

5.1.3  Data collected about clinical activities, started during SPI, indicated sustained improvements in rates 

of ventilator associated pneumonia and central line infections in a majority of organisations submitting data 

and in crash call rates in all organisations. Interventions (such as SBAR) that required spread across general 

medical and surgical wards appeared to be more challenging.  

5.1.4 The greater engagement of leaders in the Celtic countries with the SPN was attributed to their 

political, philosophical and structural alignment. The SPN provided a unique opportunity for these smaller 

nations to discuss mutual issues outside their relatively small nations.  

Recommendation 2: The possibility of a Celtic network might meet a need especially if timed to 

coincide with the ending of national campaigns. 

5.1.5 Committing the organisation to the SPN did not imply a personal commitment by CEOs. Direct 

engagement of senior leaders was limited to their attendance at the Learning Events and to some degree of 

involvement in the leadership group.  

Recommendation 3: If NHS Leaders wish to benefit from a network, they need to engage to shape it 

to meet their needs. 

5.1.6 Within member organisations there were feedback mechanisms from the network but little evidence 

of steering systems to drive it in the direction required by the organisation. There appeared to be no shared 

vision between organisational representatives on the Community calls, the data calls and the leadership calls.  

Recommendation 4: Member organisations should have clear internal systems to make decisions 

designed to influence networks of which they are members 
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Recommendation 5: The a priori formation of a leadership reference group might have allowed an 

agreed tighter focus, validated the data collection exercise and defined the added value. Activities 

specifically targeting senior leaders, as delivered by similar networks and patient safety 

programmes, might have resulted in improved buy-in.  

5.1.7 The SPN was highly valued by those who engaged with it for its role in promoting learning and sharing 

and regular users valued its potential for the organisation. It was envisaged that the network would assist 

member organisations to remain at the forefront of the improvement journey and could become a powerful 

force for change.  

Recommendation 6: The value of a sharply focussed network engaging change agents should be 

considered. 

5.1.8 The SPN website, hosted by the IHI, was not a dedicated and directly accessible website. The technical 

platform, while excellent in its functionality, lacked a search facility, was not organised in a way that facilitated 

access, nor regularly updated.  

Recommendation 7: In networks, as in life, first impressions are crucial to the formation of an 

overall assessment and the look and functionality of the website is crucial to the growth of 

membership. Network pages should be friendly, easy to navigate, hold useful, relevant and 

searchable information and be regularly updated.  

5.1.9 The majority of calls required access through WebEx. Many participants (especially if infrequent call 

attendees) found it difficult to use, and often required help from their key contacts or those with greater 

experience. The need for frequent software downloads also gave rise to problems of accessibility as NHS 

computer users did not have administrative rights. 

Recommendation 8: The technical platform selected should be compatible with NHS firewalls and 

should not require software downloads.  

5.2 Community of Practice 

5.2.1 The SPN was conceived at the outset as a member-led organisation with organisations appointing 

representatives (key contacts) to engage on their behalf.  

5.2.2 The broad aim and early set-up work of the SPN attracted a specific group of staff with a broad remit 

for healthcare improvement and patient safety, who went on to create a Community of Practice that met their 

needs as a group.  

Recommendation 9: Communities of practice need to be developed by their eventual users. 

5.2.3 Although originally conceived to support the ongoing work commenced as part of the Safer Patient 

Initiative, the network did not explicitly link to the workstreams established at that time, nor to the barrier 

analysis carried out by individual organisations at the start of the SPN.  
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5.2.4 The plethora of different patient safety campaigns, which were confusing for staff, had led to a 

decision in almost all organisations that these activities should be subsumed under one banner. The SPN was 

therefore not promoted as an entity. 

Recommendation 10: New Communities or Networks of Practice need to be clear about their 

unique selling point and market it accordingly.  

5.2.5 The Community of Practice was developed by those who were knowledgeable about and skilled in 

improvement methods and therefore was not a vehicle for capacity building 

Recommendation 11: Direct engagement with clinical staff is rendered more likely by a focus on 

clinical topics coupled with training in the use of improvement methods. 

5.2.6 The painstaking work of gaining ownership of the network may have had unanticipated 

consequences. For example, the volume of activity made significant demands on highly-engaged individuals, 

engendering a sense of net outflow of benefit in some organisations.  

Recommendation 12: an early win is needed to justify the investment of time in developing a 

network. The balance between gaining buy-in and offering value in return is critical 

5.2.7 It was not clear to key contacts who they should be engaging on calls, when and for what purpose.  

Recommendation 13: Overly complex networks, with different strands, may confuse participants  

5.2.8 The annual face-to-face Learning Events, attended by a significant number of senior leaders and 

clinicians were particularly valued and stimulated significant activity in organisations, including the 

arrangement of visits between member organisations. 

Recommendation 14: Notwithstanding an appreciation of the value of virtual networks, face-to-

face meetings are an important component of the formation of a Community of Practice. 

5.2.9 Community calls, which took place in the middle of the afternoon, were not accessible to busy 

clinicians and practitioners. The later addition of podcasts may have assisted sharing of information, although 

this could have been better advertised. 

Recommendation 15: If clinical engagement is the goal, calls need to take place outside normal 

Clinic and surgery hours 

5.2.10 Despite the high regard in which keynote speakers were held by respondents, Cutting Edge calls did 

not attract the high number of people they deserved.  

Recommendation 16: Early notification of dates, times, speakers and topics for Cutting Edge calls 

along with specific information about the expertise of speakers would increase the likelihood of 

wider engagement  

5.2.11 The growth of the network may have been constrained by the requirement for a key contact to 

register members on the website. 
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Recommendations 17: If networks are to be open access, the appointment of gatekeepers is 

inappropriate.  

5.2.12 The LISTSERV was found to be a useful facility but large networks benefit from subdivisions to prevent 

email overload and to sustain interest.  

Recommendation 18: LISTSERV facilities are valued, but must be professionally managed and 

restricted to the exchange of information. A link to a blog or chat room would allow for in depth 

discussion for those interested in a particular thread. 

5.2.13 Despite careful steps to ensure that data were drawn down from other sources to obviate the need 

for duplicate entry, and notwithstanding a strongly-held conviction of the necessity of using data to drive 

improvement, the clinical dashboard was not used. Barriers included: satisfaction with bespoke reporting 

systems; different definitions across the four countries; lack of meaningful information about other 

contributors and extant benchmarking opportunities.  

Recommendation 19: the collection of additional data must use embedded processes which place 
minimum burden on staff. It is essential that the clinical value of the data collected is evident to 
staff. 

5.3 ‘Pass it on’ collaboratives 

5.3.1 Mentors valued the coaching and support from the IHI and the availability of funding for backfill and 

the purchase of appropriate equipment. Despite initial anxiety, mentors demonstrated an impressive ability to 

run whole-day collaboratives and, additionally, took steps to provide bespoke support to individual 

organisations. 

5.3.2 ‘Pass it on’ collaborative mentoring sites recognised the advisability of having larger teams to cover 

for the eventuality of sickness and also to grow capacity. 

5.3.3  Seven of the eight collaborative members reported improved outcomes by the date of the celebration 

event in November 2011. 

Recommendation 20: The virtual collaborative model can be successfully run by experienced 

clinical teams, given time, expert support and basic equipment. The expertise developed in 

mentor sites during this collaborative could be utilized more broadly. 

5.3.4 Staff in participating organisations appreciated the novelty of the virtual collaborative and attendance 

levels remained high. The quality of debate during virtual meetings was excellent.  

5.3.5 The virtual community was appreciated and valued for its own sake although face-to-face meetings 

were a valued component. 

Recommendation 21: A mixture of virtual and face-to-face meetings appears to be the optimum 

recipe for success.  
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5.3.6 Teams had to overcome a variety of challenges to achieve their goals, ranging from the very simple to 

the fundamentals of care and the roles of staff. The collaborative proved to be a great source of support and 

ideas and a valuable forum for discussing difficult issues. 

Recommendation 22: The collaborative model is successful in providing support and sharing 

solutions designed to overcome barriers. 

5.3.7 The engagement of senior leaders and participation by front-line staff were both associated with 

significant success. The formation of multidisciplinary teams was particularly useful in relation to the SKIN 

bundle, although all-nurse teams were also successful.  

Recommendation 23: Early explicit engagement of organisation sponsors will clarify their role in 

the collaborating teams. 

5.3.8 Data collection at ward level was challenging and in almost all cases, with the exception of safety 

crosses, this was devolved to audit and other specialist staff. The only data directly collected by ward staff 

were the days between adverse events, by the use of the safety cross. 

Recommendation 24: Arrangements for data collection at ward level should be spelt out at the 

outset and be an entry criterion to the collaborative 

5.3.9 The emphasis on the correct completion of documentation proved to be a barrier to staff acceptance 

of the bundles. Records tended to grow and become all-inclusive, resulting in a perception by staff that they 

constituted an increase in workload.  

Recommendation 25: Participating teams should be advised to resist the temptation to extend the 

number of measurable steps within a care bundle such that full compliance becomes unlikely 

5.3.10 Regular follow-up calls were important in maintaining pace of change. 

Recommendation 26: Regular opportunities to report, present and celebrate interim and final 

success are important in maintaining momentum 

5.3.11 Conflicts between the pace of implementation and the targets set by governments were well 

managed by most organisations, although there was a certain staginess in the arrangements, with pilot wards 

focussing on demonstrating reliability whilst other teams, invisible to and in some cases entirely unconnected 

with, the collaborative focussed on rapid spread. 

5.3.12 One ‘Pass it on’ collaborative mentee site planned for spread from the outset, involving key 

improvement advisers alongside ward teams.  

Recommendation 27: Spread activities need support. Spread plans developed late on in the 

process preclude the utilisation of the network to train those who will lead the process 
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5.4 Innovation work stream 

5.4.1 Innovation projects provided a valuable opportunity for organisations to work on a useful project 

whilst developing new methodologies. 

5.4.2 Project teams benefited greatly from the expert support of the IHI. It is not clear whether timescales 

would have been achieved without such external support.  

Recommendation 28: To achieve necessary progress in the tight timescale, organisations need 

careful management, mentorship and support by experts 

 

Recommendation 29: Advice regarding future spread of innovation should be given at the outset.  

 

Recommendation 30: Innovation projects, by definition, may not be successful: this is acceptable 

and organisations undertaking should projects should not feel that they have failed. 
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