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1. INTRODUCTION
In late 2004, the Health Foundation funded the 
Institute for Healthcare Improvement (IHI) (based 
in Cambridge, Massachusetts) to begin an initiative 
aimed at making United Kingdom (UK) hospitals 
safer for patients. Called the Safer Patients Initiative, 
this four-year project (spread over two phases) 
was designed to reduce harm to patients receiving 
healthcare within inpatient settings. 

Throughout the initiative, 24 hospitals across 
the UK worked collaboratively with the Health 
Foundation and IHI to test, implement, and 
spread the success of 29 different interventions. 
These interventions had an established and 
accepted evidence base in the UK and were in five 
workstream areas: 

 – medication management 
 – general ward 
 – perioperative care 
 – critical care 
 – leadership.

Interventions were implemented concurrently, 
along with improvements in hospital infrastructure, 
measurement systems, and leadership support. As 
a result of this work, the participating hospitals 
began working on reducing their adverse events and 
mortality rates.

The work of both phases of the Safer Patients 
Initiative helped spread patient safety principles and 
improvement throughout the UK – improvement 
that has continued following completion of the 
programme. Although phase two of the Safer 
Patients Initiative concluded on 30 September 2008, 
it has helped establish patient safety as a priority 
for the participating hospitals and set the stage for 
further work in improving the safety of patients. 

2. BACkgROUND

About Musgrove Park Hospital
Musgrove Park Hospital is the largest general 
hospital in Somerset, England. The hospital servces a 
population of more than 340,000 people and employs 
approximately 4,000 individuals. Part of Taunton and 
Somerset NHS Foundation Trust, the hospital has: 

 – more than 650 beds 
 – 15 operating theatres
 – an intensive care and high dependency unit
 – a medical admissions unit
 – a fully equipped diagnostic imaging 

department
 – a specialised children’s department, including 

a paediatric high dependency bay. 
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In 2006, Musgrove Park Hospital became a 
participant in phase two of the Safer Patients Initiative 
programme as part of a couplet with South Devon 
Healthcare NHS Foundation Trust, located in nearby 
Tourquay. 

Why the hospital took part in phase 
two of the Safer Patients Initiative
Musgrove Park Hospital was familiar with the concept 
of patient safety and had done some work in the area 
when they began applying to participate in phase two 
of the Safer Patients Initiative. 

 ‘Both our chief executive officer (CEO) and the 
medical director at the time were very interested 
in patient safety. They thought the Safer Patients 
Initiative would provide an excellent opportunity 
for our organisation to up its game,’ said the current 
medical director at Musgrove Park Hospital. ‘A 
detailed report of a deteriorating patient who was 
not rescued in time was presented at a hospital 
management meeting. This report had a profound 
effect on the CEO. He had an interest in human factors 
and performance improvement prior to this event, but 
the occurrence enhanced his awareness of the patient 
safety issues that were present in our organisation.’ 

3. WHAT WE DID

Engaging leadership in the Safer 
Patients Initiative programme
Once accepted into phase two of the Safer Patients 
Initiative, Musgrove Park Hospital began establishing 
its leadership structure for the programme. Having a 
leadership team that was involved helped to gain staff 
buy-in to the programme. 

To help truly embed leaders in the work of the 
Safer Patients Initiative (phase two) programme, 
Musgrove Park Hospital assigned a specific senior 
executive to each of the five workstreams: medication 
management, general ward, perioperative care, 
critical care, and leadership. This individual attended 
the bimonthly workstream meetings, at which he or 
she helped overcome any barriers to implementing 
interventions and served as a conduit to the senior 
leadership of the organisation. 

In addition, the senior leaders also met together 
monthly in a patient safety executive group meeting, 

which was chaired by the CEO. 

 ‘This meeting included all senior leaders and 
workstream leaders. We would discuss the work going 
on throughout the organisation, review progress 
toward goals, discuss barriers, and identify linkages 
between workstreams,’ said the current CEO. 

In addition to senior leadership, the organisation 
called upon front line leaders to help drive the 
improvement work. The medical director and director 
of nursing selected these front-line leaders based on 
guidance from the IHI about the type of individual 
who is instrumental in guiding change. 

 ‘We looked for people who were enthusiastic about 
patient safety and committed to the work involved 
in enhancing it. We also wanted people who were 
persuasive and able to impact the behaviour of their 
peers,’ said the medical director.

Creating a measurement system
One of the most challenging aspects of the Safer 
Patients Initiative (phase two) was developing and 
maintaining the comprehensive measurement system 
that the programme required. 

 ‘Prior to this, our own in-house measurement 
systems were not overly reliable,’ said the current 
CEO. ‘There were a large number of things we needed 
to measure, and we had a number of questions on 
how to set things up. We turned to IHI for help 
with this and they provided support during offsite 
leadership meetings, conference calls, and one-on-one 
interactions. In some cases, we would be struggling 
and then at the next meeting receive some great 
suggestions and new ideas from IHI faculty and 
also our fellow participants in phase two of the Safer 
Patients Initiative.’

When developing its measurement system, Musgrove 
Park Hospital combined some of the Safer Patients 
Initiative (phase two) measures with existing measures 
already in place. Most measures had to be created 
specifically for this programme. 

 ‘We engaged in efforts to find out what information 
we already had and how that information could be 
modified to match what we needed to collect,’ said the 
deputy director of governance and nursing. ‘Some of 
the measures we had to create are now incorporated in 
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wider performance and assurance reports, for example 
at the Trust Board, and have helped to provide a focus 
on patient safety.’

In addition to designing a measurement system, 
there was a cultural aspect of measurement that the 
organisation addressed. 

 ‘Prior to this programme, measurement occurred 
as part of a clinical audit process that focused on 
reporting data quarterly at best,’ said the medical 
director. 

 ‘By the time the data were published, the area being 
audited had moved on to other things, and there 
wasn’t a direct tie between the data and performance. 
The Safer Patients Initiative required us to shift to a 
new way of collecting and interpreting data, which 
focused on real-time learning that linked directly with 
performance.’ 

To help achieve this cultural transformation, the 
organisation relied on IHI to provide education 
for both staff and leadership about real-time 
measurement. This education included the differences 
between process and outcome measures, how to create 
run and control charts, and how to interpret those 
charts. 

The organisation incorporated run charts into 
dashboards that quickly and transparently showed 
staff members their performance and areas for 
improvement. 

Using PDSA to implement change
As with other organisations in phase two of the 
Safer Patients Initiative, Musgrove Park Hospital 
implemented 29 interventions aimed at improving 
patient safety and reducing the risk of harm. 

A key element in this effort was the use of plan, do, 
study, act (PDSA) cycles to break down improvement 
work into manageable steps, gain staff buy-in and 
support, and implement change. The organisation 
used PDSA to drive small tests of change and then 
extend those tests to larger areas. 

To keep work on the PDSA cycles moving, members 
of the workstream team met at least weekly 
where front line staff discussed the progress of a 
particular implementation and the next steps toward 

implementing change.

Improvements in specific workstreams
Although Musgrove Park Hospital worked on all the 
different interventions concurrently, some were more 
successful than others. 

While the scope of this case study does not allow 
for a complete discussion of the organisation’s work, 
the following sections provide some examples of its 
efforts. 

general ward workstream
Within the general ward workstream, Musgrove Park 
Hospital implemented safety briefings. 

 ‘This was quite challenging as these types of briefings 
were not occurring in our organisation prior to the 
SPI2 programme. Over the course of two years, we 
embedded this concept in every ward within the 
general ward workstream,’ said the current CEO.

Musgrove Park Hospital began piloting briefings on 
one of its elderly care wards. The ward sister bought 
into the concept and was enthusiastic about it. 

 ‘We started with one nurse on one shift, and then 
moved to two nurses. We then increased this to two 
shifts, then one ward, and then multiple wards,’ said 
the deputy director of governance and nursing. 

 ‘Before we moved on to a new ward, we would invite 
a sister from the new ward to the pilot ward to see the 
briefing process at work. This helped implement the 
change quickly.’ 

As part of its work, the team also developed a list 
of what patients were at risk for safety incidents – 
infections, falling, and the need to call the outreach 
team – and focused on these high-risk individuals for 
safety briefings. 

The workstream group also provided training to 
matrons and ward sisters on the importance of the 
briefing and what it could look like in their particular 
ward. 

Perioperative care workstream
Within periooperative care, Musgrove Park Hospital 
also implemented safety breifings (called preprocedure 
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briefings in this setting) but they took a different form 
than the general ward safety briefings. 

 ‘A key element in a perioperative briefing is who 
leads the safety discussion,’ said the medical director. 

 ‘As we implemented these briefings, we used 
PDSA to test whether the scrub nurse, surgeon, or 
aneasthetist was the most reliable lead. Because the 
scrub nurse had ownership of the work in his or her 
partiuclar operating theatre, the PDSA cycles showed 
that the scrub nurse made the most reliable leader for 
the briefing.’

The workstream also used PDSA cycles to determine 
what should be discussed within the briefing and the 
timing of the briefing. 

 ‘These briefings not only ensured important 
information exchange prior to a procedure, but they 
also helped empower staff to feel comfortable speaking 
up about issues. This in turn brought the team closer 
together and helped them focus on patient safety,’ said 
the medical director. 

Since phase two of the Safer Patients Initiative 
finished, Musgrove Park Hospital has started using the 
World Health Organisation’s Surgical Safety Checklist 
within its preprocedure briefings. 

 ‘The Safer Patients Initiative made it easier for 
us to incorporate the checklist into our existing 
preprocedure briefing process,’ said the current CEO. 

Critical care workstream
Within the critical care workstream, strong 
leadership was a key success to driving improvement 
interventions. 

 ‘The leader of our critical care workstream was 
a huge advocate for patient safety innovation,’ said 
the current CEO. ‘He helped drive the efforts of this 
workstream and chose a workstream team that was 
really committed to achieving success.’ 

Like the work in the general ward workstream, the 
critical care workstream used PDSA methodology to 
drive improvement and spread change. 

The workstream particularly used PDSA to implement 
the different elements in the IHI’s Ventilator Bundle1 
which had successful results. 

Medication management workstream
Musgrove Park spent a lot of time working on 
medication reconciliation. 

 ‘We provided education in emergency areas about 
the importance of knowing what patients were taking 
and how that might conflict with what we were 
prescribing’, said the current CEO.

The organisation used the PDSA approach to test 
medication reconciliation forms, starting with one 
doctor and one patient and implementing change to 
multiple doctors, across multiple shifts. 

4. OUR lEARNINg
Musgrove Park Hospital learned that it was important 
to have a leadership team in place to drive the 
programme and engage staff. 

 ‘Having the CEO and medical director on board 
from the beginning was very helpful in engaging the 
rest of the leadership team,’ said the current CEO. 
‘When you have people who really believe in the 
programme who are in a position of influence, it can 
be very helpful with gaining further support and 
generating enthusiasm.’ 

In addition, the hospital found that establishing the 
bimonthly workstream meetings and the senior leader 
monthly meetings were valuable in creating further 
staff engagement and involvement in the programme. 

 ‘For many of us, the bi-monthly meetings were 
the best part of the programme. They helped us 
keep in contact with the real world and see how our 
organisation actually delivered patient care. It was also 
a fantastic experience to work with a team of people 
that was totally focused on achieving their aims,’ said 
the finance director and senior leader of one of the 
workstreams.

 ‘The senior leader monthly meetings were also 
not only informational, but also provided healthy 
competition between workstreams. We looked forward 
to talking about our successes with our colleagues. I 
often felt a real sense of pride in what my workstream 
was accomplishing. These friendly rivalries also helped 
drive improvement and success.’

Musgrove Park also identified that one of the key 
strengths of the programme was creating a data 
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management system that focused on real-time learning 
that linked directly with performance. 

 ‘The strength of the IHI approach to improvement 
is that it is data rich and requires developing and 
using highly specific measures. This has been the most 
powerful part of the Safer Patients Initiative, with the 
use of run and control charts allowing teams to have 
a visual display of progress over time,’ said the current 
CEO. 

Musgrove Park also identified that using PDSA cycles 
was instrumental in testing and spreading change 
interventions across the organisation.

5. IMPACT

Improvement of the safety of patients
Implementing 29 concurrent improvement initiatives 
is daunting for any organisation. 

Musgrove Park Hospital was able to reduce certain 
healthcare-associated infections, prevent many 
medication mix-ups, improve staff communication, 
and more. 

Participants initially had reservations about whether 
they could manage these different initiatives while 
maintaining a high level of patient care. 

The hospital applied PDSA cycles, conducted regular 
team meetings (where leadership played a critical 
role) and collected and reported realtime data to 
spur enthusiasm for improvement. Together these 
efforts helped improve the safety of patients across the 
organisation. 

Perioperative care
The goal was to achieve 95% compliance for 
perioperative preprocedure briefing. While the 
percentage of patients with briefings increased, the 
Hospital did reach 95% compliance by the close of 
phase two of the Safer Patients Initiative.

Critcal care

Within critical care, Musgrove Park Hospital achieved 
success in reducing ventilator-associated pneumonia 
(VAP). As the organisation began to implement 
different aspects of the IHI’s Ventilator Bundle2, its 
VAP rate plummeted, reaching zero for three months 
towards the end of phase two of the Safer Patients 
Initiative.

Figure 5.1: Percentage of patients with 
perioperative briefings (surgical Musgrove Park 
Hospital, Taunton and Somerset NHS Trust) 
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Figure 5.2: Critical care – VAP, Musgrove Park 
Hospital, Taunton and Somerset NHS Trust
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Figure 5.3: Medicines management – percentage 
of patients with no medication reconciliation 
performed, Musgrove Park Hospital, Taunton and 
Somerset NHS Trust 
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Medication management

One of Musgrove Park’s biggest improvements came 
in the area of medication management. Because of its 
efforts, the hospital went from having 60% of patients 
not receiving medication reconciliation to less than 
10%.

 ‘One of the primary benefits of this work was that it 
raised the profile of medication reconciliation among 
our physicians. It also helped the hospital strengthen 
the relationship between pharmacy staff and general 
practitioners,’ said the current CEO.

1 5 Million Lives Campaign. Getting started kit: Prevent ventilator-associated pneumonia how-to guide. Cambridge, MA: Institute for Healthcare Improvement; 2010. 
Both are available from: www.ihi.org
2 Ibid


