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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
Critical care was one of the five workstream areas 
that all hospitals in both phases of the Safer Patients 
Initiative focused on. Here, organisations tackled 
several issues that posed safety risks to patients 
including, but not limited to, complications from 
mechanical ventilation and central lines (such as 
infections).

To help drive improvement work in critical care, the 
IHI and the Health Foundation set specific goals for 
the critical care workstream. These goals included: 

 – eliminating central line bloodstream 
infections (CLI), or having at least 300 days 
between incidents

 – eliminating ventilator-associated pneumonia 
(VAP), or again, having at least 300 days 
between incidents. 
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The Health Foundation and the IHI also 
recommended implementing multidisciplinary rounds 
to improve communication. 

This case study focuses on the improvement work 
within the critical care workstream of phase two of the 
Safer Patients Initiative of two organisations: Royal 
Free Hospital and the University Hospital of Wales.

About Royal Free Hospital
Royal Free Hospital is an acute care facility located 
in London, England. Affiliated with Royal Free 
Hampstead NHS Trust, the hospital provides a variety 
of tertiary and specialty services. At the time of phase 
two of the Safer Patients Initiative, the hospital had 
approximately 900 beds, including 24 intensive care 
beds across two critical care units. 

Royal Free Hospital began its Safer Patients Initiative 
(phase two) journey because its leaders felt that it 
was valuable to refocus work on patient safety. ‘In 
the preceding year, much of our work had been 
focused on cost reduction and improving efficiency,’ 
said the divisional medical director and executive 
lead for the critical care workstream at Royal Free 
Hospital. ‘We also saw the results of the first phase of 
the Safer Patients Initiative and felt they were quite 
impressive. Although we thought that not all aspects 
would be applicable to our organisation, the central 
line bloodstream infections and methicillin resistant 
staphylococcus aureus (MRSA)/bacteraemia work 
were particularly attractive.’ 

About the University Hospital of Wales
The University Hospital of Wales is the largest hospital 
for the Cardiff and Vale University Health Board 
(formally Cardiff and Vale NHS Trust). The hospital 
is located in a suburban setting two miles from 
the Cardiff centre. At the time of phase two of the 
Safer Patients Initiative, the hospital had more than 
1,000 beds and provided a variety of acute services, 
including tertiary and specialty services. 

The University Hospital of Wales pursued a place in 
the Safer Patients Initiative (phase two) because its 
leaders recognised the need to improve quality and 
safety across the organisation. 

 ‘We wanted to address the challenges we faced in 
patient safety,’ said the hospital’s clinical director of 
critical care during the programme. ‘We had the will 

and we had the ideas, but we needed the specific 
suggestions for process improvement. The Safer 
Patients Initiative offered that.’ 

3. WHAT WE DID

Tackling central line 
bloodstream infections 
Both Royal Free Hospital and the University Hospital 
of Wales achieved significant success in their work 
to eliminate central line bloodstream infections. 
While the two organisations used many of the 
same interventions, they approached them slightly 
differently. 

Before engaging in any improvement work, Royal 
Free Hospital first acknowledged the problem of 
central line bloodstream infections and agreed upon a 
universal definition for the organisation. 

 ‘Several people from our intensive care and 
microbiology departments worked together to 
establish this definition and agreed to apply it 
universally across the organisation. Once that was 
done, we turned our attention to implementing the 
IHI’s care bundle,’ said the hospital’s clinical lead for 
the critical care workstream.

At the beginning of its central line bloodstream 
infections work, the University Hospital of Wales 
focused on gaining full engagement from front-line 
staff. 

 ‘With regards to reducing infections, you are only 
as good as the bedside nurse,’ said a consultant nurse 
for critical care at the University Hospital of Wales. 
‘After we, as leaders, returned from our first learning 
session with IHI, our workstream team organised a 
one-day meeting with front-line staff to share what 
we learned. We explained plan, do, study, act (PDSA) 
methodology and how we would be using it to affect 
change in the critical care unit, specifically with 
regards to central line infections.’ 

 ‘Initially we focused on PDSA as a mechanical 
process,’ said the executive director of finance, who 
was the executive lead for critical care at the University 
Hospital of Wales. ‘I was unsure whether front-line 
staff members would actually use the methodology. 
However, they took to it like ducks to water. Through 
PDSA, they could come up with the best solution to a 
problem. They saw immediate results to their efforts 
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and could directly see how they were improving 
outcomes. PDSA helped give voice to staff perspectives 
and empowered them with a method to actually 
change practice.’

Both Royal Free Hospital and the University Hospital 
of Wales used PDSA to implement different elements 
of the IHI Central Line Bundle related to central 
line insertion and maintenance.1 This bundle offered 
checklists that organisations could use to ensure that 
all elements of a central line insertion or maintenance 
effort were completed. 

 ‘We started week one with our 11-bed critical care 
unit and used the PDSA methodology to incorporate 
the central line insertion checklist into practice,’ 
said the clinical lead for the critical care workstream 
at Royal Free Hospital. ‘At first we tested with one 
intensive care physician and one nurse. We then 
expanded the test in a stepwise manner to more 
physicians and nurses. Eventually, we spread change to 
our 13-bed critical care unit as well.’ 

In addition to implementing the checklist, both Royal 
Free Hospital and the University Hospital of Wales 
created and rolled out a central line insertion kit 
that included all the equipment necessary to insert 
a central line properly. Royal Free Hospital and the 
University Hospital of Wales also used dedicated 
trolleys to house the central line insertion kits, and 
developed warning stickers to serve as reminders to 
complete the checklists. Royal Free Hospital placed the 
stickers on the outside of the kits, while the University 
Hospital of Wales put them in the patient notes. 

As the two organisations implemented the different 
elements of the IHI bundle, the workstream teams also 
provided education and publicity on the importance 
of the work to nursing staff, senior doctors, and 
junior doctors. Royal Free Hospital placed posters in 
staff break rooms and other areas where staff could 
read information about the initiative. The University 
Hospital of Wales provided coaching and just in time 
training. Both organisations hosted briefings in which 
they engaged nursing staff members to make sure they 
really felt a part of the work. 

 ‘We also incentivised the work. We let staff know 
that if we were successful in implementing the bundle, 
we would not only reduce central line bloodstream 
infections, but would also celebrate this success,’ said 

the Safer Patients Initiative project manager at Royal 
Free Hospital.

Both Royal Free Hospital and the University Hospital 
of Wales collected data about their central line 
bloodstream infection rates (outcome measures) and 
whether the different elements of the IHI bundle were 
being completed (process measures). 

 ‘We shared these data graphically in real time,’ said 
the clinical lead for the critical care workstream at 
Royal Free Hospital. ‘This allowed us to highlight what 
was working and see where improvements could be 
made.’ 

Tackling ventilator-
associated pneumonia
For Royal Free Hospital and the University Hospital 
of Wales, the work on ventilator-associated 
pneumonia fit well with the central line bloodstream 
infection work. 

 ‘It continued the infection control theme and was 
instrumental in changing the culture of the critical 
care unit with regards to infection,’ said the clinical 
lead for the critical care workstream at Royal Free 
Hospital. 

The organisations again used PDSA to implement 
the different elements of IHI’s ventilator-associated 
pneumonia bundle.2 For example, Royal Free 
Hospital focused on ensuring that the head of 
the patient’s bed remained at a 45 degree angle 
throughout the care episode. For each patient on a 
ventilator, a nurse would record the bed position on 
a chart every hour. If the bed was not at a 45 degree 
angle, the nurse would fix it. 

 ‘The success of this part of the initiative was 
directly tied to the fact that we were actually 
measuring how consistently the bed was elevated,’ 
said the clinical lead for the critical care workstream 
at Royal Free Hospital. ‘It’s that old adage; you can’t 
change what you don’t measure. By recording bed 
elevation we could immediately see when the bed 
wasn’t elevated and fix that.’ 

The University Hospital of Wales focused on 
standardising the care for ventilator patients. 

 ‘This was one of those circumstances where we 
thought we were doing all the things that were in 



Health Foundation - Safer Patients Initiative - Critical care in practice

the bundle. However, when we started measuring 
everything, it became clear that we were not,’ said a 
consultant nurse for critical care at the University 
Hospital of Wales. ‘For example, before this point we 
had not really conducted sedation vacations with any 
consistency. As a result of the Safer Patients Initiative 
work, the shift coordinators began doing sedation 
vacations on every ventilator patient unless a 
designated person said not to. This sedation vacation 
was documented on the patient’s observation chart.’ 

Multidisciplinary rounds
While both organisations did similar central line 
bloodstream infection and ventilator-associated 
pneumonia work, their work on multidisciplinary 
rounds differed. 

 ‘Probably our easiest critical care initiative to 
implement was multidisciplinary rounds,’ said the 
clinical lead for the critical care workstream at Royal 
Free Hospital. ‘We were practicing these types of 
rounds already and so did not need to alter our 
practice that much. We used PDSA to incorporate 
the checklists for ventilator-associated pneumonia 
and CLI into the rounds, but that was pretty much 
all we did in this area.’

The University Hospital of Wales however spent 
considerable time on this issue and is still working 
on consistent implementation. The hospital began 
doing multidisciplinary rounds every morning 
and used PDSA to implement a checklist into 
these rounds to help communication and flatten 
hierarchies across the organisation.

4. OUR lEARNINg

Reducing central line 
bloodstream infections 
Both organisations found the use of the checklist, 
insertion kit and having the right equipment in place 
was one of the key change initiatives to reducing 
central line bloodstream infections. 

 ‘The insertion kit was critical because it helped 
get all the supplies for a central line insertion in one 
place,’ said a consultant nurse for critical care at the 
University Hospital of Wales. ‘Before this, nurses had 
to travel the ward picking up different equipment for 
a central line insertion. This was time consuming and 
sometimes the nurse would forget a critical element. 

The kit helped make sure everything was in the same 
place and ready for use.’ 

 ‘You can’t expect people to do what they should 
without the right equipment,’ said the clinical lead for 
the critical care workstream at Royal Free Hospital. 
‘It seems obvious now. Inserting a central line is like 
any surgical procedure, and you wouldn’t start surgery 
without all the necessary tools in place.’

Although staff members at the two hospitals could 
see the benefit of reducing central line bloodstream 
infections, they were initially sceptical that completely 
eliminating these types of infections would be 
possible. 

 ‘As more and more staff started using the central 
line bloodstream infection kit and checklists, and a 
downward trend in our CLI rate began to occur, staff 
became even more engaged in the process,’ said the 
Safer Patients Initiative project manager at Royal Free 
Hospital. ‘The kit modified staff ’s behaviour and this, 
coupled with the positive CLI data, began to change 
the culture of the unit toward one of prevention and 
elimination of central line bloodstream infections.’

The University Hospital of Wales also found that using 
a dashboard to communicate results was also critical 
to the success of their work. 

 ‘Dashboards provide very clear, up-to-date 
information in real time,’ said a consultant nurse for 
the critical care area at the University Hospital of 
Wales. ‘Using dashboards helped move our CLI efforts 
from being just an initiative we were working on, to 
being part of the day-to-day function of the unit.’ 

Reducing ventilator-associated 
pneumonia rates
Both Royal Free Hospital and the University Hospital 
of Wales encountered several issues that impacted 
on their success in reducing ventilator-associated 
pneumonia rates. 

 ‘The challenge we had with ventilator-associated 
pneumonia was that there was not universal 
acceptance of a VAP definition among our physicians,’ 
said the clinical lead for the critical care workstream 
at Royal Free Hospital. ‘Consequently, several of our 
physicians were sceptical that the interventions we 
were implementing would truly make a difference in 
eliminating this type of infection.’
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The University Hospital of Wales also had some 
challenges with eliminating ventilator-associated 
pneumonia, including disagreements about what 
constitutes an infection. 

 ‘Although we did see a few months with no 
ventilator-associated pneumonia infections, this was 
still a challenging area for us. With that said, the 
reduction we did see helped change the attitude of 
staff towards this type of infection,’ said the clinical 
director of critical care during the Safer Patients 
Initiative programme at the University Hospital of 
Wales.

Successful leadership 
and management
Both organisations indicate that the enthusiasm and 
support of the senior leadership team was another 
key to success in critical care. 

 ‘Our CEO and medical director made it very clear 
that this was important work for our organisation,’ 
said the clinical lead for the critical care workstream 
at Royal Free Hospital. ‘They also made sure that 
each workstream, including critical care, was 
completely locally owned. This made sure that the 
people most familiar with the work were actually 
driving improvement.’ 

In both organisations, leaders played an active role in 
the improvement work. 

 ‘By having an executive presence at front-line team 
meetings, leaders truly showed their support and 
commitment to improvement,’ said the executive 
director of finance for the University Hospital 
of Wales. ‘This gave the opportunity to praise 
improvements while at the same time listen to and 
address obstacles. By making this connection with 
front-line staff, we were able to engage in work that 
was meaningful to both leaders and the people 
interacting directly with patients.’ 

 ‘I think the main reason for our success is that 
critical care staff members seem to be suited to this 
type of work,’ said the clinical director of critical care 
during the Safer Patients Initiative at the University 
Hospital of Wales. ‘This is a smaller microsystem 
of the hospital that was used to working as a team. 
Providers in this area were accustomed to collecting 
data, following processes, and communicating 
about time sensitive material. Plus, they were very 

motivated to make improvements as the safety issues 
in this area were very obvious.’ 

5. IMpACT
For both organisations, critical care was one of the 
most successful workstreams.

Successful reduction in central 
line bloodstream infections 
As a result of all this work, both Royal Free Hospital 
and the University Hospital of Wales eliminated their 
central line bloodstream infections within a year of 
starting phase two of the Safer Patients Initiative.

Figure 1.1: CLI rate at Royal Free Hospital, Royal 
Free Hampstead NHS Trust 
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Figure 1.2: CLI rate, the University Hospital of 
Wales, Cardiff and Vale NHS Trust 
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Reduction in ventilator-
associated pneumonia rates
Although both Royal Free Hospital and the 
University Hospital of Wales did not meet the 
goals of the Safer Patients Initiative with regards to 
ventilator-associated pneumonia reduction, both 
hospitals were successful in reducing their ventilator-
associated pneumonia rates.

Cultural change across 
the organisation
Through the elimination of central line bloodstream 
infections and reduction in ventilator-associated 
pneumonia rates, the Safer Patients Initiative had a 
positive impact on changing the culture within both 
organisations. 

 ‘Staff members across the critical care units now 
see these infections as possibly preventable and not 
just an unfortunate consequence of critical care,’ 
said the clinical director of critical care during the 
Safer Patients Initiative programme at the University 
Hospital of Wales. 

 ‘Between the central line bloodstream infections 
work and ventilator-associated pneumonia work, our 
critical care units became very focused on infection 
control. This cultural shift was probably the biggest 
benefit of the Safer Patients Initiative in critical care 
because it helped our critical care units focus their 
attention on reducing unnecessary events that could 
significantly harm patients.’ 

Figure 1.3: VAP rate, Royal Free Hospital, Royal 
Free Hampstead NHS Trust 
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Figure 1.4: VAP rate, the University Hospital of 
Wales, Cardiff and Vale NHS Trust 
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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
For the organisations participating in both 
phases of the Safer Patients Initiative, the general 
ward workstream was a large focus and ideal for 
improvement work. Two particular issues that posed 
safety risks were the rapid assessment of, and response 
to, deteriorating patient condition and infection 
prevention (particularly from methicillin resistant 
Staphylococcus aureus (MRSA). 

This case study discusses two organisations’ work 
in addressing risks in the general ward workstream: 
Bradford Teaching Hospitals and York Teaching 
Hospital. 

About Bradford Teaching Hospitals
Bradford Teaching Hospitals NHS Foundation Trust is 
a two-hospital, 1,000-bed healthcare system located
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in north England. Each year, the organisation receives 
120,000 admissions, treats 500,000 outpatients, and 
performs 30,000 surgical procedures. 

Bradford Teaching Hospitals applied to participate in 
phase two of the Safer Patients Initiative because of the 
organisation’s corporate strategy to improve patient 
safety. 

 ‘We felt that the Safer Patients Initiative would help 
us get the right services in place to reduce risk and 
ultimately improve the safety of our patients,’ said 
the deputy medical director for Bradford Teaching 
Hospitals.

About York Teaching Hospital
York Teaching Hospital NHS Foundation Trust is a 
750-bed organisation that houses more than 30 wards. 
The organisation provides acute hospital services for 
approximately 350,000 people living within the York 
area. It also provides a range of specialist services to a 
wider catchment area of around 500,000 people living 
in north Yorkshire.

York Teaching Hospital considered its participation in 
phase two of the Safer Patients Initiative as a logical 
choice. 

 ‘Intrinsically, we had a focus on patient safety, but 
we felt that the programme could help us bring the 
topic more explicitly to our organisation’s agenda 
and involve a wider variety of staff: doctors, nurses, 
pharmacists, executives, and so forth. We saw what 
organisations participating in the first phase of the 
Safer Patients Initiative accomplished and thought that 
the programme’s approach would work well here,’ said 
the former project lead for the Safer Patients Initiative 
at York Teaching Hospital.

3. WHAT WE DID

Rapidly assessing and responding 
to deteriorating patients
Before the start of phase two of the Safer Patients 
Initiative, both Bradford and York Teaching hospitals 
had an outreach team. This team consists of clinicians 
who bring critical care expertise to the bedside who 
can help respond to deteriorating patients quickly and 
prevent crash calls. 

To help staff on the general wards determine when 
to call the outreach team, both organisations used 
an early warning system (EWS) that outlined what 
conditions to use to identify a deteriorating patient. 
Staff members used the EWS to record certain 
conditions every time a set of observations were made. 
The recorded information was then aggregated to yield 
a score, which could be used to trigger a call to the 
outreach team.

The general ward workstream at York focused much of 
its efforts during the Safer Patients Initiative phase two 
programme on increasing the number of calls to the 
outreach team and decreasing crash calls. 

 ‘We felt this area had a more urgent need for 
improvement than hand hygiene or MRSA, and so we 
focused a lot of energies here,’ said the former project 
lead at York Teaching Hospital. 

York Teaching Hospital began its work by examining 
current performance. 

 ‘We had an EWS in place before commencing phase 
two of the Safer Patients Initiative, but we learned that 
no one was really using it the way they should,’ said 
the chief nurse for York Teaching Hospital. ‘As we 
began measuring our calls to the outreach team, we 
discovered that staff members on the wards were not 
calling the team nearly enough.’ 

To achieve improvement, the outreach team began 
providing training to the ward nurses. 

 ‘Many nurses weren’t aware we even had an outreach 
team,’ said the chief nurse. ‘Thus, a primary purpose 
of this training was to introduce the team to the 
nurses and start to build a relationship between them. 
We wanted the nurses to feel comfortable calling the 
outreach team and know that the team was there to 
partner with the nurses in treating the patient.’ 

York Teaching Hospital also worked to refine its EWS 
and educate staff on how to use it. The hospital used 
plan, do, study, act (PDSA) to adjust their EWS system 
and spread its use across the wards. 

Like York Teaching Hospital, Bradford Teaching 
Hospitals focused on improving its use of an EWS to 
prompt a call to the outreach team. 

 ‘Although we had an outreach team, staff members 



Health Foundation - Safer Patients Initiative - General ward in practice

 3 

weren’t calling the team nearly as often as they should,’ 
said the general manager of medicine at Bradford 
Teaching Hospitals. ‘This prompted us to retrain staff 
and provide a lot of education to both ward leaders 
and front line staff. We started off with three wards 
and then spread the education to other wards as well. 
Eventually, we embedded the training into new staff 
orientation.’

To further improve communication between the 
outreach team and ward staff, the general ward 
workstream at Bradford Teaching Hospitals 
introduced the idea of situation, background, 
assessment, recommendation (SBAR) to help structure 
the interactions. 

 ‘Using SBAR helped raise the profile of our EWS and 
how to use it,’ said the general manager of medicine 
at Bradford Teaching Hospitals. ‘To introduce SBAR, 
we provided online training to both outreach team 
members and frontline staff. We also used plan, do, 
study, act to incorporate SBAR into communications 
and encouraged outreach team members to only 
accept calls in SBAR.’ 

Bradford Teaching Hospitals used plan, do, study, act 
to spread change throughout the general wards. 

 ‘The workstream lead and members of the 
workstream group were in charge of spread. The 
data lead and key contact monitored spread and 
encouraged leads to also implement change when 
it was required. Through the workstream meetings, 
which included the key contact or data lead, the 
decision was taken where to spread to next and how 
to do this,’ said the general manager of medicine of 
Bradford Teaching Hospitals.

The outreach team and front-line nurses still use 
a type of SBAR to share information, however it is 
more informal. ‘Although we don’t call it SBAR, the 
approach we now use is similar and has helped further 
improve communication in this area.’

Addressing MRSA
A part of Bradford Teaching Hospitals’ work in 
phases two of the Safer Patients Initiative involved 
a multifaceted effort to reduce methicillin-resistant 
Staphylococcus aureus (MRSA). 

 ‘At the start of the programme, we had an 
unacceptable MRSA bacteraemia rate, and so we 

were very keen to make improvements in this area,’ 
said the general manager of medicine for Bradford 
Teaching Hospitals. ‘We had a multidisciplinary 
group who met weekly and coordinated the work. 
They focused on many different initiatives, including 
hospital cleanliness, handwashing, proper dress code, 
and so on.’ The organisation also began requiring all 
new admissions to be tested for MRSA. This helped 
identify patients that needed early treatment before 
they infected other patients. 

A critical activity in reducing MRSA is improving 
hand hygiene. Prior to joining phase two of the Safer 
Patients Initiative, Bradford Teaching Hospitals had 
begun work on improving hand hygiene, however 
the Safer Patients Initiative programme focused and 
accelerated that work. 

 ‘When we started collecting real-time data on our 
hand hygiene rate for the Safer Patients Initiative, we 
were very surprised at our poor compliance. We were 
initially achieving only 60%-70% compliance and our 
target was 100%,’ said the deputy medical director for 
Bradford Teaching Hospitals.

At the same time as phase two of the Safer Patients 
Initiative, Bradford Teaching Hospitals was working 
on a trust-wide initiative to improve hand hygiene. 

 ‘Between our trust-wide initiative and the Safer 
Patients Initiative, I think we were able to better 
address this issue,’ said the deputy medical director. 
‘As part of these two programmes, we provided 
training on hand hygiene using posters, light boxes, 
presentations from our infection control team, and so 
forth.’

In January 2008, Bradford Teaching Hospitals began 
monthly audits of hand hygiene. Trained observers 
from one ward would monitor another ward and 
document hand hygiene efforts. The organisation 
shared the audit results on a dashboard, which could 
be accessed via their intranet. In June 2008, the 
organisation also launched a comprehensive education 
programme to further raise hand hygiene efforts.

 ‘We did weekly monitoring of our MRSA 
bacteraemia rate based on national reporting 
guidelines that had been in place for some time,’ 
said the general manager of medicine for Bradford 
Teaching Hospitals. ‘We used a dashboard to 
communicate about these data and provide feedback 
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to staff. Executive leadership of the hospital got 
involved in encouraging staff when the MRSA rate 
slipped below targets.’

4. OUR lEARNINg

Rapidly assessing and responding 
to deteriorating patients
In using PDSA to develop the EWS, York Teaching 
Hospital found they overused the methodology, 
possibly impacting on staff engagement. 

 ‘Although this methodology was helpful, I think we 
did too many of the PDSA cycles, because we noticed 
over time enthusiasm began to wane. It took us three 
years to spread the changes to all the wards. That’s 
a long time to maintain a high level of buy-in and 
support. With that said, we were ultimately able to 
embed the use of the scoring system across the wards 
and make it part of our culture,’ said a ward sister for 
elderly medicine at York Teaching Hospital.

Addressing MRSA
Bradford Teaching Hospital found that collecting real-
time data on their hand hygiene rate was instrumental 
in identifying actual rates. The hospital also learned 
that using a dashboard to communicate MRSA 
monitoring data helped staff see the impact of their 
work and where they needed to improve.

Bradford Teaching Hospital also identified that 
support by senior leaders was vital in raising hand 
hygiene compliance and gaining staff buy-in. 

 ‘We had done education programmes before this 
point, but the one in June really helped push us 
forward,’ said the deputy medical director for Bradford 
Teaching Hospitals. ‘Our chief executive definitely 
set the tone for this education programme. He made 
it very clear that the organisation would not tolerate 
anything but a major turnaround in hand hygiene 
performance. This support from a senior leader was 
instrumental to furthering our success.’

5. IMpACT

Rapidly assessing and responding 
to deteriorating patients
As a result of its efforts, York Teaching Hospital was 
able to increase the number of calls to the outreach 
team. 

 ‘This is what we wanted because it showed that more 
staff members were recognising deteriorating patients 
and calling the team and this helped proactively 
reduce the risk of crash calls,’ said a ward sister for 
elderly medicine at York Teaching Hospital.

Involvement in the Safer Patients Initiative also had a 
positive impact on Bradford Teaching Hospitals. The 
organisation successfully increased the number of calls 
to their outreach team and decreased their crash call 
rate over the course of the programme. 

Figure 2.2: Number of calls to the outreach team, 
York Hospital, York Hospitals NHS Trust
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Figure 2.3: Number of calls to the outreach team, 
Bradford Royal Infirmary, Bradford Teaching 
Hospitals NHS Foundation Trust 
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 5 

Addressing MRSA

In undertaking work to address MRSA rates, Bradford 
Teaching Hospitals successfully reduced the MRSA 
infection rate. Hand hygiene may have played a 
significant role in this success. Over the course of 
the Safer Patients Initiative and beyond, Bradford 
Teaching Hospitals successfully increased staff 
compliance with hand hygiene.

Cultural improvement in patient safety
Both Bradford and York Teaching Hospital saw the 
Safer Patients Initiative as a starting point for patient 
safety improvement. 

 ‘We had some good success during the Safer Patients 
Initiative (phase two), and that success has continued 
in the years since the programme ended,’ said the 
general manager of medicine for Bradford Teaching 
Hospitals. ‘This work contributed to an overall culture 
change in the hospital where staff members are now 
more committed to reducing safety risks. For example, 
infection is no longer viewed as a by-product of care, 
but a preventable event that we have an obligation to 
address.’ 

Following the official end of phase two of the Safer 
Patients Initiative in September 2008, Bradford 
Teaching Hospitals decided to continue the 
programme’s measures for an additional year. In June 
2009, the organisation signed up to join the Safer 
Patients Network and continue the work it started in 
phase two of the Safer Patients Initiative for a further 
three years. 

 ‘Since the official end of programme, we have 
maintained the support structures we had in place 
for the majority of the interventions,’ said the general 
manager of medicine for Bradford Teaching Hospitals. 
‘Each workstream still has a workstream lead who is 
supported by members of the workstream group. They 
meet to discuss how to challenge barriers and make 
improvements in the workstream. The Safer Patients 
Initiative hospital executive group has also continued 
and involves senior leaders and workstream leads. 
The group reviews progress against the measures and 
challenges areas of concern.’

The Safer Patients Initiative also had a positive and 
long lasting effect on York Teaching Hospital. 

 ‘SPI helped us learn a different approach to 
practicing healthcare where we focus on measuring 
performance and proactively identifying areas of 
improvement,’ said the chief nurse for York Teaching 
Hospital. ‘It taught us that standardised processes can 
yield more reliable care, and that visible improvement 
can be very powerful in motivating staff. This 
programme helped prepare our organisation for 
further improvement and was a good investment in 
our future.’

Figure 2.1: MRSA bloodstream infection rate, 
Bradford Royal Infirmary, Bradford Teaching 
Hospitals NHS Foundation Trust

06 07 08

0.0

0.1

0.2

0.3

0.4

0.5

Baseline median MRSA bloodstream infection rate

SAJJMAMFJDNOSAJJMAMFJDNOSAJJMAMFJ

Shift – 6 or more 
consecutive data points 

below/above median 

Per 1000 occupied bed 
days

Figure 2.5: Trust-wide percent compliance with 
hand hygiene, Bradford Royal Infirmary, Bradford 
Teaching Hospitals NHS Foundation Trust
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A closer look at Luton and Dunstable Hospital 

The Safer Patients Initiative

CASE STUDY 

Identify Innovate Demonstrate Encourage

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 Luton and Dunstable Hospital
Located in Luton, Bedfordshire, Luton and Dunstable 
Hospital is a 600-bed general hospital consisting of the 
following wards:

 – 16 general wards: surgical, medical and care 
of the elderly patients

 – five specialist wards: high dependency unit, 
intensive care unit, coronary care unit, 
neonatal unit, acute care unit

 – two maternity wards
 – one gynaecology ward
 – three paediatric wards with a paediatric 

assessment unit
 – one private ward: Cobham Clinic.
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Luton and Dunstable Hospital offers several specialist 
services, including cancer, obesity, neurophysiology, 
and oral maxillofacial (jaw) surgery. The hospital also 
has the responsibility for treating the most premature 
babies across the whole of Bedfordshire  
and Hertfordshire. 

The hospital serves a catchment population of 
approximately 350,000. Around 30% of this 
population are from cultural and ethnic minority 
backgrounds. The main ethnic minority groups are 
Pakistani, Bangladeshi, Indian, African-Caribbean, 
and Eastern European. It is located in an area of 
high deprivation. Consequently, the local population 
display diseases and conditions that are more usually 
associated with those of an inner-city area. 

In 2004, Luton and Dunstable Hospital became the 
first English hospital to participat in the initial the 
Safer Patients Initiative programme.

Why the hospital took part in 
the Safer Patients Initiative
Luton and Dunstable Hospital began its quality 
improvement journey as part of an international 
programme ‘Pursuing Perfection: Raising the Bar 
for Health Care Performance’.1 This was under the 
leadership of, then chief executive officer (CEO), 
Stephen Ramsden. The work of Pursuing Perfection, 
which began in 2001, involved 13 participants in the 
United States and Europe who worked to dramatically 
improve patient outcomes by pursuing perfection in 
their major healthcare processes. These efforts, taken 
as a whole, offer some of the best evidence yet that 
fundamental improvement in patient care is possible 
across, and within, a wide range of health systems.

During this same time, Luton and Dunstable Hospital 
was also participating in a mortality collaborative with 
nine hospitals in the UK, also assisted by the IHI. In 
addition, improvement techniques were being used 
by the Modernisation Agency to help waiting time 
improvements and efficiency improvements in the 
NHS. Luton and Dunstable Hospital was involved in, 
and impacted by, these efforts. 

Approximately a year before applying to participate 
in the Safer Patients Initiative, the director of 
improvement and the medical director at Luton and 
Dunstable Hospital visited the United States where 

they spent some time at IHI. During these visits, they 
witnessed how IHI and several United States hospitals 
implemented specific, evidence-based interventions 
designed to improve safety, reduce risk, and eliminate 
harm for patients.

Upon returning to England, the director of 
improvement and medical director began applying 
some of the knowledge they gained during their visit. 
Together they launched another patient safety project 
involving data collection and targeted improvement 
work. The goal of this project was to improve the 
safety of patients in the hospital and reduce the risk of 
adverse events. 

In the midst of this work came the opportunity to 
participate as in the first phase of the Safer Patients 
Initiative.

 ‘The goals of the Safer Patients Initiative and the 
goals of our patient safety initiative were so similar. It 
was therefore a natural choice to apply for and commit 
to the programme. The fact that IHI would also be 
observing our work and challenging us was very 
appealing,’ said the associate director for safety for 
Luton and Dunstable Hospital.

 ‘In addition, we felt the programme would provide 
solutions, if correctly implemented, to many of the 
problems we had identified through case note review, 
critical incident reporting, and complaints analysis,’ 
said the divisional director for surgery. ‘We felt 
that the financial investment that the Safer Patients 
Initiative offered would allow us to expand our current 
safety project and achieve higher success.’

3. WHAT WE DID

Engaging leadership in the 
Safer Patients Initiative 

Because Luton and Dunstable Hospital already had 
a patient safety project underway, the hospital had 
in place some infrastructure needed to support the 
Safer Patients Initiative. For example, they had a 
dedicated project manager and initial leadership 
support for the concept of improving safety. 

Even with these advantages, the first leadership event 
was critical in helping bring the hospital’s clinical 
and senior administrative leadership together and 
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align quality and safety strategies. Although the 
director of improvement and the divisional director 
for surgery had a collaborative relationship before 
the first leadership meeting, this event helped bring 
the CEO and the director of nursing on board. 
 ‘While it’s possible that we could have had this type 
of meeting at the hospital, it was beneficial to meet 
offsite with IHI for several days,’ said the former CEO. 
‘It allowed us to thoroughly discuss the importance 
of the work and possible barriers to success. It also 
helped us to build relationships and trust with each 
other.’ 

During the first learning session, Luton and Dunstable 
also learned how to organise its improvement 
work. The hospital split the work into the five 
clinical workstreams of the Safer Patients Initiative: 
medication management, general ward, perioperative 
care, critical care, and leadership. A dedicated clinical 
leader was assigned to each of these workstreams. 
Clinical workstream leaders were selected by the 
director of improvement and the divisional director 
for surgery. Selection was based on the leader’s areas of 
expertise, and their willingness to try new things and 
support the concept of patient safety. 

The clinical workstream leaders, in conjunction with 
senior leadership, established a steering committee 
that met each month to discuss progress, share 
information, and maintain accountability. These 
meetings also helped the project’s momentum 
and established a friendly competition between 
workstreams. 

 ‘Leaders came to these meetings focused and 
ready to work through the issues at hand. This lack 
of distraction during the meetings was key to their 
success,’ said the former CEO. 

To further communicate the progress of the Safer 
Patients Initiative programme to clinicians, Luton 
and Dunstable Hospital engaged clinicians during 
‘champion’ days and patient safety meetings. 

Setting clear goals
One of the appealing aspects of the Safer Patients 
Initiative for Luton and Dunstable Hospital was that 
it required the hospital to set very clear goals for 
improvement, including reducing adverse events 

by 50% across the life of the programme. Luton and 
Dunstable Hospital also chose to work on reducing 
hospital standardised mortality ratio (HSMR) and 
improve culture of safety. Although these goals were 
ambitious, both the IHI and Luton and Dunstable 
Hospital thought they were achievable if the hospital 
took a holistic approach to improvement and involved 
all levels of the hospital from leaders to front-line staff. 

Creating a measurement system
One of the more challenging elements of the project 
was creating and implementing a measurement system 
to help the hospital determine whether improvement 
work was yielding positive results. This system 
included measures for each of the five workstream 
areas. Combined, this totalled a set of 35 measures. 
Within this set, there were outcome, process, and 
balancing measures. Each of these measures included: 

 – an operational definition
 – guidance for data collection, including 

exclusions, stratification (how data are 
grouped into subgroups before sampling) 
and sampling strategies, where appropriate 

 – a goal.
 ‘Before this project, we did not really measure safety 
or harm apart from MRSA, HSMR to some extent, and 
incidents reported. This was the case in most trusts 
in the UK at the time. The Safer Patients Initiative 
required us to create measures that, using the IHI 
extranet, gave us our first safety dashboard,’ said the 
former CEO.

Although the IHI faculty defined most of the 
measures and linked them to existing measures 
and requirements in the UK, Luton and Dunstable 
Hospital had to create systems for collecting, 
analysing, and reporting monthly data on those 
measures that were applicable to the services provided 
by the hospital. 

 ‘All our measurement systems were manual,’ said the 
former CEO. ‘We didn’t even measure cardiac arrests, 
so a system had to be created by the resuscitation 
officer and the switchboard. We had to persuade 
matrons and heads of departments to get staff to spend 
time creating these manual systems and, if necessary, 
to drop other tasks and reprioritise, as patient safety 
was their most important task.’ 
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 ‘It took us almost a year to get the measurement 
system implemented,’ said the associate director for 
safety. ‘We had to shift the mentality from a clinical 
audit approach and retrospective data collection by 
an outside individual, to real-time data collection that 
individuals on the ward participated in and everyone 
was aware of.’ 

To achieve this, the hospital dedicated staff time to and 
provided education on data collection. 

 ‘Initially, staff members were concerned they would 
not have time to collect data, and that data collection 
wouldn’t really make a difference in the safety of 
their patients,’ said the associate director for safety. 
‘However, as staff members started to see the changes 
in the data and realise that real-time data help people 
and wards make real-time improvements, they began 
to embrace the process.’

The organisation provided further education and 
support on how to produce and interpret Statistical 
Process Control charts, as well as the importance 
of this effort. Luton and Dunstable Hospital also 
established the principle that measurement was for 
monitoring improvement, not for judgment.

Making the programme 
more manageable
At first, the sheer size of the Safer Patients Initiative 
programme was a little daunting to Luton and 
Dunstable Hospital. A key factor in breaking down the 
project to a manageable size was the use of plan, do, 
study, act (PDSA) cycles. These gave each workstream 
a daily plan for improvement. The cycles also allowed 
the workstream teams to implement change on a small 
scale first, before implementing the defined changes 
in a pilot ward, and then spreading the improvements 
to other wards. For example, within the perioperative 
workstream, staff were able to implement ways of 
improving prophylactic antibiotic administration with 
one anaesthetist and patient first, then implement 
changes for all the patients of the anaesthetist, and so 
on. This segmented the work down into manageable 
steps that were less overwhelming. 

As with measurement, the hospital also began using 
the PDSA approach for more than patient safety 
improvement but also within quality and efficiency 
improvement initiatives. 

4. OUR LEARNINg

Implementing 29 improvements 
concurrently
Despite Luton and Dunstable’s successes within the 
Safer Patients Initiative, there was some concern 
within the hospital about whether the hospital 
attempted to do too much by targeting improvement 
work in 29 different areas concurrently. Could the 
hospital have been more successful if they limited the 
improvements to one or two areas and really focused 
efforts there? The answer is somewhat unclear, because 
although improvements in particular areas may 
have been more significant, the hospital would have 
sacrificed the cultural shift that occurred across the 
organisation. 

 ‘By working on 29 different improvement initiatives 
concurrently, the concepts of using real-time data to 
measure performance, responding to that data, and 
making small tests of change were infiltrated across 
the hospital,’ said the former CEO. ‘In addition, the 
belief that harm was not an inevitable part of care but 
something that could be avoided began to permeate 
throughout the hospital as well. By reducing the 
number of improvements, we might have achieved 
more local change, but the organisational-wide shift 
toward embracing patient safety would not have 
occurred.’ 

Fundamentally, empowering staff to make changes, 
and providing them with tools to make those changes, 
helped give Luton and Dunstable Hospital a path for 
improvement and laid the groundwork for future 
change in the organisation. 

Collecting measurement data
Luton and Dunstable learned that through involving 
so many staff across the hospital in the new way of 
collecting data, an organisational cultural change 
occurred. 

 ‘Because we were collecting data on 35 different 
measures, many different staff throughout the hospital 
were involved in this new way of collecting data,’ 
said the former CEO. ‘As more people throughout 
the hospital started collecting data and using it for 
improvement, we started to reach a critical mass 
where there was a perceptible shift in how we as an 
organisation viewed data collection. It shifted from 
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something we had to do, to something we wanted to 
do in order to see improvement.’

A critical element in shifting this perspective is how 
the hospital shared data with staff. 

 ‘We are very transparent with our data. We post 
run charts on ward notice boards where everyone 
can see, including staff, patients, and visitors. We 
also include data on meeting agendas, in corporate 
newsletters, and within dashboards that help quickly 
communicate progress towards achieving goals,’ said 
the transformation and improvement lead for Luton 
and Dunstable Hospital.

Use of PDSA cycles
At first, staff members were sceptical of the PDSA 
process. However, as more people used it, the 
acceptance and even enthusiasm for the process grew. 
Now the hospital uses the PDSA concept to deal with 
any improvement work. ‘At the beginning of a project, 
we don’t have to know all the answers. We can use 
this approach to break a project into manageable 
steps and gain staff ownership for change,’ said the 
transformation and improvement lead.

5. IMPACT
By the last six months of the Safer Patients Initiative, 
Luton and Dunstable Hospital demonstrated a 
reduction of more than 50% in adverse events as 
compared to the first six months of the programme. 
The hospital also demonstrated a reduction of 
nearly 30% in cardiac arrests outside the emergency 
department. 

The hospital saw major improvement in the HSMR, 
from 11% worse than national average in 2003 to 10% 
better than national average in 2006.

 ‘We attributed the reduction in HSMR down 
primarily to the work on the deteriorating patient 
within the Safer Patients Initiative,’ said the former 
CEO. ‘There may have been other things occurring 
at the time but we are not aware of anything as 
significant. We set out to reduce adverse events by 50% 
and succeeded, and we set out to reduce our HSMR to 
80. We didn’t completely succeed there, but we did get 
it to 90.’ 

 ‘At the start of the Safer Patients Initiative we 
regarded patient safety improvement as an important 
whole hospital project or programme of activity,’ said 
the former CEO. ‘Towards the end of the Safer Patients 
Initiative it had become one of six strategic priorities 
for our organisation. In the last three years, it has 
become unequivocally the trust’s number one priority, 
with a mission ‘Leading the NHS in patient safety’.’ 

Critical care workstream
There was clear improvement within the critical care 
workstream at Luton and Dunston Hospital. 

 ‘Critical care takes place in a very small and well-
defined area in our hospital. Staff members who 
work in this area are used to collecting data and more 
readily embraced the concepts of data collection and 
PDSA,’ said the associate director for safety. 

The critical care area was successful in reducing its rate 
of central line infections, virtually eliminating them by 
the end of the Safer Patients Initiative programme. 

 ‘The IHI’s bundle2 gave the critical care workstream 
a clear path for improvement. This bundle included 
several specific actions we could take - maximal 
barrier precautions, chlorhexidine skin antisepsis, and 
optimal catheter site selection, for example,’ said the 
associate director for safety. ‘The bundle also helped 
shift the mindset of the ICU staff from central line 
infections as an inevitable part of care to central line 
infections as an unnecessary and preventable event.’

Figure 3.1: CLI bloodstream infection rate, Luton 
and Dunstable NHS Hospital Trust
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general ward workstream
Within the general ward workstream, improvements 
were made in recognising the deteriorating patient 
with the number of calls to the medical emergency 
team tripling over the course of the program. This 
work was key to decreasing the crash call rate and 
reducing the hospital’s standardised mortality rate (see 
figure 3.3)

Improvement efforts in this area involved: 

 – establishing an early warning scoring system, 
which was colour-coded to show staff 
members when to escalate to an outreach 
team 

 – training staff members on the early warning 
system and specific escalation strategies 
to ensure clear guidance when identifying 
patients causing concern

 – implementing a standardised communication 
tool (SBAR) throughout the ward that staff 
could use to alert a medical emergency team 
about concerns regarding deteriorating 
patients. 

This medical emergency team consisted of personable 
staff who had expertise in recognising and treating 
deteriorating patients. Once called, they would come 
to the ward and partner with the nurse to address the 
patient’s needs.

In addition to the previously mentioned interventions, 
Luton and Dunstable Hospital spent 12 months re-
educating nurses and other staff about the importance 
of vital sign observations. 

 ‘They had stopped taking respiratory rates and so an 
early warning system couldn’t be used until reliable 
observations were happening,’ said the former CEO. 

Perioperative workstream
There were many improvements within the 
perioperative workstream. However, the one that had 
the greatest impact on the culture of the hospital was 
the creation and implementation of the preprocedure 
briefing. 

 ‘Before we started work on this project, everyone 
assumed that some type of communication was 
already occurring before a procedure. Once we began 
collecting data, we realised that communication was 
not as thorough and regular as we thought,’ said the 
transformation and improvement lead.

This is an area where the hospital really used the PDSA 
approach. 

 ‘This work began with the divisional director for 
surgery implementing a very visible briefing in the 
perioperative area first thing one morning,’ said the 
transformation and improvement lead. ‘Other surgical 
teams saw what he was doing and began asking 
questions. The divisional director for surgery’s team 
talked enthusiastically about the briefing and the idea 
began to build momentum.’ 

At the same time, if a nurse or surgeon complained 
about not having something available during surgery, 
workstream leaders asked whether the nurse or 
surgeon had done a preprocedure briefing and 

Figure 3.2: Utilisation of rapid response team, 
Luton and Dunstable NHS Hospital Trust
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Figure 3.3: Crash call rate per 1,000 discharges, 
Luton and Dunstable NHS Hospital Trust
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suggested they try one. These two elements built 
awareness and enthusiasm for the project. 

 ‘Although we still have work to do in this area, the 
Safer Patients Initiative programme helped lay the 
groundwork for further success,’ said the associate 
director for safety. ‘For example, it helped put us in 
quite a good position to implement the World Health 
Organisation’s Surgical Safety Checklist3 and take the 
work to the next level.’ 

Medication management workstream

Within the medication management workstream, the 
hospital found success in medication reconciliation. 
This was primarily due to the early and significant 
engagement of a consultant who treated elderly 
patients within the hospital. The consultant used the 
PDSA cycle to try medication reconciliation with 
patients and slowly spread the concept across the ward. 
Although medication reconciliation did improve, the 
hospital did not meet its ultimate goal and still has 
more work to do in this area. However, what they have 
achieved has helped lay the foundation for further 
work in the future.
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Medication management workstream in  
practice: Ninewells Hospital
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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
Within the medication management workstream, 
organisations focused on a few critical initiatives, 
including improving medication reconciliation 
and reducing adverse events associated with 
anticoagulants. These efforts necessitated a 
collaborative effort between pharmacists, physicians, 
nurses, and other front line staff. 

Although all the organisations involved in both 
phases of the Safer Patients Initiative worked on 
improvements within the medication management 
workstream, this case study focuses on the efforts of 
one specific organisation: Ninewells Hospital NHS 
Tayside. 

About Ninewells Hospital NHS Tayside
Situated on the outskirts of Dundee, Ninewells 
Hospital is a 1,000-bed university hospital within 
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NHS Tayside – an integrated healthcare provider that 
serves more than 400,000 people along the east coast 
of Scotland. In 2004, Ninewells Hospital became the 
only hospital from Scotland to participate in the initial 
Safer Patients Initiative.

Before applying to participate in Safer Patients 
Initiative, Ninewells Hospital had started putting 
tentative structures in place to identify safety risks and 
implement initiatives to address them. 

 ‘We were at the very beginning of this work when we 
started hearing about the successes other organisations 
were having in uncovering risks and working to 
mitigate them,’ said the lead clinical pharmacist for 
urgent care at Ninewells Hospital. ‘Specifically, we 
were intrigued by the information coming from the 
United States and the IHI, and were keen to explore 
this work further. The Safer Patients Initiative offered 
us an opportunity to do that.’ 

3. WHAT WE DID

Improving medication reconciliation
Ninewells Hospital realised the greatest success in the 
medication management worsktream through its work 
on medication reconciliation.’

 At the beginning of the Safer Patients Initiative, 
we thought we were quite good at medication 
reconciliation on admission,’ said the lead clinical 
pharmacist for urgent care. ‘But IHI had us look more 
closely at our processes and collect data on those 
processes. These efforts exposed some weaknesses 
in our system, and we realised we weren’t nearly as 
good as we thought we were. Specifically, we were not 
consistent in performing medication reconciliation. 
When we did do it, we did it fairly well; we just didn’t 
do it as often as we thought.’ 

Ninewells Hospital chose to begin its improvement 
efforts on one of its admissions units. This had strong 
interdisciplinary support for improvement, including 
engagement from senior and junior physicians. 

 ‘This was key to our success in launching the 
work, because we didn’t have to spend much 
time convincing people there was a problem with 
medication reconciliation or that we needed to 
address the problem,’ said the lead clinical pharmacist 

for urgent care. ‘Although none of the clinical team 
members were initially familiar with IHI or the 
Model for Improvement, the team readily accepted 
the methodology and incorporated it into their 
daily work. A few members of the team, including a 
consultant physician, attended one of IHI’s learning 
sessions, and they spread information and enthusiasm 
to the rest of the team when they returned from the 
session.’ 

Ninewells Hospital then started creating a medication 
reconciliation form that would drive and document 
the process. Initially, the hospital worked on creating 
its own form. However, they discovered during this 
process that one of its colleague organisations in 
the Safer Patients Initiative, Luton and Dunstable 
Hospital, had already developed a template and were 
using it successfully in their organisation. 

 ‘We decided to adopt and customise Luton and 
Dunstable Hospital’s form for our own organisation,’ 
said the lead clinical pharmacist for urgent care. 
‘This collaborative information sharing was a new 
experience for our hospital, and a true benefit of the 
Safer Patients Initiative.’ 

To test the form, Ninewells Hospital used the plan, 
do, study, act (PDSA) methodology, starting with one 
pharmacist and one senior clinician on the admissions 
unit. Once the initial pharmacist and senior clinician 
adapted the form and used it successfully with their 
patients, they began implementing the use of the form 
to their colleagues. 

 ‘The senior clinician took on the role of engaging 
with colleagues and getting them on board,’ said the 
lead clinical pharmacist for urgent care. ‘Hearing 
about the form and its benefits from a colleague gave 
a stronger impression to the other senior doctors 
than hearing about it from someone else, such as the 
pharmacist. The senior doctors began asking for the 
form and encouraging junior doctors to complete it 
as well. Once the senior doctors were on board, the 
junior doctors followed soon after.’ 

As more physicians began using the form, the 
workstream team embedded it into the unit’s 
admissions booklet. 

 ‘By having it as part of the booklet, it became 
obvious to everyone involved with patient admission 
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that medication reconciliation was a core element 
of the process,’ said the lead clinical pharmacist for 
urgent care. 

By June 2006, Ninewells Hospital was beginning to 
spread the use of the form beyond the pilot unit. 

 ‘We would give each new unit a copy of the form 
and ask them to test it, modify it, and embed it in their 
normal processes,’ said the lead clinical pharmacist for 
urgent care. ‘Each unit used the PDSA process to alter 
and embed the form. For example, the orthopaedics 
unit made small modifications and then implemented 
the form into their care pathway for joint replacement. 
However, although each unit in the hospital had the 
freedom to customise the form, very few changes were 
made to it and the form is still quite similar across the 
organisation.’

Preventing anticoagulant 
adverse drug events
While medication reconciliation was a great success 
for Ninewells Hospital, reducing adverse events 
associated with anticoagulants presented more 
challenges. 

 ‘This was a more complex process that involved 
shifting the way we recognised and measured adverse 
events,’ said the lead clinical pharmacist for urgent 
care. ‘We had to educate ourselves on the IHI Trigger 
Tools1 as a method of detecting harm and learn how to 
use them appropriately. This took some time.’ 

4. OUR lEARNINgS

Multidisciplinary engagement
In reviewing all the medication management 
workstream efforts, a key success factor for Ninewells 
Hospital was multidisciplinary engagement. 

 ‘One misperception about improving medication 
management is that pharmacists can make these 
improvements on their own,’ said the lead clinical 
pharmacist for urgent care. ‘This is not possible or 
desirable. To truly enhance medication management, 
organisations need to have the engagement of the 
entire clinical team. Within our organisation, the 
senior and junior medical staff were crucial in 
implementing changes and realising improvement.’ 

The medication management workstream also relied 
on the leadership of its executive sponsor, the director 
of nursing, to support improvements. 

 ‘The director of nursing worked diligently to unlock, 
remove, and minimise barriers to improvement,’ said 
the lead clinical pharmacist for urgent care. ‘She was 
particularly helpful in motivating clinical areas that 
weren’t as eager to take on the improvement work. By 
mentioning the topic during walkarounds and starting 
conversations with people, the director of nursing was 
able to show that improving medication management 
was an expectation of senior leadership, and that was 
highly motivating.’

Improving medication reconciliation
Although the medication reconciliation work was 
successful, it was not without some challenges. 

 ‘Some clinical areas were more open to this work 
than others,’ said the lead clinical pharmacist for 
urgent care. ‘Sub-specialty areas in particular were 
not initially as enthusiastic.’ To overcome hesitation 
within these areas, the workstream team had to sell the 
concept of medication reconciliation and describe how 
it could be of benefit. 

 ‘We did this by pointing out that procedures in 
the sub-specialty areas are often cancelled because 
a patient has not stopped taking certain medication 
(such as anticoagulants) before surgery. We explained 
that a strong and consistent medication reconciliation 
process could help avoid this problem and ensure 
procedures take place as planned,’ said the lead clinical 
pharmacist for urgent care.

Preventing anticoagulant 
adverse drug events
Ninewells Hospitals struggled with sampling for the 
performance measures associated with preventing 
anticoagulant adverse drug events. This was because 
many of the patients with anticoagulant events would 
come from outside the hospital and yet were still 
included in the performance measures. 

 ‘Within this aspect of the workstream, it was very 
hard to isolate the benefits of improvement,’ said the 
lead clinical pharmacist for urgent care. ‘We were 
improving our internal processes, but they had no 
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effect on people who were harmed outside of the 
hospital. Since our sample included those individuals 
experiencing anticoagulant events at home, we found 
it difficult to link improvements to outcome data.’ 

Despite the challenges Ninewells Hospital faced 
with preventing adverse drug events associated with 
anticoagulants, the organisation did learn from this 
aspect of the workstream. For example, prior to 
the Safer Patients Initiative, the organisation would 
consider severe bruising or a longer hospital stay as 
a result of anticoagulant use as normal side effects 
of treatment. After working on the issue for several 
months, the organisation shifted its thinking and 
began considering these side effects as preventable 
issues that could be avoided. During this time, 
Ninewells Hospital also improved its processes with 
regards to documentation and communication at 
discharge. 

Use of PDSA cycles
Ninewells Hospital identified that the PDSA 
methodology assisted them to effectively test and 
spread change across the organisation. 

 ‘The PDSA concept of testing things on a small 
scale was definitely new for us,’ said the lead clinical 
pharmacist for urgent care. ‘Up until this point we 
would implement initiatives by doing a large rollout 
across several units. This new approach allowed us to 
tweak improvements locally before spreading change 
to the rest of the organisation.’ 

5. IMPACT
Once Ninewells Hospital began spreading the 
medication reconciliation change, their percent of 
unreconciled medications dropped dramatically. 

Although the Safer Patients Initiative has ended, 
Ninewells Hospital is still maintaining the successes 
realised in the programme. By implementing change 
on a small scale, extending change throughout the 
organisation, and involving multiple disciplines in the 
change effort, Ninewells Hospital was able to achieve 
success and improve the safety of its patients.

Figure 4.1: Medication management – percent of 
unreconciled medicines, Nine Wells Hospital
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1 IHI Trigger Tools: IHI Global Trigger Tool for Measuring Adverse Events: Griffin FA, Resar RK. IHI Global Trigger Tool for measuring adverse events (second 
edition). IHI Innovation Series white paper. Cambridge, MA: Institute for Healthcare Improvement; 2009. Available from: www.ihi.org 
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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
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