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What are we trying to accomplish?

We aim to be the safest organisation in the NHS as well 
as the first choice care provider for our patients. To 
achieve this we will work on a portfolio of projects that 
improve the safety of the care that we give to patients 
but also improve their experience of that care.

Key Goals
■ Reduce mortality
■ Reduce harm
■ Reliable care
■ Improve patient experience

We will focus our attention on projects that will reduce 
harm and mortality, improve patient experience and 
make the care that we give to our patients reliable and 
grounded in the foundations of evidence based care.

We will ensure that the programme of work outlined in 
this strategy will build on the strong foundations put 
in place during the execution of the first three years of 
the Quality Strategy at Salford Royal. The first strategy 
took Salford Royal into unchartered territory resulting in 
significant improvements and a great deal of learning, 
we are now in a position to further improve the quality 
of the care that we give and once again move into 

The Quality Improvement Strategy 2011-14

✻ Maintain position in 10% of NHS organisations with the lowest risk adjusted mortality.

✻✻ 95% of patients receive  harm free care as measured by the following four harms: Pressure ulcers; Catheter associated urinary tract infection; 
Venous thromboembolism; Harm from falls.

✻✻✻ Achieve 95% reliability in the following: Advanced Quality Care bundles; Intentional rounding; Structured ward rounds; Infection bundles.

✻✻✻ Achieve top 20% for patient and staff experience surveys.

unchartered territory for an NHS care provider.
In order to accomplish our ambitious aim we will 
have to build on the achievements of the first phase 
of Salford Royal’s Quality Strategy. This means that 
we must continue to learn and embed a range of 
quality methods at all levels within the organisation. 
Our clinicians and managers will have to demonstrate 
an unrelenting determination to stick to this agenda 
despite internal and external challenges. We will build 
on our performance and efficiency to create a culture 
of continuous quality improvement. Our goal is to 
become a learning organisation in which every member 
understands their role in delivering clinical quality and 
works towards that goal every day. We will continue 
to place considerable emphasis on understanding our 
systems in greater detail, working towards excellence 
in clinical systems, engaging all of our employees 
in improvement whilst using small tests of change 
to build momentum and learning from mistakes. 
Throughout the strategy we will continue to build on 
our strengths and complement our governance and 
safety infrastructure.

The diagram below illustrates what we hope to 
accomplish through the implementation of this strategy. 
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Mortality (risk adjusted mortality)

AIM: Maintain position in 10% of NHS 
organisations with the lowest risk adjusted 
mortality

Hospital mortality refers to the number of patients who 
die while in hospital. However, because every patient 
admitted to the hospital for a given condition does not 
have the same risk of death, observed mortality rates 
alone aren’t a perfect means of comparing the quality 
of care delivered by different hospitals. For example, 
it would be surprising if an otherwise healthy 60-year-
old patient died following a hip replacement surgery. 
In contrast, it would be less surprising if a 93-year-old 
patient with multiple health problems died following 
that same surgery (The Mayo Clinic, 2001-2011).

To compare hospital mortality rates across the NHS a 
calculation is used to standardise the measurement. 
This risk-adjusted mortality ratio compares a hospital’s 
actual mortality rate to the mortality rate that would 
be expected given the characteristics of the patients 
that were treated; this gives a risk-adjusted expected 
mortality rate.

The risk adjustment calculation takes into account 
many factors such as the age and sex of patients, their 
diagnosis, whether the admission was planned or an 
emergency and any other illnesses that the patient 
may have. The calculation allows comparison between 
different hospitals serving different communities. 

If the Trust had a risk adjusted mortality of 100, that 
means that the number of patients who died is exactly 
as it would be expected taking into account the 
standardisation factors. A risk adjusted mortality above 
100 means more patients died than would be expected; 
one below 100 means that fewer than expected died.

We aim to maintain our performance as one the NHS 
organisations with the lowest risk adjusted mortality 
and continue to feature in the 10% of NHS organisations 
with the lowest risk adjusted mortality. 

Chart showing Hospital Standardised Mortality Rate
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Harm

AIM: 95% of patients receive harm free care as 
measured by the following four harms:
■ Pressure ulcers
■ Catheter associated urinary tract infection
■ Venous thromboembolism
■ Harm from falls

The Hippocratic Oath provides the basis of the 
fundamental principle for healthcare. Patients assume 
that their hospital is a safe place. It is our duty and 
responsibility to protect them from harm. Salford Royal 
is committed to provide services which are safe, clean 
and personal.

What is harm?
Hospital acquired infections, medication errors, surgical 
infections, pressure sores and other complications are 
examples of harm which are commonplace. Despite 
the extraordinary hard work of healthcare professionals 
patients are harmed in hospitals everyday. Fortunately 
catastrophic events are rare but we must acknowledge 
that unintentionally a significant number of our patients 
experience some harm. 

Harm is defined in many ways but a common belief 
is that harm is ‘unintended physical or emotional 
injury resulting from, or contributed to by clinical care 
(including the absence of indicated treatment or best 
practice) that requires additional monitoring, treatment 
or extended stay in hospital’.

Simply put, harm is suboptimal care which reaches the 
patient either because of something we shouldn’t have 
done or something we didn’t do that we should have 
done. 

Measuring harm
Harm is something that is difficult to measure in its 
entirety. This is because sometimes harm is very minor 
and so can go unnoticed and sometimes it can even be 
considered an accepted consequence of the care that is 
given in hospital. Traditionally there has been a reliance 
on voluntary reporting in order to track harm. However 
research has shown that only 10 to 20 percent of errors 
are reported through voluntary reporting systems and, 
of those, 90 to 95 percent cause no harm to patients. 

Chart showing the % of Patient Receiving Harm Free Care
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Harm continued Reliable Care 

AIM: Achieve 95% reliability in the following:
■ Community acquired pneumonia care bundle
■ Heart failure care bundle
■ Hip and knee care bundle
■ Myocardial infarction care bundle
■ Stroke care bundle
■ Intentional rounding
■ Structured ward rounds
■ Infection bundles

It is widely acknowledged that aspects of health care do 
not perform as well as they should. Studies have shown 
that there is inconsistency in the delivery of high quality 
care and that patients often only receive a fraction of 
the care that is recommended. Reliability science can 
help health care providers redesign systems to make 
sure more patients receive all the elements of care they 
need.

Traditionally healthcare has monitored care given to 
patients by looking at individual aspects of that care. 
An example of this might be the number of patients 
who have had a stroke who are given aspirin within 24 
hours of the event. Often hospitals would report their 
performance against these aspects of care individually. 
We know however, that best practice tells us that there 
are a series of interventions that should be given within 
24 hours of a stroke, and unless the patient receives all 
of them then their chance of the best possible outcome 
is reduced. These series of interventions are known 
as bundles. The Institute for Healthcare Improvement 
developed the concept of “bundles” to help health care 
providers to reliably deliver the best possible care for 
patients undergoing particular treatments with inherent 
risks. 

Over the next three years we will use the principles 
of reliability science to maintain high performance, 
improve care where needed and improve processes in 
the following areas: community acquired pneumonia, 
heart failure care bundle, hip and knee care bundle, 
myocardial infarction, stroke, intentional rounding, 
structured ward rounds, and infection.

Keeping the above in mind it is important to use 
a method of harm detection that does not rely on 
voluntary reporting but a method that requires the 
harm to be actively searched for. The Trust and partners 
in the community have decided to use a tool developed 
by the Department of Health in order to detect and 
track harm over time. The tool is known as the Safety 
Thermometer and it requires members of senior nursing 
staff to visit wards each month and conduct an audit 
where a certain number of patients are reviewed. Audits 
are also conducted in community settings such as care 
homes or on patients allocated to a district nursing 
team. During this audit specific harms will be monitored, 
these are pressure ulcers, falls, catheter associated 
urinary tract infections and venous thromboembolism. 

By searching for harm in this way we will be able to 
apply a consistent approach across the local healthcare 
economy and it will also provide senior staff with 
an opportunity to intervene and educate whilst 
maintaining a visible presence on the wards. 

The Safety Thermometer measures the percentage of 
patients unharmed and we aim to have 95% of patients 
harm free from pressure ulcers, catheter associated 
urinary tract infection, venous thromboembolism, and 
harm from falls, across our health economy.
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Patient Experience 

AIM: Achieve top 20% for patient and staff 
experience surveys

The experience that our patients have whilst under 
the care of our organisation is of utmost importance to 
us. We understand that many of our patients are often 
undergoing life changing diagnoses and treatments 
and it is our ambition that we make that experience the 
best that it can possibly be. We are rated as one of the 
best organisations in the NHS by our patients for several 
aspects of our care but there is still much more that we 
can do. The Institute of Medicine’s 2001 report, Crossing 
the Quality Chasm, called for health systems to: 
■  Respect patients’ values, preferences and expressed 

needs
■  Coordinate and integrate care across boundaries of 

the system
■  Provide the information, communication, and 

education that people need and want
■  Guarantee physical comfort, emotional support, and 

the involvement of family and friends 

It is our ambition that we will deliver a series of projects 
that will make Salford Royal’s patients describe us as 
their first choice of care provider based on the quality of 
their experience. The projects we select will be based on 
the principles found in both the IHI Patient Centred Care 
White Paper and the NHS National Carers Strategy and 
include: 
■  Staff are fully engaged through respectful 

partnerships with everyone in the organization and 
in a commitment to the shared values of carer and 
patient-centred care 

■  Every care interaction is anchored in a respectful 
partnership, anticipating and responding to patient 
and carer needs (e.g., physical comfort, emotional, 
informational, cultural, spiritual, and learning)

■  Delivering reliable, quality care 24/7
■  The care team instils confidence by providing 

collaborative, evidence-based care to the patient and 
recognising the value of the carers contribution

In the first year of this strategy we will focus on testing 
the Hospital Empowering Loved-ones and Patients 
(HELP) system to support all patients and their families 
during their inpatient stay. The system will facilitate 
patients and their families accessing a second clinical 
opinion if they feel it is necessary with the aim of 
improving the quality of care and reducing harm. Other 
projects to support our patient experience aim will 
follow.
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Organisational Culture 

Organisational culture is very difficult to define but 
is vital to address if the ambition is to be the best in 
the NHS. Organisational culture can be defined as 
the assumed understandings between the staff of an 
organisation. It means that they share views on the 
way staff should work together and treat each other 
and their patients. We have an ambition to be an 
organisation that has a safety culture. This means that 
we must embed the Hippocratic Oath “first do no harm” 
into our identity at all levels. 

The main elements of a safety culture are:
■  Open and frequent communication
■  High functioning multidisciplinary teams
■  ‘Just’ culture (understanding of system vs. individual 

errors)
■  Robust error reporting systems that ‘close the loop’
■  HR practices that support a culture of safety
■  Leadership:

  Focus on never events
  Willingness to address bad behaviours
  Accountability for improvement and safety at all 
levels

■  Measurement for improvement

Over the next three years we will embark on a series of 
projects aimed at fostering a culture of safety. These 
initiatives include training and coaching in teamwork 
and communication, Executive Safety WalkRounds, and 
the integration of quality improvement into every day 
workings of the Divisions.

The 
Salford Royal 

Way

Safely reducing 
our costs by 15% 

over 3 years

Pursuing 
Quality 

Improvement 
to become the 
safest hospital 

in the NHS

Supporting 
high 

performance 
and 

improvement

Improving
care and services

through 
integration

and collaboration

In addition to this we will work to embed a set of 
core values that will support the Trust’s bold quality 
improvement aims. All members of staff at Salford Royal 
Foundation Trust are expected to be:

Patient and customer focussed:
■  Communicates to all relevant parties in an holistic, 

timely manner
■  Anticipates and delivers on patient needs
■  Cares for the patient and their families as well as for 

Salford’s reputation

Supportive of continuous improvement:
■ Responds well to change and embraces initiatives
■ Open to new ideas and encourages forward thinking
■ Takes ownership for continuous learning and self 

development

Respectful:
■  Strong focus and personal accountability on actions 

and results
■  Takes responsibility for own actions
■  Accounts for wider pieces of work rather than limited 

job description duties

Accountable:
■  Acts as a team player; Recognises and rewards others
■  Fosters a participative work environment
■  Respects policies & procedures & resources
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Measurement 

Measurement is a vital part of improvement; if we do 
not measure then we have no way of knowing whether 
the changes or intended improvements that we are 
making have had any impact. Measurement is also one 
of the key elements of a safety culture.

During the first three years of the Quality Strategy 
Salford Royal made significant developments in terms of 
measurement; for example, the Trust Board of Directors 
now receive a Quality Dashboard once every three 
months. In this Quality Dashboard the Board of Directors 
are able to review a number of quality indicators which 
help them understand whether the care that we are 
giving to our patients is as good as it possibly can be. 
Amongst the indicators that the Board of Directors 
review are mortality rates, readmission rates, length of 
stay and the incidence of certain harm types. 

During the next three years we will continue to develop 
the Quality Dashboard by providing data on additional 
harm measures, we anticipate that these will include 
falls, VTE, surgical site infections, sepsis, pressure ulcers 
and catheter associated urinary tract infections. 

A significant focus for the organisation in terms of 
measurement will be relating to harm. We will be using 
a Department of Health measure known as the Safety 
Thermometer to help us understand the frequency 
of four specific harms (these are falls, pressure ulcers, 
catheter associated urinary tract infection and venous 
thromboembolism). 

A key characteristic of organisations that have 
truly adopted quality improvement is the use of 
measurement for improvement at all levels. The Quality 
Improvement Directorate will be working with local 
areas who are interested in developing their use of 
measurement to help them create measurement plans 
for projects that they are involved in.

Excerpt from the Board Quality Dashboard
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Workforce capability

One of the key features of an organisation that has a 
safety culture is that it has a workforce that is capable of 
delivering improvement. This is something that we have 
prioritised at the highest level. As highlighted previously 
in this document the Trust has recently developed a set 
of core values. One of the core values that we look for 
in all of our employees is that they practice continuous 
quality improvement. This means that our staff must 
respond well to change and embrace initiatives, be 
open to new ideas and encourage forward thinking, 
taking ownership for continuous learning and self 
development.

Over the course of the next phase of the strategy we 
will:
■  Develop and deliver quality improvement courses 

aimed at building improvement skills in managers 
and frontline staff

■  Build specialised skills throughout the organisation 
including:

  Lean methods and tools
  Quality improvement statistical measurement 
tools

■  Develop Microsystem coaches; these are staff skilled 
in coaching wards and departments to improve their 
own settings in a systematic way

■  Deliver the Clinical Quality Academy, an intense 
programme designed for Consultants who want 
to learn to use sophisticated quality improvement 
tools and techniques and simultaneously apply the 
learning to an improvement project 

■  Implement an e-learning course on quality 
improvement

Chart Reviews
We will be working with wards and departments to 
develop a process whereby a proportion of patients will 
have their entire stay reviewed by a multidisciplinary 
team, the patients whose charts will be reviewed 
will be chosen by the local areas, they could be 
randomly selected or could for example be patients 
who died unexpectedly or had a longer stay than 
expected. This will help the caregivers to understand 
where improvements in care can be made it will also 
encourage ownership of the whole patient pathway 
as a team of professionals providing different aspects 
of patient care. We will encourage these groups of 
professionals to understand where they could have 
worked together more effectively to improve patient 
outcomes.
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Delivering the strategy:  
A programme of projects

The delivery of our strategy will be through programme 
management of a series of projects. The programme 
is designed to contribute to our aim to provide ‘safe, 
clean and personal’ care. We have now identified the 
projects in each area. This will focus our work as we 
move forward. 

Safe

Clean

Personal

a) Reliable care for high volume conditions
b) Harm Free Care Project
c) Pressure Ulcers
d) Delirium
e) Readmissions
f) VTE
g) Falls
h) Medication safety

a) Surgical Site Infections
b) Sepsis
c) CA-UTI
d) Productive Series
e) CDiff
f) MRSA
g) E-Coli

a) Hospital Empowering Loved-ones and Patients
 (HELP)
b) End of life care
c) Nutrition
d) Intentional Rounding
e) 7-day working
f) Patient and carer centred working

Project framework
We intend to tackle our proposed projects by using 
appropriate quality improvement methods on a project 
by project basis. For some projects that already have a 
proven change package and are intended to address 
system wide issues involving many stakeholders 
and several microsystems we will use the Institute 
for Healthcare Improvement’s Breakthrough Series 
Collaborative Model. For smaller scale projects it may 
be appropriate to take a more localised view, in this 
case we may choose to take the Clinical Microsystems 
approach. In addition, we may use Lean methodology 
to address processes redesign or patient pathways. Each 
of these approaches is described in brief below. 

What is common to the success of all quality 
improvement approaches is that they require deep 
engagement and collaboration. Subject matter experts 
will need to work with improvement experts to test 
and implement changes on the front line of care. If 
successful, systems will be redesigned from the bottom 
up using small tests of change.

The Breakthrough Series Collaborative Model
The Breakthrough Series Collaborative (BTS) Model is a 
proven intervention in which wards and departments 
can learn from each other and from recognised experts 
around a focussed set of objectives. It is a fast paced 
approach where teams are brought together for 
learning sessions and are taught by both subject matter 
and quality improvement experts. There is emphasis on 
learning from each other, the testing of small changes 
and the collection of data. A BTS cycle typically takes 9 
– 15 months to complete; in our experience more than 
one cycle may be required for a project to achieve its 
aims.

Clinical Microsystems 
The Clinical Microsystems approach involves supporting 
teams to lead and manage their improvement 
work by focusing on the needs of their patients and 
strengthening their links within the organisation. 
Teams are supported in identifying and addressing 
areas for improvement through the use of a framework 
for data collection and a set of specific tools and 
techniques (Nelson et al 2007). The focus of the Clinical 
Microsystems approach is to ensure that the smallest 
replicable unit (for example a ward or department) 
within an organisation is performing optimally. 

Lean
Lean is a set of tools that assist in the identification 
and steady elimination of waste. As waste is eliminated 
quality improves while efficiency and cost are reduced. 
The aim of lean is to improve efficiency whilst reducing 
costs. All of the stakeholders within a process or patient 
pathway are brought together and the current process 
is mapped out. The group then work together to 
redesign the process into a “future state,” the process is 
tested and refined until it can be implemented.
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Communications

A large proportion of staff are already familiar with the 
Trust’s Quality Improvement (QI) agenda but we want 
to create an environment where our aims of reducing 
harm and avoidable mortality and creating a better 
patient experience become part of the identity of every 
staff member. It is important that we provide staff with 
a clear understanding of the need for change whilst 
recognising that everyone in the organisation is doing 
their best.

The Quality Improvement Strategy will be promoted 
using existing internal and external communication 
channels as well as being a test area for developing 
new channels. Some of these include: QI featuring on 
the agenda at the Leaders’ Forum, QI session at Trust 
induction, development of an online introduction to 
QI, QI section within the Trust’s new bi-weekly email 
bulletin, use of screensavers for specific campaigns, and 
a dedicated area on the internal and external websites.

NHS Quest

Salford Royal has become a member of NHS Quest 
and this network will enable us to accelerate the work 
outlined in this strategy. NHS Quest is a new model of 
working that is breaking down traditional boundaries 
and is focusing on networking among like minded 
organisations across England around a set of shared 
ambitions with a strategic focus on improving safety 
and quality.

Founding Members of NHS Quest have already 
demonstrated a pedigree for excellence through 
routinely reported metrics on hospital standardised 
mortality ratio (HSMR), Care Quality Commission (CQC) 
ratings, MRSA and C-Difficile incidence rates, Monitor 
Scores and staff satisfaction surveys.

For year one, the priorities the Quest members have 
agreed to work on are:
■  Mortality reduction 
■  Safety improvement (four harms in Safety Express 

– Venous thromboembolism (VTE), pressure ulcers, 
Catheter Associated Urinary Tract Infection (CA – UTI) 
and falls) 

■  Hospital re-admissions. 

These priorities are in line with Salford Royal’s strategic 
plan for improvement and we believe that being an 
active member of this network will help us to achieve 
our bold aims. 
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Organisational Structure

The organisation and structure of Trust services and 
departments have been devised to support the 
successful delivery of corporate objectives, Trust Values, 
and the Quality Improvement Strategy. This includes: 
■  Clear reporting lines (leadership and supervision) 
■  Clear accountabilities for teams and individuals 
■  Decision-making as near to front line service delivery 

as possible 
■  Avoidance of duplication 
■  Clear lines of communication 

Following a review in 2010, the decision was taken 
that the Trust’s interests would be best served, at this 
time, by four Clinical Divisions (+ 1 Directorate). The 
organising principle is to cluster associated services/
directorates into a coherent Division that, with earned 
autonomy, through evidence of high performance, 
can have the authority to act in the Trust’s interests 
to deliver its goals. The following Divisions have been 
established:
■  Salford Health Care
■  Surgery
■  Neurosciences and Renal Medicine
■  Clinical Support Services and Tertiary Medicine
■  Plus Women’s Services as a stand-alone Directorate 

until November 2011

Each division will be responsible for the delivery of 
the Quality Strategy 2011 – 2014 and will work in 
partnership with the Quality Improvement Directorate 
to ensure the Trust achieves its goals. Divisional quality 
improvement strategies that detail each division’s 
contribution to achieving the corporate aims will 
be developed jointly with the Quality Improvement 
Directorate. Divisions will have responsibility for 
implementing and in some cases leading the projects 
outlined in this strategy.
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Appendix 1 – Phase 1 Projects

These are projects that have either already started or will 
begin in the first year of the new Quality Strategy, 2011.

Harm Free Care (Safe)

Why? 
When we launched our first Quality Strategy in April 
2008 we intended to reduce harm by 50% by working 
on individual harms and reducing them by as much 
as possible. Whilst this is a very important approach 
what became apparent is that if a patient suffers one 
harm (for example a fall) then they are at higher risk of 
subsequent harms. 

We know that if we are to truly improve the quality of 
patient care at Salford Royal Foundation Trust then we 
have to ensure that patients do not suffer any harm, and 
that we must ensure their stay with us is smooth and 
uncomplicated. This means that they must not come to 
harm, it also means that patients should not suffer any 
delays in their care and that they should be discharged 
as soon as they are medically fit. If we care for our 
patients in this way, we believe that they will have a 
more positive experience and crucially we also believe 
that their length of stay will be reduced. If we are able to 
deliver this reduced length of stay for our patients it will 
also reduce the costs associated with their treatment. 
This will mean that we are able to put that money to 
better use within the organisation.

How?
This will be an intensive small scale project which will 
use a variety of quality improvement approaches. Wards 
selected will be expected to work as a multidisciplinary 
team on improving every facet of patient care, including 
transitions between secondary care and community 
care providers.

Outputs 
We intend that this project will help us to develop 
frameworks for delivering the best possible care to 
patients. This framework will consist of care bundles 
for specific diagnoses and disease processes and also 
best practice guidance for dealing with transitions in 
patient care within the health and social care system. 
Once this framework has been developed the rest of the 
organisation will be expected to test and implement 
what has been learned.

Pressure Ulcers (Safe)

Why? 
Pressure ulcers are areas of localised 
damage to the skin and underlying 
tissue caused by pressure, shear or 
friction, or a combination of these. 
Although some pressure ulcers are 
inevitable we know from our own 
investigations that many can be 
avoided. 

Pressure ulcers have a negative 
impact on the quality of life for our 
patients; they are unpleasant to 
live with and can be very painful. 
They can also cause an increase in 
hospital length of stay which means 
that there is further opportunity for 
these patients to be exposed to other 
harmful events. 

We believe that to be considered 
one of the safest trusts in the NHS 
acquiring a pressure ulcer under our 
care is not acceptable and we are 
committed to reducing these harms.

How?
This project will be executed using 
the Breakthrough Series Collaborative 
model. We anticipate that up to 15 
wards from across the Trust will be involved as well as 
staff working in the community.

Outputs 
The following outputs are expected from the Pressure 
Ulcer Collaborative:
■  50% reduction in hospital/health care acquired 

pressure ulcers
■  Change in culture to regard grade 3 and 4 pressure 

ulcers as never events
■  Identification of best practice and learning from top 

class performers 
■  Increased staff knowledge and awareness of the 

prevention and management of pressure ulcers
■  A Pressure Ulcer Change Package to be rolled out 

across the organisation
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Appendix 1 – Phase 1 Projects continued

Falls (Safe)

Why? 
Scrutiny of patient stories illustrates the anxiety and 
distress that in-patient falls cause for both patients and 
their families. This can be in the form of physical harm 
such as broken limbs, but often there is unquantifiable 
psychological harm done to previously independent 
people whose confidence can be seriously affected. This 
reduced confidence can have far-reaching effects on 
their ability to live independently and can increase the 
burden on community services. There is also a strong 
national focus on preventing patient falls, and also 
reducing harm suffered by patients who fall (key focus 
of the High Impact Actions for Nursing and Midwifery, 
and the Safety Express programme respectively).

In the next three years we will work on sustaining our 
successes in reducing falls including continuing to 
embed a concept called intentional rounding. This 
involves reviewing all patients at set intervals for key 
safety issues e.g. turning, toileting, food, fluid and 
pain management and has the potential to impact on 
reduction of other harms such as pressure ulcers and 
dehydration. Further targeted improvement work will 
be identified and driven via root cause analysis of falls 
by the Trust wide multidisciplinary Falls Working Group 
which meets monthly.

How?
This project will be led by the Falls Steering Group.

Outputs 
■  Reliable intentional rounding
■  Replicate success of pilot wards across the whole 

hospital. The pilot wards saw a 17% reduction in 
the rate of falls during a collaborative improvement 
project. 

■  Understand and test improvement in harm from falls 
in the community setting

Venous Thromboembolism (Safe)

Why? 
Venous thromboembolism (VTE) is a term that 
covers both deep vein thrombosis and its possible 
consequence, pulmonary embolism. A deep vein 
thrombosis (DVT) is a blood clot that develops in the 
deep veins of the leg and if the blood clot becomes 
mobile in the blood stream it can travel to the lungs and 
cause a potentially fatal blockage, known as pulmonary 
embolism (PE).

Symptomatic venous thrombosis can cause long-term 
morbidity with symptoms such as chronic pain, swelling, 
ulceration and skin changes. In 2004 the Commons 
Health Committee estimated the cost of treating 
non fatal symptomatic VTE and related long term 
morbidities in the UK to be £640m, some international 
studies suggest that this may be a considerable 
underestimation.

It is estimated that 20,000 people die every year from 
venous thromboembolism associated with a hospital 
stay; many of these events can be prevented with 
medication and other simple interventions. An audit at 
Salford Royal showed that approximately one third of 
VTE events associated with a hospital stay here in 2009-
2010 had omissions in the preventative medication 
offered and therefore may have been preventable.

How?
In 2010 Salford Royal NHS Foundation Trust took part 
in a regional project to reduce VTE and increase the 
number of patients having their risk of VTE assessed. 
The steering group will continue with this work over the 
coming year, with particular focus on ensuring patients 
receive the correct preventative medication if it is 
judged to be appropriate.

Outputs 
We aim to have 95% of patients to be assessed and 
receiving appropriate prophylaxis in all areas of the 
hospital.
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Appendix 1 – Phase 1 Projects continued

Readmissions (Safe)

Why? 
Many patients discharged from an inpatient stay in 
hospital are readmitted within 30 days. Some of these 
readmissions are planned, but, increasingly, some 
hospital readmissions are being thought of as avoidable 
and as indicators of poor quality care. 

In the NHS a significant proportion of patients (3% 
– 11%) return to hospital within 28 days because 
complications have arisen as a consequence of 
their initial admission. Causes of readmission can 
include infections acquired during their initial 
hospital stay, problems with rehabilitation and poor 
communication between caregivers in the hospital and 
in the community (NHS Institute for Innovation and 
Improvement, 2006-2011.)

There is evidence that patients who are readmitted 
have a longer length of stay than for their first admission 
and that providers with lower than average lengths of 
stay for first admission have higher readmission rates. 
Reducing readmission rates can reduce average length 
of stay (NHS Institute for Innovation and Improvement, 
2006-2011.)

At Salford Royal our readmission rate varies depending 
on the area of the hospital and the type of patients that 
they care for, however, the overall rate is in the region 
of 7%.

In an effort to reduce unscheduled readmissions across 
the NHS the Department of Health (DH) has introduced 
a new policy of non-payment for emergency hospital 
readmissions. This policy means that hospitals will not 
be paid for some emergency readmissions of patients 
readmitted within 30 days of discharge from a previous 
planned hospital stay.

How?
We will select specialties in the Trust who have the 
highest readmission rate and work with them so that 
they can learn and make changes together. It will be 
vital that all stakeholders are involved in this project 
including care homes, general practitioners and other 
community care providers.

Outputs 
A reduced readmission rate in the hospital will result 
in improved patient care across the care pathway 
including both the hospital and the community. The 
more time that patients spend in hospital the more 
risk they are placed at in terms of exposure to harmful 
events. These harmful events can range from hospital 
acquired infections to medication errors. Giving patients 
the right care the first time they are admitted and 
communicating this to their primary care team improves 
their experience, reduces their likelihood of readmission 
and therefore the opportunity that they are harmed.
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Appendix 1 – Phase 1 Projects continued

Catheter Associated Urinary Tract Infections 
(Clean)

Why? 
Nationally, catheter associated urinary tract infection 
(CAUTI) is the most common hospital acquired infection 
and is believed to account for up to 40% of all cases. At 
Salford Royal, a Trust wide audit conducted in August 
2010 showed that many patients had a catheter. 
By reducing the number of patients who are given 
catheters and reducing the length of time catheters are 
in place we should see a reduction in CAUTI. 

How?
The urology department are currently working on 
reducing CAUTI, it is intended that they will develop a 
measurement system and a group of interventions that 
will help prevent CAUTI which will then be adopted 
across the organisation.

Outputs 
■  Agreed definition for catheter associated urinary tract 

infections
■  Development of a catheterization policy for the Trust
■  Reduction in use of catheters
■  Reduction in associated infections

Appendix 1 – Phase 1 Projects continued

Sepsis (Clean)

Why? 
Sepsis, otherwise known as “septicaemia” or “blood 
poisoning”, is a medical emergency just like a heart 
attack or a stroke. When a patient becomes septic their 
supply of nutrients and oxygen becomes interrupted 
particularly affecting their vital organs. 

The UK Sepsis Trust notes that “in the United Kingdom 
alone, we estimate that around 37,000 patients die 
each year from sepsis. To put this into perspective, this 
means that more people die annually from sepsis than 
from lung cancer, or from bowel cancer and breast 
cancer combined.” Locally, we know that advanced 
forms of the condition known as severe sepsis or septic 
shock have accounted for 22% of admissions to our 
Intensive Care Unit (ICU) in the last 12 months, and that, 
within this period, 61 people did not survive their ICU 
admission as a result. These 61 deaths are in addition to 
an unknown number of patients who die on wards from 
unrecognised sepsis.

Early recognition of severe sepsis and delivery of key 
interventions (known as the Sepsis Six) within an hour of 
diagnosis can significantly reduce mortality.

How?
We are already testing systems for management 
of severe sepsis with a group of pilot wards, who 
are adapting tools developed by the Emergency 
Department and ICU teams. We are also working 
collaboratively with Bolton and Stockport hospitals by 
meeting regularly and sharing learning. The processes 
developed by the pilot wards will be spread throughout 
the hospital once testing has been completed.

Outputs 
■  Tools that will help with the identification and 

management of patients with sepsis
■  Compliance to the ‘Sepsis Six’ intervention bundle
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Appendix 1 – Phase 1 Projects continued

Hospital Empowering Loved-ones and Patient’s 
(HELP) - (Personal)

Why? 
Patients and families are best placed to know when they 
or their loved one are becoming unwell. They live with 
their diagnoses and treatments and so are better able to 
pick up on changes in the way that they are feeling. The 
Hospital Empowering Loved-ones and Patients (HELP) 
system is being developed to support all patients and 
their families during their inpatient stay. The system will 
facilitate patients and their families accessing a second 
clinical opinion if they feel it is necessary with the aim of 
improving the quality of care and reducing harm.

How?
We will work with appropriate ward teams to test this 
locally. This will include:
■  Promoting the HELP system to inpatients and staff 

members
■  Monitoring whether issues are being addressed in an 

acceptable manner and timeframe 
■  Learning from the content of the calls about what 

issues are most concerning to patients and their 
families and work to address these 

Outputs 
We expect that this initiative will be expanded across 
the organisation to all areas of the hospital once testing 
is complete.

Appendix 1 – Phase 1 Projects continued

Surgical Site Infection (Clean)

Why? 
Studies have shown that surgical site infections account 
for up to 20% of all hospital acquired infections and 
that in the region of 5% of all patients who undergo 
a surgical procedure develop a surgical site infection 
(NICE, 2008).

A surgical site infection may range from a 
spontaneously limited wound discharge within 7–10 
days of an operation to a life-threatening postoperative 
complication, such as a sternal infection after open 
heart surgery. Most surgical site infections are caused by 
contamination of an incision with microorganisms from 
the patient’s own body during surgery. Infection caused 
by microorganisms from an outside source following 
surgery is less common. Many surgical site infections are 
preventable and measures can be taken before, during 
and after surgery to reduce the risk of infection (NICE, 
2008). Many surgical site infections present after the 
patient has been discharged from hospital. Therefore 
there is also a significant burden placed on community 
care providers such as general practitioners and district 
nurses in dealing with this preventable complication.

How?
We will work with theatres staff, recovery staff, surgeons, 
and surgical wards to implement the surgical site 
infection bundle.

Outputs 
95% compliance to the surgical site infection care 
bundle which includes:
■  Hair removal with clippers (instead of razor)
■  Prophylactic antibiotics
■  Normothermia (Maintaining normal body 

temperature)
■  Glucose control
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