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internal support from other collaborative 
teams is important; however, a wider 
appreciation from the organisation is 
essential to sustain momentum. As part of 
this sustainability, a further 11 wards were 
invited to participate in phase two of the 
project, which started in January 2009. The 
aims and achievements of the project had 
become known throughout the trust and 
other wards wanted to be part of it and make 
their contribution.

Public acknowledgement
Teams have been encouraged to present 
their tests of change at conferences and 
submit articles for publication: there has 
been a great deal of pride in realising that the 
changes frontline teams have developed are 
of wider interest and can be presented to an 
interested audience. Teams are encouraged 
to attend conferences to present their own 
work and to take credit for their success.

This approach to reducing cardiac arrests 
has been presented to other trusts as part of 
Patient Safety First: the campaign is 
important nationally and teams are proud 
that other hospitals want to learn from their 
approach to improvement. 

Denying the status quo
Each learning session starts with a patient 
story, to focus attention on the impact of 
deterioration on real patients: this is perhaps 
the most important part of the learning 
session. Staff no longer view cardiac arrests 
as unavoidable events but as tragedies that 
befall real people. This has enabled a patient 
focused approach to be maintained at all 
times and to keep the collaborative on track. 

Cardiac arrests are now viewed as never 
events with each arrest reviewed at clinical 
governance for learning: as a result of this 
collaborative’s success, cardiac arrests are 
now rare occurrences at the trust and are 
classified as never events. When a cardiac 
arrest does occur, it generates an adverse 
incident report. The AUA faculty reviews 
the event and a formal root cause analysis 
is undertaken by the multidisciplinary ward 
team. Adverse incident reports on cardiac 
arrests are presented at the divisional 
governance meetings to ensure learning is 
shared across the organisation.

Potential limitations
A number of quality improvement 
programmes are being developed at Salford 
Royal, such as Productive Ward, which 
began six months after the collaborative in 
the AUA faculty. All this work has the 

potential to improve the quality of patient 
care. However, the baseline data collected by 
the quality improvement directorate before 
Productive Ward began did show a 
significant fall in cardiac arrest calls over the 
duration of the AUA quality improvement 
programme, which was already under way. 
This change in cardiac arrest calls had not 
previously been seen before the AUA 
Breakthrough collaborative began, 
suggesting this had made a clear impact.

One other potential limitation is that there 
may have been some crossover between the 
collaborative and non collaborative sites. 
As non collaborative wards noticed 
improvements made by their colleagues, 
they adopted the changes before they 
officially became part of the programme. 
This results in additional improvement 
in some non collaborative wards and 
dilutes evidence showing the power of a 
collaborative approach.

This programme of work did not require 
any additional funding other than the time 
that staff invested in the collaborative. 

Conclusion
Preliminary data suggests positive outcomes 
for patients although evaluations are 
ongoing and a full research report is due to 

be published at a later date. The experience 
so far at Salford Royal would suggest that 
this method of empowering and engaging 
with staff, to develop and make changes in 
their areas, is both powerful and effective. l
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Fig 1.  The Breakthrough Series Model
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