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Chief Executive Statement

It gives me great pleasure to present Plymouth
Hospitals NHS Trust’s annual Quality Account,
representing our report on the quality of services
we provided in 2016/17 and our key priorities for
improvement in 2017/18.
In 2016/17, we continued to face significant
pressure from a sustained increase in the number
of emergency attendances, high levels of acuity and
a high volume of delayed transfers of care to the
wider health and social care community. These
issues have a very real impact on both patients and
staff. Despite these pressures, we are constantly
struck by the very special things that are achieved
by so many amazing people throughout the Trust
every single day.
It was extremely pleasing to once again see this
reflected in the Care Quality Commission’s most
recent report on the quality of care provided by the
Trust. The report, which was published in
November 2016, clearly demonstrates significant
improvements. Whilst we were rated as ‘requires
improvement’ overall, Inspectors reported a
marked improvement and our rating for each of
the five domains assessed by the CQC is shown
below.

The report recognises many areas of outstanding
practice including “an outstanding response from
the critical care teams and the hospital trust to
areas of concern raised in the previous report”. We
are on a journey of continuous improvement and
continue to monitor, review and constantly
improve the quality of care for the services that we
provide.
It was also pleasing to receive the results of the
2016 NHS staff survey which continues to show
improvement, with 86% of questions within the

survey improving on last year. This improvement,
when compared nationally, has moved the Trust
into the top 20% of acute trusts for 3 of the 32 key
findings.
There is an encouraging narrative emerging from
the data which describes the cultural journey of the
organisation. Staff are reporting higher levels of
support from their managers who are showing
active support for their team’s health and
wellbeing. This is also supported by staff feeling an
improved sense of being valued and recognised by
their managers and the organisation.
Notwithstanding these improvements, we are not
complacent and acknowledge there is still much
work to do. We have developed a two year plan
which focuses on establishing equilibrium between
demand and capacity, through significant
improvements in both front door assessment and
alternate pathways to admission and also faster
discharge to more appropriate settings of care.
However, fundamental system transformation is
needed if we are to meet the increasing demands
on health and social care within the finite resources
available. For our part we must, and will, continue
to confront the challenges we face head-on by
seeking and embracing new ways of working for
the benefit of our patients whilst also taking the
time to celebrate the many amazing things that
happen throughout the Trust all day and every day.
I am therefore pleased to present our annual
Quality Account for 2016/17, which I believe to be
a fair and accurate report of our quality and
standards of care.

Ann James
Chief Executive
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Review of 2016/17

Our commitment to quality
Our core purpose is to deliver excellent hospital
based care to the population of Plymouth and
surrounding areas. We are committed to placing
quality at the heart of everything we do ensuring
that we build quality into all parts of our service
and rigorously focus on its delivery. In May 2015,
the Trust Board approved our Quality Improvement
Strategy which outlined our approach to quality
improvement for the next three years and set out
how we will improve and measure progress against
our stated aims.
In terms of our more specific priorities for 2017/18,
we have completed a consultation process with
patients, staff and other key stakeholders to
identify key areas of focus for the coming year.
A number of key documents were considered when
selecting the draft priorities including the Board
Assurance Framework, Sign Up for Safety, Quality
Improvement Plan and CQC areas of focus in the
past year.
We do many amazing things yet sometimes we do
not always achieve the high standards we aspire to.
We deliver highly complex, specialist treatment
every day but we do not always get the simple
things right. We are passionate about continuously
improving the quality and safety of care provided
to our patients.
Our strategic approach to quality continues to
develop and is grouped under the Care Quality
Commission’s (CQC) five domains of care as
illustrated below.

Our aim is to be a safe and highly effective hospital
which is highly rated by our patients and one which
staff are happy to work in. In achieving this, we
seek to constantly improve our services, shaped by
what our patients tell us, and be quick to respond
to problems and fix underlying causes.
We are committed to delivering safe, caring,
effective, responsive and well-led services as this
means that our patients will be treated with care,
compassion, dignity and respect in addition to
receiving high quality clinical care that is personal
to each individual.

Building Capability
In 2016/2017, we continued our work on quality
improvement with the introduction of our Quality
Academy. This represents our approach to quality
improvement and includes the work carried out by
our quality improvement teams, the quality faculty,
human factors group, simulation group and the
other aspects of quality improvement including
educational resources such as our masters
programmes.
Our aim is to improve the capability of our frontline
staff to empower them to be able to carry out small
scale quality improvement projects or to provide
support for trust wide improvement projects. In
December 2016, we held our first academy training
day where we had 150 delegates, including patient
representatives, attend for training in quality
improvement. The day was extremely well
attended with excellent feedback. As we look into
2017, a further event will take place for our staff
and training will be provided for our service line
managers in quality improvement methodologies.
Our frontline staff who attend these events are
being encouraged to join in with quality
improvement projects of their own or with the
Trust priority projects. Alongside this work, we are
developing our website to enable all of our projects
to be monitored to make it easier for projects to be
conducted which would also carry resources
providing information for our staff on how best to
carry out improvement work.
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Care Quality Commission
The Care Quality Commission (CQC) is the
organisation which regulates and inspects health
and social care services in England. All NHS
hospitals are required to be registered with the
CQC in order to provide services and are required
to maintain specified fundamental standards of
quality and safety in order to retain their
registration. As part of its role the CQC is required
to monitor the quality of services provided across
the NHS to make sure that they provide people
with safe, effective, compassionate, high-quality
care and to take action where standards fall short
of the fundamental standards. Their assessment of
quality is based on a range of diverse sources of
information about each Trust in addition to their
own observations during periodic, planned and
unannounced inspections.

During the previous inspection we were rated as
‘Requires Improvement’ overall. The follow up
inspection therefore focussed on those areas rated
previously as ‘Requires Improvement’ and
‘Inadequate’. The CQC also inspected the Well Led
domain at Trust level. The CQC’s Quality Report
was published in November 2016.
Whilst we have again been rated as ‘Requires
Improvement’ overall for our services, the report
clearly demonstrates significant improvements
across the core services.
The CQC have aggregated the ratings from the
previous inspection and given new overall ratings
for each core service. Inspectors have reported a
marked improvement and there are no more
‘Inadequate’ ratings. Our ratings for each of the
five domains assessed by the CQC are shown:

No enforcement action was taken against the Trust
during 2016/17 and the Trust was not the subject
of a responsive inspection. The Trust was, however
the subject of a planned CQC inspection in JulyAugust 2016 as a follow up to the comprehensive
inspection that was carried out in April 2015.

From this in 2015 …

…. to this in 2016.
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We were the first Trust in the south west to be
awarded Outstanding for Caring and we have
retained this rating. This rating puts our Trust in an
elite group of NHS Trusts in the country to be
awarded ‘Outstanding’ in this category.



Of the 18 domains rated as ‘Requires
Improvement’ or ‘Inadequate’ for Derriford
Hospital in 2015 we have improved in 13. Of
particular note is the dramatic improvement in
Outpatients and Diagnostic Imaging. For Mount
Gould Hospital we improved in the Safe Care
domain from ‘Requires Improvement’ to ‘Good’.



The action plan designed to address the
Requirement Notices is in the process of being
implemented.
Monthly updates on the
implementation of our actions and ongoing
programmes of work to address the issues raised
by the CQC have been provided to the CQC, NEW
Devon Clinical Commissioning Group and NHS
Improvement.

The report recognises many areas of outstanding
practice including “an outstanding response from
the critical care teams and the hospital trust to
areas of concern raised in the previous report”.

The Requirement Notices and the Trust’s response
may be summarised as follows:

The Quality Report details a number of
Requirement Notices. A Requirement Notice is
issued where:
Area
Responsive Care
Urgent and
Emergency
Services

Outpatients and
Diagnostic
Imaging

The provider is acting in breach of the
regulations; the impact on people using the
service is not immediately significant; and the
CQC assess that the provider should be able to
improve its standards within a reasonable
timeframe.
The provider has no history of poor
performance that gives rise to wider concerns.

The CQC found that:

What are we doing to put this right?

Improvement was required in:
 Delivery of the four-hour
performance standard.
 Continuing to work with
commissioners and the local
mental health service provider
to ensure mental health
patients arriving at the
emergency department receive
the care they require in a timely
manner.



Improvements were required in the:
• Reduction of waiting times and
delays for an outpatient
appointment.
• Number of clinics cancelled and
capturing the reasons why
clinics were cancelled.

•
•





•

Delivering the Putting Patients First Programme.
This programme aims to stop patients spending
time in hospital unnecessarily thereby freeing up
beds for patients to be transferred to from the
Emergency Department.
Improving medical staffing numbers.
Reviewing the business case for redesign of the
Emergency Department.
Continue ongoing local review of Mental Health
Service, review the Pathway and Contractual
issues.
Delivering the managed discharge programme.
Developing a plan across the high volume service
lines of patients currently on the waiting list to
determine if the patients can be managed in
primary care, managed via a shared care model
with both primary and secondary care or if they
need to remain within secondary care.
Developing a plan with the high volume service
lines for developing alternative approaches to
follow up care, e.g. Patient Initiated Care.
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Safe Care
Urgent and
Emergency
Services

Medical Care

Review of 2016/17
The CQC found that:

What are we doing to put this right?
• Where alternative methods of follow up cannot be
introduced for clinical reasons each service line
will develop a plan as to how they will reduce the
number of patients in the backlog of
appointments.
• Review any incidents related to the follow up
backlog.
• Amend Access Policy to make recording of clinic
cancellation reason mandatory.
• Monitor clinics cancelled with no reason recorded
at Service Line level and publicise.
• Publicise number of clinics cancelled with < 6
weeks notice at Service Line Level - understand
reasons why and develop actions to combat areas
where cancellations are not reasonable e.g. due to
annual leave

Improvements were required to:
• Review performance data in the
emergency
department
to
ensure it is accurately captured
and reported
• Ensure the paediatric early
warning score is implemented
fully and used consistently.
• Ensure the safe storage of
intravenous fluids.
• Ensure all equipment
is
maintained in accordance with
the trust’s service schedule.

•

Improvements were required in:
• Ensuring that equipment stored
on wards and in corridors does
not obstruct or impede the
access to and through fire exits.
• Reviewing the available storage
to patients who self-medicate
and retain their own medicines
on the wards.

•

•

•
•

•

•
•
•

Conduct review of admin process to enable
accuracy of time of arrival
ensuring that
Receptionists are booking in time of arrival.
Auditing current practice in use of the paediatric
early warning score, providing education where
required and sharing at Team Review.
Adding locks to the intravenous fluid storage
cupboard.
Following up all outstanding services on
equipment in the Emergency Department and
completing Technical Inspection of medical
devices in the Emergency Department.
Exploring available medical device databases on
the market with a view to purchasing a new
database to enable better management of service
schedules and other management information.
Develop a forward plan and undertake Fire Safety
Officer Walk arounds.
Run an awareness campaign related to the risk of
obstructed fire exits.
Each ward to undertake a risk assessment
regarding their equipment storage arrangements.
Setting the standard for the new patient lockers,
purchasing the new locker as new lockers are
required and agreeing an implementation strategy
for a staged replacement programme.
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The Trust continues to be fully registered with the
CQC across all of its locations without conditions
and continues to monitor compliance across all of
the fundamental standards. We are on a journey
of continuous improvement and we continue to
monitor, review and constantly improve the quality
of care across the services that we provide.

Our overall performance in 2016/17
The average number of daily attendances to our
Emergency Department continues to increase. In
March 2017, there was a daily average of 270
attendances. Furthermore, patients who arrive at
our Emergency Department are more acutely
unwell, with over 39.1% of patients triaged in the
highest two categories in March 2017, which
equates to 105 patients per day compared with 99
per day in February 2016. The level of operational
pressure has resulted in a significant increase in
elective cancellations in the early months of 2017.
An increase in medical outliers and a delayed
discharge position which remains poor has added
to the level of challenge.

The core quality metrics we have used and
reported throughout 2016/17 are shown in
Annex A.

Review of Services
During 2016/17 Plymouth Hospitals NHS Trust
continued to provide (or sub contract) 64 NHS
services. The Trust has reviewed all data available
on quality of care in all these NHS services.
The income generated by the NHS services
reviewed in 2016/17 represents 100% of the total
income generated from the provision of NHS
services by Plymouth Hospitals NHS Trust for
2016/17.

Goals agreed with Commissioners

Throughout this time we saw more patients attend
and be admitted as emergencies. This meant we
did not have beds available for those patients
coming in for planned operations, with a particular
lack of critical care beds resulting in the
cancellation of planned surgery.

An element of Plymouth Hospitals NHS Trust
income in 2016/17 was conditional on achieving
quality improvement and innovation goals through
the Commissioning for Quality and Innovation
payment framework. The Trust received virtually
all CQUIN funding in 2016/17 on the basis of high
levels of achievement of milestones. The Trust has
an agreed list of CQUIN schemes with
Commissioners for 2017/18. Further information
on CQUINs can be found on the NHS England
website.
www.england.nhs.uk/nhs-standard-contract/cquin/

Between April 2016 and the end of March 2017 the
following cancellations occurred:

Assurance Statements

 1904 on the day cancellations for hospital
reasons (equating to 3.03% over the year)
 306 not rebooked within 28-days as per
national standard
 6462 cancelled between 0-7 days before
planned treatment (the 1904 are a subset of
these)
We tried to give patients and their families as much
notice as possible when cancelling their surgery
and did everything we could to discharge people as
quickly and safely as possible.

Underpinning quality in the organisation we have a
series of assurance statements, a summary of each
is set out below, with further details included
within Annex C Assurance Statements.
 Clinical Coding: Clinical Coding is the process by
which patient diagnosis and treatment is
translated into standard, recognised codes
which reflect the activity that happens to
patients. The accuracy of this coding is a
fundamental indicator of the accuracy of
patient records.
 Data Quality: Clinicians and managers need
ready access to accurate and comprehensive
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data to support the delivery of high quality
care. Improving the quality and reliability of
information is therefore a fundamental
component of quality improvement
 Duty of Candour: The Trust ensures Duty of
Candour requirements are implemented
following any ‘moderate harm’ or above
graded incident once it has occurred. Where a
patient safety incident has caused harm, an
apology is offered to the relevant person,
which is a sincere expression of sorrow or
regret for any possible harm and distress
caused.
 Revalidation: Medical & Nursing - Revalidation
is the process by which all licensed doctors are
required to demonstrate on a regular basis that
they are up to date and fit to practice in their
chosen field and able to provide a good level of
care. Nursing and midwifery revalidation also
requires all Nursing & Midwifery Council
registrants to revalidate every 3 years in order
to maintain their registration.

Clinical Audit
Clinical audit provides a means of measuring how
well care is being provided compared to
expectations of good practice. It underpins several
quality improvement areas for the Trust,
particularly:
 Demonstrating clinical governance
 Promoting and enabling best practice
 Improving patient experience and outcomes
 Facilitating corporate learning
 Encouraging staff development
 Providing a platform for ongoing quality
improvement
The Trust has a yearly programme of clinical audits
which are categorised into the following priorities:
 Priority 1 - External must do (national audit)
 Priority 2 - Corporate must do (for example
clinical record keeping audits)
 Priority 3 - Service Line must do (compliance
with NICE guidance)
 Priority 4 - Specialist Interest

During 2016/17 the Trust participated in 95% of the
open, relevant national audits as defined by HQIP
(Healthcare Quality Improvement Partnership).
These audits are detailed in Annex D.
During 2016/17 hospitals were eligible to enter
data into four National Confidential Enquiry into
Patient Outcome and Death (NCEPOD) studies.
Plymouth Hospitals NHS Trust submitted data for
all four studies which are detailed in Annex D.
In 2016/17 we also completed 62 planned ‘Priority
2’ audits including clinical record keeping audit and
Ionising Radiation (Medical Exposure) Regulation
(IRMER), 39 ‘Priority 3’ audits and 53 ‘Priority 4’
audits and 31 service evaluations. A number of
improvements have been made as a result of these
audits.
Examples of these audits and the
associated improvements are summarised in Annex
E.

Follow-up Backlogs
Patients often require a ‘follow up’ appointment
with a healthcare professional following an initial
consultation, operation or procedure.
These
appointments can include, for example, a
discussion about test results, an assessment of how
a patient is progressing in recovering from or living
with a disease, how a patient is responding to a
drug therapy treatment or how they are
progressing following surgery.
Additionally
patients will receive follow up care for therapies
such as physiotherapy, speech and language
therapy, occupational therapy and dietetics.
Despite the fact the Trust completed around
400,000 follow up consultations in 2016-17 there
were still a large number of patients who did not
receive their follow up appointment by the date
the healthcare professional indicated would be
appropriate. This is important to both the patient
and the hospital due to any associated clinical risk
with having an appointment later than originally
deemed appropriate and it also represents a
commitment made to the patient that has not been
met by the hospital.
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At the end of March 2017 the number of patients
who had not received their appointment by the
date indicated was 30,710. This is compared to
32,698 in March 2016. These figures include
patient records where the follow up see by date
has not been identified. The Trust has an electronic
system of flagging patients as being ‘time critical’
for the follow up appointment, with time critical
indicating the patient may be at risk of harm if they
wait longer to be seen than the date given. This
allows for prioritisation of appointments to the
highest risk patients.
The number of time critical patients who have
waited past their see by date stands at 5,732 at the
end of March 2017. The services that account for
the largest number of patients are ophthalmology,
neurology and rheumatology (over 60% of the
total).
A combination of competing clinical
priorities, including pressure to achieving waiting
time for new patients referred and reduced clinic
capacity due to the need to increase ward rounds
due to the higher number of medical patients
admitted to the hospital, means current practices
need to be reviewed in order to eliminate the at
risk backlog as a matter of priority. The number of
Ophthalmology patients in the higher risk
categories has increased in the past 12 months,
and accounts for 44% of the overall at risk
numbers, due to the difficulties in securing and
retaining consultant specialist roles.
Moving forward, services are working together
with clinicians from both the community and the
hospital to develop alternative ways of providing
follow up care and to introduce changes to the
patient’s pathway to provide follow up care in the
most appropriate place for the patient, which may
not be a hospital based appointment. We will also
improve our clinical administration processes to
support the timely decision making around patient
management and to prevent unnecessary delays in
appointments.

Patient Feedback

Our Inpatient & Daycase results have remained
steady throughout 2016/17, although Emergency
Services has dropped slightly. All results are
published monthly on the Trust website. Further
detail is shown in Annex B Core Indicators.
% of patients
recommending by month
April 2016
May 2016
June 2016
July 2016
August 2016
September 2016
October 2016
November 2016
December 2016
January 2017
February 2017
March 2017

Inpatient &
Daycase
96.58%
94.16%
95.20%
95.34%
95.65%
96.00%
96.40%
96.06%
96.02%
95.54%
95.93%
96.52%

Emergency
Department
94.74%
94.36%
95.19%
94.86%
95.58%
95.12%
93.50%
92.87%
92.38%
92.40%
91.85%
92.68%

Patient Reported Outcome Measures (PROMs)
A summary of our PROMs results in 2016/17 is
shown in Annex B. PROMS are used to assess the
quality of care delivered to NHS patients from the
patient perspective. Currently covering four clinical
procedures, PROMs calculate the health gains after
surgical treatment using pre- and post-operative
surveys. The four procedures are hip replacements,
knee replacements, groin hernia and varicose
veins.
PROMs describe a patient's health status or healthrelated quality of life at a single point in time, and
are collected through short, self-completed
questionnaires. This health status information is
collected from patients through questionnaires
before and after a procedure and provides an
indication of the outcomes or quality of care
delivered to NHS patients.
Participation rates have improved overall to 59.1%,
with hips and knees both over 96%, further work is
required to increase level for groin hernia and
varicose veins.

Friends and Family Test Patients
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Staff Feedback

National Staff Survey

Friends and Family Test Staff

The National Staff Survey gives us an annual report
on our progress and in 2016 over 3000 of our
people gave us their views. This meant that 48% of
our staff responded, ranking our response rate in
the highest 20% of acute trusts.

The Friends and Family Test for staff was
introduced in 2013 and is one of the key data
sources used to monitor staff satisfaction. The
question was changed from 'If a friend or relative
needed treatment I would be happy with the
standard of care provided by this organisation' in
2013/14 to ‘How likely are you to recommend
Plymouth Hospitals NHS Trust to friends and family
if they needed care or treatment?’ in 2014/15. The
Trust’s performance in this regard is summarised
below.
Staff FFT Question 12d
How likely are you to
recommend Plymouth
Hospitals NHS Trust to
friends and family if they
needed care or treatment?’

2013/14

2014/15

Our data tells us staff experience is improving,
despite a very challenging and complex year. We
reduced the number of areas where we were in the
bottom 20% from 14 to 8 and now have 3 areas in
the top 20% of acute trusts. We are also pleased to
note that our rate of improvement progress has
been greater than that of the average of acute
trusts.

2015/16

Big Conversations
79.11%

87.10%

81.63%*

*NB Quarter 2 16/17 data.

We know that without our dedicated staff we
would not be able to deliver outstanding care to
our patients. Our people make a difference every
day to people who need their expertise and
compassion.
As an organisation the Trust is committed to
employee engagement and involvement with a
genuine interest in hearing and acting on employee
feedback.
Knowing how our people feel about working in the
Trust is very important – it helps us to understand
the things we are getting right and where we can
work with our staff to make improvements.
The HR&OD team have worked closely with
colleagues across various teams throughout the
Trust, including Service Improvement and
Communications, and together have introduced a
number of methods that support and encourage
staff
in
contributing
ideas,
supporting
improvement, celebrating staff and raising
concerns:

We had a number of Big Conversations with our
staff last year about four Trust-wide focus areas
identified from the national Staff Survey; these
were appraisal, value & recognition, raising
concerns and flexible working. Improvements have
been made in all of the questions relating to these
areas. We have listened hard to our staff and made
big changes to the way we carry out appraisals. It’s
great to hear the positive comments our staff are
saying. This year we are going to continue to use
the Big Conversations and have identified three
areas for special focus:
 Patient Care: understanding how best to
support staff with delivering the quality of care
they aspire to deliver whilst recognising how
their role makes a difference to our patients.
 Contributions to improvement: encouraging
staff to get involved in making changes to
improve things for their service or patients.
 Training and development: Understanding
what good quality training is like for staff.
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Your Voice

Recruitment

‘Your Voice’ is exactly that; the opportunity for all
staff to use their voice by attending our ‘staff
council’ with Ann James, to network and to bring
ideas to talk with colleagues about.

The Trust has an absolute commitment to ensuring
there are enough staff with the correct skillset to
provide safe, quality care for our patients.
Recruitment of key frontline clinical staff remains
challenging both locally and nationally as a result of
issues that have impacted on supply of staff and
also the changing labour market. The Trust has to
adapt to both the new healthcare workforce
landscape and continue to deliver significant
efficiencies in order to maintain financial
robustness.

Our Staff Volunteers programme – a Your Voice
initiative – is on the cusp of being launched. The
programme aims to bring non-clinical and clinical
colleagues working together with patients being at
the heart of the scheme. It is an open and inclusive
opportunity available to all Trust employees.
Value & Recognition
We have introduced two ways to appreciate our
staff; Thank You cards and Excellence Awards,
these allow staff to get personal thanks for going
“above and beyond” in their daily work. Patients
are able to use both the Thank You cards and also
to nominate staff for an Excellence Award. Staff
told us they want personal feedback from
colleagues and patients that is personal to them
and meaningful and research clearly links this with
improved outcomes for patients. We are also
supporting an approach called Learning from
Excellence; working with clinical colleagues to
identify where things are going right and
recognising the staff involved by giving thanks and
feedback. Learning from what has gone well is then
disseminated positively across the Trust.

Temporary staffing across the NHS remains an issue
and, whilst bank, agency and locum spend is
necessary to maintain safe services, it is
comparatively expensive when compared to
employing substantive staff and one of the Trust
priorities is to continue to look at areas with
difficult to recruit to posts and look at alternative
ways of working. New roles such as doctors
assistants and nursing associates are working well
in pockets across the Trust and provide not only
more cost effective solutions to staffing the Trust
but also provide a better career pathway for many
of our unregistered support staff. In addition to
this, the Trust continues to recruit internationally
to critical posts that cannot be filled in any other
way and also has streamlined the recruitment
process significantly reducing the amount of time it
takes to get staff into post over the past two years.

Freedom to Speak Up Guardian
We have welcomed two Freedom to Speak Up
Guardians and are looking to appoint a third to
complete and complement the team. The team will
create a support network and will support the Trust
in ensuring that our people feel safe to speak up
and that appropriate action is taken when they do.
Charlotte Burgoyne and Dr Jamie Read will be
working across all staff groups to raise awareness
and will report directly to the Chief Executive and
the Trust Board.
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Progress against 2016/17 priorities

In 2016/2017, we had an increased focus on
quality improvement at the same time as we
strengthened our assurance processes. Our
strategy has been to focus on key priorities for the
organisation and to oversee these through the
Quality Improvement Committee. Secondly, we
have continued to develop the capability of our
staff within the organisation enabling them to
improve the quality of care that they offer. Thirdly,
we have continued to foster the links between
hospitals and other organisations to work together
to improve the quality of care to patients across
the community.
Last year we identified three priority areas for
improvement as follows:
 Priority 1: Staffing
 Priority 2: Reduce the number of patients who
are cancelled
 Priority 3: Improve the quality & reliability of
care
Achievement against each of these priorities is set
out below.
Priority 1: Staffing – improve the patient
experience by ensuring our wards and
departments have the correct levels of staff with
the appropriate skills
Background
Having the right nursing staff in the right place at
the right time is a fundamental element to delivery
of safe high quality care for our patients. Patient
survey results show us patients do not always feel
the wards are adequately staffed. Nursing,
midwifery and care staff, working as part of wider
multidisciplinary teams, play a critical role in
securing high quality care and excellent outcomes
for patients.
What we did well
We were one of 32 hospitals selected to work with
Lord Carter and the Department of Health to
collectively consider the challenges faced in
nursing and midwifery staffing. The outcome of

this work has been shared nationally and includes
guidance on ensuring staff rosters are produced as
efficiently as possible using an electronic system,
the use of agency and temporary staffing and
reviewing some nursing roles.
The safer Staffing return continues to be submitted
monthly, with February 2017 showing a 91.10% fill
rate.
This information will continue to be
submitted and inform the Model Hospital and
nursing dashboards.
Patient acuity and dependency scores continue to
be recorded in real time using the Safe Care
System. This ensures we accurately match staffing
levels to the patients in our care. This is calculated
in the form of Care Hours per Patient Day and
helps to inform the decision making when moving
staff from one ward to another.
Nursing and midwifery staffing is monitored and
reported monthly via NHS Choices and the Trust
website. We publish our staffing levels for each
shift on a poster at the entrance to our wards. We
also have a poster in each bay stating the name of
the nurse responsible for their care and the nurse
in charge of each shift.
We introduced the new trainee nursing associate
role as part of the multi-disciplinary workforce in
January 2017. This role aims to bridge the gap
between health support workers who have a
qualification and graduate registered nurses. As
part
of
the
Devon
wide
Sustainable
Transformational Programmes 69 trainee nursing
associates were recruited, 17 of which will be
based at Derriford Hospital
We are recruiting a further 4 whole time
equivalent health care assistants to the nursing
pool, who can work flexibly across the hospital to
cover absence and vacancies.
Our effective use of the E-rostering system has
enabled the effective redeployment of nursing
hours across the hospital.
#GoldenTime has been introduced in our inpatient
ward areas. This provides an hour each day where
matrons work on their wards alongside their
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clinical teams. Whilst maintaining this has been
challenging due to operational pressures, the
matrons remain committed to this project and
have designed an evaluation form which will be
circulated shortly to collect feedback and collate
potential improvements going forward.
All staffing information is now available in a format
that allows us to compare the relationship
between the care and experience our patients
receive.
We introduced electronic auditing of our practice
so we know exactly how well we are doing.
We introduced daily feedback through safety briefs
in our admission areas to ensure our staff learn
when we do not treat patients in a timely fashion
and to celebrate and learn from those occasions
when we get it right.
What we need to work on
We will continue to work on recruiting and
retaining nurses and care staff. This will include
new recruitment incentives to provide targeted
offers to those areas difficult to staff. We will also
continue to look closely at the reasons for staff
leaving to understand the experience of staff
working in the Trust.
Agreed ward staffing levels are measured against
the standards set within published guidance on
safer staffing. We will continue to monitor staffing
levels very carefully in order to keep our patients
safe and well cared for.
We will improve the public’s perception of staffing
levels on our wards and the number of patients
who feel their call bells were answered within 5
minutes of requesting assistance.
Next steps
We recognise the importance of ensuring that we
have the right staff, in the right place and at the
right time, but in common with the wider NHS, the
Trust continues to face significant workforce
challenges. We continue to adopt innovative
approaches to the recruitment of clinical staff but

face challenges in recruiting staff in some key
service areas and are developing a stronger plan
for addressing these issues on a sustainable basis
 Improve the hospital website in order to
attract staff to the organisation and develop a
prospectus to inform potential staff about our
specialist areas.
 Complete an annual establishment review In
line with the National Quality Board
recommendations.
 Put in place a quarterly review process to
ensure workforce plans remain in alignment
with the Trust’s financial and activity plans.
This approach will ensure that we not only
track delivery but that we also revise our plans
to meet our activity requirements by adapting
roles and skills mix in light of changing
recruitment market features.
 Progress the reporting of all health roster
metrics to enable real time monitoring of ward
performance of rosters, including the Carter
metrics on workforce efficiencies.
 Implement the full guidance regarding Care
Hours per Patient Day. This will allow us to
review the amount of nursing hours that is
needed to care for our patients safely.
Priority 2: Reduce the number of patients who are
cancelled and ensure patients are able to access
services within acceptable timeframes
Background
Patients have the right to expect timely care which
is in line with best practice. The Trust has recently
experienced difficulties with capacity which
resulted in cancellations for patients and longer
waits for treatment than we would like.
What we did well
When reviewing data from December 2016
compared to March 2017, those patients who have
a length of stay of more than 50 days has reduced
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by 58% and for those patients who have a length
of stay of more than 7 days there is a reduction of
20%. This enables more patients to be admitted
for their treatment.
Next steps
We need to drive the delivery of the Putting
Patients First Programme and work with health
and social care partners to ensure there is a
reduction in the overall numbers of beds used
within the hospital in urgent care.

reduce unnecessary admissions and reduce lengths
of stay. These in turn will improve efficiency
throughout the hospital and deliver savings in both
emergency and elective care.
We will increase our MRI capacity to ensure that
through internal resources we meet demand,
avoid the costs of outsourcing and ensure delivery
of improved outcomes for patients.
Priority 3: Improve the quality and reliability of the
care we provide to our patients
Background
Untreated sepsis can progress to severe sepsis,
multi-organ failure, septic shock and ultimately
death. Septic shock has a 50% mortality rate, in
children this is estimated to be 10 – 15% and is the
most common cause of direct maternal death.
Around 35,000 people die from sepsis in England
each year.

Through ‘right sizing’ the hospital we will remove
inefficiencies and waste and more importantly
reduce the daily frustration of clinicians and clinical
management by enabling them to treat their
patients without the pressures of operational
pressures. There will be an unrelenting focus on
reducing the average length of stay and ensuring
we are able to stay within our safe staffing levels
and bed base.
Emergency Department
Reconfiguration of our Emergency Department will
ensure it is capable of providing the capacity and
quality of care required to meet current and future
demand. It will provide the right environment to
improve outcomes by facilitating rapid assessment
by senior staff supported by a full range of
diagnostics, providing enhanced ambulatory and
“23 hour” care and access to the most appropriate
services. These improvements will help deliver
national access standards, improve efficiency,

As a patient in hospital there is a chance that if you
deteriorate you may not receive the necessary
response in a timely fashion. This may cause you to
be more unwell, affect your treatment, increase
your length of stay and alter your views about your
experience in hospital.
In September 2015, NHS England issued a Stage
two patient safety alert supporting the
introduction of the National Safety standards for
Invasive procedures (NatSSIPS). All organisations
providing NHS funded care were required to
respond.
What we did well
Sepsis
The year has seen a significant improvement in
sepsis management across the organisation. Time
to antibiotics has improved from 5 hours to 44
minutes. Assessment tools and educational
resources have been provided to our staff and the
learning from our acute admission areas is now
being spread to those wards where the highest
incidences of sepsis are likely. The organisation has
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been shortlisted in the national patient safety
awards for the work on sepsis. This work will
continue in 2017 and 2018. We are part of the
national CQUIN programme.

across the world, for example patients being
administered the wrong drugs or surgery being
performed on the wrong part of the body, this
drive represents a huge step forward in eliminating
such errors.

Deteriorating Patients
We reviewed and defined the high level metrics
which provide assurance to the organisation that
we are minimising risk to patients. Including
cardiac arrest and medical emergencies per 1000
bed days, graphs are shown below.

Through collaboration with our workforce and
suppliers, and other trusts on the Scan4Safety
programme, we will have a system that can help
ensure that every product used in hospital is
assigned to the right location, to the right patient,
and is backed up by the right purchase orders and
invoices. This will benefit Plymouth and the wider
NHS as it delivers efficiencies that will help
enhance the quality of care we can provide.
Sample mislabelling
A significant piece of work has been carried out in
the last year to reduce the number of errors as a
consequence of samples being mislabelled. New
trolleys that can be used at the bedside will reduce
the risks of samples being labelled away from the
patient. Feedback is now provided to areas
affected by these problems and monitoring
mislabelling incidents is reviewed by the
departments affected.
Harm Free Care

We have produced a policy that sets out the
minimum standards for patient observations and
monitoring, which was presented and agreed at
the Nursing & Midwifery Operational Committee in
July 2016.
Scan4Safety
The Trust was successful in becoming a
Scan4Safety demonstrator site. In the future all
materials and locations will have a barcode. The
barcodes mean that everything from a screw used
in a knee operation to a breast implant, that may
develop a fault years later, can be instantly traced.
We can find out details such as when it was used
and the surgeon who carried out the procedure.
Given the impact of avoidable harm in hospitals

We set up the Harm Free Care Group to reduce
harm to our patients and improve our patient
experience by reducing pain and length of stay and
to provide a safe, effective and efficient service for
patients.
Next steps
 Continue the roll out of Scan4Safety,
 Build on 2017 achievements in the
management of sepsis,
 Further reduction of pressure ulcers and falls
by 10%
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Whilst we faced a number of key challenges in
2016/17 there is much to be proud of. During the
year we improved the quality of our services in
many areas, some of our key achievements are
described below.

The 6 C’s
We have continued to embed the 6C’s projects
across the hospital which represents the Chief
Nursing Officer's (CNO) vision and strategy for
building a culture of compassionate care, based
around six values;







Care
Compassion
Courage
Communication
Competence
Commitment

Commitment
Golden Bed
The golden bed initiative is an integral part of the
daily operational running of the hospital. We
identify 10-20 golden beds per day where patients
will be discharged before 10:00. Our current focus
is identifying “amber boxes” (those patients that
will go home tomorrow) and ensuring pharmacy,
transport, relatives and patient are aware of
morning discharge arrangements. The golden bed
remains important in order to get early flow from
the assessment wards to the rest of the
organisation allowing flow from the emergency
department to the assessment units.

To support the change, a Visitors’ Charter for adult
inpatients was developed, outlining what we will
do as staff and what we ask our visitors to do. The
charter includes standards that we ask all of our
visitors to respect, such as ensuring that no more
than two people visit a patient at any one time,
supporting and encouraging the patient during
mealtimes, observing quiet times or being asked to
leave for a short period of time, such as during
doctors’ rounds, etc.
Judy, Matron for Cardiothoracic and Vascular, said:
“We hoped, by opening our wards up for longer to
families, loved ones and carers, it will enable them
to be more involved in their relatives’ care and
planning for their discharge home or to onward
care.”
Sue, Matron for Trauma, Orthopaedics and
Rheumatology, added: “We already had a number
of wards that were ‘open’ or had extended their
openings hours and the feedback from them had
been really positive.
“However, we also recognise that changing all of
our wards was a big change. We hope that this
partnership is making a difference and that this still
is the right thing to do for our patients and their
families.”

Communication
#letsbeopen
The #letsbeopen campaign was introduced by
former Matron Emma Wilkinson and following her
departure, it has been led by Matrons Judy Frame
and
Sue
Timmins,
supported
by
the
Communications Team.

Quality Account 2016/17

17

4

Celebrating our successes

Tea with Matron & Tea with Staff
Compassion
As a follow on from Tea with Matron for patients
we have now commenced regular Tea with Staff
where staff are offered the opportunity to meet
with matron, this aims to link patient and staff
experience. Matrons meeting with staff informally
allows for real time feedback from those at the
front line of patient care which is vital in ensuring
the care we give is delivered effectively. This time
allows members of our teams to talk openly about
their day to day challenges. Operational matrons
are holding Tea with Staff in a variety of forums for
example, incorporated into block training weeks,
formal planned sessions, matrons being available
during staff break times or actually joining staff at
break times. Moving forward with our Tea with
Staff commitment we are developing a feedback
form, as listening and responding to all staff is vital
in planning for the future.

Courage

Bereavement Cards
In June 2016 as part of the Compassion element of
the 6C’s project the Trust began sending
bereavement cards to the families of patients who
have died whilst in hospital. Included in the card is
information on how they can arrange to talk with
someone about the death of their loved one if they
thought that would be helpful. As an organisation
we have an obligation to care not only for the dying
patient but for their significant others. It is hoped
that this project will demonstrate that as a Trust
we are honest and open about the treatment we
provide and that we have committed, caring and
compassionate staff. By providing relatives with
the opportunity to be better informed and
supported through the bereavement process we
hope to make things easier for them at a very
difficult time. This project has now been fully rolled
out throughout the Trust and has been received
well. Feedback has been positive about the care
provided by staff and on many occasions families
have asked us to extend their thanks and gratitude
to the ward staff as they had not had the
opportunity to do this.

Ward Rounds
This project followed feedback from patients and
staff around principles of a ‘model ward round’.
Four key elements have been identified to achieve
an efficient, valuable ward for the patients and
staff across all groups. These principles are iPAT:





Introductions (#hellomynameis)
Privacy and dignity
Agree plan with the patient
Allow Time for questions

We believe iPAT should be led by the nurse on the
ward round who acts as an advocate for the
patient. As each ward/speciality will need to focus
on different clinical review points, the project team
have focused on the overarching ‘how should a
ward round feel’ principles.

Examples of the card we send.
In December 2016 this project was nominated for
Patient Experience National Network Awards
(PENNA). We were finalists in two categories
‘Support for Caregivers, Friends and Family’
category and the ‘Communicating Effectively with
Patients and Families’ category.
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The awards were held on the 21 March 2017 in
Birmingham and we won the ‘Support for
Caregivers, Friends and Family’ category.

the ward staff and is helping to reduce the number
of falls in the high risk areas.
Competence

Care
The review of cot sides and the reduction of falls
We identified that patients falling in our care is the
most common cause of harm within our hospital. A
proportion of these patients have sustained injuries
after falling from a bed. As part of our 6cs
commitment we have worked with ward teams to
ensure that patients are assessed for use of bed
rails in a consistent manner, that patients are
consulted about whether bed rails are appropriate
for them and that staff identify risks which might
cause harm from bed rail use.

We have worked with wards to ensure that they
have equipment available which will help to reduce
the risk of patients falling from a bed and
sustaining harm. Sensor alarms are used to alert
nurses that a patient may need some supervision
when mobilising or have a need that requires
assistance such as help with toileting. Low profile
beds are utilised when a patient is at risk of falling
from bed but a bed rail will increase the risk of
harm. We also attempt to utilise bay nursing
overnight where a nurse is in the bay throughout
the night thus reducing the risk of the patient
stumbling in the dark.

Having identified that within theatres we did not
have a standardised developmental competency
tool available for the different bands of nursing and
anaesthetic practitioners, competency packs were
developed for individual bands of staff. The
bespoke competency tool was designed to act as a
signpost for role development and method to
record progression.
The competency tool can be used to demonstrate
development as part of the appraisal process.
Following a review the pack has recently been relaunched and learners joining theatre central and
staff that have been promoted will be provided
with the competency pack to signpost expected
developmental progression within the role.
Prompt cue cards were developed relating to key
skills and policies that are critical to safety within
theatres. The response to the cards was an
overwhelming success; following a review changes
will be made to the content of the cards to reflect
recent changes in policy and practice. The plan is
to update the cards and distribute to all new
learners.
The development of E-log book remains an
aspiration; our IT partners are aware of the desire
to develop a generic competency tool to record
progression in the clinical practical skills. Staff will
continue to record competency development using
the current hardcopy format.
Moving Forward 2017/2018

With the Falls Specialist Nurse now being a
substantive position our plan is to review the bed
rail assessment again, continue teaching at ward
level and also to continue the support into the post
fall reviews. This has been extremely useful for all

In May 2016, Professor Jane Cummings, Chief
Nursing Officer for England launched an updated
National Nursing Strategy ‘Leading Change, adding
Value’.
The strategy offers 10 commitments, which our
matrons and Heads of Nursing have adapted into
10 key improvement projects to build on and
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complement our work in 2016 to deliver the 6 C’s.
The aim of the new strategy is to add value to a
patient’s care to achieve better outcomes, patient
experience and better use of resources. The
commitments are described below:
Commitment 1
We will promote a culture where improving the
population’s health is a core component of the practice
of all nursing, midwifery and care staff.
Action: Matrons became flu vaccinators to support
staff uptake.
Commitment 2
We will increase the visibility of nursing and midwifery
leadership and input in prevention.
Action: Implementation of #GoldenTime and
measuring the impact on our staff.
Commitment 3
We will work with individuals, families and
communities to equip them to make informed choices
and manage their own health.
Action: We will ensure patients are supported to make
informed choices by increasing their knowledge
regarding their medication on discharge.
Commitment 4
We will be centred on individuals experiencing high
value care.
Action: Ensure high value care by achieving our
hospital-acquired pressure ulcer and falls reduction
plans
Commitment 5
We will work in partnership with individuals, their
families, carers and others important to them.
Action: Working in partnership to ensure 50% of our
adult wards/departments meet the dementia friendly
standards.
Commitment 6
We will actively respond to what matters most to our
staff and colleagues.
Action: We will respond to the needs of our staff by
ensuring all staff have a voice through our staff Tea
with Matron initiative.
Commitment 7
We will lead and drive research to evidence the impact
of what we do.
Action: We will ensure our patients receive evidence
based care, by the roll out of manual blood pressure
recording across all adult wards.

Commitment 8
We will have the right education, training and
development to enhance our skills, knowledge and
understanding.
Action: We will roll out block training across our
wards.
Commitment 9
We will have the right staff in the right places and at
the right time.
Action: We will embed the SafeCare system across our
wards including the roll out of ‘Red Flag’ functionality.
Commitment 10
We will champion the use of technology and
informatics to improve practice, address unwarranted
variations and enhance outcomes.
Action: We will ensure our wards are fully utilising
SALUS (electronic patient tracking system)

Cancer services
 Increased number of cancer nurse specialists
available for patient and carer support, this
includes head and neck, sarcoma, upper
gastrointestinal, colorectal, lung, breast
reconstruction and uro-oncology.
 High rating scores for cancer nurse specialists
in the National Cancer Patients Experience
Survey.
 Implemented “straight to test” for patients
referred with suspected colorectal cancer,
reducing the need for patients to attend an
outpatient appointment.
 Successful application for Trust charitable funds
to replace our video conferencing equipment
to enable improved quality safety and
efficiency.
 Implemented “Specialist Care” Oncology
Degree Module for nurses and allied health
professionals.
 Redesigned rooms in our oncology and
haematology wards and departments to meet
the needs of teenage and young adults with
cancer.
 Commenced stereotactic ablative radiotherapy
for lung cancer patients.
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 Offering health and wellbeing clinics to patients
and implemented holistic needs assessment for
patients diagnosed with cancer in line with the
National Cancer Strategy.
 New Chemotherapy Day Unit designed to
improve capacity, reduce waiting times for
patients going onto treatment and improve the
patient’s experience.
 Implementing stratified pathways of care and
remote monitoring for patients on colorectal
cancer follow up.
 Appointment of professor in uro-oncology to
increase access to clinical trial drugs
 CQC rating of “Good” overall for End of Life
Care and “Outstanding” for Caring.
 Development of End of Life Strategy in line with
national ambitions document.
We also continue to work to meet the 62 day
standard; redesigning pathways, enabling easy
direct or straight to test for investigations where
appropriate.

options, including fresh fruit but still contains some
tempting dishes for those children who like familiar
food. We have also increased our range of finger
foods available for younger children.
Wildgoose Ward has introduced a calm time out
area for our teenagers. This area is away from the
main ward and provides a calm and re-assuring
area when the main ward becomes difficult for
some of our more challenging teenagers. The
Teenage Charity on Wildgoose Ward supported us
with this project and it has already had an impact
on the ward.
We have significantly invested in improving our
overnight accommodation for parents who wish to
stay by their child’s bed. Our previous provision of
uncomfortable Z-beds and old recliner chairs were
often broken and we did not have enough for all
our parents. With help from the Trust, Children’s
Happy Hospital Fund and the Teenage Fund we
have purchased 30 Buddy Beds. This combines the
functions of a recliner chair and bed to reduce the
space required and be a more comfortable option
for our parents.

The National Cancer Taskforce objectives provides
our plan for the next 3 years and we will continue
to plan and work towards ensuring the best quality,
timely and efficient care and treatment in line with
local need and national guidance.
We are very grateful to our local and national
charities such as the Plymouth and Cornwall Cancer
Fund, Macmillan Cancer Support, Teenage Cancer
Trust, Mesothelioma UK, Trust Charitable Fund
who continue to support patients and staff to
improve cancer care delivery. Financial support has
included backfill for nurses for project
development, funding info flex remote monitoring
service, decorating side rooms for end of life care,
development and training posts, project
management support.

Children’s Services
The paediatric wards have seen the introduction of
a new child friendly menu and the purchase of a
pizza oven. The new menu has lots of healthy

The Gold Dust Appeal has reached its target and
designs are being drawn to improve the
environment for children and young people on
Level 12. Over £100,000 will be spent on improving
the environment with interactive, sensory and
colourful designs.
We have also introduced the Friends and Family
Test (FFT) into our Children and Young Persons
Outpatient Department to encourage children and
their parents / carers to feedback on the service we
provide.
Following some work undertaken by our pain sister,
we have introduced a new pain care plan. This care
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plan will ensure timely management of children
and young people who experience pain either from
a procedure or operation or as part of their
condition.

the new guides’ uniforms ensuring they are easily
identifiable to people visiting the hospital.

Dementia friendly award
The Dementia Friendly Community of the Year was
awarded to Plymouth City in 2016 and, as part of
recognising the achievements of the Plymouth
Dementia Action Alliance in raising awareness of
the needs of people with dementia and their
families, the award will be appearing at Derriford
Hospital for one week.
Plymouth Hospitals NHS Trust are partners in the
Plymouth Dementia Action Alliance (PDAA) and
have been working towards improving the care and
services provided to people with dementia in
hospital.
Our Dementia Steering Group have led on a
number of developments, including the
introduction of Dementia Champions, dementia
friendly signage across the hospital, improvements
to ward environments and toilet facilities and a
weekly Memory Café in the Restaurant. They have
also ensured closer working with Care Homes,
Alzheimer’s Society and Older Persons Mental
Health services, staff training on dementia,
including awareness training, Dementia Friends and
Specialist Dementia continuing professional
development education.
The group is very proud of the developments made
in standards of care for patients with dementia and
the support of their families, we will continue to
work closely with the PDAA and identify further
ways in which they can improve hospital services
and care for people with dementia.

Hospital guides
We are aware that the Derriford Hospital building
can seem very daunting to navigate. Our hospital
guides and wayfinding are key to helping people
get to their destination easily. A new Hospital
Guide logo has been designed and will feature on

In addition a visible ‘Bus Stop’ will be based
alongside the new reception desk and also link with
the Welcome Centre to ensure members of the
public and patients have multiple options for
wayfinding and support when they enter the
hospital.

Making mealtimes matter
To coincide with the Nutrition and Hydration Week
in March 2017 the hospital ran a number of
different initiatives as part of our Making
Mealtimes Matter Campaign, which aims to raise
awareness of the importance of nutrition to aid our
patients’ recovery. We showcased a number of
initiatives which have been developed to improve
patient mealtimes and invited members of our
Trust Board to join ward staff in assisting the
mealtime service for our patients.
As part of the campaign patients, visitors, staff and
members of the public were given the opportunity
to sample dishes from the inpatient menu and to
talk to hospital staff about the importance of
patient mealtimes. The campaign was generously
supported by a number of our local suppliers and
retailers in order to illustrate our partnership
working. Throughout the day, clinical staff were on
hand to discuss the importance of keeping
hydrated, how patients nutritional intake can be
improved through protected mealtimes and
improving the mealtime experience. Dietetic staff
were available to advise on the Malnutrition
Universal Screening Tool (MUST) assessment and
explain its importance. The event was a huge
success and the feedback was extremely positive.
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The new patient menu which was launched in
autumn 2016 has proven to be very popular. The
menu for lunch has been extended to offer a total
of six hot meals daily which includes energy dense
and healthier options every day. The supper meal
was changed to a lighter meal offering which
consists of a range of sandwiches and jacket
potatoes with fillings, followed by a hot dessert.
Hot main courses are available for those patients
on special diets. The choice of snacks available at
afternoon tea was increased and breakfast choices
reviewed. The menu review gave the opportunity
to increase access to fresh fruit with fresh fruit pots
available as a snack throughout the day and fresh
fruit salad, made on site every day available as a
dessert option at lunch time.

During the hours of 08:00 and 19:00 a midwife is
now based at the ambulance hub in Exeter and all
calls that previously came into the Trust are
diverted for her attention. Additionally she can
give advice to ambulance staff when a 999 call
comes in from pregnant women and families with a
new baby. This has been shown to reduce the
number of unnecessary ambulance attendances to
pregnant women by up to 80%.
Outpatient induction is about to be offered to
women who live within thirty minutes of the
hospital and experiencing a low risk pregnancy.
This will mean that after the induction process
commences in hospital, women can choose if they
wish go home for a day or stay until labour starts.
A dedicated service for women with a raised BMI
has been developed. A concept called 'pregnancy
centering' has been adopted and if women choose
to have their care provided in this way, they can
attend for combined antenatal appointments and
pregnancy and birth information sessions
particularity developed for their needs. Research
has shown that a reduction in pregnancy weight
gain is associated with the support this programme
affords.

Maternity services
Our Maternity Department, care for nearly 5000
families a year through part or all of their
pregnancy journey, has continued to develop the
service.
The Labour Ward has undergone a refurbishment
of 80% of the rooms and all of the communal areas
and bathrooms.
Labour Ward has also become a quieter place!
Approximately 40 calls a day used to come into the
triage area on Labour Ward from pregnant women,
midwives and GP's wishing to seek advice regarding
referring women in, and families seeking advice in
the early days at home with their baby. The
midwives answering these calls were often called
away from providing care to patients, and were
frustrated at not being able to give adequate time
to the conversation.

Exercise in pregnancy is now offered as a free
programme in three pilot sites across the area.
Women can sign up to have an experienced
midwife and fitness instructor support them with
suitable exercise at this exciting time in their lives.
Perinatal mental health is often in the news. The
need for services to support women who have
experienced mental health problems in the past, or
for the first time in pregnancy, is paramount. A
successful national bid to the Department of Health
has enabled Plymouth Hospitals NHS Trust and
local community services to develop a Perinatal
Mental Health Service. Currently being developed,
this service will mean that women can be
supported by a specialist team consisting of
psychologists, psychiatrists and midwives when
required.
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Neonatal services
Two senior neonatal nurses recently attended a
conference in Toronto on Family Integrated Care
(FiCare) in the Neonatal Intensive Care Unit as part
of the Florence Scholarship Fund. FiCare enables
parents to become the central carer in the team
caring for their baby in the neonatal unit.
Initial research has shown that Family Integrated
Care can reduce parent stress, lower infection
rates, improve infant growth and increase breast
feeding rates. The unit is actively working towards
implementing FiCare in the coming year.
NICU is also developing an enhanced role for
nurses (enhanced neonatal nurse practitioners) to
support our junior doctor colleagues and Advanced
Neonatal Nurse Practitioner Service in delivering
high quality care to our neonatal babies.
The Friends and Family Test (FFT) is also being
introduced to NICU to encourage parents to
feedback on our service.
The Keep Me Close Appeal continues to raise funds
for much needed parental accommodation. Babies
who are receiving specialist care in NICU (Neonatal
Intensive Care Unit) Plymouth are often a distance
from their local area and consequently parents
need a suitable place to stay/live close by. The
fund currently sits at over £100,000.

Patient experience national awards 2016
In December 2016 we were delighted to discover
we had been shortlisted as a finalist in 4 categories
for the Patient Experience National Network
Awards 2016:
 Support for Caregivers, Friends and Family Bereavement Cards
 Turning it Around When it Goes Wrong - PALS
Clinics and Welcome Centre in Hospitals
 Communicating Effectively with Patients and
Families – Bereavement Cards

 Environment of Care - Improving Patients'
Sleep - Reducing Light and Noise Levels on
Wards at Night
We had even more to celebrate when we won the
Support for Caregivers, Friends and Family category
with our bereavement card initiative.

Safeguarding
Our safeguarding service continued to improve and
evolve in 2016/17. Safeguarding Children, Adult
Services and Learning Disability Services within the
Trust continue to be managed as one.
Training has been revised and is available for staff
at all levels, on-line or face to face, with more
complex multi-agency training available to those
staff who require it. The new safeguarding adult
intercollegiate document is due to be published
and will guide us to further improve information in
training and practice. It is anticipated that
safeguarding training will need to be re-revised
early in the financial year to ensure we meet all
expectations. Safeguarding Adult and Children
level 1 and 2 training will be available as separate
modules, to take into account skills for health
recommendations and the increased subject
matter needed.
The process for referral into the safeguarding
teams has been improved and the safeguarding
children’s team are available to offer support and
advice Monday-Friday 09:00 – 17:00. For adults at
risk a safeguarding alert process introduced to
highlight and monitor concerns is increasing
referrals into the department. The safeguarding
adult team are available Monday- Friday 08:30 –
17:00. The safeguarding team continue to support
our staff and collate information monitoring
themes and trends. They communicate with multiagency colleagues as needed.
The safeguarding team continue to ensure the
Trust are compliant with the Children’s Act
(1989/2004) and the Care Act 2014 and ensure
specific guidance is given as needed in practice.
They work closely with multi agencies (including
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Celebrating our successes

Local Safeguarding Adult and Children’s Boards to
ensure compliance with standards.

member. This can be transferred onto one of the
two methods of recognition.

Wards and departments have been asked to
nominate a Safeguarding Champion, who will then
form part of a team of experts to increase
communication across the Trust.

Since launching in 2017, 88 Thank You cards have
been sent to staff and 87 Excellence Certificates
created. Everyone nominated receives recognition.

Thank-you cards and excellence awards
Throughout the summer (2016) staff were asked
what made them feel genuinely valued working for
the Trust? The response being a simple ‘thank you’
gave a real sense of appreciation. Based on this
feedback, we took the decision not to continue
working with the external company WOW! who
had previously administered the recognition
certificates, instead we introduced local internal
recognition systems.
‘Thank You’ cards are sent to staff nominated by
colleagues or patients in a prompt and timely
fashion, often for the little things that make the big
difference.

The value and recognition schemes have now
merged with a ‘Learning from Excellence’ initiative.
Recognition for staff and their excellent work is not
only celebrated but is now used as a learning
opportunity. All experiences shared through a
nomination from patients or colleagues create
benefit through learning.

Welcome Centre
In an effort to improve visibility and accessibility of
our Patient Advice & Liaison Service (PALS) we
opened our Welcome Centre in the main concourse
of the hospital.

Excellence Awards are a more in-depth opportunity
to show appreciation to staff by nominating them
for an award. These awards are issued monthly to
line managers and allow teams to celebrate their
team members in ways that are individual to them,
with an annual Excellence Event later in the year.
Thank You cards and Excellence Awards are an
opportunity for patients and staff to recognise
members of Plymouth Hospitals NHS Trust, either
individually or as a team. They are both based on
genuine, individual appreciation for staff and
nominations can be for anything from a simple
smile that made the difference to a patient to the
consistent above and beyond exemplary efforts
and dedication shown. The nomination process is
easy; cards are designed to be literally a quick
thank you with Excellence Awards being more indepth, plus any feedback, from a tweet or
Facebook message to a comment via a family

We recognised the importance of providing a calm,
caring environment where visitors are able to
obtain information and provide both positive and
negative feedback by sharing their experiences. An
additional meeting room is also available should
people become distressed or if their enquiry is
confidential. It offers an opportunity for our
visitors to have an informal relaxed meeting area,
to discuss and provide feedback on their
experience.
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We recognise that in order to deliver our
improvement priorities we must be an
organisation
which
embraces
continuous
improvement and is fully committed to greater
staff engagement and participation. In order to
capture the creativity and knowledge of our staff,
we need to provide support in identifying
problems, developing and testing solutions and
sharing knowledge. Our core purpose is to deliver
excellent hospital-based care to the population of
Plymouth and surrounding areas. We seek to do
this through our Trust Values:






Put patients first
Take ownership
Respect others
Be positive
Listening, learning and improving

We have the ambition of creating an authentic
improvement culture at Plymouth Hospitals NHS
Trust. That really means getting ideas and actions
from wards, theatres, admin areas, patients and
service users.
To encourage this we are working on how our
leaders engage with teams, using a standardised
approach, improving our ability to provide support
through the Quality Faculty, capturing humanfactors training and providing focused training on
quality
improvement supported by
the
development of a Quality Academy.

Our Quality Improvement Strategy
During 2016/17 we have continued to improve our
approach and commitment to the Care Quality
Commission’s domains of care and developed our
Quality Improvement Strategy which specifically
looks at five areas for improvement:






Reducing mortality
Reducing harm
Providing reliable care
Improving patient experience
Improving our quality culture

Each of these areas is supported by a series of
individual programmes of works with clearly

defined goals, executive responsibilities and
measures to assess our progress.
We have also developed quality improvement
projects driven by quality and safety initiatives
highlighted from mortality reviews, incidents,
complaints, claims and patient feedback. These
projects are under the banner of Quality
Improvement and include for example:
 Sign up to safety projects - reduce harm
caused by falls, reduce the number of grade
2,3 & 4 pressure ulcers, reduce the number of
adverse incidents resulting from failure to
respond to a deteriorating patient, severe
sepsis, responding to diagnostic reports and
medication incidents
 Implementation from the National Safety
Standards for Invasive Procedures (NATssips)
Programme.

Our Operating Plan 2017-19
We have much to be proud of in the quality of care
that we give to our patients. We continue to
perform well in many areas but face a significant
challenge in providing responsive services and
improving our performance against a number of
key national standards. Many of these issues were
reflected in the findings from CQC inspection in
2015.
Following completion of a follow-up
inspection in 2016, the CQC recently published
their updated report which shows a considerable
improvement across all areas assessed but also
highlights the continuing challenges in providing
responsive services.
Our overarching quality
improvement plan has regard to a number of
national and local initiatives and programmes

Other quality
priorities

Sign up to
safety

National
performance
standards

Quality
improvement
plan

Quality
account

CQUIN
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Our Quality Account priorities
As in previous years the Trust has sought the
involvement and feedback of key stakeholders, to
ensure that our plans reflect the needs of our
patients and communities. We have done this by
consulting with staff, key stakeholders, patients
and members of the pubic using various methods
including surveys.
The consultation process took place between
February and March 2017 and identified three
specific areas on which to focus our attention in
2017/18. These priorities link directly to those set
out in our Quality Improvement Strategy and
Operational Plan 2017/19.
Priority 1 – Staffing – Improve the patient
experience by ensuring our wards and
departments have the correct levels of staff with
the appropriate skills
Having the right nursing staff in the right place at
the right time is a fundamental element to delivery
of safe high quality care for our patients. Patient
survey results show us patients do not always feel
the wards are adequately staffed. Nursing,
midwifery and care staff, working as part of wider
multidisciplinary teams, play a critical role in
securing high quality care and excellent outcomes
for patients.
Priority 2 - Reduce the number of patients who
are cancelled and ensure patients are able to
access services within acceptable timeframes
Patients have the right to expect timely care which
is in line with best practice. The Trust has recently
experienced difficulties with capacity which
resulted in cancellations for patients and longer
waits for treatment than we would like.
Priority 3 - Improve the quality and reliability of
the care we provide to our patients
Untreated sepsis can progress to severe sepsis,
multi-organ failure, septic shock and ultimately
death. Septic shock has a 50% mortality rate. The
mortality rate for sepsis in children is estimated to
be 10 – 15% and is the most common cause of

direct maternal death. Around 35,000 people die
from sepsis in England each year.
As a patient in hospital there is a chance that if you
deteriorate you may not receive the necessary
response in a timely fashion. This may cause you to
be more unwell, affect your treatment, increase
your length of stay and alter your views about your
experience in hospital.
A more detailed analysis of our current position in
each of these areas and our plans for improvement
are set out in Annex F.
Sign Up to Safety
Sign up to Safety is a national initiative to help NHS
organisations achieve their patient safety
aspirations and care for their patients in the safest
way possible. We want to give patients confidence
that we are doing all we can to ensure the care
they receive will be safe and effective at all times.
Our work is shaped around the following key areas:
 How do we create lasting change and a future
where patients and those who care for them
are free from avoidable harm?
 How can we create a safety culture that leads
to lasting change? If we create a culture where
staff and patients are treated with empathy
and kindness when things go wrong, we can
learn more about what we can do differently
to make care safer
 If the solutions and proven interventions exist
already, we can help people with
implementation
of
evidence
based
interventions and tools to inspire and motivate
people to keep going
 Are we working inter-professionally and
increasing the reliability of the fundamentals
of care? e.g. communication
 Can we capture data and learn from incidents
and investigations effectively? If we do this we
will have a good chance of preventing things
from going wrong in the future
Additional detail is described in Annex G.
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e-Notes
The paper record is a major barrier to effective
transformation both within the hospital and
throughout the patient journey. It is almost
inconceivable to imagine that an organisation of
the scale and complexity of Plymouth Hospitals
NHS Trust would continue to rely upon paper
based patient records.
We are embarking on a programme of work to
implement an electronic solution for patient
records (eNotes). This will transform the patient’s
current paper hospital note into a digital format.
One of the many benefits of the system will be the
speed of accessibility to records, removing the
need to request paper notes. Multiple users will be
able to see the same record at any one time from

numerous devices both on the Derriford and
peripheral sites using our secure network
connections.
It will provide a single point of access to patient
information which is currently stored in various
formats and locations, both paper and electronic.
All information will be stored electronically and
confidential health records will be available to
authorised staff from any computer workstation or
from any hand-held device.
Moving to an electronic record will mitigate a
number of issues related to the management of
paper records and bring extensive benefits to both
clinicians and to the patient’s experience. We are
currently carrying out the enabling work and aim
to start scanning the first health records
documents in the summer of 2017.
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Quality Metrics

National metrics
Description

2013/14

2014/15

2015/16

2016/17

Target

37

35

42^

37

<35

3

0

2

2

0

Achieved
in 1 out of
12 months
96.4%

Achieved
in 0 out of
12 months
90.7%

Achieved
in 0 out of
12 months
85.2%

Achieved
in 0 out of
12 months
84.3%

92%

94.6%

93.7%

89.8%

93.2%

93%

Two week wait for symptomatic breast
patients (cancer not initially suspected)
31 day (diagnosis to treatment) wait for first
treatment: all cancers
31 day wait for second or subsequent
treatment: surgery
31 day wait for second or subsequent
treatment: anti-cancer drug treatments
31 day wait for second or subsequent
treatment: radiotherapy treatments
62 day (urgent GP referral to treatment) wait
for first treatment: all cancers
62 day consultant upgrade wait for first
treatment: all cancers

93.5%

65.4%

44.5%

77.5%

93%

98.3%

98.2%

96.9%

95.8%

96%

95.8%

94.8%

92.9%

90.9%

94%

99.4%

99.8%

99.6%

99.3%

98%

96.9%

96.7%

93.5%

96.7%

94%

85.1%

86.0%

81.1%

79.2%

85%

88.0%

78.5%

80.8%

78.6%

62 day wait for first treatment from
consultant screening service referral: all
cancers
Access to genitor-urinary medicine clinics (48
hours)
Cancelled operations by the hospital for nonclinical reasons on the day of or after
admission
Cancelled operations by the hospital for nonclinical reasons on the day or after
admission, who were not treated within 28
days

92.0%

91.9%

90.6%

86.9%

85%
Local
Target
90%

100%

100%

100%

100%

100%

1.34%

1.73%

3.51%

3.03%

0.8%

5.30%

8.80%

16.1%

15.3%

5%

Incidence of C-Diff
(patients aged 2 years and over)
Incidence of MRSA
RTT Incomplete Pathway : Of all patients
waiting on an RTT pathway, at least 92%
should have been waiting for < 18 weeks
Maximum time in ED of four hours from
arrival to admission, transfer or discharge
All cancer two week wait

95%

What this
means
Lower is
better
Lower is
better
Higher is
better
Higher %
is better
Higher %
is better
Higher %
is better
Higher %
is better
Higher %
is better
Higher %
is better
Higher %
is better
Higher %
is better
Higher %
is better
Higher %
is better
Higher %
is better
Lower % is
better
Lower % is
better

Other local metrics
Quality Account 2016/17

29

Annex A

Quality Metrics

Description

2014/15

2015/16

13.9

12.3

14.3

12.3

-

97%

95%

97%

97%

95%

66

49

36

38

-

9.58

10.5

11.6

11.1

-

0.80%

0.67%

0.43%

0.24%

-

1

2*

2

4

0

Number of complaints

860

773

646

609

Number of PALS enquiries

4193

4348

4672

4127

Reduce by
10%
-

Number of cardiac arrest calls

225

178

186

152

-

Grade 2, 3 & 4 pressure Ulcers

504

355

181

135

-

% patients receiving appropriate VTE risk
assessment

95%

95%

98%

97%

Mortality (HMSR) (Relative Risk)

89.0
Jan 13–
Jan 14
67.6%

98
Jan 14Jan 15
72%

95.3%
Mar 16 –
Feb 17
96.4%
Mar 16 –
Feb 17
104
Jan 16 –
Jan17
74%

95%

% patients receiving appropriate
thromboprophylaxis

95.3%
Mar15 –
Feb 16
97.2%
Mar15 –
Feb 16
104
Jan 15Jan 16
72%

82%

78%

71%

71%

-

Rate of C-diff per 100,000 bed days
(patients aged 2 years and over)
Hand hygiene compliance rates
Patient falls resulting in harm or death
(moderate harm and above)
Incident reporting rate – per 100
admissions
Percentage of reported patient safety
incidents resulting in severe harm or death.
Number of Never events

% stroke patients spending 90% of their
stay on ASU
Fractured NOF – delays to surgery < 36hrs

2013/14

2016/17

Target

95%

-

80%

What this
means
Lower is
better
Higher %
is better
Lower is
better
Higher is
better
Lower is
better
Lower is
better
Lower is
better
Lower is
better
Lower is
better
Lower is
better
Higher is
better
**
Higher is
better
Lower is
better
***
Higher is
better
Higher is
better

*

1 never event incident occurred in 2010 and was reported in the 2014/15 period
** During previous years the trusts auditors for the Quality Account have found discrepancies when comparing the
paper hospital record and our electronic discharge system for VTE. Although the error rate is low the trust
believes that the indicator does represent our performance and is working to correct the issue with the
introduction of e-prescribing.
*** HSMR benchmark data is reviewed and nationally rebased each year, hence the rise in the reported figure does
not reflect poor performance.
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Comparative Core Quality Account Indicators
Core Indicator 12 – Summary Hospital Level Mortality Indicator
(a) The value and banding of the summary hospital-level mortality indicator (“SHMI”) for the Trust for the reporting
period
(b) The percentage of patient deaths with palliative care coded at either diagnosis or specialty level for the Trust for
the reporting period
SHMI (Summary Hospital-Level Mortality Indicator)
Plymouth - SHMI Value
Banding
National highest – SHMI Value
Banding
National lowest - SHMI Value
Banding
NHS trust average - SHMI Value

Oct 13 – Sep 14
0.966
2
1.198
1
0.597
3
1.001

Oct 14 – Sep 15
1.001
2
1.177
1
0.652
3
1.004

Oct 15 – Sep 16
0.9866
2
1.1638
1
0.6897
3
1.0034

% of patient deaths with palliative care coded at
either diagnosis or speciality level
Plymouth
National highest
National lowest
NHS trust average
*The palliative care indicator is a contextual indicator.

Oct 14 – Sep 15

Apr 15 - Mar 16

July 15 - June 16

18.6
53.5
0.2
26.7

20.3
54.6
0.6
28.8

20.7
54.8
0.6
29.6

Core indicator 18 - Patient Reported Outcome Measures (PROMS)
(i) groin hernia surgery
(ii) varicose vein surgery
(iii) hip replacement surgery
(iv) knee replacement surgery
Pre-operative participation and linkage
Participation from April 2015 – March 2016
Eligible
Pre-operative
hospital
questionnaires
procedures
completed
All Procedures
Groin Hernia
Hip Replacement
Knee Replacement
Varicose Vein

1539
426
344
356
413

Post-operative issue and return
Participation from April 2015 – March 2016
Pre-operative
questionnaires
completed
All Procedures
909
Groin Hernia
83
Hip Replacement
333
Knee Replacement
343
Varicose Vein
150

909
83
333
343
150

Post-operative
questionnaires
sent out
903
83
330
341
149

Participation
Rate

Pre-operative
questionnaires
linked

Linkage
Rate

59.1%
19.5%
96.8%
96.3%
36.3%

743
33
282
286
142

81.7%
39.8%
84.7%
83.4%
94.7%

Issue Rate

99.3%
100%
99.1%
99.4%
99.3%

Post-operative
questionnaires
returned
639
39
240
247
113

Response
Rate
70.8%
47.0%
72.7%
72.4%
75.8%
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PROMS Total Health Gain
Participation from April 2015 - March 2016

Procedure
Groin Hernia
Hip
Replacement
Primary
Knee
Replacement
Primary
Varicose Vein

Measure
EQ-5D Index
EQ VAS
EQ-5D Index
Oxford Hip
Score
EQ VAS
EQ-5D Index
Oxford Knee
Score
EQ VAS
Aberdeen
Varicose Vein
Questionnaire
EQ-5D Index
EQ VAS

Modelled
Records
22
22
166
178

Average
Pre-Op Q
Score
0.853
72.23
0.30
14.86

Average
Post-Op
Q Score
0.90
74.09
0.71
37.84

Health
Gain
0.480
1.864
0.42
22.99

Improved
9
11
139
171

Unchanged
9
1
11
1

Worsened
4
10
16
6

159
176
190

60.08
0.44
19.20

69.98
0.70
35.31

9.90
0.27
16.11

102
139
177

11
20
3

46
17
10

175
104

68.37
24.90

71.09
16.22

2.71
-8.677

92
82

27
0

56
22

100
104

0.75
77.2

0.81
79.6

0.06
2.4

41
13

36
1

23
10

Plymouth Hospitals NHS Trust has taken the following action to improve its PROMS activity:
 Identification and appointment of clinical lead for each area
 Continue to monitor response rates for varicose veins and groin hernias and work with staff to improve the
number of returns
 Reporting to the Clinical Effectiveness Group
Next steps will include review of outcome data against other similar organisations and local monitoring of our patients
reported health gains.

Core Indicator 19 – Readmission with 28 days
Percentage of patients re-admittted to hospital within 28 days of being discharged
(i) 0 to 15
(ii) 16 or over
Compared to other Large Acute Trusts
% Patients readmitted to hospital within 28 days of being
discharged for 0 – 15 year olds
National highest
National lowest
NHS trust average

2009/10
10.46

2010/11
10.43

2011/12
12.18

15.35
6.04
9.76

14.11
6.41
9.96

14.94
6.40
10.02

Compared to other Large Acute Trusts
% Patients readmitted to hospital within 28 days of
being discharged for 16 year olds and over
National highest
National lowest
NHS trust average

2009/10
10.29

2010/11
9.65

2011/12
9.50

13.18
8.95
11.12

14.06
9.20
11.38

13.80
9.34
11.44

Please note that these indicators was last updated in December 2013 and future releases have been temporarily
suspended pending a methodology review

Core Indicator 20 - Trust’s responsiveness to the personal needs of its patients
Patient experience as measured by scoring the results of five questions from the National Inpatient Survey focusing on
responsiveness to personal needs. The scores shown below represent a composite of the five questions:
 Were you involved as much as you wanted to be in decisions about your care and treatment?
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Did you find someone on the hospital staff to talk to about your worries and fears?
Were you given enough privacy when discussing your condition or treatment?
Did a member of staff tell you about medication side effects to watch for when you went home?
Did hospital staff tell you who to contact if you were worried about your condition or treatment after you left
hospital?
2012/13
67.3
84.4
57.4
68.1

Plymouth Hospitals NHS Trust
National highest
National lowest
NHS trust average

2013/14
69.1
84.2
54.4
68.7

2014/15
68.9
86.1
59.1
68.9

2015/16
65.1
86.2
58.9
69.6

Plymouth Hospitals NHS Trust continues to monitor performance against these questions in its local survey
programme, using the meridian system. This is shared with matrons and ward managers. A dedicated piece of work is
underway to improve information at the point of discharge, where patients have been asked to meet with staff to
redesign information provision.

Core Indicator 21 – Friends and Family Test Staff
The percentage of staff employed by, or under contract to, for quarter two of 2016/17 who would recommend the
Trust as a provider of care to their family or friends.
Description

Plymouth Hospitals
NHS Trust
NHS Trust Average England
National highest

Total
Responses
1225

HSCIC
Workforce
Headcount
6,508

136,404

1,147,409

64%

18%

80%

6%

4174

15,853

100%

0%

100%

0%

0

564

29%

57%

44%

41%

National lowest

Work
Percentage
Percentage No
Recommended
Recommended
64%
16%

Care
Percentage
Percentage No
Recommended
Recommended
82%
5%

Plymouth Hospitals monitors the recommended scores for all Friends and Family test areas, using the meridian
system.

Core indicator 21.1 – Friends and Family Test Patients
Percentage of patients discharged following an inpatient stay or emergency treatment for February 2017 who would recommend
the trust as a provider of care to their family or friends.
Inpatient & Daycase
Response
Rate
Plymouth Hospitals
NHS Trust
NHS Trust Average
-England (excluding
Independent Sector
Providers)
National highest
National lowest

Emergency

Percentage
Recommended

Percentage Not
Recommended

12,479
(44.97%)
24.34%

96%

1%

96%

100%
3.98%

Response
Rate

Percentage
Recommended

Percentage Not
Recommended

92%

1%

2%

1375
(24.22%)
12.3%

90%

5%

100%

0%

45.46%

100%

0%

76%

10%

0.65%

47.80%

29.35%

The Friends and Family Test is now in place across all areas of the Trust and provides valuable feedback from our
patients, encompassing all adult, children and carers including inpatient, emergency care, maternity, outpatient and
day case across both hospital and community based locations.
Patients are asked ‘How likely are you to recommend our ward to friends and family if they needed similar care or
treatment’ based on the following potential responses:
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Extremely likely
Likely
Neither likely nor unlikely
Unlikely
Extremely unlikely
Don’t know

The chart below illustrates the response from March 2016 to March 2017.

Through the qualitative feedback element of Friends and Family Test we ensure patients views are heard and shared.
Whilst the recommender score provides a gauge of overall patient satisfaction, the qualitative feedback gathered
through the Friend and Family Test provides an opportunity to understand our successes and areas for improvement
in more detail.
Using a number of collection methods keeps our response rates high and the paper based approach also allows real
time feedback to staff through our red post box system. Each ward and department has a feedback poster displayed
within view of patients, staff and visitors showing the number of patients seen during the period, number of survey
responses along with the recommender score and examples of comments.

Core Indicator 23 - Venous Thromboembolism
Percentage of patients who were admitted to hospital and who were risk assessed for venous thromboembolism
during the reporting period.
Quarter 1
Quarter 2
Quarter 3
2016/17
2016/17
2016/17
Apr, May, Jun 16
Jul, Aug, Sep 16
Oct, Nov, Dec 16
Plymouth Hospitals NHS Trust
*95.10%
*95.20%
*95.36%
National highest
100%
100%
100%
National lowest
80.61%
72.14%
76.48%
NHS trust average
95.73%
95.51%
95.64%
* During previous years the Trust’s auditors for the Quality Account have found discrepancies when comparing the
paper hospital record and our electronic discharge system for VTE. Although the error rate is low theTtrust believes
that the indicator does represent our performance and is working to correct the issue with the introduction of eprescribing.
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Core Indicator 24 – C.difficile
Rate per 100,000 bed days of cases of C.difficile infection reported within the Trust amongst patients. Trust
apportioned cases only
Apr 2013 April 2014 April 2015 Mar 2014
March 2015
March 2016
Plymouth Hospitals NHS Trust
13.9
12.3
14.3
National highest
31.5
62.6
66.0
National lowest
0
0
0
NHS trust average
14.7
15.0
14.9

Core Indicator 25 – Patient Safety Incidents
Number and rate of patient safety incidents reported within the Trust during the reporting period, and the number
and percentage of such patient safety incidents that resulted in severe harm or death.
Patient safety incidents: Rate per 1,000 bed days and
numbers of incidents
Plymouth Hospitals NHS Trust
National highest - Incident Rate per 1000 bed days
Number of incidents
National lowest - Incident Rate per 1000 bed days
Number of incidents
NHS trust average - Incident Rate per 1000 bed days
Number of incidents
Patient safety incidents: Rate per 1,000 bed days and
numbers that resulted in severe harm or death
Plymouth Hospitals NHS Trust
National highest - Incident Rate per 1000 bed days
Number of incidents
National lowest - Incident Rate per 1000 bed days
Number of incidents
NHS trust average - Incident Rate per 1000 bed days
Number of incidents

Oct 2014 - Mar
2015
44.1
6,547
82.2
3,225
3.6
443
36.2
4,539

Apr - Sep 2015

Oct 2014 - Mar
2015
0.31
46
1.53
128
0.02
3
0.18
23

Apr - Sep 2015

43.9
6,474
74.7
3,948
18.1
4,078
38.1
4,647

0.15
22
1.12
87
0.03
5
0.16
20

Oct 2015 – Mar
2016
45.0
6,554
75.9
3,426
14.8
1,499
38.5
4818
Oct 2015 – Mar
2016
0.19
28
0.97
51
0.01
2
0.16
19

Core Indicator – KF 21 - National Staff Survey 2016
Percentage believing that the Trust provides equal opportunities for career progressions or promotion
Description
Total Percentage
2015

2016

Acute Trusts Average

87.0%

86.0%

Acute Trust Best Score

-

95%

86.0%

88.0%

Plymouth Hospitals NHS Trust

Core Indicator KF 26 – Percentage of staff experiencing harassment, bullying or abuse from staff in the
last 12 months
Description

Acute Trusts Average
Acute Trusts Best score
Plymouth Hospitals NHS Trust

Total Percentage
2015

2016

25.0%

25.0%

-

16.0%

26.0%

23.0%

Quality Account 2016/17

35

Annex C

Assurance Statements

Clinical Administration Programme
The Trust established the Clinical Administration Programme as a means to support the organisation in the
delivery of a successful, high quality and cost effective administration service to our patients and clinicians.
We are working to create an administration service that supports and matches the high quality clinical care
that we offer that gets it right for patients first time. In the past patients have experienced some issues
associated with our administration including:





Difficulties contacting clinical services
Booking a new outpatient appointment
Cancellation of clinic appointments
Data quality issues affecting the management of patient pathways

The Trust has invested heavily in new technologies and a number of these have been implemented with the
benefits of each now being realised.
Digital Dictation
The implementation of this solution has provided greater visibility of workload, activity and performance
which has enabled a continued reduction in the delays around transcription and authorisation of clinical
correspondence. The Trust is now looking to develop its speech recognition capability to further quicken
the production of our clinical correspondence.
Self-Check-in and Patient Calling
The implementation of self-check-in has resulted in less queuing for patients attending our clinics along
with the provision of a more confidential environment for our patients.
Enhanced Telephony and Reminder Services
The enhanced telephony system has been successfully implemented across a number of areas including the
Outpatient Management Centre, Imaging and PALS. In addition to this the programme has implemented an
improved outpatient appointment reminder service. The key benefits of this project have been to improve
patient experience in contacting the hospital, reduced levels of non-attendance (DNA) and patient
reschedules and reduced wastage costs. Over the course of this year the programme will be looking
towards implementing this automated reminder service for inpatient and day case admissions.
Electronic-outcomes
This project replaces the current outmoded and paper based method of recording clinical outcomes and
future care plans. This solution has now been rolled out across a number of key specialties and a number
of the key benefits are now being demonstrated, these include:






Minimises missing information so improving patient safety
Reduced waiting times.
Reduced time needed on reception.
Improved Data Quality reducing validation time.
Improved Referral to Treatment (RTT) times.

Electronic Internal Referrals
The Trust has committed to developing a solution which removes the need to send paper around the
organisation. Not only will this speed up the referral process it will also improve patient safety through the
development of an auditable process.
Electronic Communication to Primary Care
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The Trust is currently working with its primary care colleagues to develop a solution which allows the
electronic sending of clinical letters and other correspondence. This will allow, at the point of approval by
the relevant clinician, for the correspondence to be sent directly to the GP clinical system.
Communication to Patients
The Programme is looking to develop a hybrid approach on the way in which we communicate with
patients. Options currently being explored include developing a managed mail service which will free up
staff time for those patients who would still appreciate a hard copy letter, e-mailing directly to patients
details of appointments or may be the outcome of an appointment that has just been held or offering
patients an opportunity to sign up to a secure web account where they can access all the information that
is relevant to them. The method of communication can be based around patient choice.
Workforce Structures
We need to improve our clinical administration, for our patients and also for our staff who work in
administration. One of the things we want to do is create an attractive career pathway in clinical
administration. This element has been developed well with the new Outpatient Management Centre
arrangements. We have also implemented the role of Clinical Administration Manager which provides an
ideal next step for Team Leaders and Medical Secretaries. We also need to ensure that we have the right
number of staff at the right grade delivering a high quality service to our patients and the clinical teams.
For this reason the programme will be assessing, in conjunction with the service lines, what the staffing
requirement is for individual teams and ensuring that we have the right staff doing the right jobs.
Training, Improved Supervision and Delivery of Service Standards
The Trust has invested in a clinical administration training function with the intention of providing a more
sustainable approach to ensuring our staff have the right tools and knowledge to enable them to do their
jobs. This is being supported by the Clinical Administration Manager role mentioned above. The key
deliverables for this are to:
 Ensure that all staff have received adequate training and support to enable them to effectively carry
out the role that is expected of them
 Ensure all staff receive adequate and effective supervision to ensure the achievement of service
standards
 Development of a set of agreed service standards along with action planning to ensure that individual
departments achieve what is required of them
In order to achieve this, the Trust has invested in its Clinical Administration Training function and agreed a
training strategy which significantly broadens capacity and capability to deliver effective training and
education to our staff.
Workforce Administration
The Programme has committed to developing the role of the Ward Administrator. This work will not only
improve the support, training and education that is provided for this vital function but also a commitment
to improve the hours of cover on the wards and to provide sustainable cover during periods of absence.
These improvements will allow the Trust to improve its patient flow for elective and non-elective patients
as well as releasing time for the clinical staff by preventing them from having to undertake administrative
duties.
Supporting our NHS Professionals (NHSP) colleagues
The Trust has committed to ensuring that all members of staff whether permanent or temporary feel
equipped to carry out their role. To this end we are working closely with NHSP to ensure that staff that
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they place can make an immediate contribution to the team by receiving their essential training as soon as
they sign up.

Clinical Coding
Clinical Coding is the process by which patient diagnosis and treatment is translated into standard,
recognised codes which reflect the activity that happens to patients. The accuracy of this coding is a
fundamental indicator of the accuracy of patient records.
Plymouth Hospitals NHS Trust was subject to a successful Information Governance Clinical Coding audit,
undertaken in October 2016, by Rosalind Ward for the period 2016/17. The error rates reported in the
latest published audit for that period for diagnoses and treatment coding (clinical coding) is detailed in the
table below. The Trust was previously subject to an Information Governance Clinical Coding audit by D&A
Consultancy in September 2013 and 2014 and Rosalind Ward in October 2015. The Trust is still achieving
Level 2.
Criteria
measured
Primary
diagnosis
incorrect (%)
Secondary
diagnosis
incorrect (%)
Primary
procedures
incorrect (%)
Secondary
procedures
incorrect (%)

2012
/13
5%

2013
/14
5%

2014
/15
10%

2015
/16
10%

2016
/17
8%

2.29
%

4.9%

4.9%

13.53
%

12.41
%

2.78
%

2.5%

1.4%

5.79
%

4.71
%

0.86
%

5.1%

3.9%

11.83
%

8.33
%

Data Quality
Clinicians and managers need ready access to accurate and comprehensive data to support the delivery of
high quality care. Improving the quality and reliability of information is therefore a fundamental
component of quality improvement.
The Trust monitors the accuracy of data in a number of ways including the monthly Data Quality Steering
Group (DQSG), Chaired by the Business Intelligence Manager. This group utilises the Trust’s internal Data
Quality Summary Reports and external Dashboards to monitor key indicators. Within the Performance &
Management Information Department is an RTT Validator who carries out the Data Quality actions from
the DQSG and a number of Analysts support Data Quality reporting.
Each Service Line area in the Trust has one or more Data Quality Champions, led by the Clinical Admin’
Managers. These operational Data Quality leads ensure their area is performing in accordance with the
required standards. As well as internal Data Quality summary reports, there are a variety of Data Quality
reports used by the operational teams to validate and correct issues.
All Data Quality reports, guidance and summaries are coordinated by the Data Quality handbook, an
electronic handbook providing a central point for all information. The Data Quality Champions and their
operational teams have detailed guidance to support them with undertaking Data Quality work and access
to APNs (Administrative Procedure Note) which explain the operational processes.
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In 2017 internal audit completed a data quality audit pertaining to diagnostic targets. This audit and
previous audits on referral to treatment waiting times, stroke, cancer waiting times and the Emergency
Department 4 hour target provide assurance against these essential performance indicators.
During 2016 the Trust worked closely with the Elective Improvement Team from NHS Improvement (NHSI)
to support progress towards achieving the 18 week RTT target. During this time the team from NHSI
validated the Information and Data Quality processes and reported back the following:
“There is a comprehensive data quality methodology in place within the Trust which is supported by a range
of data quality indicators and reports all available at specialty level. Where new DQ issues are identified
locally, the Trust has the flexibility to respond by developing additional reporting. The data quality
improvement process is clear with accountability positioned within the operational teams.”
And
“The Trust is making a conscious decision to move away from a validation approach (i.e. correcting data
retrospectively ahead of national returns) and more towards real-time audit; this is an approach that the IST
fully supports and should be recognised as best practice.”
National Data Quality Validity and Benchmarking
The Trust provides submissions to the Secondary Uses Service (SUS). This is a single source of
comprehensive data which enables a range of reporting and analysis in England and is run by the Health
and Social Care Information Centre. The table below shows the percentage of valid records in the
published data at month 9 2016/2017 for two key indicators:

Patient Pathway
Admitted patient care
Outpatients
Accident & emergency care

Valid NHS
Number
99.3%
99.7%
97.9%

Valid GP
Practice
100%
100%
100%

The Trust remains top in the peninsula for Data Quality Assurance on the SUS Data Quality Dashboards with
a total combined score of 99.6%

Duty of Candour
The Trust ensures Duty of Candour requirements are implemented following any ‘moderate harm’ or above
graded incident once it has occurred. There are key steps in the process as shown in the diagram below.
Where it is felt a ‘candour conversation’ is required, it is important to identify the most appropriate person
to conduct such a conversation, which in most circumstances it would be the clinician with whom the
patient has an active clinical relationship.
We ensure an account of the incident is provided, which is a true account of all the facts known about the
incident at the date of the notification, particularly including what happened, why and how it happened
and what can be done to stop it happening again to someone else?
We ensure the person(s) communicating with the patients and/ or relevant person;
 Has a good understanding of the facts relevant to the case
 Has excellent interpersonal skills, including being able to communicate with patients and/or relevant
persons in a way they can understand, avoiding excessive use of medical jargon
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 Is willing and able to offer an apology, reassurance and feedback to patients and/or their carers
 Is able to maintain a medium to long term relationship with the patient and/or their carers, where
possible, and to provide continued support and information
 Is culturally aware and informed about the specific needs of the patient and/or their carers
Where a patient safety incident has caused harm, an apology is offered to the relevant person, which is a
sincere expression of sorrow or regret for any possible harm and distress caused
Duty of Candour Diagram

Infection Control
The Trust has made significant progress towards modernising the service it offers and meeting the
challenging new agenda being set at both local and national levels. The Infection Prevention and Control
Team has dramatically changed the way it has worked in order to deliver a more clinically-orientated and
relevant service. This approach has been effective in both improving clinical practice and reducing rates of
hospital-associated infection.
Over the last few years, there have been significant improvements in hand hygiene compliance and clinical
practice audit scores, such as the Saving Lives High Impact Interventions. Infections due to meticillinresistant and susceptible Staphylococcus aureus (MRSA and MSSA) and Clostridium difficile have fallen, as
have rates of surgical site infection. Considerable Trust-wide effort is required to maintain and continue
these improvements, particularly if the Trust is to continue to achieve the MRSA bacteraemia and C. difficile
reduction targets.
The Quality Premium sets out the ambition for Clinical Commissioning Groups (CCGs) to deliver a 10% or
greater reduction in all Escherichia coli bacteraemias over 2017-18, using January to December 2016 as the
baseline year. During this period Plymouth Hospitals NHS Trust recorded 60 post-48 hour cases (compared
to ~100 for the previous three years). The subsequent objective will be to reduce all Gram negative
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bacteraemias by 50% by 2010-21. Achieving these reductions will be a key challenge over the next few
years.
Progress towards achieving key targets for 2016/17 was as follows:

 Reduce MRSA bacteraemias in line with agreed local and national targets. Between April 2016 and
March 2017, there were 2 MRSA bacteraemias (Target: no cases for the year).
 Reduce Clostridium difficile in line with agreed local and national targets. Between April 2016 and
March 2017, 37 cases of hospital-apportioned Clostridium difficile were recorded, of which 2 were
considered avoidable and 31 non-avoidable, with a decision awaited on the other 4 cases (Target:
fewer than 35 avoidable infections).
 Achieve a 5% reduction in all cases of MRSA. Between April 2016 and March 2017, there were 18 new
cases of MRSA compared to 30 the previous year (a reduction of 40%).
 Achieve a 5% reduction in all MSSA bacteraemias. Between April 2016 and March 2017, there were 46
MSSA bacteraemias compared to 45 the previous year (an increase of 2%).
 Maintain the mean ward closure time due to epidemic gastroenteritis below 7 days. Between April 2016
and March 2017, there were three ward closures due to norovirus (Mean closure time 2.7 days).
 Reduce other infections according to national and local priorities. Reductions achieved.
 Comply with current and new national mandatory surveillance requirements. Compliant.
 Support and assist in the implementation of screening high-risk patients for meticillin-resistant and
susceptible S. aureus (MRSA and MSSA). Compliant.
 Continue to follow local and national guidance to control and reduce Resistant Gram-negatives
including Carbapenemase-Producing Enterobacteriaceae (CPE). Compliant.
 Support and assist in the screening of patients for CPE. Complete.
 Continue to perform surgical site surveillance, including post-discharge surveillance, on all major
procedures. Complete.
 All wards to perform at least a monthly Hand Hygiene audit with compliance of at least 95%. Between
April 2016 and March 2017, the overall Trust hand hygiene compliance was 97%.
 All wards to perform at least monthly Saving Lives High Impact Intervention audits for in use medical
devices and score 100%. Data available on balanced scorecard.
 All wards to achieve compliance with Infection Prevention and Control audits. Data available on
balanced scorecard.
 Maintain availability of alcohol hand gel in clinical areas as close to 100% as possible. Between April
2016 and March 2017, the availability of alcohol hand gel in clinical areas was 95%.
 Continue to develop and update the IPC website. Completed.
 To comply with national legislation and guidance including the Health and Social Care Act (Code of
Practice for the NHS on the prevention and control of healthcare associated infections and related
guidance), Care Quality Commission Essential Standards, Winning Ways and national guidance on the
management of MRSA and C. difficile. Compliance reviewed and evidence folders updated.

Information Governance Toolkit
The Information Governance Toolkit is a Department of Health online system which all NHS organisations
and their partners complete on an annual basis. Completion of the toolkit allows the Trust to demonstrate
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that it complies with national standards for handling information. It covers personal information, i.e. that
relating to patients/service users and employees, and corporate information, e.g. financial and accounting
records. The Trust achieved a score of 76% for Version 14 (2016/17) of the Information Governance Toolkit
which was submitted by 31 March 17. The Trust was given a green rating for this attainment level.

Research and Development
Plymouth remains the most successful hospital in the Peninsula for commercial funded research and
recruitment to interventional trials.
Clinical research trials provide the evidence used to prevent, diagnose and treat illness through the
supporting, testing and development of new treatments. Research in the Trust may involve drugs, surgical
and other interventional techniques, devices, care pathways, patient related outcomes and all things
related to healthcare.
In recent years Plymouth has increased the volume complexity and diversity of its clinical research
portfolio. This has been made possible by developing a research and development workforce, both
administrative and nursing that has provided the platform on which clinical research has been made
possible. Coupled with an enthusiastic clinical workforce and a supportive trust environment have led to
increasing capacity and delivery of research projects.
There are currently 518 (Open) research projects ongoing in the Trust and we have recruited 4251 patients
into research projects this financial year, to date. 112 new research projects have been opened this year,
37 commercial research projects and 75 non-commercial research projects.
The Trust continues to be an active member of the Quintiles Prime Site Consortium. In the calendar year
2016, the Trust opened 6 Quintiles studies, recruited 73 patients to these studies.
The implementation of the DRIVE (Delivery of Research Improvements) initiative (described last year) which
is now embedded in our processes led to further improvements in recruitment pathways and feasibility
assessments of the Trust research projects. This together with the going live of TriNetX will deliver more
robust feasibility and ensure time to target is met.
In January the Trust trialled a new site audit process for one of its commercial pharmaceutical stakeholders.
Plymouth Hospital NHS Trust was the first site in Europe to “test” the process, which we are pleased to say
only; identified some minor findings.
There is continuing evolution of the integration of academic research between the Trust and University of
Plymouth. The near completion of the new laboratories connected to the John Bull Building (Medical
School) offers the exciting potential of a new chapter in the development of research. This will bring basic
research scientists from the University of Plymouth close to the hospital campus, providing the opportunity
for the Trust and University to move into the area of Translational Medicine. Translational Medicine is an
interdisciplinary branch of the biomedical field supported by three main pillars: benchside (lab), bedside
and community. It is hoped that collaboration with all the stake holders (including the public) will lead to
the potential for rationally designing new and more effective clinical trials.

Quality Account 2016/17

42

Annex C

Assurance Statements

The Trust continues to develop plans for a dedicated research facility, the T3 building to deliver Tomorrow’s
Treatments Today.
Conclusion
Plymouth Hospitals NHS Trust has a well established reputation for high quality research and development
and a strong record of participation in commercial and non-commercial clinical trials, as set out in this
report. Research at Plymouth Hospitals NHS Trust bears testimony to the commitment of both staff and
patients in bringing tomorrow’s treatments nearer today.

Medical Revalidation
Revalidation is the process by which all licensed doctors are required to demonstrate on a regular basis that
they are up to date and fit to practice in their chosen field and able to provide a good level of care. This
means that holding a licence to practice is becoming an indicator that the doctor continues to meet the
professional standards set by the General Medical Council (GMC) and the specialist standards set by the
medical Royal Colleges and Faculties.
Revalidation aims to give extra confidence to patients that their doctor is being regularly checked by their
employer and the GMC. Licensed doctors have to revalidate usually every five years, by having annual
appraisal based on the General Medical Council’s core guidance for doctors, Good medical practice.
Revalidation and medical appraisal are led in the organisation by Dr Philip Hughes, Medical Director and
Responsible Officer. He is supported by a Medical Appraisal Lead, a senior manager and an appraisal
administrator.
The appraisal and revalidation team participate in quarterly regional network events, ensuring that they are
aware of current developments and best practice in the field. The Trust submits quarterly returns as
required by NHS England, as well as a detailed annual audit.
The Annual Medical Appraisal and Revalidation report was presented to and approved by the Trust Board in
September 2016.

Nursing Revalidation
Nursing and midwifery revalidation requires all Nursing & Midwifery Council (NMC) registrants to revalidate
every 3 years in order to maintain their registration.
The Director of Nursing is the appointed its Responsible Officer, who is leading on the management of
revalidation for Nursing & Midwifery Council registrants. The Trust has a Revalidation Policy which outlines
individual’s roles and responsibilities, the support available to registrants and confirmers and the Trusts
monitoring and compliance arrangements.
The administration function is designed to provide advance notice to registrants and their managers of
revalidation dates and detail what associated support and guidance is available. Revalidation completion
rates are monitored and escalation arraignments are in place for those who are approaching their
registration date and have not completed revalidation, or where registration has lapsed.
During the last year, the Trust confirmed revalidation for all registered nursing and midwifery staff who
were due for revalidation.
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Audit Name

NCAPOP Mandatory Audits
Acute
National Emergency Laparotomy Audit (NELA)
Acute
National Joint Registry (NJR) - Hip replacement
Acute
National Joint Registry (NJR) - Knee replacement
Acute
National Chronic Obstructive Pulmonary Disease
(COPD) Audit Programme

Secondary
Cancer
Bowel Cancer (NBOCAP)
Cancer
National Lung Cancer Audit (NLCA)
Cancer
Head and Neck Cancer Audit (DAHNO/HANA)
Cancer
Oesophago-gastric Cancer (NAOGC)
Cancer
National Prostate Cancer Audit
Heart
Acute Coronary Syndrome or Acute Myocardial
Infarction (MINAP)
Heart
Adult Cardiac Surgery
Heart
Cardiac Rhythm Management (CRM)
Heart
Coronary Angioplasty/National Audit of Percutaneous
Coronary Interventions (PCI)
Heart
National Heart Failure Audit
Heart
National Vascular Registry
Long Term Conditions Inflammatory Bowel Disease (IBD) programme
Long Term Conditions
Long Term Conditions
Long Term Conditions
Long Term Conditions
Older People

Older People
Other

Other

Diabetes (Paediatric) (NPDA)
National Diabetes Audit – Adults - National Inpatient
Audit (NaDIA)
National Diabetes Audit – Adults - National Pregnancy
in Diabetes Audit (NPID)
Rheumatoid and Early Inflammatory Arthritis
Falls and Fragility Fractures Audit programme (FFFAP)

Inpatient Falls

National Hip Fracture Database
Sentinel Stroke National Audit programme (SSNAP)
National Ophthalmology Audit

Cataract Surgery

National Clinical Audit of Specialist Rehabilitation for
Patients with Complex Needs following Major Injury
(NCASRI)
Other
Medical and Surgical Clinical Outcome Review
Programme

Cancer in Children, Teens and Young Adults

Non-invasive ventilation
Older People
National Audit of Dementia
Women's and Children Child Health Clinical Outcome Review Programme
(NCEPOD)

Chronic Neurodisability

Young People’s Mental Health
Women's and Children Maternal, Newborn and Infant Clinical Outcome
Review Programme (MBRRACE-UK)
Women's and Children Neonatal Intensive and Special Care (NNAP)
Non NCAPOP Audits
Acute
Case Mix Programme (CMP)
Acute
BTS – Adult Asthma
Acute
BTS - Paediatric Pneumonia
Acute
BAUS Urology Audits

Status

% of cases
submitted

Continuous data collection
Continuous data collection
Continuous data collection
Completed

100%
N/A
N/A
100%

Continuous data collection
Continuous data collection
Continuous data collection
Continuous data collection
Continuous data collection
Continuous data collection

100%
100%
100%
100%
100%
100%

Continuous data collection
Continuous data collection
Continuous data collection

100%
100%
100%

Continuous data collection
Continuous data collection
Did not participate due to
operational pressures
Completed
Continuous data collection

100%
N/A
N/A

Continuous data collection

100%

No submission requirement
during 2016-17.
Continuous data collection

N/A

Continuous data collection
Continuous data collection
commenced mid 2016-17 following
implementation of Medisoft IT
solution. The Trust will not be
included in this reporting period.
In progress

100%
N/A

In progress

N/A

In progress
In progress

100%
See below

Continuous data collection

100%

Continuous data collection

100%

Continuous data collection
Completed
In progress

100%
100%
N/a
100%
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Acute
Acute
Acute
Acute

Acute
Blood and Transplant

Heart
Other
Other

Other
Other

Audit Name

Status


Female Stress Urinary Incontinence Audit

Radical Prostatectomy Audit

Nephrectomy audit

Percutaneous Nephrolithotomy (PCNL)
RCEM - Moderate & Acute Severe Asthma - adult and
paediatric (care in emergency departments)
RCEM - Severe Sepsis and Septic Shock
(care in emergency departments)
Neurosurgical National Audit Programme
Renal Replacement Therapy (Renal Registry)

Completed
In progress
In progress
Completed

Major Trauma Audit
National Comparative Audit of Blood Transfusion
programme

Re-audit of the 2016 audit of red cell and platelet
transfusion in adult haematology patients

Re-audit of Patient Blood Management in
Scheduled Surgery
National Cardiac Arrest Audit (NCAA)
Endocrine and Thyroid National Audit (BAETS)
Elective Surgery (National PROMs Programme)

Unilateral Hip Replacement

Unilateral Knee Replacement

Varicose Veins Surgery

Groin Hernia Surgery
UK Cystic Fibrosis Registry – Adult
UK Cystic Fibrosis Registry - Paediatric

% of cases
submitted

Completed

100%

Completed

100%

Continuous data collection
Continuous data collection

Continuous data collection

100%
Unknown Report due
Apr-17
100%

Completed

100%

Completed
Continuous data collection
Continuous data collection
Continuous data collection

100%
100%
N/a
100%

Continuous data collection
Continuous data collection

100%
100%
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National Confidential Enquiries
During 2016/17 hospitals were eligible to enter data into four NCEPOD studies. The Trust submitted data for all four studies,
equating to 100% participation. Full details of national confidential enquiries can be found at www.ncepod.org.uk. Details are
listed below:
Non-Invasive
Ventilation (NIV)

The aim of this study is to explore avoidable and remediable factors in the process of care for patients
treated with non-invasive ventilation. This study focuses on the prompt recognition of ventilatory failure and
rapid initiation of NIV.

Cancer in
Children, Teens
and Young
People

The aim of the study is to review patients under the age of 25 years old that have had unplanned admission
to critical care within 30 days of receiving systemic anti-cancer therapy (SACT). This study also reviews the
decision making and consent process around the prescription of SACT.

Chronic
Neurodisability

The aim of this study is to identify the remediable factors in the quality of care provided to children and
young people with chronic disabling conditions, focusing in particular on cerebral palsies. The study focuses
on professionals with a range of expertise, procedures and interventions, and access to equipment.

Young People’s
Mental Health

The aim of this study is to identify the remediable factors in the quality of care provided to young people
treated for mental health disorders; with specific reference to depression and anxiety, eating disorders and
self-harm.

Title of Study
Non-Invasive Ventilation
(NIV)
Cancer in Children, Teens
and Young People
Chronic Neurodisability
Young People’s Mental
Health

Status

Number (%) of
cases included

Action
All 5 cases selected by NCEPOD received home oxygen
and were excluded from the study. The report is due
to be published in June 2017.
At present no cases have been selected for further
review by NCEPOD.

Completed

0

In progress

0

In progress

10

An additional 3 cases were selected and excluded from
the study.

In progress

4

One of the 4 cases is being reviewed as possible
exclusion.
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PRIORITY 1: Mandatory National Audits
Sentinel Stroke National
Audit Programme (SSNAP)

There are no actual recommendations from the SSNAP but there is regular analysis of areas that have
lower scores. This is aided with the development of an improvement plan. A process has been
implemented where Root Cause Analysis reports will be undertaken for all instances where it has taken
over 60 minutes ‘door to needle’ time in a bid to improve thrombolysis rates. There is also a business
case to address staffing levels for the number of Allied Health Professionals vs number of Acute Stroke
beds. This is to address the National Stroke Standards.

Case Mix Programme
(CMP)

The data is submitted through the Intensive Care National Audit & Research Centre (ICNARC) system on a
quarterly basis. The key changes in the last year have been in trying to reduce delays to discharge from
the Intensive Care Unit to the wards. This is part of a larger quality improvement project due to this
becoming a Commissioning for Quality and Innovation (CQUIN) national goal.

National Joint Registry
(NJR)

The Trust was highlighted as an outlier and one of the worst performing in respect of knee replacement
revisions. NJR indicated that it is possible that within the national data that some revisions are underreported. The Trauma and Orthopaedic Service Line has confirmed that there has been data collection
and entry concerns due to a shortage and change of administrative staff. New processes have been
implemented and a local performance report is being developed to highlight missing submissions from
the NJR. The Lead Nurse will then chase missing NJR forms to ensure 100% data submission.

National Cardiac Arrest
Audit (NCAA)

The Trust is part of the National Cardiac Arrest Audit (NCAA) which examines cardiac arrest data and
benchmarks against many other acute Trusts. The latest NCAA report 2015-2016 highlights the Trust has
34% cardiac arrest survival to discharge rate, which is much higher than the national average of 18-21%.
This improved success rate is likely to be attributed to the resuscitation policy and usage of the Devon
Wide Treatment Escalation Plan (TEP) documentation that identifies patients appropriately ‘not for
resuscitation’ and preventing futile and inappropriate resuscitation attempts.

PRIORITY 2: Corporate Must Do Audits
Clinical Record Keeping

Ionising Radiation (Medical
Exposure) Regulation
(IRMER)

It is essential that a planned programme of audit of our clinical record keeping is undertaken across all
specialties to ensure that the quality of the health record facilitates high quality treatment and care.
It is also a mandatory requirement of the Department of Health to undertake an annual
assessment (Information Governance Toolkit) which states that clinical record-keeping audits must
be undertaken across at least 50% of specialties to assess the standard of record-keeping.
The Trust achieved 71% compliance in 2016/17. Compliance is monitored through the Clinical
Effectiveness Group.
A rolling audit programme is being implemented across specialties where agreements have been
made for clinicians to evaluate a patient’s films within the patients’ clinical record rather than awaiting a
formal Radiologist report.
Six of the eight specialties required to undertake this audit have completed. There are two areas of noncompliance that are being monitored through the Radiation Protection Committee.

PRIORITY 3: Service line must do clinical audits
Predictors and outcomes
of completion axillary node
clearance in node positive
breast cancer patients at
Derriford hospital

The evaluation was undertaken as part of a quality assurance process for the West Devon and East
Cornwall Breast Screening Unit. This was undertaken due to uncertainty created by out of date national
best practice guidance to ensure that local practice is appropriate. The auditor concluded that the Breast
Unit have been able to navigate safely through a time of contradicting guidance from various medical
bodies regulating the practice and that there is no requirement to change current practice.

Has the use of Octenilin as
opposed to chlorhexidine
for skin preparation prior
to needing vascular access
improved patients skin
irritation/dermatitis

This retrospective audit was undertaken to review the effectiveness of a departmental change to use
Octenilin as opposed to chlorhexidine for skin preparation to see if a patient’s skin irritation / dermatitis
improved. There was a noted increase in the number of dialysis patients developing dermatitis due to the
frequent cleansing of the fistula area. The audit results show conclusively that all patients previously
suffering from dermatitis were clear of any signs of dermatitis six months after the change of skin
preparation from Chlorhexidine to Octenilin. Octenilin was found to be an effective and safe alternative
skin cleanser for patients reacting to Chlorhexidine and there have been no recorded problems with
anaphylaxis, skin irritation or infection. The locally agreed change to introduce Octenilin has been agreed
by the Infection Control Team and the revised protocol is being implemented for all Haemodialysis
patients.
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Audit Description

Comments

Safety, visual and
anatomical outcomes of
intravitreal injection of
Ozurdex performed same
day with cataract surgery

A retrospective observational review was undertaken of 16 consecutive eyes that underwent a combined
surgical procedure (micro incisional cataract surgery by phacoemulsification and intravitreal application
of steroid implant Ozurdex®) for the treatment of significant cataract and macular oedema due to
diabetic retinopathy or retinal vein occlusion. The review concluded that the procedure can be done
safely in one session and that it delivers expected anatomical and visual benefits in the majority of
patients. It also found during a review of the age related factor that younger patients had better final
visual acuities and better response in Central retinal thickness (CRT) reduction.

Emergency Care
Physiotherapy Audit (7 day
working)

The aim of this audit was to ascertain the number of physio referrals after 5pm on weekdays and to see if
a patients’ length of stay could be decreased if there was a late shift physio. The initial audit undertaken
in December 2015 highlighted that 37% of the patients visited during the late shift (5-7pm) were
discharged that evening and would usually wait until the following day for assessment. A Band 6
Physiotherapist post that works 10am – 7pm was piloted. Subsequent evaluation found this pilot to be
successful and resulted in a substantive appointment to this post. A further re-audit will be undertaken
to assess the effectiveness of this appointment.

PRIORITY 4: Specialist Interest Audits
Immunisation of Infants at
Risk of Hepatitis B

This audit aimed to identify the level of compliance in following the departmental guideline regarding the
indications, procedure, recording and reporting. The results highlighted that only 11% of the
immunisation schedules were followed up and that further work was required in regards to recording the
Hep B vaccination. The cause was linked to unclear information in the guideline as to which paperwork
was required. A detailed action plan has been created to assist in appropriate completion of the
Hepatitis B immunisation schedule with the majority of actions near completion. This includes adding an
additional training requirement to Junior Doctor departmental induction.

Anticipated Nausea and
Vomiting in Chemotherapy
Patients

This service evaluation looked to find patterns in chemotherapy patients with anticipated nausea and
vomiting (ANV) affects. A questionnaire was collected to identify the patients that could be treated with
antiemetic drugs prior to treatment. The results highlighted anxiety amongst patients prior to and during
to chemotherapy treatment and it was agreed that further discussions were required with the patients’
during their ‘New Patient’ talk. During the new patient assessment a screening process will be
implemented to assess whether it is appropriate to treat patients with anti-emetic drugs and relaxation
therapies prior to their treatment to help them cope with anxiety which could lead to anticipatory
nausea and vomiting.

Audit on virtual diabetic
retinopathy clinics in the
Royal Eye Infirmary

This audit aimed to review the outcomes and patient satisfaction of four pilot virtual diabetic retinopathy
clinics from April 2016 –June 2016. The pilot received good patient satisfactory with 97% of patients
advising they would recommend the service. The virtual clinics resulted in only 30% requiring attendance
for further treatment with 42% of patients being discharged from the service without having to attend a
further unnecessary visit to the hospital.
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Priority 1: Staffing – Improve the patient experience by ensuring our wards
and departments have the correct levels of staff with the appropriate skills
Rationale
Having the right nursing staff in the right place at the right time is a fundamental
element to delivery of safe high quality care for our patients. Patient survey results
show us patients do not always feel the wards are adequately staffed. Nursing,
midwifery and care staff, working as part of wider multidisciplinary teams, play a
critical role in securing high quality care and excellent outcomes for patients

How we will do it
We will continue to adopt innovative approaches to the recruitment of clinical staff
but face challenges in recruiting staff in some key service areas and are developing a
stronger plan for addressing these issues on a sustainable basis.
•
•
•

Current Position
We have reviewed our current position based on information from the past 12
months. We have then used this information to set targets for the coming year.
Description
Maintain agreed staffing levels for all wards in line with
Safer Staffing

Reduce staff sickness and absence levels
Reduce the overall staff vacancy factor
Reduce the number of complaints relating to staff
attitude and behaviour
Improve patient’s perception of staffing on our wards In your opinion are there enough nurses on duty to care
for you in hospital? (Q31 National Inpatient Survey –
Always / Nearly Always)
Call bells to be responded to within 5 minutes (Q44
National Inpatient Survey 2016)

2016/17
Performance
Planned vs
Actual
Feb 17 –
overall 91.1%
4.14%

2017/18
Target
Planned vs
Actual >95%

11.14%

tbc

107

<10%

56%

>65%

80%

>90%

•

•

•
tbc

Improve the hospital website in order to attract staff to the organisation and
develop a prospectus to inform potential staff about our specialist areas.
Complete an annual establishment review In line with the National Quality
Board recommendations.
Put in place a quarterly review process to ensure workforce plans remain in
alignment with the Trust’s financial and activity plans. This approach will ensure
that we not only track delivery but that we also revise our plans to meet our
activity requirements by adapting roles and skills mix in light of changing
recruitment market features.
Progress the reporting of all health roster metrics to enable real time monitoring
of ward performance of rosters, including the Carter metrics on workforce
efficiencies.
Implement the full guidance regarding Care Hours per Patient Day. This will
allow us to review the amount of nursing hours that is needed to care for our
patients safely.
Build on the successes of previous recruitment open days and schedule future
dates for 2017/18.

Measuring Progress
We will monitor staffing levels and incidents on a monthly basis to the Nursing and
Midwifery Operational Committee, chaired by the Director of Nursing. In addition
we will provide monthly and bi-annual updates to the Patient Experience
Committee, Trust Management Executive and Public Trust Board. External reports
monitoring progress against staffing levels will be provided to our commissioners,
NHS Improvement (NHSI) and the Care Quality Commission.
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Priority 2: Reduce the number of patients who are cancelled and ensure
patients are able to access services within acceptable timeframes
Rationale
Patients have the right to expect timely care which is in line with best practice. The
Trust has recently experienced difficulties with capacity which resulted in
cancellations for patients and longer waits for treatment that we would like.
Current Position
We have reviewed our current position based on information from the past 12
months. We have then used this information to set targets for the coming year.
2016/17
Performance

2017/18
Target

Number of patients who are cancelled

3.03%

0.80%

A&E four hour waiting time

84.34%

95% tbc

Referral to Treatment incomplete pathways
 The operating standard for all providers is 92%
and any deviation below this must be
specifically agreed with the provider regulator
and commissioners.
 Where there are over 52 week waiters,
develop trajectories to eliminate all over
52week waiters as soon as possible and by no
later than March 2017.
Over 6 week diagnostic waiting times
 Develop bespoke trajectories which as a
minimum delivers 1% or below

85.7%

92% by
March 2018
tbc

Description

How we will do it
We are developing improvement trajectories for each of the key national operational
standards. The current position for each of the key national performance standards is as
follows:
 Urgent care: We are currently planning to meet the national standard of at least
95% of patients being admitted, transferred or discharged within 4 hours by January
2018.
 Elective care: We are currently planning to reduce the number of patients waiting
longer than 18 weeks for treatment and achieve a standard of 89% by March 2018.
This is informed by the discussions currently being held within the STP.
 Diagnostics: We are currently planning to meet the national standard of <1% of
patients waiting more than 6 weeks by October 2017. The achievement of this
trajectory will be dependent on a number of critical factors including equipment
developments, continued outsourcing and successful recruitment to key positions.
 Cancer: We are currently planning to meet the national standard of at least 85% of
patients within agreed timeframes and are in the process of revising our profile of
improvement.
Putting Patients First

3.7%

<1% tbc

Putting Patients First (PPF) programme, is designed to improve flow through our hospital
and improve quality of care for patients as well as quality of working life for our staff.
We’re seeing early signs of improvement, for example, higher number of discharges
before midday and on the weekend, but we know there is more to be done and Putting
Patients 1st is the lynchpin of our internal transformation. We have an ethos of
continuous improvement and our own Quality Academy to support this. Allied to this,
teams in procurement, service improvement and finance are working to help clinical
services Get it Right First Time.

Measuring Progress
We will monitor progress against the overall projects through the Service Improvement
programme structure and drive changes in practice via the Quality Improvement
Committee chaired by the Medical Director. These programmes will be governed through
the Operational Performance & Delivery Group (OPDG) and regular reports to the Trust
Board.
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Priority 3: Improve the quality and reliability of the care we provide to our
patients

timely fashion and contains the information of most value to our patients. This project
will run for a year when we will be expecting our first pilots of the new process to be in
place.
Description

Rationale
Untreated sepsis can progress to severe sepsis, multi-organ failure, septic shock and
ultimately death. Septic shock has a 50% mortality rate. Sepsis in children is estimated to
be 10 – 15% and is the most common cause of direct maternal death. Around 35,000
people die from sepsis in England each year. As a patient in hospital there is a chance
that if you deteriorate you may not receive the necessary response in a timely fashion.
This may cause you to be more unwell, affect your treatment, increase your length of
stay and alter your views about your experience in hospital.

Current Position
We have reviewed our current position based on information from the past 12 months
and used this information to set targets for the coming year.
Deteriorating Patient (Sepsis)
We have made a significant improvement in sepsis management across the organisation
in the last 12 months, time to antibiotics has improved from 5 hours to 44 minutes.
Assessment tools and educational resources had been provided to our staff and the
learning made from our acute admission areas is now being spread to wards where the
highest incidences of sepsis are likely. This work will continue in 2017 and 2018 as we are
part of the national CQUIN programme.
Audit results indicate that we do not always record a full set of vital observations and we
do not always document when we escalate that a patient has triggered. We need a
robust data capture of observations that have been carried out on the ward and the
ability to auto trigger on an alert.
E-Discharge
This project will be focusing on managing the information that is provided when patients
leave the hospital. We recognise how important it is that patients understand there
recent admission in respect of their diagnosis, medications, ongoing care and possible
complications. We will be working with our patients, general practitioners, pharmacists,
community staff and the staff at our organisation to make sure that when we discharge
patients, they have the best possible information, that it is accurate, is provided in a

Severe Sepsis – screening of all patients who present
with potential sepsis
Severe Sepsis – antibiotics to be given within one hour
of diagnosis
Severe Sepsis – 3 days after antibiotics have been given
a review of the appropriateness to continue is required.

2016/17
Performance
97% - ED
75.5% -MAU/SAU
66% - ED
77% -MAU/SAU
100%

2017/18
Target
95%
95%
100%

How we will do it
Deteriorating patient (Sepsis)
• Adopt the national CQUIN targets for sepsis for 2017/18 as our ambition
• Continue to run the sepsis programme through the sepsis management group
• Provide data to our ward areas to ensure the know their daily performance in the
management of septic patients
• Focus more on the management of septic children to ensure they get best care
• Introduce the electronic observations project
• Complete a procurement exercise to evaluate and purchase an electronic patient
observation and monitoring system on wards
E-Discharge
We will work with patients and colleagues to identify what information is needed at the
point of discharge.

Measuring Progress
We will monitor progress and drive changes in practice monthly via the Quality
Improvement Committee chaired by the Medical Director. Clinical teams will be
monitored against progress using the CQUIN metrics agreed with our commissioners.
Through the electronic whiteboard system SALUS, all of our ward areas are able to
monitor a number of key safety and quality indicators, which will enable ward staff to
monitor their progress in key safety areas and take action.
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Sign Up to Safety
Sign up to Safety is a national initiative to help NHS organisations achieve their patient safety aspirations
and care for their patients in the safest way possible. We want to give patients confidence that we are
doing all we can to ensure the care they receive will be safe and effective at all times.
We shape our work around the following key areas, which help us remain open to learning:
 How do we create lasting change and a future where patients and those who care for them are free
from avoidable harm?
 How can we create a safety culture that leads to lasting change? If we create a culture where staff and
patients are treated with empathy and kindness when things go wrong we can learn more about what
we can do differently to make care safer
 If the solutions and proven interventions exist already, we can help people with implementation of
evidence based interventions and tools to inspire and motivate people to keep going
 Are we working inter-professionally and increasing the reliability of the fundamentals of care? e.g.
communication
 Do we capture data and learn from incidents and investigations effectively? If we do this we will have a
good chance of preventing things from going wrong in the future
At the heart of Sign up to Safety is the philosophy of locally led, self-directed safety improvement. Sign up
to Safety is designed to help realise the ambition of making the NHS the safest healthcare system in the
world by creating a system devoted to continuous learning and improvement. This ambition is bigger than
any one individual or organisation and achieving it requires all our staff to unite behind this common
purpose. We want to give patients confidence that we are doing all we can to ensure the care they receive
will be safe and effective at all times. Sign up to Safety aims to deliver harm free care for every patient,
every time, everywhere. It champions openness and honesty and supports everyone to improve safety for
our patients.
Sign up to Safety’s 3 year (2015-16, 2016-17, 2017-18) objective is to reduce avoidable harm by 50% and
save 6,000 lives. As part of Signing up for Safety our organisation has committed to setting out the actions
to improve safety and made the following pledges:
 Put safety first: Commit to reduce avoidable harm in the NHS by half and make public our goals and
plans developed locally.
 Continually learn: Make our organisation more resilient to risks, by acting on the feedback from
patients and by constantly measuring and monitoring how safe our services are.
 Honesty: Be transparent with people about our progress to tackle patient safety issues and support
staff to be candid with patients and their families if something goes wrong.
 Collaborate: Take a leading role in supporting local collaborative learning, so that improvements are
made across all of the local services that patients use.
 Support: Help people understand why things go wrong and how to put them right. Give staff the time
and support to improve and celebrate the progress.
Our pledges were derived from current programs of work identified from incidents, NHS Litigation
Authority claims and patient and staff feedback as well as nationally recognised areas for improvement.
The following programs of work have been included for the coming year:
Reduce falls leading to harm
We continue to work on reducing our number of falls that harm our patients, and we are on track to
achieve our 20% reduction for 2016/17. We have set a new target for the 2017/18 year to further reduce
the number of falls resulting in harm by a further 10%. We take into account recommendations from
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national reports, and will take part in the National Audit of Inpatient Falls in May 2017. We learn from our
data so we know what we need to do differently to further reduce the risk of harm to the patients in our
care. Our Falls Risk Assessment and Care Plan is specific to the patient and we continue to support our
ward teams to put in place measures to help reduce the risk of falls. We know we can further improve the
way we implement these measures, and so the 2017 work around reducing falls will be focused much more
on ensuring those specific measures to reduce the risk of falls are in place for our patients. We will also be
looking at the reasons as to why a patient may fall on more than one occasion

Reducing Harm from Pressure Ulcers
We are on track to achieve our targeted reduction in grade 2-4 hospital acquired pressure ulcers and have
set a target of a further 10% reduction in 2017/18. We continue to ensure that we learn from our
investigations and data in order to reduce the occurrence of pressure ulcers. Work continues on improving
the accuracy of pressure ulcer risk assessment and the use of appropriate measures to reduce the risk to
our patients by further developing the skills and knowledge base of inpatient nursing staff. The tissue
viability team continue to work in targeted areas to reduce the number of pressure ulcers occurring.

Reduce the number of adverse incidents resulting from failure to respond to a deteriorating patient
The year has been a significant improvement in sepsis management across the organisation. The average
time to antibiotics has improved from 5 hours to 44 minutes. Assessment tools and educational resources
have been provided to our staff and the learning from our acute admission areas is now being spread to
wards where the highest incidences of sepsis are likely to occur. The organisation has been shortlisted in
the national patient safety awards for the work on sepsis. This work will continue in 2017 and 2018 as we
are part of the national CQUIN programme.
Responding to diagnostic reports
We intend to improve our timeliness in responding to diagnostic reports. The recommended further
actions within these reports will be acknowledged and implemented when clinically appropriate. There can
be adverse consequences resulting from delays to diagnosis and treatment. This project aims to eradicate
delays.
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Annex H Statement of directors’ responsibilities
The directors are required under the Health Act 2009, National Health Service (Quality Accounts)
Regulations 2010 and National Health Service (Quality Accounts) Amendments Regulations 2011 and 2012
to prepare a Quality Account for each financial year. The Department of Health has issued guidance on the
form and content of annual Quality Accounts (in line with requirements set out in Quality Accounts
legislation).
In preparing their Quality account, directors should take steps to assure themselves that:
 the Quality Account presents a balanced picture of the trust’s performance over the reporting period;
 the performance information reported in the Quality Account is reliable and accurate;
 there are proper internal controls over the collection and reporting of the measures of performance
included in the Quality Account, and these controls are subject to review to confirm they are working
effectively in practice;
 the data underpinning the measure of performance reported in the Quality Account is robust and
reliable, conforms to specified data quality standards and prescribed definitions, and is subject to
appropriate scrutiny and review;
 the Quality Account has been prepared in accordance with any Department of Health guidance.
The directors confirm to the best of their knowledge and belief that they have complied with the above
requirements in preparing the Quality Account.
By order of the Board

Richard Crompton
Chairman

Ann James
Chief Executive

Date: 30 June 2017

Date: 30 June 2017
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Local Healthwatch (Plymouth, Cornwall, Devon and Torbay)
Local Healthwatch (Plymouth, Cornwall, Devon and Torbay) continue to work with Plymouth Hospitals NHS
Trust to ensure that the patient voice is heard at service design and decision making level.
We were pleased to read the Quality Account for Plymouth Hospital NHS Trust for 2015/16. Despite the
ever increasing challenges faced by the Trust considerable progress in its action plan following both its CQC
inspection in 2015 and re-inspection in 2016 has started to deliver resulting in areas being previously rated
as ‘Inadequate’ now being rated as ‘Good’ or ‘Requires Improvement’.
The level of operational pressure felt by the Trust continues to be high, with the number of attendances at
the Emergency Department continuing to increase, leading to increasing admissions that impact on the
delivery of elective procedures. This in turn leads to patient frustration due to significant cancellations of
operations. Part of the challenge faced by the Trust around this involves the timeliness of the discharge
process. Whilst the Trust has made improvements in their process, particularly around the pharmacy
medication process, they continued to be hampered by finite resources in the local health and social care
system to deliver follow on care.
Patient feedback received around Derriford Hospital and its services is generally positive, with most
commenting on the excellent level of care received and the way that staff positively go about delivering
that care. However, there are occasions when things don’t quite go as planned and we note the Trust’s
commitment to continue to improve the quality and safety of care provided. With reference to the work
done on Priority 2: Reduce the number of patients who are cancelled and ensure access to services within
acceptable timeframes; this is fully supported by local Healthwatch as we can confirm that the feedback
shared with us expresses waiting times as an area of complaint and concern.
We note and support the Trust’s priorities for 2017/18 around staffing levels, reduction in cancellation of
procedures and timely access to services and improving the quality and reliability of care provided to
patients. In particular we also note the introduction of the first element of the eNotes project in a move
away from paper records to a more seamless digital solution to Patient Records.
Local Healthwatch continues to work with Plymouth Hospitals NHS Trust as a critical friend, where
representatives from Healthwatch Plymouth and Cornwall attend the Patient Experience Committee. These
meetings are an effective way to allow health professionals to understand concerns of patients that use
their services. Likewise Healthwatch Devon continue to liaise directly with the patient experience lead via
the regional patient experience network.
Both Healthwatch Cornwall and Plymouth continue to have a monthly presence at Derriford Hospital
gathering the views of patients, relatives and carers.

Northern, Eastern and Western Devon Clinical Commissioning Group
Introduction
NHS Northern, Eastern and Western Devon Clinical Commissioning Group (the CCG) welcomes the
opportunity to review and comment on the Quality Account for Plymouth Hospitals NHS Trust (PHNT)
2016/17 and would like to offer the following commentary.
As commissioners of health services we have a duty to ensure that the services commissioned are of good
quality and we are pleased to see that there continues to be a whole system approach by the Trust to
ensure continued patient safety. We have continued to work with the Trust through well-established
mechanisms to monitor the quality of services and continuous improvement.
Achievements of note which we would like to commend the Trust on include:
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Care Quality Commission (CQC)
As the first Trust in the south west to be awarded ‘Outstanding for caring’ the CCG recognises the
significant hard work and commitment to quality and patient safety demonstrated by the staff and
leadership at PHNT in order to achieve this status.
Additionally, the Trust should be congratulated on achieving a significant improvement in domains rated as
‘Requires Improvement’ or ‘Inadequate’ there are now 38 domains rated as ‘Good’
Commissioning for Quality and Innovation (CQUIN)
The CCG has worked collaboratively and successfully with the Trust to develop the Commissioning for
Quality & Innovation (CQUIN) scheme for 2016/17 and the Trust was able to demonstrate improvements in
the management of patients with sepsis. This work will continue in 2017/18.
Maternity
The new maternity pilot integrating midwives into the ambulance call centre is an exciting innovation.
Upon completion the CCG would wish to work with the Trust to better understand how this initiative could
improve outcomes for mothers and babies. The work to be carried out by the Trust and the CCG
collaboratively in implementing the Better Births policy will be crucial in addressing safety and continuing
to see improvement in maternity outcomes.
Safe Care
The CCG acknowledges that despite the significant pressures the Trust has prioritised reducing
cancellations and delayed treatments. The CCG will continue to support the Trusts initiatives and is
confident that they will drive this agenda forward.
Patient Experience
The CCG is delighted that the Trust will continue its work from 2016 to deliver the 6 C’s in a new strategy to
add value to a patients care to achieve better outcomes, patient experience and better use of resources led
by the Matrons and Heads of Nursing.
This is in addition to the Trust continuing their work to improve the overall patient experience which has
demonstrated consistently positive feedback from patients, carers and service users.
Looking forward
The CCG welcome the specific priorities for 2017/18 which are highlighted within the report and consider
that they are appropriate areas to target for continued improvement. The CCG is assured that these
priorities were developed in conjunction with key stakeholders, including staff and patients.
It is felt overall that the report is well written and reflective of quality activity and future aspirations. The
CCG looks forward to continuing to work in partnership with the trust to assure the quality of services
commissioned in 2017/18.
Lorna Collingwood-Burke
Chief Nursing Officer

Plymouth Caring Plymouth Scrutiny Panel
Unfortunately due to a conflict between the deadline set by the Department of Health for the submission
of Quality Accounts and the Council’s municipal calendar the Caring Plymouth Scrutiny Panel has been
unable to consider these Quality Accounts as part of a standard committee meeting.
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Cornwall Health and Adults Overview and Scrutiny Committee
Thank you for providing us with your quality account for the year 2016 - 2017. Cornwall Council entered
into the pre-election period on 20 March 2017 and an election was held on the 4 May 2017.
The next meeting of the Health and Adult Social Care Overview and Scrutiny Committee will not take place
until June 2017. Therefore the Committee have not met to agree a statement on the quality account
provided by the organisation.
It is confirmed that representatives of Plymouth Hospitals NHS Trust have attended meetings when needed
and the organisation has provided reports and information to the Committee on an ongoing basis.
Patient Council
In its successful second year, the Patient Council has worked to optimise its good relationship with the
Trust Board to both support and challenge them in the delivery of their mission to put the patient at the
centre of all they do.
The year also saw increasing contact from managers in many hospital areas, clinical and administrative,
asking for patient input to new projects and initiatives.
Council members continue to be involved in a number of activities including:
 Stakeholder feedback for the Success Regime
 PLACE assessments (patient view of the hospital environment, catering, cleanliness etc.)
 Spot checks on wards and corridors, trying to ensure that equipment is kept to one side in order to help
those with sight and orientation difficulties
 End of life care
 Discharge management
 Anti-smoking working group
 Patient/community support groups
 Input to the hospital Quality Academy
 Contributing to the development of the new hospital website
 Raising the profile of the disabled patient, especially with respect to accessibility issues
 Contributing to the Equal opportunities group
 Environmental issues on the hospital estate
 Enhancing patient involvement in their treatment plans using new technology, liaising with clinical staff
at consultant level
2016 also saw the start of a scheme to align individual council members with clinical disciplines, to work
with matrons and other senior staff to provide patient input and support for new initiatives.
Council members are drawn from various patient support groups, and are able to represent the patient and
carer viewpoint.
Jane Hitchings, Chair Patient Council
John Osborn, Deputy Chair Patient Council
Lay Chair of the Patient Experience Committee
Progress has been made in numerous areas of care by Plymouth Hospitals NHS Trust during 2016/17, in
spite of the continuing pressures of patient acuity and numbers, and their need of treatment both in
emergency and elective settings. It is encouraging and reassuring that culture is changing to become
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increasingly transparent and collaborative, giving better care and experience to patients from better
motivated, more committed and more satisfied staff. There is evidence of Plymouth Hospitals NHS Trust
being an increasingly positive hospital, ready to initiate and embrace beneficial change. In spite of
continuing daily operational challenges there is evidence of many improvements achieved in clinical
treatments and in care for the patient as a person. Improvements to the patient environment, clinical
administration, food, privacy and compassion stand alongside the progress resulting from research and
clinical audit programmes, all leading to better patient care and outcomes.
It is essential that the development and implementation of the Sustainability and Transformation Plan, to
which senior hospital staff make significant contribution, gives patients, staff and systems the opportunities
urgently required to improve the way healthcare provision is organised for maximum effectiveness and
benefit for the people it needs to serve. The challenges to the wider NHS and to Plymouth Hospitals NHS
Trust are enormous, as are the potential benefits. The community which is Plymouth Hospitals NHS Trust,
made up of it present patients and staff must commit, co-operate and work together to achieve the best
possible future, not only for each other but for those who will follow us.
Vera Mitchell, Lay Chair Patient Experience Committee
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Independent Auditor's Limited Assurance Report to the Directors of Plymouth Hospitals NHS Trust on the
Annual Quality Account
We are required to perform an independent assurance engagement in respect of Plymouth Hospitals NHS
Trust’s Quality Account for the year ended 31 March 2017 (“the Quality Account”) and certain performance
indicators contained therein as part of our work. NHS trusts are required by section 8 of the Health Act 2009 to
publish a quality account which must include prescribed information set out in The National Health Service
(Quality Account) Regulations 2010, the National Health Service (Quality Account) Amendment Regulations
2011 and the National Health Service (Quality Account) Amendment Regulations 2012 (“the Regulations”).
Scope and subject matter

The indicators for the year ended 31 March 2017 subject to limited assurance consist of the following indicators:
 Percentage of patient safety incidents resulting in severe harm or death (page 30)
 Rate of clostridium difficile infections (page 30)
We refer to these two indicators collectively as “the indicators”.
Respective responsibilities of directors and auditors

The directors are required under the Health Act 2009 to prepare a Quality Account for each financial year. The
Department of Health has issued guidance on the form and content of annual Quality Accounts (which
incorporates the legal requirements in the Health Act 2009 and the Regulations).
In preparing the Quality Account, the directors are required to take steps to satisfy themselves that:
 the Quality Account presents a balanced picture of the Trust’s performance over the period covered;
 the performance information reported in the Quality Account is reliable and accurate;
 there are proper internal controls over the collection and reporting of the measures of performance
included in the Quality Account, and these controls are subject to review to confirm that they are
working effectively in practice;
 the data underpinning the measures of performance reported in the Quality Account is robust and
reliable, conforms to specified data quality standards and prescribed definitions, and is subject to
appropriate scrutiny and review; and
 the Quality Account has been prepared in accordance with Department of Health guidance.
The Directors are required to confirm compliance with these requirements in a statement of directors’
responsibilities within the Quality Account.
Our responsibility is to form a conclusion, based on limited assurance procedures, on whether anything has
come to our attention that causes us to believe that:
 the Quality Account is not prepared in all material respects in line with the criteria set out in the
Regulations;
 the Quality Account is not consistent in all material respects with the sources specified in the NHS
Quality Accounts Auditor Guidance 2014-15 issued by the Department of Health in March 2015 (“the
Guidance”); and
 the indicators in the Quality Account identified as having been the subject of limited assurance in the
Quality Account are not reasonably stated in all material respects in accordance with the Regulations and
the six dimensions of data quality set out in the Guidance.
We read the Quality Account and conclude whether it is consistent with the requirements of the Regulations and
to consider the implications for our report if we become aware of any material omissions.
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We read the other information contained in the Quality Account and consider whether it is materially
inconsistent with:
 Board minutes for the period April 2016 to June 2017;
 papers relating to quality reported to the Board over the period April 2016 to
June 2017;
 feedback from Commissioners dated 18/05/2017;
 feedback from Local Healthwatch organisations dated 19/05/2017;
 feedback from Overview and Scrutiny Committee dated 18/05/2017;
 feedback from other named stakeholder(s) involved in the sign off of the Quality Account dated
15/05/2017;
 the Trust’s complaints report published under regulation 18 of the Local Authority, Social Services and
NHS Complaints (England) Regulations 2009, dated May 2017;
 the latest national patient survey dated 17/02/2017;
 the latest local patient survey dated March 2017;
 the latest national staff survey dated 07/03/2017;
 the latest local staff survey dated 02/06/2017;
 the Head of Internal Audit’s annual opinion over the trust’s control environment dated May 2017;
 the annual governance statement dated 19/04/2017;
 the Care Quality Commission inspection report dated 25/11/2016; and
 the results of the Payment by Results coding review dated October 2016.
We consider the implications for our report if we become aware of any apparent misstatements or material
inconsistencies with these documents (collectively the “documents”). Our responsibilities do not extend to any
other information.
This report, including the conclusion, is made solely to the Board of Directors of Plymouth Hospitals NHS
Trust.
We permit the disclosure of this report to enable the Board of Directors to demonstrate that they have
discharged their governance responsibilities by commissioning an independent assurance report in connection
with the indicators. To the fullest extent permissible by law, we do not accept or assume responsibility to anyone
other than the Board of Directors as a body and Plymouth Hospitals NHS Trust for our work or this report save
where terms are expressly agreed and with our prior consent in writing.
Assurance work performed

We conducted this limited assurance engagement under the terms of the Guidance. Our limited assurance
procedures included:
 evaluating the design and implementation of the key processes and controls for managing and reporting
the indicators;
 making enquiries of management;
 testing key management controls;
 limited testing, on a selective basis, of the data used to calculate the indicators tested back to supporting
documentation;
 comparing the content of the Quality Account to the requirements of the Regulations; and
 reading the documents.
A limited assurance engagement is narrower in scope than a reasonable assurance engagement. The nature,
timing and extent of procedures for gathering sufficient appropriate evidence are deliberately limited relative to a
reasonable assurance engagement.
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Limitations

Non-financial performance information is subject to more inherent limitations than financial information, given
the characteristics of the subject matter and the methods used for determining such information.
The absence of a significant body of established practice on which to draw allows for the selection of different
but acceptable measurement techniques which can result in materially different measurements and can impact
comparability. The precision of different measurement techniques may also vary. Furthermore, the nature and
methods used to determine such information, as well as the measurement criteria and the precision thereof, may
change over time. It is important to read the Quality Account in the context of the criteria set out in the
Regulations.
The nature, form and content required of Quality Accounts are determined by the Department of Health. This
may result in the omission of information relevant to other users, for example for the purpose of comparing the
results of different NHS organisations.
In addition, the scope of our limited assurance work has not included governance over quality or non-mandated
indicators which have been determined locally by Plymouth Hospitals NHS Trust.
Conclusion

Based on the results of our procedures, nothing has come to our attention that causes us to believe that, for the
year ended 31 March 2017:
 the Quality Account is not prepared in all material respects in line with the criteria set out in the
Regulations;




the Quality Account is not consistent in all material respects with the sources specified in the Guidance;
and
the indicators in the Quality Account subject to limited assurance have not been reasonably stated in all
material respects in accordance with the Regulations and the six dimensions of data quality set out in the
Guidance.

Grant Thornton UK LLP
Hartwell House
55-61 Victoria Street
Bristol
BS1 6FT

23 June 2017
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