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Chief Executive’s 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 2014/15 and our key priorities for
improvement in the coming year.
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 and have reason to be
proud of the incredible people who give so much
of themselves to care for our patients at a time
when we, along with the wider NHS, continue to
face unrelenting and unprecedented pressures.
We do, however, continue to work in an extremely
challenging environment and are not meeting all of
the key national performance targets and have not
yet secured a viable and sustainable financial
position. More specifically, we face significant
pressure from a sustained increase in the number
of attendances to our Emergency Department
which has led to a higher than planned level of
inpatient admissions, delayed discharges and an
increase in the number of medical outliers.
These pressures continue to affect our ability to be
‘responsive’ and meet the Accident & Emergency
(A&E) 4 hour standard and Referral to Treatment
(RTT) within 18 weeks targets. This has also led to
the cancellation of a large number of elective
operations and planned investigations. In spite of
these challenges, we continue to provide our
patients with a safe and compassionate
environment in which to receive their care. This
reflects great credit on our staff who have
delivered this care in extremely challenging
circumstances.
The current operational pressures cannot,
however, be sustained without having a further
detrimental impact on our patients and staff. With
this in mind, we are continuing to relentlessly
pursue the need for transformational change with
commissioners and other stakeholders.

We are seeking to play an active leadership role
across the health and social care system and
innovate for the benefit of our patients.
Our detailed plans for 2015/16 are in the process
of being finalised having been reported to the
Trust Board in May 2015. It is fair to say that next
year will be one of, if not, the most critical and
challenging for the Trust in a very long time. Not
only must we work even harder with our partners
within the health & social care community to
restore operational resilience but we must do this
in the context of unprecedented financial
challenges. We will continue to confront these
challenges head on with great passion and
commitment in 2015/16. Most importantly, we will
maintain our absolute focus on doing what is right
for our patients and the communities whom we
serve.
For my part, I will continue to work tirelessly to put
patients at the heart of all that we do by creating
an open and supportive environment which
enables our staff to flourish and provide the
quality of care that they would want their friends
and family to receive. I very much look forward to
reporting our progress in next year’s Quality
Account and throughout the year in my regular
reports to the Trust Board.
I am therefore pleased to present our sixth annual
Quality Account for 2014/15, 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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Quality narrative

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. 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.
There have been profound changes in the NHS as a
number of events have significantly altered the
environment in which NHS organisations operate,
including the publication of The Francis Report
following events at Mid Staffordshire. With all of
the changes that have occurred, the quality
landscape is more complex than ever before. 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.

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.

Our Quality Improvement Strategy
During 2014/15 we have improved our approach
and committed 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

Our Quality Improvement Strategy and the
associated priorities are described further under
Section 4 of this Quality Account.

Our overall performance in 2014/15
Overall performance summary
Increased emergency activity has presented us with
a significant challenge in improving our
performance against a number of key national
standards. Since the end of December 2014 we
have faced unprecedented and sustained demand
on our emergency and medical services, which has
impacted right across the hospital. During this
period we followed the national escalation plan
and declared a critical internal incident known as
being in a state of ‘black alert’.

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.

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.
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Between January 2015 and the end of March 2015,
we cancelled 2,338 planned investigations and
operations. 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.
The core quality metrics we have used and
reported throughout 2014/15 is shown in Annex A
whilst a number of specific areas of performance
are described further below.
Friends & Family Test (Patients)
Results have improved steadily since its
introduction and are published monthly on the
Trust website. Results for the Friends and Family
Test are set out below, first for the period April
2014 to September 2014 and then following the
change in scoring to percentages covering October
2014 to March 2015.
Patient recommender score by
month
April 2014
May 2014
June 2014
July 2014
August 2014
September 2014

Inpatients

% of patients recommending
by month
October 2014
November 2014
December 2014
January 2015
February 2015
March 2015

Inpatients

62
61
65
65
66
65

91.9%
92.4%
93.6%
94.1%
92.5%
94.1%

if they needed care or treatment?’ in 2014/15. The
Trust’s performance in this regard is detailed in
Annex B and 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
64.63%

2014/15
79.11%

There are a large number of mechanisms in place
to listen to staff views and the ‘Listening to You’
framework brings all of these together to look for
key themes that emerge. Having this framework
has allowed for the triangulation of staff data and
means there is not over reliance on the National
Staff Survey alone. The ‘Listening to You’
framework comprises feedback from wide variety
of sources including national staff surveys, staff
forums, Plymouth Way sessions and exit
interviews. The data is being collated and clustered
under themes. The top four emerging themes are:

Emergency
Department
64
67
67
62
67
65

 Not feeling valued: Staff commonly report that
activities of “the Trust” and within their
management structure do not make them feel
valued

Emergency
Department
95.6%
96.7%
95.6%
95.6%
94.2%
95.3%

 Communication: Not being involved in
decisions, not knowing what is going on in
matters that directly affect them and their
service

Friends & Family Test (Staff)
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

 How staff are managed and led: Staff talk
about poor management behaviour, change
processes and lack of fairness

 Team working: Staff commonly report being
proud of their team, their colleagues and the
way the team works, but much less positive
about the wider Trust
There are specific issues that are mentioned almost
without exception including staffing levels, car
parking arrangements and pay. Whilst listening is
vital, without action it will not result in
improvement. With this in mind the outputs from
‘Listening to You’ are being shared with Human
Resources Business Partners and reported to the
Human Resources & Organisational Development
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Committee to ensure that actions are taken to
address identified issues.
The Trust recognises the importance of ensuring
that we have the right staff, in the right place and,
at the right time. We continue to face challenges in
recruiting and retaining staff to some key service
areas and recognise that we must develop a
stronger plan for addressing these issues on a
sustainable basis.
Patient Reported Outcome Measures (PROMs)
A summary of our PROMs results in 2014/15 is
shown in Annex C. 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 measure 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.
The Department of Health and Health and Social
Care Information Centre (HSCIC) made patient level
PROMs questionnaire information and associated
Hospital Episode Statistics (HES) eligible episodes
available to providers of NHS healthcare from
August 2012. Following stage 1 (pre-operative)
survey completion, the questionnaire for stage 2
(post-operative) is sent to the patient with a time
lag of six months.
Hip replacement and knee replacement
participation levels remain strong, but it has been
the lack of groin hernia and varicose veins returns
that lowered our overall participation score for
2014. Participation relating to groin hernias and
varicose veins commenced in October 2013 and
continues to grow steadily. The number of groin

hernia and varicose vein questionnaire pairs
returned
(both
pre
and
post-operative
questionnaires) is suppressed due to small
numbers of post-operative returns at this stage.
Further work is required to improve the percentage
of groin hernia and varicose vein stage 1 (preoperative) returns.
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.
In 2014/15 the hospital carried out around 397,000
face to face follow up appointments with patients
with an additional 34,000 follow up appointments
conducted via other means, for example by
telephone. Despite this there were a large number
of patients who did not receive their follow up
appointment by the date the healthcare
professional indicated would be ideal. 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. At the end of each month the number of
patients who had not received their appointment
by the date indicated was around 35,000.
Recognising the significance of this the hospital
clinical and management teams are working to
review the number of appointment slots available
for follow up consultations to ensure there is
sufficient in the future, reviewing whether all
patients currently listed for follow up require that
face to face or whether other means can be used,
identify clearly patients who are the most at risk of
harm if they are not seen in the timeframe
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specified and prioritising them for appointments
and ensuring that administrative processes are
efficient and not the cause of any delays.

Our key achievements in 2014/15
Key achievements
In 2014/15 we improved the quality of our services
in many areas. Some of our key achievements are
detailed below.
Cancer Services
We continued to achieve the 62 day Cancer
Waiting Times target until winter when the
operational pressures and patient choice affected
our achievement into 2015. We continue to
analyse our delays and review our services to
proactively manage pathways effectively.
In February 2015, the hospital held its first Cancer
Summit which saw hundreds of health
professionals gather together to inform future
cancer care in Plymouth. A range of national
speakers attended the event, including Sean Duffy,
National Clinical Cancer Director and Professor Jane
Maher, Chief Medical Officer, Macmillan Cancer
Support, showcasing best practice, research and
innovation. We celebrated what we did well and
what we can change. The outcomes from the
meeting informed the development of our Cancer
Strategy. Following this successful event we are
developing our Cancer Board to drive forward our
vision to be a world class cancer centre.
Maternity Services
Our Maternity service continued to make some key
quality improvements during 2014/15, not least the
refit of our bereavement rooms, which have been
decorated and refurbished following the launch of
the Snowdrop Appeal in 2009 to raise enough
money for a purpose built facility. In the interim
period money has been released from the charity
to improve the facilities for families who are
experiencing pregnancy loss.

The Care Quality Commission (CQC) highlighted the
Maternity Unit as one that was identified as a
national outlier for the number of postnatal
women who were readmitted. An audit was
undertaken by the Head of Midwifery and some
key changes to practice were implemented. The
subsequent re-audit showed a considerable
reduction in re-admissions. The CQC have now had
sign off from the local team who were monitoring
performance in this regard.
The launch of the Curvy Mums initiative in July of
last year saw women with a Body Mass Index over
35 referred to a specialist midwife for advice
regarding healthy eating, exercise in pregnancy and
preparing for labour and birth. There is much
evidence that shows women who are overweight at
the start of a pregnancy are at a higher risk of
developing complications in labour.
One of the objectives of the Curvy Mums project is
to prevent unnecessary weight gain in pregnancy.
Feedback from women who were previously seen
in the general antenatal clinic was often poor,
citing discussions about their weight being the
main factor that caused them upset and further
disengagement
from
Maternity
Services.
Supported by the Charitable Funds Committee this
project has enabled women to meet weekly for
support and advice and the audit to review
outcomes is well underway.
The 6 C’s
We have continued to embed the 6C’s project
across the hospital which represents the Chief
Nursing Officer's (CNO) vision and strategy for
building a culture of compassionate care, which is
based around six values;







Care
Compassion
Courage
Communication
Competence
Commitment
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Sensory Room for Children
In June 2014 our special sensory room for children
and young people in hospital was officially opened
by a patient and fundraiser, ten year old Poppy-Lee
Rodgers who has cystic fibrosis and comes to the
hospital regularly for appointments. The speciallyadapted room on Woodcock Ward has different
light and sound installations, which can be
controlled by children when they are in the room.

ward, which includes 10 single rooms with en-suite
facilities for patients with acute leukaemia or
lymphoma who need protective isolation because
their immune systems are depleted due to
chemotherapy treatment. The facilities based on
Bracken Ward and Birch Day Case Unit was
enhanced for our patients and their families,
thanks to the generous donations of the Plymouth
and District Leukaemia Fund and the hard work of
the staff on the unit.
One of our patients said: “The old unit used to be
dingy and cramped. It is wonderful here now. If it
wasn’t for the circumstances, it would be a
pleasure. It is so bright and cheerful. Having better
facilities makes such a difference for me and I have
spent some time here. The staff in this unit are
fantastic, simply fantastic”.
Quality Improvement Projects

WOW Awards
We signed up to a new initiative known as The
WOW! Awards. This provides an opportunity for
patients receiving treatment at the hospital to
nominate a staff member for an award when they
have gone above and beyond what would be
expected of them and provided an excellent
service.
The WOW! Awards are a way of
recognising the hard work and commitment
provided by staff and allows patients to publically
say ‘thank you’ to a staff member or team.
Nominations are easy to do and can be as short or
as long as the patient likes. Our staff received 401
nominations in 2014/15 of which 231 resulted in
certificates being given.
Stem Cell Transplant Unit
The Stem Cell Transplant Unit opened its doors last
spring and the first patients started receiving their
treatment in modern facilities, which our patients
helped to design. We invested £2.7 million in the

Junior doctors from across the South West were
given the opportunity to showcase their quality
improvement initiatives by submitting entries to
the Peninsula Quality Improvement Conference in
May 2014. We are very proud to say Plymouth
Hospitals NHS Trust scooped the top two prizes.
The first prize went to the project to standardise
the stocking of equipment for intravenous
cannulation, while second prize was awarded for
improvements to the stocking and labelling of
paediatric blood bottles in the resuscitation bays.
Both these projects reduced time lost looking for
equipment and enabled doctors to spend more
time with patients.
Robot Prostate Cancer Treatment
We recently took receipt of a dual-console model
Da Vinci robot which will be used to treat radical
prostatectomies, initially. The robot enables gold
standard treatment for patients dealing with
prostate cancer in Cornwall and Devon. It is dual
console and can be used for training and links to
our wider strategy to be a Specialised Urology
Cancer Centre.
For example patients from
Cornwall have previously had to travel to Bristol for
this treatment. Having the dual console, which is
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not standard in all machines, establishes the
Plymouth Hospitals NHS Trust as a beacon centre
for robotic training.
Cancer Research Grant
Professor Simon Rule, Consultant Haematologist
was awarded a significant grant by Cancer Research
UK to carry out a research study into the treatment
of older patients with mantle cell lymphoma. The
award will enable Professor Rule to lead a national
research study to look at and compare the efficacy
and side effects of using a BTK (Bruton’s Tyrosine
Kinase) inhibiting drug in a trial against standard
chemotherapy. The first patients will join the
clinical trials in summer 2015.
Current therapies, such as chemotherapy, intensive
chemo-immunotherapy (chemotherapy combined
with immunotherapy) or stem cell transplant are
effective but due to the aggressive nature of these
cancers, patients relapse and eventually run out of
options. These new drugs work by inhibiting
Bruton’s tyrosine kinase (BTK), a protein which
plays a role in the signals that cause growth in
cancerous cells. Blocking this causes the cancerous
cells to die but normal cells are unaffected.
Society of Radiographers Team Award
Our MRI team at Derriford Hospital was awarded
the Society of Radiographers South West Team of
the Year award in 2014. The team was nominated
in recognition of how well they worked together
during our scanner conversion project, when we
were reduced to having one scanner in the Hospital
and were reliant on using mobile scanners during
the wettest winter on record.
Dementia Friendly Award
We developed a Dementia Friendly Award to
recognise clinical teams who have made good
progress towards the Trust’s standards for the care
of people with dementia in hospital. The wards
have improved the patient experience in hospital
with protected meal times, specialist crockery,
different menu choices and a dining area in the
ward lounge which allows a small number of

people to eat away from their bedside. Our teams
will continue their work to improve care for people
with dementia and support other teams to make
good progress towards our local standards.
Making Mealtimes Matter Campaign
To coincide with the Nutrition and Hydration Week
in March 2015 the hospital launched its Making
Mealtimes Matter Campaign. As part of the
campaign patients, visitors, staff and members of
the public were given the opportunity to sample
dishes from our new inpatient menu and to talk to
hospital staff about the importance of patient
mealtimes. The event showcased some of the
work to improve the patients’ mealtime
experience. Throughout the day, matrons were on
hand to discuss the importance of protected
mealtimes and the red tray initiative and dietetic
staff were available to demonstrate the new elearning training package and to conduct
Malnutrition Universal Screening Tool (MUST)
assessments and explain their importance.
Tea with Matron
‘Tea with Matron’ was introduced in November
2014, and included a remembrance theme in
honour of the First World War Centenary. All
patients, carers and staff on our surgical wards
were invited to attend, allowing them to share
their experiences with the matrons across these
wards. The aim was to allow patients and carers to
give an example of something that has been really
good about their stay and also something that they
would like to see improved.
‘Hello my name is…’
The ‘Hello My Name is…’ campaign arrived at
Derriford Hospital as part of a wider initiative to
remind staff of the importance of clear
communication in the delivery of quality care.
Widely publicised on social media under the
#hellomynameis hashtag, it emphasised the
importance of making a human connection,
beginning a therapeutic relationship and building
trust and is the first rung on the ladder to providing
compassionate care.
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Reducing pressure sores
 Caring with compassion
We have improved reporting and monitoring of
hospital acquired pressure sores. This information
has allowed us to implement interventions that
have reduced the number of serious pressure sores
being reported.
Venous thromboembolism (VTE)
We have achieved our 95% target for VTE
assessment for the year 2014/15 and following a
revalidation process by NHS England have retained
exemplar status as one of only twenty sites in the
country.
Infection control
By virtue of continued vigilance we have one of the
lowest rates of infection in the country. Our very
challenging target of no cases of MRSA
bacteraemia was achieved. We reported 35 cases
of hospital apportioned clostridium difficile, of
which 5 were considered avoidable, against a
target of 30 avoidable infections.
Helipad

 Always putting our patients first
 Respecting each other and being positive
 Engaging, listening 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
methodology, improving our ability to mentor
through the Quality Faculty, capturing humanfactors training and providing focused training on
Quality
Improvement supported by
the
development of a Quality Academy.
We have also established a Quality Improvement
Faculty to work with staff to help them understand
how to measure improvement and develop the
plans to deliver the projects they are involved in.
Our specific quality priorities for the coming year
are set out in Section 4 of this Quality Account.

We will have a new helipad in operation by
summer 2015. Funding of just under £2m was
agreed to build the new helipad close to the
Emergency Department entrance. The helipad will
be able to receive Search and Rescue helicopters as
well as the night flights which Devon and Cornwall
Air Ambulances will soon be running.
Next steps
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 will need to support our
frontline staff in identifying problems, developing,
testing solutions and sharing knowledge. Our core
purpose is to deliver excellent hospital-based care
to the population of Plymouth and surrounding
areas. We are seeking to do this by:
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Our priorities for 2014/15

What we did well

Last year we identified five priority areas for
improvement as follows:

Pressure Ulcers: Our improvement target was to
reduce harm from Grade 2, 3 and 4 pressure ulcers
by 50% by the end of March 2015. We achieved
this target and as a Trust we are below the
national trend line. We have achieved these
improvements by assessing our patients early so
that we identify those at highest risk or with skin
damage. We have focused work on those areas
that have a higher number of patients with
pressure ulcers. We have involved our patients
and encouraged them to ‘wiggle a little’ and help
them to understand why they need to be turned
regularly. We have re-educated staff and raised
awareness of the risk of harm to their patients.

 Priority 1: Reduction of key harm events
 Priority 2: 7 Day Working
 Priority 3: Infection control
 Priority 4: Staffing
 Priority 5: Improving the patient experience
Our achievement against each of these priorities is
set out below.

Priority 1: Reduction of key harm events
Background
High grade pressure ulcers, are the most
commonly reported serious incident within the
hospital and together with falls and catheter
associated urinary tract and central line infections
represent avoidable patient harm. The National
Safety Thermometer is a national improvement
tool used to measure; monitor and analyse these
harm events. We have a zero tolerance approach
to infection this means we will do all we can to
prevent hospital acquired infections and improve
cleanliness. Our Infection Prevention and Control
Team continue to work with clinical teams to
reduce the number of cases of hospital acquired
infection occurring per year. Our specific aims in
2014/15 were to:
 Reduce the percentage of patients who
develop a grade 3 and 4 pressure ulcer (bed
sore) whilst in hospital
 Reduce the number of patient falls resulting in
serious harm whilst in hospital
 Reduce harm from catheter associated urinary
tract infections by reducing the number of
days where a catheter is in place
 Reduce harm from central line infections

Falls: Our improvement target was to reduce the
number of falls that resulted in harm to our
patients. Although the number of falls reported is
broadly the same, our number of falls that cause
harm to our patients is decreasing. We have
achieved this by targeted work in those areas
which have a high number of falls and developing
action plans, we link our work to interventions
already in place for our patients that have
dementia. We analyse themes from our incidents
and act on them to put in place strategies to help
reduce the risk of harm, and we have specialist
Falls nurses to help support the ward teams and
work with them.
Urinary catheter-associated infections:
We
reduced our low incidence of urinary catheter
associated infections by ensuring patients only had
catheters that were necessary and inserted for the
minimum amount of time. Patients with longer
term catheters were managed to ensure they did
not acquire an infection. Staff are aware of the
importance of catheter hygiene, and targeted
intervention and local action plans are devised for
areas that have had incidences of catheterassociated urinary tract infections.
Central Line infections: We have had an increase in
the number of central line infections from 2013.
We are working with those areas reporting
infections to provide targeted teaching and
support, and there is increased monitoring of
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these areas. All cases are reviewed and themes
identified and actions put in place.

charitable funds we will be rolling out falls sensor
alarms which will alert staff to when patients at
high risk of falls move.

What we need to work on

Priority 2: 7 day working
The targets set for this priority were challenging.
We will continue to concentrate on these
important measures in the coming year. Key areas
of focus are described below.
Pressure Ulcers: A key focus will be focus on heel
pressure ulcers, as these tend to cause greater
harm to our patients. Another focus will be looking
at what mitigating measures we can put in place
when, for a variety of reasons, a patient is unable
to comply with the care that is required in order to
reduce the risk of harm from pressure ulcers. We
will continue to review new technologies and
products that may aid pressure ulcer reduction
throughout the year and learn from incidents.
Falls: A key focus will be the roll-out of sensor
alarms across the trust as their use has been
shown to help reduce numbers of falls. We will
also provide training to multi-disciplinary staff on
wards that provide care for medical patients that
may be outlied to them. We have an ambition to
increase our number of falls nurses to help and
support the ward staff.
Urinary catheter-associated infections: We will
continue to educate and target our interventions.
We will continue to review the themes arising from
our investigations and put in place the necessary
actions. We have an ambition to put in place a
Medical Device Lead Practitioner. Part of this role
will be to put in place measures to further reduce
the number of incidents related to bio-medical
devices.
Next steps
Reducing avoidable harm to patients will remain a
key focus for 2015/16. Heel pressure ulcers will be
a key focus for the coming year – the sites which
develop pressure ulcers is fairly evenly split
between heels and the base of the spine but heel
ulcers tend to develop into more significant
damage so form a higher percentage of our more
serious incidents. After a successful bid for

Background
There is a compelling case for health services to be
made available seven days a week to avoid
compromising safety and quality of services to
patients.
What we did well
There have been a number of important
achievements in the last year that have progressed
us towards our aspirations for 7 day services. We
have focussed on expanding consultant numbers in
all medical specialties with the aspiration to
achieve a dedicated consultant onsite for each
speciality 7 days a week, and ensure that
sufficient junior doctors are available to deliver
routine patient care wherever possible.
We have achieved a fully 7 day onsite presence for
the diabetes and endocrine team. We have also
recruited into the respiratory team which will
double the consultant resource over the winter
months in 2015/16.
We have achieved an
increased evening presence on the medical
assessment unit ensuring that a significantly
increased number of patients can be reviewed by a
consultant the same day in line with Keogh
expectations. We have also been working with our
partners to develop a plan to increase the number
of doctors working over the weekend to support
routine inpatient care.
What we need to work on
We have attempted to expand our consultant
team in Healthcare of the Elderly but have
unfortunately not made the appointments we had
intended.
This has meant our progress on
delivering full 7 day services has been delayed,
although we did have an increased weekend
presence when compared to previous years. We
have almost complete consultant coverage for all
inpatient specialities at a weekend, but we are
Quality Account 2014/15
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unable to provide the same volume of consultant
time at present as we do on a weekday.

all areas and alcohol hand gel was available on all
clinical areas for 98% of the time.

There are still occasions when a consultant may be
covering general medicine as well as their
speciality at the weekend and we hope to be able
to provide dedicated consultants for each
speciality in the future. While we have increased
the number of junior doctors who are working out
of hours, we would recognise that there is a need
to increase this again further in the future

A number of actions outlined in the Infection
Prevention and Control Annual Programme of
Work, the MRSA and Clostridium difficile
Reduction Plans, as well as the National Safety
Thermometer were implemented. These resulted
in a reduction of infection rates due to meticillinresistant and susceptible Staphylococcus aureus
(MRSA and MSSA), Clostridium difficile and rates of
surgical site infection.

Next steps
 Double weekend registrar number on shift
during the day
 Increase junior doctors working weekend and
evenings
 Provide a
separate hepatology
gastroenterology weekend presence

and

 Introduce weekend ward rounds in cardiology

Priority 3: Infection Control
Background
Cases of C. difficile and MRSA infections can
represent avoidable patient harm. There are
national standards and the Trust has an excellent
track record in this area. We have a zero tolerance
approach to infection. This means we will do all we
can to improve cleanliness and prevent infection.
What we did well
Significant progress was made by our Infection
Prevention and Control Team to modernise the
service it delivers and meeting challenging targets.
We have dramatically improved to deliver a
clinically focused service which positively affects
clinical practice and has led to a reduction in
hospital associated infections.
We have improved our hand hygiene compliance
and clinical practice audit scores, such as Saving
Lives High Impact Interventions. Our hand hygiene
audit compliance showed 95% compliance across

There were no cases of MRSA bacteraemias and
only 35 cases of clostridium difficile of which 5
were considered avoidable. We achieved a 52%
reduction in the number of hospital apportioned
MRSA cases from 33 cases in 2013/14 to only 16
cases in 2014/15. During the past year, we closed
two wards due to norovirus resulting in an average
closure time of seven days.
What we need to work on
Considerable Trust-wide effort is required to
maintain and continue these improvements, if we
are to continue to achieve national targets.
Next steps
 Reduce number of cases of C.difficile and
MRSA bacteraemia in line with national and
local targets

Priority 4: Staffing
Background
Having the right 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.
What we did well
We review the staffing of all clinical areas several
times a day with the matrons and introduced
acuity and dependency monitoring daily using a
national recognised tool to help inform decision
Quality Account 2014/15

13

3

Progress against 2014/15 priorities

making when moving staff from one clinical area to
another.
We have implemented a policy to ensure we have
standardised actions when escalating staffing
concerns in any clinical areas. We have also
implemented recommendations from the National
Quality Board and NICE guidance on safer staffing.
We have publicised our staffing levels for each
shift on a poster at the entrance to our wards so
this is visible to our patients and visitors.
We have a poster in each inpatient bay stating the
name of the nurse responsible for their care and
the nurse in charge of the ward on each shift
Nursing and midwifery staffing has been discussed
monthly at the Trust Board since June 2014.

We need to implement the guidance regarding
‘care contact time’. This will allow us to review the
amount of time each registered nurse spends
delivering one to one care with a patient and
identify tasks that could be undertaken by other
staff groups
We need to implement an IT solution to enable us
to better capture our patient’s acuity and
dependency. The system we plan to implement
(Safe Care) enables us to do this 3 times daily
which means it is highly reflective of the
dependency of the patients in our care and we can
be more responsive in ensuring that we have the
correct number of staff available to meet these.

Priority 5: Patient Experience
Background

We undertook a full establishment review of all
inpatient areas and the Emergency Department in
October 2014.
We worked towards full implementation of
supervisory senior sisters for all inpatient areas
from April 2015. This allows the ward sisters to
support and supervise the nursing team to ensure
we consistently deliver high standards of care.
We have reduced our percentage of nursing
vacancies to below the regional average and
improved the percentage of sickness/absence in
the nursing workforce.
What we need to work on
We continue to be challenged recruiting to some
key clinical areas (for example Theatres and Critical
Care).
We need to continue to work on
recruitment and retention strategies and complete
an establishment review of our outpatient areas
and Theatres.
Next steps
We have planned two further international
recruitment trips in 2015 to reduce the number of
nursing vacancies.

Delivery of patient centred care is currently
specified and assessed by a number of national
standards. Patients want health services that meet
their physical and emotional needs. This can be
achieved by providing exceptional treatment in a
comfortable, caring and safe environment
delivered in a calm and reassuring way. Improving
the patient experience through feedback and
listening will be crucial in the delivery of patient
focussed care.
We believe our patients have the right to high
quality care which is as safe and effective as
possible and delivered with care, compassion,
dignity and respect. We listened to what our
patients had to say and acted on their concerns to
make improvements, with the aim that patients
will leave us having had a positive experience.
Feedback from our complaints, PALS, compliments,
external feedback through Patient Opinion and
NHS Choices, Friends and Family Test, national and
local surveys provide an overall view of patient
experience. Our goal was to improve a number of
key patient experience indicators including overall
satisfaction, Friends and Family Test score and
communication.
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What we did well
The new Patient Council was established holding
its inaugural meeting in October 2014. We have
recruited 12 members and held 5 meetings. The
Patient Council was established to extend patients’
involvement and engagement with the hospital
and help improve its service to local people. Our
already established Patient Experience Committee
is now chaired by a lay representative.
The Friends and Family Test was introduced across
all areas including children’s services, outpatients,
daycase and community services.
We have
maintained the number of patients who would
recommend the hospital to their friends and family
at 65 for adult inpatients and 64 for emergency
patients. Emergency Services have had the highest
recommender score in the south west peninsula
and when compared to other similar Major Trauma
Centres.
Action was taken to reduce the number of nursing
vacancies in year, thereby providing additional
support on the wards and improving the
responsiveness of our staff.
Continued work to improve the quality and
timeliness of our complaints process meant that
95% of our complainants were responded to within
the agreed timeframe for the month of March.
Every month we actively seek feedback from
patients through our programme of continuous
local inpatient surveys using an electronic system
‘Meridian’, which provides real time results.
Patients are asked if they are happy with the care
they have received and the cleanliness of the
wards. Results of the surveys are shared with the
relevant teams and actions are agreed to address
any issues and drive improvement.
Results from the National Inpatient Survey 2014
showed that 97% of our patients reported they
had been treated with dignity and respect and 86%
felt they were given emotional support during
their episode of care.
97% of our patients have reported in our National
Inpatient Survey 2014 that they had confidence &

trust in the doctors treating them and 97% in the
nurses treating them.
Further development of our learning disabilities
service continues, including information to ease
the patient journey and increased provision of
specialist trained liaison nurses.
We have continued proactive engagement with
our commissioners and other healthcare providers
on patient experience and complaints through
Peninsula wide Patient Experience Networks in
both Devon and Cornwall. We have also developed
links with Carers Strategic Boards in Devon and
Cornwall to ensure issues identified for carers
accessing services are addressed.
What we need to work on
We must reduce the length of time patients have
to wait to access services and improve Friends and
Family Test scores across all areas. We are also
seeking to improve National Inpatient Survey
results to place our hospital in the top percentile.
We aim to increase engagement and involvement
of our service users and improve our
communication with patients, relatives and carers
to ensure it is effective, timely, open and honest.
We are also seeking to build on the improvements
in our complaints process and provide support at
mealtimes for our patients to ensure they receive
adequate levels of food and nutrition.
Next steps
 Expand our local survey activity to include
paediatrics, maternity and A&E to provide
instant feedback which will enable timely
improvement to services for our patients and
carers
 Use patient and staff feedback together to
drive cultural improvement
 Fully recruit to our Patient Council and actively
share progress and information resulting from
member engagement with the public through
designated web pages
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 Expand our patient engagement and listen to
feedback from our patients to understand
their needs and what is important in the
delivery of their care.

 Develop
action
plan
to
address
recommendations from recent Plymouth
Healthwatch report on Outpatient services at
Derriford Hospital.

 Review Trust practice against the NICE Quality
Standard for Patient Experience.
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Review of Services
During 2014/15 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 2014/15 represents 100% of the total
income generated from the provision of NHS
services by Plymouth Hospitals NHS Trust for
2014/15.

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
external information about each Trust which is
regularly updated and reviewed. This is in addition
to their own observations during periodic, planned
and unannounced inspections. If an issue raises
concern during the data review process or from
other sources of information, the CQC may
undertake an announced or unannounced focused
inspection.
The Trust was not the subject of a CQC inspection
in 2014/15. The action plan arising from the April
2013 inspection of Derriford Hospital was
implemented and subsequently closed in the
summer of 2014. Bi-monthly updates on the
implementation of our ongoing programmes of
work to address the issues raised by the CQC have
continued to be provided to the CQC between
August 2014 and February 2015.
The CQC uses ‘intelligent monitoring’ of more than
150 different indicators to identify areas of care

that need to be followed up with providers of NHS
acute care and to allocate its resources to where
they might be needed most. Together with local
information from partners and the public, this
monitoring helps them to decide when, where and
what to inspect. The results of this monitoring are
used to group each of the 160 acute trusts into one
of six bands for inspection based on the likelihood
that people may not be receiving safe, effective
and high quality care - Band 1 is the highest
priority and Band 6 the lowest.
These bands are based on the proportion of
indicators that have been identified as ‘risk’ or
‘elevated risk’ or if there are known serious
concerns. In December 2014, the CQC published its
latest series of intelligent monitoring reports for
NHS trusts. The report for Plymouth Hospitals NHS
Trust places us in Band 5, representing the second
lowest level of risk. The report identifies an
elevated risk for Dr Foster Intelligence: Mortality
rates for conditions normally associated with a
very low rate of mortality (01-Apr-13 to 31-Mar14). The report also highlights risks for the
following:
 Diagnostics waiting times: patients waiting
over 6 weeks for a diagnostic test (01-Jul-14 to
31-Jul-14)
 The proportion of patients whose operation
was cancelled (01-Apr-14 to 30-Jun-14)
 The NHS Trust Development Authority TDA Escalation score (01-Jun-14 to 30-Jun-14)
These are areas which continue to be the focus of
attention by the Trust Management Executive and
the Trust Board.
The Trust continues to be fully registered with the
CQC across all if 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.
We are currently awaiting a report on the
outcomes from a planned inspection which
commenced in April 2015.
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Goals agreed with Commissioners
An element of Plymouth Hospitals NHS Trust
income in 2014/15 was conditional on achieving
quality improvement and innovation goals through
the Commissioning for Quality and Innovation
payment framework. The Trust is paid based on
milestones achieved. The Trust achieved a high
proportion of these milestones in 2014/15.

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 September 2014, by D&A
Consultancy for the period 2014/15. 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 2012 and 2013. Error
rates have remained consistently low as detailed in
the table below.
Criteria measured
Primary diagnosis
incorrect (%)
Secondary diagnosis
incorrect (%)
Primary procedures
incorrect (%)
Secondary procedures
incorrect (%)

2012/13
5%

2013/14
5%

2014/15
10%

2.29%

4.9%

4.9%

2.78%

2.5%

1.4%

0.86%

5.1%

3.9%

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). 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 a Data Quality Team,
whose priorities are led by the DQSG.
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 Data Quality
Team and operational leads 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.
In 2014/15, an exercise of validation on all Board
Report indictors started, to provide Audit
Committee with a level of Data Quality assurance
for each indicator. Areas of concern and priority
will feed into the ongoing work-plan for Internal
Audit.
National Data Quality Validity and Benchmarking
The Trust provides submissions to the Secondary
Uses System (SUS). This is a single source of
comprehensive data which enables a range of
reporting and analysis in the UK and is run by the
NHS Information Centre. The table below shows
the percentage of records in the published data:
Patient Pathway
Admitted patient care
Outpatients
Accident & emergency care

Valid NHS
Number
99.2%
99.3%
96.9%

Valid GP
Practice
100%
100%
99.9%
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This SUS data feeds the SUS Data Quality
Dashboard reports which are used to validate and
benchmark performance. Each month the DQSG
reviews any failing indicator and ensures there is
an action plan to resolve this. During 2014/2015,
the work undertaken led to Plymouth Hospitals
NHS Trust being top of the Local Area in Data
Quality Performance.

revalidation recommendations for 67% of our
doctors, as well as supporting the process for
attached staff who work as medical trainees, or for
the Ministry of Defence. The Trust participates in
the Regional Responsible Officers network events,
and submits quarterly information returns as
required by NHS England. The annual medical
appraisal / revalidation report was presented to
the Trust Board in July 2014.

Information Governance Toolkit
Clinical Audit
The Information Governance Toolkit provides an
overall measure of the quality of data systems,
standards and processes. The score a trust
achieves is therefore indicative of how well they
have followed guidance and good practice.
Amendments to the Information Governance
Toolkit have meant that additional evidence was
required this year. The Trust has maintained a
score of 75% for the 2014/15 submission which
was uploaded by 31 March 15. The Trust was
given a green rating for this attainment level.

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

Medical Revalidation

 Encouraging staff development

Revalidation is the process by which doctors are
assessed as competent to continue to provide
medical care to their patients. This is administered
by the General Medical Council and came into
force in December 2012. It will take approximately
five years for all doctors to be revalidated.

The Trust has a yearly programme of clinical audits
which are categorised in to the following priorities:

The Trust Board has appointed its Responsible
Officer, who is leading on the management of
revalidation for all medical staff. The team
supporting the Responsible Officer includes a
medical appraisal lead, a senior manager, and an
appraisal administrator. As part of revalidation the
Trust provides access to multi source feedback
(from patients and colleagues) for doctors as a
routine component of appraisal. Over the last year
the Trust has developed quality assurance of
medical appraisal. A sample of appraisal outputs is
now reviewed by a group of appraisers who
provide feedback on the content, and learn from
the experience of reviewing colleagues’ work.

 Priority 4 - Specialist interest

The Trust has complied with the timetable set by
the General Medical Council, and has now made

 Priority 1 – Mandatory national audits
 Priority 2 - Corporate clinical record audits
 Priority 3 – Compliance with NICE guidance

During 2014/15 the Trust participated in 100% of
the open, relevant National Clinical Audits as
defined by HQIP (Healthcare Quality Improvement
Partnership). These audits are detailed in Annex D.
This shows that there are some audits where 100%
has not been achieved. In most cases the Trust has
provided all required data but some information
has been discounted due to the relevance with
that particular audit.
The National Clinical Audit reports are published
on the Healthcare Quality Improvement
Partnership
(HQIP)
website
periodically
(http://www.hqip.org.uk/ncapop-library).
Individual unit reports can be generated for
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performance benchmarking and are reviewed by
the relevant Service Line/Specialty.
During 2014/15 hospitals were eligible to enter
data into four NCEPOD studies.
The Trust
submitted data for all four studies, equating to
100% participation. These audits are detailed in
Annex D.
In 2014/15 we also completed a planned
programme of ‘Priority 2’ clinical record keeping
audits, 7 ‘Priority 3’ audits and 38 ‘Priority 4’
audits. 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.

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 clinicallyorientated and relevant service. This approach has
been effective in both improving clinical practice
and reducing rates of hospital-associated infection.
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 meticillin-resistant
and susceptible Staphylococcus aureus (MRSA and
MSSA) and Clostridium difficile have fallen, as have
rates of surgical site infection. Considerable
trustwide 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.
Progress towards achieving key targets for
2014/15:
 Reduce MRSA bacteraemias in line with agreed
local and national targets. Between April 2014
and March 2015, there were 0 MRSA
bacteraemias (Target: no cases for the year).
 Reduce Clostridium difficile in line with agreed
local and national targets. Between April 2014

and March 2015, 35 cases of hospitalapportioned Clostridium
difficile were
recorded, of which 5 were considered
avoidable and 30 non-avoidable (Target: fewer
than 30 avoidable infections).
 Achieve a 10% reduction in all cases of MRSA.
Between April 2014 and March 2015, there
were 16 new cases of MRSA compared to 33
the previous year (a reduction of 52%).
 Comply with current and new national
mandatory
surveillance
requirements.
Compliant.
 Support and assist in the implementation of
screening high-risk patients for meticillinresistant and susceptible S. aureus (MRSA and
MSSA). Compliant.
 Reduce other infections according to national
and local priorities. Reductions achieved.
 Continue to perform surgical site surveillance,
including post-discharge surveillance, on all
major procedures. Complete.
 Maintain the mean ward closure time due to
epidemic gastroenteritis below 7 days.
Between April 2014 and March 2015, there
were two ward closures due to norovirus
(Mean closure time 7 days).
 All wards to perform at least a monthly Hand
Hygiene audit with compliance of at least 95%.
Between April 2014 and March 2015, the
overall Trust hand hygiene compliance was
95%.
 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.
 Maintain availability of alcohol hand gel in
clinical areas as close to 100% as possible.
Between April 2014 and March 2015, the
availability of alcohol hand gel in clinical areas
was 98%.
 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
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of healthcare associated infections and related
guidance), NHS Provider Compliance Assessment
Outcome 8 (Cleanliness and Infection Control),
NHS Litigation Authority, Winning Ways and
national guidance on the management of MRSA
and C. difficile. Compliance reviewed and evidence
folders updated.

Research and Development
The Trust continues to make a significant
contribution to research in the south west. We
currently have 549 active research studies and, in
the last year, have recruited more than 5000
people to take part in research.
We undertake research for many organisations;
pharmaceutical companies and manufacturers of
medical devices, universities and other academic
institutions, but we also have our own portfolio of
home-grown research. Some of our leading
clinicians are academic researchers, including Prof
Simon Rule, our Director of Research &
Development, who performs internationally
recognised research in haematology. Many of our
academic clinicians have strong links with the
University of Plymouth including Prof Matthew
Cramp in Hepatology, Prof Jason Smith in
Emergency Medicine, Prof Jeremy Hobart in
Neurology and Prof Carl Roobottom in Radiology.
Successes in Research in 2014/15
In 2014-15, we took part in 591 research studies.
327 of these studies were supported by the
National Institute for Health Research (NIHR). In
the Guardian Research Activity League Tables for
2013-14, Plymouth Hospitals NHS Trust was ranked
2nd for recruiting to NIHR badged studies out of 45
large acute Trusts.
The Trust is a member of the Quintiles Prime Site
consortium. Quintiles is the largest contract
research organisation in the world and, as a prime
site, we are offered the first opportunity to
participate in Quintiles clinical trials. We have a
particular skill in setting up complex clinical trials
and this has been acknowledged by Quintiles. We
are often the first hospital to open a study in the
UK and, whilst this can sometimes make life harder

for us, as we act as a ‘pathfinder’ for other Trusts,
it offers the greatest opportunity for our patients
to receive the latest treatment.
We are very good at running snapshot studies,
where the normal care of every patient with a
particular condition is followed through during a
very short time period, usually a fortnight. For
example, the SNAP and the ISOS studies both
recruited over 100 patients each in a fortnight.
These studies inform the researchers about
aspects of routine activity to allow improvements
to be made.
Research & Development also supports population
studies. The MENCAR study - understanding
meningococcal carriage and disease, is a study
looking at the throat bacteria carried by normal,
healthy teenagers age 16 – 19. Teams of research
nurses and administrators, led by Alison Stolton,
our Primary Care Research Liaison Nurse, have
visited 15 secondary schools and colleges in West
Devon and East Cornwall to obtain throat swabs
from consenting teenagers, so that we can be
informed about the prevalence of the
meningococcal bacteria in the healthy population.
So far, we have recruited over 1340 teenagers to
this study in six weeks, a great achievement for all
our R&D staff.
We believe in getting the research message out
into the population as a whole, so that people are
not worried when they are approached about
taking part in a research study. Staff manned a
stall in the foyer of the hospital on International
Clinical Trials Day in May, to promote the message
“Okay to ask about clinical research” to patients
and their families. A team of 40+ members of the
R&D department are currently in training for the
“Race for Life”, taking place in June in Plymouth, to
raise awareness of research taking part in
Plymouth Hospitals NHS Trust.
Success through involving our patients and public
We have a strong “Patient, Carer and Public
Involvement Group (PCPIE), led by our Oncology
Research Nurse, Helen Smith. We continue to
involve patients and public in all aspects of
research, from the development of research
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protocols, through our public facing web-sites. We
recently recruited two members of the public to
come to monthly meetings to help plan events that
raise public awareness of clinical research.
For example, we plan to mark the start of
International Clinical Trials week on 16 May 2015
with a number of events including one in the city
centre. The Chocolate Trial (run once a month) not
surprisingly is still popular with patients and public
attending the hospital. The trial highlights the
various aspects of taking part in a research project
and hopefully allays people’s concerns about
taking part in research.

discussed the governance around HRA approval
and other initiatives.

Success in the R&D workforce

Clinical Administration Programme

The R&D workforce comprises clinicians, research
nurses and midwives, administrators and allied
health professionals. Until October 2014, staff
were located at various locations until an
opportunity arose to co-locate all staff within a
large office in the new multi-storey car park.
Research teams are pleased with the opportunity
for direct communication with colleagues, easier
team building and a general improvement in
cohesion as one Trust service. Oncology and
Haematology, because of their particular client
base, remain located within their clinical
specialties.

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:

“Best conference I’ve ever been to!”
Comment made by a delegate at this year’s
Research and Development Conference
The 4th Annual Research Conference was held in
September 2014, our most successful conference
yet, with 175 healthcare professionals and
academic researchers from across the south west
attending. One of the many highlights of the
conference was a patient, Alethea Wigzell, who
gave a very inspiring talk on her participation in the
recent CUPID study, sponsored by Plymouth
Hospitals. A number of leading researchers were
invited to speak at the event this year, including
Professor Jonathan Benger, National Clinical
Director for Urgent Care, NHS England, who
presented a fascinating talk on ‘Re-designing the
Emergency Ambulance’ and Professor Jonathan
Montgomery, Chair of the Health Research
Authority (HRA), National Research Ethics Service,

Conclusion
Ultimately our patients volunteer to participate in
carefully conducted clinical research studies that
we hope will uncover better ways to treat,
prevent, diagnose, and understand human disease.
We would finally like to thank all of the patients
and carers who have taken part in our research
projects for their contribution to improving NHS
treatments for everyone.

 Difficulties contacting clinical services
 Booking a new outpatient appointment
 Clinic appointments are cancelled
 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 significant
reduction in the delays around transcription and
authorisation of clinical correspondence. .
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Self-Check-in and Patient Calling

Training and Improved Supervision

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.

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 on this are to:

Enhanced Telephony and Reminder Services
The enhanced telephony system has been
successfully implemented in the Outpatient
Management Centre, Imaging and PALS. The
project is now looking forward to implementing
some of the additional modules which will help to
automate some of our booking processes. 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.

 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.
Outpatient Management

Electronic-outcomes
This project replaces the current outmoded and
paper based method of recording clinical
outcomes and future care plans. It is due for
delivery in May 2015. The key benefits will be:
 Minimises missing information so improving
patient safety
 Reduced waiting times.
 Reduced time needed on reception.
 Improved Data Quality reducing validation
time.

The Trust has committed to improving the way in
which its outpatient management function is
delivered in order to raise the levels of service
delivery to patients and clinical teams. With this in
mind a strategy has been adopted which creates a
contact centre, utilising the new technologies
referred to above, which will be the transactional
hub for outpatient bookings for the organisation.
The management of the outpatient pathway and
waiting list will be devolved to individual service
lines therefore bringing this function closer to the
clinical teams. This will improve and make more
timely
decision
making
around
patient
management.

 Improved Referral to Treatment (RTT) times.
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
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Our Quality Improvement Strategy
As highlighted previously, we developed a Quality
Improvement Strategy in 2014/15 which identifies
the following priorities 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.

Priority 1 – Prevent unnecessary deaths by
reducing harm resulting from failure to response
to the deteriorating patient and management of
sepsis
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.
Priority 2 - Staffing – right person, right place,
right time, every time – for all staff groups

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 and
members of the pubic using various methods
including surveys. This work identified three
specific areas on which to focus our attention in
2015/16. These areas and their links with the
priorities set out in our Quality Improvement
Strategy are shown below.

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.

Staffing – right
person, right place,
right time, every time
– for all staff groups
Improve discharge
arrangements

Patient
experience















Quality
culture

Reliable
Care

Prevent unnecessary
deaths by reducing
harm resulting from
failure to respond to
deteriorating patients
& sepsis

Harm

Identified priorities for
inclusion in the 2015/16
Quality Account

Mortality

Priority 3 - Improve discharge arrangements



Our overall aim is to achieve timely safe discharge
for all patients including complex discharges from
bed bases within Plymouth. We know patients
want to go home or move to a more appropriate
setting when they are medically fit to do so. An
extended stay in hospital can put patients at
greater risk of harm.
A more detailed analysis of our current position in
each of these areas and our plans for improvement
is set out in Annex F.
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Our priorities for 2015/16

Sign Up to Safety
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 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 know we can
improve the way we assess the risk of a fall for
a patient in our hospitals, and how we can
reduce this risk. The work around reducing falls
will be focussed much more on planning
specific care for the individual patient. As well
as a general falls assessment a patient’s
individual needs will also be taken into
consideration.
 Reduce hospital-acquired Grade 2 pressure
ulcers by 50% and reduce Grade 3 & 4s to zero.
The occurrence of pressure ulcers is the top
category for highest reported patient safety
incidents, and grade 3 & 4 pressure ulcers
acquired by patients receiving care from
Plymouth Hospitals Trust are in the top
category for serious incidents. Reducing the
occurrence of pressure ulcers would also
improve trust performance as measured by the
Safety Thermometer survey.
 Improve medication safety and learning from
medication incidents:
Reduce medication
errors through targeted work streams relating
to high risk medicines.
 Reduce the number of adverse incidents
resulting from failure to respond to a
deteriorating patient: Sepsis is a time-critical
medical emergency, which can occur as part of
the body’s response to infection. The resulting
inflammatory response adversely affects
tissues and organs. Unless treated quickly,
sepsis can progress to severe sepsis, multiorgan failure, septic shock and ultimately
death. Septic shock has a 50% mortality rate.
 Responding to diagnostic reports: We intend to
improve our timeliness on 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 A Quality metrics
National metrics
Description
Incidence of C-Diff
(patients aged 2 years and over)
Incidence of MRSA

2011/12

2012/13

2013/14

2014/15

Target

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

41

34

37

35

<30

6

1

3

0

0

Achieved
in 12 out
of 12
months
Achieved
in 12 out
of 12
months
94.78%

Achieved
in 11 out
of 12
months
Achieved
in 12 out
of 12
months
94.85%

Achieved
in 3 out of
12 months

Achieved
in 0 out of
12 months

90%

Achieved
in 5 out of
12 months

Achieved
in 0 out of
12 months

95%

Higher is
better

96.40%

90.68%

95%

94.50%

94.30%

94.60%

93.70%

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

97.50%

94.60%

93.50%

65.40%

93%

98.30%

98.20%

98.30%

98.20%

96%

96.90%

96.50%

95.80%

94.80%

94%

99.80%

99.90%

99.40%

99.80%

98%

96.60%

96.60%

96.90%

96.70%

94%

84.70%

81.60%

85.10%

86.00%

85%

90.30%

95.30%

88.00%

78.50%

62 day wait for first treatment from
consultant screening service referral: all
cancers
Access to genitor-urinary medicine clinics (48
hours)
Access to rapid access chest pain clinics
within two weeks from referral from GP
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
Delayed transfers of care

89.20%

93.30%

92.00%

91.90%

85%
Local
Target
90%

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

100%

100%

100%

100%

100%

100%

100%

99.6%

-

-

1.37%

1.53%

1.34%

1.73%

0.8%

1.80%

2.70%

5.30%

8.80%

5%

Lower % is
better

2.30%

2.76%

2.78%

-

-

Lower % is
Better

18 week maximum wait for admitted
patients from point of referral to treatment

18 week maximum wait for non-admitted
patients from point of referral to treatment

Maximum time in ED of four hours from
arrival to admission, transfer or discharge
All cancer two week wait

Higher %
is better
Higher %
is better
Higher %
is better
Lower % is
better
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Other local metrics
Description

2012/13

2013/14

14.9

12.5

13.9

11.39

-

97%

96%

97%

95%

95%

78

123

66

49

40

6.37

9.33

9.58

10.5

-

0.71%

0.93%

0.80%

-

1

8

1

0.54% Apr
14 –Sep 14
2*

733

736

860

773

Number of PALS

4359

3851

4193

4348

Reduce by
10%
-

% of observation charts completed
accurately
Number of cardiac arrest calls

95%

42% **

99%

99%

95%

212

242

225

178

-

Ulcer prevalence (% of patients with
pressure ulcers) Grades 2, 3, 4 (Hospital
Acquired) measured via NHS Safety
Thermometer.
% patients receiving appropriate VTE risk
assessment
% patients receiving appropriate
thromboprophylaxis
Mortality (HMSR) (Relative Risk)

3.7%

2.08%

1.78%

0.85%

92%

87%

95.1%

95%

New metric
(per 1000
bed days)
0.40
95%

95%

96%

98%

97%

95%

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
Number of complaints

2011/12

9.70
2010/11

Patients readmitted to hospital within 28
days of being discharged for 16 year olds and
over
% stroke patients spending 90% of their stay
on ASU
Fractured NOF – delays to surgery < 36hrs

10.29
2009/10

9.65
2010/11

9.50
2011/12

tbc

-

Lower % is
better

77.3%

66.7%

67.6%

72%

80%

62%

65%

82%

78%

-

Higher is
better
Higher is
better

Patients readmitted within 30 days (Relative
Risk)

-

Higher is
better
Higher is
better
Lower is
better
***
Lower is
better

10.46
2009/10

% of patient deaths with palliative care
coded at either diagnosis or speciality level

98
Jan 14Jan 15
0.966
Oct 13–
Sep 14
2
Oct 13–
Sep 14
17.9
Jul 13–
Jun 14
tbc

0

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
Higher %
is better
Lower is
better
Lower is
better

Patients readmitted to hospital within 28
days of being discharged for 0 – 15 year olds

SHMI (Summary Hospital-Level Mortality
Indicator) – Banding

84.0
Dec 11–
Dec 12
0.9625
Jan 12Dec 12
2
Jan 12Dec 12
20.1
Jan 12Dec 12
96.5

Target

89.0
Jan 13–
Jan 14
0.962
Jan 13–
Dec 13
2
Jan 13–
Dec 13
18.9
Jan 13–
Dec 13
97.95
Nov 12Nov 13
12.18
2011/12

SHMI (Summary Hospital-Level Mortality
Indicator) – Value

80.1
Apr 11Jan 12
0.9174
Jan 11Dec 11
2
Jan 11Dec 11
19.2
Jan 11Dec 11
94.4

2014/15

<1

3

Higher is
better

-

Lower % is
better

-

Lower is
better

tbc

-

Lower % is
better

* 1 never event incident occurred in 2010 and was reported in 2015
** A review in the audit methodology in 2012/13 produced lower than expected results
*** 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 information
Description

Plymouth
Hospitals

National
highest

National
lowest

NHS trust
average

Core indicator 19
Percentage of patients readmitted to a hospital which forms part of
the Trust within 28 days of being discharged from a hospital which
forms part of the Trust during the reporting period.
Patients aged 16 plus
2011/12 standardised to persons 2007/08 (Large Acute trusts)

9.5%

13.8%

9.34%

11.56%

Patients aged 0-14 years
2011/12 standardised to persons 2007/08 (Large Acute trusts)

12.18%

14.94%

6.4%%

10.23%

7.2
5.6
8.2
5.1
8.4

6.1
4.3
7.5
3.7
6.4

9.2
8.2
9.4
7.6
9.7

-

Quarter 1 April 2014 to June 2014

95.5%

100%

87.2%

96%

Quarter 2 July 2014 to September 2014

95.2%

100%

86.4%

96%

95%

100%

81%

96%

37

144

0*

31.44

0.54%

3.05%

0%

0.54%

5974

12,020

35

4196

Core indicator 20
Trust’s responsiveness to the personal needs of its patients during
the reporting period. Average weighted score (out of 100)
Q32 – Were you involved in decisions about your care
Q35 – Did you find someone to talk to about your worries and fears
Q37 – Privacy when discussing your treatment
Q57 – Were you told about medication side effects to watch for
Q63 – Were you told who to contact if you were worried
Core indicator 23
Percentage of patients who were admitted to hospital and who
were risk assessed for venous thromboembolism during 2013-14

Quarter 3 October 2014 to December 2014
Core Indicator 24
Rate per 100,000 bed days of cases of C.difficile infection reported
within the Trust amongst patients. April 2013 to March 2014
*The Trust is advised by HSCIC that the zero recorded here may be
due to missing data from other trusts reported to the centre.
Core Indicator 25
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
April 2014 to September 2014
Patient safety incident: number
April 2014 to September 2014

Core indicator 21 – Friends and Family Test Staff
Percentage of staff employed by, or under contract to, the Trust for February 2015 who would recommend the trust as a provider
of care to their family or friends.
Description
Total
HSCIC
Percentage
Percentage Not Percentage
Percentage Not
Responses Workforce
Recommended
Recommended
Recommended
Recommended
Headcount
- Work
- Work
- Care
- Care
England
Plymouth Hospitals
NHS Trust

-

-

61.7%

18.9%

77.2%

7.5%

2,060

6,430

58%

19%

80%

4%
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Core indicator 21.1 – Friends and Family Test Patients
Percentage of patients discharged following an inpatient stay or emergency treatment for February 2015 who would recommend
the trust as a provider of care to their family or friends.
Inpatient
Response
Rate
England
Plymouth Hospitals
NHS Trust

Emergency

Percentage
Recommended

Percentage Not
Recommended

44.9%

95%

2%

1289
(45.39%)

94%

1%

Response
Rate

Percentage
Recommended

Percentage Not
Recommended

22.9%

87%

6%

1240
(25.5%)

95%

1%
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Annex B Friends & Family Test (Patients)
Background
From April 2013, all organisations providing NHS funded services were required by the Department of
Health to introduce the Friends and Family Test, a simple and comparable question which, when combined
with follow-up questions, provides a mechanism to identify poor performances and encourage staff to
make improvements where services do not live up to the expectations of our patients.
The Trust introduced the Friends and Family Test in all adult inpatients areas, Emergency Department in
February 2013, Maternity Services in October 2013 and community paediatric areas in March 2015.
Further roll out of the Friends and Family Test to hospital paediatric, outpatients and day case areas has
been introduced in March 2015. 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:
1.
2.
3.
4.
5.
6.

Extremely likely
Likely
Neither likely nor unlikely
Unlikely
Extremely unlikely
Don’t know

Change to the calculation of FFT results
New guidance, published in July 2014, recommended a key change to the presentation of FFT results, which
moved away from using the Net Promoter Score (NPS) as a headline score to an alternative measure based
on percentages.
In line with this recommendation Plymouth Hospitals NHS Trust moved to using the percentage of
respondents that would recommend / would not recommend the service in place of the NPS. The new
percentage measures are calculated as follows:

𝑅𝑒𝑐𝑜𝑚𝑚𝑒𝑛𝑑 (%) =

𝑒𝑥𝑡𝑟𝑒𝑚𝑒𝑙𝑦 𝑙𝑖𝑘𝑒𝑙𝑦 + 𝑙𝑖𝑘𝑒𝑙𝑦
× 100
𝑒𝑥𝑡𝑟𝑒𝑚𝑒𝑙𝑦 𝑙𝑖𝑘𝑒𝑙𝑦 + 𝑙𝑖𝑘𝑒𝑙𝑦 + 𝑛𝑒𝑖𝑡ℎ𝑒𝑟 + 𝑢𝑛𝑙𝑖𝑘𝑒𝑙𝑦 + 𝑒𝑥𝑡𝑟𝑒𝑚𝑒𝑙𝑦 𝑢𝑛𝑙𝑖𝑘𝑒𝑙𝑦 + 𝑑𝑜𝑛′ 𝑡 𝑘𝑛𝑜𝑤

𝑁𝑜𝑡 𝑟𝑒𝑐𝑜𝑚𝑚𝑒𝑛𝑑 (%)
=

𝑒𝑥𝑡𝑟𝑒𝑚𝑒𝑙𝑦 𝑢𝑛𝑙𝑖𝑘𝑒𝑙𝑦 + 𝑢𝑛𝑙𝑖𝑘𝑒𝑙𝑦
× 100
𝑒𝑥𝑡𝑟𝑒𝑚𝑒𝑙𝑦 𝑙𝑖𝑘𝑒𝑙𝑦 + 𝑙𝑖𝑘𝑒𝑙𝑦 + 𝑛𝑒𝑖𝑡ℎ𝑒𝑟 + 𝑢𝑛𝑙𝑖𝑘𝑒𝑙𝑦 + 𝑒𝑥𝑡𝑟𝑒𝑚𝑒𝑙𝑦 𝑢𝑛𝑙𝑖𝑘𝑒𝑙𝑦 + 𝑑𝑜𝑛′ 𝑡 𝑘𝑛𝑜𝑤

Results for the Friends and Family Test are set out below, first for the period April 2014 to September 2014
and then following the change in scoring to percentages covering October 2014 to March 2015.
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Annex B Friends & Family Test (Patients)
Results (April 2014 to September 2014)

Results (October 20154 to March 2015)
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Annex C Patient Reported Outcome Measures (PROMs)
Pre-operative participation and linkage
Participation from April – September 2014
Eligible
Pre-operative
hospital
questionnaires
procedures
completed
All Procedures
815
542

Participation
Rate

Linkage
Rate

66.5%

Pre-operative
questionnaires
linked
424

78.2%

Groin Hernia

277

97

35.0%

52

53.6%

Hip Replacement

199

203

102.0%

166

81.8%

Knee Replacement

184

178

96.7%

146

82.0%

Varicose Vein

155

64

41.3%

60

93.8%

Post-operative issue and return
Participation from April – September 2014
Pre-operative
Post-operative
questionnaires
questionnaires
completed
sent out
All Procedures
542
274

Issue Rate

Response
Rate

50.6%

Post-operative
questionnaires
returned
79

28.8%

Groin Hernia

97

75

77.3%

29

38.7%

Hip Replacement

203

75

36.9%

10

13.3%

Knee Replacement

178

61

34.3%

12

19.7%

Varicose Vein

64

63

98.4%

28

44.4%

Postoperative
score
50.6%

Health Improved

Response
Rate

79

28.8%

PROMS Total Health Gain
Participation from April – September 2014
Eligible
Pre-operative
hospital
score
procedures
All Procedures
542
274
Groin Hernia

26

75

77.3%

29

38.7%

Hip Replacement

203

75

36.9%

10

13.3%

Knee Replacement

178

61

34.3%

12

19.7%

Varicose Vein

26

75

75.7%

11
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Annex D National clinical audits
Category
Audit Name
NCAPOP Mandatory Audits
Cancer
Bowel cancer (NBOCAP)
Heart
Acute coronary syndrome or Acute myocardial infarction
(MINAP)
Heart
Adult cardiac surgery audit
Heart
Cardiac arrhythmia (HRM)
Long Term
Chronic Obstructive Pulmonary Disease (COPD)
Conditions
Heart
Coronary angioplasty
Long Term
Diabetes (Adult) ND(A), includes National Diabetes Inpatient
Conditions
Audit (NADIA)
Long Term
Diabetes (Paediatric) (NPDA)
Conditions
Women's and
Epilepsy 12 audit (Childhood Epilepsy)
Children
Older People
Falls and Fragility Fractures Audit Programme (FFFAP)
Cancer
Head and neck oncology (DAHNO)
Heart
Heart failure (HF)
Long Term
Inflammatory bowel disease (IBD)
Conditions
Cancer
Lung cancer (NLCA)
Women's and
Maternal, newborn and infant clinical outcome review
Children
programme (MBRRACE-UK)
Acute
Medical and surgical clinical outcome review programme:
National confidential enquiry into patient outcome and death
Older People
National audit of dementia (NAD)
Acute
National emergency laparotomy audit (NELA)
Acute
National Joint Registry (NJR)
Heart
National Vascular Registry
Women's and
Neonatal intensive and special care (NNAP)
Children
Cancer
Oesophago-gastric cancer (NAOGC)
Older People
Sentinel Stroke National Audit Programme (SSNAP)

Status

% submitted

Continuous data collection
Continuous data collection

100%
100%

Continuous data collection
Continuous data collection
Completed

100%
100%
44%

Continuous data collection
Ongoing

100%
N/A

Ongoing

N/A

No participation in round 2

N/A

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

100%
100%
100%
100%

Continuous data collection
Continuous data collection

100%
100%

Continuous data collection

100%

Round 2 completed
Ongoing
Continuous data collection
Continuous data collection
Completed

N/A
N/A
100%
100%
98%

Continuous data collection
Continuous data collection

100%
100%

Cancer
Prostate Cancer
Long Term
Rheumatoid and early inflammatory arthritis
Conditions
Non NCAPOP audits
Long Term
Renal replacement therapy (Renal Registry)
Conditions
Acute
Severe trauma (Trauma Audit & Research Network, TARN)
Women's and
Fitting child (care in emergency departments)
Children
Mental Health
Mental health (care in emergency departments)

Continuous data collection
Continuous data collection

100%
100%

Continuous data collection

100%

Continuous data collection
Completed

100%
99%

Completed

100%

Older People
Blood and
Transplant
Heart
Acute
Other

Older people (care in emergency departments)
National Comparative Audit of Blood Transfusion programme

Completed
Completed

76%
100%

National Cardiac Arrest Audit (NCAA)
Adult community acquired pneumonia
Adherence to British Society for Clinical Neurophysiology
(BSCN) and Association of Neurophysiological Scientists (ANS)
Standards for Ulnar Neuropathy at Elbow (UNE) testing
Elective surgery (National PROMs Programme)
Adult critical care (Case Mix Programme – ICNARC CMP)

Continuous data collection
Ongoing
Completed

100%
N/A
100%

Ongoing
Continuous data collection

N/A
100%

Other
Acute
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Annex D National clinical audits
Category
Comments
National Confidential Enquiries
During 2014/15 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:
Sepsis

The aim of the study is to identify and explore avoidable and remediable factors in the process of care for
patients with known or suspected sepsis.

Gastrointestinal
Haemorrhage

This study aims to identify the remediable factors in the quality of care provided to patients who are
diagnosed with an upper or lower gastrointestinal haemorrhage.

Tracheostomy
Care:

This NCEPOD report highlights the process of care for patients who undergo a tracheostomy or a
laryngectomy. The report takes a critical look at areas where the care of patients might have been improved.
Remediable factors have also been identified in the clinical and the organisational care of these patients.

Lower Limb
Amputation

This NCEPOD report highlights the process of care for patients aged 16 and over who undergo lower limb
amputation. The report takes a critical look at areas where the care of patients might have been improved.
Remediable factors have also been identified in the clinical and the organisational care of these patients

Title of Study
Sepsis
Gastrointestinal
haemorrhage
Tracheostomy Care
Lower Limb Amputation

Status

Number (%) of
cases included

Action

Study still open

5 (100%)

Data collection ongoing

Study Still open

4 (100%)

Data collection ongoing

Closed

1 (100%)

NCEPOD Report “Tracheostomy Care: On the Right
Trach?” published June 2014

Closed

7 (100%)

NCEPOD Report “Working Together” published
November 2014
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Annex E Example outcomes from clinical audits
Audit Description

Comments

PRIORITY 1: Mandatory National Audits
Adult Critical Care
(Case Mix Programme –
ICNARC CMP)

We circulate and review each unit report amongst the team and use the data to highlight the need
for capacity improvements. We are currently using the data to work on bed management around
discharges from the Intensive Care Unit and we aim to use future reports to monitor the
improvements implemented. The regular reviewing of the unit reports has highlighted an error in the
collection of early discharge data which has allowed the method of data collection to be altered.

Neonatal intensive and
special care (NNAP)

As a direct result of NNAP participation, the Neonatal Intensive Care Unit has increased effort into
ensuring data completeness for all neonatal episodes of care. This includes a small change to
methods of documentation of admission temperature and head circumference on intensive care
charts and new methods of documentation of retinopathy (ROP) screening to ensure that the care
that is given is more accurately recorded.

Maternal, newborn and
infant clinical outcome
review programme
(MBRRACE-UK)

The Neonatal Intensive Care Unit has recently improved governance and the review of all neonatal
deaths by re-starting a monthly meeting open to all staff to review and critique the care offered to all
infants who have died while under the care of the neonatal team and the support offered to their
families. Recommendations and areas of good practice identified in these meetings are then
cascaded to all neonatal staff, resulting in service improvement.

National Comparative
Audit of Blood
Transfusion programme
(NCABT)

As a direct result of participating in the 2012 Audit of Blood sampling collection and labelling, the
Trust was able to evaluate concerns over sample mislabelling. The audit data gave significant
evidence of mislabelled samples, which led to the full engagement of the Trust Board, ensuring a
committee to tackle the identified issues was established. The Trust now actively participates in all
relevant NCABT audits and multiple actions have been implemented as a result of this. Our
participation in these audits allows for comprehensive comparison of our performance against the
national standards and also allows us to focus on implementing and/or monitoring compliance with
the national blood service guidelines.

PRIORITY 2: Corporate Clinical Record Audits
Clinical Record Keeping

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. This programme also:





Demonstrates clinical standards for record keeping are embedded across the organisation.
Ensures there is compliance with Trust clinical record keeping requirements (notes are clear and
sufficiently detailed, with a consistent, timely approach to recording across the Trust).
Ensures there is compliance with National Standards for clinical record keeping.
Identify any themes of non-compliance or areas of concern.

All specialities are required to undertake an audit of 30 sets of notes every 6 months.
PRIORITY 3: Compliance with NICE Guidance
Wet macular
degeneration referrals
audit

Age related macular degeneration (AMD) is a progressive chronic disease of the retina and a leading
cause of vision loss worldwide. This audit aimed to assess the different types of referral pathways
between the point of discovery of Wet AMD and clinic. The results concluded that the fast track
referral is twice as fast as referral via GP and has significantly reduced waiting times, and is used in
over a third of referrals. Further measures are being looked at in order to reduce the time interval
between clinic visits and initiation of treatment.

Are the appropriate
initial blood tests being
done at the patient's
first point of contact and
how often are bloods
added on in the Medical
Assessment Unit?

This audit evaluated if the most appropriate blood tests, with regards to a patient’s presenting
complaint and differential diagnosis, are carried out in Emergency Department. The improvements
made as a result are:



A list of initial blood tests to take for specific common differential diagnosis has been made
Signs with this protocol have been placed around the ED department

A future re-audit will ascertain the benefits of the implemented change.
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Audit Description

Comments

Oxygen in Adults:
Prescription,
administration and
monitoring

Oxygen should be regarded as a drug and now mandatory to be prescribed in all but emergency
situations. Since the audit was undertaken the following measures have been implemented:





Raised awareness of guidelines
Posters in clinical areas to remind of Oxygen prescription
Regular reminders to SHO and review of drug charts
Collaboration with health care assistance/nurses on monitoring and administering Oxygen

PRIORITY 4: Specialist Interest Audits
Handovers from the
Medical assessment Unit
(MAU) to healthcare of
the elderly re-audit

The results showed an overall improvement in the handover process between Medical Assessment
Unit to the healthcare of the elderly wards of 208%. It showed that a written handover as opposed to
verbal was now being made for 97% of patients in the admissions unit.

X-ray ordering in
Neurosurgical Patients

This audit looked to identify delays in the ordering of spinal X-rays within neurosurgery and quantify
the rates of failed requests. We implemented a “green spot” system for spinal X-rays. This meant
spinal X-rays with specific instructions required a green sticker to be applied alerting the booking
clerk and radiology department to the instruction. It has demonstrated a 34.7% reduction in the rate
of failed requests.

Does the Rapid
Assessment Team
improve Emergency
Department’s
performance in Quality
Outcome Indicators?

Overcrowding and prolonged waiting times in Emergency Departments (EDs) are known to negatively
impact safety and quality of care. The Rapid Assessment and Treatment Service (RATS) is a teambased, front-loaded model of care involving a senior grade doctor and health care assistant (HCA)
assessing and treating ambulatory patients presenting to the minors area of the ED.

Is PR diclofenac being
prescribed
appropriately?

PR diclofenac is effective in reducing post-operative pain resulting in reduced need for additional
analgesics. Over 50% of the patients recorded have been prescribed oral naproxen or ibuprofen
instead of PR diclofenac which has fewer associated risks, and is in line with NICE recommendations,
as well as trust formulary guidelines.

(guidance states it should
be 3rd line after
ibuprofen and naproxen
due to cardiovascular
risks)
Emergency Department
(ED) & Plastics Hand
trauma: Initial
assessment and
management

The provision of RATS for ambulatory patients correlated with improved ED performance. Although
not specifically studied, these results suggest that the effect of RATS was felt wider than just the
minors area, likely due to better staff utilisation.

The average time taken for patients to be seen by Plastics team and then discharged is 3hr 49mins.
The improvements suggested following this audit include creation of new patient pathway via trauma
clinic in ED and a hand trauma proforma.
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2015/16 priorities

Priority 1: Prevent unnecessary deaths by reducing harm resulting from failure to respond to the deteriorating patient and management of sepsis
Rationale

How we will do it

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.

We have established a Trust-wide Mortality Review Group chaired by the Medical Director,
to monitor mortality and identify and consider emerging trends and themes of reviews.
Actions are taken to embed learning, triangulated with other quality measures (e.g.
complaints, adverse incidents and patient feedback) and findings will be reported to public
Board meetings.

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.

All deaths of patients are reviewed using a screening template, electronic screen and
Morbidity & Mortality meetings to identify any evidence of sub-optimal care. Where aspects
of care are judged to be suboptimal, the Mortality Review Group will instruct an
investigation.

Current Position
Measuring Progress
Sepsis
Audit of 1 hour administration of antibiotics results will set the baseline for quarter 1.
All patients with suspected severe sepsis to be assessed with agreed assessment tool in the
emergency department baseline will be taken in quarter 1.
Audit of adherence to the sepsis 6 bundle baseline will be taken in quarter 1.
Deteriorating Patient
676 audits performed on 30 wards
57% of observation charts had the frequency documented
86% of observation were performed in accordance with documented frequency
54% of observation were fully completed
Pain score, respirations and temperature were the highest % of observations not
documented
Description
All observations are documented and recorded
accurately and any patient who deteriorates acted on
All patients who trigger are escalated appropriately
Provide antibiotic response within 60 minutes of
diagnosis

2014/15
Performance
-

2015/16
Target
100%

-

100%
100%

We will monitor progress and drive changes in practice via the Quality Improvement
Committee chaired by the Medical Director. Clinical teams will be monitored against
progress using a Quality Dashboard.
We will introduce electronic whiteboard initiative into all of our ward areas; this is a
dashboard that is made up of 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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Priority 2: Staffing – right person, right place, right time, every time – for all staff groups
Rationale

How we will do it

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.

We will continue to publicise our staffing levels on the Hospital website and on the NHS Choices
website.

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.
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

Learn from incidents relating to staffing – we have
improved our reporting within our incident reporting
system to identify themes specifically to staffing.

2014/15
Performance
Planned vs
Actual
Mar 15 –
overall 98.43%
-

2015/16
Target
Planned vs
Actual >95%

New baseline
metric in
datix

Reduce the number of complaints relating to staffing
and staff attitude

67

<10%

Improve patient’s perception of staff on our wards - In
your opinion are there enough nurses on duty to care
for you in hospital? (Q30 National Inpatient Survey –
Always / Nearly Always)
Call bells to be responded to within 5 minutes (Q40
National Inpatient Survey 2013)

57%

>65%

80%

>90%

We will ensure all staff are fully aware of correct ward staffing and all of the work in relation to
agreed establishments. There will be continued communications to all staff to keep them
informed and updates.
In line with national recommendations the Trust will display planned numbers of staff and our
actual numbers and the nurse in charge on each shift. This information will be displayed outside
ward areas and will be monitored and daily staffing will be collected electronically and audited.
There will be a clear staffing escalation policy in place so that staff are clear of the process and
that guidance on what actions to take will be provided.
We will be implementing an IT solution to enable us to better capture our patient’s acuity and
dependency. Daily monitoring of patient acuity (severity of illness) and dependency will be put
into place so that staffing requirements can be more accurately assessed. .
We will recruit staff nationally and internationally to further reduce the number of nursing
vacancies.

Measuring Progress
We will monitor staffing levels and incidents on a quarterly 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, Trust Development Agency and the Care Quality Commission.
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Priority 3: Improve discharge arrangements
Rationale

How we will do it

Overall aim to achieve timely safe discharge for all patients including complex discharges
from bed bases within Plymouth. We know patients want to go home or move to a more
appropriate setting when they are medically fit to do so. An extended stay in hospital can
put patients at greater risk of harm.

Timely complex discharge
The discharge team have developed a programme for improvement focusing on patients
who require significant support to enable their discharge home, also known as complex
discharges. This patient group may require rehabilitation at another healthcare provide or
support at home. We will aim to :
 Reduce Plymouth Delays from 20+ days to below 10 within the first year.
 Identify patients with complex needs at the front door and case manage through
the system reducing the delay in identifying the patients.
 Improve carer and relative information.
 Reduced assessment delays within the process from 7 days to 3
 Build a culture that accepts others assessments to reduce duplication.
 To provide commissions with robust information regarding gaps in services.
 Provide a 7/7 service for complex discharge planning by Oct 2015
 Achieve 15-22 complex discharges on weekdays and 12 over the weekend.
 Achieve a single point of access for complex discharge by April 2016.

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
Reduce number of reportable complex discharges per
day
Reduce length of stay for designated orthopaedic
patient groups
Reduce length of stay for designated healthcare of the
elderly patient groups
Reduce length of stay for designated vascular patient
groups
Reduce the number of complaints regarding discharge
arrangements
Improve patient surveys results
 Do you feel staff involve you in decisions about
planning for going home
 Have you been informed about who to contact if
you are worried about your condition or treatment
after you leave hospital

2014/15
Performance
2.5% of bed
base
(20 patients)
18 Days

90

2015/16
Target
1% of bed
base
(8 patients)
Reduce by
3 days
Reduce by
1 days
Reduce by
4 days
<10%

85.68%

90%

81.25%

85%

12 Days
23 Days

Initial hospital audits have shown that there is the potential to reduce patient length-of-stay
in Orthopaedics by 3 days (18 – 15), Vascular surgery by 4 days (23-19) and Elderly Care by 1
day (12-11). Further audit work is ongoing to establish the potential for other patient
groups.

Recovery at Home service
This project is looking at a new way of providing rehabilitation and therapy for patients
following an inpatient admission to hospital. It will focus specifically on three speciality
areas, orthopaedics, healthcare of the elderly and vascular. The service will see that a large
part of their rehabilitation is provided within the comfort of their own home, rather than on
a hospital ward. The service, which will provide more personal care for patients, will allow
recovery to take place in a more familiar and comfortable environment, all the while still
under the care and supervision of the hospital clinical consultant teams. The service will be
provided for Plymouth-based patients initially, with the aim to increase the catchment area
after the service has been successfully implemented.
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. Every delayed discharge is reviewed at the daily
operational meetings.
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Annex G 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 2015

Date: 30 June 2015
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Annex H Statements from external stakeholders
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. This year has
not been without challenge for the Trust, both in terms of financial constraints and delivery of operational
targets. Despite the Trust’s best efforts during the recent Black Alert there was inevitably an increase in the
number of cancellations of planned surgery in the 0-7 day time frame. Local Healthwatch acknowledges
that difficult decisions have had to be made, but seeks assurance that patients who have had previous
planned operations cancelled have this taken into consideration during the decision making process when
cancellations of elective surgery are required.
In respect of patient experience, we acknowledge that the Trust recognises that there is a need to improve
their communication with patients, relatives and carers and this is an area for improvement that we at
Healthwatch have identified also, through the feedback that we have received during the year. We note the
Trusts next steps to carry forward work to improve communication, which include addressing the
recommendations made by Healthwatch Plymouth for Outpatient services.
Local Healthwatch is encouraged to see that improving discharge arrangements and delays is a priority for
the coming year. Hospital discharge has recently been the focus of community engagement for
Healthwatch, both locally and nationally. Our findings have been shared with Commissioners and local NHS
Provider Trusts, including PHNT for their consideration and response. Healthwatch Devon also look
forward to receiving the Trust’s response to their report of people’s experiences of hospital discharge and
we hope that our findings will help to inform the improvement work over the coming year.
On A&E waiting times, we acknowledge that this situation mirrors what is happening nationally and in
other parts of the South West. Healthwatch Devon recently reported findings in relation to where people
go if they are seeking non urgent medical treatment and this report revealed that many people are unsure
of their options and therefore go to A&E as a first choice.
The coming year will see continued work with the Trust, including Patient Led Inspections of the Care
Environment. Local Healthwatch would also like to see focus on patient involvement within the Trust
maintained and further developed. Local Healthwatch look forward to continuing a positive relationship
into the coming year.

Northern, Eastern and Western Devon Clinical Commissioning Group
Northern, Eastern and Western Devon Clinical Commissioning Group (NEW Devon CCG) is pleased to
commission services from Plymouth Hospitals NHS Trust (PHNT). We recognise that the organisation
provides valuable care and support for people with a variety of acute and enduring health conditions. We
look forward to continue working in partnership and developing further relationships to help deliver our
vision of healthy people, living healthy lives, in healthy communities.
Achievements in 2014/15
Plymouth Hospitals NHS Trust makes an important contribution to the health and wellbeing of the
population of Plymouth, Devon and Cornwall through the services it provides and is committed to providing
safe, high quality, clinically effective care. The achievements noted in the quality account for 2014-15
demonstrate this, particularly during a time of sustained high demand for services particularly since the end
of December 2014. There has been a commitment to a whole systems approach by the Trust to ensure
patient safety in maintaining quality services. Achievements of note which the Trust should be
commended include:
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 Cancer services: The achievement of the 62 day referral to treatment target and cancer wait targets had
been on track until winter pressures and patient choice affected achievement going into 2015. The
NEW Devon CCG is assured by the ongoing analyses and proactive management of the pathways. The
focus on research and recruitment into clinical trials continues to be strong with congratulations to
Professor Rule in gaining a significant grant to lead a national research study into the treatment of
older patients with mantle cell lymphoma. Patient feedback is positive regarding the new Stem Cell
Transplant Unit.
 Maternity services: Work undertaken in maternity services to manage the position as a national outlier
identified by the Care Quality Commission, has reduced the number of readmissions of postnatal
women. The launch of the Curvy Mums initiative to support Mums with BMIs of over 35 to prepare for
labour and birth is welcomed.
 Safe care: The continued work with the NEW Devon CCG and also other providers throughout Plymouth
to reduce the incidence of pressure ulcers is having a positive impact particularly on incidents of Grade
4 pressure ulcers. We welcome the commitment to on-going and continued work to improve surgical
safety including the focus on human factors training and the mandatory use of the WHO surgical safety
checklist. The establishment of a Quality Improvement Faculty to work with staff to measure
improvement and develop plans can only strengthen the commitment made to excellent patient care.
 Patient experience: The focus on obtaining qualitative and quantative data and feedback from service
users about the quality of the care they have received both through the Friends and Family Test and
the use of the Meridian tool and using the results to formulate action plans for improved services. The
establishment of the Patient Council will add to the other initiatives to engage and improve services on
the feedback from patient, families and visitors. The NEW Devon CCG welcomes the commitment to
gain meaningful feedback through service lines.
 Staffing: ‘Right person, right place, right time, every time’ is helping to respond to patient concerns,
picked up through the patient survey. Using a nationally recognised dependency and acuity tool to
inform the movement of staff internally will facilitate safer care, giving patients confidence the Trust is
doing all it can to ensure adequate staffing numbers. The full implementation of supervisory senior
sisters for all inpatient areas from April 2015 is a big step toward staff feeling supported in providing
high standards of care.
The NEW Devon CCG is pleased to commission services from PHNT, we recognise that 2014/15 has been in
some parts challenging for the organisation. We welcome the Trusts continued effort to work us with to
address those areas of challenge The on-going focus on the backlog of patients awaiting follow-up has
been of particular concern to the Trust and the NEW Devon CCG throughout 2014/15 and the previous
year; we continue to work closely together to support a robust action plan to facilitate reduction in clinical
risk.
Looking forward
The NEW Devon CCG supports the three priorities suggested for 2015/16. Plymouth Hospitals NHS Trust is a
responsive, dynamic and innovative organisation, we value the Trust’s continued effort to engage with the
CCG in our aim to develop and improve healthcare services for people living within Devon. The Trust has
produced an excellent quality account which is honest, open and reflects some of the very good work
undertaken by the organisation, NEW Devon CCG look forward to continuing to work with PHNT in the
coming year.
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Plymouth Health & Adults Overview & Scrutiny Committee
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.

Cornwall Health and Adults Overview and Scrutiny Committee
Cornwall Council’s Health and Social Care Scrutiny Committee agreed to comment on the Quality
Account 2014 -2015 of Plymouth Hospitals NHS Trust (PHT). All references in this commentary
relate to the period 1 April 2014 to the date of this statement.
Plymouth Hospitals NHS Trust has engaged with the Committee throughout the year and has
provided information when requested. The Committee believes that the Quality Account is a good
reflection of the services provided by the Trust, and provides comprehensive coverage of the
provider’s services.
Of the priorities set last year, it is recognised that progress has been made to improve in areas,
and the Committee is pleased that there are ‘next steps’ highlighted to ensure that this work is
continued.
There are a number of successful projects and initiatives undertaken by the Trust featured within
the document and the committee will be interested to see how the learning from these is
cascading throughout the hospital.
The Committee have been monitoring the numbers of backlogged outpatient appointments and
the number of cancelled operations within the trust. This will continue along with scrutiny of the
recently announced ‘never events’.
The Committee looks forward to increased partnership working with the Trust in 2015-16.
Patient Council
The aim of the Patient Council, which was established in October 2014, is to provide Plymouth
Hospitals NHS Trust with the very important ‘voice of the patient’ and its objective is to work in
partnership with the Trust to improve the patient experience, quality and delivery of service.
The Patient Council is a valuable resource for the Trust and provides Council members with the
opportunity to get involved in shaping and contributing to projects from an early stage.
To date members have participated in 'PLACE Assessments', met with Trust colleagues in respect
of Car Park Signage and contributed to the Main Concourse - Retail Plan.
Lay Chair of the Patient Experience Committee
It is encouraging that research and development continue, with national implications for patients’
better health. Patients also benefit from implementation of recommendations from the Trust’s
participation in national audits and national confidential enquiries.
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It is pleasing to read of progress towards meeting the five priorities for 2014/15, and of success in
reducing pressure ulcers, falls and infections and increasing the patient voice and medical cover at
weekends. Progress has been made in each priority but it is frustrating that success has not been
comprehensive.
The Quality Account demonstrates the potential and ambition Plymouth Hospitals NHS Trust has
to provide excellence to all patients. In spite of failings, patients should be reassured this is a good
and safe hospital for the vast majority of its patients.
Progress and success must continue relentlessly with strategic and practical commitment to
comprehensive achievement of the Quality Account priorities and to embed them into practice
throughout the Trust.
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