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Chief Executive Statement

It gives me great pleasure to present Plymouth
Hospitals NHS Trust’s annual Quality Account,
representing our report on the quality of services
we provided in 2017/18 and our key priorities for
improvement in 2018/19.
The pressures facing the NHS continue to be the
subject of a considerable amount of political, media
and public interest. Whilst the Care Quality
Commission’s Annual State of Care report for
2016/17 showed that the quality of health and
social care was being maintained, it is important to
remember that the challenges facing our health
and social care system can have a very real impact
on people’s lives both in terms of those who are in
need of our care and those who provide it.
We have much to be proud of in the care that we
provide and what has been achieved in 2017/18.
Despite the challenges posed by increasing
demands on our services, we have managed to
make substantial progress in a number of critical
areas including:
◼ Securing a clear and unified commitment to
integrating health and social care services in
Plymouth for the benefit of the people we serve
◼ Securing significant additional funds for capital
investment including a £26 million investment
that will create four new interventional
radiology theatres at the heart of Derriford
Hospital
◼ A successful bid to be part of NHSI’s Lean
Programme which will create a common
approach language of improvement to support
closer working and better outcomes for patients
◼ Delivering a significant improvement in our
financial position providing us with a stronger
foundation from which we can provide
sustainable services to our patients
◼ Receiving ministerial approval to change our
name to Plymouth Hospitals NHS Trust from 1
April 2018. Supported by staff and partners and
the public, this recognises and cements our
status as an organisation involved with teaching,
education and research

We also continued to make progress in providing a
rewarding and supportive environment in which to
work with the results of the National Staff Survey
showing further improvements since last year.
We do, however, recognise that we still have plenty
to do, particularly in light of the extraordinarily
challenging environment in which people are
working. We are liaising with trade unions to agree
the key issues which we need to focus on, and as
we have committed to previously, we will
commence our ‘Big Conversation’ Programme to
work with staff to identify the improvement actions
we need to take.
Given that the National Health Service will be 70
years old on 5th July 2018, it is the perfect
opportunity to celebrate the achievements of one
of the nation’s most loved institutions which has
delivered
huge
medical
advances
and
improvements to public health. It has also
pioneered new treatments like the world’s first
liver, heart and lung transplant.
However, none of this would be possible without
the skill, dedication and compassion of our staff
and volunteers who continue to do very special
things 24 hours a day, 7 days a week and 365 days
a year. As part of our #NHS70 celebrations,
Plymouth Hospitals NHS Trust and Livewell South
West will be coming together for a special award
ceremony in June 2018. The #NHS70 Pride of
Plymouth Awards are about recognising a selection
of the many, many excellent people we have
delivering NHS services in Plymouth. In the
meantime, we would like to express our deepest
gratitude to all of our staff and volunteers for their
continued dedication and incredible compassion at
such a challenging time.
I am therefore pleased to present our annual
Quality Account for 2017/18, 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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Our commitment to quality
Our vision is to provide excellent care, with
compassion, wrapped around people’s individual
needs to the population of Plymouth and
surrounding areas. We are committed to placing
quality at the heart of everything we do ensuring
that we build quality into all parts of our service
and rigorously focus on its delivery.
In terms of our more specific priorities for 2018/19,
we have completed a consultation process with
patients, staff and other key stakeholders to
identify key areas of focus for the coming year.
A number of key documents were considered when
selecting the draft priorities including the Board
Assurance Framework, Sign Up for Safety, Quality
Improvement Strategy, CQC and NHSI areas of
focus.
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.
Towards the end of the year we have sought to
finalise our strategic direction to improving the
quality of care delivery. Our key aims focus on
people, quality, sustainability, partnerships and
impact, these are set out in the diagram below.

seek to constantly improve our services, shaped by
what our patients tell us, and be quick to respond
to problems and fix underlying causes.
We are committed to delivering safe, caring,
effective, responsive and well-led services as this
means that our patients will be treated with care,
compassion, dignity and respect in addition to
receiving high quality clinical care that is personal
to each individual’s needs.

Building Capability
Plymouth Hospitals and Livewell Southwest have
taken further steps to improve patient care,
support closer working and provide better
outcomes for patients.
Following an application and assessment by NHS
Improvement, the two organisations have been
selected to be part of the first ‘Lean’ programme
delivered by NHS Improvement.
The three-year programme will support the
delivery of a lean management system which will
see both organisations working towards a shared
goal of continuous improvement. The programme
will support the improvement of services through
better system working, more sustainable services
and streamlining coordination of care.
This programme will build on our strong existing
quality improvement work which aims to
implement ideas from staff who work in wards,
theatres, patients’ homes, community clinics,
admin and non-clinical areas, and also from
patients and service users to ensure the delivery of
health care which is safe, effective, patientcentred, efficient and equitable.

Care Quality Commission

Our aim is to be a safe and highly effective hospital
which is highly rated by our patients and one in
which staff are happy to work. In achieving this, we

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
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quality and safety in order to retain their
registration. As part of its role the CQC is required
to monitor the quality of services provided across
the NHS to make sure that they provide people
with safe, effective, compassionate, high-quality
care and to take action where standards fall short
of the fundamental standards. Their assessment of
quality is based on a range of diverse sources of
information about each Trust in addition to their
own observations during periodic, planned and
unannounced inspections.
The Trust has registered its locations against the
relevant regulated activities with the Care Quality
Commission with no additional conditions applied
to its registration.
No enforcement action was taken against the Trust
during 2017/18 and the Trust was not the subject
of a responsive inspection.
Planned Inspection
The Trust was the subject of a planned CQC
inspection in July-August 2016 as a follow up to the
comprehensive inspection that was carried out in
April 2015. During this inspection we were rated as
‘Requires Improvement’ overall. The Quality Report

published following the inspection detailed a
number of Requirement Notices. A Requirement
Notice is issued where:
◼ The provider is acting in breach of the
regulations; the impact on people using the
service is not immediately significant; and the
CQC assess that the provider should be able to
improve its standards within a reasonable
timeframe
◼ The provider has no history of poor
performance that gives rise to wider concerns
93% of the actions designed to address the
Requirement Notices are now complete. Monthly
updates on the implementation of our actions and
ongoing programmes of work to address the issues
raised by the CQC have been provided to the CQC,
NEW Devon Clinical Commissioning Group and NHS
Improvement.
The significant ongoing open actions relate to
delivery of the four-hour Emergency Department
performance standard and reduction of waiting
times and delays for an outpatient appointment.

Core Service

The CQC found that:

What are we doing to put this right?

Responsive Care
Urgent and
Emergency
Services

Improvement was required
in delivery of the four-hour
performance standard.

•

•

•

Operationally the breach data is now reviewed daily
by a senior executive and departmental members for
learning / action purposes with an increased focus on
a whole organisation approach to enhance flow in a
steady sustainable manner.
The Acute Assessment Unit continues to try to recruit
advanced nurse practitioners to facilitate increased
access to our ambulatory pathways and in addition
increase our acute physician consultant numbers to
extend the opening hours and deliver a 7 day service
as part of our plans for 2018/19.
A project board is now in place and terms of
reference agreed to develop an outline business case
for the redesign of the Emergency Department,
proceeding to a full business case for approval in
2018/19.
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The CQC found that:

What are we doing to put this right?

Improvements were
required in the reduction of
waiting times and delays for
an outpatient appointment.

•

•

•

•

•

•

•

Plymouth System Review
The CQC undertook a review of the Plymouth
health and social care system in December 2017.
The review looked at how hospitals, community
health services, GP practices, care homes and
homecare agencies work together to provide care
for those aged 65 and over.
Overall the report was positive and recognised
good relationships between leaders of health and

Ophthalmology accounts for c.46% of the overall time
critical backlog. The service has therefore developed
a detailed action plan and trajectory to focus on
reducing the backlog numbers.
The managed discharge process continues to be
implemented in some service lines to remove long
wait patients from the waiting lists where clinically
appropriate to do so in conjunction with GP practices
to ensure continuity in care management.
A range of improvement activities related to closer
working with primary care / community providers
and innovation with the use of alternative methods
to a face to face appointment are being developed.
This will give scope to create additional capacity for
time critical patients as some non-time critical
patients will be managed in a different way to how
they are currently.
A series of meetings are underway with the service
lines where there are high numbers of time critical
patients, to discuss the challenges and explore
opportunities for booking these patients.
Developing plans with the high volume service lines
for developing alternative approaches to follow up
care, e.g. Patient Initiated Care.
Following a meeting at the end of February NHS
Improvement has offered the Trust support in
exploring alternative methods of good practice to
reduce the follow up backlog.
Reviewing any incidents related to the follow up
backlog.

social care services, a shared commitment to
improving services and recognition from the
inspectors that “Plymouth is on a journey to
integration. There was a compelling vision for
integration within Plymouth, developed in
collaboration with system partners and local
people and linked to the Devon STP. There was a
shared ambition among system leaders to progress
with vertical integration of service delivery to
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include primary care, community, acute and social
care.”
The inspectors recognised the particular pressures
that staff at Derriford Hospital face. Their report
supports our vision of vertical integration with
Livewell Southwest as a way to ensure that we can
offer local people the best possible health and
social care services.
The report also identified many challenges,
including people having varied experiences of
services – some excellent and some poor. In their
feedback the inspectors identified an over-reliance
on bed-based care and highlighted that a shift is
needed to keeping people well in their own homes.
These are issues that we have identified and are
working jointly to solve.
Our challenge is to translate our compelling vision
into frontline practice. We are committed to
working to deliver the best possible care for local
people all of the time, through integrated

provision. We have to support our staff in being
able to do this, but this report confirms that as a
system, we have a vision and shared ambition to go
forward
Ionising Radiation (Medical Exposure) Regulations
(IR(ME)R) Inspection
In November 2017 the Trust was subject to a
specialist inspection of our compliance with the
Ionising Radiation (Medical Exposure) Regulations.
The final report identified a number of areas where
compliance with IR(ME)R required improvement.
An action plan has been developed in response to
these findings and has been submitted to the CQC’s
IR(ME)R Inspection Manager who is satisfied with
the action plan and will continue to liaise with the
Trust to monitor progress in delivery of the actions.
We continue 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.
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Our overall performance in 2017/18

Review of Services

The average number of daily attendances to our
Emergency Department continues to increase. In
March 2018, there was a daily average of 269
attendances. Furthermore, patients who arrive at
our Emergency Department are more acutely
unwell, with over 23.3% of patients triaged in the
highest two categories in March 2018, this equates
to 64 patients per day.

During 2017/18, 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.

To help improve the flow through our emergency
services we opened the new Acute Assessment
Unit in November 2017.
The level of operational pressure has resulted in a
significant increase in elective cancellations
throughout 2017/18. An increase in medical
outliers and a delayed discharge position which
remains poor has added to the level of challenge.
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.
Between April 2017 and the end of March 2018 the
following cancellations occurred:
◼ 1925 on the day cancellations for hospital
reasons (equating to 3.24% over the year)
◼ 275 not rebooked within 28-days as per
national standard
◼ 6422 cancellations between 0-7 days before
planned treatment (the 1925 are a subset of
these)
We tried to give patients and their families as
much notice as possible when cancelling their
surgery and did everything we could to discharge
people as quickly and safely as possible.
The core quality metrics we have used and
reported throughout 2017/18 are shown in Annex
A.

The income generated by the NHS services
reviewed in 2017/18 represents 100% of the total
income generated from the provision of NHS
services by Plymouth Hospitals NHS Trust for
2017/18.

Goals agreed with Commissioners
An element of Plymouth Hospitals NHS Trust
income in 2017/18 was conditional on achieving
quality improvement and innovation goals through
the Commissioning for Quality and Innovation
payment framework. The Trust received the
majority of CQUIN funding in 2017/18 on the basis
of high levels of achievement of milestones. Under
the 2 year contract, most schemes will continue
into 2018/19 except for two, as dictated by CQUIN
guidance. Further information on CQUINs can be
found on the NHS England website, which included
below.
www.england.nhs.uk/nhs-standard-contract/cquin/

Assurance Statements
Underpinning quality in the organisation we have a
series of assurance statements, a summary of each
is set out below, with further details included
within Annex C Assurance Statements.
◼ Clinical Coding: This is the process by which
patient diagnoses, treatments and
comorbidities recorded in the patient’s written
clinical notes and on accompanying systems
are translated into codes using a set
standardised code-set. The accuracy of this
clinical coding is a fundamental indicator of the
accuracy of patient records and drives the
income received for that patient’s stay in
addition to feeding the data through to
numerous national indicators including
mortality
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◼ 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
◼ Duty of Candour: The Trust ensures Duty of
Candour requirements are implemented
following any ‘moderate harm’ or above
graded incident once it has occurred. Where a
patient safety incident has caused harm, an
apology is offered to the relevant person,
which is a sincere expression of sorrow or
regret for any possible harm and distress
caused
◼ Revalidation: Medical & Nursing - Revalidation
is the process by which all licensed doctors are
required to demonstrate on a regular basis
that they are up to date and fit to practice in
their chosen field and able to provide a good
level of care. Nursing and midwifery
revalidation also requires all Nursing &
Midwifery Council registrants to revalidate
every 3 years in order to maintain their
registration

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

Priority 4 - Specialist Interest
During 2017/18 the Trust participated in 98% of
open, relevant national audits as defined by
Healthcare Quality Improvement Partnership
(HQIP). These audits are detailed in Annex D.
During 2017/18 hospitals were eligible to enter
data for five National Confidential Enquiry into
Patient Outcome and Death (NCEPOD) studies.
Plymouth Hospitals NHS Trust submitted data for
four studies which are detailed in Annex D.
In 2017/18 we also completed 33 planned ‘Priority
2’ audits including clinical record keeping audit and
Ionising Radiation (Medical Exposure) Regulation
(IRMER), 38 ‘Priority 3’ audits, 67 ‘Priority 4’ audits
and 34 Service Evaluations.
A number of
improvements have been made as a result of these
audits. Examples of audits and the associated
improvements are summarised in Annex E.

Follow-up Backlogs
Patients often require a ‘follow up’ appointment
with a healthcare professional following an initial
consultation, operation or procedure.
These
appointments can include, for example, a
discussion about test results, an assessment of
how a patient is progressing in recovering from or
living with a disease, how a patient is responding
to a drug therapy treatment or how they are
progressing following surgery.
Additionally
patients will receive follow up care from therapies
such as physiotherapy, speech and language
therapy, occupational therapy and dietetics.
Despite the fact the hospital completed around
400,000 follow up consultations in 2017-18 there
were still a large number of patients who did not
receive their follow up appointment by the date
the healthcare professional indicated would be
appropriate. This is important to both the patient
and the hospital due to any associated clinical risk
with having an appointment later than originally
deemed appropriate and it also represents a
commitment made to the patient that has not
been met by the hospital.
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At the end of March 2018 the number of patients
who had not received their appointment by the
date indicated was 34,867. This is compared to
30,535 in March 2017. The Trust has an electronic
system of flagging patients as being ‘time critical’
for the follow up appointment, with time critical
indicating the patient may be at risk of harm if they
wait longer to be seen than the date given. This
allows for prioritisation of appointments to the
highest risk patients.
The number of time critical patients who have
waited past their see by date stands at 8,063 at the
end of March 2018. The services that account for
the largest number of patients are ophthalmology,
neurology, gastroenterology, hepatology and
rheumatology (together over 71% of the total). A
combination of competing clinical priorities,
including pressure to achieve waiting times for
new patients and reduced clinic capacity (due to
the need to increase ward rounds as a result of
higher numbers of medical patients admitted to
the hospital), means current practices need to be
reviewed as a priority to eliminate the at risk
backlog.

Learning from Deaths
Background
The Care Quality Commission (CQC) published its
report Learning, Candour and Accountability: A
review of the way NHS trusts review and
investigate the deaths of patients in England in
December 2016, which make recommendations
about how the approach to learning from deaths
could be standardised across the NHS. The
Secretary of State accepted all these
recommendations and asked the National Quality
Board (NQB) to develop a framework for the NHS
on identifying, reporting, investigating and learning
from deaths in care. The NHS has a long tradition
of learning from care provided to patients. The
framework builds on that tradition but recognises
that the NHS can do better particularly in relation
to the care of vulnerable people.
The key findings of the CQC report were as follows:
◼ Families and carers are not treated
consistently well when someone they care
about dies

The number of ophthalmology patients in the
higher risk categories has increased in the past 12
months, and accounts for 43% of the overall at risk
numbers, due to the difficulties in securing and
retaining consultant specialist roles. The service is
the largest outpatient based service in the hospital
and accounts for around 8.5% of total routine
referrals. To manage the increased demand and to
release capacity the service line has developed a
comprehensive action plan to reduce the number
of patients who have waited past their see by date.

◼ There is variation and inconsistency in the way
that trusts become aware of deaths in their
care

Moving forward, services are working together
with clinicians from both the community and the
hospital to develop alternative ways of providing
follow up care. Changes to the patient’s pathway
will provide follow up care in the most appropriate
place for the patient, which may not be a hospital
based appointment. We will also improve our
clinical administration processes to support timely
decision making around patient management and
to prevent unnecessary delays in appointments.

The CQC’s recommendations have been translated
into seven national work streams. The Department
of Health (DH) has set up Learning from Deaths
Programme
Board
to
support
their
implementation. Each work stream is led by the
relevant healthcare body. The first step in this
programme was the publication of the new
Learning from Deaths framework in March 2017.
In particular this identifies a need to focus on
learning from the care provided to patients with
learning disabilities and severe mental health

◼ Trusts are inconsistent in the approach they
use to determine when to investigate deaths.
◼ The quality of investigations into deaths is
variable and generally poor
◼ There are no consistent frameworks that
require boards to keep deaths in their care
under review and share learning from these
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needs who die in NHS care. Most of these deaths
will occur in acute settings.
In March 2017, the National Quality Board
introduced new guidance for NHS providers on
how they should learn from the deaths of people
in their care.
◼ By September 2017, publish an updated policy
on how the Trust responds to and learns from
the death of patients in its care and should
publish on their website an updated policy on
how they respond to and learn from the
deaths of patients in their care.

◼ Of these deaths 23 have been subjected to
case record review using the Royal College of
Physicians Structured Judgement Review (SJR)

◼ From Q3 2017 onwards, publish information
on deaths, reviews and investigations via a
quarterly agenda item and paper to its public
board meetings including information on
reviews of the care provided to those with
severe mental health needs or learning
disabilities
◼ From June 2018, publish an annual overview of
this information in Quality Accounts, including
a more detailed narrative account of the
learning from reviews/investigations, actions
taken in the preceding year, an assessment of
their impact and actions planned for the next
year

◼ Of the 23 that were subjected to a Structured
Judgement Review (SJR) 11 have been
completed

Our performance
The following section shows the indicators we are
using to track hospital mortality. We remain
committed to preventing avoidable deaths by
monitoring mortality and learning lessons from
unexpected deaths.
◼ Total number of in-patient deaths (including
Emergency Department deaths for acute
Trusts). There have been a total of 1898
inpatient deaths for the year April 1st 2017 –
31st March 2018 including patients who have
died in the Emergency Department

◼ From these reviews an estimate can be made
of how many deaths were judged more likely
than not to have been due to problems in care
Statement from the Royal College of Physicians
Our National Mortality Case Record Review
(NMCRR) Programme has produced a Structured
Judgement Review (SJR) tool to support the
analysis of adult deaths in hospitals. However, we
are very clear that the SJR does not allow the
calculation of whether a death has a greater than
50% probability of being avoidable, and should not
be used to compare trusts.
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Quality Improvement Projects

Patient Reported Outcome Measures (PROMs)

◼ Sepsis - Sepsis is a life threatening condition
requiring early assessment, recognition and
treatment using an agreed sepsis treatment
plan

A summary of our PROMs results in 2017/18 is
shown in Annex B. PROMs are used to assess the
quality of care delivered to patients from their
perspective.
Currently covering four clinical
procedures, PROMs calculate the health gains after
surgical treatment using surveys from before and
after the operation. The four procedures are hip
replacements, knee replacements, groin hernia
and varicose veins.

◼ Handover - Following further work and
listening to feedback, a joint nursing and
medical handover form has been developed to
support a more collaborative approach to
handover also resulting in less duplication of
clinical details
◼ Falls - 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 is 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

Patient Feedback

PROMs describe a patient's health status or healthrelated quality of life at a single point in time, and
are collected through short questionnaires. The
health status information is collected from patients
before and after a procedure and provides an
indication of the outcomes or quality of care
delivered to our patients.
Participation rates have improved overall for
varicose veins and groin hernia, but reduced
slightly for hips and knee replacement. The latest
figures at March 2018 are shown below:

Friends and Family Test Patients
Our Inpatient & Daycase results have remained
steady throughout 2017/18, although Emergency
Services has dropped slightly. All results are
published monthly on the Trust website. Further
detail is shown in Annex B Core Indicators.
% of patients
recommending by
month
April 2017
May 2017
June 2017
July 2017
August 2017
September 2017
October 2017
November 2017
December 2017
January 2018
February 2018
March 2018

Inpatient
& Daycase

Emergency
Services

95.69%
95.42%
95.63%
95.85%
95.92%
96.24%
96.63%
96.48%
96.40%
96.14%
95.75%
95.79%

91.56%
89.07%
93.75%
95.00%
94.79%
92.70%
92.96%
88.79%
82.62%
90.35%
94.74%
90.37%

Participation
Rate Hernia

Participation
Rate Hip

Participation
Rate Knee

Participation
Rate Vein

10%

48%

38%

86%

Seven Day Working
The aim of the 7 day standard is to end current
variations in outcomes for patients admitted to
hospital at the weekend. We have set up a 7 Day
Working Project Group which oversee compliance
with the four priority national standards.
◼ A working group has been established with a
formal Terms of Reference and membership
across Care Groups and the CCG
◼ NHS England have been providing support via
their Southern Seven Day Leads and have been
to PHNT for two site visits including meeting
our Medical Director and have been given an
overview of our non-elective pathways
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◼ The Trust has been given a deadline to meet
the four priority national standards by March
2020:
Standard 2 – Time to first consultant review
Standard 5 – Diagnostics
Standard 6 – Intervention / key services
Standard 8 – Ongoing services
The Trust regularly audits compliance of the 7 day
standard. The next audit is due in late May with
the reporting deadline in June 2018.
The Trust has met the additional requirement
around having clearly defined pathways in place
for the four “urgent network standards” including,
emergency, vascular, major trauma and hyperacute stroke patients.

Friends and Family Test Staff
The Friends and Family Test for staff was
introduced in 2013 and alongside the national staff
survey is a data source used to monitor staff
satisfaction.
Staff are asked to respond to two recommender
questions which seek to understand how staff feel
about working for and the care the organisation
gives. The opportunity to feedback is given to all
staff at three opportunities a year.
Our performance is summarised in the table
below:

How likely are you to
recommend Plymouth
Hospitals NHS Trust to
friends and family if they
needed care or
treatment?’
* Quarter 2 data for 17/18.

The HR & OD team have worked closely with
colleagues across various teams throughout the
Trust,
including
Service
Improvement,
Communications and the Learning from Excellence
Team to build a culture that helps staff make
changes through their ideas and feedback. The
culture supports staff both to speak up if they have
concerns and to celebrate the work and care that
is going well.
National Staff Survey

Staff Feedback

Staff FFT Question

We are working hard at understanding the
experience of our staff – both when things are
going well and when things need to be improved.
We embed the importance of quality improvement
for all staff from the time they start in the Trust.
Staff are encouraged to be involved in
improvements within their team.

2015/16

2016/17

2017/18

87.%

82%

75%*

The National Staff Survey gives us an annual report
on how our staff feel about working in the
organisation. In 2017 over 3600 of our staff gave
us their feedback – the highest number of views
we have ever received. This equates to 57% of our
staff responding, putting our response rate into
the highest 20% of acute trusts.
Nationally, the survey data evidences what has
been a year of extreme pressure for NHS staff and
it shows 21 out of 32 key findings worsening. Our
data tells that despite experiencing the same
pressures as in the national picture, our results
have continued to improve across many areas.
We have further reduced the number of areas
where we were in the bottom 20% from 8 in 2016
to 2 in 2017. Our rate of improvement remains
greater than the average of acute trusts.

Having a compassionate, skilful and dedicated
workforce is central for delivering outstanding care
to our patients. Every interaction between patients
and staff, builds our reputation and helps deliver
great care.
Quality Account 2017/18
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Big Conversations
We continued our Big Conversation approach with
staff begun in 2016 – again focusing on a small
number of key areas for improvement. We again
adopted an appreciative inquiry approach asking
staff to tell us about how things work when they
are at their best. Over 700 staff participated in
conversations focusing on the following areas:
◼ Patient Care: understanding how best to
support staff with delivering the quality of care
they aspire to deliver whilst recognising how
their role makes a difference to our patients
◼ Contributions to Improvement: encouraging
staff to get involved in making changes to
improve things for their service or patients
◼ Training and Development: Understanding
what good quality training is like for staff
It is exceptionally encouraging that all the areas of
focus both from 2015 and 2016 have shown
improvement in the 2017 results. All five of the
areas of greatest improvement in staff experience
have come from the areas we have concentrated
on through the Big Conversations
Your Voice
Your Voice is the opportunity for all staff to take
part in conversations with the senior leaders in our
organisation.
This year we have taken Your Voice on tour,
hosting over 20 conversations with the executive
team (including a number with Ann James) with
teams all across the Trust. Staff shared both what
is going well and what they would like to see
changed. Work is taking place with local leaders to
help turn the ideas into action.
Valuing our staff and Learning from Excellence
Staff (and patients) in our Trust can say thank you
via our ‘Say Thank you and Help us Learn from
Excellence’ programme of work. The Learning
from Excellence Team is made up of both clinicians
and organisational development members and

seeks to help ensure there is a mechanism to show
staff they are valued and to capture the learning
when things go well.
Staff who are nominated receive a card which
details what they have done. During our 2016 Big
Conversation, staff told us they wanted personal
feedback from colleagues and patients that was
personal to them and meaningful. Over 1000
cards have been sent (one third from patients).
Learning from what has gone well is being spread
positively across the Trust.
Freedom to Speak Up Guardian
We have three Freedom to Speak Up Guardians in
the Trust. In their first year they have made an
enormous impact on the culture of the
organisation by positively encouraging staff to
speak up when things are wrong.
Feeling
confident and secure in reporting unsafe clinical
practice is the area of greatest improvement in
terms of staff experience in the national survey
scoring 3.60 in 2016 and 3.71 in 2017. We
attribute this almost entirely to the excellent work
the guardians have done.
Charlotte Burgoyne, Dr Jamie Read and Louise
Shalders will continue working across all staff
groups to raise awareness and report directly to
the chief executive and the Trust Board.
Recruitment
Having the right staff with the right skills is a
commitment that the Trust has given and is
absolutely paramount in the delivery of quality
patient care. There remain national shortages in
key staff groups and the persistence of certain
hard to recruit to areas has led to alternative
workforce models and the development of several
new roles. Following the publication of the NHS
Workforce Strategy and the size of the financial
challenge over the short to medium term, the
Trust will need to continue to adapt to both the
new healthcare workforce landscape and continue
to deliver significant efficiencies in order to
maintain financial robustness.
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Significant inroads have been made in the
reduction of the Trust’s reliance on temporary
staffing. However temporary staffing across the
Trust remains an issue and, whilst bank, agency
and locum spend is necessary to maintain safe
services, departments have developed new ways
of working.
The past 12 months have seen a record-breaking
number of nursing preceptees welcomed into the
Trust. However, competition for preceptees in the
short term will be fierce due to the number of
students registering for higher education places
and the market led model now being followed in
terms of commissioning.
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During 2017/18 we continued to focus on quality
improvement. Our strategy has been to focus on
key priorities for the organisation and to oversee
these through the Quality Improvement
Committee. We have continued to develop the
capability of our staff within the organisation,
enabling them to improve the quality of care they
offer. We have continued to foster the links
between hospitals and other organisations to work
together to improve the quality of care to patients
across the community.
Last year we identified three priority areas for
improvement as follows, achievement against each
of these priories is set out below:
◼

Priority 1: Staffing

◼

Priority 2: Reduce the number of patients who
are cancelled

◼

Priority 3: Improve the quality & reliability of
care

Priority 1: Staffing – Improve the patient
experience by ensuring our wards and
departments have the correct levels of staff with
the appropriate skills
Background
Having the right nursing staff in the right place at
the right time is a fundamental element to the
delivery of safe, high quality care. Organisations
must ensure the level of nursing staff, including
registered nurses midwives and support staff, are
correct for the acuity and dependency needs of
our patients.
What we did well
We were one of 32 hospitals selected to work with
Lord Carter and the Department of Health to
consider collectively the challenges faced in
nursing and midwifery staffing. The outcome of
this work has been shared nationally and includes
guidance on ensuring staff rosters are produced as
efficiently as possible using an electronic system,
the use of agency and temporary staffing and
reviewing some nursing roles.

The safer staffing return continues to be submitted
monthly, with March 2018 showing a 86.20% fill
rate.
This information will continue to be
submitted and inform our nursing dashboards and
shared with matrons and senior nurses. A monthly
staffing paper is produced and reported to our
Nursing and Midwifery Operational Committee
with the key performance indicators included from
our ward dashboards and model hospital.
Patient acuity and dependency scores continue to
be recorded in real time using the Safe Care
System. This ensures we accurately match staffing
levels to the patients in our care. This is calculated
in the form of Care Hours per Patient Day and
helps to inform the decision making when moving
staff from one ward to another.
Nursing and midwifery staffing is monitored and
reported monthly via NHS Choices and the Trust
website. We publish our staffing levels for each
shift on a poster at the entrance to our wards and
have a poster in each bay stating the name of the
nurse responsible for their care and the nurse in
charge of each shift.
We introduced the new trainee nursing associate
role as part of the multi-disciplinary workforce in
January 2017. This role aims to bridge the gap
between health support workers who have a
qualification and graduate registered nurses. As
part
of
the
Devon
wide
Sustainable
Transformational Programmes 69 trainee nursing
associates were recruited, 17 of whom will be
based at Derriford Hospital.
We recruited 4 whole time equivalent health care
assistants to the nursing pool, who work flexibly
across the hospital to cover absence and
vacancies.
The E-rostering system enabled us to effectively
redeploy nursing hours across the hospital.
All staffing information is now available in a format
that allows us to compare the relationship
between the care and experience our patients
receive.
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We introduced electronic auditing of our practice
so we know exactly how well we are doing.
Daily feedback sessions through safety briefs was
introduced in 2017 in our admission areas, this has
now been extended to include theatres. The
session provides an opportunity for our staff to be
aware of times when we have not treated patients
in a timely fashion and also to celebrate and learn
from those occasions when we get it right.
The hospital website nursing and midwifery pages
have now been launched and whilst we are still
adding to the pages the website is much more user
friendly, attractive and enables the user to access
the current vacancies. The web pages include
professional development and specialist areas for
nurses to consider as a career.
We fully implemented the Care Hours per Patient
Day guidance, which allows us to review the
number of nursing hours needed to care for our
patients safely.
What we need to work on
#GoldenTime was introduced in our inpatient ward
areas in 2017. This provides an hour each day
where matrons work alongside their clinical teams.
Whilst maintaining this has been challenging due
to operational pressures, the matrons remain
committed to this project and have designed an
evaluation form which is circulated to collect
feedback and collate potential improvements for
the future.
During recent months supervisory time for ward
managers has on occasion been less frequent than
we would wish. The Trust is committed to
providing protected time to allow ward managers
to undertake a supervisory role to provide
oversight to all aspects of care on the ward.
Nursing Open Days are held every 2 months and at
the most recent event 38 nurses were interviewed
and 36 offered a position on the day. The
recruitment team attended the national
apprenticeship show in February and Skills South
West have held a variety of presentations and
group sessions at the local job centre. The Trust is

now working with the Devon wide Proud to Care
recruitment initiative and will be partnering with
other care organisations across Devon to develop a
stronger collective offering for people considering
a career in health care.
Further guidance has been published from NHS
England to support healthcare organisations
ensure the correct staffing levels are achieved in
maternity and neonatal care, learning disability
services and the emergency department.
An annual nurse staffing establishment review was
undertaken in May 2017 which found that whilst
there are occasions where the wards are not
staffed to the full establishment the ward numbers
are set at the correct level.
Audits continue to show that the public perception
is that the wards do not have enough nurses on
duty. However further work needs to be done to
understand the root cause of patient’s perception
of staffing levels.
We will be recruiting another 20 trainee nursing
associates (TNAs) in September 2018 (Cohort 3).
Cohort 1 - has 17 trainee nursing associates,
including 2 staff working jointly with University
Hospital Plymouth and the Minor Injury Units. All
17 have successfully completed their first year of
the programme which is a fantastic achievement.
Their second year commenced January 2018 They
continue to rotate 6 monthly through their clinical
environments, it is hoped their final 2 months of
the programme will be spent in the clinical area
where they will be employed as a band 4 nursing
associate from Jan 2019.
There will be further opportunity for some of the
TNA’s from Cohort 1 to apply to continue their
Nurse training via the Apprenticeship route.
Cohort 2 – has 8 trainee nursing associates, these
are mid-way through their first year and have just
started their second rotation and progressing well.
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Next steps
What we did well
We recognise the importance of ensuring that we
have the right staff, in the right place and at the
right time, but in common with the wider NHS, the
Trust continues to face significant workforce
challenges. We continue to adopt innovative
approaches to the recruitment of clinical staff but
face challenges in recruiting staff in some key
service areas. We are developing a stronger plan
for addressing these issues on a sustainable basis
◼

Review shift patterns and flexible working
policies for our staff to assure them that we
continue to support and offer improved work
life balance through flexible working which
does not compromise a safe roster

◼

Plymouth Hospitals is working closely with the
STP to look at how the nursing associate role
can be effectively integrated into the existing
nursing workforce

◼

Through the planned local workforce summit
organised for April 2018 review the current
workforce and its requirements and plan a
programme of work towards securing the
workforce of the future. This local strategy
will take into account the NHSE publication
“Facing the Facts, Shaping the Future – a draft
health and care workforce strategy for
England to 2027” and review all nursing,
medical and health professional roles

◼

We opened the Acute Assessment Unit (AAU) in
November 2017. The new AAU deals with minor
illness, ambulatory care as well as provide a
dedicated pathway and space for patients with
frailty.
In November 2017, the process for referring
complex discharge patients, reviewing patients for
their care requirements post-discharge, and
commencing discharge arrangements was
changed.
The new process saw a centralised system adopted
to review and assess patients for their discharge
needs using a single Integrated Hospital Discharge
Team nurse and social worker as a ‘responder’
each day, with the aim to ensure that all patients
were reviewed for their discharge needs, and
discharge planning commenced as soon as possible
after the patient was referred and before
medically fit for discharge.
Next steps
We need to continue to drive the delivery of the
Putting Patients First Programme and work with
health and social care partners to ensure there is a
reduction in the overall numbers of beds used
within the hospital in urgent care.

Develop a Workforce Strategy which aligns
the many streams of work currently underway
across the organisation

Priority 2: Reduce the number of patients who are
cancelled and ensure patients are able to access
services within acceptable timeframes
Background
Patients have the right to expect timely care which
is in line with best practice. The Trust has recently
experienced difficulties with capacity which
resulted in cancellations for patients and longer
waits for treatment than we would like.

Through ‘right sizing’ the hospital we will remove
inefficiencies and waste and more importantly
reduce the daily frustration of clinicians and clinical
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management by enabling them to treat their
patients without the pressures of operational
pressures. There will be an unrelenting focus on
reducing the average length of stay and ensuring
we are able to stay within our safe staffing levels
and bed base.

show cardiac arrest and medical emergencies per
1000 bed days.

Priority 3: Improve the quality and reliability of the
care we provide to our patients
Background
Untreated sepsis can progress to severe sepsis,
multi-organ failure, septic shock and ultimately
death. Septic shock has a 50% mortality rate. The
mortality rate for sepsis in children is estimated to
be 10 – 15%. It is the most common cause of
direct maternal death and around 35,000 people
die from sepsis in England each year.
There is a chance that if patients in hospital
deteriorate they may not receive the necessary
response in a timely fashion. This may cause
patients to be more unwell, affect their treatment,
increase length of stay and alter their views about
their experience in hospital.
What we did well
Sepsis
The year has seen a focus on educating our staff
and sharing the learning from our acute admission
areas with those wards where the highest
incidences of sepsis are likely.
Over the last 12 months it has become increasingly
apparent that our focus in acute admission areas
needs to continue on ensuring effective care
delivery when the system is hard pressed.
The Trust is continuing to work on our electronic
observations (e-obs) project which will be a key
enabler to identify sepsis in patients.
Deteriorating Patients

We have a policy that sets out the minimum
standards for patient observations and monitoring,
which we regularly audit.
Scan4Safety
In January 2016, the Department of Health
announced that Plymouth Hospitals NHS Trust had
been selected to act as one of six sites across the
UK to pilot a project called Scan4Safety.
Scan4Safety is a project that aims to increase
patient safety, improve patient experience and to
reduce operational costs by introducing GS1
standards.
How are GS1 standards making a difference in
Plymouth?
Using barcodes will lead to safer patient care and
improved processes by scanning patients and
products in a more efficient way, saving time and
reducing errors. These include product recall,
catalogue management and paying suppliers
electronically.

We defined the high level metrics which provide
assurance to the organisation that we are
minimising risk to patients. The graphs below
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What have we achieved in 2017/18?
There are three core elements we needed to
implement in Plymouth Hospitals NHS Trust to lay
down the foundations of Scan4Safety to identify
every place, every product and every person.
◼ Location Coding (Place) - This is defined by a
Global Location Number (GLN) being assigned
to all locations across the Trust both physically
and in the electronic property management
system
◼ Catalogue Management (Product) – This is
defined by a Global Trade Item Numbers
(GTIN) being assigned to all products and
services held within the product catalogue
system
◼ Patient Identity (Person) – This is defined by all
patients being identified by a Department of
Health compliant Global Service Relationship
Number (GSRN) wristband, which is associated
with their patient records
The Trust has completed its initial implementation
of Scan4Safety. All hospital areas are now
identified using barcodes.
We have started the roll out of scanning patients
and products starting within our orthopaedic and
neurosurgery theatres.

programme, we have a system that can help
ensure that every product used in hospital is
assigned to the right location, to the right patient,
and is backed up by the right purchase orders and
invoices. This will benefit Plymouth and the wider
NHS as it delivers efficiencies that will help
enhance the quality of care we can provide.
Sample mislabelling
A significant piece of work has been completed in
the last year to reduce the number of errors as a
consequence of samples being mislabelled. This
work consisted of standardising the phlebotomy
trolleys, 90 of these new standardised trolleys
have been rolled out across the hospital.
Next steps
◼ Integrating Pharmacy services with our
community colleagues
◼ Scan4Safety: the Trust is now working on plans
to use the standards created for Product,
Patient & Place (location) within new use cases
and also implementing new standards. We
hope to have more exciting news on the
progress made with Scan4Safety next year
◼ Build on 2017 achievements in the
management of sepsis
◼ Further reduction of pressure ulcers and falls
by 10%

Through collaboration with our workforce and
suppliers, and other trusts on the Scan4Safety
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Whilst we faced a number of key challenges in
2017/18 there is much to be proud of. During the
year we improved the quality of our services in
many areas, some of our key achievements are
described below.

The Ten Commitments
The national ‘leading change, adding value’
framework for nursing, midwifery and care staff
was launched in May 2016, by Professor Jane
Cummings, Chief Nursing Officer for England. The
strategy offered 10 commitments, which our
matrons and heads of nursing adapted into 10 key
improvement projects which built on our previous
success with the 6 C’s. The aim was to add value to
a patient’s care to achieve improved outcomes, a
good patient experience and better use of
resources. The commitments we made and the
impact against each is described below:
Commitment 1
We will promote a culture where improving the
population’s health is a core component of the
practice of all nursing, midwifery and care staff.

Health and wellbeing events were also set up for all
staff groups.
Commitment 2
We will increase the visibility of nursing and
midwifery leadership and input in prevention.
Action: Implementation of #GoldenTime and
measuring the impact on our staff. #Goldentime is
an initiative where our matrons allocate a
protected hour every day to spend time on the
wards talking to staff, patients and their relatives.
What we did: In July 2017 #GoldenTime was relaunched and now takes place between 12-1pm.
Matrons undertake #GoldenTime on their own
wards. The recent operational pressures have
meant maintaining this initiative has been
particularly challenging. Matrons now focus on
achieving consistent sessions, particularly in light of
the work undertaken in NHS Fab Change Week in
November 17 where the #KeepOnMoving
programme was introduced.

Action: Matrons became flu vaccinators to support
staff uptake
What we did: Matrons established mobile flu
clinics by taking their trolleys to staff on wards and
departments to encourage them to have their flu
vaccinations. As a result we achieved the highest
percentage of staff vaccinated in 2017/18.
MAMA Wellbeing Maternity wallets were recently
introduced. The wallets display colourful, easy to
understand key health information on both sides,
to support women right through their pregnancy,
which is why they will be given to them at their
booking in appointment.

Commitment 3
We will work with individuals, families and
communities to equip them to make informed
choices and manage their own health.
Action: Ensure patients are supported to make
informed choices by increasing their knowledge
regarding their medication on discharge.

Quality Account 2017/18

21

4

Celebrating our successes

What we did: In March 2018 our Cardiology
Matron, Tim Parham undertook a piece of work on
the cardiology wards to improve information given
to patients at the point of discharge. Details for
patients included information about discharge
medications and who to contact should they have
any queries after leaving the hospital.
The
effectiveness of this work will now be reviewed,
assessing the benefits of further roll out across our
wards.

Action: Working in partnership to ensure 50% of
our adult wards/departments meet the dementia
friendly standards.
What we did: Following self-assessment against
the dementia standards an improvement plan was
developed addressing each of the key areas. In
conjunction with local authority agencies, the Trust
has introduced ‘Dementia Friendly Status’ awards.
Fracture Clinic, Chestnut Unit, Clinical Decision
Unit, and the four healthcare of elderly wards have
all been successful and have been awarded
‘Dementia Friendly status’. We continue to strive to
ensure these standards are common place.
We reviewed our ‘Getting to Know You’ leaflet
which helps staff to know a little more about our
patients, and enables us to provide treatment with
the privacy and dignity that they deserve.

Commitment 4
We will be centred on individuals experiencing high
value care.
Action: Ensure high value care by achieving our
hospital-acquired pressure ulcer and falls reduction
plans
What we did: From April 2017 these areas were
monitored through the hospital’s Harm Free Group
meeting which meets monthly, with an update to
the Patient Experience Committee twice a year.
Our Matron for Harm Free Care, Steve Shearman
provides regular updates on progress through his
harm free report. Catheter infections have also
reduced through the last year.
Commitment 5
We will work in partnership with individuals, their
families, carers and others important to them.

Hundreds of staff from all areas of the hospital
have undertaken Dementia Friends training, this
will continue to be rolled out further.
The #letsbeopen
campaign was introduced
by former Matron Emma
Wilkinson and following
her departure, has been led by Matrons Judy Frame
and Sue Timmins, supported by the
Communications Team.
To support the change, a Visitors’ Charter for adult
inpatients was developed, outlining what we will
do as staff and what we ask our visitors to do. The
charter includes standards that we ask all of our
visitors to respect, such as ensuring that no more
than two people visit a patient at any one time,
supporting and encouraging the patient during
mealtimes, observing quiet times or being asked to
leave for a short period of time, such as during
doctors’ rounds, etc
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Commitment 7
We will lead and drive research to evidence the
impact of what we do.
Action: We will ensure our patients receive
evidence based care.

Commitment 6
We will actively respond to what matters most to
our staff and colleagues.
Action: We will respond to the needs of our staff
by ensuring they have a voice through our Staff Tea
with Matron initiative.
What we did: Following the success of our Tea
with Matron for patients, we introduced Tea with
Staff, where staff are offered the opportunity to
meet with matron.
This also provides an
opportunity to link patient and staff experience.
Matrons
meeting
with staff informally
allows for real time
feedback
from
those at the front
line of patient care
which is vital in ensuring the care we give is
delivered effectively. This time allows members of
our teams to talk openly about their day to day
challenges.
The new Preceptor Council was introduced to
provide our preceptees a safe place to voice their
concerns and issues to senior members of staff,
with an action plan put in place and a review date
within 8 weeks. It provides joint leadership,
support and development to our trainee nurses
within University Hospital Plymouth.
We also took Your Voice on tour, hosting over 20
conversations with between staff and the executive
team.

What we did: We have a well established
reputation for high quality research and
development and a strong record of participation in
clinical trials. Our Research and Development team
successfully recruited over 4,000 patients to
National Institute for Health Research (NIHR)
studies, between April 2017 and March 2018.
Plymouth Hospitals was invited to participate in a
new national research study which explored the
impact of patient experience data on the quality of
care provided in acute NHS hospital trusts. The
study initially started in 2016 and is due to
complete in 2018 and involved a particular focus on
cancer and dementia patient experience.
In order to explore further opportunities to
improve through research, we submitted a
successful application to become a member of the
Advisory Board, which is a global research,
technology and consulting organisation for nursing
executives. Membership will enable us to share
best practice and learn from our international
colleagues.
Commitment 8
We will have the right education, training and
development to enhance our skills, knowledge and
understanding.
Action: We will roll out block training across our
wards.
What we did: Block training now in place for our
Maternity areas and most inpatient wards. The
training provides a standardised approach for all
our staff. It ensures protected time for a number
of staff at one time to focus on the specific needs
of an area, resulting in more effective use of
training time.
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We have also introduced Nurse Degree
Apprenticeships, which is an exciting new
opportunity to support five of our staff to
undertake this new programme starting with
Plymouth University in September 2018.
The new ‘shortened’ Nurse Degree Programme is
the first of its kind for Plymouth University. This
new nursing apprenticeship route assists staff to
follow a career pathway to gain skills, knowledge
and experience to become a registered nurse. We
are currently receiving applications to shortlist.
Commitment 9
We will have the right staff in the right places and
at the right time.
Action: We will embed the Safe Care system across
our wards including the roll out of ‘Red Flag’
functionality.
What we did: Our Red Flag Policy was ratified and
published following consultation with our matrons
and senior sisters. Red flags are occurrences which
may be an indicator that the quality of care for a
patient has declined such as unplanned omission of
medications, delays in pain relief, monitoring of
vital signs and staffing levels. Raising red flags help
to inform relevant staff in real time that action
needs to be taken to ensure safe and effective care
for our patients.
Making best use of resources we have and
matching knowledge and skills to the current acuity
and dependency of our patients.
Commitment 10
We will champion the use of technology and
informatics to improve practice, address
unwarranted variations and enhance outcomes.
Action: We will ensure our wards are fully utilising
SALUS (electronic patient tracking system).
What we did: All wards and maternity areas are
now using SALUS, an electronic whiteboard patient

information and monitoring system, using a
number of symbols.
Complex discharge team are now using Salus as a
single repository for information sharing to
facilitate safe discharge for patients with complex
needs.
The blue forget me not symbol was introduced on
Salus to aid staff in the identification of patients
with diagnosed dementia, and likewise a pink
forget me not for those patients with confusion.
Following the launch of Scan4Safety in 2016, the
use of printed wristbands has been rolled out
across the hospital.
Printed wristbands are
extremely important for patient safety and are a
vital part of the Scan4Safety project and mean that
staff are able to quickly and positively identify the
patient.
In 2017 point of care scanning was extended to
include orthopaedic and neurosurgery theatres,
this provides the ability to scan an implantable
device or ‘product’, before surgery and track it to
the ‘patient’ and ‘place’.
Scanning the wristband will reduce the risk of
preventable mistakes, including patients receiving
incorrect results/wrong procedures. In the case of
a product recall, it means that we can easily see
which patients are affected and ensure that
appropriate action is taken quickly.

Acute Assessment Unit
In November we opened the Acute Assessment
Unit Opens to patients. Ann James, Chief Executive
said “A big thank you to everyone involved, from
Plymouth Hospitals, Livewell Southwest and GPs,
for making this happen for our urgent care
patients,”
The new AAU deals with minor illness, ambulatory
care as well as providing a dedicated pathway and
space for patients with frailty. It provides an
opportunity for the whole system to work together
and allows a multi-disciplinary team approach
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which, ultimately, benefits our patients and their
experience of urgent care. Professionals working in
the unit include GPs, therapists, nurses, doctors,
pharmacists, administration and management.
The unit aims to help relieve pressure on the
nearby Emergency Department and offer
treatment and care which provides an alternative
to hospital admission for appropriate patients.

Cancer services
There were a number of key improvements made
for cancer services, which are detailed below:

Bereavement Bags
The death of a loved one is an event that all of us
are likely to experience at some point during our
lifetime. Dealing effectively and positively with grief
caused by such a loss is central to a bereaved
relative’s recovery process.
The bereavement bag was conceived by Senior
Sister Ali Griffiths following her own personal
experience of bereavement following the death of
her mum. Her aim was to provide an alternative to
the Trust standard plastic carrier bags, being used
for bereaved families to collect their loved one’s
belongings.
The idea of the bereavement bag was to allow
individuals to collect their loved one’s belongings
whilst maintaining a sense of dignity and respect
during what may be a very distressing time for
them. The bag is designed to maintain a sense of
solemnity and be a recognisable symbol around the
hospital so staff and public can show sympathy and
understanding towards those experiencing
bereavement.

◼ 18 side rooms were refurbished to improve
comfort and dignity for patients in their last
days of life and their carers
◼ Successful bid to the Point of Care Foundation
to undertake a pilot project on Hartor Ward,
improving conversations when patients are
reaching the end of life, including the concept
of a pastoral friend (with chaplain team) and
improved documentation
◼ Implementation of the national best practice
pathway for prostate cancer
◼ The new lung pathway was developed in line
with national optimal lung pathway, this will be
implemented in 2018
◼ Thoracic surgical cancer centre pathways were
developed and an additional consultant was
appointed
◼ Review and changes to cancer multidisciplinary meetings to improve efficiency
◼ Designed and successful application of an
18month cancer nursing development post to
develop specialist nurses
◼ Implemented stratified pathways of care and
new system to provide remote monitoring for
patients on colorectal cancer follow up and
plan to roll out to further sites
◼ New posts; nurse consultant and advanced
nurse practitioner in oncology/cancer care
The impact of these and other changes were
evidenced through improved scores in the recent
national cancer patient experience survey 2016/17.
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The National Cancer Taskforce objectives provides
our plan for the next 3 years and we will continue
to plan and work towards ensuring the best quality,
timely and efficient care and treatment in line with
local need and national guidance.
We are very grateful to our local and national
charities such as the Plymouth and Cornwall Cancer
Fund, Macmillan Cancer Support, Teenage Cancer
Trust, Mesothelioma UK, Trust Charitable Fund
who continue to support patients and staff to
improve cancer care delivery.

Carers
Our staff recognise that carers have an important
role in the effective and safe delivery of treatment
and care of patients in hospital; this role will often
cross the boundaries between the patient’s home
and the hospital setting. We have been working
hard to identify, involve and support carers in the
hospital setting in order to get the care of the
patient right.
At Plymouth Hospitals NHS Trust we promote the
patient Carer relationship; ensuring the carer is
able to continue in the caring role to improve. For
some patients the involvement of their carer is
critical to the delivery of care in hospital, e.g.
children, patients with dementia, those with a
learning disability and patients who are
approaching the end of their life.

In liaison with Plymouth Caring for Carers and
Kernow Carers we opened the Carers Hub near the
main entrance of the hospital. The Carers Hub is
dedicated to improving the quality of life of local
carers, by providing information and practical

support to any carer aged 18 and over who is
providing unpaid care to someone in Plymouth.
We reviewed our Carers Policy and set out the
mechanisms in place to identify and engage with
carers. In addition a number of mechanisms to
support carers while contributing to care delivery in
hospital were introduced.

Children’s Services
The Gold Dust Appeal has begun to impact the look
and feel of the Children’s Wards on Level 12.
Characters have been introduced to improve way
finding and add colour and interest to the area.

We have also used this
opportunity to join the
“Use the stairs” campaign
utilising characters and
colourful message suitable
for children.
Further work is planned to
ensure we capture the
interactive element of the
Gold Dust Appeal. We
plan to utilise “Sensory Guru” software and
computer systems to provide interactive play areas
around level 12.
As a result of feedback from
the Children and Young
Persons Inpatient and Day
Case Surgery Survey, we
are improving our parent
facilities. With the help of
Children’s Happy Hospital,
we have purchased new
beds, re-decorated and
provided
refreshment
facilities for our parent
accommodation.
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We have also re-vamped and relaunched our
parent/patient information leaflet that provides
parents and children with information about
facilities.
During March 2018, the
paediatric wards took part in
Nutrition and Hydration
Week 2018. The wards each
chose
a
theme
and
displayed a variety of topics
to highlight the importance
of Nutrition and Hydration
to Children.
We have also introduced a consultant shift to
Children’s Assessment Unit to improve the late
afternoon, early evening cover. The purpose of this
shift is to reduce waiting times, reduce unnecessary
admissions and improve access to senior doctors
who can make early decisions about treatment.
Within community paediatrics
we have been developing
new ways of collaborative
working with colleagues in
the local authority, voluntary
organisations
and
other
health services. This has
included opportunities for
staff to spend time with other
services, supporting joint
working and sharing of information.
We have also been exploring new ways of
delivering support. We have successfully piloted
workshops for parents around behaviour and
sensory difficulties, with plans for ongoing delivery.
Our Clinical Psychology Service has been delivering
the Circle of Security parenting programme, which
considers how secure parent-child relationships can
be supported and strengthened.
We have also welcomed the nursing teams from
Plymouth’s special schools in to our service,
allowing for improved collaborative working with
our education colleagues.

The Neonatal Intensive
Care Unit has introduced
Parent Volunteer Support
Workers who will be
instrumental in promoting
Family Integrated Care
(Ficare), on the unit.
Plymouth NICU has also
been successful in
achieving stage 1 Baby Friendly Accreditation. This
means that our neonatal unit has the necessary
policies, guidelines and processes are in place to
NICU to implement the Baby Friendly standards
effectively.

Critical Care
A set of 3 delirium awareness videos using patient
experiences for education and training have been
developed and a patient story of delirium has been
written which we hope to get published. Delirium
has been the main focus of a locally held
conference “BACCN Disentangling Delirium Day”.
We have raised awareness through our active
“twitter presence” tweeting under Critical Care
Rehabilitation Team hashtag @plymouthicurehab
and #recoveryforall campaign. All which are often
retweeted and responded to by our patient group.

Dementia friendly award
Plymouth Hospitals NHS Trust are partners in the
Plymouth Dementia Action Alliance (PDAA) and
have been working with other agencies,
organisations and businesses towards improving
the lives of people living with dementia in
Plymouth. The Trust has a multi-agency Dementia
Steering Group which leads the developments in
care and services provided to people with
dementia in hospital.
The steering group has led on a number of
developments, including the development of
Dementia Champions, an accreditation scheme for
dementia friendly wards and departments
including a range of ways in which to make care in
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hospital more person-centred to the individual
needs of people with dementia.
We work closely with local care homes, social
services teams, The Alzheimer’s Society and Older
Persons Mental Health Services, to ensure that
people living with dementia are appropriately
supported once leaving hospital.

We were very privileged to work with the Macular
Society, Caring for Carers, Sensory Solutions,
Plymouth Head & Neck Cancer Group, Alzheimer’s
Society and members of the Patient Council. Teams
at the hospital were also involved, with staff from
Patient Services, Audiology Department, Royal Eye
Infirmary and Learning Disabilities Team promoting
their services.

Staff training on dementia is included in the
mandatory training programme and includes
induction training, dementia friends awareness
sessions, and specialist dementia continuing
professional development education.
The Trust is involved with the National Audit of
Dementia Care in Hospital programme. We are
proud of the developments made to the standards
of care for patients with dementia and the support
of their families. We will continue as active
members of the PDAA and with the
recommendations from national audit and our
work towards the dementia improvement plan , to
identify further ways in which hospital services and
care for people with dementia can be improved.

Disability awareness week
Our very first Disability Awareness Week was
organised on 5th-9th March 2018, the main aim
was to raise awareness of various types of disability
and define the Trust’s vision of equal access for all.
The event gave our staff and visitors the chance to
share their views on the difficulties people with a
wide range of disabilities may face and thereby
allow us to improve our understanding of how to
help and become more inclusive. We believe it is
important to encourage a culture within the
organisation which continually considers a person’s
individual needs whether that is physical, sensory
or communication related.

Plymouth Citybus demonstrated their disability
awareness bus and the volunteer mobility buggy
drivers explained how recent donations have
funded a new buggy. In addition Hovis our Pets as
Therapy dog came to visit with his owner Moira, as
always he was a huge favourite.

Hospital guides
We are aware that the Derriford
Hospital building can seem very
daunting to navigate.
Our
hospital guides and wayfinding
initiatives are key to helping
people get to their destination
easily.
Development and introduction of a uniform for the
guides in 2016 created an identity by making them
very visible to all patients, visitors and staff to the
hospital site. You will find our Hospital Guides
located at the main reception desk.

During the week, a range of teams and local
services occupied stands in the main entrance and
outside Restaurant 7, providing information and
guidance to both staff and members of the public.
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Attended by the Derriford User Group (DUG)
members, who have a learning disability and have
used, or still use, hospital services, and the Learning
Disability Link Practitioners from the Trust, the
event was organised to not only thank both staff
and patients, but to also ensure those with learning
disabilities are able to have a greater say on
improving the patient experience in an acute care
setting.

In addition to our Hospital Guides we have also
created the role of a volunteer Mobility Driver.
This role has been created to take over the mobility
service which was offered initially to patients
during the bus interchange works. Such was its
popularity the service
was extended and
this has now been
developed into a
volunteering
role
transporting patients
in between the main
hospital entrance and
disabled car park F.
An application was made to the Charitable Funds
Committee to replace the current mobility buggy
with a newer and more accessible service. The
application was successful; the newer buggy will
have a ramp for wheelchairs to be able to drive
straight onto without having to disembark and will
also be fitted with seatbelts. Following patient
feedback the newer buggy will allow the service to
be extended and run up to Rowan’s House as well
as the REI and maternity entrances.

Learning Disabilities Team
People with learning disabilities (LD) have an equal
right to healthcare. We believe it is important to
provide services and staff which enable people with
learning disabilities to use our services.
In November 2017 the Derriford User Group
together with staff and patients for their new
Annual Joint Learning Disability Champion meeting
held at Derriford Hospital.

Making mealtimes matter
For the fourth year running to coincide with the
National Nutrition and Hydration Week in March
2018 the hospital ran a number of different
initiatives as part of our Making Mealtimes Matter
Campaign, which aims to raise awareness of the
importance of nutrition to aid our patients’
recovery. We showcased a number of initiatives
which have been developed to improve patient
mealtimes and invited members of our Trust Board
to join ward staff in assisting the mealtime service
for our patients.
As part of the
campaign patients,
visitors, staff and
members of the
public were given the
opportunity
to
sample dishes from
the inpatient menu
and to talk to staff
about the importance
of patient mealtimes.
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The campaign was generously supported by a
number of our local suppliers and retailers in order
to illustrate our partnership working.
Throughout the day, clinical staff were on hand to
discuss the importance of keeping hydrated, how
patients nutritional intake can be improved
through protected mealtimes and improving the
mealtime experience. Dietetic staff were available
to advise on the Malnutrition Universal Screening
Tool (MUST) assessment and explain its
importance. Speech and Language Therapy (SALT)
staff were also available to talk about their service
and how it supports patient recovery. The event
was a huge success and the feedback was
extremely positive.

Nutrition and Hydration Digest. The analysis has
highlighted that there are a few further
refinements required to ensure our menu fully
meets the Digest requirements and these will be
explored over the coming months.

In 2017 we launched the mealtime volunteers’
initiative to enhance the experience for patients
during mealtimes. This is aimed at non-clinical staff
who wish to have more direct involvement in
patient care. This is gathering pace and we have an
increasing number of staff and student volunteers
taking up this opportunity. Having supportive
encouragement at mealtimes has shown to
improve the nutritional intake for patients. We are
working with carers to encourage more visiting and
active involvement at mealtimes.

Maternity Services

The new patient menu which was launched in
autumn 2016 has proven to be very popular and
patient feedback has been consistently positive.
The review included extending choice for breakfast
and lunch and moving to a lighter option for
supper. The afternoon tea service was also
extended to prove a wider choice of energy dense
and healthy snacks. Since the menu overhaul,
further improvements have been made including
increasing the choice of ice-cream flavours, a firm
favourite with our patients, introducing more
savoury items to the snack list, the introduction of
an allergen free menu and the introduction of
“petite purees”, an energy dense, smaller portion
for our elderly patients.

Our SALUS electronic whiteboard system has been
introduced to all ward areas, with work continuing
on the adaptation of maternity specific attributes.
This has contributed to improved bed management
between all areas.

This year, the appointment of a dedicated Food
Services Dietician has enabled us to carry out a
comprehensive nutritional analysis of the patient
menu in order to check compliance with the BDA:

Following on from the successful implementation
of the new triage service a dedicated team of four
midwives now cover the maternity line. Based in
the South West Ambulance headquarter in Exeter
the team receive calls 08.00 to 19.00 hours, 7 days
per week, offering advice to women and heath care
professionals. The triage assessment area within
the acute hospital setting is more efficient with
reduced waiting time for women and their families.

A complete refurbishment of all birthing rooms,
washroom facilities and clinical areas on central
delivery suite is now complete; the addition of
mood lighting and window decoration for each
room offers a more aesthetically relaxing clinical
area.
We are delighted that women across Derrifords’
geographical footprint now have access to
specialist perinatal mental health care from
pregnancy until one year after the birth of their
baby. One in five women suffers from a mental
health condition during the perinatal period and
suicide is the most prevalent non direct cause of
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maternal death in the UK. Women living in
Cornwall have had access to specialist perinatal
mental health care for some time. Now women
living in Plymouth and West Devon also have access
to this vital specialist care. Our newly appointed
perinatal mental health link midwife works across
the three teams to ensure good communication of
women's care needs among their care
professionals.
With safety at the heart of the development of
midwives, we carry out a robust and
comprehensive training programme working
together with multidisciplinary professionals both
within the wider trust arena and external
stakeholders. After a bid to charitable funds we
have been able to replace and obtain quality
training resources. Service users have actively
been involved in facilitating study days to share
their experiences with MW's to help improve the
quality of care provided. We have MW Champions
who are specialists within an area that a interests
them such as care of the mother in HDU, mental
health, suturing, screening, diabetes and facilitate
in the cascading of information to their colleagues.

Winners
Healthy Bones Mobile Unit
PENNA Category: Bringing Patient Experience
Closer to Home
Empowering care in partnership: #letsbeopen
PENNA Category: Strengthening the Foundation
Runner up
Empowering care in partnership: #letsbeopen
PENNA Category: Turning it Around When it Goes
Wrong
Shortlisted
‘Signlive’ - Providing patients, visitors and staff with
more choice for hearing services
PENNA Category: Communicating Effectively with
Patients and Families category
Bereavement Bags
PENNA Category - Support for Care Givers, Friends
and Family
Patient Diaries in Intensive Care
PENNA Category - Personalisation of Care

We are in the process of implementing the
development of a new model for midwifery
supervision within the maternity service to ensure
that midwives are supported, valued and able to
provide safe care for women and their families.

Patient Experience National Network Awards
(PENNA) 2017
At the end of November 2017 the Trust submitted
five applications to the Patient Experience National
Network Awards (PENNA). We were very pleased
to discover that all five applications had been
shortlisted in at least one category, with the
#Letsbeopen Campaign shortlisted in two.
We had even more to celebrate when we won two
of the categories and runner up in the third.

Pets As Therapy
In September 2017 we were introduced to Hovis
who is a Pets as Therapy (PAT) dog and his owner
Moira. The Pets as Therapy charity was set in 1983
to enhance health and wellbeing in the community
through the visits of volunteers and their
behaviourally assessed animals.
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We are lucky to have
two Pets As Therapy
dogs who work with our
staff, Hovis and Pixie.
Their visits help to bring
everyday life closer to
our patients and with it
all
the
happy
associations with it of
home comforts.

Safeguarding
Our safeguarding service continued to improve and
evolve in 2017/18. Safeguarding Children, Adult
Services within the Trust continue to be managed
as one. The Learning Disability Service has now
transferred to the Quality Governance team. The
new post within the Trust of physical Interventions
lead now sits within the safeguarding team. This
service is starting to increase availability of conflict
resolution and physical interventions support and
Training throughout the Trust. This is an exciting
development and offers significant support to staff
under pressure from physically and verbal patient
challenge.
Safeguarding training is revised annually as a
minimum and is available for staff at all levels, online or face to face for levels 1 and 2, with more
complex level 3 multi-agency training available to
staff who require this. Safeguarding Adult and
Children level 1 and 2 training complies with the
skills for health and intercollegiate document
recommendations.
The process for referral into the safeguarding
teams continues to be revised and improved to
ensure it is evolving with service need. The
safeguarding children’s team is available to offer
support and advice and provide quality assurance
Monday-Friday 08:30 – 16.30 minimum. The team
continue to work within the hospital and with
multi-agency partners to ensure children are safe
and Trust is represented at operational and
strategic level.

For adults at risk the safeguarding alert process
introduced to highlight and monitor concerns is
increasing referrals into the department, with a
100% increase within the year. The safeguarding
adult team are available Monday- Friday 09:00 –
17:00. Processes are currently under review to
ensure best use of resources to meet need and that
our processes are aligned to other local areas.
The safeguarding team as a whole continue to
support our staff and collate information
monitoring themes and trends. They communicate
with multi-agency colleagues as needed. The team
ensure the Trust is compliant with the Children’s
Act (1989/2004) and the Care Act 2014. We work
closely with multi agencies including Local
Safeguarding Adult and Children’s Boards to ensure
compliance with standards.

Welcome Centre and Patient Services
In an effort to sustain the visibility and accessibility
of our Patient Advice & Liaison Service (PALS) the
Welcome Centre was opened on the main
concourse in June 2016.
Since that time further improvements have been
made to the facility and we are currently awaiting
new furniture to provide the environment we want
to achieve. We now have two members of the
PALS team present in the Welcome Centre
throughout the working week.

Carers have an important role in the effective and
safe delivery of treatment and care of patients in
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hospital; this role will often cross the boundaries
between the patient’s home and the hospital
setting. It is important that we are able to identify,
involve and support carers in the clinical setting in
order to get the care of the patient right. For this
reason we also work closely with the Plymouth and
Cornwall Carers teams who have a presence for
two days per week in Patient Services. These
teams provide advice and support to our patients,
families and carers.
Recently the Patient Services office has been
refurbished and a new meeting room facility
created to meet visitors in a private and
confidential setting.
The refurbishment has
provided a better and more welcoming
environment within which Patient Services and the
Carers teams can meet our patients, families and
carers.
Moving Forward 2018/2019
Our new strategy is based on the five year forward
plan and works towards health and social care
integration. As before our matrons and heads of
nursing adapted the 10 commitments into 10 key
improvement projects, these will be refreshed for
the coming year focusing on an overarching theme
of deconditioning and promoting independence for
our patients.
Carers Booklet
Development of the new Carers Booklet will be
pivotal in providing additional support for our
carers and ensuring they are treated as equal
partners in care delivery for patients.
#endPJparalysis
From 17 April 2018, we will be taking part in a
national campaign, which is led by Professor Brian
Dolan, to get one million patients dressed in their
own clothes and up and moving over 70 days.
Increased activity whilst staying in hospital can help
recovery, reduce muscle wastage, maintain
independence and lead to patients getting home
sooner.

We are asking relatives, family and friends to help
us #endPJparalysis by encouraging loved ones in
hospital to get up and get moving as soon as they
are able to. They can do this by ensuring patients
have the following items with them:
◼
◼
◼
◼
◼
◼

well-fitting footwear
day clothing
night clothing
glasses and/or hearing aids
walking aid
toiletries

Nursing Documentation
Good record-keeping is an integral part of nursing
and midwifery practice, and is essential to the
provision of safe and effective care. A common
issue highlighted in complaints and incident reports
is poor record-keeping and care documentation.
As part of a quality improvement programme a
project is underway to review all nursing
documentation to ensure that the highest
standards of written documentation are
maintained and improved.
Defence Medical Welfare Service (DMWS)
Any hospital treatment whether planned or
unplanned can be stressful and bring with it
feelings of isolation, stress and worry, all of which
may hamper recovery. DMWS Welfare Officers
provide practical and emotional support to ensure
that no family goes through the worry of injury or
illness alone. They work with patients when their
medical needs are being met but when other
issues, problems or social influences may be
distracting them from their recovery.
Maternity Voices
We will establish a Maternity Voices group at
Plymouth Hospitals, to provide a forum for staff
and patients to work together to ensure that health
professionals listen to and take account of the
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views and experiences of people who use their
maternity services.
Support at mealtimes project
We are is running a Mealtime Volunteering
Campaign, which gives staff who do not normally
work in patient facing roles, the opportunity to
help out with the mealtime service on the
hospitals’ wards.

Ward and it has proved to be a huge success. From
the perspective of the ward it not only helps build
relationships with other staff groups who normally
would not experience a good deal of contact with
ward staff and patients, it improves the patients’
mealtime experience. The feedback from patients
is also very positive, as they enjoy speaking to
different members of staff and appreciate the extra
help needed at mealtimes.

The Trust’s communications team has been
mealtime volunteering since 2015 on Monkswell
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In order to deliver our improvement priorities we
must be an organisation which embraces
continuous improvement and is fully committed to
greater staff engagement and participation. In
order to capture the creativity and knowledge of
our staff, we need to provide support in identifying
problems, developing and testing solutions and
sharing knowledge. Our core purpose is to deliver
excellent care, with compassion, wrapped around
people’s individual needs to the population of
Plymouth and surrounding areas. We seek to do
this through our Trust Values:
◼
◼
◼
◼
◼

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

We have the ambition of creating an authentic
improvement culture at Plymouth Hospitals NHS
Trust. That means getting ideas and actions from
wards, theatres, admin areas, patients and service
users.
As defined within our strategic direction, our key
areas of focus will be:
To ensure care is provided closer to people’s
homes where possible, so that people have
wrapped around them and have to tell their story
only once.
To provide safe and effective hospital care,
working to deliver the national constitutional
standards.
To offer high quality care as the major trauma
centre for the peninsula, invest in research and
develop our specialist services.
To bridge the gaps between primary and
secondary care for the benefit of local people.

Our Quality Improvement Strategy
In 2018 we will be enhancing our approach to
Quality Improvement. Following a successful bid to
NHS Improvement, we will become one of five
exemplar sites in the UK to test the use of ‘lean’
improvement methodologies’ as our underpinning
strategy supporting the integration of Livewell
Southwest and Plymouth Hospitals.
The three-year programme will support both
organisations to work together to deliver
continuous improvement of services through
better system working, help us develop more
sustainable services and streamline how we deliver
care by integrating our treatment pathways.
This approach will help us make it easier for
patients to access joined up care, cut down waiting
times and improve safety.
This programme will build on our strong existing
Quality Improvement work which aims to
implement ideas from all of our staff, clinical and
non-clinical, and also from our patients and service
users to ensure the delivery of health care which is
safe, effective and patient-centred.
We will be focusing on building on the successes
we have already made and learning from those
occasions where care could have been delivered
more successfully. We aim to:
◼ Ensure all of our staff understand our clear and
concise plan that describes the improvements
in the services we will provide over the next
three years and their role in it
◼ Provide the support and conditions that will
enable that to happen at every level in the
community and in the hospital
Quality Account 2017/18

35

5

Our Plans for 2018/19

◼ Provide our staff with the skills they will
require to bring about such change
Our aim is to deliver care of the highest standard in
line with that delivered by the best health care
systems in the world.

Our Quality Account priorities
As in previous years the Trust has sought the
involvement and feedback of key stakeholders, to
ensure that our plans reflect the needs of our
patients and communities. We have done this by
consulting with staff, key stakeholders, patients
and members of the pubic using various methods
including surveys.
The consultation process took place between
February and March 2018 and identified three
specific areas on which to focus our attention in
2018/19. These priorities link directly to those set
out in our strategic aims, Quality Improvement
Strategy and Operational Plan 2017/19.
Priority 1 – Staffing – Improve the patient
experience by ensuring our wards and
departments have the correct levels of staff with
the appropriate skills.
Having the right nursing staff in the right place at
the right time is a fundamental element to delivery
of safe high quality care for our patients. Patient
feedback from a number of sources shows us
patients do not always feel the wards are
adequately staffed. It is essential we build highly
effective teams and provide assurance to patients
and the public that staffing on the wards are at the
right levels.
Priority 2 - Ensure all patients receive high quality
care by working with other providers to ensure
that their care is provided by the right staff in the
right place and at the right time
Patients with complex care needs have the right to
timely safe discharge care which is in line with best
practice. The Trust has recently experienced
difficulties with capacity which resulted in
cancellations for patients and longer waits for
treatment than we would like.

We recognise that good end of life care enables
people to live in as much comfort as possible until
they die and to make choices about their care and
where to spend their last days.
Maternity Services should maximise the
opportunity for women to be fully involved in
making well informed decision about their care.
Priority 3 - Reduce the overall number of patients
who suffer harm whilst under the care of the
hospital
There is a chance that if patients in hospital
deteriorate they may not receive the necessary
response in a timely fashion. This may cause
patients to be more unwell, affect their treatment,
increase length of stay and alter their views about
their experience in hospital.
Patient falls and pressure ulcers are known to
cause extended length stay and significant
discomfort for patients. We will continue to
improve falls prevention by focusing on planning
specific care for the individual patient and working
with our Tissue Viability Team on targeted areas to
reduce the number of pressure ulcers.
Untreated sepsis can progress to severe sepsis,
multi-organ failure, septic shock and ultimately
death. Septic shock has a 50% mortality rate. The
mortality rate for sepsis in children is estimated to
be 10 – 15% and is the most common cause of
direct maternal death. We will continue to
implement systematic screening and treatment for
these patients.
A more detailed analysis of our current position in
each of these areas and our plans for improvement
are set out in Annex F.
Sign Up to Safety
Sign up to Safety is a national initiative to help NHS
organisations achieve their patient safety
aspirations and care for their patients in the safest
way possible. We want to give patients confidence
that we are doing all we can to ensure the care
they receive will be safe and effective at all times.
Our work is shaped around the following key areas:
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◼ How do we create lasting change and a future
where patients and those who care for them
are free from avoidable harm?
◼ How can we create a safety culture that leads
to lasting change? If we create a culture where
staff and patients are treated with empathy
and kindness when things go wrong, we can
learn more about what we can do differently
to make care safer
◼ If the solutions and proven interventions exist
already, we can support staff with examples of
evidence based interventions and tools to
inspire and motivate them to use best practice
to treat every patient
◼ Do we capture data and learn from incidents
and investigations effectively? If we do this we
will have a good chance of preventing things
from going wrong in the future
Additional detail is described in Annex G.

◼ Over 1000 eNoted Outpatient Appointments
◼ Over 200 Clinics with eNotes Patients
◼ Over 900 Hospital case notes have been
scanned
One of the many benefits of the system will be the
speed of accessibility to records, removing the
need to request paper notes. Multiple users will
be able to see the same record at any one time
from numerous devices both on the Derriford and
peripheral sites using our secure network
connections.
It provides a single point of access to patient
information which is currently stored in various
formats and locations, both paper and electronic.
All information will be stored electronically and
confidential health records will be available to
authorised staff from any computer workstation or
from any hand-held device. We will continue to
implement e-Notes across all areas.

e-Notes
The paper record is a major barrier to effective
transformation both within the hospital and
throughout the patient journey. It is almost
inconceivable to imagine that an organisation of
the scale and complexity of Plymouth Hospitals
NHS Trust would continue to rely upon paper
based patient records.
During 2017 we launched a programme of work to
implement an electronic solution for patient
records (eNotes) that would transform the
patient’s current paper hospital note into a digital
format. Patient case notes were scanned to a
digital format, enabling instant access for multiple
viewers in different locations at any one time.
Although the system only currently allows viewing
of the existing record, we will be implementing
electronic forms within the same platform to
replace the hundreds of paper forms in use
throughout the Trust.
Since the first clinic went live in Acute and
Community Paediatrics, there have been:
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Quality Metrics

National metrics
Description

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

2014/15

2015/16

2016/17

2017/18

Target

35

42^

37

43

<35

0

2

2

3

0

Achieved
in 0 out of
12 months
90.7%

Achieved
in 0 out of
12 months
85.2%

Achieved
in 0 out of
12 months
84.3%

Achieved
in 0 out of
12 months
83.8%

92%

93.7%

89.8%

93.2%

92.2%

93%

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

65.4%

44.5%

77.5%

27.7%

93%

98.2%

96.9%

95.8%

95.7%

96%

94.8%

92.9%

90.9%

92.5%

94%

99.8%

99.6%

99.3%

99.4%

98%

96.7%

93.5%

96.7%

87.3%

94%

86.0%

81.1%

79.2%

79.3%

85%

78.5%

80.8%

78.6%

77.3%

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

91.9%

90.6%

86.9%

86.9%

85%
Local
Target
90%

100%

100%

100%

99.9%

100%

1.73%

3.51%

3.03%

3.24%

-

8.80%

16.1%

15.3%

14.3%

5%

Lower % is
better

6.73%

-

Lower % is
Better

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

95%

Higher %
is better
Higher %
is better
Higher %
is better
Higher %
is better
Higher %
is better
Higher %
is better
Higher %
is better
Higher %
is better
Higher %
is better
Higher %
is better
Higher %
is better
Lower % is
better
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Other local metrics
Description
Rate of C-diff per 100,000 bed days
(patients aged 2 years and over)
Hand hygiene compliance rates

2014/15
12.3

2015/16

2016/17

14.3

12.3

2017/18
13.4

Target
-

95%

97%

97%

97%

95%

49

36

39

44

-

10.5

11.6

11.1

11.07

-

0.67%

0.43%

0.24%

0.31% *

-

12,179

13,591

13,169

14,936

2*

2

4

3

0

Number of complaints

773

646

609

563

Number of PALS enquiries

4348

4672

4127

4432

Reduce by
10%
-

Number of cardiac arrest calls

178

186

152

137

-

Grade 2, 3 & 4 pressure Ulcers

355

181

135

174

-

% patients receiving appropriate VTE risk
assessment

95%

97%

Mortality (HMSR) (Relative Risk)

98
Jan 14Jan 15
72%

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

94.8%
Mar 17 Feb 18
97.7%
Mar 17 Feb 18
107
Jan 17 –
Jan 18
73.3%

95%

% patients receiving appropriate
thromboprophylaxis

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

78%

71%

71%

68%

85%

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.
Total Number of patient Safety Incidents
reported to NRLS (includes No Harm
through to Serious Harm & Death)
Number of Never events

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

95%

-

80%

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

*

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

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

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

Oct 16 – Sep 17
1.0306
2
1.2473
1
0.7270
3
1.0050

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

Oct 14 – Sep 15

Oct 15 – Sep 16

Oct 16 – Sep 17

18.6
53.5
0.2
26.6

20.7
56.3
0.4
29.7

20.2
59.8
11.5
31.5

Core indicator 18 - Patient Reported Outcome Measures (PROMS)
(i) groin hernia surgery
(ii) varicose vein surgery
(iii) hip replacement surgery
(iv) knee replacement surgery
Pre-operative participation and linkage
Participation from April 2016 – March 2017
Eligible
Pre-operative
hospital
questionnaires
procedures
completed
All Procedures
Groin Hernia
Hip Replacement
Knee Replacement
Varicose Vein

1322
247
397
384
294

Post-operative issue and return
Participation from April 2015 – March 2016
Pre-operative
questionnaires
completed
All Procedures
986
Groin Hernia
20
Hip Replacement
391
Knee Replacement
410
Varicose Vein
165

986
20
391
410
165

Post-operative
questionnaires
sent out
982
20
390
408
164

Participation
Rate

Pre-operative
questionnaires
linked

Linkage
Rate

68.4%
8.1%
98.5%
106.8%
56.1%

797
11
320
315
151

83.45%
55%
81.8%
76.8%
91.5%

Issue Rate

99.6%
100%
99.7%
99.5%
99.4%

Post-operative
questionnaires
returned
573
12
279
294
114

Response
Rate
71.8%
60%
71.5%
72.1%
71.3%
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PROMS Total Health Gain
Participation from April 2017 – September2017

Procedure
Groin Hernia
Hip
Replacement
Primary
Knee
Replacement
Primary
Varicose Vein

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

Modelled
Records
10
9
249
270

Average
Pre-Op Q
Score
0.78
75.33
0.31
16.02

Average
Post-Op
Q Score
0.87
80.77
0.77
38.28

Health
Gain
0.067
5.44
0.46
22.25

Improved
5
6
222
266

Unchanged
2
1
11
1

Worsened
3
2
16
3

237
220
244

59.07
0.38
17.75

71.32
0.71
35.00

12.25
0.32
17.24

147
182
233

22
16
4

68
22
7

212
102

66.89
24.10

72.25
17.75

5.36
-6.34

123
81

22
0

67
21

99
93

0.74
74.98

0.81
74.33

0.07
-0.65

42
38

34
18

23
37

Plymouth Hospitals NHS Trust has taken the following action to improve its PROMS activity:
◼ Identification and appointment of clinical lead for each area
◼

Continue to monitor response rates for varicose veins and groin hernias and work with staff to improve the
number of returns

◼

Reporting to the Clinical Effectiveness Group

Next steps will include review of outcome data against other similar organisations and local monitoring of our patients
reported health gains. Following a national review the PROMS process a decision will be made about the requirement
to continue collecting hernia and varicose veins feedback.

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

2009/10

2010/11

2011/12

10.46

10.43

12.18

15.35
6.04
9.76

14.11
6.41
9.96

14.94
6.40
10.02

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

2009/10
10.29

2010/11
9.65

2011/12
9.50

13.18
8.95
11.12

14.06
9.20
11.38

13.80
9.34
11.44

Please note that these indicators was last updated in December 2013 and future releases have been temporarily
suspended pending a methodology review
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Core Indicator 20 - Trust’s responsiveness to the personal needs of its patients
Patient experience as measured by scoring the results of five questions from the National Inpatient Survey focusing on
responsiveness to personal needs. The scores shown below represent a composite of the five questions:
◼

Were you involved as much as you wanted to be in decisions about your care and treatment?

◼

Did you find someone on the hospital staff to talk to about your worries and fears?

◼

Were you given enough privacy when discussing your condition or treatment?

◼

Did a member of staff tell you about medication side effects to watch for when you went home?

◼

Did hospital staff tell you who to contact if you were worried about your condition or treatment after you left
hospital?
2013/14
69.1
84.2
54.4
68.7

Plymouth Hospitals NHS Trust
National highest
National lowest
NHS trust average

2014/15
68.9
86.1
59.1
68.9

2015/16
65.1
86.2
58.9
69.6

2016/17
67.5
85.2
60.0
68.1

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

Core Indicator 21 – Friends and Family Test Staff
The percentage of staff employed by, or under contract to, for quarter two of 2017/18 who would recommend the
Trust as a provider of care to their family or friends.
Description

Plymouth Hospitals
NHS Trust
NHS Trust Average England
National highest

Total
Responses
173

NHS Digital
Workforce
Headcount
6744

137,225

1,149,300

63%

19%

80%

6%

3470

16,518

96%

0%

100%

0%

0

664

25%

64%

43%

29%

National lowest

Work
Percentage
Percentage No
Recommended
Recommended
47%
34%

Care
Percentage
Percentage No
Recommended
Recommended
75%
9%

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

Core indicator 21.1 – Friends and Family Test Patients
Percentage of patients discharged following an inpatient stay or emergency treatment for February 2018 who would recommend
the trust as a provider of care to their family or friends.
Inpatient & Daycase
Response
Rate
Plymouth Hospitals
NHS Trust
NHS Trust Average
-England (excluding
Independent Sector
Providers)
National highest
National lowest

Emergency

Percentage
Recommended

Percentage Not
Recommended

31.0%
(5,464)
23.9%

96%

1%

96%

100%
3.6%

Response
Rate

Percentage
Recommended

Percentage Not
Recommended

95%

1%

2%

8.4%
(12,393)
8.8%

88%

6%

100%

0%

69.7%

100%

0%

82%

9%

0.0%

67%

20%
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The Friends and Family Test is now in place across all areas of the Trust and provides valuable feedback from our
patients, encompassing all adult, children and carers including inpatient, emergency care, maternity, outpatient and
day case across both hospital and community based locations.
Patients are asked ‘How likely are you to recommend our ward to friends and family if they needed similar care or
treatment’ based on the following potential responses:
1.
2.
3.
4.
5.
6.

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

The chart below illustrates the response from March 2017 to March 2018.

Through the qualitative feedback element of Friends and Family Test we ensure patients views are heard and shared.
Whilst the recommender score provides a gauge of overall patient satisfaction, the qualitative feedback gathered
through the Friend and Family Test provides an opportunity to understand our successes and areas for improvement
in more detail.
Using a number of collection methods helps maintain our response rates and the paper based approach also allows
real time feedback to staff through our red post box system. Each ward and department has a feedback poster
displayed within view of patients, staff and visitors showing the number of patients seen during the period, number of
survey responses along with the recommender score and examples of comments.
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Core Indicator 23 - Venous Thromboembolism
Percentage of patients who were admitted to hospital and who were risk assessed for venous thromboembolism
during the reporting period.
Description

Plymouth
Hospitals

National
highest

National
lowest

NHS trust
average

Core indicator 23
Percentage of patients who were admitted to hospital and who
were risk assessed for venous thromboembolism during 2017-18
Quarter 1 April 2017 to June 2017

95.0%

100%

51.8%

95.1%

Quarter 2 July 2017 to September 2017

94.4%

100%

71.9%

95.2%

Quarter 3 October 2017 to December 2017

94.5%

100%

76.1%

95.3%

* During previous years the Trust’s auditors for the Quality Account have found discrepancies when comparing the
paper hospital record and our electronic discharge system for VTE. Although the error rate is low the Trust believes
that the indicator does represent our performance and is working to correct the issue with the introduction of eprescribing.

Core Indicator 24 – C.difficile
The rate per 100,000 bed days of trust apportioned cases of C. difficile infection that have occurred within the trust
amongst patients aged 2 or over during the reporting period.
Description

2013/14

Plymouth Hospitals NHS Trust
National highest
National lowest
NHS Trust average
*The Trust is advised by NHS Digital that the zero recorded here may
centre.

2014/15

2015/16

2016/17

13.9
12.3
14.3
12.4
37.1
62.6
67.2
82.7
0*
0*
0*
0*
14.7
15.0
14.9
13.2
be due to missing data from other trusts reported to the

Core Indicator 25 – Patient Safety Incidents* (Comparison data against all Acute Trusts)
Number and rate of patient safety incidents reported within the
Trust during the reporting period
Patient safety incidents: Rate per 1,000 bed days
Apr 2016 to Sep 2016

Plymouth
Hospitals
41.9

National
highest
150.6

National
lowest
16.3

NHS trust
average
42.9

Patient safety incident: number
Patient safety incidents: Rate per 1,000 bed days
Oct 2016 to March 2017

6246
41.4

13485
149.7

286
13.7

4534
42.2

Patient safety incident: number
Patient safety incidents: Rate per 1,000 bed days
Apr 2017 to Sep 2017

6245
42.5

14506
174.6

295
14.8

4714
44.2

Patient safety incident: number

6339

15228

294

4804

Number and percentage of such patient safety incidents that
resulted in severe harm or death.
Patient safety incidents: Rate per 1,000 bed days
Apr 2016 to Sep 2016

Plymouth
Hospitals
0.17

National
highest
0.60

National
lowest
0

NHS trust
average
0.15

Patient safety incident: number
Patient safety incidents: Rate per 1,000 bed days
Oct 2016 to March 2017

25
0.13

98
0.53

0
0

17
0.15

Patient safety incident: number
Patient safety incidents: Rate per 1,000 bed days
Apr 2017 to Sep 2017

19
0.14

92
0.64

0
0

17
0.15

21

121

0

17

Patient safety incident: number
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* PHNT has an open reporting system which allows any member of staff to report an incident and we do not want to
discourage incident reporting. PHNT do not validate every No Harm and Minor Harm incident prior to reporting to
NRLS we allow our staff to make that decision based on their clinical opinion however all Moderate Harm, Serious
Harm and Death Caused by Incidents are validated. We do recognise the need to continue to educate staff around
what is a reportable incident and what is not, as well as investigate the opportunity to simplify our incident reporting
system.

Core Indicator – KF 21 - National Staff Survey 2017
Percentage believing that the Trust provides equal opportunities for career progressions or promotion
Description

Total Percentage
2015

2016

2017

Acute Trusts Average

87.0%

87.0%

85.0%

National highest

96.0%

95.0%

94.0%

National lowest

76.0%

67.0%

69.0%

Plymouth Hospitals NHS Trust

86.0%

88.0%

85.0%

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

Total Percentage
2015

2016

2017

Acute Trusts Average

26.0%

25.0%

25.0%

National highest

42.0%

36.0%

38.0%

National lowest

16.0%

16.0%

19.0%

Plymouth Hospitals NHS Trust

26.0%

23.0%

22.0%
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Clinical Administration Programme
The Trust established the Clinical Administration Programme as a means to support the organisation in the
delivery of a successful, high quality and cost effective administration service to our patients and clinicians.
We are working to create an administration service that supports and matches the high quality clinical care
that we offer that gets it right for patients first time. In the past patients have experienced some issues
associated with our administration including:
•
•
•
•

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

The Trust has invested heavily in new technologies and a number of these have been implemented with the
benefits of each now being realised.
Digital Dictation
The implementation of this solution has provided greater visibility of workload, activity and performance
which has enabled a continued reduction in the delays around transcription and authorisation of clinical
correspondence. The Trust is now looking to develop its speech recognition and mobile device capability to
further quicken the production of our clinical correspondence.
Self-Check-in and Patient Calling
The implementation of self-check-in has resulted in less queuing for patients attending our clinics along
with the provision of a more confidential environment for our patients.
Enhanced Telephony and Reminder Services
The enhanced telephony system has been successfully implemented across a number of areas including the
Outpatient Management Centre, Imaging and PALS. In addition to this the programme has implemented an
improved outpatient appointment reminder service. The key benefits of this project have been to improve
patient experience in contacting the hospital, reduced levels of non-attendance (DNA) and patient
reschedules and reduced wastage costs. This service has expanded over the last 12 months to include to
automation of contacting patients in order to arrange their outpatient appointment; this avoids the sending
of a letter. We have also commenced an automated reminder service for minor outpatient procedures and
some day-case admissions.
Electronic-outcomes
This project replaces the current outmoded and paper based method of recording clinical outcomes and
future care plans. This solution has now been rolled out across the majority of specialties and a number of
the key benefits are now being demonstrated, these include:
◼
◼
◼
◼
◼

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

As at time of production over 7,500 outcomes from outpatient appointments are being processed weekly.
With a relatively small number of clinicians left to engage and train this project is nearing completion
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Electronic Internal Referrals
The Trust has committed to developing a solution which removes the need to send paper around the
organisation. Not only will this speed up the referral process it will also improve patient safety through the
development of an auditable process.
Electronic Communication to Primary Care
The Trust has purchased a system which, at the point of approval by the relevant clinician, automatically
sends outpatient clinic letters to the patient’s GP practice. Following a successful pilot we are currently
undertaking a roll-out programme to ensure that all GP practices across Devon and Cornwall are able to
access letters about their patients in this way. To date over 16,000 letters have been sent via this route to
those practices which have gone live.
Communication to Patients
The Trust has been looking for some time to make more efficient the way in which it manages its written
communications to its patients. To this end the Trust is about to go out to procurement for a solution which
offers e-mail, access to a web-portal and a hard copy letter depending on the patient’s choice. The webportal element will also offer the Trust and its patients an opportunity to manage follow-up appointments
differently.
Workforce Structures
We need to improve our clinical administration, for our patients and also for our staff who work in
administration. One of the things we want to do is create an attractive career pathway in clinical
administration. This element has been developed well with the new Outpatient Management Centre
arrangements. We have also implemented the role of Clinical Administration Manager which provides an
ideal next step for Team Leaders and Medical Secretaries. We also need to ensure that we have the right
number of staff at the right grade delivering a high quality service to our patients and the clinical teams.
For this reason the programme will be assessing, in conjunction with the service lines, what the staffing
requirement is for individual teams and ensuring that we have the right staff doing the right jobs.
Training, Improved Supervision and Delivery of Service Standards
The Trust has invested in a clinical administration training function with the intention of providing a more
sustainable approach to ensuring our staff have the right tools and knowledge to enable them to do their
jobs. This is being supported by the Clinical Administration Manager role mentioned above. The key
deliverables for this are to:
◼
◼
◼

Ensure that all staff have received adequate training and support to enable them to effectively carry
out the role that is expected of them
Ensure all staff receive adequate and effective supervision to ensure the achievement of service
standards
Development of a set of agreed service standards along with action planning to ensure that individual
departments achieve what is required of them

In order to achieve this, the Trust has invested in its Clinical Administration Training function and agreed a
training strategy which significantly broadens capacity and capability to deliver effective training and
education to our staff.
During the financial year 2017/18 nearly 800 members of staff attended training sessions across the
modules being offered. These modules include Access Policy, RTT Basics and RTT Masterclass. Additional
modules will be offered this year which will include training on Primary Target Lists (PTLs), the Data Quality
Handbook and Administrative Process Notes (APNs). This will be in addition to refresher modules for the
training already delivered.
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Supporting our NHS Professionals (NHSP) colleagues
The Trust has committed to ensuring that all members of staff whether permanent or temporary feel
equipped to carry out their role. To this end close links have been developed with the NHS Professionals to
ensure that staff joining us on placement for the first time have been offered the essential training to
enable them to transition into their role effectively. We also provide them with a NHSP administrators
training manual which covers the key points in the training session and contains the training needs
assessment and request form as well as useful contacts.

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

2012/13

2013/14

2014/15

2015/16

2016/17

2017/18

Primary diagnosis
incorrect (%)

5%

5%

10%

10%

8%

10%

Secondary diagnosis
incorrect (%)

2.29%

4.9%

4.9%

13.53%

12.41%

13.25%

Primary procedures
incorrect (%)

2.78%

2.5%

1.4%

5.79%

4.71%

6.25%

Secondary procedures
incorrect (%)

0.86%

5.1%

3.9%

11.83%

8.33%

11.38%

Data Quality
Clinicians and managers need ready access to accurate and comprehensive data to support the delivery of
high quality care. Improving the quality and reliability of information is therefore a fundamental
component of quality improvement.
The Trust monitors the accuracy of data in a number of ways including the monthly Data Quality Steering
Group (DQSG), chaired by the Business Intelligence Manager. This group utilises the Trust’s internal data
quality summary reports and external dashboards to monitor key indicators. Within the Performance &
Management Information Department is an RTT validator who carries out the data quality actions from the
DQSG and a number of analysts support data quality reporting.
Each service line area in the Trust has one or more data quality champions, led by the clinical
administration 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 is a variety
of data quality reports used by the operational teams to validate and correct issues.
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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 Administrative Procedure Notes (APNs) which explain the operational processes.
In 2017 internal audit completed a data quality audit pertaining to the A&E 4 hour performance standard.
This audit and previous audits on referral to treatment waiting times, stroke and cancer waiting times
provide assurance against these essential performance indicators.
During 2016 and 2017 the Trust worked closely with the Elective Improvement Team from NHS
Improvement (NHSI) to support progress towards achieving the 18 week RTT target. During this time the
team from NHSI validated the information and data quality processes and reported back the following:
“There is a comprehensive data quality methodology in place within the Trust which is supported by a range
of data quality indicators and reports all available at specialty level. Where new DQ issues are identified
locally, the Trust has the flexibility to respond by developing additional reporting. The data quality
improvement process is clear with accountability positioned within the operational teams.”
And
“The Trust is making a conscious decision to move away from a validation approach (i.e. correcting data
retrospectively ahead of national returns) and more towards real-time audit; this is an approach that the IST
fully supports and should be recognised as best practice.”
National Data Quality Validity and Benchmarking
The Trust provides submissions to the Secondary Uses Service (SUS). This is a single source of
comprehensive data which enables a range of reporting and analysis in England and is run by NHS Digital.
The table below shows the percentage of valid records in the published data at month 10 2017/2018 for
two key indicators:
Patient Pathway
Admitted patient care
Outpatients
Accident & emergency care

Valid NHS
Number
99.3%
99.6%
98.3%

Valid GP
Practice
100%
100%
100%

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

Duty of Candour
The Trust ensures duty of candour requirements are implemented following any ‘moderate harm’ or above
graded incident once it has occurred. There are key steps in the process as shown in the diagram below.
Where it is felt a ‘candour conversation’ is required, it is important to identify the most appropriate person
to conduct such a conversation, which in most circumstances would be the clinician with whom the patient
has an active clinical relationship.
We ensure an accurate account of the incident is provided, containing all the facts known about the
incident at the date of the notification, particularly including what happened, why and how and what can
be learned to prevent a further occurance.
We ensure the person(s) communicating with the patients and/ or relevant person:
Quality Account 2017/18

49

Annex C

Assurance Statements

◼ Has a good understanding of the facts relevant to the case
◼ Has excellent interpersonal skills, including being able to communicate with patients and/or relevant
persons in a way they can understand, avoiding excessive use of medical jargon
◼ Is willing and able to offer an apology, reassurance and feedback to patients and/or their carers
◼ Is able to maintain a medium to long term relationship with the patient and/or their carers, where possible,
and to provide continued support and information
◼ Is culturally aware and informed about the specific needs of the patient and/or their carers
◼ Where a patient safety incident has caused harm, an apology is offered to the relevant person, which is a
sincere expression of sorrow or regret for any possible harm and distress caused
Duty of Candour Diagram

Infection Control
The Trust has made significant progress towards modernising the service it offers and meeting the
challenging new agenda being set at both local and national levels. The Infection Prevention and Control
Team has dramatically changed the way it has worked in order to deliver a more clinically-orientated and
relevant service. This approach has been effective in both improving clinical practice and reducing rates of
hospital-associated infection.
Over the last few years, there have been significant improvements in hand hygiene compliance and clinical
practice audit scores, such as the Saving Lives High Impact Interventions. Infections due to meticillinresistant and susceptible Staphylococcus aureus (MRSA and MSSA), Escherichia coli and Clostridium difficile
have fallen, as have rates of surgical site infection. Considerable Trust-wide effort is required to maintain
and continue these improvements, particularly if the Trust is to continue to achieve the MRSA bacteraemia
and C. difficile reduction targets.
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The Quality Premium sets out the ambition for clinical commissioning groups (CCGs) to deliver a 10% or
greater reduction in all Escherichia coli bacteraemias over 2017-18, using January to December 2016 as the
baseline year. During this period Plymouth Hospitals NHS Trust recorded 60 post 48 hour cases (compared
to ~100 for the previous three years). The subsequent objective will be to reduce all Gram negative
bacteraemias by 50% by 2010-21. Achieving these reductions will be a key challenge over the next few
years.
Progress towards achieving key targets for 2017/18 was as follows:
◼ Reduce MRSA bacteraemias in line with agreed local and national targets. Between April 2017 and
March 2018, there were 3 MRSA bacteraemias (Target: no cases for the year).
◼ Reduce Clostridium difficile in line with agreed local and national targets. Between April 2017 and
March 2018, 43 cases of hospital-apportioned Clostridium difficile were recorded, of which 2 were
considered avoidable and 37 non-avoidable, with a decision awaited on the other 4 cases (Target:
fewer than 35 avoidable infections).
◼ Achieve a 5% reduction in all cases of MRSA. Between April 2017 and March 2018, there were 22 new
cases of MRSA compared to 18 the previous year.
◼ Achieve a 5% reduction in all MSSA bacteraemias. Between April 2017 and March 2018, there were 25
MSSA bacteraemias compared to 46 the previous year.
◼ Maintain the mean ward closure time due to epidemic gastroenteritis below 7 days. Between April
2017 and March 2018, there were no ward closures due to norovirus.
◼ Reduce other infections according to national and local priorities. Reductions achieved, notably a
reduction from 67 E. coli bacteraemias to 56.
◼ Comply with current and new national mandatory surveillance requirements. Compliant.
◼ Support and assist in the implementation of screening high-risk patients for meticillin-resistant and
susceptible S. aureus (MRSA and MSSA). Compliant.
◼ Continue to follow local and national guidance to control and reduce Resistant Gram-negatives
including Carbapenemase-Producing Enterobacteriaceae (CPE). Compliant.
◼ Support and assist in the screening of patients for CPE. Complete.
◼ Continue to perform surgical site surveillance, including post-discharge surveillance, on all major
procedures. Complete.
◼ All wards to perform at least a monthly Hand Hygiene audit with compliance of at least 95%. Between
April 2017 and March 2018, the overall Trust hand hygiene compliance was 97%.
◼ All wards to perform at least monthly Saving Lives High Impact Intervention audits for in use medical
devices and score 100%. Data available on balanced scorecard.
◼ All wards to achieve compliance with Infection Prevention and Control audits. Data available on
balanced scorecard.
◼ Maintain availability of alcohol hand gel in clinical areas as close to 100% as possible. Between April
2017 and March 2018, the availability of alcohol hand gel in clinical areas was 95%.
◼ Continue to develop and update the IPC website. Completed.
◼ To comply with national legislation and guidance including the Health and Social Care Act (Code of
Practice for the NHS on the prevention and control of healthcare associated infections and related
guidance), Care Quality Commission Essential Standards, Winning Ways and national guidance on the
management of MRSA and C. difficile. Compliance reviewed and evidence folders updated.
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Information Governance Toolkit
The Information Governance Toolkit is a Department of Health online system which all NHS organisations
and their partners complete on an annual basis. Completion of the toolkit allows the Trust to demonstrate
that it complies with national standards for handling information. It covers personal information, i.e. that
relating to patients/service users and employees, and corporate information, e.g. financial and accounting
records. The Trust achieved a score of 76% for Version 14.1 (2017/18) of the Information Governance
Toolkit which was submitted by 31 March 18 and was given a green rating for this attainment level.

Research and Development
Plymouth research income remains similar to previous years, in part due to £1m NIHR grant income, with
recruitment exceeding target and expectation. We have had significant challenges this year, not least due
to the overstretched resources from winter pressures. Commercial income fell in 2017/18 in direct
correlation to a reduction of commercial pipeline in 2016/17, this has been addressed and we expect a rise
in commercial income again in 2018/19, however this represents a small proportion of overall recruitment
in comparison to our NIHR delivery.
There are currently 315 (open to recruitment) research projects ongoing in the Trust. We have recruited
4689 patients into research projects this financial year to date with a 98% retention rate. 112 new research
projects opened in the year, 37 commercial and 75 non-commercial.
Plymouth continues to have a varied and mixed portfolio of research projects. This includes Phase 1- 4
clinical trials (drug studies), ranging from complex interventional first in human studies to observational
studies testing patient related outcomes. Apart from enhanced patient outcomes and reduced admissions
and outpatient appointments, commercial interventional studies deliver the additional benefit of significant
drug savings both to the Trust and Devon Clinical Commissioning Group.
Our highly skilled research delivery and administration workforce has allowed Plymouth to grow the
number of complex studies, particularly within haematology, hepatology and oncology. These service lines
are supported by clinical academic posts building on our collaboration with the University of Plymouth.
The Trust continues to add to the pipeline for commercial research as an active member of the IQVIA
(previously Quintiles) Peninsula Prime Site Consortium. The Peninsula Prime Site has received IQVIA’s
Certificate of Achievement in both 16 and 17. This award is only given to top-performing sites in IQVIA’s
Prime and Partner program that have demonstrated excellence in clinical research performance and
quality.
The importance of our key relationships and collaborations with the wider healthcare community, Livewell,
primary care, public health, Peninsula Clinical Research Network, Peninsula Academic Health Science
Network are recognised and being further developed as we move forward into 2018/19. We aim to take
advantage of all research opportunities available for the benefit of our patients, the Trust and the wider
healthcare community.
In the coming year we will rebrand, becoming Research, Development and Innovation, RD&I, building on
the significant innovation growth and success achieved over the last 2 years. Several reputation-enhancing
medical innovations have potential to provide a recurring income stream. Examples are an intra- vitreous
injection guide for ophthalmology; episiotomy guide scissors, proprietary multiple sclerosis and severe
asthma severity scales; a trans-oesophageal pacing technique for non-invasive cardiac ablation; and a
“bereavement” bag (a discrete bag in which to place the belongings of recently deceased patients). The
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enthusiasm and support Innovation has had from staff at all levels across the Trust will continue to be
harnessed for the benefit of the healthcare environment, ensuring that benefits are shared with the wider
NHS audience.
Plans remain on course for a new research facility, the T3 building (Tomorrow’s Treatments Today) with
two very successful meetings held in January to help inform on the design of the building. Further
engagement will be sought with NIHR, Wellcome Trust, AHSN and the pharmaceutical industry.
Conclusion
Plymouth Hospitals NHS Trust remains committed to its research agenda to make available to its patients
the most innovative treatments at the earliest opportunity and further support the healthcare community
through education and training.

Medical Revalidation
Revalidation is the process by which all licensed doctors are required to demonstrate on a regular basis that
they are up to date and fit to practice in their chosen field and able to provide a good level of care. This
means that holding a licence to practice is becoming an indicator that the doctor continues to meet the
professional standards set by the General Medical Council (GMC) and the specialist standards set by the
medical Royal Colleges and Faculties.
Revalidation aims to give extra confidence to patients that their doctor is being regularly checked by their
employer and the GMC. Licensed doctors have to revalidate usually every five years, by having annual
appraisal based on the General Medical Council’s core guidance for doctors, Good medical practice.
Revalidation and medical appraisal are led in the organisation by Dr Philip Hughes, Medical Director and
Responsible Officer. He is supported by a medical appraisal lead, a senior manager and an appraisal
administrator.
The Appraisal and Revalidation Team participate in quarterly regional network events, ensuring they are
aware of current developments and best practice in the field. The Trust submits quarterly returns as
required by NHS England, as well as a detailed annual audit.
The Annual Medical Appraisal and Revalidation Report was presented to and approved by the Trust Board
in September 2017.

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

Status

% of cases
submitted

National Emergency Laparotomy Audit (NELA)
National Joint Registry (NJR)
•
Hip replacement
•
Knee replacement

Continuous data collection
Continuous data collection

100%
N/A

Did not participate
Completed

0%
N/A

Bowel Cancer (NBOCAP)
National Lung Cancer Audit (NLCA)
Head and Neck Cancer Audit (DAHNO/HANA)
Oesophago-gastric Cancer (NAOGC)
National Prostate Cancer Audit
Acute Coronary Syndrome or Acute Myocardial
Infarction (MINAP)
Adult Cardiac Surgery
Cardiac Rhythm Management (CRM)
Coronary Angioplasty/National Audit of Percutaneous Coronary
Interventions (PCI)
National Heart Failure Audit
National Vascular Registry
Diabetes (Paediatric) (NPDA)
National Diabetes Audit (NDA) – Adults - National Inpatient
Audit (NaDIA, NDIP)
Inflammatory Bowel Disease (IBD) Programme
Falls and Fragility Fractures Audit programme (FFFAP)
•
Inpatient Falls
•
National Hip Fracture Database
Sentinel Stroke National Audit programme (SSNAP)
National Ophthalmology Audit

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

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

Continuous data collection
Continuous data collection
Continuous data collection

100%
100%
100%

Continuous data collection
Continuous data collection
Completed
Continuous data collection

100%
N/A
100%
100%

Continuous data collection
Continuous data collection

100%
100%

Continuous data collection
Continuous data collection

100%
100%

National Clinical Audit of Specialist Rehabilitation for Patients
with Complex Needs following Major Injury (NCASRI)
National End of Life audit
Medical and Surgical Clinical Outcome Review Programme
•
Cancer in Children, Teens and Young Adults
•
Acute Heart Failure
•
Perioperative Diabetes

Completed

86%

Completed
In progress

100%
N/A

Completed
Completed
In progress
In progress
Continuous data collection
In progress

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

Continuous data collection
Continuous data collection

87.5%
100%
100%
100%

Continuous data collection

100%

National Chronic Obstructive Pulmonary Disease (COPD) Audit
Programme
•
Secondary
•
Organisational

National Audit of Dementia
National Maternity and Perinatal Audit
Child Health Clinical Outcome Review Programme (NCEPOD)
•
Chronic Neurodisability
•
Young People’s Mental Health
Learning Disability Mortality Review Programme
Maternal, Newborn and Infant Clinical Outcome
Review Programme (MBRRACE-UK)
Neonatal Intensive and Special Care (NNAP)
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Non NCAPOP audits

Case Mix Programme (CMP)
BAUS Urology Audits
• Radical Prostatectomy Audit
• Nephrectomy audit
• Percutaneous Nephrolithotomy (PCNL)
• Cystectomy
RCEM – Procedural sedation in adults (care in emergency
departments)
National Bariatric Surgery Registry
RCEM – Pain in children
RCEM – Fractured Neck of Femur
Neurosurgical National Audit Programme
Major Trauma Audit
National Comparative Audit of Blood Transfusion programme
• Re-audit of the 2016 audit of red cell and platelet transfusion
in adult haematology patients
• TACO Audit

Continuous data collection

100%

Completed
Completed
Completed
Completed

100%
100%
100%
100%

Completed

100%

Completed
Completed
Completed
Continuous data collection
Continuous data collection

100%
100%
100%
100%
100%

Completed

100%

Completed

100%

National Cardiac Arrest Audit (NCAA)
Elective Surgery (National PROMs Programme)
• Unilateral Hip Replacement
• Unilateral Knee Replacement
• Varicose Veins Surgery
• Groin Hernia Surgery
UK Parkinson’s
Serious Hazards of Transfusion (SHOT)

Continuous data collection
Continuous data collection

100%
100%

Completed
Completed

100%
100%

Category
Comments
National Confidential Enquiries
During 2017/18 hospitals were eligible to enter data into five NCEPOD studies. The Trust submitted data for four studies, equating
to 97% participation. Full details of national confidential enquiries can be found at www.ncepod.org.uk. Details are listed below:

Title of Study
Acute Heart Failure
The aim of this study is to identify and
explore avoidable and remediable factors
in the process of care for patients
admitted to hospital with acute heart
failure.
Cancer in Children, Teens and Young
People
The aim of the study is to review patients
under the age of 25 years old that have
had unplanned admission to critical care
within 30 days of receiving systemic anticancer therapy (SACT). This study also
reviews the decision making and consent
process around the prescription of SACT.

Status

Number (%) of
cases included

Completed

100%

Completed

0

Action

6 questionnaires completed and submitted.
The organisational questionnaire was
submitted. No further action required and
awaiting the final report publication date.

An organisational questionnaire was
returned to NCEPOD. No individual cases
were selected for review by NCEPOD.
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Title of Study
Chronic Neurodisability
The aim of the study is to review patients
under the age of 25 years old that have
had unplanned admission to critical care
within 30 days of receiving systemic anticancer therapy (SACT). This study also
reviews the decision making and consent
process around the prescription of SACT.
Perioperative Diabetes
The aim of this study is to identify and
explore remediable factors in the process
of care in the perioperative management
of surgical patients with diabetes across
the whole patient pathway from referral
for surgery (elective) or admission to
hospital (emergency) to discharge from
hospital.
Young People’s Mental Health
The aim of this study is to identify the
remediable factors in the quality of care
provided to young people treated for
mental health disorders; with specific
reference to depression and anxiety,
eating disorders and self-harm.

Status

Completed

In progress

Completed

Number (%) of
cases included

Action

87.5%

All clinical questionnaires (8) were returned
to NCEPOD. One set of patient records were
not available for submission and this is
reflected in the cases included percentage.

40%

2 questionnaires completed and submitted.
Additional performance data was requested
and submitted in December 2017.
The deadline for completion has been
extended to 30th March 2018.

100%

5 questionnaires completed and submitted.
Organisational questionnaire submitted. No
further action required and awaiting the final
report publication date.
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PRIORITY 1: Mandatory National Audits
National Joint Register

A letter was received from the National Joint Register highlighting that the Trust is an outlier and one of
the worst performing in respect of knee replacement revisions.
NJR indicated that it is possible that within the national data that some revisions are deliberately underreported because of a perception that it will reduce the risk of an individual or unit becoming an outlier.
The Trauma and Orthopaedic Service Line has confirmed that there has been data collection and entry
concerns due to a shortage and change of administrative staff. New processes have been implemented
and a local performance report is being developed to highlight missing submissions from the NJR.
The NJR data is now inputted in a timely manner and 100% of all appropriate operations are submitted.

Mothers and Babies:
Reducing Risk through
Audits and Confidential
Enquiries across the UK
(MBRRACE)

A letter was received from the CQC relating to the Perinatal Mortality Surveillance programme that
highlighted that the Trust is reporting over 10% higher than the average perinatal mortality rate.

Major Trauma Audit: The
Trauma Audit & Research
Network (TARN)

All Major Trauma Centres are mandated to submit data to TARN. This oversees performance and is part
of the best practice tariff.

A formal response was returned to the CQC as requested. This confirmed that all cases received a root
cause analysis review and upon further investigation four women chose to continue with pregnancies in
the knowledge that the foetus had serious abnormalities. All of these babies were subsequently stillborn.

The Trust’s Major Trauma Team are meeting the 25 day data submission to TARN target. The data shows
that the case ascertainment is consistently 100% and that data completeness is 97% for core data fields.

PRIORITY 2: Corporate Must Do Audits
Clinical Record Keeping

Ionising Radiation (Medical
Exposure) Regulation
(IRMER)

It is essential that a planned programme of audit of our clinical record keeping is undertaken across all
specialties to ensure that the quality of the health record facilitates high quality treatment and care.
It is also a mandatory requirement of the Department of Health to undertake an annual
assessment (Information Governance Toolkit) which states that clinical record-keeping audits must
be undertaken across at least 50% of specialties to assess the standard of record-keeping.
The Trust achieved 58% compliance in 2017/18. Compliance is monitored through the Clinical
Effectiveness Group
In addition the Trust achieved 74% compliance against the Royal College of Physicians record keeping
standards.
A rolling audit programme is being implemented across specialties where agreements have been
made for clinicians to evaluate a patient’s films within the patients’ clinical record rather than awaiting a
formal Radiologist report.
All seven specialties required to undertake this audit have completed a baseline audit with five of those
having completed a re-audit. The clinical evaluation is present in 93% of the audited records which has
increased from 84% during 2016-17.
Non-compliance is being monitored through the Radiation Safety Committee.

PRIORITY 3: Service line must do clinical audits
A survey to investigate
primary care follow up of
patients with coeliac
disease who are
discharged from acute
services: is follow up in line
with present UK
guidelines?

The aim of this audit was to investigate whether former patients who attended the Dietitian lead coeliac
clinic (2004-2014) and were discharged back to the GP have been reviewed annually as recommended by
NICE (QS135 and NG20). This audit also aimed to check that patients received routine blood tests and
DEXA bone scans in line with the diagnosis and management of adult coeliac disease guidelines from the
British Society of Gastroenterology.
Royal Cornwall Hospital Trust is managing patients through a specialist nurse led telephone clinic whilst
Plymouth Hospitals NHS Trust is returning patients to primary care.
Only one third of patients who were discharged back to their GP in Plymouth had an annual review
compared to 84% in Cornwall where many patients had nurse-led telephone clinic reviews. It was noted
that patients having annual reviews were more likely to have follow-up tests and investigations in line
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with NICE guidance.
A Gastroenterology Consultant is reviewing the provision of an annual review service for Coeliac patients
and the results of this audit have been presented to the British Society of Gastroenterology (BSG) 2017
conference in Manchester. The Clinical Audit Team will continue to monitor the action relating to the
creation of an annual review service.

Audit of Major Ear Surgery
Readmissions

In February 2017 a report was published by NHS Improvement titled “Getting It Right First Time”. It
compared statistics from ENT services across the UK. Plymouth performed well in almost all the
published metrics.
One area that raised concern was the percentage of major ear surgery patients that were readmitted for
further ENT surgery within 1 year. Plymouth Hospitals NHS Trust is an outlier on this metric, with a
disproportionally large number of patients being readmitted.
The audit reviewed 46 patient notes for those admitted for the following procedures: Atticotomy,
Myringoplasty, Mastoidectomy and Tympanoplasty.
The results found that four patients were incorrectly reported and that they were not readmitted within
one year and another patient returned to the Trust for an unrelated procedure.
The audit highlighted one area where a change of practice may be considered; the use of absorbable
packs in children to reduce the planned requirement to have the packs removed under general
anaesthetic (responsible for 13% of the readmissions).
Upon further review it was noted that for the categories of unexpected disease at first operation (1.1%)
and recurrence/residual disease (2.7%) that the readmission rate was 3.8% for major ear surgery patients
and not 13.5% as stated within the GIRFT report.

Are WHO checklists being
completed during local
anaesthetic procedures in
the maxillofacial
department?

Audit of Omalizumab for
chronic urticaria: Usage
compared to NICE
guidance and efficacy in
current patient cohort

The aim of this audit was to assess whether the Oral and Maxillofacial Department is meeting the Trust
policy requirements on the completion of Surgical Safety Checklists for all local anaesthetic procedures.
The initial audit found that 84% of surgical safety checklists were carried out and when re-audited six
months later it was found that 85% of surgical safety checklists were undertaken.
It was recommended that the checklist is printed on a different colour of paper as a visual prompt and
reminder to notice the checklist and to complete it.
This audit was undertaken to review compliance against NICE Technology appraisal guidance [TA339].
The results demonstrated improved compliance with NICE guidance in the last six months since the
introduction of Omalizumab two years ago.
Re-audit in six months was proposed due to further changes made during the audit period that were not
captured such as the creation of the Omalizumab patient database.
Re-audit in 6 months will hopefully show the effect of these changes as they become more established.

Audit of Inpatient MRI
waiting times for
suspected occult femoral
neck fracture

The aim of this audit was to review the inpatient MRI service for occult femoral neck fracture and
produce an action plan for reducing waiting times.
The audit was also designed to demonstrate compliance with NICE guidance which states that MRI
should be offered for suspected occult femoral neck fracture within 24 hours if anteroposterior pelvis
and lateral hip radiographs are negative.
Of the 117 patients that had an indication of fracture, 61% were diagnosed with a fracture following MRI.
The median time interval between X-ray and MRI was 48 hours. There were also noted delays between
an MRI request submission to the scan being undertaken.
A new rota for Musculoskeletal (MSK) Consultants for MRI reporting is in place and staff have been
reminded to ensure that the vetting/changing priority of scans are set to urgent.
An Occult Hip Fracture protocol has been implemented and a re-audit is now in progress. This is due to
be completed by Summer 2018.

Quality Account 2017/18

59

Annex E Example Outcomes from Clinical Audits
Audit Description

Comments

PRIORITY 4: Specialist Interest Audits
Open shoulder
stabilisation – service
evaluation of
complications and
outcomes

The audit results showed that 94% of patients have returned to work following surgery.

Study of induction of
labour using the Cook
Cervical Ripening Balloon
and delivery outcomes

This audit was requested by the Women’s and Children’s Clinical Effectiveness Committee to assess the
effectiveness of Cook Cervical Ripening Balloons as a mechanical method of induction of labour.

The audit did not capture if patients are returning to sport and it has been agreed that telephoning
patients to assess Oxford Shoulder Instability Score (OSIS), re-dislocation and return to sport was within
the remit of existing audit. This will be followed up.

Additionally the audit reviewed both maternal and neonatal complications throughout both the
intrapartum and immediate postnatal period with the aim to identify common themes or trends relating
to their usage.
Following completion of the audit it was demonstrated that Cook balloons as a mechanical induction of
labour device are an acceptable and safe alternative to a prostaglandin method. The majority of women
within the dataset reviewed were at a significantly increased risk of multiple complications including
uterine rupture and there were no significant maternal or neonatal complications noted during data
collection.

Frozen section diagnostic
accuracy in the diagnosis of
ovarian neoplasms

This audit was undertaken due to the publication of the Cochrane Review of frozen sections in the
diagnosis of ovarian masses.
Results indicated that Frozen section (FS) can drastically alter the operation a patient undergoes by
providing immediate histology compared with paraffin section analysis. There is however an inherent
error rate.
This audit concluded that frozen section accuracy rates within the Trust are in line with nationally
accepted limits and results demonstrated an improvement on previous results. This has resulted in fewer
women being under/over treated with surgical interventions.

Service Evaluations
Driving in insulin treated
individuals with diabetes

The audit results showed that 96.8% of patients have informed DVLA about their diabetes and being on
insulin with 96% of these patients reporting that they carry a blood glucose testing kit in their vehicle.
92% patients reported that they test their blood glucose before the start of a journey.
It was disappointing to hear that only 22% of patients pull over, test blood glucose, treat hypoglycaemia
appropriately and wait for the recommended 45 minutes before resuming a journey.
The Service Line have agreed that the DVLA requirements will become part of the patients' annual clinical
review process and that local teaching will include the requirements to ensure that all staff are kept up to
date.

An Audit of the Induction
of Labour Rate for August
2017

The induction of labour rate for August 2017 was 40% (an increase from the average induction of labour
rate of 30-35%). The most common indications for induction were reduced fetal movements, prolonged
pregnancy and gestational diabetes. The majority of women were induced in their 39th week of
pregnancy. Of the 142 women who were induced; a total of 104 women (73%) had a normal vaginal
delivery. There were no concerns or themes noted with regards to the unprecedented rise in the
induction of labour rate.

National audit of
tracheostomy usage and
outcome in Motor Neurone
Disease (MND)

This audit was developed within the Trust to ascertain the extent that tracheostomy ventilation is used in
MND across the UK.
It was hoped that the baseline data collected would be used to stimulate nationwide discussion and
development of National Guidance on use of tracheostomy ventilation in MND patients.
The initial pilot collected retrospective data from 4 centres. 38 patients had been set up on tracheostomy
ventilation as a consequence of MND between January 1998 and December 2016.
The audit found that the Mean length of life post tracheostomy ventilation was 3.7 years with longer life
expectancy in the elective group of 5.1 years. Most patients (79%) had a tracheostomy as part of an
acute deterioration. 75% of patients who had elective tracheostomy ventilation did so because they
wanted to live as long as possible, whilst the others were struggling with continuous use of non-invasive
interfaces. Interestingly length of hospital stay for planned admission is not as long as is anecdotally
suggested.
The Motor Neurone Disease Association is supportive of the results and is keen to see the national audit
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expanded and national guidance published. This will be led by Plymouth Hospitals NHS Trust. A shared
folder and a generic NHSMail account has been created to hold the anonymous data received from
participating centres and an audit protocol has been created. No patient identifiable information will be
sent to the Trust and therefore it has been approved by the Trust’s Caldicott Guardian.
The results of this audit have been accepted for presentation at two prestigious international
conferences, the British Thoracic Society Winter Conference in London (December 2017) and the
International Tracheostomy Symposium in Dallas (February 2018).
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2018/19 priorities

Priority 1: Staffing – improve the patient experience by ensuring our wards
and departments have the correct levels of staff with the appropriate skills.

◼

Rationale
Having the right nursing staff in the right place at the right time is a
fundamental element to delivery of safe high quality care for our patients.
Patient survey results show us patients do not always feel the wards are
adequately staffed. It is essential we build highly effective teams and provide
assurance to patients and the public that staffing on the wards are at the
right levels.

◼

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

Reduce the overall staff vacancy factor
Reduce the number of complaints which include an
element relating to staff attitude and behaviour
Improve patient’s perception of staffing on our wards In your opinion, were there enough nurses on duty to
care for you in hospital? (Q29 National Inpatient Survey
2017 – Always / Nearly Always)
If you needed attention, were you able to get a member
of staff to help you within a reasonable time? (Q43
National Inpatient Survey 2017)

2017/18
Performance
Planned vs
Actual
Mar 18 –
overall 86.2%
9.60%

2018/19
Target
Planned vs
Actual >90%

171

<10%

51%

>78%

74.50%

◼

tbc

>83%

How we will do it
◼

◼

◼

registered nurses.
The House of Commons Health Committee has published a report The
Nursing Workforce which looks at the current and future scale of the
shortfall of nursing staff. Further improvement resources have been
published by the National Quality Board for urgent and emergency care,
learning disability service, district nursing and maternity and neonatal
care. The recommendations within this guidance will contribute to the
workforce reviews that will take place this year.
Continue to build the hospital website in order to attract staff to the
organisation and develop a prospectus to inform potential staff about
our specialist areas and professional development opportunities.
Put in place a 6 monthly review process to ensure workforce plans
remain in alignment with the Trust’s financial and activity plans. This
approach will ensure that we not only track delivery but that we also
revise our plans to meet our activity requirements by adapting roles and
skills mix in light of changing recruitment market features.
Progress the reporting of all health roster metrics to enable real time
monitoring of ward performance of rosters, including the Carter metrics
on workforce efficiencies.
Build on the successes of previous recruitment open days and schedule
future dates for 2018/19.

Measuring Progress
We will monitor staffing levels and incidents on a monthly basis to the
Nursing and Midwifery Operational Committee, chaired by the Chief Nurse.
In addition we will provide bi-annual updates to the Trust Management
Executive and Public Trust Board. External reports monitoring progress
against staffing levels will be provided to our commissioners, NHS
Improvement (NHSI) and the Care Quality Commission.

We will continue to adopt innovative approaches to the recruitment and
retention of clinical staff but face national challenges in recruiting
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Priority 2: Ensure that all patients receive high quality care by working with
other providers to ensure that their care is provided by the right staff in the
right place and at the right time
Rationale
Patients with complex care needs have the right to timely safe discharge care
which is in line with best practice. The Trust has recently experienced
difficulties with capacity which resulted in cancellations for patients and
longer waits for treatment than we would like.
We recognise that good end of life care enables people to live in as much
comfort as possible until they die and to make choices about their care and
where to spend their last days.
Maternity Services should maximise the opportunity for women to be fully
involved in making well informed decision about their care.

How we will do it
We are committed to working to deliver the best possible care for local
people all of the time, through integrated provision. We will support our staff
in being able to do this.
Further detail to be confirmed setting out our plans for integration across the
healthcare community.
Measuring Progress
We will monitor progress against the overall projects through the Quality
Improvement Committee chaired by the Medical Director.

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
Number of patients who are cancelled
A&E four hour waiting time
Referral to Treatment incomplete pathways
• Where there are over 52 week waiters,
develop trajectories to eliminate all over
52week waiters as soon as possible
Over 6 week diagnostic waiting times
• Develop bespoke trajectories which as a
minimum delivers 1% or below
Delayed transfers of care

2017/18
Performance
3.03%
84.34%
tbc

2018/19
Target
0.80%
95% tbc
tbc

tbc

tbc

tbc

tbc
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Priority 3: Reduce the overall number of patients who suffer harm whilst
under the care of the hospital
Rationale
There is a chance that if patients in hospital deteriorate they may not receive
the necessary response in a timely fashion. This may cause patients to be
more unwell, affect their treatment, increase length of stay and alter their
views about their experience in hospital.
Patient falls and pressure ulcers are known to cause extended length stay
and significant discomfort for patients. We will continue to improve falls
prevention by focusing on planning specific care for the individual patient
and working with our Tissue Viability Team on targeted areas to reduce the
number of pressure ulcers.
Untreated sepsis can progress to severe sepsis, multi-organ failure, septic
shock and ultimately death. Septic shock has a 50% mortality rate. The
mortality rate for sepsis in children is estimated to be 10 – 15% and is the
most common cause of direct maternal death. We will continue to
implement systematic screening and treatment for these patients.
Current Position

early warning scores (University Hospitals Trusts use a modified version).
Harm could result from having different scoring systems in use across the
NHS when patients or staff move between services.
The adoption of NEWS2 is vital to standardise how adult patients who are
acutely deteriorating are identified.
Description
Trustwide adoption of NEWS2

2017/18
Performance
N/A

2018/19
Target
March 2019

How we will do it
Implementation of NEWS2 across as identified in Patient Safety Alert
NHS/PSA/RE/2018/003.
Measuring Progress
We will monitor progress and drive changes in practice monthly via the
Quality Improvement Committee chaired by the Medical Director.

Recognising and responding to patient deterioration relies on a whole
systems approach and the revised National Early Warning Score (NEWS2),
published by the Royal College of Physicians in December 2017, reliably
detects deterioration in adults, triggering review, treatment and escalation
of care where appropriate. NEWS2 is an improvement on the original NEWS,
in use since 2012, in key areas including:
◼
◼
◼

Better identification of patients likely to have sepsis
Improved scoring for patients with hypercapnic respiratory failure
Recognising the importance of new-onset confusion or delirium

Currently, around two-thirds of healthcare providers use the original NEWS
for adult patients, with the rest using adapted versions or locally devised
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Pressure Ulcers
Sign up to Safety is a national initiative to help NHS organisations achieve their patient safety aspirations
and care for their patients in the safest way possible. We want to give patients confidence that we are
doing all we can to ensure the care they receive will be safe and effective at all times.
Plymouth Hospitals NHS Trusts do not have a specific Sign up to Safety Project, we have chosen to embed
key safety initiatives into our quality improvement initiatives which include.
◼ Sepsis
◼ Pressure Ulcers
◼ Falls
Our Sign up to Safety pledges were derived from current programs of work identified from incidents, NHS
Litigation Authority claims and patient and staff feedback as well as nationally recognised areas for
improvement. The following programs of work have been included for the coming year:
Reduce falls leading to harm
We continue to work hard to reduce the number of falls that harm our patients, and to try and reduce the
number of falls that do not result in harm for the patient. We take into account recommendations from
national reports, and took part in the National Audit of Inpatient Falls in May 2017. We scrutinise our data
and investigations in order to learn and put in place interventions that will help the work around reducing
falls.
During 2017/18 our falls prevention work has focused on ensuring patients are able to mobilise safely and
patients are encouraged to do so. We have introduced a new lying and standing blood pressure care plan
and information for patients advising them of how they can recognise and manage the symptoms of a drop
in blood pressure when they stand up.
#End Paralysis week on the Health Care of the Elderly wards encouraged patients to ‘get up, get dressed.
get moving’. Hembury Ward staff supported this by wearing pyjamas during their shift so they could
understand more about how movement can be limited by ‘nightwear’. We are also continuing to look at
the reasons why a patient may fall on more than one occasion

Reducing Harm from Pressure Ulcers
We continue to learn from our investigations and data in order to reduce the occurrence of pressure ulcers.
During 2017/18 we have continued work to improve the accuracy of pressure ulcer risk assessment, and
put in place appropriate interventions in order to reduce the risk to our patients. The tissue viability team
are part of a Pressure Ulcer Collaborative, and in March 2018 the team were acknowledged for their work
on the use of the SNAP app which allows staff to capture an image of a wound or pressure damage. The
Tissue Viability Nurses can review and ensure that the pressure damage is graded correctly and that there
is an accurate image of the wound on admission. We continue to work in targeted areas to reduce the
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number of pressure ulcers occurring, and are promoting ‘React to Red Skin’ staff huddles in order to
maintain momentum on the need to put in place measures to avoid any further damage
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Annex H Statement of directors’ responsibilities
The directors are required under the Health Act 2009, National Health Service (Quality Accounts)
Regulations 2010 and National Health Service (Quality Accounts) Amendments Regulations 2011 and 2012
to prepare a Quality Account for each financial year. The Department of Health has issued guidance on the
form and content of annual Quality Accounts (in line with requirements set out in Quality Accounts
legislation).
In preparing their Quality account, directors should take steps to assure themselves that:
◼ the Quality Account presents a balanced picture of the trust’s performance over the reporting period;
◼ the performance information reported in the Quality Account is reliable and accurate;
◼ there are proper internal controls over the collection and reporting of the measures of performance
included in the Quality Account, and these controls are subject to review to confirm they are working
effectively in practice;
◼ the data underpinning the measure of performance reported in the Quality Account is robust and reliable,
conforms to specified data quality standards and prescribed definitions, and is subject to appropriate
scrutiny and review;
◼ the Quality Account has been prepared in accordance with any Department of Health guidance.
The directors confirm to the best of their knowledge and belief that they have complied with the above
requirements in preparing the Quality Account.
By order of the Board

Richard Crompton
Chairman

Ann James
Chief Executive

Date: 30 June 2018

Date: 30 June 2018
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Local Healthwatch (Plymouth, Cornwall, Devon and Torbay)
Local Healthwatch (Plymouth, Cornwall and Devon) continue to work with Plymouth Hospitals NHS Trust to
ensure that the patient voice is heard at service design and decision making level.
Healthwatch acknowledges that the level of operational pressure felt by the trust remains consistently high
with the Emergency Department in particular seeing a higher volume of patients compared to previous
years. As a result there remains an impact to delivery of elective procedures. Equally the number of people
waiting for outpatient appointments beyond the NHS standard continues to increase. In turn this leads to
patient frustration due to significant cancelations of operations and delays in accessing treatment. Whilst
some of this is within the Trusts ability to resolve, the wider pressures in the local health and social care
economy, particularly primary care, home support and care homes, will inevitably mean that progress will
be slow in reducing waiting times.
Patient feedback received around Derriford Hospital and its services continues to be generally positive,
with most commenting on the excellent level of care received and the way that staff positively go about
delivering that care. However, of particular concern is the continuing upward trend of elective surgery
cancellation and increasing wait for outpatient appointments. In the 2017/18 Quality account, Priority 2:
Reduce the number of patients who are cancelled and ensure access to services within acceptable
timeframes, aimed to tackle some of the issues around this. The opening of the Acute Assessment Unit
adjacent to the Emergency Department is welcomed as is the increase in diagnostic capacity. We also note
that the Putting Patients First programme will continue to drive other changes around this priority
alongside work with partners in the wider health and social care economy in 2018/19; this is fully
supported by local Healthwatch.
We note and support the Trust’s priorities for 2018/19 around:
◼ Staffing – Improve the patient experience by ensuring our wards and departments have the correct
levels of staff with the appropriate skills
◼ Ensure all patients receive high quality care by working with other providers to ensure that their care is
provided by the right staff in the right place and at the right time
◼ Reduce the overall number of patients who suffer harm whilst under the care of the hospital
Local Healthwatch continues to work with Plymouth Hospitals NHS Trust as a critical friend, where
representatives from Healthwatch Plymouth and Cornwall attend the Patient Experience Committee.
These meetings remain an effective way to allow health professionals to understand concerns of patients
that use their services. Likewise Healthwatch Devon continues to liaise directly with the patient experience
lead via the regional patient experience network.
Both Healthwatch Cornwall and Plymouth continue to have a monthly presence at Derriford Hospital
gathering the views of patients, relatives and carers.

Northern, Eastern and Western Devon Clinical Commissioning Group
NHS Northern, Eastern and Western Devon Clinical Commissioning Group (the CCG) is pleased to provide
feedback on the Quality Account for Plymouth Hospitals NHS Trust (UHPNT) 2017/18 and would like to
offer the following commentary.
We review the quality of services throughout the year, including safety, effectiveness and experience and
UHPNT has provided evidence of a commitment to high quality care. This Quality Account summarises and
reflects the evidence. The CCG is pleased to see the continued progress with aspects of the 2016/17 quality
priorities.
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The Care Quality Commission (CQC)
The Trust has continued to make excellent progress against the actions designed to address the CQC
requirement notices. The CCG is pleased to note that 93% of the actions are complete and that a significant
proportion of the outstanding actions relate to A&E performance and follow-up backlog. This will require a
sustained effort over the forthcoming year in order to ensure progress is maintained.
Additionally, UHPNT were part of the CQC Plymouth System Review in December 2017 and the CCG
acknowledges the Trust’s continued efforts to deliver high quality care through an integrated model. The
report recognised the good relationships at senior leadership level across the Plymouth system.
National Staff Survey
Despite extreme operational pressures, we commend the Trust’s success in significantly improving the
participation rate of the staff survey being able to demonstrate that they are in the top 20% of all acute
trusts.
Maternity
The successful pilot from last year now has a dedicated team of 4 midwives working in the South West
Ambulance Headquarters in Exeter, offering advice and triage to women and other healthcare
professionals. This service is providing an innovative and effective response for women and their families
and the Trust should be congratulated for its implementation and success. Additionally, the CCG is pleased
to see that women now have better access to the specialist perinatal mental health care team.
Safe Care
There is recognition of areas within last year’s quality priorities that were not fully achieved; indeed the
position of cancellations and delayed treatments has deteriorated further. The CCG acknowledges that
despite the significant operational pressures, the Trust has prioritised reducing cancellations and delayed
treatments. The CCG will continue to support the Trusts initiatives to drive this agenda forward.
The CCG welcomes the Trust’s quality improvement initiative Scan4Safety and we look forward to working
closely with the Trust and supporting an innovative approach that will further enhance the quality of care
that is being provided.
Leading Change, Adding Value
The CCG is delighted that the Trust will continue its work from 2016 to deliver the 6 C’s in a new strategy
that adds value to care delivery in order to achieve better outcomes for patients. Led by the Matrons and
Heads of Nursing, this is now encompassed into the Trust’s 10 Commitments.
Cancer Services
The Trust continues to work with the CCG to improve cancer services and two areas that we would wish to
highlight are the new pathway for prostate cancer that has been implemented, which will significantly
optimise the care that those patients receive. Secondly, the design of a new innovative cancer nurse
development post to develop specialist nurses. These two initiatives will bring huge benefits to patients
who suffer from cancer.
Looking Forward
Looking ahead, the CCG welcomes the specific priorities for 2018/19 which are highlighted within the
report and consider that they are the most appropriate areas to target for continued improvement. The
CCG is assured that these priorities were developed in conjunction with key stakeholders, including staff
and patients.
It is felt overall that the report is well considered and reflective of quality activity and the CCG looks
forward to our continued collaborative working to deliver safe and high quality care across Devon.
Lorna Collingwood, Chief Nursing Officer
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Plymouth Caring Plymouth Scrutiny Panel
Unfortunately due to a conflict between the deadline set by the Department of Health for the submission
of Quality Accounts and the Council’s municipal calendar the Wellbeing 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
Thank you for providing us with your quality account for the year 2017 - 2018.
It is confirmed that representatives of Plymouth Hospitals NHS Trust have attended meetings when needed
and the organisation has provided reports and information to the Committee when asked.
Patient Council
As a Patient Council we are involved in many activities through the hospital year, including formal meetings
on alternate months, with informal meetings in between. I particularly like the informal meetings which are
sometimes attended by Richard Crompton, Chairman of the Trust Board and Ann James, Chief Executive.
These occasions are fertile ground for lively discussion and debate of issue and policies like the car parking
charges. Richard Compton said that he valued our feedback and opinions as they provided the Trust Board
with the patient perspective.
The relationships we are forging as individuals with our different service lines are proving fruitful in some
cases with some members getting involved in projects on the wards or theatres. Our progress with our
clinical alignments has been understandably hampered by winter pressures meaning that non-essential
meetings and work was cancelled and contact with medical staff was reduced as they were so busy. We
hope to pick this up again now that hopefully the hospital gets some breathing space.
As Chair of the Patient Council, I also enjoy being one of the patient council members on the Patient
Experience Committee, contributing to discussion and again providing the patient perspective to senior
hospital staff.
Jane Hitchings, Chair Patient Council
Lay Chair of the Patient Experience Committee
Hospital staff have continued to work under extreme operational pressure due to increasing numbers of
patients and higher levels of acuity. I want to pay tribute to staff commitment to patient wellbeing, often
to the detriment of their own wellbeing. One example of this commitment is demonstrated by the Trust’s
Friends and Family Test score for Emergency Services, especially when compared with the NHS England
average score (annex B, 21.1). This achievement is remarkable, given that there are sometimes up to twice
as many patients in the Emergency Department as there is clinical space available.
The updated Carers Policy provides considerable improvement in care for carers, who provide essential and
valuable support for their vulnerable relatives when in hospital. The policy ensures better support and
facilities for carers own wellbeing.
The Patient Experience Committee endorses and encourages numerous staff initiatives to improve patient
experience. Patient diaries in Critical Care help patients to understand and manage the mental distress
which sometimes accompanies the experience of treatment in that environment. New style bereavement
bags give sensitive and compassionate care to the property of patients who die in hospital, and therefore to
bereaved relatives also.
The Patient Experience Committee supports clinical initiatives to reduce the incidence of pressure ulcers,
slips, trips and falls, and the Ten Commitments. It supports environmental initiatives to improve patient
facilities and Making Mealtimes Matter, which improves both patient nutrition and the enjoyment of meals
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and mealtimes. Administrative processes are monitored to improve the quality of patient communication
and information in all variety.
Disability Awareness Week highlighted issues which impact negatively on people with various kinds of
disability. The Patient Experience Committee monitors the work of the Learning Disability Team, which
improves the quality of care and experience for patients with a learning disability.
The Patient Experience Committee reviews both internal and external survey results. The data is used to
make changes to the provision of care to increase patient satisfaction.
Every staff member of the Patient Experience Committee is actively involved in some aspect of patient
wellbeing and experience. The lay members provide insight and perception on behalf of all patients.
Together we work to enhance Plymouth Hospitals as a place in which it is good to be a patient. There is still
much to do to manage the needs of the increasing numbers of patients. It is important that staff and
patients share together in a compassionate experience of healing.
Vera Mitchell, Lay Chair Patient Experience Committee
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Independent Practitioner's Limited Assurance Report to the Board of Directors
of Plymouth Hospitals NHS Trust on the Quality Account
We have been engaged by the Board of Directors of Plymouth Hospitals NHS Trust to perform an independent
assurance engagement in respect of Plymouth Hospitals NHS Trust’s Quality Account for the year ended 31
March 2018 (“the Quality Account”) and certain performance indicators contained therein as part of our work.
NHS Trusts are required by section 8 of the Health Act 2009 to publish a Quality Account which must include
prescribed information set out in The National Health Service (Quality Account) Regulations 2010, as
subsequently amended in 2011, 2012, 2017 and 2018 (“the Regulations”).
Scope and subject matter
The indicators for the year ended 31 March 2018 subject to the limited assurance engagement consist of the
following indicators:
• Rate of clostridium difficile infections (on page 39 of the Quality Account)
• Percentage of patient safety incidents resulting in severe harm or death (on page 39 of the Quality
Account)
We refer to these two indicators collectively as “the indicators”.
Respective responsibilities of the Directors and Practitioner
The directors are required under the Health Act 2009 to prepare a Quality Account for each financial year. The
Department of Health and NHS Improvement has issued guidance on the form and content of annual Quality
Accounts (which incorporates the legal requirements in the Health Act 2009 and the Regulations).
In preparing the Quality Account, the directors are required to take steps to satisfy themselves that:
• the Quality Account presents a balanced picture of the Trust’s performance over the period covered;
• the performance information reported in the Quality Account is reliable and accurate;
• there are proper internal controls over the collection and reporting of the measures of performance
included in the Quality Account, and these controls are subject to review to confirm that they are
working effectively in practice;
• the data underpinning the measures of performance reported in the Quality Account is robust and
reliable, conforms to specified data quality standards and prescribed definitions, and is subject to
appropriate scrutiny and review; and
• the Quality Account has been prepared in accordance with Department of Health and NHS
Improvement guidance.
The Directors are required to confirm compliance with these requirements in a statement of directors’
responsibilities within the Quality Account.
Our responsibility is to form a conclusion, based on limited assurance procedures, on whether anything has
come to our attention that causes us to believe that:
• the Quality Account is not prepared in all material respects in line with the criteria set out in the
Regulations;
• the Quality Account is not consistent in all material respects with the sources specified in the NHS
Quality Accounts Auditor Guidance 2014-15 issued by the Department of Health in March 2015 (“the
Guidance”); and
• the indicators in the Quality Account identified as having been the subject of limited assurance in the
Quality Account are not reasonably stated in all material respects in accordance with the Regulations and
the six dimensions of data quality set out in the Guidance.
We read the Quality Account and conclude whether it is consistent with the requirements of the Regulations and
consider the implications for our report if we become aware of any material omissions.
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We read the other information contained in the Quality Account and consider whether it is materially
inconsistent with:
• Board minutes for the period April 2017 to June 2018;
• papers relating to quality reported to the Board over the period April 2017 to June 2018;
• feedback from commissioners dated 18 May 2018;
• feedback from local Healthwatch organisations dated 16 May 2018;
• feedback from the Overview and Scrutiny Committee dated 18 May 2018;
• feedback from other named stakeholders involved in the sign off of the Quality Account dated May
2018;
• the Trust’s complaints report published under regulation 18 of the Local Authority, Social Services and
National Health Service Complaints (England) Regulations 2009;
• the national inpatient survey 2017;
• the 2017 national NHS staff survey;
• the Head of Internal Audit’s annual opinion over the Trust’s control environment dated 16 May 2018;
and
• the annual governance statement dated 25 May 2018.
We consider the implications for our report if we become aware of any apparent misstatements or material
inconsistencies with these documents (collectively the “documents”). Our responsibilities do not extend to any
other information.
We are in compliance with the applicable independence and competency requirements of the Institute of
Chartered Accountants in England and Wales (ICAEW) Code of Ethics. Our team comprised assurance
practitioners and relevant subject matter experts.
This report, including the conclusion, has been prepared solely for the Board of Directors of Plymouth Hospitals
NHS Trust. We permit the disclosure of this report to enable the Board of Directors to demonstrate that they
have discharged their governance responsibilities by commissioning an independent assurance report in
connection with the indicators. To the fullest extent permissible by law, we do not accept or assume
responsibility to anyone other than the Board of Directors as a body and Plymouth Hospitals NHS Trust for our
work or this report, except where terms are expressly agreed and with our prior consent in writing.
Assurance work performed
We conducted this limited assurance engagement under the terms of the Guidance. Our limited assurance
procedures included:
• evaluating the design and implementation of the key processes and controls for managing and reporting
the indicators;
• making enquiries of management;
• limited testing, on a selective basis, of the data used to calculate the indicators tested against supporting
documentation;
• comparing the content of the Quality Account to the requirements of the Regulations; and
• reading the documents.
A limited assurance engagement is narrower in scope than a reasonable assurance engagement. The nature,
timing and extent of procedures for gathering sufficient appropriate evidence are deliberately limited relative to a
reasonable assurance engagement.
Limitations
Non-financial performance information is subject to more inherent limitations than financial information, given
the characteristics of the subject matter and the methods used for determining such information.
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The absence of a significant body of established practice on which to draw allows for the selection of different
but acceptable measurement techniques that can result in materially different measurements and can affect
comparability. The precision of different measurement techniques may also vary. Furthermore, the nature and
methods used to determine such information, as well as the measurement criteria and the precision of these
criteria, may change over time. It is important to read the Quality Account in the context of the criteria set out in
the Regulations.
The nature, form and content required of Quality Accounts are determined by the Department of Health and
NHS Improvement. This may result in the omission of information relevant to other users, for example for the
purpose of comparing the results of different NHS organisations.
In addition, the scope of our limited assurance work has not included governance over quality or non-mandated
indicators which have been determined locally by Plymouth Hospitals NHS Trust.
Our audit work on the financial statements of Plymouth Hospitals NHS Trust is carried out in accordance with
our statutory obligations. This engagement will not be treated as having any effect on our separate duties and
responsibilities as Plymouth Hospitals NHS Trust’s external auditors. Our audit reports on the financial
statements are made solely to Plymouth Hospitals NHS Trust’s directors, as a body, in accordance with the Local
Audit and Accountability Act 2014. Our audit work is undertaken so that we might state to Plymouth Hospitals
NHS Trust’s directors those matters we are required to state to them in an auditor’s report and for no other
purpose. Our audits of Plymouth Hospitals NHS Trust’s financial statements are not planned or conducted to
address or reflect matters in which anyone other than such directors as a body may be interested for such
purpose. In these circumstances, to the fullest extent permitted by law, we do not accept or assume any
responsibility to anyone other than Plymouth Hospitals NHS Trust and Plymouth Hospitals NHS Trust’s
directors as a body, for our audit work, for our audit reports, or for the opinions we have formed in respect of
those audits.
Conclusion
Based on the results of our procedures, as described in this report, nothing has come to our attention that causes
us to believe that, for the year ended 31 March 2018
• the Quality Account is not prepared in all material respects in line with the criteria set out in the
Regulations;
• the Quality Account is not consistent in all material respects with the sources specified in the Guidance;
and
• the indicators in the Quality Account identified as having been subject to limited assurance have not
been reasonably stated in all material respects in accordance with the Regulations and the six dimensions
of data quality set out in the Guidance.
Jon Roberts
Grant Thornton UK LLP
Chartered Accountants
Bristol
25 June 2018
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