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INTEGRATED GOVERNANCE ASSURANCE COMMITTEE (IGAC) 

Date of Meeting:  16 July 2013 
 

TITLE Responding to Francis and Patients First and Foremost. 

EXECUTIVE 
SUMMARY 
 
 

Triangulation of ASPH position against Francis2 recommendations 
and the government response, Patients First and Foremost is work 
in progress due for completion by September 2013.  A detailed gap 
analysis identifying whether the action already undertaken or to be 
undertaken by the Trust is a process intervention or a cultural work 
stream. The position of ASPH will support the Board in identifying 
priorities for additional action.  

ASSURANCE (Risk) / 
IMPLICATIONS 
 

 

STAKEHOLDER / 
PATIENT IMPACT 
AND VIEWS 
 

The Trust’s response to the Francis Report was shared with staff 

groups across the organisation as well as Governors and the 

Health Overview and Scrutiny Committee. All of the Stakeholders 

were encouraged and assured by the depth and fidelity of thought 

being put into the Trust’s response to the Francis2 report.  

EQUALITY AND 
DIVERSITY ISSUES 
 

None Known 

LEGAL ISSUES 
 

None Known 

IGAC is asked to: Discuss the paper and consider how the identification of priorities 

for additional action is best facilitated and achieved.  

Submitted by: Suzanne Rankin, Chief Nurse 

Date: 16th July 2013 

Decision: For Noting    
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1.0 Francis Gap Analysis Overview 

 
 
The Trust has recently performed a ‘Francis gap analysis’ to better comprehend how patients are 
being put ‘first and foremost’ against the various Francis 2 recommendations.  This has enabled 
greater understanding of both areas where actions have happened already, and improvement 
areas where action needs to happen in order to close identified gaps. 
 
The gap analysis review analysed 63 themes and 149 recommendations.  As a result of this, 451 
actions were identified across three categories: 
 

 Culture 

 Process 

 Combination of culture and process 
 

The 451 actions were then subdivided into three categories: actions achieved, actions in progress, 
and gaps to be addressed (refer table below). 
 
Table of Francis 2 Action Areas 
 

Action Area 
By Category 

Total Number of 
Actions 

Actions 
Achieved 

Actions In 
Process 

Gaps to 
Address 

Culture 
 

40 25 4 11 

Process 
 

389 240  149 

Combination of 
culture and 
process 
 

22 7 11 4 

Total Identified 
Actions 
 

451 272 15 164 

 
 
The gap analysis tells the Trust three key findings: 
 

(1) We are strong on process, in terms of both the number of actions identified in that area, 
and the number of actions achieved already. 

 
 

(2) We need to further develop an approach to ‘cultural improvement.’  Having achieved 25 
actions in that area so far suggests that this is happening already. 

 
 

(3) Patient experience and aspects of death is an area requiring improvement. 
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1.2 Recommendation 
 

The organisation is strong on process with a commitment to attend to the need for cultural change. 
To adopt the Francis recommendations an attention to the cultural needs should be the focus of 
future developmental work. 
 
IGAC is asked to receive the paper and discuss the way forward to address the key findings from 
the analysis. 
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1.3 Gap Analysis of Francis Report 
 
Process 
 
Culture 
 
Both Process & Culture 
 

Francis 2 Patient First & Foremost  

Domains 

Rec No. & 

Theme 

Recommendations Preventing 
Problems 

Detecting 
Problems 
Quickly 

Taking Action 
Promptly 

Ensuring 
Robust 

Accountability 

Ensuring Staff 
are Trained and 

Motivated 

Triangulation of ASPH Position 

1 

 

Implementing the 
recommendations 

All commissioning, service 
provision regulatory and 
ancillary organisations in 
healthcare should consider 
the findings and 
recommendations of this 
report and decide how to 
apply them to their own 
work; 

 
Each such organisation 
should announce at the 
earliest practicable time its 
decision on the extent to 
which it accepts the 
recommendations and what 
it intends to do to implement 
those accepted, and 
thereafter, on a regular 
basis but not less than once 
a year, publish in a report 

All Nursing & 
Midwifery 
Ward/Department 
managers asked 
to present their 
response to 
Francis. 
(Achieved) 
 
 

 
 
 
 
 
 
 
 
 
 
Listening Events 
(Achieved and 
on-going) 
 
Schwartz Rounds 
(In progress, due 
to commence 
September 2013) 

Clear processes 
for escalation. 
(Achieved) 
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information regarding its 
progress in relation to its 
planned actions; 

2 
The NHS and all who work 
for it must adopt and 
demonstrate a shared 
culture in which the patient 
is the priority in everything 
done. This requires: 

 
A common set of core 
values and standards 
shared throughout the 
system; 
 
Leadership at all levels from 
ward to the top of the 
Department of Health, 
committed to and capable 
of involving all staff with 
those values and standards 
 
A system which recognises 
and applies the values of 
transparency, honesty and 
candour; 

 
Freely available, useful, 
reliable and full information 
on attainment of the values 
and standards; 

 
A tool or methodology such 
as a cultural barometer to 
measure the cultural health 
of all parts of the system. 

4p’s (Achieved) 
 
 
 
 
 
 
Together we Care 
(In Progress) 
 
 
 
 
 
 
 
 
 
 
 
Actively 
encourage 
reporting and 
discussion with 
families at time of 
care being 
substandard 
(Achieved and 
on-going). 
Not embedded 
needs more work 
 
 
 

 
 
 
 
 
 
 
Contractual duty 
of candour 
(Achieved) 
 
 
 
 
 
 
 
 
 
 
Compliant with 
being open 
policy. 
 
Included in terms 
of reference for 
investigations 
 
 
 
Friends Family 
Test, or staff 
survey, or 
incident reporting, 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

For suspected 
SIRI: a first action 
is ensuring with a 
suspected SIRI 
actions are taken 
to mitigate and 
correct any harm 
to the patient / 
staff: and this is 
monitored via the  
Root cause 
analysis after the 
event. 

 

 
 
 
 
 
 
 

Together we Care 
(In progress)  
4 P’s (Achieved) 
 
 
 
 
 
 
 
 
 
 
Quality report to 
Trust board 
includes 
confirmation of 
duty of candour 
and serious 
incidents 
requiring 
investigation 
(Achieved). 

 
 
 
 
 
 
 
 
 
 
 
 

Leadership 
development 
courses 
(Achieved and 
on-going) 



 

 6 
 

 
 
 
 
 
 
Need to Introduce 
The Cultural 
Barometer Tool 
(Gap) 

or board on 
intranet which we 
have to place 
comments. 
 

3 

 

Clarity of values 
and principles 

The NHS Constitution 
should be the first reference 
point for all NHS patients 
and staff and should set out 
the system’s common 
values, as well as the 
respective rights, legitimate 
expectations and 
obligations of patients. 

Include the NHS 
constitution on 
our website (Gap) 
 
Should it be 
included 
contractually? 
(Gap) 

Appraisal linked 
(Gap) 

Competency 
linked (Gap). 

Clear line 
manager 
responsibilities 
and accountability 
(Achieved and 
on-going) 

Competency / 
SMART based 
management of 
identified failings 
Achieved). 

4 
The core values expressed 
in the NHS Constitution 
should be given priority of 
place and the overriding 
value should be that 
patients are put first, and 
everything done by the NHS 
and everyone associated 
with it should be informed 
by this ethos. 

 

Mirrored in 
together we care 
(In progress). 

Supervision and 
appraisal (Gap). 

SMART action 
plans (Achieved). 

ASPH clear 
divisional 
structure 
(Achieved.) 

Mandatory 
training 
compliance 
(Achieved and 
on-going) 

5 
In reaching out to patients, 
consideration should be 
given to including 
expectations in the NHS 
Constitution that: 

 Staff put patients before 
themselves; 

Key elements to 
be included in job 
descriptions (? 
Gap) 
 
Challenging 
culture (on-

Compliant with 
open & honest 
policy (Achieved) 
 
Already a 
Supportive Trust; 
however do we 

Good levels of 
reporting 
(Achieved but 
need to consider 
what is reported). 
 
Clear Escalation 

Improved 
communication 
practices at all 
levels (Gap). 

Investment in 
continuous 
training & 
development 
(Gap). 
 
Highly qualified 
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 They will do everything 
in their power to protect 
patients from avoidable 
harm; 

 They will be honest and 
open with patients 
regardless of the 
consequences for 
themselves; 

 Where they are unable 
to provide the assistance 
a patient needs, they will 
direct them where 
possible to those who 
can do so; 

 They will apply the NHS 
values in all their work. 

going). 
 
No blame policy 
(Achieved) 
Together we care 
(in progress). 
 
Compassion in 
practice (Gap). 
 
4P’s 
 
 
 
 
 
Appraisal linked 
(Gap) 
 

need to improve 
demonstration of 
this at very junior 
levels.  Would a 
healthcare 
support worker or 
junior nurse be 
open & honest 
with Chief nurse 
or Chief 
executive? (Gap) 
 
Further promote 
public feedback.  
FFT but is there 
more we could 
do? (Gap) 

structure 
(Achieved). 

staff within 
organisation that 
could be more 
widely utilised 
(Gap). 
 
Innovation for 
‘home grown 
training projects 
with potential 
bonus of 
generating 
income (Gap). 
 
Communication 
training (Gap). 

7 
All NHS staff should be 
required to enter into an 
express commitment to 
abide by the NHS values 
and the Constitution, both of 
which should be 
incorporated into the 
contracts of employment. 

Review of 
employment 
contracts and 
relevant policies 
(Gap). 
 
The NHS 
Constitution is a 
standard 
paragraph on all 
job descriptions, 
which form part of 
the employment 
contract 
(Achieved). 
 

Any breach of 
contract would be 
dealt with through 
the relevant 
policies 
(Achieved). 

Timescales are 
detailed in the 
relevant policies 
(Achieved). 

Employee relation 
information is 
reported at the 
Workforce and 
OD committee 
which is a Board 
subcommittee 
(Achieved). 

Trust Induction 
(Achieved). 

8 
Contractors providing 
outsourced services should 

Trust values, 
behaviours and 

Review feedback 
process to bank & 

Provision of Trust 
expectations and 

Bank & agency 
staff responsible 

Ensure bank & 
agency’s used 



 

 8 
 

also be required to abide by 
these requirements and to 
ensure that staff employed 
by them for these purposes 
do so as well. These 
requirements could be 
included in the terms on 
which providers are 
commissioned to provide 
services. 

expectations to 
be provided to all 
bank & agency 
used (Gap). 

agency staff and 
employees.  Are 
they fit for 
purpose (Gap) 
 
 

standards for 
investigating 
concerns, 
consideration of 
whether 
appropriate action 
has been taken.  
Should process 
be joined up with 
Trust? (Gap) 

for provision of 
documentation of 
competencies 
they are 
undertaking 
(Gap). 
 
Ward/dept 
responsible for 
ensuring 
competency 
completion 
(Achieved). 

provide evidence 
that staff 
employed or 
working within our 
organisation meet 
our standards for 
skills they 
undertake e.g. 
medicines 
administration 
(Gap ? in 
progress). 

9 
The NHS Constitution 
should include reference to 
all the relevant professional 
and managerial codes by 
which NH staff are bound, 
including the Code of 
Conduct for NHS 
Managers. 

Already 
embedded within 
the Trust 
(Achieved) 
 
Ensure the code 
is issued  HR 

    

10 
The NHS Constitution 
should incorporate an 
expectation that staff will 
follow guidance and comply 
with standards relevant to 
their work, such as those 
produced by the National 
Institute for Health and 
Clinical Excellence and, 
where relevant, the Care 
Quality Commission, 
subject to any more specific 
requirements of their 
employers. 

Already 
embedded within 
the Trust 
(Achieved). 
 
 

 

All clinical 
services are 
encouraged to 
participate in 
national reviews 
and clinical 
audits. The Trust 
and each division 
collate forward 
plans of work 
annually.    
(Achieved) 

 

Participation in 
national audits 
identifies areas 
for improvement 
and provides 
evidence e.g. 
around 
implementation of 
NICE guidance, 
NICE quality 
standards 
(Achieved) 

CEO receives 
reports from 
national audits 
and identification 
of whether the 
Trust is an outlier. 
(Achieved)  
 
Clinical 
Effectiveness & 
National Audit 
Review Group 
(CENARG) – 
monitor Trust 
progress. Look at:  
national audit 

All staff have 
access to training 
in clinical audit 
and effectiveness 
+ information on 
Trust intranet 
Quality dept.  
(Achieved) 
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reports and action 
plans including 
NCEPOD, NICE 
guidance, 
regional audit. 
(Achieved) 
 
Divisions report to 
Quality 
Governance 
Committee 
(QGC).  
(Achieved) 

11 
Healthcare professionals 
should be prepared to 
contribute to the 
development of, and comply 
with, standard procedures 
in the areas in which they 
work. Their managers need 
to ensure that their 
employees comply with 
these requirements. Staff 
members affected by 
professional disagreements 
about procedures must be 
required to take the 
necessary corrective action, 
working with their medical 
or nursing director or line 
manager within the trust, 
with external support where 
necessary. Professional 
bodies should work on 
devising evidence-based 
standard procedures for as 
many interventions and 

SOP’s (On-going)  
 
Competency 
based 
assessments 
already in place 
for nurses & 
midwives 
(Achieved). 
 
 

Supervisory / 
supportive roles 
(Gap) 

Employee Assist 
Programme 
(Achieved). 
 
Clinical 
Practitioner 
Educators 
(CPE’s)’s 
(Achieved) 

Clinical 
Supervision in 
nursing (Gap).  
 
? adopt a 
programme for 
nursing similar to 
that of supervisor 
of midwives 
(Gap). 

Listening events 
(Achieved and 
on-going). 
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pathways as possible 

12 
Reporting of incidents of 
concern relevant to patient 
safety, compliance with 
fundamental standards or 
some higher requirement of 
the employer needs to be 
not only encouraged but 
insisted upon. Staff are 
entitled to receive feedback 
in relation to any report they 
make, including information 
about any action taken or 
reasons for not acting. 

Good levels of 
incident reporting. 
(Achieved) 
 
Quality requires 
work (Gap) 
 
Safety Culture 
work to be 
continued. Gap 

Consider barriers 
to reporting. 
(GAP) 
 
Improvements in 
process would be 
escalating 
incidents to fewer 
people – the 
incidents by their 
sheer volume are 
of reduced impact 
when copied to 
large groups of 
people (Gap). 
 

Improvement 
work on reporting 
feedback as this 
is not measured 
well in staff 
survey. 
(GAP) 

Electronic 
reporting ensures 
a handler is 
assigned and has 
accountability for 
closing the 
incident. 
(Achieved) 
 
Improvements in 
process to be 
considered. A 
single handler is 
good in one 
sense, but a gap 
is that quick 
action is hindered 
by reliance on 
one handler. 
(GAP) 
 
Allowing 
“accountability 
groups” might 
enable faster 
clearance, and 
faster action – 
mitigates against 
staff on leave and 
incidents not 
being cleared. 

All staff trained on 
induction and 
further support is 
easily accessible. 
(Achieved) 
 
Training tracker 
module on 
incident 
management. 
(Achieved) 
 
On-going Datix 
Web training to 
encourage 
reporting and 
handling of 
incidents. 
(Achieved) 
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The nature of 

Standards should be 
divided into: 

Fundamental standards of 
minimum safety and quality 
– in respect of which non-

NICE, DoH and 
other national 
guidelines 
adopted. 
(Achieved) 

Best care and 
quality indicator 
dashboards. 
(Achieved) 

  Information 
disseminated with 
payslips. 
(Achieved) 
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standards compliance should not be 
tolerated. Failures leading 
to death or serious harm 
should remain offences for 
which prosecutions can be 
brought against 
organisations. There should 
be a defined set of duties to 
maintain and operate an 
effective system to ensure 
compliance; 

 
Enhanced quality standards 
– such standards could set 
requirements higher than 
the fundamental standards 
but be discretionary matters 
for commissioning and 
subject to availability of 
resources; 

 
Developmental standards 
which set out longer term 
goals for providers – these 
would focus on 
improvements in 
effectiveness and are more 
likely to be the focus of 
commissioners and 
progressive provider 
leadership than the 
regulator.  

 
All such standards would 
require regular review and 
modification. 

 
CQC standards 
CNST 
NHSLA 
Patient care 
policies. 
(Achieved) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Trust strategic 
objectives and 
divisional 
objectives. 
(Achieved) 

14 
In addition to the Governance IGAC Board Escalation Best Care Training Tracker 
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fundamental standards of 
service, the regulations 
should include generic 
requirements for a 
governance system 
designed to ensure 
compliance with 
fundamental standards, and 
the provision and 
publication of accurate 
information about 
compliance with the 
fundamental and enhanced 
standards. 

structure in place. 
(Achieved) 
 
Essential 
Standards 
Report. 
(Achieved) 
 
NHSLA 
assessment. 
(Achieved) 
 
External 
assessments (EG 
Peer review for 
cancer, JAG for 
endoscopy) 
(Achieved) 

reports. 
(Achieved)  
 
Risk register. 
(Achieved) 
 
Incident reporting 
system. 
(Achieved) 
 
Quality & Risk 
Management 
Strategy. 
(Achieved) 
 

structure. 
(Achieved) 
 
Whistle blowing 
policy. 
(Achieved) 
 
Incident and 
investigation 
policy. 
(Achieved) 
 
Executive walk 
about. 
(Achieved) 
 

accreditation in 
wards. 
(Achieved) 
 
Compliance in 
practice, six 
monthly reviews. 
Currently doing 
yearly reviews, 
however changes 
underway. 
(Achieved) 
 
Health Assure 
Information 
System. 
Achieved) 

Risk training for 
Senior Managers 
(Achieved) 
 

15 
All the required elements of 
governance should be 
brought together into one 
comprehensive standard. 
This should require not only 
evidence of a working 
system but also a 
demonstration that it is 
being used to good effect. 

Quality & Risk 
Management 
Strategy. 
(Achieved) 
 
 

Mortality review 
process needs to 
be embedded. 
(GAP) 
 
Divisional 
Governance 
groups identifying 
issues which is 
escalated via 
quality 
governance 
committee. 
(Achieved) 
 

Escalation 
structure. 
(Achieved) 

  

23 

 

Responsibility for 

The measures formulated 
by the National Institute for 
Health and Clinical 
Excellence should include 

Nursing & 
Midwifery 
competencies. 
(Achieved) 
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regulating and 
monitoring 
compliance. 

measures not only of 
clinical outcomes, but of the 
suitability and competence 
of staff, and the culture of 
organisations.  The 
standard procedures and 
practice should include 
evidence-based tools for 
establishing what each 
service is likely to require as 
a minimum in terms of staff 
numbers and skill mix. This 
should include nursing staff 
on wards, as well as clinical 
staff. These tools should be 
created after appropriate 
input from specialties, 
professional organisations, 
and patient and public 
representatives, and 
consideration of the benefits 
and value for money of 
possible staff: patient ratios. 

 
Health Care 
Support Worker 
competencies 
(Working 
Towards) 

26 
Policing compliance with 
standards, direct 
observation of practice, 
direct interaction with 
patients, carers and staff, 
and audit of records should 
take priority over monitoring 
and audit of policies and 
protocols. The regulatory 
system should retain the 
capacity to undertake in-
depth investigations where 
these appear to be 
required. 

Best Care and 
Quality Indicator 
Dashboards 
(Achieved). 
 
Trust Self-
Assessment of 
CQC outcomes 
audit (Achieved). 
 
Annual Trust-
wide audits of 
health records 
documentation 

Audit reports sent 
to Head of 
Clinical 
Effectiveness to 
produce an 
annual report 
outlining results 
across the Trust.  
(Achieved) 
 
Annual 24 hour 
Hospital 
Observation. 
(Achieved) 

Areas are tasked 
with undertaking 
actions to 
improve 
documentation 
and consent. If 
results are poor, 
actions and a re-
audit are 
undertaken and 
reported back to 
QGC within 6 
months.   
(Achieved) 

CENARG 
monitor progress 
and outcomes 
from annual 
audits of 
documentation 
and consent.  
(Achieved) 
 
Areas report to 
QGC. 
(Achieved) 

All staff receives 
training in the 
use of patient 
medical and 
nursing records 
and in the 
consent process. 
(Achieved)  



 

 14 
 

and the consent 
process. 
(Achieved) 

28 

 

Sanctions and 
interventions for 
non-compliance 

Zero tolerance: A service 
incapable of meeting 
fundamental standards 
should not be permitted to 
continue. Breach should 
result in regulatory 
consequences attributable 
to an organisation in the 
case of a system failure and 
to individual accountability 
where individual 
professionals are 
responsible. Where serious 
harm or death has resulted 
to a patient as a result of a 
breach of the fundamental 
standards, criminal liability 
should follow and failure to 
disclose breaches of these 
standards to the affected 
patient (or concerned 
relative) and a regulator 
should also attract 
regulatory consequences. 
Breaches not resulting in 
actual harm but which have 
expose patients to a 
continuing risk of harm to 
which they would not 
otherwise have been 
exposed should also be 
regarded as unacceptable. 

Trust already 
Discloses 
breaches to 
patients and or 
their family 
(Achieved). 

    

29 
It should be an offence for 
death or serious injury to be 

Example includes 
CQC visit non-

Instance 
feedback and 

CQC Action Plan; 
action example 

Ward Managers’ 
self-certification. 

Legal training 
funded. 
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caused to a patient by a 
breach of these regulatory 
requirements, or, in any 
other case of breach, where 
a warning notice in respect 
of the breach has been 
served and the notice has 
not been complied with. It 
should be a defence for the 
provider to prove that all 
reasonably practicable 
steps have been taken to 
prevent a breach, including 
having in place a prescribed 
system to prevent such a 
breach. 

compliant 
outcomes. 
(Achieved) 

discussions. 
(Achieved) 

documentation 
champions and 
area experts. 
(Achieved) 

(Achieved) (Achieved) 

36 

 

Use of 
information for 
effective 
regulation 

 

A coordinated collection of 
accurate information about 
the performance of 
organisations must be 
available to providers, 
commissioners, regulators 
and the public, in as near 
real time as possible, and 
should be capable of use by 
regulators in assessing the 
risk of non-compliance. It 
must not only include 
statistics about outcomes, 
but must take advantage of 
all safety related 
information, including that 
capable of being derived 
from incidents, complaints 
and investigations. 

Best care and 
quality indicator 
dashboards.  
(Achieved) 
 
Use of NHS 
Safety 
Thermometer. 
(Achieved) 
 
  
National audit 
Dr Foster data 
Being open policy 
Internal auditors 
(Achieved) 
 
Quality meetings 
with CCG’s 
includes KPI’s 
(Achieved) 

Process relating 
to reviewing best 
care actions. 
RAG rating for 
wards.  
(Achieved) 
 
Risk Register. 
(Achieved) 
 
Divisional 
performance 
meetings. 
(Achieved) 
 
Publication of 
clinician level 
outcomes data. 
(Achieved) 
 
Summary 

Whistleblowing 
policy. 
(Achieved) 
 
Incident reporting 
policy. 
(Achieved) 
 
Accessible 
executive team. 
(Achieved) 
 
Escalation 
procedures. 
(Achieved) 
 
Forums for 
discussion e.g. 
Team brief, 
Listening events, 
Schwartz rounds 

Clear roles and 
responsibilities for 
all staff. 
(Achieved) 
 
Job planning for 
Medical staff. 
(Achieved) 
Deanery structure 
for junior doctors. 
(Achieved) 
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Hospital Level 
Mortality Indicator 
(SHMI) reviews of 
organisation 
where the SHMI 
or HSMR has 
been outlying for 
2 consecutive 
years to report 
end of summer 
(in Progress). 
 

(Achieved except 
latter due to 
commence Sept) 
 

37 

 

Use of 
information about 
compliance by 
regulator from:  

 

Quality accounts 

Trust Boards should 
provide, through quality 
accounts, and in a 
nationally consistent format, 
full and accurate 
information about their 
compliance with each 
standard which applies to 
them. To the extent that it is 
not practical in a written 
report to set out detail, this 
should be made available 
via each trust’s website. 
Reports should no longer 
be confined to reports on 
achievements as opposed 
to a fair representation of 
areas where compliance 
has not been achieved. A 
full account should be given 
as to the methods used to 
produce the information.   
 
To make or be party to a 
wilfully or recklessly false 

Annual Quality 
Account 
produced and 
published on 
Trust website. 
(Achieved)  
  
Quality priorities 
are identified with 
our stakeholders 
and targets and 
limits are set to 
be achieved 
during the year.  
(Achieved) 

Regular review of 
Quality account 
planned during 
the year – 
quarterly 
workshops with 
stakeholders 
(July, Oct, Feb, 
April).   
(Achieved) 
 
Dashboard of the 
measures for the 
key priorities is 
included quarterly 
in the Trust Board 
quality report. 
(Achieved) 

Trust Board 
receives reports 
on progress and 
leads for each 
priority are 
responsible for 
undertaking 
actions where 
needed to 
improve. 
(Achieved)  

Progress is 
monitored by the 
CCG.  
(Achieved) 
 
Some of the 
priorities are 
monitored by 
PMO (Achieved).  
 
Quality Account 
is audited by 
internal and 
external auditors 
and reviewed by 
stakeholders. 
(Achieved) 

Staff are 
involved in 
leading the 
priorities and in 
the production 
of the annual 
account.  
(Achieved) 
 
Staff meet with 
stakeholders at 
workshop 
events during 
the year.  
(Achieved) 
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statement as to compliance 
with safety or essential 
standards in the required 
quality account should be 
made a criminal offence. 

40 

 

Complaints 

It is important that greater 
attention is paid to the 
narrative contained in, for 
instance, complaints data, 
as well as to the numbers. 

Complaints 
Monitoring Group. 
(Achieved) 
 
Thematic analysis 
presented to 
Board. More to be 
done with 
patients telling 
their stories. 
(GAP) 

Review of trends 
need greater 
depth around 
these to be 
generated. 
(GAP) 

Trends reviewed 
at local 
governance 
meetings. 
(Achieved) 

Appropriate 
learning and 
actions agreed at 
local governance 
and or Trust wide 
depending on the 
issue. 
(Achieved) 

Shared Learning, 
complainant 
personal 
feedback. 
(Achieved) 

44 

 

Media 

Any example of a serious 
incident or avoidable harm 
should trigger an 
examination by the Care 
Quality Commission of how 
that was addressed by the 
provider and a requirement 
for the trust concerned to 
demonstrate that the 
learning to be derived has 
been successfully 
implemented. 

Trust already 
acknowledges 
SI’s with CQC 
and CCG’s and 
provides panel 
reports. 
(Achieved) 
 
 

    

75 

 

Enhancement of 
role of governors 

The Council of Governors 
and the board of each 
foundation trust should 
together consider how best 
to enhance the ability of the 
council to assist in 
maintaining compliance with 
its obligations and to 
represent the public 

Monitor guide  
published 
Monitor:  Your 
statutory duties: A 
reference guide 
for NHS 
foundation trust 
governors on 6th 
August 2013 
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interest. They should 
produce an agreed 
published description of the 
role of the governors and 
how it is planned that they 
perform it. Monitor and the 
Care Quality Commission 
should review these 
descriptions and promote 
what they regard as best 
practice. 

which details role 
Etc. 
(Achieved) 
 
Monitor meeting 
governors on 6th 
November 2013 
to discuss role 
etc…. 
(In Progress) 
 
CQC published 
‘working together 
– the care quality 
commission and 
foundation trust 
council of 
governors’ in 
march 2013. 
(Achieved)  
 
CQC meeting 
with governors on 
17th September 
2013. 
(In progress) 

76 
Arrangements must be 
made to ensure that 
governors are accountable 
not just to the immediate 
membership but to the 
public at large – it is 
important that regular and 
constructive contact 
between governors and the 
public is maintained. 

The Governors 
Membership and 
Community 
engagement 
group have a role 
in developing and 
implementing 
strategies to 
facilitate 
constructive 
contact. 
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(In Progress) 
 
Events such as 
the monthly 
Membership 
Events and the 
Annual Members 
Meeting provide 
the public with the 
opportunity to 
communicate with 
governors. 
(Achieved) 
 
 

79 

 

Accountability of 
providers’ 
directors 

There should be a 
requirement that all 
directors of all bodies 
registered by the Care 
Quality Commission as well 
as Monitor for foundation 
trusts are, and remain, fit 
and proper persons for the 
role. Such a test should 
include a requirement to 
comply with a prescribed 
code of conduct for 
directors. 

September 2013 
CQC Trust Board 
Paper on clinical 
quality assurance 
post Francis (In 
progress). 
 
 
 
 

    

80  
A finding that a person is 
not a fit and proper person 
on the grounds of serious 
misconduct or 
incompetence should be a 
circumstance added to the 
list of disqualifications in the 
standard terms of a 
foundation trust’s 

Part of Trust 
policies & 
procedures i.e 
disciplinary policy 
and maintaining 
high professional 
standards 
framework for 
doctors and 

Whistle Blowing 
policy (Achieved). 

 
SUI an 
investigation 
processes 
(Achieved). 
 
Incident reporting 

Timescales are 
detailed in the 
relevant policies 
(Achieved). 

 Appraisal and 
PDPs are in place 
(Achieved). 
 
 
Identified 
development, 
education and 
training to meet 
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constitution. dentists 
(Achieved).  
 
Part of Trust 
policies & 
procedures i.e. 
disciplinary policy 
and maintaining 
high professional 
standards 
framework 
(MHPS) for 
doctors and 
dentists 
(Achieved). 

(Achieved). any skill 
deficiencies 
should be made 
available 
(Achieved). 

81  
Consideration should be 
given to including in the 
criteria for fitness a 
minimum level of 
experience and/or training, 
while giving appropriate 
latitude for recognition of 
equivalence. 

All staff have a 
job description 
and personal 
specification 
(Achieved). 

Clinical 
competencies 
requiring action 
plans for those 
not meeting 
standards 
(Achieved). 
 
Whistleblowing 
policy (Achieved). 

  Where there are 
gaps these 
should be 
identified through 
the PDP process 
(Achieved). 

84  
Where the contract of 
employment or appointment 
of an executive or non-
executive director is 
terminated in circumstances 
in which there are 
reasonable grounds for 
believing that he or she is 
not a fit and proper person 
to hold such a post, 
licensed bodies should be 
obliged by the terms of their 

The Trust would 
adhere to any 
requirements as 
part of their 
licence and 
authorisation as 
an FT. 

Any breach of 
contract would be 
dealt with through 
the relevant 
policies 

They would be 
undertaken with 
timescales as set 
out in relevant 
policies and 
procedures 

Appropriate 
Board level 
committee 
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licence to report the matter 
to Monitor, the Care Quality 
Commission and the NHS 
Trust Development 
Authority. 

86  

 

Requirement of 
training of 
directors 

A requirement should be 
imposed on foundation 
trusts to have in place an 
adequate programme for 
the training and continued 
development of directors. 

Master classes  
 
All Trust directors 
as part of their 
appraisal process 
will identify 
educational or 
training 
developments 
that support them 
in delivering their 
leadership role 
(Achieved). 
 
A board 
development 
programme is 
also devised each 
year (Achieved). 

   Appraisal 
documents for 
Directors, shared 
with & ratified by 
the Board 
(Achieved). 

88  

 

Information 
sharing 

 

The information contained 
in reports for the Reporting 
of Injuries, Diseases and 
Dangerous Occurrences 
Regulations should be 
made available to 
healthcare regulators 
through the serious 
untoward incident system in 
order to provide a check on 
the consistency of trusts’ 
practice in reporting 
fatalities and other serious 

In the event of a 
RIDDOR incident, 
which is also a 
reportable SI one 
report would be 
prepared to cover 
both as only one 
learning panel 
would be 
required. 
(Achieved) 
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incidents. 

89 
Reports on serious 
untoward incidents involving 
death of or serious injury to 
patients or employees 
should be shared with the 
Health and Safety 
Executive. 

Small Risk that 
an incident may 
not be reported 
on Datix web and 
could be missed 
for the RIDDOR 
report. 
(GAP) 
 
Nothing in place 
to inform visitors 
of our process 
and what action 
they should take 
if they were to 
injure themselves 
on our premises. 
(Gap) 

Datix web allows 
incidents to be 
reported and 
identified in a 
timely manner 
(Achieved). 

RIDDOR reports 
completed by 
health, safety and 
Security advisor 
based on Datix 
web incident 
reports. 
(Achieved) 

All RIDDOR 
reports submitted 
to Trust Board 6 
monthly via 
health & safety 
report. 
(Achieved) 

Incident 
Management 
training is 
mandatory for 
staff. 
(Achieved) 

109 
Methods of registering a 
comment or complaint must 
be readily accessible and 
easily understood. Multiple 
gateways need to be 
provided to patients, both 
during their treatment and 
after its conclusion, 
although all such methods 
should trigger a uniform 
process, generally led by 
the provider trust. 

Matron Posters 
What if I have a 
concern – leaflets 
and posters are in 
place. 
(Achieved) 
 
PALS 
(Achieved) 
 
Friends and 
Family Test (FFT) 
implemented as 
per national 
guidance. 
(In Progress) 
 
Website – patient 

Care rounding  
(Achieved) 
 
Patient 
Experience Team 
– triage process – 
PALS and formal 
complaints. 
(Achieved) 
 
Friends and 
Family Test 
implemented as 
per national 
guidance. 
(Work in 
progress) 

 

Local action. 
(On going) 
 

 
PALS/complaints/
safeguarding – 
escalation as 
appropriate. 
(GAP in 
Safeguarding 
Lead.  Measures 
in place to reduce 
risk, Job Avert 
out) 

 
 

Devolved 
complaints 
process – 
assigned 
Divisional 
complaints leads. 
(Achieved) 

 
Tracked grade 3 
complaints 
actions – reported 
at Integrated 
Governance 
Committee. 
(Achieved) 
 
 
Complaints 

Living our Values 
and Patient 
Experience 
training at 
induction. 
(Achieved) 
 

 
Electronic/face to 
face options 
complaints 
training – 
mandatory. 
(Achieved) 
 
 
Bespoke training 
for teams. 
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experience pages 
for update by 
31/07/2013 
 
Multimedia 
methods of 
communication. 
(Gap) 
 
Patient diary 
(Gap) 

Early scoping for 
“red button” 
approach 
(GAP) 
 

handling 
performance and 
FFT performance 
– reported at 
performance 
meetings. 
(Achieved) 
 

(On going) 
 
Valuing Frontline 
Feedback (VFF) 
– phase 2 launch 
(Imminent) 
 

110 

 

Lowering Barriers 

Lowering barriers Actual or 
intended litigation should 
not be a barrier to the 
processing or investigation 
of a complaint at any level. 
It may be prudent for parties 
in actual or potential 
litigation to agree to a stay 
of proceedings pending the 
outcome of the complaint, 
but the duties of the system 
to respond to complaints 
should be regarded as 
entirely separate from the 
considerations of litigation. 

Complaints 
handled in 
accordance with 
legislation. 
(Achieved) 
 
 
Open and honest 
approach to 
complaint 
responses. 
(Achieved) 
 
 
Meetings with 
complainants. 
(Achieved) 
Remedy policy 
applied where 
requested. 
 
Signposting to 
relevant agencies 
– e.g ICAS where 
complex or 
complainant 
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unsure about 
desired outcome. 
(Achieved) 
 

111 
Provider organisations must 
constantly promote to the 
public their desire to receive 
and learn from comments 
and complaints; constant 
encouragement should be 
given to patients and other 
service users, individually 
and collectively, to share 
their comments and 
criticisms with the 
organisation. 

Improving patient 
Experience 
Strategy. 
FFT comms 
/materials 
feedback options. 
 
VFF project – 
phase 2 
implementation 
(Imminent) 
 
Living our Values 
boards – to be up 
to date across 
Trust in 
accordance with 
VFF project plan. 
(GAP) 
 
WOW!  
(Achieved) 
 
 
Working with 
Patient 
Experience 
Network to 
develop internal 
award – evidence 
of improvement 
following 
feedback (Gap). 

Patient 
Experience - 
website review to 
include updated 
pledge to patients 
in line with Trust 
values and NHS 
Constitution. 
(GAP) 
 
 
Matron Posters 
(Achieved) 
 

 
 
Monthly updates 
to be displayed 
on LoV Boards – 
actions taken in 
response to 
feedback. 
 
 
Display examples 
on website. 
 
Include 
information re key 
feedback 
(FFT/Surveys) 
comparison with 
other 
Trusts/against 
ourselves and 
improvements 
made/planned 

Annual targets to 
improve patient 
experience – 
reduce 
complaints/impro
ve feedback 
scores (Quality 
Account) 
(Achieved) 
 

Experience 
training at 
induction. 
(Achieved) 
 

 
Electronic/face to 
face options 
complaints 
training – 
mandatory. 
(Achieved) 
 
Bespoke training 
for teams. 
 
Valuing Frontline 
Feedback (VFF) 
– phase 2 launch 
(Imminent) 
 
Review options 
for improving 
early frontline 
response – e.g. 
red button project 
(GAP) 
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Patient 
representatives 

112  
Patient feedback which is 
not in the form of a 
complaint but which 
suggests cause for concern 
should be the subject of 
investigation and response 
of the same quality as a 
formal complaint, whether 
or not the informant has 
indicated a desire to have 
the matter dealt with as 
such. 

Handled in 
accordance with 
legislation. 
(Achieved) 
 
Concerns logged 
either as formal 
complaint or 
handled as 
informal through 
PALS – according 
to patient wishes. 
(Achieved) 
 
Where 
appropriate 
concerns 
investigated as 
incident/SIRI – 
complainant/patie
nt supported in 
accordance with 
Being Open 
Policy 
(Achieved) 
 

  Does the current 
policy drive the 
behaviour to 
investigate? 

 

113 

 

Complaints 
handling  

The recommendations and 
standards suggested in the 
Patients Association’s peer 
review into complaints at 
the Mid Staffordshire NHS 
Foundation Trust should be 
reviewed and implemented 

Currently 
Divisions review 
and investigate 
their own 
complaints – all 
complaints are 
reviewed by the 

  ?review this 
process and pilot 
a peer review 
process prior to 
sign off 
(GAP) 
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in the NHS. Chief Nurse or 
senior nurse 
representative 
before response 
shared with 
complainant. 
(Achieved) 
 
Report to be 
reviewed. 

114 
Comments or complaints 
which describe events 
amounting to an adverse or 
serious untoward incident 
should trigger an 
investigation. 

Early  
identification of 
potential 
safeguarding/inci
dent at triage 
point – process is 
to alert Division 
and Head of 
Patient Safety – 
where there is a 
SIRI process as 
112 
(Achieved) 
 

    

115  

 

Investigations 

Arms-length independent 
investigation of a complaint 
should be initiated by the 
provider trust where any 
one of the following apply: 
A complaint amounts to an 
allegation of a serious 
untoward incident; 
 
Subject matter involving 
clinically related issues is 
not capable of resolution 
without an expert clinical 

The Trust has 
requested 
independent 
reviews for 
complex and 
sensitive cases 
and where the 
complainant 
demonstrates a 
lack of 
confidence. 
(Achieved) 
 

    



 

 27 
 

opinion; 
 
A complaint raises 
substantive issues of 
professional misconduct or 
the performance of senior 
managers; 
 
A complaint involves issues 
about the nature and extent 
of the services 
commissioned. 
 
 

 
This approach 
could be 
strengthened to 
become part of 
the standardised 
Trust process. 
(GAP) 
 
Where 
Safeguarding 
issues are 
identified as part 
of a complaint – 
the complaint is 
shared 
immediately with 
the Social Care 
Team for decision 
around handling. 
(Achieved) 
 
 
Need to confirm 
its policy. 

116 

 

Support for 
complainants 

Where meetings are held 
between complainants and 
trust representatives or 
investigators as part of the 
complaints process, 
advocates and advice 
should be readily available 
to all complainants who 
want those forms of 
support. 

As per legislation 
– all complainants 
are advised of 
their right to 
advocacy. 
Complainants are 
signposted and 
occasionally 
directly referred 
(with consent) to 
ICAS/specialty 
advocacy 
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services. 
(Achieved) 
 

117 
A facility should be 
available to Independent 
Complaints Advocacy 
Services advocates and 
their clients for access to 
expert advice in 
complicated cases. 

As per legislation 
– all complainants 
are advised of 
their right to 
advocacy. 
Complainants are 
signposted and 
occasionally 
directly referred 
(with consent) to 
ICAS/specialty 
advocacy 
services. 
(Achieved) 
 

 The Trust is in 
discussion with 
the Patients 
Association and 
exploring 
opportunities for 
expert support in 
complicated 
cases. 
(GAP) 

  

118 

 

Learning and 
information from 
complaints 

Subject to anonymisation, a 
summary of each upheld 
complaint relating to patient 
care, in terms agreed with 
the complainant, and the 
trust’s response should be 
published on its website. In 
any case where the 
complainant or, if different, 
the patient, refuses to 
agree, or for some other 
reason publication of an 
upheld, clinically related 
complaint is not possible, 
the summary should be 
shared confidentially with 
the Commissioner and the 
Care Quality Commission. 

Not currently 
undertaken. 
(GAP) 

 
This is a 
contractual 
agreement with 
commissioner.  
The process is in 
development. 
(GAP) 
 
 

 We don’t make a 
judgement on 
whether we 
uphold a 
complaint.  Work 
to be done on 
how this process 
works. 

Complainants/PA
LS users’ monthly 
story to Board. 
(Achieved) 
 

Complainants 
themselves 
sharing their 
personal 
experience with 
frontline staff. 
(Achieved) 
 

119 
Overview and scrutiny Early meetings     
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committees and Local 
Healthwatch should have 
access to detailed 
information about 
complaints, although 
respect needs to be paid in 
this instance to the 
requirement of patient 
confidentiality. 

with Healthwatch 
Surrey have been 
positive. The 
Trust will continue 
to develop a 
close working 
relationship with 
Healthwatch and 
this 
recommendation 
can be 
considered for the 
future. 
(GAP)  

120 
Commissioners should 
require access to all 
complaints information as 
and when complaints are 
made, and should receive 
complaints and their 
outcomes on as near a real-
time basis as possible. This 
means commissioners 
should be required by the 
NHS Commissioning Board 
to undertake the support 
and oversight role of GPs in 
this area, and be given the 
resources to do so. 

This will need 
scoping and 
review of what 
specialist 
commissioners 
and CCG’s will 
require. 
(GAP) 

    

122 

 

Handling large-
scale complaints 

Large-scale failures of 
clinical service are likely to 
have in common a need for: 
 
Provision of prompt advice, 
counselling and support to 
very distressed and anxious 
members of the public; 

Large scale 
complaints are 
likely to be 
handled as SIRIs 
with support and 
sharing in line 
with the Being 
Open Policy. 
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Swift identification of 
persons of independence, 
authority and expertise to 
lead investigations and 
reviews; 
 
A procedure for the 
recruitment of clinical and 
other experts to review 
cases; 
 
A communications strategy 
to inform and reassure the 
public of the processes 
being adopted; 
 
Clear lines of responsibility 
and accountability for the 
setting up and oversight of 
such reviews. 

 
Such events are of 
sufficient rarity and 
importance, and requiring of 
coordination of the activities 
of multiple organisations, 
that the primary 
responsibility should reside 
in the National Quality 
Board. 

(Achieved) 
 
 
Work with Head 
of 
Communications. 
 
Actions would be 
tracked on the 
Trust incident 
tracker. 
(Achieved) 
 
 
? Review of 
Being Open 
Policy in line with 
this – especially 
in relation to 
sources of 
support/advice/co
unselling. 
(GAP) 
 
 

133 

 

Role of 
commissioners in 
complaints 

Commissioners should be 
entitled to intervene in the 
management of an 
individual complaint on 
behalf of the patient where 
it appears to them it is not 

This will need 
scoping and 
review of what 
specialist 
commissioners 
and CCG’s will 
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being dealt with 
satisfactorily, while 
respecting the principle that 
it is the provider who has 
primary responsibility to 
process and respond to 
complaints about its 
services. 

require. 
(GAP) 
 
 

142 

 

Clear lines of 
responsibility 
supported by 
good information 
flows 

For an organisation to be 
effective in performance 
management, there must 
exist unambiguous lines of 
referral and information 
flows, so that the 
performance manager is not 
in ignorance of the reality. 

Capability / 
Conduct policies. 
(Achieved) 
 

   0-3 month & 0-12 
month 
competencies. 
Speciality 
competencies 
where applicable. 
(Achieved) 
 

143 

 

Clear metrics on 
quality 

Metrics need to be 
established which are 
relevant to the quality of 
care and patient safety 
across the service, to allow 
norms to be established so 
that outliers or progression 
to poor performance can be 
identified and accepted as 
needing to be fixed. 

Use of internal 
dashboards and 
purchase of 
support to 
interpret data 
from CHKS.   
(Achieved) 
 
 
Dashboards at 
Trust, divisional 
and specialty 
level.  
(Achieved) 
 

Specialty 
performance 
reviews to detect 
issues quickly. 
(Achieved) 
 
Clinical 
Outcomes 
Steering Group 
(COSG) – 
monitoring and 
reviewing 
mortality rates. 
(Achieved) 
 

Specialty reviews 
are followed-up 
via action plans. 
(Achieved) 
  
 
Requests are 
made to 
consultants to 
review individual 
cases when an 
alert is raised 
and report back 
to COSG.  
(Achieved) 
 
 

Specialty 
performance 
reviews are 
chaired by CEO 
or deputy CEO. 
(Achieved) 
 
COSG is chaired 
by the Medical 
Director or the 
Deputy MD.   
(Achieved) 
 
COSG reports to 
the Quality 
Governance 
Committee 
(QGC). 
(Achieved) 
 

Staff directly 
involved in their 
performance 
review and the 
ensuing actions. 
(Achieved) 
 
 
Staff take 
personal 
responsibility for 
clinical outcomes 
in their areas.  
(Achieved) 
 

173 
Every healthcare Being open & Actively promote Escalation Mistakes  
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Principles of 
openness, 
transparency and 
candour 

organisation and everyone 
working for them must be 
honest, open and truthful in 
all their dealings with 
patients and the public, and 
organisational and personal 
interests must never be 
allowed to outweigh the 
duty to be honest, open and 
truthful. 

honest policy. 
(Achieved) 
 
 
Contractual duty 
of candour. 
(Achieved) 
 
 
Helping people to 
recognise an 
incident GAP 

reporting and 
have good levels 
further improved 
with Datix web. 
(Achieved) 
 
 
 

processes 
embedded, in 
quality & risk 
structure. 
(Achieved) 
 

acknowledged at 
earliest possible 
opportunity.   
(Achieved) 
 
Family 
meetings/discussi
ons actively 
encouraged at 
earliest possible 
opportunity. 
(Achieved) 
 

174 

 

Candour about 
harm 

Where death or serious 
harm has been or may have 
been caused to a patient by 
an act or omission of the 
organisation or its staff, the 
patient (or any lawfully 
entitled personal 
representative or other 
authorised person) should 
be informed of the incident, 
given full disclosure of the 
surrounding circumstances 
and be offered an 
appropriate level of support, 
whether or not the patient or 
representative has asked 
for this information. 

Statutory duty of 
candour where 
death or serious 
injury caused. 
 
GAP 

    

175 
Full and truthful answers 
must be given to any 
question reasonably asked 
about his or her past or 
intended treatment by a 
patient (or, if deceased, to 
any lawfully entitled 

Share SIRI 
Report. 
(achieved) 

  Log of date is 
recorded on when 
discussions with 
patients or 
relatives has 
taken place. 
(Achieved) 

 



 

 33 
 

personal representative). 

176 

 

Openness with 
regulators 

Any statement made to a 
regulator or a commissioner 
in the course of its statutory 
duties must be completely 
truthful and not misleading 
by omission. 

Parliamentary 
and Health 
Service 
Ombudsman 
review of 
approach and 
publication of 
summaries of all 
investigations. 
(Achieved) 

Healthwatch 
ability to “enter 
and view”. 
(Achieved) 

   

177 

 

Openness in 
public statements 

Any public statement made 
by a healthcare 
organisation about its 
performance must be 
truthful and not misleading 
by omission. 

Being Open 
Policy. 
(Achieved) 

  CCG Patient 
safety 
subcommittee 
hearing of 
complaints. 
(Achieved) 

 

178  

 

Implementation of 
the duty 

Ensuring consistency of 
obligations under the duty 
of openness, transparency 
and candour The NHS 
Constitution should be 
revised to reflect the 
changes recommended with 
regard to a duty of 
openness, transparency 
and candour, and all 
organisations should review 
their contracts of 
employment, policies and 
guidance to ensure that, 
where relevant, they 
expressly include and are 
consistent with above 
principles and these 
recommendations. 
 

Is contained 
within the 
Contract of 
employment. 
(Consideration 
may be given to 
revise to ensure 
the words 
described in the 
Francis 
recommendations 
are explicit in the 
Contract of 
employment). 
 
All Senior 
Managers are 
provided with 
Code of Conduct 
for Senior 

   . 
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 Managers. 

179  

 

Restrictive 
contractual 
clauses 

“Gagging clauses” or non 
disparagement clauses 
should be prohibited in the 
policies and contracts of all 
healthcare organisations, 
regulators and 
commissioners; insofar as 
they seek, or appear, to 
limit bona fide disclosure in 
relation to public interest 
issues of patient safety and 
care. 

 

There are no 
restrictions on 
staff within their 
contracts of 
employment that 
limit their ability to 
raise concerns or 
bring to attention 
any public 
disclosures in 
relation to the 
governance and 
clinical practice 
issues. 

In the event of a 
severance 
agreement with a 
member of staff, 
the employee 
would not be 
prohibited from 
raising a public 
disclosure 
regarding trust 
services. 
 
Whistleblowing 
policy 

  . 

180 

 

Candour about 
incidents  

Guidance and policies 
should be reviewed to 
ensure that they will lead to 
compliance with Being 
Open, the guidance 
published by the National 
Patient Safety Agency. 

Being open 
policy. 
(Achieved) 
  
Duty of candour 
recorded on 
incident reports. 
SIRI template 
includes details of 
duty of candour. 
(Achieved) 

Regulated by 
IGAC and CCG 
(Achieved). 

Strengthening of 
Whistleblowing 
(in progress). 

 Training need & 
more team 
approach 
needed. EG 
emphasis on 
Nursing and 
medical staff 
need to be more 
involved (Gap). 

181 

 

Enforcement of 
the duty Statutory 
duties of candour 
in relation to 
harm to patients 

 

A statutory obligation 
should be imposed to 
observe a duty of candour: 
 
On healthcare providers 
who believe or suspect that 
treatment or care provided 
by it to a patient has caused 
death or serious injury to a 
patient to inform that patient 
or other duly authorised 

Being open 
policy. 
(Achieved) 
 

 Dates of when 
patients and or 
relatives are 
informed about 
SI’s or things 
going wrong are 
submitted to 
Board. 
(Achieved) 
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person as soon as is 
practicable of that fact and 
thereafter to provide such 
information and explanation 
as the patient reasonably 
may request; 

 
On registered medical 
practitioners and registered 
nurses and other registered 
professionals who believe 
or suspect that treatment or 
care provided to a patient 
by or on behalf of any 
healthcare provider by 
which they are employed 
has caused death or 
serious injury to the patient 
to report their belief or 
suspicion to their employer 
as soon as is reasonably 
practicable. 
 
The provision of information 
in compliance with this 
requirement should not of 
itself be evidence or an 
admission of any civil or 
criminal liability, but non-
compliance with the 
statutory duty should entitle 
the patient to a remedy. 

182 

 

Statutory duty of 
openness and 

There should be a statutory 
duty on all directors of 
healthcare organisations to 
be truthful in any 
information given to a 

Whistleblowing 
Policy. 
(Achieved) 
 
Committee 

QEWS 
dashboard, best 
care audit 
programme. 
(Achieved) 
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transparency 

 

healthcare regulator or 
commissioner, either 
personally or on behalf of 
the organisation, where 
given in compliance with a 
statutory obligation on the 
organisation to provide it. 

structures. 
(Achieved) 
 
Is this in job 
descriptions 

183 

 

Criminal liability  

 

It should be made a criminal 
offence for any registered 
medical practitioner, or 
nurse, or allied health 
professional or director of 
an authorised or registered 
healthcare organisation: 
 
Knowingly to obstruct 
another in the performance 
of these statutory duties; 
 
To provide information to a 
patient or nearest relative 
intending to mislead them 
about such an incident; 
 
Dishonestly to make an 
untruthful statement to a 
commissioner or regulator 
knowing or believing that 
they are likely to rely on the 
statement in the 
performance of their duties. 

     

185 

 

Focus on culture 
of caring 

There should be an 
increased focus in nurse 
training, education and 
professional development 
on the practical 
requirements of delivering 

Cultural 
Barometer 
 
Common purpose 
framework May 
2013 to promote 

A network of care 
makers to 
promote 
Compassion in 
Practice – the 
6C’s (in 

Implementation of 
fundamental 
standards that 
represent the 
basic 
requirements in 5 

System of 
accreditation for 
leaders in nursing 
(in progress). 
 
Review of the role 

Review of HCA 
support, training 
& development, 
competencies is 
underway (in 
progress). 
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compassionate care in 
addition to the theory. A 
system which ensures the 
delivery of proper standards 
of nursing requires: 
 
Selection of recruits to the 
profession who evidence 
the: 
 
Possession of the 
appropriate values, 
attitudes and behaviours; 
 
 Ability and motivation to 
enable them to put the 
welfare of others above 
their own interests; 
 
Drive to maintain, develop 
and improve their own 
standards and abilities; 
 
Intellectual achievements to 
enable them to acquire 
through training the 
necessary technical skills; 

 
Training and experience in 
delivery of compassionate 
care; 

 
Leadership which 
constantly reinforces values 
and standards of 
compassionate care; 
 

and enable 
integration of 
local services and 
better care for 
older people (in 
progress). 
 
Code of Conduct 
for HCA’s (in 
progress). 
 
Review interview 
process for all 
areas to assess 
those values 
(Achieved). 

 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

progress). areas; Caring, 
safe, Responsive, 
Effective, Well 
Led (in progress). 
 
Strengthen 
relations ship 
between 
performance & 
pay (Gap). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

and function of 
Nursing Directors 
(in progress). 

 
Camilla 
Cavendish review 
of Healthcare 
Support Workers 
(Gap). 
 
£13M innovation 
fund for training 
and education for 
unregulated 
professions (in 
progress). 
 
Broad training for 
all nurses and 
healthcare 
support workers 
to care for frail 
elderly people 
and those with 
dementia (Gap). 
 
 
 
 
 
 
 
 
 
 
 
 
 
£40M investment 
in leadership 
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Involvement in, and 
responsibility for, the 
planning and delivery of 
compassionate care; 
 
Constant support and 
incentivisation which values 
nurses and the work they 
do through: 
 
Recognition of 
achievement; 
 
Regular, comprehensive 
feedback on performance 
and concerns; 
 
Encouraging them to report 
concerns and to give priority 
to patient well-being. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Appraisal 
compliance. 
 

 
 
 
 
Active use of staff 
survey to improve 
staff experience 
(work in 
progress). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

development 
(Gap). 
 
NHS fast track 
programme for 
established 
leaders to enter 
NHS senior roles 
(in progress). 
 
 
 
 
 

187 
There should be a national 
entry-level requirement that 
student nurses spend a 
minimum period of time, at 
least three months, working 
on the direct care of 
patients under the 
supervision of a registered 
nurse. Such experience 
should include direct care of 
patients, ideally including 
the elderly, and involve 
hands-on physical care. 
Satisfactory completion of 

N/A N/A N/A N/A N/A 
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this direct care experience 
should be a pre-condition to 
continuation in nurse 
training. Supervised work of 
this type as a healthcare 
support worker should be 
allowed to count as an 
equivalent. An alternative 
would be to require 
candidates for qualification 
for registration to undertake 
a minimum period of work in 
an approved healthcare 
support worker post 
involving the delivery of 
such care. 

191  

 

Recruitment for 
values and 
commitment 

Healthcare employers 
recruiting nursing staff, 
whether qualified or 
unqualified, should assess 
candidates’ values, 
attitudes and behaviours 
towards the well-being of 
patients and their basic care 
needs, and care providers 
should be required to do so 
by commissioning and 
regulatory requirements. 

Standardised 
interview 
questions and 
scoring systems 
incorporating the 
core values 
(Achieved). 
 

   Interview training 
for all staff 
conducting 
interviews 
(Achieved). 

194  
As part of a mandatory 
annual performance 
appraisal, each Nurse, 
regardless of workplace 
setting, should be required 
to demonstrate in their 
annual learning portfolio an 
up-to-date knowledge of 
nursing practice and its 

As part of the 
wider review on 
the AfC terms 
and conditions 
the appraisal 
process across 
the Trust is 
currently being 
reviewed and will 

   Strengthen 
appraisal training 
& support for both 
appraiser and 
appraise.  Ensure 
planned training 
is not cancelled. 
(GAP) 
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implementation. Alongside 
developmental 
requirements, this should 
contain documented 
evidence of recognised 
training undertaken, 
including wider relevant 
learning. It should also 
demonstrate commitment, 
compassion and caring for 
patients, evidenced by 
feedback from patients and 
families on the care 
provided by the nurse. This 
portfolio and each annual 
appraisal should be made 
available to the Nursing and 
Midwifery Council, if 
requested, as part of a 
nurse’s revalidation 
process. 
 
At the end of each annual 
assessment, the appraisal 
and portfolio should be 
signed by the nurse as 
being an accurate and true 
reflection and be 
countersigned by their 
appraising manager as 
being such. 

incorporate all 
recommendations 
from the Francis 
report as well as 
strategic aims 
such as the 
embedding of 
values based 
behaviour (in 
progress) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Appraisal in 
place.  Portfolio 
requirements not 
met in current 
appraisal system. 
(GAP) 

Consider 
practicalities of 
staff release for 
training & 
development. 
(GAP)  
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195 
Nurse leadership Ward 
nurse managers should 
operate in a supervisory 
capacity, and not be office-
bound or expected to 
double up, except in 
emergencies as part of the 
nursing provision on the 
ward. They should know 
about the care plans 
relating to every patient on 
his or her ward. They 
should make themselves 
visible to patients and staff 
alike, and be available to 
discuss concerns with all, 
including relatives. 
Critically, they should work 
alongside staff as a role 
model and mentor, 
developing clinical 
competencies and 
leadership skills within the 
team. As a corollary, they 
would monitor performance 
and deliver training and/or 
feedback as appropriate, 
including a robust annual 
appraisal. 

Financed 0.4 
WTE.  Variability 
in compliance 
due to clinical 
need & staff 
pressures. 
(GAP) 

 No ward manager 
competencies.  
These could be 
developed. 
(GAP) 
 
Band 6 
competencies. 
(GAP) 
 
No CPD expiry of 
competence or 
re-accreditation. 
(GAP) 

 Training available 
but choice to re-
validate in some 
areas. 
(GAP) 

196  
The Knowledge and Skills 
Framework should be 
reviewed with a view to 
giving explicit recognition to 
nurses’ demonstrations of 
commitment to patient care 
and, in particular, to the 
priority to be accorded to 

As part of the 
wider review on 
the AfC terms 
and conditions 
the appraisal 
process across 
the Trust is 
currently being 

    



 

 42 
 

dignity and respect, and 
their acquisition of 
leadership skills. 

reviewed and will 
incorporate all 
recommendations 
from the Francis 
report as well as 
strategic aims 
such as the 
embedding of 
values based 
(GAP) 

197 
Training and continuing 
professional development 
for nurses should include 
leadership training at every 
level from student to 
director. A resource for 
nurse leadership training 
should be made available 
for all NHS healthcare 
provider organisations that 
should be required under 
commissioning 
arrangements by those 
buying healthcare services 
to arrange such training for 
appropriate staff. 

Collaborative 
work with Royal 
Surrey Hospital. 

  Development of 
the Nursing & 
Midwifery 
strategy outcome 
will be leadership 
development 
programme for 
band 7 staff in 
leadership 
positionsto 
undertake 
training. 
(Gap,In Progress) 

National 
Leadership 
programmes 
offered but poor 
uptake. 
(GAP) 
 
RCN 
Programmes also 
available. 

198  
Measuring cultural health 
Healthcare providers should 
be encouraged by 
incentives to develop and 
deploy reliable and 
transparent measures of the 
cultural health of front-line 
nursing workplaces and 
teams, which build on the 
experience and feedback of 
nursing staff using a robust 

The Trust has a 
culture 
programme and 
staff experience 
plan that seeks to 
continue to 
engage and 
involve staff in a 
transparent and 
open manner. 

Staff Survey 
 
The inpatient 
survey 
 
Turnover data 
 
Local staff pulse 
surveys 

 Trust Board  
W& OD 
Committee 
Updates to 
Council of 
Governors 

Culture 
programme and 
Staff experience 
action plans are 
in place to 
support improved 
staff engagement 
and motivation 



 

 43 
 

methodology, such as the 
“cultural barometer”. 

199 

 

Key nurses  

 

Each patient should be 
allocated for each shift a 
named key nurse 
responsible for coordinating 
the provision of the care 
needs for each allocated 
patient. The named key 
nurse on duty should, 
whenever possible, be 
present at every interaction 
between a doctor and an 
allocated patient. 

Happens in 
principle.  Need 
to strengthen the 
standard process 
expectation and 
reassurance that 
it is happening. 
 
Agree nursing 
model of care! 
 

  Close working 
relationships 
need to be 
established with 
an appreciation 
for each other’s 
role and what is 
reasonably 
practical. 

 

202  
Recognition of the 
importance of nursing 
representation at provider 
level should be given by 
ensuring that adequate time 
is allowed for staff to 
undertake this role, and 
employers and unions must 
regularly review the 
adequacy of the 
arrangements in this regard. 

The Trust has 
recognition policy 
with trade unions.  

    

203 
A forum for all directors of 
nursing from both NHS and 
independent sector 
organisations should be 
formed to provide a means 
of coordinating the 
leadership of the nursing 
profession. 

Chief Nurse a 
member of Kent, 
Surrey & Sussex 
Nurse Directors 
forum advisory 
board. 
(Achieved) 

    

204 
All healthcare providers and 
commissioning 
organisations should be 
required to have at least 

Chief Nurse part 
of Trust Board. 
(Achieved) 
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one executive director who 
is a registered nurse, and 
should be encouraged to 
consider recruiting nurses 
as non-executive directors. 

205 
Commissioning 
arrangements should 
require the boards of 
provider organisations to 
seek and record the advice 
of its nursing director on the 
impact on the quality of care 
and patient safety of any 
proposed major change to 
nurse staffing arrangements 
or provision facilities, and to 
record whether they 
accepted or rejected the 
advice, in the latter case 
recording its reasons for 
doing so.  

Quality Report. 
(Achieved) 

    

207 

 

Strengthening 
identification of 
healthcare 
support workers 
and nurses 

There should be a uniform 
description of healthcare 
support workers, with the 
relationship with currently 
registered nurses made 
clear by the title. 

 

HCA programme 
development in 
progress and will 
include a review 
of what this group 
will be called. 
(GAP) 

    

208 
Commissioning 
arrangements should 
require provider 
organisations to ensure by 
means of identity labels and 
uniforms that a healthcare 
support worker is easily 
distinguishable from that of 

Organisation 
uniform policy 
under review. 
(GAP) 
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a registered nurse. 

215  

 

Shared code of 
ethics 

A common code of ethics, 
standards and conduct for 
senior board-level 
healthcare leaders and 
managers should be 
produced and steps taken 
to oblige all such staff to 
comply with the code and 
their employers to enforce 
it. 

All Senior 
Managers are 
provided with 
Code of Conduct 
for Senior 
Managers 
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Leadership 
framework 

The leadership framework 
should be improved by 
increasing the emphasis 
given to patient safety in the 
thinking of all in the health 
service. This could be done 
by, for example, creating a 
separate domain for 
managing safety, or by 
defining the service to be 
delivered as a safe and 
effective service. 

 

The Leadership 
Qualities 
framework has 
been drawn up by 
the Trust 

Leadership and 
Management Framework.doc
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Common 
selection criteria 

A list should be drawn up of 
all the qualities generally 
considered necessary for a 
good and effective leader. 
This in turn could inform a 
list of competences a leader 
would be expected to have. 

The Leadership 
Qualities 
framework has 
been drawn up by 
the Trust 

Leadership and 
Management Framework.doc
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Enforcement of 

Serious non-compliance 
with the code, and in 
particular, non-compliance 
leading to actual or potential 

Covered by the 
policies and 
procedures of the 
Trust. 
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standards and 
accountability 

 

harm to patients, should 
render board-level leaders 
and managers liable to be 
found not to be fit and 
proper persons to hold such 
positions by a fair and 
proportionate procedure, 
with the effect of 
disqualifying them from 
holding such positions in 
future. 

220 

 

Accreditation 

 

A training facility could 
provide the route through 
which an accreditation 
scheme could be organised. 
Although this might be a 
voluntary scheme, at least 
initially, the objective should 
be to require all leadership 
posts to be filled by persons 
who experience some 
shared training and obtain 
the relevant accreditation, 
enhancing the spread of the 
common culture and 
providing the basis for a 
regulatory regime. 
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Ensuring 
common 
standards of 
competence and 
compliance 

Consideration should be 
given to ensuring that there 
is regulatory oversight of 
the competence and 
compliance with appropriate 
standards by the boards of 
health service bodies which 
are not foundation trusts, of 
equivalent rigour to that 
applied to foundation trusts. 

N/A N/A N/A N/A N/A 
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230  

 

Profile 

The profile of the Nursing 
and Midwifery Council 
needs to be raised with the 
public, who are the prime 
and most valuable source of 
information about the 
conduct of nurses. All 
patients should be 
informed, by those 
providing treatment or care, 
of the existence and role of 
the Nursing and Midwifery 
Council, together with 
contact details. 

Should it be 
included on our 
website and on 
admission 
information?  
 
 
Admission 
information not 
consistently 
distributed. 
(GAP) 

   Inspirational visits 
such as Dr Peter 
Carter from NMC. 
(Achieved). 
 
Annual Pride in 
Nursing & 
Midwifery days. 
(Achieved) 

231  
It is essential that, so far as 
practicable, Nursing and 
Midwifery Council 
procedures do not obstruct 
the progress of internal 
disciplinary action in 
providers. In most cases it 
should be possible, through 
cooperation, to allow both to 
proceed in parallel. This 
may require a review of 
employment disciplinary 
procedures, to make it clear 
that the employer is entitled 
to proceed even if there are 
pending Nursing and 
Midwifery Council 
proceedings. 

Covered in our 
policies & 
procedures. 
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Identification of 
who is 

Hospitals should review 
whether to reinstate the 
practice of identifying a 
senior clinician who is in 
charge of a patient’s case, 

In Place via the 
PAS and Real 
Time systems.  
Can be an issue if 
system is not 

Consultant Board 
rounds; however 
inconsistent 
approaches. 

  Board round 
guidelines 
available. 
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responsible for 
the patient 

so that patients and their 
supporters are clear who is 
in overall charge of a 
patient’s care. 

updated. 

237  

 

Teamwork  

 

There needs to be effective 
teamwork between all the 
different disciplines and 
services that together 
provide the collective care 
often required by an elderly 
patient; the contribution of 
cleaners, maintenance staff, 
and catering staff also 
needs to be recognised and 
valued. 
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Communication 
with and about 
patients 

 

Regular interaction and 
engagement between 
nurses and patients and 
those close to them should 
be systematised through 
regular ward rounds: 
 
All staff need to be enabled 
to interact constructively, in 
a helpful and friendly 
fashion, with patients and 
visitors. 
 
Where possible, wards 
should have areas where 
more mobile patients and 
their visitors can meet in 
relative privacy and comfort 
without disturbing other 
patients. 
 
The NHS should develop a 

Daily rounding of 
department 
managers. 
 
Intentional 
rounding. 
(Achieved) 
 
 
 
 
 
 
 
Some relatives 
rooms available 
but generally off 
ward so only a 
viable option for 
medically stable 
patients. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

   



 

 49 
 

greater willingness to 
communicate by email with 
relatives. 
 
The currently common 
practice of summary 
discharge letters followed 
up some time later with 
more substantive ones 
should be reconsidered. 
 
Information about an older 
patient’s condition, progress 
and care and discharge 
plans should be available 
and shared with that patient 
and, where appropriate, 
those close to them, who 
must be included in the 
therapeutic partnership to 
which all patients are 
entitled. 

 
 
 
 
Policy that all 
discharge 
summaries to be 
with GP within 24 
hours. Monitored 
at performance 
meetings.  
(Work in 
progress) 
 
Signing of care 
plans. 
(Achieved) 
Assess this with 
compliance in 
practice, best 
care and 24 hour 
watch. 
(Achieved) 

 
 
 
 
As part of the 
“readmissions 
project” there is a 
currently 
progressing 
workstream which 
is reviewing the 
quality of 
discharge 
summaries. 
 
. 
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Continuing 
responsibility for 
care 

 

The care offered by a 
hospital should not end 
merely because the patient 
has surrendered a bed – it 
should never be acceptable 
for patients to be 
discharged in the middle of 
the night, still less so at any 
time without absolute 
assurance that a patient in 
need of care will receive it 
on arrival at the planned 
destination. Discharge 
areas in hospital need to be 

Transport Issues. 
 
No formal policy 
but guidance 
recommends no 
discharges of 
vulnerable people 
after 8pm which 
we are not 
compliant with. 
 
Discharge lounge 
staffing fully 
recruited. 

No criteria for 
appropriate DCL 
patients’. 
(GAP) 
 
 

Escalation 
Processes. 
(Achieved) 
 

Shift leaders 
responsible for 
deciding when is 
or is not 
appropriate.  
Need to empower 
staff to challenge 
seniors overriding 
their 
assessments.  
(Timid workforce) 
(GAP) 

Clear expectation 
& training for DCL 
staff for 
management of 
patients 
transferred not in 
place.  ? Need 
guidelines/policy. 
(GAP) 
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properly staffed and provide 
continued care to the 
patient. 

 
Care not 
continuous & 
seamless.. 

240 

 

Hygiene 

 

All staff and visitors need to 
be reminded to comply with 
hygiene requirements. Any 
member of staff, however 
junior, should be 
encouraged to remind 
anyone, however senior, of 
these. 

Cultural change 
required. 
(GAP) 
 
Organisational 
review of 
uniforms.  
(Work in 
Progress)   
 
Uniform Policy 
reviews needed 
(GAP). 
 
Hand Hygiene 
campaign. 
(Achieved) 
 

Infection control 
policies. 
(Achieved) 
 

High impact 
audits. 
(Achieved) 
 
 
CQC self-
assessment 
audit. 
(Achieved) 
 

Nursing focused 
needs to be MDT. 
(GAP) 
 
Department 
managers with 
clinical nurse 
leads. 
(Achieved) 
 

Mandatory 
infection control 
training. 
(Achieved) 
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Provision of food 
and drink 

The arrangements and best 
practice for providing food 
and drink to elderly patients 
require constant review, 
monitoring and 
implementation. 

RTTC Module 
cycle. 
(Achieved) 
 
 
NBM (surgery in 
particular requires 
process review) 
(GAP) 

Red Tray 
(Achieved) 
 
MUST completion 
(Achieved) 
 

Best care 
Monitoring. 
(Achieved) 
 
Ambient Meals 
available. 
(Achieved) 
 
 

Nursing focused, 
emphasis needs 
to be MDT. 
(GAP) 

MUST training 
and actions. 
(Achieved) 
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Medicines 
administration  

 

In the absence of automatic 
checking and prompting, 
the process of the 
administration of medication 
needs to be overseen by 
the nurse in charge of the 

e-prescribing not 
yet available but 
work in progress 
(GAP) 
 
Not compliant, 

Pharmacy / 
technician chart 
reviews. 
(Achieved) 
 
 

Electronic 
reporting. 
(Achieved) 
 

Staff Personal 
Responsibility 
(Achieved) 
 

Medicines 
Management 
training.  
(Achieved) 
 
Single nurse 
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ward, or his/her nominated 
delegate. A frequent check 
needs to be done to ensure 
that all patients have 
received what they have 
been prescribed and what 
they need. This is 
particularly the case when 
patients are moved from 
one ward to another, or they 
are returned to the ward 
after treatment. 

managers would 
need to be 100% 
supervisory. 
(GAP) 

RTTC Module 
(Achieved) 
 

medicines 
administration 
training & 
competency. 
Intravenous 
Administration 
training and 
competency. 
(Achieved) 
 
Regular Updates  
(GAP) 
 
Reassessment of 
continued 
competence. 
(GAP) 
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Recording of 
routine 
observations 

 

The recording of routine 
observations on the ward 
should, where possible, be 
done automatically as they 
are taken, with results being 
immediately accessible to 
all staff electronically in a 
form enabling progress to 
be monitored and 
interpreted.  If this cannot 
be done, there needs to be 
a system whereby ward 
leaders and named nurses 
are responsible for ensuring 
that the observations are 
carried out and recorded. 

Immediate 
recording of 
routine 
observations 
promoted but no 
electronic system 
in place. 
(GAP) 
 
Best care 
documentation 
checks. 
(Achieved) 
 
 
 

MEWS Scoring 
with formal 
process for 
escalation. 
(Achieved) 
 

Best Care rag 
rating and 
turnaround team 
approach. 
(New Process in 
place) 
 

Ward Manager 
self certification. 
(Achieved) 
 

0-3 month 
competency and 
HCA 
competency. 
(Achieved) 
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Common 

There is a need for all to 
accept common information 
practices, and to feed 
performance information 
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information 
practices, shared 
data and 
electronic records 

 

into shared databases for 
monitoring purposes. The 
following principles should 
be applied in considering 
the introduction of electronic 
patient information systems: 
 
Patients need to be granted 
user friendly, real time and 
retrospective access to read 
their records, and a facility 
to enter comments. They 
should be enabled to have 
a copy of records in a form 
useable by them, if they 
wish to have one. If 
possible, the summary care 
record should be made 
accessible in this way. 
 
Systems should be 
designed to include prompts 
and defaults where these 
will contribute to safe and 
effective care, and to 
accurate recording of 
information on first entry. 
 
Systems should include a 
facility to alert supervisors 
where actions which might 
be expected have not 
occurred, or where likely 
inaccuracies have been 
entered. 
 
Systems should, where 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Real Time 
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practicable and 
proportionate, be capable of 
collecting performance 
management and audit 
information automatically, 
appropriately anonymised 
direct from entries, to avoid 
unnecessary duplication of 
input. 
 
Systems must be designed 
by healthcare professionals 
in partnership with patient 
groups to secure maximum 
professional and patient 
engagement in ensuring 
accuracy, utility and 
relevance, both to the 
needs of the individual 
patients and collective 
professional, managerial 
and regulatory 
requirements. 
 
Systems must be capable 
of reflecting changing needs 
and local requirements over 
and above nationally 
required minimum 
standards. 

245  

Board 
accountability 

Each provider organisation 
should have a board level 
member with responsibility 
for information. 

Simon Marshall 
Director of 
Finance and 
Information. 
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Healthcare providers should 
be required to lodge their 
quality accounts with all 

Annual Quality 
Account 
produced and 

Regular review of 
Quality account 
planned during 

Trust Board 
receives reports 
on progress and 

Progress is 
monitored by the 
CCG.  

Staff are involved 
in leading the 
priorities and in 
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Accountability for 
quality accounts 

 

organisations 
commissioning services 
from them, Local 
Healthwatch, and all 
systems regulators. 

published on 
Trust website.  
(Achieved) 
 
 
Quality priorities 
are identified with 
stakeholders and 
stakeholders are 
requested to give 
their statements 
on the account. 
Stakeholders 
include: CCG, 
Surrey 
Healthwatch and 
Surrey County 
Council.   
(Achieved) 
 
 

the year – 
quarterly 
workshops with 
stakeholders 
(July, Oct, Feb, 
April).  
(Achieved) 
  
 
Dashboard of the 
measures for the 
key priorities is 
included quarterly 
in the Trust Board 
quality report. 
(Achieved) 
 

leads for each 
priority are 
responsible for 
undertaking 
actions where 
needed to 
improve patient 
care and 
experience.   
(Achieved) 
 

(Achieved) 
 
Some of the 
priorities are 
monitored by 
PMO.  
(Achieved) 
 
Quality Account 
is audited by 
internal and 
external auditors 
(Monitor) and 
reviewed by 
stakeholders. 
(Achieved) 
 

the production of 
the annual 
account. Staff 
meets with 
stakeholders at 
workshop events 
during the year.  
(Achieved) 
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Each quality account should 
be accompanied by a 
declaration signed by all 
directors in office at the 
date of the account 
certifying that they believe 
the contents of the account 
to be true, or alternatively a 
statement of explanation as 
to the reason any such 
director is unable or has 
refused to sign such a 
declaration. 

Trust Board 
receives quarterly 
reports on 
progress.  
(Achieved) 
 
 
Assurance is 
provided during 
the year enabling 
sign-off by the 
Board at the end 
of the year.   
(Achieved) 
 

Regular review of 
Quality account 
planned during 
the year – 
quarterly 
workshops with 
stakeholders 
(July, Oct, Feb, 
April).   
(Achieved) 
 
 
Dashboard of the 
measures for the 
key priorities is 
included quarterly 

Leads for each 
priority are 
responsible for 
undertaking 
actions where 
needed to 
improve patient 
care and 
experience.   
(Achieved) 
 
 
Where 
requested, more 
detailed review of 
a quality priority 

Progress is 
monitored by the 
CCG.  
(Achieved) 
 
 
Some of the 
priorities are 
monitored by 
PMO.  
(Achieved) 
 
 
Quality Account 
is audited by 
internal and 

Trust Board 
supported by the 
Medical Director 
and Chief Nurse 
to enable 
sufficient 
knowledge of the 
key quality 
priorities to 
support rigorous 
review.  
(Achieved) 
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in the Trust Board 
quality report 
(Achieved) 
. 

is provided to the 
Board during the 
year.     
(Achieved) 
  

external auditors 
(Monitor) and 
reviewed by 
stakeholders. 
(Achieved) 
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Access to data 

It is important that the 
appropriate steps are taken 
to enable properly 
anonymised data to be 
used for managerial and 
regulatory purposes. 

Trust has 
Caldicott 
Guardian and 
Information 
Governance 
Manager.  
(Achieved) 
 
Trust has secure 
access e.g. via 
remote access, 
use of secure 
memory sticks.  
(Achieved) 
 

All staff aware 
and can raise 
issues with 
confidence. 
(Achieved) 
 
Health Assure 
Information 
System. 
(Achieved) 
 

Clear processes 
for escalation.  
(Achieved) 
 

Information 
governance 
toolkit is 
submitted 
externally to 
regulators.  
(Achieved) 
 

Staff undergo 
regular, annual 
training and 
testing to ensure 
they fully 
understand the 
principles and 
requirements. 
(Achieved) 
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Access to quality 
and risk profile 

 

The information behind the 
quality and risk profile – as 
well as the ratings and 
methodology – should be 
placed in the public domain, 
as far as is consistent with 
maintaining any legitimate 
confidentiality of such 
information, together with 
appropriate explanations to 
enable the public to 
understand the limitations of 
this tool. 
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Results and analysis of 
patient feedback including 
qualitative information need 
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Using patient 
feedback 

to be made available to all 
stakeholders in as near 
“real time” as possible, even 
if later adjustments have to 
be made. 
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Follow up of 
patients 

 

A proactive system for 
following up patients shortly 
after discharge would not 
only be good “customer 
service”, it would probably 
provide a wider range of 
responses and feedback on 
their care. 

Readmission 
project 
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Information 
standards 

 

The standards applied to 
statistical information about 
serious untoward incidents 
should be the same as for 
any other healthcare 
information and in particular 
the principles around 
transparency and 
accessibility. It would, 
therefore, be desirable for 
the data to be supplied to, 
and processed by, the 
Information Centre and, 
through them, made 
publicly available in the 
same way as other quality 
related information. 
 
 

     

262 

 

Enhancing the 
use, analysis and 

All healthcare provider 
organisations, in 
conjunction with their 
healthcare professionals, 
should develop and 
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dissemination of 
healthcare 
information 

 

maintain systems which 
give them: 
 
Effective real-time 
information on the 
performance of each of their 
services against patient 
safety and minimum quality 
standards; 
 
Effective real-time 
information of the 
performance of each of their 
consultants and specialist 
teams in relation to 
mortality, morbidity, 
outcome and patient 
satisfaction.  In doing so, 
they should have regard, in 
relation to each service, to 
best practice for information 
management of that service 
as evidenced by 
recommendations of the 
Information Centre, and 
recommendations of 
specialist organisations 
such as the medical Royal 
Colleges. 

 
The information derived 
from such systems should, 
to the extent practicable, be 
published and in any event 
made available in full to 
commissioners and 
regulators, on request, and 

 
 
24 hour Hospital 
Watch, 
Compliance in 
Practice and Best 
Care. 
(Achieved) 

 
 
 

CHKS Consultant 
level quality and 
safety information 
and revalidation 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

We publish on 
our website as 
per contract with 
CCG Trust self 
assessment of 
compliance with 
NICE Guidance 

 
 
 
CQC night 
inspections. 
(Achieved) 

 
 
 
Health Assure 
(Achieved) 
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with appropriate 
explanation, and to the 
extent that is relevant to 
individual patients, to assist 
in choice of treatment. 

 

and best practice. 
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It must be recognised to be 
the professional duty of all 
healthcare professionals to 
collaborate in the provision 
of information required for 
such statistics on the 
efficacy of treatment in 
specialties. 

Monthly 
performance 
reviews.  
Performance data 
and statistics for 
activity. 

    

264 
In the case of each 
specialty, a programme of 
development for statistics 
on the efficacy of treatment 
should be prepared, 
published, and subjected to 
regular review. 

Plan to develop 
specialty-level 
programme in the 
next phase of the 
Trust’s Quality, 
Safety and Risk 
Management 
Strategy 2012 – 
2017. 
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All such statistics should be 
made available online and 
accessible through provider 
websites, as well as other 

As above (264), 
will be part of the 
programme 

    



 

 59 
 

gateways such as the Care 
Quality Commission. 
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Resources 

 

Resources must be 
allocated to and by provider 
organisations to enable the 
relevant data to be collected 
and forwarded to the 
relevant central registry. 

Head of 
Accreditation & 
Regulation is the 
contact point for 
CQC information 
and is the central 
link for the 
organisation. 
(Achieved) 
 
Head of 
Corporate Affairs 
is the central 
point of contact 
for monitor. 
(Achieved) 
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Improving and 
assuring 
accuracy 

The only practical way of 
ensuring reasonable 
accuracy is vigilant auditing 
at local level of the data put 
into the system. This is 
important work, which must 
be continued and where 
possible improved. 

Best care, Quality 
Indicator 
Dashboards, 
compliance in 
practice audits 
24hour hospital 
watch. 
(Achieved) 
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Death 
certification 

 

So far as is practicable, the 
responsibility for certifying 
The cause of death should 
be undertaken and fulfilled 
by the consultant, or 
another senior and fully 
qualified clinician in charge 
of a patient’s case or 
treatment. 

Non-Compliant 
F1 signs 
certificates. 
 
? Medical director 
to have overview 
of all consultant 
teams and 
understand the 
process.  

F1 should discuss 
death with 
consultant prior to 
signing.  Reality 
is very different. 
 
Large variations 
between 
consultant teams. 

Need Cultural 
change (always 
been F1) 
 
Timely 
completion an 
issue. No targets. 

Non-Complaint 
 

 
 

No Sanctions for 
completion 
delays.   

F1 receives 
training from 
bereavement 
office once per 
year. 
 
Basic Training 
Tracker Module. 
 
Guidelines 
available from 
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Office for National 
Statistics or 
bereavement 
office. 
 
All consultants 
need to 
understand the 
process. 
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Appropriate and 
sensitive contact 
with bereaved 
families 

Both the bereaved family 
and the certifying doctor 
should be asked whether 
they have any concerns 
about the death or the 
circumstances surrounding 
it, and guidance should be 
given to hospital staff 
encouraging them to raise 
any concerns they may 
have with the independent 
medical examiner. 

This Question is 
not being asked.  
 
Who should be 
asking? 
 
Mortality review 
form monitoring 
the process. 

Cremation only 
nursing staff and 
medics contacted 
by bereavement 
office with 
request for any 
concerns around 
the death of a 
patient. 

Electronic 
incident / concern 
reporting widely 
promoted and 
encouraged.   
 
Poor 
communication 
with families.  
Should doctors 
contact every 
family after a 
death? 

No robust 
accountability. 

Need review of 
what training is 
required. 
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It is important that 
independent medical 
examiners and any others 
having to approach families 
for this purpose have 
careful training in how to 
undertake this sensitive 
task in a manner least likely 
to cause additional and 
unnecessary distress. 

Communicating 
significant news 
policy. 
(Achieved) 
 
 

  No robust 
accountability. 

Non-compliant. 
 
Consider if any 
what sort of 
training do we 
need to put in 
place 

 


