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 NHS LANARKSHIRE’S QUALITY VISION  
 

NHS Lanarkshire’s quality vision is to achieve transformational improvement in the provision of safe, person 
centred and effective care for our patients and for our patients to be confident that this is what they will 
receive, no matter where and when they access our services.  
 
We know that following an intensive review by Healthcare Improvement Scotland of NHS Lanarkshire’s acute 
adult patient services serious failings and unacceptable practice were identified.  We also know that UK and 
international evidence shows that up to 25 per cent of patients experience a safety incident while in 
hospital.  We do not believe this is acceptable for our patients.  
 
To achieve our quality vision, we are committed to transforming the quality of health care in Lanarkshire 
through investment in and continuous reliable implementation of patient safety processes. Through this we 
aim to: 
 

 be the safest health and care system in Scotland 

 have no avoidable deaths 

 reduce avoidable harm 

 deliver care in partnership with patients that is responsive to their needs 

 meet the highest standards of evidence based best practice 

 be an employer of choice 

 develop a culture of learning and improvement, characterised by our values of Fairness, Respect, 

Quality and Working Together 

 
This narrative describes our transformational change programme and underpinning actions.   We want our 
patients and staff to see, feel and believe in the changes that will be made.  Our commitment to delivery is 
already underway with agreed investment in a new dedicated patient safety team, led by an experienced 
Head of Patient Safety who will focus on developing, supporting, implementing and embedding patient 
safety throughout the organisation.    We are currently recruiting additional permanent nursing staff taking 
our investment over the last 12 months up to £1.9m.  The opportunity was taken at the Board Seminar on 13 
March 2014 to generate detailed discussion on medical and nurse staffing. A further paper was considered 
by the Lanarkshire NHS Board on 26 March 2014 approving, following a detailed review of acute nurse 
staffing, a further investment of £3.1m in acute nursing. At this meeting the Board noted that further 
information would be received in due course on medical staffing.   Leadership engagement with front line 
staff is taking place with both planned and unplanned visits to operational areas giving both opportunity and 
encouragement for open discussion and raising of any issues. We are committed to embedding our 
organisational values of Fairness, Respect, Working Together and Quality through our Organisational 
Development Plan.  These values set out our individual and team responsibilities to be providers of excellent 
services to people across Lanarkshire. 
 
Delivering safe, person centred and effective care in Lanarkshire is at the heart of our action plan and we 
understand that demonstrating achievement of this is critical to the health and wellbeing of the people of 
Lanarkshire and to maintaining their confidence in our services.  The actions reported in this paper are set 
out in a framework for improvement as follows (the full action plan is shown in Appendix 1): 
 

 Board Leadership and Engagement: strengthening governance and accountability, enhancing 
visibility and engagement and building Board capability and capacity 

 Simplified management structures and operational effectiveness 
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 Improvements in quality, safety and experience of care 
 Building workforce capacity and capability 

 
We are translating our action plan for the Healthcare Improvement Scotland Rapid Review into a three year 
quality strategy, Transforming Patient Safety and Quality of Care in NHS Lanarkshire, Healthcare Quality 
Assurance and Improvement Strategy 2014-17, to support the on-going implementation of A Healthier 
Future (NHS Lanarkshire’s strategic framework taking forward the 2020 Vision) and to deliver against our 
quality vision. This will be a NHS Lanarkshire wide strategy which will ensure that the initiatives and 
improvements commenced in the acute hospitals are applied across all of our services.  The main elements 
of the strategy are shown in a quality strategy driver diagram (Appendix 2) and progress will be programme 
managed through an annual prioritised, achievable and sustainable programme to achieve the outcomes 
and measures below. 
 
Engaging with patients, staff and members of the public in driving home these improvements will be key to 
achieving success.   
 

1. Board Leadership and Engagement: strengthening governance and 
accountability, enhancing visibility and engagement and building Board 
capacity and capability 

 
What the HIS Review told us in relation to Board leadership and engagement with staff: 
The complexity of governance structures is contributing to a distance between the Board and front line staff. 
Board Members should also be seeking further assurances about the quality of care provided.   
 
 
OUTCOME 
Simpler, fit for purpose leadership and governance structures and processes with a sharper focus on 
accountability, enabling a more robust flow of information and enhanced scrutiny and assurance. 
 
A culture of trust and openness where all staff feel listened to, supported and valued and confident in 
discussing quality of care with each other and patients and families. 
 
Enhanced visibility and engagement of Board members with staff and patients resulting in a closer 
connection, enhanced trust and confidence in the Board’s accountability for achieving person centred, safe 
and effective care. 
 
Board members skilled, knowledgeable and committed to continuous learning in order to fulfil their roles 
and responsibilities, with Non-Executive Directors able to hold the organisation to account though effective 
scrutiny, constructive challenge, strengthened assurance and accountability. 
 
A range of actions are being taken forward to improve focus, governance and clarify decision-making across 
NHS Lanarkshire.    
 
Action: Strengthening Board Leadership on Safety and Quality, Governance and Accountability 

 Board has an agreed a clear quality vision and strategy which puts quality and safety of patients at its 
heart. 

 The Board will focus its attention, staff resources and decision making towards delivering the quality 
vision, strategy and goals. Information that comes to Board Committees will bring together staff, 
patient and public feedback as well as quality and performance data. 
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 A review is being conducted of the effectiveness of Board Governance Committees and their 
supporting groups which provide assurance. The focus of the review is to deliver clear and simplified 
structures which clarify the assurance framework beneath Board Governance Committees. The aims 
are to: simplify the complexity of governance structures; to clarify the contribution of each 
Governance Committee or group in supporting person-centred, safe and effective care; to ensure 
that Governance Committees are discharging their remit with due diligence and that there are 
effective controls in place to trigger escalation and/or improvement actions. This process is already 
underway with the reconstituted Healthcare Quality Improvement and Assurance Committee. This 
review has involved semi-structured interviews with key Directors and Heads of Service; meetings 
and discussion with Chief Internal Auditor with respect to his emerging findings on accountability 
and reporting; comparison with committee and sub-group structures in Greater Glasgow and Clyde, 
Lothian, Tayside, Grampian and Fife NHS Boards. The draft paper is being considered by Chief 
Executive with a view to further internal consultation on draft recommendations.  Pending the 
outcome of this, possible disbandment of a groups and changes to standing committees will be 
implemented from September 2014. 

 A prioritised action plan on Strengthening the Board’s governance and accountability in support of 
the delivery of the “Governance for Quality Healthcare in Scotland - An Agreement” will be 
developed and implemented, incorporating actions arising from the Internal Audit review; output 
from the Board self-assessment tool; the Board Development Day, held on 14 November 2013 and 
best practice on good governance. 

 The Board Secretariat role and operation will be reviewed to ensure a coordinated approach to the 
provision of required information to all Committees, support for escalation monitoring and tracking 
improvement actions through to completion. 

 Board Members, specifically Non Executives, are to be involved in the review of Complaints Handling 
and a process is to be established thereafter to enable Board Members to sample patient complaints 
and significant adverse events to support understanding of issues around patient safety, the culture 
of the organisation and determine priorities for action. 

 
Action:  Enhancing Board Visibility and Engagement 

 A number of actions have been reinforced to promote Board visibility and face to face opportunities 
to connect with staff across the organisation:  

 Safety Leadership Walkrounds (11 of which have involved a Non Executive since January 
2014). These have been informed by incident data for the area visited. 

 Non-Executive service visits including one linked to a presentation at the Acute Operating 
Management Committee in January 2014 which provided Non Executives with the 
opportunity to discuss the themes in the presentation with front line staff. 

 “Meet the Board” sessions, which have been tested by holding one in each of the acute 
hospitals and one corporately. Themes which have arisen have included the culture and 
behaviour in the organisation; mechanisms for staff engagement; specific services issues; 
staffing issues and concerns about patient safety and discussions about the value of the 
“Meet the Board” sessions. 

 A structured mechanism to capture learning and feedback has been put in place to ensure 
that issues highlighted are actioned and staff are given feedback. 

 The Board is committed to continue to engage with patients and public through meetings with 
elected representatives; Public Partnership Forums participation in Governance Committees and 
meetings and visits with voluntary sector partners and with the communities of Lanarkshire, to 
inspire confidence and trust around meeting the shared ambition to provide person-centred, safe 
and effective care. 

 Mechanisms have also been strengthened to encourage staff feedback including: 
 Staff forums have been set up  
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 Non Executive and Executive Directors meetings with senior medical staff representatives at 
site Medical Staff Association Meetings  

 Launch of uMatter, a confidential feedback service for staff to raise suggestions/concerns on 
23 January 2014.  

 Management led Staff Forum meetings  
 Local human resources staff clinics are established 
 A planned pilot whereby staff attend Board meetings to see Board in action and to provide a 

“View from the sharp-end”. 

 The Board’s internal communication strategy, particularly on patient safety, will continue to be 
developed to ensure consistency and potency of messages to staff from the Board, individually and 
collectively. This will include the use of NHS Lanarkshire’s intranet Firstport; the staff Newsletter 
“The Pulse”, social media, posters, seminar presentations and face-to-face conversations. 

  
Action: Building Board Capability and Capacity 

 The Board Chair in conjunction with Scottish Government, the Office of the Commissioner for Ethical 
Standards in Public Life and the Public Appointments Centre of Expertise has piloted a new approach 
to recruitment of Non-Executive Board members to reflect the need to attract a wider range of 
potential applicants and recruit highly skilled and able Board members. The Non-Executives who 
were recently recruited via this process will be involved in an evaluation of the pilot. 

 The Board Chair has completed an analysis of skills and knowledge brought by each Non-Executive 
Board Member and will continue to use this to review the roles and responsibilities within 
Governance Committees and match Non–Executive portfolios according to skills, competencies and 
succession planning needs of the Board. 

 All new Board Members have undergone induction and are supported by a “Buddy” Non-Executive 
colleague to assist their understanding of their assurance and scrutiny role as well as the opportunity 
of an annual performance appraisal and completion of an individual learning log.  This includes 
opportunity at every stage for reflection and learning and sharing widely with other colleagues. 

 For Executive Directors there is a system of individual performance management.  

 The Board will test a new development programme, being commissioned by the NHS Scotland Chairs 
Quality Portfolio Group, on Good Governance and the skills required to provide constructive 
challenge and ensure access to the right flow of information. 

 The Board will continue to programme learning and development opportunities for all Board 
members and review its effectiveness as a Board.  Previous and planned opportunities include: 

 A Board Development Event, November 2013, which focussed on the output from a Board 
self-assessment tool, considered Board culture, strengthen governance and Board priorities; 

 A session Getting the Board "On Board" with Patient Safety in February 2014; 
 A Leaders Patient Safety Event on 19 March 2014 where Non Executives participated in 

group discussions and engaged with staff. 
 A planned development session on data interpretation and assurance provided by Institute 

of Healthcare Improvement; 
 A planned Complaints  Masterclass on 4 April 2014. 

 
MEASURES: 

 Staff and other stakeholders reporting greater clarity of focus, governance and decision making by 
the Board as measured by: 

 360° survey of Board and how it is viewed by its stakeholders by March 2015 
 improved outcome of staff survey responses (focusing specifically on the questions 3a-3e, 7c 

and 8a1) increasing by 15% by 2017 (P) 

                                                           
1 3a I am kept well informed about what is happening in my Board; 3b My line manager communicates effectively with me; 3c When 

changes are made at work, I am clear how they will work out in practice; 3d I am clear what my duties and responsibilities are; 3e I 
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 iMatter which measures employee engagement (will be implemented incrementally and 
across Lanarkshire by 2017) will be used to measure improvement 

 Development and implementation of a prioritised Board action plan incorporating actions 
arising from the internal review of Governance, output from the Board self-assessment tool 
and Development Day and best practice on Good Governance set against key milestones 

 Improved culture of safety, improved escalation and resolution of risks and safety concerns as 
measured by: 

 number of safety Leadership walkrounds completed (at least 8 per Non-Executive a year) and 
95% percentage of validated actions completed within 6 months 

 number of ‘Meet the Board’ events held and staff feedback and improvement made from 
“Meet the Board” events collated and reported to Board meetings 

 improvements on safety culture surveys with increase of 20% from baseline by 2017 (P) 

 Improved Board capability and capacity: 
 Completion of a rolling programme of Board development sessions incorporated into Board 

calendar and workplan for the year and NHS Chairs commissioned development. Output 
from these events included in Board members’ personal learning and action logs which is 
then reviewed as part of appraisal. 

 Validation of effective governance through internal and external audit reports 
 

Success measures have and continue to be developed. The details of some of the measures are to be 
agreed in partnership and these are marked as P = proposed. 

 

2. Simplified management structures and operational effectiveness  
 
What the HIS Review told us: 
Management and clinical leadership structures are too complicated leading to concerns that it is difficult for 
staff to confidently raise concerns and seek decisions when needed.  It is also a contributory factor to 
addressing the challenges of patient flow. Also that we need to provide models of care that are built around 
patients and takes account of the workforce that is available.  The trauma and orthopaedic service was 
identified as an area that should be reviewed. 
 
OUTCOME: 
A simpler management and clinical leadership structure which empowers staff and enables them to be clear 
about routes for decision making, escalation and feedback as well as improving operational effectiveness. 
Patients, carers and their families and other stakeholders have clear contact points within acute hospitals to 
raise issues and concerns and receive an appropriate and timely response. 
 
We review, develop and implement, together with stakeholders, sustainable models of care and 
configuration for Lanarkshire clinical services including trauma and orthopaedic services. 
 
Action: Review of acute management structure: 

 We are implementing from 1 April 2014 a new acute management structure. The new, simplified 
structure will strengthen leadership, communication, support a culture of openness, timely decision 
making and feedback thus building patient, public and staff confidence. Importantly, the structure will 
clearly establish the authority and responsibility for transforming patient safety and quality of care for 
the hospitals. Hospital Director of Services will be responsible and visibly accountable for the delivery of 
safe, person centred and effective care. They will deliver this working in a triumvirate with a Site Chief of 

                                                                                                                                                                                                   
understand how my work fits into the overall aims of my Board; 7c I believe it is safe to speak up and challenge the way things are 
done if I have concerns about quality, negligence or wrongdoing by staff; 8a Care of patients/service users is my Board's top priority.  
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Medical Services and a Site Chief of Nursing Services and these hospital teams will have the freedom to 
impact on their environment. 

 The new structure was developed following a detailed review considering the previous two acute 
divisional structures and an assessment in terms of fitness of previous models and their associated 
strengths and weaknesses; an all-day session with the Acute Division senior team was held on 4 February 
2014 focussing on the weakness and strength of potential structures as well as reflecting on the HIS 
Review recommendation that the revised structure should support a site focus. 

 A revised acute clinical governance framework will underpin the management structure. This has been 
developed and advice will be sought from the Governance Improvement Support Team to ensure that it 
is robust and effective, in respect of the key outcomes of patient safety and person-centred quality of 
care. Early implementation of the framework will take place thereafter.  

 The Hospital Director of Services have been appointed following a matching assessment exercise 
undertaken by the Director of Acute Services. This involved the development of comprehensive role 
descriptions (setting out key areas of responsibility and personal requirements) and a comprehensive 
assessment of the individuals. Work is now taking place on their wider infrastructure. 

 The new structure will also provide a focus for addressing the challenges of patient flow.  In addition we 
commenced a programme on patient flow, with a focus on Monklands Hospital, working with Scottish 
Government National Acute Patient Flow Team. On 5 February 2014, two parallel sessions were held as a 
taster for over 40 staff. An event setting roles and processes for the Monklands Hospital Flow Team took 
place on 6 – 7 February 2014 and a broad set of objectives and timelines was produced on 10 February 
2014. Work is underway to produce project plan for flow work at Monklands Hospital covering a six 
months period.  In addition to this, actions are continuing through working on unscheduled care with the 
Scottish Government. At Wishaw General Hospital we have dedicated expert improvement support to 
work specifically on ambulatory care options and flow into the wider community and at Hairmyres 
Hospital we appointed a full time post to support work on estimated date of discharge and time of day 
discharge and will be provided advice by Professor Derek Bell. 

 Ensuring effective transition to the new structure and building the team’s capability to discharge 
accountability expertly and with pride is vital. To enable this development support will be offered to the 
newly appointed individual leaders as well as site teams. Starting at individual level this will include a 
strengthened PDP for each leader based on a clear discussion about expectations and responsibilities in 
the post and informed by a 360° appraisal as appropriate. Thereafter the opportunity to access executive 
coaching support will be made available to help address the unique needs of each person (commencing 
in April 2014). 

 Once each whole team is in place facilitation support and access to a range of team development tools 
will be provided to enable each team to define effective team performance, reflect on strengths and 
development needs and establish excellent working relationships, both within the team and across 
teams.  

 In line with our vision to transform patient safety and quality of care the site management teams will 
undertake Patient Safety Officer training.  This is an internationally regarded course aimed at developing 
leaders for strong, effective patient safety care. The site management team will work with experts to 
develop detailed, implementation plans to take forward safety and quality for their hospital.  At the end 
of the programme the participants are joined by Executives and senior leader to collaborate and provide 
corporate linkage and support.  It is intended to extend this training to the new leaders of the health and 
social care partnerships once they are fully established. 

 Overall each individual and team will commit to actions to deliver safe high quality services and to 
personally demonstrate excellent values and behaviours as leaders and will be held accountable for this 
through the corporate and individual performance management process.   
 

Action: Review models of care 
It is vital that the models of care we provide are built around patients, take account of the workforce that is 
available. These should be underpinned by effective staff rostering to have less reliance on bank and locum 
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staff.  Patient safety is our priority and our patients need to have confidence that we have a safe and 
sustainable model of care that delivers quality care at all times.  
 
In reviewing clinical models of care, including trauma and orthopaedic services, full engagement will take 
place with patients, staff, carers and families, in line with the Scottish Government guidance CEL4 (2010) 
Informing, Engaging and Consulting People in Developing Health and Community Care Services.   This 
process of engagement ensures stakeholder involvement in the review, development and appraisal of 
options to deliver safe and sustainable services.   
 

MEASURES: 
Revised Acute Division management structure achieves a demonstrably better structure than the current 
one in relation to accountability, governance and performance as measured by: 
 
Improvements in the safety culture survey and staff survey findings for the acute hospitals. 
 
A survey to be undertaken annually, baseline commencing December 2014, testing the following with 
actions developed as required: 

 Front line staff report clear lines of accountability from them, through the site management 
team to the Divisional Management Team (DMT) 

 Front line staff report they are aware of “who is in charge” and this is clear to all staff at all times 
 

A survey to be in December 2014 testing the following with actions developed as required: 
 MSPs and local  Public Partnership Forums  report clear local links for accountability for the acute 

hospitals 
 Primary care / Health and Social Care Partnership linkages 

 
Improved performance across all HEAT, safety, quality assurance and improvement metrics, in line with   
national and local targets 
 
Improved quality of care for unscheduled care patient flow as measured by: 

 Sustain an average performance of 95% on the 4 Hour Emergency Department standard by 
September 2014   

 
Develop and appraise models of care to deliver safe and sustainable services. 

 

3. Improvements in patient quality, safety and experience of care 

 
What the HIS Review told us in relation to patient safety: 
That care was not being consistently delivered to patients whose condition was deteriorating, particularly out 
of hours.  There were issues about consistency of safety and the ability of staff to escalate and respond to 
concerns and that the nationally developed patient safety improvement methodology was not embedded 
across all areas.  It is also a contributory factor to producing essential data on time. 
 
What the HIS Review told us about approach to patients’ comments, concerns and feedback to complaints: 
That we need to listen to patients, carers and families more and to be more open to gathering feedback in a 
variety of different ways.  We also need to be more personal in our listening approach and committed to 
learning from the feedback we receive.  
 
OUTCOME: 
Our patient safety is continuously improving; we are learning from and reducing incidents of harm to 
patients. Patients whose condition deteriorates are identified early and appropriate action is taken 
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promptly. Also that there is an evidenced baseline of safety across the organisation; that people are able to 
identify and raise concerns which are then responded to effectively and there is a programme of on-going 
learning behind this. All of this will be underpinned by robust data, supported by staff engagement and 
appropriately trained staff. 
 
That people have an improved experience when engaging with NHS Lanarkshire either as a patient, a carer, a 
staff member or a member of the public.  That we are, and are recognised as, an organisation with staff who 
listen to feedback, learn and act on what they have heard and at the same time provide people with a 
personal response. 
 
That our services are centred around the public and responsive to their needs, and work in different ways to 
engage and involve the public, communities and front line staff.  Key characteristics of our engagement are 
openness, transparency, responsiveness and listening staff who are focussed on outcomes. 
 
Action: Revised Lanarkshire Quality Assurance and Improvement Strategy  

 Internal consultation has been taking place to develop a revised quality strategy, Transforming Patient 
Safety and Quality of Care in NHS Lanarkshire, Healthcare Quality Assurance and Improvement Strategy, 
with the aim of establishing NHS Lanarkshire as a leader in patient safety and person centred care in 
Scotland.  The strategy will include key quality goals which will be owned by the Board and with our 
values, of Fairness, Respect, Quality and Working Together, will be cascaded through the organisation via 
Corporate Objectives, Local Delivery Plan and individuals’ objectives.  The key quality goals, in line with 
the quality vision above, will set measurable improvement targets (setting out what will be achieved – 
how much by when) in relation to: 

 Improving person centred care 
 Reducing harm 
 Reducing mortality 
 Providing reliable and effective care 

 The strategy will be launched for consultation in May 2014.  The use of improvement methodologies will 
be maximised in delivering the quality goals and, as a learning organisation, data will be used for 
improvement as well as assurance. Measures of success are being co-created with stakeholders and will 
instil ownership for safety and risk, encourage staff to manage local responses to safety and risk, raising 
issues and concerns and learn from adverse events. 

 
Action: Supporting improvement in safety and implementation of the Scottish Patient Safety Programme 
(SPSP) 

 A permanent investment in five Improvement Advisors has been agreed to support the newly appointed 
Head of Patient Safety and Improvement. This significant enhancement will support the full 
implementation of the Scottish Patient Safety Programme which includes acute adult, paediatrics, 
neonates, mental health and primary care.    These posts will contribute to the development of a Quality 
Improvement Support Team which will also draw on existing quality improvement expertise in NHS 
Lanarkshire (Lean experts, SPSP Fellows, Improvement Advisors and other improvement experts).  The 
Quality Improvement Support Team will work across the whole of Lanarkshire’s quality agenda and will: 

 work with frontline staff to deliver our quality goals for safety 
 provide practical coaching and support to front line staff  
 provide a one stop, local contact point for front line teams looking for advice on improvement 

methodology, tools, data management and coaching in order to make improvement.  
 support complex, major quality improvement initiatives 
 move us to a sustainable position where all staff have improvement skills 

 A large number of staff have been trained over the years in improvement methodologies, however many 
have not made use of these skills in practice. A training needs assessment of current skills, confidence 
and capability on quality improvement methodology is underway and will be completed by the end of 
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May 2014.  All senior leaders (including senior nurses upwards and medical leaders) are being surveyed. 
The survey will provide key information on focussing quality improvement work in relation to staff’s 
competence, capacity and confidence in delivering quality improvement. We have previously tested a 
number of quality improvement training and learning provision and this will inform the development of 
a Capability and Capacity Plan for Quality Improvement.  This plan will match the NHS Education for 
Scotland framework. We are working with NHS Education for Scotland and other NHS Boards to develop 
learning and education components of the plan.  Early priorities for new provision in this plan are Patient 
Safety Officer training for the acute hospitals site management team (outlined above) and a pilot 
coaching programme for on-going development and support for staff to utilise their quality 
improvement skills. We aim to develop a cadre of patient safety leaders and fellows to support us in 
building a sustainable infrastructure and as a first commitment to this Patient Safety Fellows are 
provided with sessional time to lead improvement work. 

 
Action: Embedding Scottish Patient Safety Programme  

 A Patient Safety Prioritised Plan is being developed and will be drafted by the end of April 2014, for 
wider consultation, building on a review of patient safety work across NHS Lanarkshire.  This will take an 
organisational wide strategic approach to implementation of a wide portfolio of patient safety 
improvement programmes across Lanarkshire and will build our capacity to support staff with 
improvement work on their local patient safety issues.  A draft driver diagram for the prioritised plan is 
shown in Appendix 3. It will be submitted to the Healthcare Quality Assurance and Improvement 
Committee for ratification in April 2014.  

 A Safety Week took place on 17 – 21 March 2014 with a range of activities (e.g. roadshows, 
improvement learning sessions, safety culture survey) across NHS Lanarkshire and included a full-day 
learning session with over 200 participants on 19 March 2014 which was supported by Healthcare 
Improvement Scotland and NHS Education Scotland. 

 A Board Seminar Getting the Board "On Board" with Patient Safety has taken place led by Professor 
Jason Leitch, Clinical Director, Quality Unit and Jane Murkin, the Board’s Head of Patient Safety and 
Improvement. The outcomes of the seminar were to:   

 increase awareness of Board members’ roles and responsibilities in relation to patient safety   
 highlight the scope and challenges associated with the Board’s Scottish Patient Safety 

Programme and harm-free activities 
 achieve a common understanding of the agenda and methodology supporting  successful 

reliable implementation and spread  
 provide Board Members with the skills to question and seek assurance on patient safety and 

improvements and to challenge executive leads to set and deliver of stretch goals. 

 Leadership Walkrounds recommenced in October 2013 with nine completed by the end of January 2014, 
covering in the three acute hospitals the accident and emergency departments, medical and surgical 
receiving units. All these walkrounds included either or both an Executive and Non-Executive Director. 
The actions from these walkrounds are being followed up. The new Head of Patient Safety and 
Improvement has subsequently reviewed the structure of our leadership walkrounds which now 
incorporate a standard set of patient safety questions, information leaflets for staff and feedback tools.  
The new format for patient safety leadership walkrounds started in February 2014 with one taking place 
each week (total of 12 walkrounds since January 2014).  These walkrounds are also informed by incident 
data for the area visited. 

 A baseline patient safety culture survey took place as part of our Safety Week. To date we have heard 
from approximately 700 staff. We will use the findings to inform the development of our prioritised plan.  

 NHS Lanarkshire has six SPSP Fellows.  These are clinical experts in quality improvement who have been 
given dedicated time to lead key quality improvement safety initiatives for the Board.  
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Action:  Deteriorating Patient - Improved application of the Modified Early Warning Score (MEWS) and 
Structured Response 

 Clinical staff have a vital role in the early identification of patients at risk of deterioration through the 
monitoring of patient observations and assessment. The importance of accurate and timely 
observations is essential as set out in the NHS Lanarkshire Clinical Observation policy.  MEWs scoring is 
being applied across all acute inpatient areas which will result in reliable detection of deteriorating 
patients.  This is sign and an early warning of patients whose condition may be deteriorating.  When a 
patient deteriorates it is vital we get the right response at the right time, first time. Development and 
testing in pilot areas of a structured response to MEWs includes escalating a patient’s care, monitoring 
and putting in place a treatment plan. A random audit of compliance with MEWs is undertaken weekly, 
this is shared at ward and site level to encourage learning and to coach improving methodology.  
Compliance across Lanarkshire is showing an improvement (see tables 2 on the Measures Paper, 
Appendix 4). 

 Successful implementation of MEWs and Structured Response should lead to a reduction in cardiac 
arrests. There has been a reduction in the Cardiac Arrest Rate (table 8 on the Measures Paper).  Since 
May 2013, we have seen a run of nine consecutive data points below the median which indicates an 
improvement, although the most recent point is just above the median. 

 
Action: Deteriorating Patient Measurement: Senior Charge Nurse Safety Rounds and Daily Goals 

 Each Senior Nurse has supervisory status built into their work week and part of this time is used to 
review the care of patients in their areas with their ward team. 

 Setting of patient daily goals is being actively tested in pilot areas.  Decision making is a vital part of the 
delivery of care in an acute hospital.  Setting daily goals for patients involving multi-disciplinary teams 
and the patient, is being used to improve the practice of ward rounds to anticipate care needs and to 
improve communication of decisions and action that need to be progressed. 

 
Action: Deteriorating Patient Measurement: SEPSIS 6 bundle 

 Sepsis accounts for a large proportion of hospitals admissions and a key aspect of the successful 
management is delivery of Sepsis 6 in the first hour.  Sepsis 6 is the name given to a bundle of medical 
therapies to reduce the mortality of patients with sepsis.  Sepsis 6 has been implemented within hospital 
emergency departments and receiving areas and compliance is measured monthly (see table 3, 4 and 5 
on the Measures Paper) 

 Further use of the Sepsis 6 bundle is being tested in pilot areas with a view to identify patients using 
MEWS charts and Intentional Safety Rounding scores (ISRs) 

 
Action: Deteriorating Patient Measurement: Formal Education 

 Supporting formal education plans are in place for all wards and departments which support the 
education of all staff groups in all of the above projects. Ensuring competency is assessed, monitored 
and recorded for Clinical Support Workers and Registered staff with a review on an annual basis (see 
table 9 on Measure Paper). 
 

Action: Learning from and use of patient safety data 

 A Measurement for Improvement Framework for Patient Safety will be developed as part of overarching 
strategy and plan and will inform improvement for reporting through the revised corporate Quality 
Assurance and Improvement dashboard to the Healthcare Quality Assurance and Improvement 
Committee.  All patient safety programmes will report through the SPSP Steering Group, jointly chaired 
by the Medical Director and Director of NMAHPs.  This Group will oversee and support the development 
of the prioritised plan and maximise the learning and effectiveness of the patient safety programmes in 
NHS Lanarkshire.  The system development is scheduled for May 2014 with full implementation on all 
sites by the end August 2014. 
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 A standardised, multidisciplinary mortality review process has been introduced at Hairmyres Hospital 
and is being extended to Monklands and Wishaw General Hospitals to aid learning for sharing across 
the organisation.  Learning from these reviews will be captured on a web-based IT system with 
reporting functionality to allow real time feedback and quarterly reporting of outcome measures to the 
Healthcare Quality Assurance and Improvement Committee, supporting groups and individual clinicians. 

 A survey monkey questionnaire was undertaken to assess current activity on mortality and morbidity 
reviews and this will inform the review process.  Fourteen responses have been received as at 31 March 
2014. 

 The usability of the Datix forms for recording adverse events and enable learning is being reviewed for 
improvement following feedback from clinicians at the HSMR Rapid Review Event held on 18 December 
2013 and recent SPSP Walkrounds.  New reports providing feedback from adverse events to inform 
learning were developed for senior nurses and charge nurses/team leaders in January 2014 and usage of 
these reports is being monitored through line management. 

 The reduction of delays in clinical communication was identified as key to improving patient safety in the 
HIS Review.  A timed pathway for discharge letters has been developed along with the provision of 
regular performance reports for operational teams so that the impact of changes can be measured.  An 
information and resource pack for medical staff to support improvements in the production of discharge 
letters has been developed and discussed at the hospital Medical Staff Associations (see tables 6 and 7 
on the Measures Paper) 
 

Action: Falls Safety Bundle 

 We have undertaking improvement work on falls using the Fallsafe Bundle.  This work commenced at 
Hairmyres Hospital, incrementally spreading to all in-patient areas by September 2013. As part of this all 
ward Falls Champions have received structured training. By February 2014 three wards are achieving 
95% compliance with the bundle, two between 80-94% and the remaining 13 wards reached 79% or less. 
There was a reduction in total falls at Hairmyres Hospital from January - December 2012 (pre Fallsafe 
bundle) to January - December 2013 of 13% and the reduction of harm relating to falls was 10% in the 
same timeframe. In line with the spread plan, the bundle has been introduced to the in-patient wards in 
Monklands Hospital and the implementation of the bundle at Wishaw General Hospital will be part of 
the Patient Safety prioritised plan. 

 
Action: Improved range of methods of collecting and responding to patient and carer feedback 

 Presentation of composite discussion papers on patient experience and complaints across all our 
services in community, primary care and acute was presented to the Care Assurance Board meeting in 
March 2014 and to the Board by June 2014. The Care Assurance Board noted that quality dashboards 
enable triangulation of this data and support ward, site and divisional teams to drive improvement. A 
screen shot of the dashboard is provided (see table 10 on the Measures Paper). There is Non Executive 
membership on the Care Assurance Board. 

 Ward Welcome Boards, identifying the senior charge nurse and the ward philosophy, are in place across 
the acute hospitals (see table 1 on the Measures Paper). 

 The functionality has been built into LanQIP (a frontline data management system) to record the number 
of complaints, concerns, enquiries and compliments at a frontline level. This was put in place on 17 
February 2014. This information will be available through the ward dashboard in May 2014, although 
wards will be able to pull their own reports from LanQIP prior to this. 

 Visits have taken place to areas of good practice in relation to learning from complaints (NHS Grampian, 
NHS Fife and Northumbria NHS Trust) and a meeting took place with University of Stirling exploring the 
role of complaints in transforming services. 

 We have participated in HIS / Scottish Health Council (SHC) national review of feedback and complaints 
processes, with meetings on 25 February and 7 March 2014, involving Non-Executives, Executives, 
clinical staff and partnership.   
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 We have moved to full subscription for Patient Opinion. The website is being promoted through the 
Ward Welcome Boards; local banners; NHS Lanarkshire web page; weekly staff briefing; press release; 
Facebook and Twitter.  We are also reviewing all external communication with the public with a view to 
ensuring that this is included in future correspondence.    

 Listening Stations have been in place for four weeks at Monklands Hospital and, following a further two 
weeks, the initiative will be evaluated and spread as appropriate. 

 During March 2014, a test took place in the emergency receiving unit at Monklands Hospital using a 
post-discharge question set. Findings from this will be showcased on the HIS Your Care Experience 
website.   

 Agreement has been given in principle to collate anonymised patient feedback data derived from 
questionnaires used in revalidation of doctors in NHS Lanarkshire.   

 The national elearning module on handling feedback and complaints has been adapted for local use and 
integrated into a blended learning package.  This programme commenced in early February 2014 and 14 
targeted sessions were delivered for acute medical nursing staff during February and March 2014. The 
programme will continue through until December 2014 and be evaluated throughout. As at week 
beginning 28 March 2014, 219 members of staff have completed this training. 

 The Executive Director for Nursing, Midwifery and Allied Health Professionals and the Head of Patient 
Affairs met with the Scottish Public Services Ombudsman (SPSO) in February 2014 to learn his 
perception of complaints handling by NHS Lanarkshire; and to discuss key learning from the Master Class 
events held by NHS Education Scotland (NES) and the SPSO’s office between October and December 
2013. 

 Local protocols have been obtained from a range of other NHS Boards.  These are being reviewed to 
identify opportunities for improving practice, in particular relating to risk assessing / triaging complaints 
and contacting complainants by telephone at the outset. A risk assessment framework was discussed at 
the Care Assurance Board on 6 March 2014 and the Acute Divisional Management Team on 11 March 
2014 and will be discussed at the Community Health Partnership Management Teams. The aim is, 
following this consultation, to implement the risk assessment framework in June 2014 in the Acute 
Division and in July 2014 in the Primary Care Division. 

 A formal process of Executive review of a random sample of complaints involving the Chief Executive, 
Medical Director and the Director for Nursing, Midwifery and Allied Health Professionals, supported by 
the Head of Patient Affairs, was tested at Monklands Hospital in February 2014, undertaken at 
Hairmyres Hospital in March 2014 and will be undertaken at Wishaw General Hospital in May 2014.  As 
the initial test was considered to be productive the process will be extended to include the Community 
Health Partnerships in April 2014; and will be continued for one year before further evaluation. 

 A local Complaints Masterclass with senior colleagues and members of the Public Partnership Forums 
will take place on 4 April 2014.  The aims of the event include widening awareness of the importance of 
patient-focussed responsiveness and accountability.  NES and the SPSO have been involved in the 
development of the programme for the event.  Nominations have been sought from senior staff involved 
in the complaints management process and speakers have been secured from the SPSO, the University 
of Stirling and the Wheatley Group (which has won accolades for its customer-facing activities). 

 We are also introducing a risk assessment tool for complaints which will categorise the consequences of 
a complaint. Alongside this a modified flow chart has been developed which includes escalation of 
category 1 complaints and links this to the consideration of a significant adverse event review. 

 In summary, NHS Lanarkshire is seeking to establish a blended approach to inviting and collecting 
feedback which aims to enable and encourage patients, carers and families to tell us about their 
experiences.  It is recognised that patients, carers and families may be wary about providing feedback, 
particularly at point of care, so we are continually looking at different ways and times of collecting 
feedback during the patient’s journey. A discussion paper was presented to the Care Assurance Board on 
6 March 2014 setting out existing and planned activities in these areas. Our model is informed by The 
Health Foundation – Measuring patient experience - June 2013. 
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More generalisable 

1.  
Postal surveys 

Distributed Questionnaires 
Survey Monkey 
Comment Cards 

Less descriptive 

2.     
Cancer Services 

Lanarkshire Links 
Maternity Services Liaison Group 

 

More descriptive 
3.  

Your Care Experiences 
Public Partnership Forum 

 

4. Patient Experience Indicator 
Patient Opinion 

Telephone interviews 
Listening Stations 

Less generalisable  

Action: Development of a Quality Assurance and Improvement Dashboards 

 The improved use of data intelligence is key to enabling NHS Lanarkshire to gain assurances about the 
quality of care provided and to direct improvement activity.  To achieve this a three tiered approach is 
being developed: 

 A Board scorecard which will be in place during 2014. This will include priority, high level 
indicators.  Correlation with the corporate risk register will take place.    

 A Lanarkshire Quality Assurance Dashboard is being developed for the Healthcare Quality 
Assurance and Improvement Committee (first draft will be available in April 2014). It will include 
high level indicators such as those used in the Scottish Government Hospital Scorecard as well as 
other identified priorities (acute, primary care and mental health).  Specific indicators will be 
selected each year for inclusion in the dashboard reflecting the Board’s quality goals as well as 
areas of risk to quality. The data will be displayed in a way to make it easy to identify trends and 
variance and a standard set of data interpretation questions are being developed for Non-
Executives. 

 Specialty and service level quality dashboards will be developed to support specialties and teams 
to assess the quality of their care and focus improvement activity. The indicators for 
orthopaedics (first pilot speciality dashboard) will be agreed at a meeting 2 April 2014 and 
implementation across all specialities / services will be achieved by December 2015. 

 
MEASURES: 

 Improved delivery of continuous improvement as measured by: 
 All clinical leaders and managers have expertise in quality improvement and are utilising this 

to improve the quality of our care by December 2016 
 Provision of high quality training environment for junior doctors where they report that they 

are supported in providing good quality and safe care 
 By December 2016 we have developed 100 individuals who have expertise in quality 

improvement and have capacity to support the organisation on major improvement 
initiatives and also to coach and advice front line staff on local improvements 

 

 Improved learning from data on adverse events and harm as measured by: 
 100% coverage of the multi-disciplinary mortality review process and web-based IT System 

across the three acute hospitals by December 2015 
 100% of operational management teams using information on incidents from Datix, 

complaints and significant adverse event reviews to influence their focus and assessment of 
performance by December 2014 

 90% of front line staff surveyed report that they have received feedback from adverse events 
they have reported by December 2014 (P) 

 Improved clinical communication with 95% of discharge letter produced within 6 weeks of 
discharge by September 2014 
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 Improvement in the care of deteriorating patients / sepsis as measured by: 
 95% reliability in MEWs in Accident and Emergency and Emergency Receiving areas 

December 2014 
 95% reliability in MEWs in all areas by end December 2015 
 Active testing structured response with data in pilot areas and 3 Emergency Receiving Units 

by March 2014, 95% reliability by 2015 
 Active testing daily goals with data in 3 pilot areas by March 2014, 95% reliability by 2015 
 95% reliable delivery of SEPSIS 6 in pilot areas by June 2014, 10% reduction in sepsis related 

mortality by December 2014 
 

 95% of acute ward staff are competent in the skills required to support deteriorating patients by 
December 2014 

 

 Improved person centred care through initiating quality improvements as a result of learning from 
feedback from patients and relatives as measured by: 

 Patients reporting that staff are dealing with issues as they arise (to develop new question as 
part of Patient Experience Indicator) 

 Staff reporting improved empowerment to resolve issues raised by patients, carers and 
families and feel empowered and supported to apologise (P) 

 A reduction in the proportion of complaints about staff attitude and behaviour from 30% to 
20% by December 2015 (P) 

 The number of staff completing the blended learning programme, 400 by end of March and 
2000 by  December 2014 

 Improved performance against the national 2014 Patient Experience Survey setting 
improvement goals in conjunction with Public Partnership Forums 

 Demonstrate by December 2014 that the level plaudits exceed the number of complaints at 
hospital and ward level by 10:1  

 Improvement in the assessed person-centredness of our complaint responses (currently 
agreeing how this will be achieved using an external review) 

 

 Improved use of data to drive improvement at a speciality / ward as measured by: 
 95% of specialities / wards have Service Quality Dashboards in place and actively being used 

to drive improvements (covering person centred, safe and effective care) by December 2015. 
These will be linked to the corporate Quality Assurance and Improvement Dashboard in 
order to provide assurance and escalate concerns.  

 

4.  Building workforce capacity and capability 

 
What the HIS Review told us about workforce support and development: 
HIS recognise existing workforce challenges and the work done in Lanarkshire to date on medical and nursing 
staffing.  They raised concerns about the level of staffing particularly during out of hours and at weekends.  
Additionally they have recommended that we focus our improvement effort on the busier hospital areas. 
 
OUTCOME: 
That staff and the public will have confidence that the level of resources in our busiest areas is right to 
enable care to be provided safely and consistently. That the models of care we provide are built around 
patients, taking account of the workforce that is available and underpinned by effective rostering, leading to 
less reliance on bank and locum staff. 
 



 

17 
Report on HIS Action Plan March 2014 (31.3.2014 Final, 1pm) 
 

 

Quality and safety of patient care is at the heart of everything we do and we support a culture of openness, 
transparency and candour, exhibiting our organisational values of Fairness, Respect, Working Together and 
Quality in all our interactions. 
 
Staff are held to account for the delivery of person centred, safe and effective care.  
 
Action: Support and development of nursing workforce 

 We are currently recruiting additional permanent nursing staff taking our investment over the last 12 
months up to £1.9m.  The opportunity was taken at the Board Seminar on 13 March 2014 to generate 
detailed discussion on medical and nurse staffing. A further paper was considered by the Lanarkshire 
NHS Board on 26 March 2014 approving, following a detailed review of acute nurse staffing, a further 
investment of £3.1m in acute nursing. This nursing workforce review was presented to the Scottish 
Government Professional Advisor Nursing and Midwifery Workload and Workforce lead on 20 February 
2014, who commended the approach used in Lanarkshire and encouraged the Board to write this up for 
presentation nationally. 

 A revised recruitment process is being developed, this will focus on band 2 and band 5 nurses in the first 
instance it is intended that this will complement the work already commenced using a values based 
approach to the recruitment of Nursing, Midwifery and Allied Health Professional staff. Staff also 
identified issues with the operation of our staff bank and to address this, a review of the bank was 
completed in early March 2014. 

 The rostering policy was redrafted in partnership with staff and approved by the Human Resources 
Forum on 14 March 2014. To support the revised policy, master classes were developed and these 
commenced on 20 March 2014. In addition, a test was undertaken of the new rostering methodology 
with staff from the three accident and emergency / acute receiving units on 5 February 2014 received 
good feedback. 

 Clarification was provided during the review and it continues to be the case that hospital cover starts 
from 5pm to 9pm weekdays and core hours at weekends. During this time charge nurses are 
supernumerary in relation to their ward. The opportunity has also been taken to complete a broader 
review of this function and its duties and this was considered at the Senior Nursing, Midwifery and Allied 
Health Professionals Leaders meeting on 28 February 2014.   

 The HIS Rapid Review team requested confirmation of strengthening of nursing leadership in an area. 
This issue was resolved on the day, however nursing staff at the acute hospitals have been reminded, 
through the senior charge nurses, that cover for breaks and other commitments need to be planned 
effectively. There is also senior nurse cover available at each hospital to which staff can escalate any 
difficulties in achieving sufficient cover on their wards.  

 A focus group involving the Executive Nurse Director and other senior nursing colleagues was held with 
18 senior charge nurses to identify the factors influencing excellence in ward care in February 2014. The 
development of a ward assurance system is being explored with two other Health Boards and during 
April 2014 a workshop with a reference group consisting of around 40 senior charge nurses will take 
place to explore this further. It is intended that by September 2014 a decision will be taken on future 
plans. 

 
Action: Support and development of medical workforce 

 NHS Lanarkshire has been at the forefront of developing job plans to enhance consultant presence across 
seven days in a number of specialties, often supported by advanced nursing roles along with other non-
medical practitioner roles. Services already covered in this way with formal consultant sessions include 
Emergency Medicine, Radiology, Anaesthesia and Intensive Care Medicine, Obstetrics and Neonatology. 
Advanced practitioners roles have been developed in Emergency Medicine, Neonatal and Adult Intensive 
Care and Hospital at Night Services among others. However this has proved to be insufficient to meet the 
increasing patient needs across all specialties 
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 A detailed risk assessment of medical staffing is being undertaken. This involves a methodology of a 
detailed analysis of current medical staffing and risks relating to the capacity to deliver safe sustainable 
care when assessed against current professionally recognised standards. A review of existing controls is 
being undertaken quantifying the remaining risk level and using this to inform a future workforce plan 
that will achieve our ambitions of safe, effective, consistent person centred care. An initial structure of 
the risk assessment was completed and agreed with our Corporate Risk Manager.  The risk assessment 
will be applied across all “front door” specialities to allow the Board to consider how to implement more 
effective controls against any workforce risks.  Inclusion of all specialities is likely to take up to 12 months 
but with the methodology has been tested initially for general medicine / acute receiving.  An update on 
progress was given by the Medical Director (Acute Services) to the Board at a seminar on 13 March 2014. 
This work has also been submitted for external review and feedback with positive feedback on the 
process and the chosen standards and it will be further peer reviewed once completed. The Board agreed 
in principle to support proposals to develop consultant expansion in the general medical specialties to 
strengthen emergency medical receiving across seven day services and more detailed proposals will be 
discussed in further detail at the April 2014 Board meeting. 

 Consultant Physician expansion has already taken place at Wishaw over the past few years with working 
patterns supporting consultant sessions in emergency receiving until 11pm five days a week and 
considerable presence at weekends. Some further expansion is required to formalise sessional weekend 
cover and include consultant input to specialty ward cover at weekends. 

 Consultant Physicians at Hairmyres Hospital have altered working patterns to provide sufficient sessions 
five days per week to support senior medical input to the care of emergency admissions.  Further work is 
being progressed to enhance seven day presence and also to specifically address the senior input to care 
for patients in the specialty wards as well as maintaining planned care duties. This will require significant 
consultant expansion. 

  The model of physician of the week was implemented at Monklands Hospital from 10 February 2014 and 
this ensures same level of senior cover as currently exists at Hairmyres. However implementing this 
change is likely to have an impact on less urgent and planned aspects of patient care (ward based care of 
patients in longer stay speciality wards and outpatient clinics). The effects will be monitored and 
adjustments made until the full resources (primarily Consultant expansion) to support this change are in 
place. 

 The medical management team are continuing to review all options to ensure optimum cover of specialty 
wards within the existing consultant resources with a focus on the timing and number of concurrent 
consultant ward rounds to support regular review and timely discharge. 

 The training quality and service contribution of doctors in training has been reviewed by the 
Postgraduate Dean and there has been a collaborative approach between the Deanery and the Director 
for Medical Education to agree an action plan to address areas for improvement. Different patterns of 
working for doctors in training will be explored to support learning and clinical skills development whilst 
contributing to seven day services with enhanced consultant support and supervision. The Board will 
receive regular reports from the Director for Medical Education on progress against this action plan and 
any other significant issues that may arise e.g. outcomes from Quality Management visits to training 
departments by the Postgraduate Deanery.  

 As part of the medical staff risk assessment, a review of the contribution of advanced nursing roles along 
with other non-medical practitioner roles will be incorporated to ensure effective team working and 
optimal use of resources 

 In order to enhance clinical decision making, work has commenced on the development of an on line 
clinical guideline / protocol resource with the aim of having this search engine facility in place by the end 
of March 2014 with full population / migration of existing guidelines to a single point over the next 12 
months.  
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Action: The Wider Workforce 
Whilst the nursing and medical workforce is key to the provision of safe and effective patient care, their role 
and contributions are only enabled with the support of the wider workforce. There is an absolute 
recognition that safety and quality is everyone’s responsibility, and that every single member of staff in NHS 
Lanarkshire has their part to play.  
 
It cannot be emphasised enough that leaders and managers in all areas have particular responsibility as role 
models and enablers in the promotion of safety and quality and must demonstrate this through their 
everyday actions and behaviours.  
 
In response the local implementation of EVERYONE MATTERS: the 2020 Workforce Vision individual and 
programme based development support is now being provided to all newly appointed leaders and 
managers. Programme content has been updated to ensure a safety and quality improvement focus and in 
addition a range of opportunities is available to those already in leadership and management positions. 
 
Notwithstanding, additional personal development initiatives focusing on transformational leadership skills 
to will be provided to ensure leaders put safety and improvement first. This will start in the coming year with 
the senior leaders of all disciplines in the reviewed Acute structures with a plan to extend to others across 
the organisation including the HSCPs and corporate and support functions. 
 
In addition for all staff there are a number of actions underway that are designed to embed values, including 
quality and teamwork, and bring these to life in a meaningful way for people working in different settings. 
 
These include: 

 A plan to extend values based recruitment (already in place for NMAHPS) to all staff targeting clinical 
staff and their support workers in the coming year. A visit has been arranged to the Golden Jubilee 
National Hospital to learn from their experience of applying values based recruitment for medical 
staff.   

 Values based corporate induction for all, including medical staff 

 Promotion of the Values in Action Team Resource pack to facilitate commitment to action  

 Continued focus on effective PDPs and appraisal with renewed focus on individual performance 
management to so that people are clear about what is expected of them and held to account for 
their behaviours and responsibilities 

 Provision of blended training and development approaches around listening to feedback, learning 
from complaints, safety and improvement. 

 
Against this backdrop creating a safe and open environment for learning from experience including adverse 
events, complaints and positive feedback and experience will be vital.  
 

MEASURES: 
 
Improvement in the quality of care provided in wards as measured by: 

 Each ward will have an annual plan to improve care against indicators within the ward dashboard 
from April 2014 

 95% of wards achieving the our ward assurance standard for excellence by December 2017 (P) 
 Reduction in nurse bank usage from 13% to 6% or below by July 2015 

 
Improved level and skill mix of medical staffing available out of hours in the acute hospitals in line with 
external peer assessment by March 2015 
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Improved effective multi-disciplinary working on wards by every ward has an agreed level of concurrent 
ward rounds by July 2014 
 
Clinical staff have immediate and easy access to NHS Lanarkshire ratified clinical guidelines and protocols 
with the full collation of existing guidelines to a single point and establishing an improved governance 
arrangement by March 2015. 
 
Wider workforce contribution to person centred, safe and effective care as measured by: 

 Leadership development activity with impact measured 

 Evidence of values based recruitment in use for all clinical staff 

 PDPs at 80% and being maintained at this level 

 Staff survey to see impact of on the questions 8a – 8f2 (overall experience) 

 Learning provision around complaints and feedback evaluated 
 
 

5.  Robust programme and project management 

 
The delivery of these actions and others contained in the NHS Lanarkshire Action Plan in response to HIS A 
Rapid Review of Safety and Quality of Care for Acute Adult Patients in NHS Lanarkshire Acute Hospitals are 
led by the Chief Executive and the Chair with the support of Board Members and the Executive Team. 
Achieving the action plan to date and going forward (phase two of the action plan with focus on the longer 
term target dates), the quality vision and strategy requires focussed commitment and the effective delivery 
of interdependent actions and workstreams.  To ensure a robust, consistent approach a dedicated 
Programme Manager is in place. There is clear accountability for delivery at all levels of the organisation 
with processes to identify actions which are not progressing, or having the intended outcomes, so that 
prompt interventions can be made to rectify this.  Sections of the action plan are being led by Executive 
Directors who have identified existing groups / workstreams to drive improvement.  Many of these actions 
will be delivered through the revised acute management arrangements with performance monitored closely 
at a site and division level. 

 
 

Ian Ross 
 
Chief Executive 
NHS Lanarkshire 
 
31 March 2014 
 
 
 
 

                                                           
2
 8a Care of patients/service users is my Board's top priority; 8b I am able to do my job to a standard I am personally pleased with; 8c I am happy to 

go the 'extra mile' at work when required; 8d I would recommend my Board as a good place to work; 8e I still intend to be working within my Board 
in 12 months’ time; 8f I am satisfied with the sense of achievement I get from work 



NHS Lanarkshire Action Plan in response to Health Care Improvement Scotland: A Rapid Review of the Safety and Quality of Care for Acute Adult Patients in NHS Lanarkshire, Version 3.5 (31.03.14 at 12.00hrs)
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Measure by 31/3/14 Outcome Start Date Target Date Actual Finish Date

Complete 

prior to Dec 

2013

17 17

LEADERSHIP & GOVERNANCE Board institute an immediate review of its committees and supporting 

groups I Ross Complete Review complete 

Improved clarity of governance, focus and decision making, 

ensuring sharper and clearer lines of accountability through CMT 

and the Board for delivery. 03-Jan-14 31-Mar-14 24-Mar-14

17.01 17

LEADERSHIP & GOVERNANCE Review of  committees and supporting groups - follow on for  

implementation I Ross On Target

Performance management of Implementation of revised 

committee/supporting group structure in place

Improved clarity of governance, focus and decision making, 

ensuring sharper and clearer lines of accountability through CMT 

and the Board for delivery. 01-Apr-14 31-Dec-14

21.04 21
LEADERSHIP & GOVERNANCE

Acute Division review clinical governance and quality improvement 

arrangements for each site J Burns Complete

 Clinical governance and quality improvement  arrangements 

reviewed Improved clarity of governance, focus and decision making 03-Jan-14 31-Mar-14 28-Mar-14

21.05 21
LEADERSHIP & GOVERNANCE

Establish that Executive Directors and their senior teams undertake 

planned and unplanned site visits I Ross Complete Process set up for all information on visits

Improved culture of safety. Improved escalation and resolution of 

risks and safety concerns 03-Jan-14 31-Mar-15 03-Feb-14

21.05.1 21
LEADERSHIP & GOVERNANCE

senior teams undertake planned and unplanned site visits I Ross On Target Number of visits undertaken and feedback provided 

Improved culture of safety. Improved escalation and resolution of 

risks and safety concerns 03-Jan-14 Ongoing Ongoing 1 2 4 11 5 9 7 8 11 5 3 4

1.01 1 OPERATIONAL EFFECTIVENESS

Utilise discharge letter report to monitor and improve timescales for 

discharge letters H Kohli On Target

Measure discharges dicated within 10 working days and 

verified by 15 with target of 95% reliably achieved by 

September 2015 Improved clinical communication and SMR data 01-Nov-13 30-Sep-15

1.02 1 OPERATIONAL EFFECTIVENESS

Reinforce with clinical and operational teams importance of timely 

discharge letters H Kohli Complete

Awareness raised with clincicans and information provided 

(Info & Guidance Packs) by March 2014 Improved clinical communication and SMR data 01-Nov-13 31-Mar-14 21-Mar-14

1.02.1 1 OPERATIONAL EFFECTIVENESS

Reinforce with clinical and operational teams importance of timely 

discharge letters H Kohli On Target

Continued measurement for improvement of discharge letters 

coded within 6 weeks of discharge (95% target) Improved clinical communication and SMR data 01-Apr-14 31-Aug-14 76% 83%

1.03 1 OPERATIONAL EFFECTIVENESS

Reinforce the performance of timely discharge letters as part of consultant 

generic objectives H Kohli Complete

Current processes strengthened to reinforce the performance 

of timely discharge letters Improved clinical communication and SMR data 01-Nov-13 31-Mar-14 03-Feb-14

1.04 1 OPERATIONAL EFFECTIVENESS Meeting between NHSL, ISD, HIS to improve understanding of HSMR model H Kohli Complete

NHSL reach common understanding with ISD of HSMR model 

in relation to Lanarkshire Reach a common understanding with ISD of HSMR model 01-Dec-13 28-Feb-14 03-Feb-14

1.05 1 OPERATIONAL EFFECTIVENESS

Develop a medical records capacity plan to meet the ISD timescales SMR 

data H Kohli Complete Medical records capacity plan developed by March 2014 Appropriate capacity in place 01-Dec-13 31-Mar-14 24-Mar-14

1.05.1 1 OPERATIONAL EFFECTIVENESS Medical Records Capacity Plan  - planning element for 2014/2015 H Kohli On Target Planning capacity requirement for longer term Appropriate capacity in place 01-Mar-14 31-May-14

1.06 1 OPERATIONAL EFFECTIVENESS

To determine single approach to mortality and morbidity reviews within 

NHSL,  with systematic process in place and implementation in all 

departments H Kohli Complete

Number of departments / specialities undertaking mortality 

and morbidity reviews Mortality & Morbidity reviews being undertaken  NHSL 01-Nov-13 31-Mar-14 28-Mar-14

1.07 1 OPERATIONAL EFFECTIVENESS External validation of coding carried out by ISD H Kohli Complete Coding validation exercise COMPLETED BY ISD External benchmark available to measure improvement 01-Oct-13 30-Oct-13 30-Oct-13 Yes

1.08 1 OPERATIONAL EFFECTIVENESS Admin and clerical posts released to enhance recruitment of coding team H Kohli Complete Recruitment of frozen posts within coding Improve effectiveness and efficiency of coding 01-Jul-13 30-Sep-13 30-Sep-13 Yes

1.09 1 OPERATIONAL EFFECTIVENESS awareness raising sessions with consultants H Kohli Complete Coding Tutorials on all 3 sites Improve understanding of coding for discharge letters 30-Sep-13 30-Nov-13 30-Nov-13 Yes

1.10 1 OPERATIONAL EFFECTIVENESS Review and recoding exercise of all deaths for 2 quarters H Kohli Complete All deaths recoded for 2 quarters data Improve accuracy of coding and awareness raised with consultants 01-Jul-13 31-Oct-13 31-Oct-13 Yes

2.01 2 OPERATIONAL EFFECTIVENESS

Improve quality of discharge letters through use of template, tutorials, 

information, prompts (Timely element covered in Action 1) H Kohli Complete

95% of discharge letters should have completed all aspects of 

the standard template for discharge letters to improve 

accuracy. This will be confirmed through an audit Improved clinical communication 01-Dec-13 31-Mar-14 24-Mar-14

2.02 2 OPERATIONAL EFFECTIVENESS

Coding Sticker information incorporated onto ECS document (Timely 

element covered in Action 1) H Kohli Complete Coding Sticker data fields on ECS document accurate and complete discharge summaries 21-Oct-13 31-Dec-13 31-Dec-13

8 8 OPERATIONAL EFFECTIVENESS

Simplify the current medical management arrangements and strengthen 

the site specific medical leadership. A Lawrie Action 15 Complete See 15.01 - 15.06 See 15.01 - 15.06 01-Dec-13 31-Mar-14 17-Feb-14

15.01 15 OPERATIONAL EFFECTIVENESS

Review the previous two Acute Divisional structures and assess in terms of 

fitness of previous models and their associated strengths and weaknesses A Lawrie Complete

Development and implementation of new acute management 

arrangements.  

Robust internal management and governance arrangements in 

place in Acute, including simplification of medical management 

and strengthened site specific medical leadership 01-Dec-13 31-Jan-14 04-Feb-14

15.02 15 OPERATIONAL EFFECTIVENESS

Review current structure against the HIS review findings to identify 

weaknesses and levels of complexity A Lawrie Complete

Development and implementation of new acute management 

arrangements.  

Robust internal management and governance arrangements in 

place in Acute, including simplification of medical management 

and strengthened site specific medical leadership 01-Dec-13 31-Jan-14 04-Feb-14

15.11.1 15 OPERATIONAL EFFECTIVENESS

Produce project plan for Flow work at MK covering 6 months period 

oultining pdsa cycles taken with appropriate outcome measure A Lawrie Complete Project Plan for 6 months produced for Flow work at MK Improved patient flow for Monklands Hospital 01-Jul-13 31-Mar-14 31-Mar-14

15.11.2 15 OPERATIONAL EFFECTIVENESS Implementation of the project plan for Flow work at MK A Lawrie On Target Implementation of project plan by September 2014 Improved patient flow for Monklands Hospital 01-Apr-14 30-Sep-14

15.03 15 OPERATIONAL EFFECTIVENESS

Request Health Board structures and roles from other large multi site 

Boards / Trusts A Lawrie Complete

Development and implementation of new acute management 

arrangements.  Learn from practice elsewhere 01-Dec-13 31-Jan-14 04-Feb-14

15.04 15 OPERATIONAL EFFECTIVENESS

Engage with current operational, nursing and medical management on 

structure A Lawrie Complete

Process of developing new structure involves engagement 

with clinical and operational stakeholders. Stakeholder engagements in designing revised structure 01-Dec-13 17-Feb-14 09-Feb-14

15.05 15 OPERATIONAL EFFECTIVENESS

Engage with outside agency (possibly IHM, NES, Consultancy) for expert 

advise re structure A Lawrie Complete

Measures agreed with National Acute Patient Flow Team to 

ensure sufficient skilled local clincial and managerial time is 

allocated.

Learn from expert advise and best practice to redesign patient 

pathways with the aim of reducing bed occupancy and improved 

safety 01-Dec-13 17-Feb-14 17-Feb-14

15.06 15 OPERATIONAL EFFECTIVENESS Produce revised structure paper for sign off at DMT and then CMT A Lawrie Complete Papers for revised structure to be complete Agreed and signed off revised structure 01-Dec-13 24-Feb-14 09-Feb-14

15.07 15 OPERATIONAL EFFECTIVENESS Commence HR process to implement new structure A Lawrie Complete Implementation of new structure Implementation of process to for new structure commenced 24-Feb-14 31-Mar-14 24-Mar-14

15.08 15 OPERATIONAL EFFECTIVENESS

Commence programme on patient flow with a focus on Monklands Hospital 

working with SG National Acute Patient Flow Team A Lawrie Complete Measures agreed with National Acute Patient Flow Team Improved patient flow for Monklands Hospital 01-Jul-13 17-Feb-14 05-Feb-14

15.09 15 OPERATIONAL EFFECTIVENESS

Two half day sessions for individuals from Monklands (and beyond) to 

engage them in the patient flow programme A Lawrie Complete Sessions delivered to staff by February 2014 Improved patient flow for Monklands Hospital 01-Jul-13 17-Feb-14 24-Jan-14

15.10 15 OPERATIONAL EFFECTIVENESS Session with Monklands Hospital Flow Team to set roles and processes A Lawrie Complete Session with Flow Team complete by February 2014 Improved patient flow for Monklands Hospital 01-Jul-13 17-Feb-14 07-Feb-14

15.11 15 OPERATIONAL EFFECTIVENESS Significant mapping session to commence programme work A Lawrie Complete Mapping Session complete by February 2014 Improved patient flow for Monklands Hospital 01-Jul-13 28-Feb-14 07-Feb-14

15.12 15 OPERATIONAL EFFECTIVENESS On-going actions on Unscheduled Care working with SG A Lawrie Complete Measures agreed with National Acute Patient Flow Team Performance on measures agreed with SG 01-Jul-13 31-Mar-14 24-Mar-14

15.12.1 15 OPERATIONAL EFFECTIVENESS On-going actions on Unscheduled Care working with SG A Lawrie On Target Unscheduled Care measures with target 95% Performance monitored for improvement on measures 01-Jul-13 ongoing ongoing

16 16 OPERATIONAL EFFECTIVENESS

Review current management arrangements ensuring sufficient senior 

clinical and operational management at each hospital. A Lawrie Complete See 15.01 - 15.06 and 8

See 15.01 - 15.06 and 8 - Senior clinical and operational 

management on sites with clear lines of accoutnability and 

decision making responsibilites in place and communicated to 

staff. 01-Dec-13 31-Mar-14 17-Feb-14

3.01 3 PATIENT AND CARER EXPERIENCE Put Welcome Boards in place in all wards R Lyness Complete Welcome Boards in all wards Improved communication with patients, carers and relatives 01-Dec-13 31-Jan-14 14-Feb-14

%         

HM 79  

MK 95  

WG 100

%         

HM 79  

MK 100  

WG 100

%         

HM 100  

MK 100  

WG 100

3.01.1 3 PATIENT AND CARER EXPERIENCE

Composite discussion papers on patient experience and complaints for 

Board R Lyness On Target

Develop composite discussion papers (patient experience and 

complaints) which consistently delivers person centred 

responses and present to Board

Improve the quality and person centredness of complaint 

responses and utilise feedback from patients to improve quality of 

care 03-Feb-14 30-Jun-14

3.03 3 PATIENT AND CARER EXPERIENCE Visit to NHS Grampian to review their process and linked outcome R Lyness Complete Visit NHS Grampian Learn from good practice elsewhere on complaints process 01-Nov-13 31-Jan-14 07-Jan-14

3.04 3 PATIENT AND CARER EXPERIENCE Visit to Northumbria NHS Trust to view the best practice R Lyness Complete Visit Northumbria NHS Trust Learn from good practice elsewhere on complaints process 01-Nov-13 31-Jan-14 20-Jan-14

3.05 3 PATIENT AND CARER EXPERIENCE

Meeting with University of Stirling  on role on complaints in transforming 

services R Lyness Complete University of Stirling meeting to support learning
Learn from experts around how to improve "person centred" 

approach to complaints 01-Nov-13 31-Jan-14 31-Jan-14

3.06 3 PATIENT AND CARER EXPERIENCE

Plan roll out of national e-learning module on handling feedback and 

complaints R Lyness Complete

Measures to assess success of responding to complaints in a 

patient-centred way Staff improved skills in handling feedback and complaints 01-Nov-13 31-Jan-14 31-Jan-14

3.07 3 PATIENT AND CARER EXPERIENCE

Visit to Ombudsman to discuss NHSL processes and key learning from SPSO 

/ NES Master classes R Lyness Complete Visit to Ombudsman to support learning Improved person centred response to complaints 01-Nov-13 28-Feb-14 19-Feb-14

3.08 3 PATIENT AND CARER EXPERIENCE

Site level de-brief with Chief Ex / Medical Dir / DoN with acute sites to be 

tested in first quarter R Lyness On Target

De-briefs taken place to gain assurance and improve quality of 

complaint responses, ensuring consistent delivery of person 

centred responses

Gain assurance and improve quality and person centredness of 

complaint responses 01-Nov-13 30-Jun-14

3.09 3 PATIENT AND CARER EXPERIENCE Stakeholder event to take place in April 2014 R Lyness On Target Stakeholder Event arranged 

Gain wide engagement around improving feedback and complaint 

processes 01-Nov-13 30-Apr-14

HIS 3 PATIENT AND CARER EXPERIENCE

Participating in HIS / SHC national review of feedback and complaints 

process - Awaiting feedback from HIS / SHC R Lyness Delayed HIS / SHC National Review participation

Learn from and contribute to good practice on feedback and 

complaints 01-Nov-13 31-Mar-14

4.01 4 PATIENT AND CARER EXPERIENCE Patient Opinion being moved to full subscription R Lyness Complete

Measure how accessibility to the public and patient for 

feedback has improved

Improved accessibility to the public, patients and carers for 

feedback, ensuring patients and carers feel able to provide honest 

feedback 01-Nov-13 31-Jan-14 31-Jan-14

4.02 4 PATIENT AND CARER EXPERIENCE Consideration to "listening / drop in type events" - test Feedback Stations R Lyness Complete Feedback Stations tested

New methods of gaining feedback tested, ensuring patients and 

carers feel able to provide honest feedback 03-Jan-14 31-Mar-14 28-Mar-14

4.03 4 PATIENT AND CARER EXPERIENCE

Consider postal feedback / telephone follow up in line with work being 

carried out by HIS R Lyness Complete Postal Feedback / Telephone follow up consdered/tested

New methods of gaining feedback tested, ensuring patients and 

carers feel able to provide honest feedback 03-Jan-14 31-Mar-14 24-Mar-14

4.04 4 PATIENT AND CARER EXPERIENCE More formal analysis of themes from Facebook / twitter R Lyness Complete Analysis of themes from Facebook / Twitter

New methods of gaining feedback tested, ensuring patients and 

carers feel able to provide honest feedback 03-Jan-14 31-Mar-14 10-Mar-14

4.06 4 PATIENT AND CARER EXPERIENCE

Dashboard at ward level and looking at how plaudits can be collected locally 

on Datix R Lyness Complete Measure plaudits via Datix Improved method to gain positive patient and carer feedback 03-Jan-14 31-Mar-14 28-Feb-14

4.07 4 PATIENT AND CARER EXPERIENCE Collating anonymised questionnaire information from medical revalidation R Lyness Complete Qualitative information collated for learning Improved range of feedback available to learn lessons 03-Jan-14 31-Mar-14 28-Mar-14

6 6
PATIENT SAFETY

Safety Week scheduled for staff to enhance knowledge and understanding I Wallace Complete Improve awareness and understanding on safety and quality Improve engagement and ownership of safety and quality 13-Jan-14 31-May-14 21-Mar-14

18 18
PATIENT SAFETY

Board ensure all SPSP Fellows have protected time to lead improvement 

work I Wallace

Action 6, 

19 Complete SPSP Fellows leading improvement work and coaching others Improved access to and utilisation of expert QI resource 01-Dec-13 31-Mar-14 14-Mar-14

19 19
PATIENT SAFETY

CMT consider a proposal to establish a single Quality Improvement Support 

Team I Wallace

Action 6, 

18 Complete See 6 and 18 Improved access to and utilisation of expert QI resource 01-Dec-13 31-May-14 21-Mar-14

20.01 20
PATIENT SAFETY

Accelerate development of service level dashboards - widely available (pilot 

dashboard in place 31 March 2014) I Wallace On Target

Pilot dashboards in place  for services and specialities and this 

is influencing local improvement Improved use of data to drive improvement at ward / speciality 01-Dec-13 31-Mar-15

20.02 20

PATIENT SAFETY Identify grades of staff to undertake training on the interpretation of data.  

Plan training for Non-Executive Board members on data intelligence. I Wallace Complete

Number of staff who have been identified who have received 

training

Training need identified including for Non-Executive Board 

members. 01-Dec-13 28-Feb-14 21-Feb-14

Appendix 1 



21.01 21 PATIENT SAFETY Prioritise implementation of NHSL OD programme K Small On Target Implement the OD Plan "Values in Action" Improved embedding of organisational values (including safety) 01-Dec-13 31-Mar-15

21.02 21

PATIENT SAFETY SCNs and Lead Clinicians reminded to and supported to undertake team 

safety briefs / meetings I Wallace Complete Safety Brief format revisited 

Improved culture of safety. Improved escalation and resolution of 

risks and safety concerns and provision of feedback to staff. 03-Jan-14 31-Mar-14 24-Mar-14

21.03 21

PATIENT SAFETY Remind staff of importance of personal responsibility to raise concerns and 

deliver solutions K Small Complete

Implement a Progamme of Board wide locality staff forums, 

HR Staff clinics, an elctronic staff concer post box and an 

associated supporting communication plan Improved escalation, resolution of risks and feedback to staff. 03-Jan-14 30-Apr-14 24-Mar-14

21.06 21
PATIENT SAFETY

SLWG consider redesign of Datix forms and how to improve feedback I Wallace On Target

Number of adverse events reported, feedback completed and 

actions undertaken via Datix Improved escalation, resolution of risks and feedback to staff. 03-Jan-14 30-Apr-14

5ab.01 5a and b

PATIENT SAFETY

Reliable implementation of MEWS R Lyness

Actions 

7,10, 11 On Target

Ensure reliable accuracy and frequency of MEWS score with 

95% reliability 

Provide reliable identification of patients whose condition is 

deteriorating and deploy effective, timely and appropriate 

response to patients needs 01-Sep-13 31-Dec-15 78% 78% 80% 77% 79% 78% 78% 75% 76% 76% 76% 77% 80% 80% 85% 90%

5ab.02 5a and b

PATIENT SAFETY

Structured response in testing in pilot areas R Lyness

Actions 

7,10, 11 Complete

Active testing in pilot areas for standardised early intervention 

using care bundle with 95% reliability 

Provide reliable identification of patients whose condition is 

deteriorating and deploy effective, timely and appropriate 

response to patients needs 01-Sep-13 31-Mar-14 24-Mar-14

5ab.03 5a and b
PATIENT SAFETY

Daily goals -improved practice of  ward rounds as a means to anticipate 

care needs and increase patient safety R Lyness

Actions 

7,10, 11 Complete Active testing of Daily Goals with data in 3 pilot areas Improved proactive patient care 01-Sep-13 31-Mar-14 24-Mar-14

5ab.04 5a and b
PATIENT SAFETY

Sepsis reliable spread in pilot areas R Lyness On Target

95% reliable delivery of SEPSIS 6 - Sepsis Six Performed (within 

1 hour) Treatment of septic patients in line with best practice 01-Sep-13 30-Jun-14 53% 48% 48%

5ab.04.1 5a and b PATIENT SAFETY Sepsis reliable spread in pilot areas R Lyness On Target Median time (minutes) to First Antibiotic Dose (TFAD) Treatment of septic patients in line with best practice 01-Sep-13 30-Jun-14 41 50 48

5ab.05 5a and b PATIENT SAFETY Formal education - ABC R Lyness Complete ABC competency is assessed, monitored and recorded Staff appropriately skilled for DPS 01-Sep-13 31-Mar-14 24-Mar-14

5ab.06 5a and b
PATIENT SAFETY

Intentional Safety Rounding testing R Lyness

Actions 

7,10, 11 Complete Measure compliance against SOP in pilot area Improved proactive patient care 01-Sep-13 31-Mar-14 24-Mar-14

5ab.07 5a and b PATIENT SAFETY Patientrack - Produce updated escalation flowchart for MEWS R Lyness Complete MEWS escalation flow chart developed Improve process and collation of MEWS 27-Jun-13 15-Jul-13 23-Jul-13 Yes

5ab.08 5a and b
PATIENT SAFETY

Patientrack - Evaluate demand created through escalation by testing paper 

proforma R Lyness Complete Number of calls/alerts raised Improved response and escalation process 15-Jul-13 22-Jul-13 22-Jul-13 Yes

5ab.09 5a and b PATIENT SAFETY Patientrack - Obtain Rotas for response R Lyness Complete Review rotas Improved process for response to deteriorating patient 01-Jul-13 08-Jul-13 22-Jul-13 Yes

5ab.10 5a and b
PATIENT SAFETY

Patientrack - Formalise, agree escalation process for deteriorating patient 

with lead clinicians R Lyness Complete Escalation process formalised Improve response to deteriorating patients 29-Jul-13 02-Aug-13 02-Aug-13 Yes

5ab.11 5a and b PATIENT SAFETY Develop, agree, endorse  Observation Policy relating to MEWS R Lyness Complete Clinical Observation Policy developed, endorsed Improve process for MEWS 27-Jun-13 15-Aug-13 15-Aug-13 Yes

5ab.12 5a and b PATIENT SAFETY Patientrack - Visit NHS Fife and review working practice R Lyness Complete Visit NHS Fife Learn from good practice 10-Jul-13 17-Jun-13 17-Jun-13 Yes

5ab.13 5a and b PATIENT SAFETY Patientrack - Incorporate Sepsis 6 instruction and detail R Lyness Complete Sepsis 6 incorporated Improved process for Sepsis 6 27-Jun-13 22-Jul-13 29-Jul-13 Yes

5ab.14 5a and b
PATIENT SAFETY

Patientrack - Obtain baseline data for out of hours HECT calls and Crash 

Calls R Lyness Complete Evaluate HECT and Crash Call Improved response  15-Jul-13 29-Jul-13 29-Jul-13 Yes

5ab.15 5a and b PATIENT SAFETY Patientrack - Agree escalation algorithm R Lyness Complete Escalation algorithm developed Improved response for deteriorating patient 15-Jul-13 29-Jul-13 29-Jul-13 Yes

5ab.16 5a and b
PATIENT SAFETY

Visit Salford to learn improvement undertaken and working practice.  

Scoping of ward accreditation R Lyness Complete Visit to Salford Learn from good practice 03-Jan-14 31-Jan-14 21-Jan-14

6a.01 6a
PATIENT SAFETY

Review Executive Leadership of workstreams under SPSP acute phase 2 I Wallace Complete

Review workstreams.  Closure of actions identified through the 

Quality  Walkrounds.  Strengthened leadership arrangements for SPSP 01-Dec-13 31-Dec-13 31-Dec-13

6a.01.2 6a
PATIENT SAFETY

Getting the Board "On Board" with Patient Safety I Wallace Complete Sessions delivered to the Board members

Clear knowledge and understanding of patient safety and the role 

of Board members 03-Jan-14 31-Mar-14 24-Feb-14

6a.02 6a

PATIENT SAFETY

Reformat SPSP Steering Group to oversee all SPSP Programmes I Wallace Complete

Set up of pan Lanarkshire SPSP Steering Group (covering all 

SPSP programmes; acute, primary care, MCQIC and Mental 

Health). Reporting into Healthcare Quality Assurance & 

Improvement Steering Group (HQAI)

Effective senior leadership is in place to lead and manage the 

programme 01-Dec-13 28-Feb-14 25-Feb-14

6a.03 6a
PATIENT SAFETY

Reformatted Leadership Quality Walkrounds I Wallace Complete

Number of Walkrounds and closure of actions identified 

through the Quality  Walkrounds Improved senior leadership and profile of SPSP 01-Dec-13 31-Dec-13 31-Dec-13

6a.03.1 6a
PATIENT SAFETY

Re-instating patient safety leadership walkrounds and development of a 

clear framework to support I Wallace Complete Draft Measurement Framework 

Baseline of March 2015, Culture survey to be completed. Long 

term outcome to improve safety culture. 03-Jan-14 31-Mar-15 28-Feb-14

6b 6b
PATIENT SAFETY

Establish a prioritised plan agreed by the CMT to support expansion of SPSP I Wallace Complete Progress in implementing SPSP prioritised plan

Realistic and prioritised plan implemented and sustained to ensure 

sufficient improvement capacity to support SPSP 03-Jan-14 31-Mar-14 21-Feb-14

6b.01 6b
PATIENT SAFETY

Development of Patient Safety Strategy and prioritisation plan for the 

Board I Wallace On Target Development of strategy and plan Clear prioritised plan for the Board 03-Jan-14 30-Apr-14

6cd.02 6c and 6d
PATIENT SAFETY

Request to HIS to contribute to the development of a bespoke programme 

of QI development I Wallace Complete

Proposal developed and considered by CMT and actions 

agreed with timescale for implementation Support the delivery of continuous improvement 01-Dec-13 31-Dec-13 31-Dec-13

6cd.02.1 6c and 6d

PATIENT SAFETY

Patient Safety Capacity & Capability Plan for QI I Wallace Complete

Invest in QI Improvement Advisors to support SPSP. Develop 

Patient Safety Capacity & Capability Plan for QI

Robust Improvement Advisor support in place to provide practical 

coaching and support with the aim of delivering sustained 

improvement across SPSP.   Capacity Plan to increase knowledge 

skills and understanding of patient safety and quality 

improvement. 03-Jan-14 31-Mar-15 21-Mar-14

6cd.03 6c and 6d
PATIENT SAFETY

CMT and Quality Hub prioritise QI challenges to be addressed I Wallace Complete

Proposal developed and considered by CMT and actions 

agreed with timescale for implementation More focussed and prioritised approach to QI 03-Jan-14 28-Feb-14 28-Feb-14

6cd.04 6c and 6d
PATIENT SAFETY

CMT consider a proposal to integrate QI training into Board learning 

strategy I Wallace Complete

Proposal developed and considered by CMT and actions 

agreed with timescale for implementation Strategy in place to develop and embed QI capacity 01-Dec-13 28-Feb-14 21-Feb-14

6cd18.01 6c, 6d, 18

PATIENT SAFETY
CMT consider a proposal to establish a single Quality Improvement Support 

Team I Wallace Action 19 Complete

Proposal developed and considered by CMT and actions 

agreed with timescale for implementation.  This will provide a 

clear focus on building improvement skills in all staff.  

Effective prioritisation and co-ordination of QI resources enabling 

the delivery of prioritised projects and to build improvement skills 

in all staff. 03-Jan-14 28-Feb-14 21-Feb-14

6e.01 6e

PATIENT SAFETY

HQAI Committee review all SPSP data and data collected for HIS rapid 

review and agree key measures and goals to reviewed each meeting I Wallace Complete

There is evidence of the Board and HQAI Committee 

scrutinising SPSP and LDP performance.  Head of Patient 

Safety  will develop a measurement for improvement 

framework for patient safety as part of overarching strategy 

and plan.

Improved interrogation of SPSP data for robustness and to identify 

improvement. Board actively scrutinises its performance against 

key elements of the SPSP programme. 03-Jan-14 31-Mar-14 13-Feb-14

6e.02 6e

PATIENT SAFETY

CGC escalate to Board measures which identify potential concerns I Wallace Complete

There is evidence of the Board and Clinical Governance 

Committee scrutinising SPSP and LDP performance  

Establish systems for improved Board assurance to enable the 

Board to actively scrutinise its performance on SPSP and review 

learning from the data. 03-Jan-14 31-Jul-14 13-Feb-14

6e.03 6e

PATIENT SAFETY Performance and Quality Dashboard 2014/15 revised format provided to 

Board I Wallace On Target

Achievement against the suite of key measures including SPSP 

measures

Establish systems for improved Board assurance to enable the 

Board to actively scrutinise its performance on SPSP and review 

learning from the data. 01-Dec-13 31-Jul-14

6e.04 6e
PATIENT SAFETY

New Quality Improvement Support Team support bottom up approach to 

SPSP I Wallace Complete

There is evidence of the Board and Clinical Governance 

Committee scrutinising SPSP and LDP performance  Quality Support Team in place and supporting frontline staff 03-Jan-14 28-Feb-14 25-Feb-14

6e.05 6e
PATIENT SAFETY

New Head of Patient Safety will review good practice I Wallace On Target  Achievement against the LDP which includes safety measures

National and international learning influencing NHSL approach to 

safety 03-Jan-14 31-Jul-14

6e.06 6e PATIENT SAFETY Survey Monkey of activity for M&M Reviews H Kohli Complete Evaluate results of survey monkey Inform the areas where there are existing M&Ms within all hospital 21-Jan-14 07-Mar-14 07-Mar-14

6e.07 6e PATIENT SAFETY Develop pre-populated M&M Review forms H Kohli Complete M&M Review forms pre-populated for M&M meets Timely process for M&Ms 03-Jun-13 31-Dec-13 31-Dec-13

6e.08 6e PATIENT SAFETY Develop system to record data from M&Ms and lessons learned H Kohli On Target System tested and developed Improve process for real time feedback and learning 03-Jun-13 31-May-14

6e.09 6e PATIENT SAFETY Electronic repository available for Lessons Learned from M&Ms H Kohli On target Repository System developed Imrpove learning and sharing of M&M Reviews 03-Jun-13 31-May-14

6e.10 6e PATIENT SAFETY Full implementation on all sites H Kohli On Target All sites have M&M Reviews established and active Improved learning and quality  of patient care 03-Jun-13 31-Aug-14

14 14 WORKFORCE

Dashboards being rolled out to enable ward based teams to see trends / 

themes R Lyness Complete Dashboards rolled out Improved use of data to drive improvement at ward level 01-Dec-13 31-Jan-14 31-Jan-14

All acute 

IP Wds 

100%

9 9 WORKFORCE Develop an on line clinical guideline / protocol resource A Lawrie Complete

Completion of development of on-line clinical 

guideline/protocol resource by March 2014 Establishment of a single resource for up to date protocols 01-Dec-13 31-Mar-14 31-Mar-14

9.01 9 WORKFORCE Full population of the on line clinical guideline / protocol resource A Lawrie On Target

Full population of the on-line clinical guideline/protocol 

resource by March 2015 Establishment of a single resource for up to date protocols 01-Apr-14 31-Mar-15

10 10 WORKFORCE

Rerun nursing workforce tool (reflectng actual occupancy) and prioritise 

any additional investment to wards/units with most significant gaps against 

assessed needs. R Lyness Complete

Completion and results of rerun of nursing workload tool 

January 2014 

Nursing workforce planning reflects actual occupancy and 

prioritises investment to areas where there is most significant gap 

against assessed needs. 01-Nov-12 31-Mar-14 10-Mar-14

11 11 WORKFORCE

Implement actions established in paper agreed at NMAP meeting re staffing 

numbers, skill mix, vacancy levels, recruitment timescales, review of staff 

bank, improved rostering R Lyness On Target

Nursing vacancy levels, recruitment, % nursing hours 

attributed to nurse bank, Ad hoc audits of rostering 

arrangements

Improved efficiency and effectiveness of nursing workforce 

effective management of vacancies reducing bank usage and 

improvement in rostering. 01-Nov-12 30-Jun-14

12 12 WORKFORCE

Review the timing and number of concurrent consultant ward rounds and 

timely discharge I Wallace On Target

Percentage wards where ward round processes are  confirmed 

as non problematic

Improved efficiency and effectiveness of nursing workforce 

through efficient application of non nursing practices. 03-Jan-14 30-Jun-14

13 13 WORKFORCE

Senior NMAP Group review the role of Hospital Cover.  Ensure that Senior 

Charge Nurses are not rostered on for their ward while on call for the 

hospital. R Lyness Complete

Completion of review of Hospital Cover by Senior NMAHP 

Group

Improved safety and effectiveness of nursing practices leading to 

improved quality and safety of patient care. 01-Nov-12 28-Feb-14 28-Feb-14

7a 7a WORKFORCE

NHSL undertake a detailed risk assessment of medical staffing and review 

existing controls, quantify remaining risk level and inform workforce plan I Wallace Complete

Completion of risk assessment and actions to mitigate risks – 

to be updated quarterly 

Identify and quantify safety risks due to medical staffing. Improve 

controls, where possible, and identify gaps. 01-Dec-13 28-Feb-14 24-Feb-14

7b 7b WORKFORCE

A standard operating procedure for ward cover and safe handover of care 

for annual leave A Lawrie Complete

Confirmation that SOP is in place in all wards – ongoing 

monitoring via quality walkrounds Patient safety protected when staff are on leave 01-Dec-13 31-Jan-14 17-Jan-14

7c 7c WORKFORCE

Request assistance from HIS and take forward joint work to model and risk 

assess 7 day service + / - reconfiguration A Lawrie Complete

Revised medical workforce models developed and costed 

implementation plan supported by Board 

Expert support requested to develop models of care  built around 

patients and taking account of workforce available 01-Dec-13 31-Jan-14 24-Jan-14

7d 7d WORKFORCE

Develop sustainable model of care and configuration for orthopaedics (list 

of feasible options by 28 March 2014, Preferred option identified by 31 

December 2014) A Lawrie On Target

Review process started 7th Jan, List of feasible options to be 

developed (in line with CEL 4 2010) 28th March, Preferred 

option to be identified 31 December 2014 Improved patient care within orthopaedics 07-Jan-14 31-Dec-14

7e 7e WORKFORCE Ensure regular senior medical input for emergency medical patients I Wallace On Target

Compliance against standards at March 2014, Ward rounds 

profiled across the week, Regular audit of review of patients 

who have been in ERU after 24 hrs

Improved emergency medical patient care to enable regular senior 

medical input throughout the entire patient journey 01-Dec-13 30-Apr-14

*Action 1.02.1 - Data figure shown on Gannt Chart at week comm date: 30th December 2013 demonstrates % for December 2013 (due to lag time this figure is correct as at 31st March 2014 from ISD)

*Action 1.02.1 - Data figure shown on Gannt Chart at week comm date: 27th January 2014 demonstrates % for January 2014 (due to lag time this figure is correct as at 31st March 2014 from ISD)

*Action 5ab.01 - Data figure shown on Gannt Chart  for NHSL MEWS % compliance figure is correct as at 31st March 2014 from LanQIP report

*Action 5ab.04 - Data figure shown on Gantt Chart at week comm date: 13th January 2014 demonstrates % up to November 2013 (due to lag time this figure is correct as at 13th March 2014 from Clinical Quality report)

*Action 5ab.04 - Data figure shown on Gantt Chart at week comm date: 3rd February 2014 demonstrates % up to December 2013 (due to lag time this figure is correct as at 13th March 2014 from Clinical Quality report)

*Action 5ab.04 - Data figure shown on Gantt Chart at week comm date: 10th March 2014 demonstrates % up to January 2014 (due to lag time this figure is correct as at 13th March 2014 from Clinical Quality report)

*Action 5ab.04.1 - Data figure shown on Gantt Chart at week comm date: 13th January 2014 demonstrates % up to November 2013 (due to lag time this figure is correct as at 13th March 2014 from Clinical Quality report)

*Action 5ab.04.1 - Data figure shown on Gantt Chart at week comm date: 3rd February 2014 demonstrates % up to December 2013 (due to lag time this figure is correct as at 13th March 2014 from Clinical Quality report)

*Action 5ab.04.1 - Data figure shown on Gantt Chart at week comm date: 10th March 2014 demonstrates % up to January 2014 (due to lag time this figure is correct as at 13th March 2014 from Clinical Quality report)



TRANSFORMING PATIENT SAFETY AND QUALITY OF CARE IN NHS LANARKSHIRE - Healthcare Quality Assurance and Improvement Strategy (draft March 2014) 

Achieve 
transformational 

improvement in the 
provision of safe, 

person centred and 
effective care for all 

our patients. 

We aim to:

· be the safest 

health and care 
system in Scotland

· have no avoidable 

deaths

· reduce avoidable 

harm

· deliver care in 

partnership with 
patients that is 
responsive to their 
needs

· meet the highest 

standards of 
evidence based 
best practice

· be an employer of 

choice

· develop a culture 

of learning and 
improvement, 
characterised by 
our values of 
Fairness, Respect, 
Quality and 
Working Together

QUALITY VISION

Board 
Leadership 

and 
Engagement: 
strengthening 

governance 
and 

accountability, 
enhancing 

visibility and 
engagement 
and building 

board 
capability

Creating the 
conditions for 

quality

Improvements 
in quality  of 
care (person 
centred, safe 
and effective)

Supportive 
quality 

infrastructure

PRIMARY DRIVERS

Board ensuring strengthened governance 
and accountability for quality

Enhancing Board Visibility and 
Engagement

Building Board Capability and Capacity

Creating and embedding ownership for a 
culture of safety,  quality assurance and 

improvement

Prioritising a people strategy, supporting 
and developing staff 

Improvement and embedding of 
Person Centred Care

Improvement and embedding of
 Safe Care

Improvement and embedding of 
Effective Care

Accomplishing key effective quality goals:
· Achieving the first two aims of the Early Years Collaborative
· Supporting teams in services and specialities to lead and manage their improvement work focussing on the needs of 

their patients and the public
· Improve quality of care through improved unscheduled care patient flow

· Further reduce healthcare associated infections

SECONDARY DRIVERS · Board setting a clear quality vision and strategy which put quality and safety of patients at its heart
· Board focuses its attention, staff resources and decision making towards the quality vision, strategy and goals
· Non-Executives ensure robust scrutiny, assurance and remediation through triangulation of information on patient 

experiences, feedback and complaints, staff feedback and performance data
· Board holds the organisation to account for the delivery person centred, safe and effective care
· Board seeks assurance that the systems of control are robust and reliable and gains validation of effective 

governance through Internal and external audit
· Board ensures a culture and environment of openness, transparency and candour which values and listens to its staff 

and engenders a climate of trust and confidence enabling staff to raise concerns, and gain feedback on actions taken 
· Non-Executive and Executives engage in leadership walkrounds and site visits (planned and unplanned) using prior 

information and open discussion
· Non-Executives reviewing sample complaints / significant adverse events to gain assurance on patient safety and 

culture
· Implementation of Board development plan and learning sessions and building Non Executives’ capability and 

capacity (particularly in relation to data analysis) to provide rigorous challenge and effective decision making,  
becoming the best performing Board team

CHANGES

· Simplify the management structures with purpose to reduce distance from front line to the Board and achieve timely 
decision making

· Implement Everyone Matters Workforce 2020 Vision, the organisational development plan and embed the 
organisational values -  cultivating a positive, engaging organisational climate with accountability and pride for 
quality of care

· Promote and support a learning culture rather than a blame culture
· Ensure clear of lines of accountability for frontline staff and other stakeholders
· Ensure clinical areas are adequately staffed
· Enable continuous staff development and learning (recruitment, training and professional development) supporting 

transformational improvement
· Develop a capability and capacity plan for improving quality ensuring leadership and skills and commitment to 

maximise the impact of improvement methodology

· Strengthen quality assurance and improvement structure, systems and processes 
· Further develop the Quality Assurance and Improvement Dashboard
· Enabling access to and use of data and intelligence on quality of care for assurance and improvement, including 

quality indicators, voices of patients, staff and the public
· Developing expertise in data management, reporting and interpretation
· Learning from national and local good practice and developing strategic links for learning
· Strengthen arrangements for identifying and controlling risks and learning from adverse events, complaints and 

claims

Board setting and demonstrating 
leadership of the vision and strategy

Accomplishing key person centred quality goals:
· Improving care experience as measured by “Must do with Me”
· Increasing the methods of listening and acting on feedback from patients and carer experience and demonstrating 

learning from this has improved the provision of care
· Improving services for people who share equalities protected characteristics
· Celebrating and learning from success

Accomplishing key safe quality goals:
· Board sets patient safety and endorses as a strategic priority: formulating strategy, ensuring accountability and 

shaping culture
· Patient safety prioritised 3 year plan (April 2014 – 2017) – enabling development of whole system safety pathways 

and leading a collaborative framework and approach to support reliable implementation of prioritised areas 
(deteriorating patient, sepsis, falls and pressure ulcers)

· Build a sustainable infrastructure for patient safety and improvement

· Align patient safety with other key board strategic national and local agendas including learning from adverse events

Provide a governance framework for 
accountability for quality

Develop capability and capacity for 
improving and spreading quality

Gain and use intelligence on quality of care

Manage risks to quality

Responsive and timely decision making

 



 

 

Aims: 

Improve safety  

and reliability 

of healthcare: 

• Harm free 

care 

• No avoidable 

deaths  

•A sustainable 

safety culture 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

Patient safety 

strategy and  

proritised 3 year  

plan  

( April 2014 – 2017) 
 
 
 

Build a Sustainable 

Infrastructure for 

patient safety and 

Improvement 

 
Align Patient safety     

with  other key board 

strategic  national  

and local agendas 
 
 

Primary Drivers 
Secondary Drivers 

Our Vision: NHS 

Lanarkshire -The 

safest health & care 

system in Scotland 

Boards Sets 

Patient safety and 

endorses as a 

Strategic Priority: 

Formulating 

strategy, ensuring 

accountability and 

shaping culture 
 

 

- 

Board on Board - develop the capability of the board a framework 

and plan to support  - dedicated seminars – becoming a HRO 

Safety as a standing board agenda item – board to ward / and at all 

governance and relevant divisonal and directorate 

committees  
Board safety dashboard and use of stories; put a “human face” on 

data Involve patients and the public 
Development of a patient safety strategy and prioritized plan for the 

board signed off and endorsed 
Oversee the effective implementation of the prioritsed plan for 

safety 
 Assign executive sponsors and clinical leaders for all work streams  

Weekly Leadership safety walkarounds 

Organisational Patient safety culture survey baseline assessment 

Leadership, ownership and governance at all levels  

Resource allocation –Business case for safety and quality , 

dedicated safety budget and human resource allocation   
 
Establish an  infrastructure and team for patient safety and 

improvement 

Exec Leads, clinical leads and MDT approach to all work streams  

Initiate a Patient Safety Strategic committee  

Implement the three year prioritised plan for patient safety  

encompassing both national and local  strategic priorities 

Reliably Implement, spread and deliver on the prioritised plan for 

patient safety – development of safety pathways – whole system 

approach 

Lead  a local collaborative framework and approach to support 

reliable implementation of prioritised areas –ie DPS, Sepsis, Falls, 

PU 

Develop and implement a measurement for safety framework  

Plan and approach to actively involve patients in all patient safety 

improvement work  

High Level Outcome measures: 

•30% reduction in mortality by 2017 

•Positive safety and continuous 

improvement and learning culture 

•95% harm free care 

Development of a Capacity and capability plan for patient safety 

improvement and human factors training across organisation at all 

levels as part of a broader QI /OD Plan 

Build a critical mass and cadre  of experts in safety and 

improvement and an in house infrastructure  to support effective  

leadership, facilitation, coaching and mentoring of safety work 

Technical / analytical expertise, Ehealth and measurement for 

safety improvement infrastructure to support implementation 

Patient safety aligned and integrated with other key board national 

and local priorities: Person centred care , patient flow 
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Measures – NHS Lanarkshire Action Plan in response to HIS Rapid Review 
 

APPENDIX 4 
Table 1 - Recommendation 3   
Action 3.01 - Welcome Boards in place in all wards 
Outcome - Improved communication with patients, carers and relatives 
Goal  - 100% compliance 
 

 
 
Ward Welcome Boards developed and in place across all the acute hospitals (Hairmyres, Monklands and 
Wishaw).   Measurement matrix to confirm compliance sent to Acute ADNs - 100% complete by February 2014.   
 
 
Table 2 - Recommendation 5a and b   
Action 5ab.01 - Reliable implementation of Modified Early Warning Score - MEWS (NHSL) 
Outcome - Improved response to patients with deteriorating condition 
Goal  - 95% compliance 
 

 
 
Modified Early Warning Score Compliance: Whilst Monklands (marginally) and Hairmyres have improved 
compliance on the previous month, Wishaw has seen a drop in overall compliance. Performance is being 
reviewed through the DPS Workstream Group.  Applying run chart rules, Monklands compliance indicates a 
trend with five consecutive increasing points between Sep 13 and Feb 14, further monitoring will measure 
whether this is sustained. 
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Measures – NHS Lanarkshire Action Plan in response to HIS Rapid Review 
 
Table 3 - Recommendation 5a and b   
Action 5ab.04 - Sepsis reliable spread in pilot areas 
Outcome - Treatment of septic patients in line with best practice, reduction of sepsis related mortality 
Goal  - 95% reliable delivery of SEPSIS 6 Performed < 1 hour 

 
 
Sepsis: Reliable delivery of Sepsis 6 bundle is merged into process of rescue for the Deteriorating Patient, aiming 
for 10% reduction in sepsis related mortality in pilot areas by the end of 2014 from 2012 baseline.  There has 
been a slight drop in overall compliance for NHSL A&E areas over last couple of months, the spread plan and 
performance monitoring is continually reviewed by DPS workstream group.  Applying run chart rules, a shift in 
compliance is evident with six data points above the median between Aug 13 and Jan 14. Further monitoring will 
measure whether this is sustained. 
 
Table 4 - Recommendation 5a and b   
Action 5ab.04.1 - Sepsis reliable spread in pilot areas - Median time (minutes) to First Antibiotic Dose (TFAD) 
Outcome - Treatment of septic patients in line with best practice, reduction of sepsis related mortality 
Goal   - Time to First Antibiotic Dose < 1 hour 

 
 

Sepsis (TFAD): Continues to improve, time to first antibiotic dose reducing and remains below the median.  This 
is reviewed regularly with the DPS Workstream group.  Applying run charts rules; a shift is evident with seven 
points below the median between May 13 and Jan 14 (ignoring those points equal to the median as per rules).  
Further monitoring will measure whether this is sustained. 
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Measures – NHS Lanarkshire Action Plan in response to HIS Rapid Review 
 
Table 5 - Sepsis - NHSL A&E - % patients alive at 30 days 

 
 
Sepsis: The sepsis 6 is being tested within pilot areas, which include the 3 A&E departments, and the 3 receiving 
units. There are 7 inpatient wards engaged with testing. This is in line with the national SPSP sepsis work stream. 
Data shows improved process reliability with sepsis 6, and reduced time to first antibiotic within acute areas. 
Tests are continuing to drive further improvements in process reliability.  
 
  Table 6 -   HSMR Measure IQR08 
  Discharges coded within 6 weeks – NHSL 

Timeliness of SMR01 record submissions (ISD Analysis based on data submitted up to 12/02/13) 

Goal   - 95% of discharges coded within 6 weeks of discharge 

 
Discharges:  Whilst no run chart rules have triggered, there are early indications that NHSL % compliance with 
discharges coded within 6 weeks is improving towards the target of 95%.  This performance is reviewed by the 
Information & Quality Review (IQR) Workstream Group. 
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Measures – NHS Lanarkshire Action Plan in response to HIS Rapid Review 
 
Table 7 - HSMR Measure IQR08 
Discharges coded within 6 weeks – Individual Hospital Compliance 
Goal   - 95% of discharges coded within 6 weeks of discharge 

 
   
Discharges:  All hospital sites continue to work towards achieving 95% of discharges coded within 6 weeks of 
patients being discharged.  All sites decreased slightly in October and November 2013 but have since started to 
increase again from December 2013.  This is performance managed and reviewed on a weekly basis within each 
site with operational management.   Applying run chart rules, Monklands site have triggered a shift with more 
than six consecutive points above the median.  The other two sites both show five consecutive points above the 
median and ongoing review and measurement will indicate whether improvement is sustained. 
 
Table 8 - HSMR Measure – DP04 
Cardiac Arrest Rate per 1000 discharges/deaths – NHSL 
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Measures – NHS Lanarkshire Action Plan in response to HIS Rapid Review 
 
Cardiac Arrest Rate (link to MEWS process measure): The cardiac arrest rate now excludes a number of clinical 
areas from both the numerator (cardiac arrests) and the denominator (deaths and live discharges); this is in line 
with the national safety definition for cardiac arrest rate.  After a run of data points below the median up to 
January 2014, we have seen an increase in this rate in February. Further review suggests there is no one hospital 
contributing to this higher rate in February, just a slight increase overall.  In addition, it is unclear what the cause 
of the reduced cardiac arrest rate from May 2013 was. A process to review cardiac arrests and feedback learning 
is being developed. 
 
Table 9 - Recommendation 5  
Deteriorating Patient / Sepsis Training Plan  
Action 5a and b - Formal education on Deteriorating Patient / Sepsis  
Outcome - Staff appropriately skilled for managing Deteriorating Patients / Patient with Sepsis 

 
 
 

DPS Training Plan  
CLINICAL OBSERVATION POLICY (Staff Completed Evidence Participation)  

CRASH (No of staff attend CRASH)  

ALERT (No of staff attend ALERT)  

MEWS (Staff introduced to new MEWS)  

INTENTIONAL SAFETY ROUNDING (staff introduced to presentation & guide pack)  

SCN SAFETY ROUNDING(Demonstrate Verbal Routine Participation)  

SEPSIS (Demonstrate & Understand Sepsis Bundle)  

RESUSCITATION ILS (% staff up to date with ILS)  

RESUSCITATION BLS (% staff up to date with BLS)  

IV DRUG TRAINING (% trained)  

RGN ABC COMPETENCE (competence and escalation using SBAR)  

CSW ABC COMPETENCE (competence and escalation using SBAR)  

VITAL SIGNS (% compliance of trained CSW)  

 
Deteriorating Patient / Sepsis Training Plan: This DPS Training Plan was introduced in January 2014 to support 
the SCNs within the ward area to monitor and record the competency and training for staff members in 
accordance with the agreed deliverables for DPS Workstream.  Competence and training levels have increased 
since January 2014.  
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Measures – NHS Lanarkshire Action Plan in response to HIS Rapid Review 
 
Table 10 - Screenshot of Ward Dashboard 
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