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Part 1 Statement on quality from the Chief Executive
--------------------------------------------------------------------------------------------Providing high-quality, safe and effective care is at the heart of everything we do here at
Royal Papworth Hospital. We are extremely proud to have gained an excellent reputation
for quality in heart and lung medicine, but we know we must continually work to improve
the care we provide to our patients. This Quality Account provides an overview of the
quality of services that we have provided to patients during 2019/20 as well as our key
priorities for improving quality in the year ahead.
In the last year, our staff and partners have worked extremely hard to maintain our
excellent quality standards whilst delivering the move to the biomedical campus in May
2019. In October 2019 we received our ‘Outstanding’ inspection report and rating from
the Care Quality Commission, becoming the first NHS Hospital to achieve an ‘Outstanding’
rating in all 5 CQC domains, Safe, Caring, Effective, Responsive and Well-Led, and the
first NHS Hospital to achieve ‘Outstanding’ for the Safe domain. As a Trust we will
continue to set high standards and strive to meet all of our performance standards, and
this means that we still have work to do to achieve this ambition and to identify
opportunities to continuously improve.
Through feedback from national and local staff surveys we recognise that we have more
work to do to support our staff and create the best possible environment for them to work
and develop their careers in. We delivered the first phase of our Compassionate and
Collective leadership programme in 2019/20 and are taking this forward in 2020/21 to
ensure that we enable our staff to deliver the very best care for their patients. We have
included further commentary on these matters through our report.
In the last year our Black and Minority Ethnic (BAME) network has made an incredibly
positive contribution to the work and the life of the Trust. It has helped us to celebrate
contributions; to challenge behaviours and to consider how we address the issues faced
by BAME staff. The Trust has worked hard in this year to listen to the staff BAME
community. We have launched a programme of development for our senior leaders on
Equality, Diversity and Inclusion and will be taking this forward in 2021.
Our staff told us that they have felt under significant pressure this year following the move
to our new Hospital and the process of optimisation of our new facilities. In particular we
saw pressures in our critical care unit and put in place remedial actions to support the staff
in that area alongside developing plans to deliver a sustainable service model. This work
has been overtaken by the steps put in place to respond to the national pandemic. Critical
Care remains an area we will continue to support through 2020/21, following the team’s
incredible response to COVID19 and the support and positive outcomes they and their
colleagues across the Hospital provided to our patients from across the East of England
and nationally.
We maintained a focused on Diversity, Inclusion and Equality and Staff Health and
Wellbeing during the pandemic response. The Trust put in place a range of support to
help staff whose emotional and physical wellbeing was affected by the COVID-19
pandemic. This included face-to-face and online resilience sessions and access to an
employee assistance programme that provides online and telephone support for staff and
their families. We procured coaching for managers on supporting the mental health of
their staff, and our chaplain provided tailored support for individuals and teams which has
been much appreciated by staff. Our workforce team received more than 2,000 risk
assessments for our staff members and conducted 690 individual risk assessments for
staff identified as being at greater risk from COVID-19. This work has helped us to
identify which staff members can carry on doing their usual work safely, which need
modifications in order to do so and, in a few cases, which staff members are not able to
carry out their usual role safely. We used the information gained during the risk
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assessment to change some of our usual processes to mitigate the new risks that COVID19 presents to our workforce.
The global impact of COVID19 has been profound, and the public health threat it
represents is the most serious seen in a respiratory virus since the 1918 H1N1 influenza
pandemic. The response to this threat has been managed at national, regional and local
tiers of the public sector (including but not limited to the NHS, Local Government, the
Police Force and the Army). The response has included unprecedented steps which have
impacted on all economic sectors and have restricted civil liberties. Royal Papworth
Hospital (RPH), as a nationally recognised centre of excellence for specialist
cardiothoracic health care, has and will continue to play a leading role in the national,
regional and local response to this crisis. The Trust has undertaken roles in both an
advisory capacity and in our capacity as a direct provider of health care to the population
and we are proud of the outcomes that have been achieved for our patients through the
care and dedication of our staff.
We have continued to build close links with research organisations and industry on the
Campus. The Heart Lung Research Institute (HLRI) was supported through funding from
the UK Research Partnership Investment Fund (RPIF) and charitable donations. The
building project has progressed well with completion scheduled for February 2022. The
Institute will enhance training and career development opportunities for our staff alongside
other health and life sciences organisations on the Campus and deliver an array of
opportunities to enhance the care that we provide to our patients now and in the future.
We are very pleased to be opening the Royal Papworth School which will deliver training
for our staff and the wider NHS. This will be launched virtually in 2020/21.
Our Quality Strategy 2019-22 Royal Papworth Hospital embeds and supports Quality
Improvement within the organisation. It is important for our staff to recognise and believe
that quality is everybody’s business, and we need to ensure that staff feel empowered to
speak up when they feel that patient care is unsafe or the patient doesn’t receive the
service they deserve. We want staff at all levels to feel that they are supported by the
organisation to act and make a change. We want our staff not only to come to work to do
their job, but also to come to work to do their job better.
As a Board we have received regular updates through patient stories and from our staff
through use of staff stories and the reports of our Freedom to Speak Up Guardian, a role
that has been enhanced over the last year through the development of FTSU Champions
across the Trust. We recognise the value of these stories as these allow us to consider
and taken action to address issues that are brought to us in this way and this helps us in
being a listening organisation.
We recognise the value of continuous clinical quality improvement in supporting clinical
effectiveness and in improving patient safety and the patient experience. It is also
recognised that, service improvement and cost improvement will benefit from supporting
the Quality Improvement agenda. Together with our Board of Directors and Council of
Governors, and in consultation with our clinical staff, we have developed a series of
quality priorities for 2020/21 that will help us make the most of the opportunities presented
by our new hospital. These priorities will be addressed later in the Quality Accounts.
As ever, we rely on the support of all of our stakeholders to continue improving our
services and maintain our reputation for care and innovation. I would like to thank all our
staff, governors, volunteers and patient support groups and our system partners for
helping us to deliver some significant milestones in 2019/20 with the safe and successful
move; our Outstanding CQC inspection and the key role delivered by RPH in the
response to the COVID19 pandemic where we achieved some of the best outcomes for
the patients and the population that we serve.
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The information and data contained within this report have been subject to internal review
and, where appropriate, external verification. Therefore, to the best of my knowledge, the
information contained within this document reflects a true and accurate picture of the
quality performance of the Trust.

Stephen Posey
Chief Executive
3 December 2020
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Information about this Quality Report
We would like to thank everyone who contributed to our Quality Report.
Every NHS trust, including NHS foundation trusts, has to publish a Quality Account each year, as
required by the NHS Act 2009, in the terms set out in the NHS (Quality Accounts) Regulations
2010.
NHS foundation trusts are also required by NHS Improvement (NHSI) to publish a Quality Report
as part of the foundation trust’s Annual Report and Accounts (although for 2019/20 the requirement
was set aside for the 2019/20 report as a result of the national response to COVID19). The Quality
Report includes all the requirements of the Quality Account regulations but includes additional
requirements as set out by Monitor in its Annual Reporting Manual and in the document entitled
Detailed Requirements for Quality Reports. Foundation Trusts are given the option of either
publishing their whole Quality Report as their Quality Accounts or removing the additional NHSI
requirements. Royal Papworth publishes its Quality Report in its entirety as its Quality Accounts.
References to Quality Report and Quality Account should therefore be treated as the same
throughout this document.
Part 2.2 Statements of Assurance by the Board includes a series of statements by the Board. The
exact form of these statements is specified in the Quality Account regulations. These words are
shown in italics.
Further information on the governance and financial position of Royal Papworth Hospital NHS
Foundation Trust can be found in the various sections of the Annual Report and Accounts 2019/20.
To help readers understand the report, a glossary of abbreviations or specialised terms is included
at the end of the document.
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Part 2 Priorities for improvement and statements of assurance
from the Board
---------------------------------------------------------------------------------------------2.1 Priorities for improvement
Welcome to Part Two of our report. It begins with a summary of our performance during
the past twelve months compared to the key quality targets that we set for ourselves in
last year’s quality report.
The focus then shifts to the forthcoming twelve months, and the report outlines the
priorities that we have set for 2020/21 and the process that we went through to select this
set of priorities.
The mandated section of Part 2, which follows, includes mandated Board assurance
statements and supporting information covering areas such as clinical audit, research and
development, Commissioning for Quality and Innovation (CQUIN) and data quality.
Part 2 will then conclude with a review of our performance against a set of nationallymandated
quality indicators.

Summary of performance on 2019/20 priorities
Our 2018/19 Quality Report set out our quality priorities for 2019/20 under the three
quality domains of patient safety, clinical effectiveness and patient experience. See our
2018/19 Quality Account for further detail: https://royalpapworth.nhs.uk/ourhospital/information-we-publish/annual-reports
The following section summarises the four quality improvement priorities identified for
2019/20 together with the outcomes. The tables below demonstrate achievements
against the 2019/20 Goals.
Priority 1:
Priority 2:
Priority 3:
Priority 4:
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Quality Improvement / Patient Safety
A Safe Hospital Move
Optimise Lorenzo
Leadership & Culture including Recruitment and Retention

Priority 1
1
Embed an improved
safety culture through
implementation of the
SCORE culture tool
across the
organisation

Goals 2019/20
Outcomes
AIM 2019/20: Implement SCORE Culture Survey in selected
clinical areas across the Trust.

Identify five areas to
survey and to go live
with surveys by July
2019

Ongoing
Area surveyed:
3 South
Aug / Sept 2019
5 North
Sept / Oct 2019
5 South
Sept/ Oct 2019
All results received and action
planning in progress.

2

Deterioration and
Complications

With the permission of the areas,
results will be shared and fed into the
Compassionate Leadership
programme team to inform and cross
reference with findings from this work
stream.
AIM 2019/20: To reduce the ward incidents in relation to the
recognition, escalation and management of deteriorating
patients on the wards.
100% of patients on 5 Complete
NEWS2 online training available on
North ward with a
education intranet site for all new staff
NEWS score of 5 or
more will receive the
Competency achievements recorded
correct actions
on MAPS
according to RPH
escalation guidelines
(DN538) by 2020
Updated to reflect new
wards following the
move
Mindray Monitoring
system training prior
to hospital move and
launch on the 1st May
Establish deterioration
patient study days for
band 4, 5 and 6
nurses and junior
doctors

Complete
 Study days established and
ongoing for all new clinical staff
 Training given to all new staff
during hospital induction
This day was originally developed for
band 4 nursing associates but has
since been implemented into the
Preceptorship Programme on day 6 to
reach a wider audience. It is now
mandatory for all new registered
nursing staff to the trust to attend.
Subsequent to demand from band 5 &
6 nursing staff it was requested they
too had support regarding
identification and management of the
deteriorating patient.
77 members of staff have since
attended these courses.
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Establish competency
assessment for
completing patient
observations for band
2 and 3 HCSW

Complete
 New training programme put in
place in and facilitated by the
education team
 Training ongoing
 32 HCSW have undergone training
at time of writing.

Improve in timely
observations using the
electronic Mindray
system

Complete
• Electronic observations not being
pulled through into Lorenzo
between July and August 2019
• Data missing in patient records
/audit results inconclusive
• Issue resolved in October. Lorenzo
pulling information through from
Mindray
• Now delivering in line with DN538
guidance

ALERT team
responses to NEWS
scores of 5 or more

Ongoing / Issue not yet resolved
Some of the ALERT team data on
responses to NEWS scores stored on
hand held devices not accessible for
download. Lorenzo team currently has
no access to this data. Data can only
be downloaded by the software
development company (M-IGHTY).
Action:
 SQL code requested from MIGHTY to enable Lorenzo/
audit team to download data.
Done just prior to the
pandemic. No response from
M-IGHTY during the pandemic.
Have rewritten to them (July
2020). Awaiting response at
time of writing

Improve in the use of
SBAR when verbally
escalating a patient to
the ALERT and
Medical teams

Ongoing
Audit data on data collected between
July and September 2019 shows that
an improvement is still required on the
use of SBAR when escalating
concerns.
Actions taken:
 Copies of SBAR made available at
nurses’ stations for reference.
 SBAR use is being highlighted
during the deteriorating patient
study days / hospital induction
 Plan put in place to add SBAR tool
into Lorenzo

To explore and
introduce the practice
of out of hours

Partially achieved / Ongoing
 The DN749 (Recognition of the
Deteriorating at night Policy) and

multidisciplinary
Safety Huddles for
Cardiology and
Surgical wards








safety huddles have been
implemented.
First audit on staff’s responses
carried out. Poor response noted
mainly from the foundation year
doctors. Plan put in place for
structured safety huddle.
Due to hospital move and the
COVID19 pandemic, audit
delayed.
A more structured hospital at night
team launched on the 5 August
with a mandatory safety huddle
occurring every night.
Future audits on the impact of
hospital at night/ safety huddles to
be carried out.

Evidence of
Complete
documentation
 Ongoing data collection in place
supporting appropriate  Quarterly reviews by ALERT team
escalation of patients
and information shared at
with high risk or critical
ALERT/CPR steering group
early warning scores.
meetings via readmission data
Use of pulse oximeter Complete
probes as per Alert
 All wards/ departments advised to
reference number:
purchase ear probes to prevent
NHS/PSA/W/2018/009
risk and these are now available
titled
on all wards
“Risk of harm from
 Ongoing training at deteriorating
inappropriate
patient study days
placement of
pulse oximeter
probes” published on
18th December 2018
3
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Falls Risk Reduction

AIM for 2019/20: Falls Quality Improvement Project is to
reduce falls by 10% per 1000 bed days by April 2020 for
Cardiac Surgery patients on 5 North.
To reduce falls by
NHSI estimated reported falls rates
10% per 1000 bed
per 1000 bed days for 2015/16 in
days by April 2019 for Acute Trusts is 6.1.
Cardiac Surgery
Baseline data for 5 North collected Apr
patients on Mallard
17- Apr 18 at the old site, shows at
Ward (New Papworth
Royal Papworth Hospital there was an
Hospital - 5 North)
average of 4.60 falls / 1000 bed days.
A 10% reduction from the baseline is
4.14 falls / 1000 bed days.
Since the start of the Quality
improvement project in April 2018 a
number of key changes have taken
place which have affected the amount
of falls recorded.

At the old site from May 2018 to May
2019 there was an average of 4.9 falls
/1000 bed days which is a 0.3 falls
increase since baseline, this can be
attributed to natural variation.
In May 2019 the Hospital relocated to
Cambridge and the patients moved
from open wards into single rooms,
with this move the Trust anticipated an
increase in falls.
The data now shows there has been
an increase in falls, with an average of
5.48 falls per 1000 bed days from July
2019 to December 2019.
As a result of this QI project and an
increased awareness in Falls, the
reporting process has been
streamlined to make it more efficient
for reporting falls, this may also have
contributed to an increase in the
number of reported falls.
April 2020 reports 2.2. falls per 1000
bed days and this is reported monthly
via the Papworth Integrated
Performance Report (PIPR).
Audit continues to be necessary to
evaluate the improvement measures.
This needs to include the use of the
bed rails monitoring form and to
assess the uptake and staff groups
participating in Intentional Rounding.
Roll out and spread
Complete
the good practice on
The roll out and spread of good
Mallard Ward / 5 North practice on Mallard Ward / 5 North has
taken place Trust wide.
Implement multiComplete
disciplinary
The implementation of multiintentional-rounding
disciplinary intentional-rounding forms
forms hospital-wide
hospital-wide has taken place but
there is work still to be done on
ensuring that all members of the MDT
participate. All clinical staff are trained
to carry out intentional rounding on
Trust Induction.
Complete a re-audit of Complete
the use of bed-rails
The FPSN has re-written the Falls
Prevention Policy and written a Bed
Rails Policy to reflect current
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guidelines and the needs of the new
hospital.
Audit the use of falls
prevention care plans

Complete
Monitoring of trends continues with
appropriate interventions.

Review the quality and Complete
completeness of falls
A new falls risk assessment and
risk assessment
combined care plan have been
formulated by the FPSN in order to
make the assessment and care
planning smoother and easier. This
has improved the use of care plans on
the wards.
Use reported Datix
Complete
incident forms and
A mini RCA has been devised and
mini RCA data
added to Datix to improve data
reported from falls on
collection on the root causes of falls
on 5 North to identify
and to enable managers to complete
actions to prevent
investigations with ease. Bathrooms
/minimise falls
continue to be a theme in a large
proportion of falls.

4
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In House Urgent (IHU)
Pathway

Monitor the impact of
Complete
the new environment
The data shows that 7 out of the 8 falls
of single rooms on 5
reported on 5N which caused harm,
North relating to falls
(categorised Low Harm and above),
prevention and
since April 2019 are connected with a
number of falls
visit to the bathroom (87.5%)
AIM for 2019/20:
100% of patients who are referred into the IHU pathway will
be assessed appropriately at MDT
98% of patients on IHU pathway will have their surgery
within ten days (start date = when fit for surgery)
98% of all cancelled surgery will be rescheduled within five
days
Develop pathway
Complete
standards for referral, Entire pathway has been reviewed.
MDT, Cardiology and
Pathway standards written and agreed
Surgery
for referral and MDT. Standards for
Cardiology and Surgery have been
written and all sections except patient
ownership (see below) have been
agreed.
Agree ownership of
Ongoing
IHU patients between Discussions ongoing at time of writing.
Cardiology, Surgery
and ANP
ANP to attend twiceComplete
weekly bed meeting
To engage with the
Complete
Central Bookings
team to ensure
accurate and
equitable allocation of

IHU capacity
Daily monitoring of
IHU spreadsheet,
referrals and waiting
times for IHU surgical
slots

Operational Manager
to assist with the
scheduling and
rescheduling of IHU
patients
Theatre Manager to
assist in the allocation
of IHU patients and
procedure for
rescheduling within
five days
Review IHU pathway
staffing requirement

5
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Building QI Capability

Complete
Data accuracy improved through daily
monitoring of IHU spreadsheet
Moving into business as usual
Ongoing data collection of
key outcome data handed over
to data analyst
Escalation pathway through
ops managers and surgical
directorate established
Complete
Cancellations tracked and recorded
with any unfit / suboptimal work up
cancellations reviewed by IHU team
Complete

Complete
Business case for additional MDT coordinator and additional ANP
successful.
Review the IHU /
Complete
elective surgical
Increase in theatre capacity to
waiting lists
15/week since opening of Theatre 6
Regional meeting for local referring
centres set up
IHU ANP ward round commenced
twice weekly
Weekly visit to CUH to review patients
with a surgical date
Update the PRIS
Upgrade to PRIS to Windows 7
Referral Form /
complete. Ongoing work to make
System
minimum data set mandatory fields.
AIM 2019/20: Build and develop QI capability within the QI
team and across the organisation.
Develop a QI road
Ongoing
This is still in progress: and will be
map to articulate the
direction of travel and carried forward into 2020/21.
in particular how
national, mandatory
and local clinical
audits, other clinical
effectiveness
assurance and
reporting on patient
experience outcomes
will be prioritised in
addition to the Trust’s
quality improvement
priorities

Rebuild the QI team to
full establishment,
reviewing the team
requirements to
achieve the ambitions
that will be set out in
the road map and
recruiting into vacant
posts
Access local and
national training to
support and develop
the QI capability within
the QI support team
Develop a QI faculty
supported by the
leadership team
Development of QI
training tools including
access to online QI
training, face to face
training and
development of
training materials on
individual elements of
QI methodology to
support staff who are
embarking on QI
projects

Expand the
membership of the QI
Steering Group to
include the project
leads for the three
main QI projects,
operational
engagement and
strengthen the links
with service
improvement
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Complete
The team requirement was reviewed
and we have recruited a Clinical Audit
and Improvement Manager 1wte.
Recruitment into vacant posts will be
ongoing.

We have commissioned master class
QI training for the clinical audit/ QI
team via EAHSN, This will help build
capacity and capability in the team
and support training across the wider
organisation. Delivery of the
programme is planned in 2020/21.
We have introduced the links to the
Improvement Academy online Bronze
training. Any staff member who would
like to be involved in QI is encouraged
to undertake this on line introduction
training; this is free at no cost to the
Trust. We receive regular reports from
the Improvement Academy on
numbers of Papworth staff who have
accessed the training.
Fourteen staff have completed the
bronze QI training to date, and three
have completed the human factors for
QI training. Twelve of those that
completed the Bronze QI training were
senior staff that is, Band 7 or above
Nursing/Allied Health Professionals or
Medical staff. All three who completed
the Human factors training fell into this
clinical group. Basic principles of QI
are now delivered on the
preceptorship training and
unregistered nurse training
workshops.
The QISG Terms of reference have
been updated during 2019/20 with
wider engagement and a wider focus
on improvement.

Priority 2
1
A Safe Hospital Move

Goals 2019/20
Outcomes
To safely move the Royal Papworth Hospital from its existing
site in Papworth Everard to the new hospital site on the
Cambridge Biomedical Campus, with particular emphasis on
preparing the staff for a safe move during the two-week cutover
period in April / May 2019.
This priority has been fully achieved.
The hospital move was conducted over the course of three
weeks from 23rd April – 7th May 2019; extensive consultation,
planning and exercise testing took place prior to the move to
ensure the transition to the new site was efficient for both
patients and staff, with safety as the upmost priority for all. A
Hospital Cut Over group was established to plan and execute
the move, and the cutover plan was shared with stakeholders
who included the Emergency Planning and Resilience Forum,
Cambridge University Hospitals Operations Team, ambulance
service partners, referring hospitals and commissioners (local
and specialist).
Departmental and operational readiness projects, desk-top
exercises, scenario exercises, emergency planning and
command and control training were all undertaken prior to the
move and a series of comprehensive familiarisation events and
workshops provided staff with confidence and assurance in
their new place of work.
Command and Control was established at the new site and was
in place from 26 April to 7th May 2019 (the main cutover period)
of the move schedule. Video conferencing was in place through
Command and Control to maintain face to face contact with the
old site during Command and Control briefings. A set agenda
and use of action cards help maintain the efficiency and smooth
running of Command and Control.
The site move was conducted safely as planned, concluding
with the transfer by the East of England Ambulance Service
and Amvale of thirty-nine inpatients and nine critical care
patients to the new hospital in just one day, rather than the
scheduled three.
All staff worked incredibly hard and demonstrated upmost
professionalism throughout, making the move a complete
success and without incident. The first patients were welcomed
into the new Royal Papworth Hospital on the 1 May 2019.
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Priority 3
1
Delivery of the Lorenzo
Digital Exemplar
Programme

Goals 2019/20
Maximise benefits
from the Lorenzo User
Group

Outcomes
The User Group has been running
monthly; however the group is often
not quorate due to competing
demands during the year. However,
we have been able to influence the
DXC roadmap with Personas UI based
partly upon RPH feedback and
ongoing engagement with DXC and
RPH teams.

Delivery of
competency based
learning programmes

Competency based programmes of
learning have not been delivered; the
move to the new site has necessitated
these being put on hold for the
foreseeable future.
Real-time bed management
incorporating Lorenzo on the wall,
project is still in flight seeing early
benefits on first ward. Awaiting dates
to deploy to other wards, this is due in
the next few weeks.

2

3
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Deliver a safer and
improved patient
experience

Improve our ability to
utilise data for quality
assurance, research
and audit

Implementation of
real-time bed
management

Real-time bed management
incorporating Lorenzo on the wall,
project is still in flight seeing early
benefits on first ward. Awaiting dates
to deploy to other wards, this is due in
the next few weeks.

Reducing the average
length of stay for
elective patients

Progress against this goal has been
affected by the impact of the COVID19
pandemic.

Closed loop
medication distribution
Vein to vein blood
administration

To be taken forward in 2020/21

Develop a ward and
Trust wide dashboard

Trust wide and local dashboards have
not commenced due to pull on
resources

Increase the number
of Clinical Data
Capture forms to
enable capture of
structured clinical data

Clinical Data Capture form numbers
have more than doubled in the last 12
months increasing structured data
capture, a number of reports have
been created to exploit these new
forms increasing both the reuse of
data but also the secondary use of
data.

Partly delivered and to be taken
forward in 2020/21

Priority 4
To retain, attract and
1
recruit a diverse
workforce

Goals 2019/20
Outcomes
To retain, attract and recruit a diverse workforce who
share the values of Royal Papworth Hospital NHS
Foundation Trust, providing them with a high-quality
recruitment and onboarding process. (Figures in brackets
are baseline at March 2019)
Staff Friends and
Treatment: 87.5% (88.5%)
Family score (%
Recommend to Work: 62.7% (63.3%)
strongly agree/agree)
Turnover of staff
March 2020 14.8% (19.42%)
(annualised) %
Vacancy rate
March 2020: 9.4% (March 2019
11.01%)
Nurse Vacancy Rate
Qualified staff
Registered nursing vacancy rate
including pre-registered nurses 8.04%
(excluding PRN 9.31%)
(March 2019: 4.34% / Excluding PRN
9.5%)
Unqualified staff
Unregistered vacancy rate including
pre-registered nurses 11.57%
(excluding PRN 14.92%)
(March 2019: 28.38%)
Notes:
Our budgeted establishment
increased throughout 19/20.
Registered nurse establishment
increased from 658 in Mar 19 to 711
in Mar 20 which is a 8% increase.
Pre-Reg Nurse are qualified nurses
who are waiting to gain their
registration. They can either be UK
trained and waiting for the NMC to
confirm registration or overseas
nurses undertaking the appropriate
training to gain registration.

2

17

To engage our
workforce

Number of
61
Associate/Assistant
Practitioners in the
organisation
Number of
20
Apprentices in the
organisation
To engage our workforce in defining, developing and
owning an organisational culture that embodies highquality, compassionate care.
BAME staff
Staff survey score 2019 vs 2018
experience: i.
Percentage of staff
i)
55.8% (2018 score: 72.5%)
believing that the
(higher better)
Trust provides equal
ii)
20.5% 2019 (2018: 19.9%)

opportunities for
career progression or
promotion
ii. Percentage of staff
experiencing
discrimination at work
from their
manager/team leader
or other colleague in
last 12 months

Publishing rostering in
a timely manner
Papworth Discount
18

(lower better)
The Trust recognises the challenge it
faces in making substantive progress
to address issues with career
progression for staff from a BAME
background. Working with our BAME
network we have identified that there
were a number of actions where
progress had been hampered by lack
of capacity to implement the
actions/schemes and the subsequent
onset of the pandemic. The Trust,
supported by the Royal Papworth
Charity, has increased capacity to
make substantive progress with:
• Roll out of unconscious bias training
for all staff and consider cultural
awareness training/ information for
line managers and staff
• Reverse mentoring for senior
leaders in the Trust
• Roll out of the career coaching
programme
• Development of those skills and
abilities that relate to career
development for example, networking
and mentoring; communication,
presentations, goals, body language,
image and reputation. These are key
skills which have been shown to
increase career progression.
• Development programmes that are
focused on BAME staff
We have focused on Diversity,
Inclusion and Equality and Staff
Health and Wellbeing during the
pandemic response. We restarted our
Compassionate and Collective
Leadership Programme the
programme in September 2020 and
will initially focus on refreshing our
values, developing a behaviour
framework and the development of
line managers. .
Percentage compliance with our
publication deadline April 2019 –
March 2020 18.2%
(March 2019: 16%)
621 Total Active users (March 2019:

App
Appraisal Rate

Appraisals are of a
good quality
3

To build leadership
capability

Notes: The Trust paused IPRs in
March 2020 as a response to the
COVID19 pandemic and needing to
focus all staff on the response.
Staff survey score 2019 vs 2018

2019: 5.6 (2018: 5.4 (higher better))
To build leadership capability at all levels of the organisation
through a mixture of high-quality internal and external training
interventions.
Staff attending
internal or external
leadership
development
opportunities (YTD
total)
Development and
adoption of a formal
talent management
strategy
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619)
March 2020 84.99% (90.29%)

923 staff accessed non-mandatory
training in 2019/20 (778 in 2018/19)
Source WRES data please note we
have not been able to split this out
into leadership development and do
not hold central figures for those on
national leadership courses.
Strategy agreed and published by
March 2020
We paused progressing this as a
standalone strategy. The
Compassionate and Collective
Leadership Programme identified a
programme of work that included
talent management/career
progression. We will be taking this
objective forward as part of this
programme.

Priorities for 2020/21
Our priorities for 2020/21 reflect the three domains of quality, patient safety, clinical
effectiveness and patient experience. Our priorities are:
Priority

Executive Sponsor

Operational
Lead

Priority 1: Safe
Quality Improvement/Patient Safety
 Building on the QI culture and
capabilities across the Trust
 Patient Safety Initiatives – to continue
to use the SCORE
 Improved diabetes management:
Making Hospitals Safe for People with
Diabetes
Priority 2: Effective/Responsive Services
 Same Day Admission/Preadmission
and prehabilitation/Frailty
 Length of stay/patient flow/use of
resources
Priority 3: Well Led
 Leadership and Culture programme to
continue from 2019/20
 ED led STP system leadership
initiative
Priority 4: Patient Experience:
 Communications: To improve our
patient experience at Royal Papworth
Hospital.

Ivan Graham

Carole Buckley

Priority 5: Digital Quality Improvement
 Deliver a more stable user
experience, reducing numbers of
hours lost to system issues.
 Deliver a safer and improved patient
experience
 Delivering a joined up health record

Jackie McDermott

Eilish Midlane
Ivan Graham

Oonagh Monkhouse,

Carrie Symington
and Amanda Miles
Pippa Hales

Larraine Howard‐
Jones

Eilish Midlane & Roger Hall
Ivan Graham

Heads of Nursing
and Matrons

Andy Raynes

Eamonn Gorman

Details of the goals and aims of each of the programmes are set out below. To determine the
priorities for 2020/21, the Trust has reflected on the Quality Strategy refresh and what the Trust
needs to achieve this year. These have been considered against the backdrop of the local and
national pressures arising from the operational response to COVID19 and likely future surge
plans, as well as local system financial pressures and uncertainty around the future financial
architecture for specialised services. It is therefore key that the Trust continues to explore more
efficient ways of working whilst maintaining and improving safety. With this as a principle, the
next section describes the areas in which the Trust feels it must improve or initiatives that need
to be completed in order to continue to be a relevant contributor to cardiothoracic treatment and
care. We have reviewed clinical indicators, listened to the patients (through PALS concerns,
complaints, patient experience feedback, support groups and listening events) who use our
services and consulted with staff to ensure that the goals are specific and measurable.
Progress and achievement of goals in relation to our priorities will be reported to and monitored
by the Quality and Risk Committee (a Committee of the Board of Directors). Reports will also be
presented to the Patient and Public Involvement Committee (PPI) and the Council of Governors.
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2020/21 Priority 1: Safe
Objective 1: Building QI Capability - Build and develop QI capability within
the QI team and across the organisation.
Royal Papworth Hospital has made a commitment to embed and support Quality Improvement
within the organisation. We recognise the value of continuous clinical quality improvement in
supporting clinical effectiveness, improving patient safety and the patient experience. Although
not the primary focus, supporting Quality Improvement will benefit service improvement and
cost improvement.
Aim for 2021/21: This aim will continue for 2020/21 and is in line with the 3 year ambitions
outlined in the Trust Quality Strategy.
Goals 2019/20
Develop a QI road map to articulate the
direction of travel and in particular how
national, mandatory and local clinical
audits, other clinical effectiveness
assurance and reporting on patient
experience outcomes will be prioritised in
addition to the Trust’s quality improvement
priorities
Rebuild the QI team to full establishment,
reviewing the team requirements to
achieve the ambitions that will be set out
in the road map and recruiting into vacant
posts
Access local and national training to
support and develop the QI capability
within the QI support team
Develop a QI faculty supported by the
leadership team
Development of QI training tools including
access to online QI training, face to face
training and development of training
materials on individual elements of QI
methodology to support staff who are
embarking on QI projects
Expand the membership of the QI Steering
Group to include the project leads for the
three main QI projects, operational
engagement and strengthen the links with
service improvement

Goals 2020/21
The Quality Strategy outlines the strategic
direction for quality improvement. The
improvement road map is still in development
and will be taken forward by the Clinical Audit
and Improvement Manager.
Launch the QI road map and priorities going
forward at a Trust event during 2020/21
Continue to review the functions and
requirements of the clinical audit and
improvement team to support the strategic
requirements of quality improvement across the
Trust
Develop an in-house QI faculty to deliver local QI
training

This will be progressed following the master
class training and be carried forward to 2020/21

This needs to be further developed during
2020/21 being led by the Clinical Governance
Manager Clinical Audit and Improvement
Manager

Executive Lead: Ivan Graham, Acting Chief Nurse
Implementation Lead: Carole Buckley, Assistant Director for Quality and Risk
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2020/21 Priority 1: Safe
Objective 2: Implement SCORE Culture Survey in selected clinical areas
across the Trust
Safety culture refers to the way patient safety is thought about and implemented within an
organisation and the structures and processes in place to support it. Measuring safety culture is
important because the culture of an organisation and the attitudes of teams have been found to
influence patient safety outcomes and these measures can be used to monitor change over
time. One of the benefits of measuring safety culture is that it provides a tangible indicator of the
current status and progress over time of organisations and teams implementing improvements.
The SCORE survey is an anonymous, online tool that teams can use to assess the local safety
culture. It provides an overview, but also detail in specific focus areas such as communication
and staff burn out. Once the survey has been completed, the results are provided to that team
alone for them to start conversations internally about how they would like to improve culture and
what they could do to facilitate this. The results are never intended to be used for bench
marking or performance management.
This priority is a continuation of the 2019/20 work stream to embed an improved safety culture
through implementation of the SCORE culture tool across the organisation.
Aim for 2020/21
The Score Survey tool has been funded by the Eastern Academic health Science Network
(EAHSN) and we have been advised in Q3 2019/20 that this funding is being withdrawn from
the end of March 2020. The trust will therefore look to source additional funding streams to
enable us to continue with this tool. We will liaise directly with the survey provider. In the
meantime, the focus for 2020/21 will be on following through the actions identified from the
surveys undertaken in 19/20 to support the Quality Improvement programme and continue to
improve and embed a safety culture. This will be achieved by the following:




Review action plans and identify current themes across all areas where projects for
improvement can be implemented and measured
Engage with staff from the areas surveyed to implement actions and improvements
Link with intelligence from the national staff survey and the compassionate leadership
program to ensure a joined up approach to priority of actions

Executive Lead: Ivan Graham, Acting Chief Nurse
Implementation Lead: Carole Buckley, Assistant Director for Quality and Risk
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2020/21 Priority 1: Safe
Objective 3: Improved diabetes management: Making Hospitals Safe for
People with Diabetes
In October 2018 Diabetes UK published their report “Making Hospitals Safe for People with
Diabetes” with 25 recommendations to make all hospitals a safer environment for people with
diabetes. We have completed the self-assessment that accompanies the report which has
highlighted gaps in diabetes care at Royal Papworth Hospital. We are using the gap analysis to
identify areas requiring improvement and have used our action plan to identify our goals to
improve patient safety, patient experience and clinical effectiveness. It’s not acceptable that
people with diabetes don’t feel safe in hospital.
Goals:
1. All patients with a diagnosis of diabetes are to be identified on admission, using the electronic
patient record, and referred to the diabetes inpatient team if appropriate.
2. Every person with diabetes is to be assessed on admission, and a diabetes care plan
activated. The assessment should include glycaemic management, insulin/ oral hyperglycaemic
agent prescription, and foot assessment
3. All healthcare professionals caring for people with diabetes will have received training on the
safe use of insulin, and the main diabetes harms and how they can be prevented
Rationale
Currently one in six hospital beds are occupied by someone with diabetes and by 2030 it is
predicted this will rise to one in four. In hospital, people with diabetes have high infection rates,
longer lengths of stay – one to three more days than patients without diabetes, and increased
mortality (6.4% higher)1.
The cardiothoracic nature of Royal Papworth Hospital means we are likely to have a higher
incidence of all types of diabetes, compared to the national average of a general hospital. The
changes to the transplant service with the introduction of DCD transplants has significantly
increased the number of patients receiving heart transplants, and at risk of developing steroid
induced diabetes.
Corticosteroids are also a regular feature in the treatment plan for patients with COPD, and lung
disease, as well as those with Cystic Fibrosis who already have a high risk of Cystic Fibrosis
Related Diabetes.
DATIX reporting shows that diabetes care at Royal Papworth Hospital needs improving. We
must and can improve diabetes care, including patient satisfaction at RPH by, ensuring all
people with diabetes are identified, assessed on admission, and that all staff involved in the
care of people with diabetes have received basic diabetes education .

Baseline Performance Data
1

Holman N, Hillson R, Young RJ. Excess mortality during hospital stays among patients with recorded
diabetes compared with those without diabetes. Diabetic Medicine 2013;30:1393-1402
Doi: 10.1111/dme.12282
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KPI

Baseline Position at
March 2020
Target for 2020/21

Q1 progress

GOAL 1: All patients with a diagnosis of diabetes to be identified on admission, using the
electronic patient record, and referred to the diabetes inpatient team if appropriate.
All patients with diabetes
will be identifiable on EPR
(90%)
 Tick box on Lorenzo
admission/discharge
form within 12 hours
of admission.
 If diabetes diagnosis
selected,
automatically
populated as a health
problem.
Undertake quarterly spot
audit to verify data quality

It is currently difficult to
identify patients with
diabetes as the diagnosis is
documented in different
sections of the EPR
depending on the person
completing the
documentation.

All patients with any of
the following
 Glycaemic control out
of range 4-12 mmol/l
 Requiring diabetes
education
 Suspected diabetes
To be referred to DSN
within 24 hours using
Lorenzo referral pathway
(80%)

Referrals are often informal, Referrals via Lorenzo have
phone call, bleep, and verbal increased with the majority now
request.
coming via Lorenzo with the
exception of transplant
Late referrals made on day
of discharge that prevents
optimisation of diabetes
management, and on
occasion delays discharge

This has been on hold due to
COVID19. For action in next
quarter

There is a different process in
place for new transplant
patients who are identified via
email at time of transplant.

GOAL 2: Every person with diabetes is assessed on admission, and a diabetes care plan
activated. The assessment should include glycaemic management, treatment prescription
and foot assessment

All patients with diabetes
are assessed within 24
hours of admission to
include all of the
following:
1. Glycaemic testing
2. Medication review
3. Foot assessment to
be completed and
recorded on Lorenzo.
All Oral hyperglycaemic
agents (OHAs)/ Insulins
to be prescribed at
appropriate times, with
24

1. Blood Glucose should be Awaiting audit to be in
place
.
tested on admission. We
don’t currently have data
about compliance.
2. Prescriptions often do not
accurately reflect patient’s
current diabetes treatment.
3. Completion of the foot
assessment was poor on the
last hospital audit
Insulin and OHAs that
should be prescribed with
meals are often prescribed
post meals or at bedtime.

Dependent on audit

meals if indicated.
All patients on insulin
should be assessed for
self-administration of
insulin

Patients are encouraged to
self-administer insulin if
appropriate, but
documentation is variable.

Dependent on audit

All patients to have
diabetes care plan
initiated within 24 hours of
admission, and
documentation completed
throughout patients stay.

The current care plan is an
information sheet and is not
used consistently for
documenting care.

2 new medical and surgical
Integrated Care Plans (ICP) are
ready to go to the Clinical
Professional Advisory Clinic for
approval.

All patients with diabetes
to have a
discharge summary to
include all of the following
 diabetes treatment
 complications
 follow up
arrangements

Diabetes is not part of the
current e-discharge, but we
are working to have this
added.

This has been on hold due to
COVID19. For action in next
quarter

The DSNs currently write to
the GP separately if there
have been diabetes issues
in hospital that need follow
up on discharge

GOAL 3: All healthcare professionals caring for people with diabetes will have training on
the safe use of insulin, and the main diabetes harms and how they can be prevented.

All nurses and HCSWs
will receive basic training
at induction (90%) on:
1. The safe use of
insulin
2. Managing the
patient on a VRIII
3. Managing
diabetes for
people on steroids
4. Managing
diabetes for
people on artificial
nutrition
5. Managing hypos
6. Managing DKA
7. Managing HHS
8. Foot protection
and referral to the
foot team
9. Perioperative care

Currently 1 hour diabetes
education is given to nurses
and HCSWs on induction.

All staff prescribing or
administering insulin will
have completed CDEP
Safe Use of Insulin

CDEP is promoted to
nursing staff but is not
essential, and the uptake is
not audited.

25

I hour induction is given to
junior doctors
45 minutes diabetes
education for preceptorship.
Ward based teaching
sessions are organised by
the diabetes team but
attendance is poor.
No mandatory diabetes
training for staff already in
post.

New induction presentation
written to incorporate the safe
use of insulin, and the main
diabetes harms and how they
can be prevented. 26/03/2020
Induction with voice over made
for junior doctors for when face
to face not
available/appropriate
29/05/2020
New preceptorship programme
written with online questions.
Voice over to be recorded 7th
September 2020

Proposal was to roll out CDEP
module for safe use of insulin
but currently unable to get
CDEP licences from CCG.

module (90%).

CDEP is not currently
promoted amongst medical
teams.

Develop a system to
provide annual diabetes
refresher training for
existing staff involved in
diabetes care, and track
compliance.

Update training is provided
on an ad hoc basis and is
currently not well attended

This has been on hold due to
COVID19. For action in next
quarter

Monitoring & reporting: Diabetes team will be responsible for producing a monthly score card
which is reported back to departments to inform their local action plan. Reporting is via Clinical
Professional Advisory Committee.
Executive Lead: Ivan Graham, Acting Chief Nurse
Implementation Lead: Jackie McDermott, Diabetes Specialist Nurse
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2020/21 Priority 2: Effective/Responsive services
Objective 1: Improving Same Day Admission
Current position
The Coronavirus Disease 2019 (COVID19) pandemic caused by the Severe Acute Respiratory
Syndrome Coronavirus-type 2 pathogen (SARS-CoV-2) has led to unprecedented challenges
for UK health care. Limitation in access to operating theatres, inpatient and critical care beds, as
a direct result of COVID19 has resulted in a significant temporary reduction in the number of
surgical procedures undertaken.
This has led to a number of our core activities being placed on hold inclusive of our Same Day
Admission (SDA) project.
Below is the finalised performance data for 2019 and Q1 of 2020. Historically performance
against this standard has been poor and variable. Limitations in pre-assessment and the need
to repeat tests within a 3 week period for an increasing number of long waiting patients have
been barriers in our delivery of the SDA Target.
Since the beginning of the pandemic we had seen a steady decline in SDA performance within
Cardiac Surgery. Following the reintroduction of P* surgical services in May (for clinically critical
patients) this performance has dramatically improved as a result of our adaption of our
admissions pathway to support our response to COVID19 and Infection Control guidelines. This
however has not been replicated in our Thoracic Cancer patients who have been admitted the
day before due to a lack of pre-assessment services.
As we are increasing activity, SDA is becoming more challenging due to the limitation of preassessment and levels of ANP ward support to facilitate clerking prior to 8.15am start. Team are
currently looking to stagger meeting is being set up to look at, Ward, ANP and Junior Doctors to
assist with this process.
SDA Performance data:

D a sh b o a r d K P Is

Target

Apr‐19 May‐19 Jun‐19

Jul‐19 Aug‐19 Sep‐19 Oct‐19 Nov‐19 Dec‐19 Jan‐20

Feb‐20 Mar‐20 Apr‐20 May‐20 Jun‐20

Same Day Admissions – Cardiac
(eligible patients)

50%

43.53% 33.80% 40.00% 41.82% 50.00% 52.58% 47.47% 32.10% 46.15% 38.36%

35.11%

30.23%

0.00%

82.35%

68.89%

Same Day Admissions ‐ Thoracic
(eligible patients)

40%

25.93% 38.71% 24.53% 37.93% 36.67% 37.84% 45.45% 40.39% 39.62% 37.50%

16.67%

25.49%

28.07%

29.27%

18.52%

Update on Previous Goals for 20/21 as set out in 19/20 Quality response.

Increase 1st on list SDA across all Cardiac and Thoracic Surgery lists. By end of quarter 1
20/21: Cases on hold due to response to COVID19 in March and April. All appropriate cases delivered as
SDA in May.



2. Meet 50% SDA standard in Cardiac Surgery for all elective cases. By end of quarter 2
20/21 Delivered in May and June 20 due to response to COVID19.



Develop robust documentation that identifies inclusion and exclusion criteria for patients to
meet SDA criteria. Delivered -ICP now in place on Lorenzo
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Rationale
Admission on the day of surgery for elective cardiac and non-cardiac surgery has been
established as a prevalent, critical practice. This approach realises medical, logistical,
psychological and fiscal benefits, and its success is predicated on an effective outpatient preoperative evaluation and preadmission and suitable infrastructure to support this pathway.
The establishment of a highly functional pre-operative clinic with a comprehensive preadmission
set-up and efficient logistical pathways is essential to the success of a ‘Same Day Admission’
programme. Evaluating patients prior to admission for surgery, has the potential additional
benefits of reducing unnecessary pre-operative hospital admissions, reducing excess lab tests,
unneeded consultations, improved patient experience and ultimately decreasing the
cancellations on the day of surgery.
Background and our response to challenge.
In 2018/19, Royal Papworth Cardiac Surgery Service the third highest Same Day Admission
across our peer group with Blackpool and Royal Brompton leading for the country. This position
has declined in 2019/20 and we currently stand fifth in the country. Restrictions in pre-admission,
recent high numbers of cancelled operations, lack of affordable local hotel access and other
logistic issues have impacted in our performance over the last 12 months. Those trusts that
have seen an improvement have confirmed better access to pre-admission, local hostel and
accommodation and better links with health partners who support their pre-admission processes.
In Sept 19, an Organisational Optimisation Group was set up to review patient flow and optimise
current practices to improve access for our patients. One of the work streams includes SDA and
this feeds into the Pre-admission work stream that is led by the HON for Surgery and the OP
Manager.
The SDA work stream is led clinically by the Clinical lead for cardiac surgery, Operations
Manager for Outpatients Carrie Symington, HON and lead ANP. The working group also has
representation from other stakeholders including booking, pre-admission, anaesthesia and
pathology. The working group have identified a number of key areas of improvement that we
wish to review and these are outlined in the Aims below.
Aims for 2021/22:







Develop a robust ICP which fully supports SDA pathway
Increase pre-assessment including Virtual to ensure all appropriate patients are preassessed prior to admission
Ensure 50% of patients who are clinically appropriate for SDA are listed 1st for theatres.
Reduce need for overnight stay/bed day saving
Reduce unnecessary duplicated testing, reducing need for further pre-assessment.
Ensure all patients have access to pre-admission prior to surgery.

This group was placed on hold due to the COVID19 pandemic, however we are looking to
reinvigorate this in the fall (Sept/October) once key staff have returned from shielding and
annual leave.
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Baseline Performance Data to be collected

KPI

Target for 2021/22 = 50% Cardiac Surgery and
Thoracic Surgery

GOAL 1:

All appropriate elective patients are pre-assessed
prior to admission.

GOAL 2:

3-4 of all appropriate 1st cases to be SDA per day

GOAL 3:

Monthly 50% SDA target to be met.

Monitoring & reporting: Carrie Symington and Amanda Miles
Executive Lead: Eilish Midlane, Chief Operating Officer
Implementation Leads: Narain Moorjani, Cheryl Riotto, Amanda Miles, Carrie
Symington
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Priority 2: Effective/Responsive Services
Objective 2: Preadmission
Rationale
Preadmission remains a key part of patient preparation for elective procedures and has an
important impact on safety, patient experience and utilisation of capacity.
Progress in 2019/20
During 19/20 additional capacity for preadmission was added to improve access to
preadmission, particularly as TAVI numbers increased. A review of booking rules and practices
was also carried out to ensure that available slots were booked. This was challenging for Q3
and Q4 10/20 when there was a high number of surgical cancellation and therefore patients
were being rebooked and not needing preadmission review.
Pre-COVID19, the proportion of surgical patients attending preadmission clinic was consistently
high (85%) and those patients who did not attend were the result of late filling of surgical slots
and therefore there was no time available for attendance at preadmission.
Capacity at a face to face preadmission for those patients having cardiology procedures
remained limited but all benefited from a preadmission telephone call from the Day Ward the
day before their admission. This level of telephone based assessment was agreed to meet the
needs of these patient groups.
Plan for 2020/21
Since April 20, preadmission has been delivered virtually with patients being telephoned by a
specialist nurse, an anaesthetist and a pharmacist to carry out the assessments. This prevents
the patients having to visit the hospital, making it safer for them as well as reducing footfall in
the building. A daily clinic has been established to allow preadmission patients to attend for the
required blood tests and for COVID19/MRSA swabs in advance of their admission for surgery.
Aims for 20/21:
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Introduce video-consultations for preadmission
Clinical risk stratification of patients before preadmission
All specialties to come through the same model
Collate measures of patient experience on the virtual model
Develop new metrics to monitor a virtual provision

Baseline Performance Data
KPI

Baseline Position at
March 2020

Target

Proportion of patients
attending preadmission (all)

34%

50%

Proportion of patients
attending preadmission
(cardiac surgery)

84%

90%

Monitoring & reporting: Carrie Symington
Executive Lead: Eilish Midlane: Chief Operating Officer
Implementation Leads: Lana Shirley, Fliss Fuller, Amanda Miles, Carrie
Symington
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2020/21 Priority 2: Effective/Responsive Services
Objective 3: Early identification of care needs and prehabilitation
opportunity
Goals
1. Improve the pathway and utilisation of the All About Me booklet.
2. All pre-admission elective cardiac surgery patients with a Clinical Frailty Score of 4 and above,
and PTE patients, to be assessed same day by Occupational Therapy team in clinic.
3. IHU patients to be screened pre-operatively on admission by Occupational Therapy.
Rationale
Early Identification of care needs:
The ‘All about me’ booklet is a self-assessment paper questionnaire detailing the patients
current abilities and care requirements. This information assists discharge planning by the
Occupational Therapy (OT) and Social Work teams. Delays in the right patient information
reaching the right teams at the right time delays discharge.
Elective cardiac surgery patients and patients due to have Pulmonary Endarterectomy (PTE)
surgery should be given the ‘All About Me’ booklet when they attend clinic or their initial outpatient appointment. In-House Urgent (IHU) patients are highlighted at daily board rounds to
Occupational Therapy (OT) and Social Work teams after admission. However some booklets
get lost, and some patients are not highlighted to the relevant teams until close to discharge.
This can cause delays.
A digitally accessible ‘All About Me’ booklet could be made available prior to patients first outpatient appointment. This can then be completed by patients and/or relatives/carers, ready for
review in pre-admission clinic. It could also be made available to IHU patients, especially those
who are waiting transfer from a DGH (District General Hospital).
Identifying care needs at preadmission or admission highlights care needs early and improving
patient flow and facilitating early discharge. OT in the preadmission clinic/outpatient
appointment (or on admission for IHU patients) would support the accuracy of the data collected
and its use to assist patient flow through the hospital and wider system.
OT assessing patients at preadmission/admission would not only provide more accurate data
collection, but also an opportunity to discuss goals and desired outcomes with the patient and
carers. A realistic length of stay and suitable location for discharge can be discussed. This
enables patient expectations to be managed from a physical, social and psychological
perspective.
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Early Identification of prehabilitation opportunity
Evidence shows patients will take longer to recover from cardiac surgery if they are frail pre
surgery. By identifying these patients and providing them with appropriate preoperative MDT
support and prehabilitation, length of stay can be reduced and patient experience improved.
By working as part of the Frailty team (Frailty priority for 20/21) and OT can identify frail patients
and flag the relevant therapy teams to ensure appropriate prehabilitation.

Baseline Performance Data
The Occupational Therapy Team trialled assessing elective cardiac surgery patients in preadmission clinic, with a clinical frailty score of 4 and above in June 2019. Due to staffing
shortages this was a small trial, but showed potential to improve the service as detailed in the
previous section.
The Occupational Therapy team is currently trialling assessing PTE patients in clinic. The
specialist PTE nursing team have been actively asking for this for some months, due to the
complexity and discharge planning needs of their patients. Overall it takes less time for an
experienced Occupational Therapist to assess in a clinic and predict functional outcomes.
The team also trialled a very small scale trial of assessing IHU patients on admission. The
Occupational Therapist only took 30 minutes to do ward round and in that time, 8 patients were
seen, and established 3 that needed raising to the IHU frailty meeting. The problems
highlighted by Occupational Therapy were unique individual concerns that were significant in
planning and implementing patient’s care.
Anecdotally patients have reported that they would be happy to complete a digital ‘All About Me’
booklet, or they could ask their relatives or friends to help them.
Our neighbours at CUH have developed a successful pre-surgical assessment clinic for older
people (PRIME), and other such clinics also run around the country.
KPI

Baseline Position at March 2020
Target for 2020/21

GOAL 1: 100% of all elective cardiac surgery, PTE patients and IHU patients to have the option
of completing a digital ‘All About Me’ booklet.
Completion of this likely to be delayed due to impact of the COVID19 pandemic.
GOAL 2: 90% of pre-admission elective cardiac surgery patients (with clinical frailty score of 4
and above) and pre-admission PTE patients, to be assessed on the same day by Occupational
Therapy team in clinic.
We are aiming to run a pilot frailty clinic for 3 months for cardiac surgery patients only, so will be
a small percentage of this patient cohort only.
GOAL 3: 90% of IHU patients to be screened by Occupational Therapy on admission.
Completion of this likely to be delayed due to impact of the COVID19 pandemic.
Monitoring & reporting: Pippa Hales, Head of Allied Health Professions
Executive Lead: Ivan Graham, Acting Chief Nurse
Implementation Leads: Team Lead Occupational Therapist
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Priority 3 Well Led
Objective 1: Collective and Compassionate Leadership programme goals
for 2020/21
During the first phase of the project, more than 200 staff members were interviewed as part of
36 focus groups. They were asked questions about a number of themes, including vision and
values, teamwork, learning and innovation and compassion, to help us assess our organisation
culture.
Following an in-depth diagnostic phase, we have identified eight priority areas to address:
o

o

o

o

o

o

o

o






34

Valuing difference – We will embed processes and behaviours that will set a
standard of equal opportunities for all, building an equal, inclusive and diverse
environment in which to work.
Personal responsibility and empowerment – We will create an environment
where staff can feel a sense of personal responsibility for their behaviour and feel
empowered to make decisions in our new environment.
Compassion – We will treat each other the way we would like to be treated, with
respect, kindness and compassion. We will build a culture where
uncompassionate behaviour can be called out.
Professional and personal development - We will view development from a
wider perspective, creating a transparent framework that ensures equality of
access.
Values and behaviours – We will review and reset our values, developing and
embedding a behaviour framework throughout the Trust that sets clear
expectations for all staff.
Health and wellbeing - We will ensure that the physical and mental health of all
staff are respected; introducing and promoting policies and services that support
the health and wellbeing of staff.
Developing and supporting line managers - We will give line managers the
support and structure they need to become competent and confident; leaders
who are visible and able to effectively support their teams.
Teamwork We will enable the building of strong, inclusive teams with positive
relationships between teams.

Since completing the Diagnostic phase and forming our priorities, we have been
conducting a gap analysis and considering the order in which we need to tackle the
work. It is clear that some priorities need to be addressed first, and underpin everything
else we do, thus the Values and Behaviours priority comes first.
We are now entering the next phase, the Design phase, where we will confirm resource
and design interventions to deliver on these priorities.
We have already identified areas in which we can make an immediate difference and
have gone ahead and affected change accordingly:
o Introduction of career coaching
o Training to support managers to develop coaching cultures and coaching
conversations in their teams
o The establishment of a staff experience committee with formal reporting lines to
the Board to provide a more focused arena for staff experience topics.

Mental health support. The introduction of a support line for staff to use and
access to a psychological wellbeing service with free cognitive behaviour
therapies.
o Weekly Briefing emphasis on the need to treat our colleagues with compassion
and respect.
This is just the start to a phase where we will continue to identify and adopt early
interventions to address our priorities. At the same time we will be designing more in
depth and inter-related interventions that will affect real change in our organisation,
empowering staff to embed a compassionate and collective leadership culture across
the organisation
This programme is a huge opportunity to re-assess who we want to be as an
organisation and how we want to do things, and it will play a crucial role in realising our
ambition of offering the best staff experience in the NHS.
o





We have identified the following Key Performance Indicators (KPIs) for 2020/21:


Over 90% of Pulse Survey respondents to have an awareness of the Trust values by
the Q4 2020/21 pulse survey



In the 2020 Staff Survey more than 45% (up from 30% in 2020) (Q19e) of respondents
state that organisational values are discussed in the their appraisal



We will improve our staff engagement score as measured in the national staff survey to
the top quartile for our peer group.



We will improve our Friends and Family Reponses in the staff survey in both categories
to the top quartile for our peer group.



We will reduce the % of staff reporting experiencing bullying to the top quartile for our
peer group.

Executive Lead: Oonagh Monkhouse, Director of Workforce & Organisational Development
Implementation Leads: Larraine Howard-Jones, Deputy Director of Workforce &
Organisational Development
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Priority 3 Well Led
Objective 2: ED led STP system leadership initiative
Provide the system and Region with Critical Care Surge Capacity and support the National
ECMO surge requirements.
During the first wave of the COVID19 Pandemic, Royal Papworth Hospital surged to 67 Critical
Care Beds with 21 ECMO beds. We achieved some of the best outcomes for patients. During
subsequent waves we will provide 54 Critical Care Beds internally by reducing services with a
possibility of capacity up to 167 Critical Care Beds with system support. The Clinical Decision
Cell that was set up at Bronze level in the Trust will support the region with clinical advice for
patients. The Trust also provided a transfer service during the surge, and if required to do so will
do the same in the event of a second wave.
Key performance indicators





Develop a surge plan to deliver Critical Care Capacity for the region, including the
lessons learned from the first surge.
Develop a network of hospitals that will provide mutual aid in the event of a second
surge.
Engage the system and region in the Clinical Decision Cell to ensure best possible
outcomes for patients through advice and support to clinical teams.
Develop and communicate a health and well-being package for staff to ensure resilience
and support during a second wave.

Executive Lead: Eilish Midlane, Chief Operating Officer & Roger Hall, Medical Director
Implementation Leads: Clinical Directors and Heads of Nursing
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Priority 4: Patient Experience
Objective 1: Communications: To improve our patient experience at Royal
Papworth Hospital.
Rationale
The delivery of outstanding patient care is at the heart of everything we do. We continually strive
to consistently offer the best possible patient care and experience to our patients, their families
and significant others in a caring environment that engages patients as partners in care, ‘no
decision about me without me’.
We will continually strive for improvement and in meeting the unprecedented and changing
challenges that living with the coronavirus presents, particularly with the restrictions to visiting
loved ones and requirement to reduce the hospital footfall in line with infection prevention and
control best practice.
Baseline Performance Data
KPI

Baseline Position at March 2020
Target for 2020/21

GOAL 1: To increase the participation rate of Friends and Family by using electronic
media
To increase the inpatient
participation rate so that it is
consistently greater than
50%.

*Refer to Scorecard Table below for inpatients

To increase the outpatient
participation rate so that it is
consistently greater than
25%.

*Refer to Scorecard Table below for outpatients

To maintain the
recommendation rate of
Friends and Family across
all clinical areas so that it is
consistently greater than
90%.

*Refer to Scorecard Table below for
recommendation rates

GOAL 2: To capture electronic virtual ‘Attend Anywhere’ patient appointments
Implementation of real-time
Friends and Family
feedback from attendance at
Virtual clinics.

Applicability of new technology in this
fast growing ‘virtual’ clinical field in line with living
with the coronavirus (COVID) that requires
implementation of infection prevention control and
guidance to reduce the footfall in a hospital setting
by scheduling virtual consultations in place of faceto- face consultations only if absolutely necessary.

Patient Aide Portal.

Explore the user ability and expansion for gaining
patient experience through the Patient Aide Portal
which enables patients to see a limited view of
their medical record from a portal view, allowing
better management of chronic conditions.
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GOAL 3: To increase feedback from the patient, family and significant others in support
of ‘bridging the gap’ that ‘living with COVID’ presents to the patient, their family and
significant others such as restricted visiting and social distancing.
Ensure patient stories are
presented at the Quality
Risk Management Group,
Clinical Practice and
Advisory Group
and Executive Board.

Patient stories to continue as part of matrons’
quality and safety reports. Patient story records to
be kept and learning shared across divisional team
meetings.

Circulate quarterly Survey
Monkey
Questionnaires.

Working with divisional triumvirates in the
development of standardised Survey Monkey
questionnaires and providing feedback at
divisional performance meetings.

Partnership working with the
Patient Advocacy Liaison
Service

To ensure that we continually learn and develop
from patient and carer feedback. Communications
is a key area to improve patient experience from
investigation of enquiries and complaints 2019/20.

Baseline Performance Data
Complaints
Friends & Family response rate
Friends & Family : % recommended

0
>=50%
>=85%

0
>=50%
>=85%

Current Performance Data (Q1/Q2 - 2020/21 Ward Scorecard)
Complaints
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1‐3
45%‐49%
77.5%‐84%

>3
<45%
<77.5%

FFT Response Rate

FFT Recommendation %

Monitoring & reporting:
Executive Lead: Ivan Graham, Acting Chief Nurse
Implementation Leads: Heads of Nursing
Programme Delivery Leads: Matrons and Ward Sisters/Charge Nurses
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Priority 5: Digital Quality Improvement
Objective to deliver Digital Quality Improvement through:
1. Delivery of a more stable user experience, reducing numbers of hours lost to system issues.
2. Delivery of a safer and improved patient experience
3. Delivery of a joined up health record
Baseline Performance Data
KPI

Baseline Position at March 2020
Target for 2020/21

GOAL 1: Deliver a more stable user experience
Reduce the number of hours
lost to system crashes and
slowness.

Identify issues within Lorenzo which are causing system
slowness and instability.
Monitoring of the 100 most common user activities on Lorenzo
and benchmark these as a measure of performance.

Ensure local network is
robust and not contributing
to system issues.

Independent review of infrastructure to ensure system is
robust.
EPR board

GOAL 2: Deliver a safer and improved patient experience
Implementation of real-time
bed management

Lorenzo on the wall and enabling staff’s competence for realtime admission transfer and discharge

Patient Aide portal

Enable patients to see a limited view of their medical record
from a portal view, allowing better management of chronic
conditions.

Closed loop medication
distribution

Reduction in medication related incidents

Vein to vein blood
administration

Reducing the risk of transfusion incidents
EPR board

GOAL 3: Delivering a joined up health record
Connection with other EPR’s
and GP systems

Enable clinicians to have increased information available when
treating patients, including allergies and medications from the
GP practice.
Working with STP partners towards development of Local
Health and Care Record LHCR to enable system wide care.

Monitoring & reporting:
Executive Lead: Andrew Raynes, Chief Information Officer
Implementation Leads: Deputy Director of Digital
Programme Leads: Head of Digital Programmes & Projects
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2.2 Statements of assurance from the Board
This section contains the statutory statements concerning the quality of services provided
by Royal Papworth Hospital NHS Foundation Trust. These are common to all quality
accounts and can be used to compare us with other organisations.
The Board of Directors is required under the Health Act 2009 and the National Health
Service (Quality Accounts) Regulations 2010 as amended to prepare quality accounts
for each financial year. NHSI has issued guidance to NHS Foundation Trust Boards on
the form and content of Annual Quality Reports, which incorporate the legal
requirements, in the NHS Foundation Trust Annual Reporting Manual.
Indicators relating to the Quality Accounts were agreed following a process which
included the input of the Quality and Risk Committee (a Committee of the Board of
Directors), Governors, the Patient and Public Involvement Committee of the Council of
Governors and clinical staff. Indicators relating to the Quality Accounts are part of the
key performance indicators reported to the Board of Directors and to Directorates as part
of the monitoring of performance.
Information on these indicators and any implications/risks as regards patient safety,
clinical effectiveness and patient experience are reported to the Board of Directors,
Governors and Committees as required.
Part 2.2 includes statements and tables required by NHSI and the Department of Health
and Social Care in every Quality Account/Report. The following sections contain those
mandatory statements, using the required wording, with regard to Royal Papworth
Hospital. These statements are italicised for the benefit of readers of this account.
During 2019/20 Royal Papworth Hospital NHS Foundation Trust provided and/or subcontracted six relevant health services. Royal Papworth Hospital NHS Foundation Trust
has reviewed all the data available to them on the quality of care in six of these relevant
health services.
The income generated by the relevant health services reviewed in 2019/20 represents
100% of the total income generated from the provision of relevant health services by
Royal Papworth Hospital NHS Foundation Trust for 2019/20.
Full details of our services are available on the Trust web site:
https://royalpapworth.nhs.uk
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Information on participation in clinical audits and national confidential
enquiries
National clinical audits are largely funded by the Department of Health and commissioned
by the Healthcare Quality Improvement Partnership (HQIP) which manages the National
Clinical Audit and Patients Outcome Programme (NCAPOP). Most other national audits
are funded from subscriptions paid by NHS provider organisations. Priorities for the
NCAPOP are set by the Department of Health with advice from the National Clinical Audit
Advisory Group (NCAAG)
During 2019/20, 18 national clinical audits and 3 national confidential enquiries covered
relevant health services that Royal Papworth Hospital NHS Foundation Trust provides.
During 2019/20, Royal Papworth Hospital NHS Foundation Trust participated in 17 of the
18 (95%) national clinical audits and 2 of the 3 (67%) national confidential enquiries of the
national clinical audits and national confidential enquiries which it was eligible to
participate in.
The national clinical audits and national confidential enquiries that Royal Papworth
Hospital NHS Foundation Trust participated in, and for which data collection was
completed during 2019/20, are listed below alongside the number of cases submitted to
each audit or enquiry as a percentage of the number of registered cases required by the
terms of that audit or enquiry.
National clinical audits relevant to Royal Papworth Hospital
Participation rate 17/18 (95%)
Audit Title

Audit Source

Case Mix Programme (CMP)

Intensive Care National Audit and
Research Centre (ICNARC)
MBRRACE-UK, National Perinatal
Epidemiology Unit, University of
Oxford
National Confidential Enquiry into
Patient Outcome and Death
(NCEPOD)
University of York

Maternal, Newborn and Infant Clinical
Outcome Review Programme
Medical and Surgical Clinical Outcome
Review Programme
National Audit of Cardiac Rehabilitation

100
See breakdown
100

National Audit of Care at the End of
Life (NACEL)
National Audit of Pulmonary
Hypertension (NAPH)

NHS Benchmarking Network

100

NHS Digital

100

National Cardiac Arrest Audit (NCAA)

Intensive Care National Audit and
Research Centre (ICNARC) /
Resuscitation Council UK
NHS Digital

100

National Audit of Cardiac Rhythm
Management (CRM)

Barts Health NHS Trust

100

Myocardial Ischaemia National Audit
Project (MINAP)

Barts Health NHS Trust

100

National Adult Cardiac Surgery Audit

Barts Health NHS Trust

100

National Audit of Percutaneous
Coronary Interventions (PCI) (Coronary
Angioplasty)
National Congenital Heart Disease
(CHD)

Barts Health NHS Trust

100

Barts Health NHS Trust

100

National Audit of Pulmonary
Hypertension (NAPH)
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Compliance with
audit terms
100

100

National Lung Cancer Audit (NLCA)*

Royal College of Physicians

100*

Perioperative Quality Improvement
Programme (PQIP)

Royal College of Anaesthetists

100

Sentinel Stroke National Audit
programme (SSNAP)**

King's College London

0**

Serious Hazards of Transfusion
(SHOT): UK National haemovigilance
scheme
UK Cystic Fibrosis Registry

Serious Hazards of Transfusion
(SHOT)

100

Cystic Fibrosis Trust

100

* The National lung cancer audit records the patients by the hospital in which they were first seen.
Since almost no patients are referred directly from their GP to Royal Papworth Hospital, the data
which is completed by Hospital counts towards the district general hospitals participation rate.
**The Sentinel Stroke National Audit requires a minimum number of patients to generate a
quarterly report. Since the Trust started participation in 2019, we have not had enough stroke
patients to meet this requirement. The Trust’s local stroke group is currently agreeing standards
based on national guidance to provide assurance of evidence based care.

National Confidential Enquiry into Patient Outcome and Death (NCEPOD)
A breakdown of the data collection requirement for the national confidential enquiries that Royal
Papworth Hospital participated in is presented below:
Title
Out of Hospital
Cardiac Arrests
Dysphagia in
Parkinson’s Disease

Cases
included

Cases
excluded

Clinical Q
returned

Case notes
returned

0

111

0

0

Organisational
questionnaire
returned
0

1

3

In progress

In progress

In progress

National Audits collect a large volume of data about local service delivery and achievement of
compliance with standards, and about attainment of outcomes. They produce national comparative
data for individual healthcare professionals and teams to benchmark their practice and
performance.
The reports of 12 national clinical audits were reviewed by the provider in 2019/20 and Royal
Papworth Hospital NHS Foundation Trust intends to take the following actions to improve the
quality of healthcare provided. Example includes:



Cardiac surgery morbidity measures to be presented over time as a run chart at the surgical
mortality and morbidity meeting. This is to ensure complications are in line with expected risk.
Re-establish working with regional ambulance service to ensure correct ambulance arrival
times are recorded on internal clinical systems.

Below is a sample of audits discussed at relevant group meetings.
Audit Title

Case Mix Programme (CMP)
National Audit of Cardiac Rehabilitation
National Audit of Care at the End of Life (NACEL)
National Audit of Pulmonary Hypertension (NAPH)
National Cardiac Arrest Audit (NCAA)
National Audit of Pulmonary Hypertension (NAPH)
Myocardial Ischaemia National Audit Project (MINAP)
National Adult Cardiac Surgery Audit
National Audit of Percutaneous Coronary Interventions (PCI) (Coronary
Angioplasty)
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Report
Published
Y
Y
Y
Y
Y
Y
Y
Y
Y

National Lung Cancer Audit (NLCA)*
Serious Hazards of Transfusion (SHOT): UK National haemovigilance scheme
UK Cystic Fibrosis Registry

Y
Y
Y

The reports of 25 local clinical audits were reviewed by the provider in 2019/20 and Royal
Papworth Hospital NHS Foundation Trust intends to take the following actions to improve the
quality of healthcare provided. A sample of actions is listed below:
Protected meal times
Actions:
 To ensure patients are not interrupted during mealtimes, it has been agreed non urgent blood
tests will not take place.
 The Food and Nutrition group has been reformed to carry out monthly observation checks to
ensure patients have protected meal time checks.

Information on participation in clinical research
The number of patients receiving relevant health services provided or sub-contracted by Royal
Papworth Hospital NHS Foundation Trust in 2018/19 that were recruited during that period to
participate in research approved by a research ethics committee was 3,397. See table below:
Type of research
project

No. of participants recruited per financial year
2016/17

2017/18

2018/19

2019/20

NIHR portfolio studies

1,376

1091

1018

1,406

Non-NIHR portfolio
studies

334

243

33

124

Tissue bank studies*

2,369
(2,595)

2,110 (2,290)

1987

1,867

Total

4,079

3,444

3,038

3,397

NIHR = National Institute for Health Research
* Tissue bank studies included 2 studies registered on the NIHR portfolio. Total figure given in brackets to
avoid double counting as participants are included in NIHR portfolio studies.
By maintaining a high level of participation in clinical research the Trust demonstrates Royal
Papworth’s commitment to improving the quality of health care.
During 2019/20 the Trust recruited to 68 studies of which 60 were portfolio studies (2018/19: 63
studies and 58 portfolio studies).
The 2019 CQC Inpatient survey included a question about whether patients had been approached
to participate in research. Papworth was in the top 10 Trusts in England for positive responses.
Research conducted by the National Institute for Health Research (NIHR) has shown that
research-active hospitals have better health outcomes for patients.
The Trust recruits to studies in wide variety of disease groups including cystic fibrosis, lung cancer,
motor neurone disease, heart failure, atrial fibrillation, cardiac surgery and idiopathic pulmonary
fibrosis. The Trust continues to sponsor a number of single and multi-centre studies and in
September 2018 the clinical trials unit gained full accreditation from the UKCRC.
Quality is at the heart of all our research activities and Royal Papworth Hospital ranked as the top
recruiting site in the UK for 35% of the interventional studies and in the top 3 highest recruiters for
70% of the interventional multicentre NIHR portfolio studies we supported. The fantastic
recruitment figures are in spite of the hospital move period.
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The Trust remains committed to improving patient outcomes by undertaking clinical research that
will lead to better treatments for patients undergoing care in the NHS. We would like to say thank
you to all those who participated in our research over the past year.

Commissioning for Quality and Innovation (CQUIN) framework
A proportion of Royal Papworth Hospital NHS Foundation Trust’s income in 2019/20 was
conditional upon achieving quality improvement and innovation goals agreed between
Royal Papworth Hospital NHS Foundation Trust and NHS Commissioners, through the
Commissioning for Quality and Innovation payment framework.
Further details of the 2019/20 national Specialised and non-specialised CQUINs are
available electronically at https://www.england.nhs.uk/nhs-standard-contract/cquin/cquin19-20/.
Due to the COVID19 pandemic, guidance was issued from NHSE/I that providers would
not be required to submit Q4 CQUIN evidence. The guidance further advised that a
pragmatic approach be taken to agreement of 2019/20 total achievement. Confirmation
has been received that CCG CQUIN has been achieved at 99% and NHSE at 100%.
The amount of income available in 2019/20 conditional on achieving quality improvement
and innovation goals was £1,132k. (2018/19: £2,650k). The amount expected to be
achieved is £1,127k (2019/20: £2,560k (97%)).
For further information on CQUIN performance for 2019/20 see Part 3 of the Quality Report.
Development of on CQUIN priorities for 2020/21 remains on hold.

Care Quality Commission (CQC) registration and reviews
Royal Papworth Hospital NHS Foundation Trust is required to register with the Care Quality
Commission and its current registration status is ‘registered without conditions’. The Care Quality
Commission has not taken enforcement action against Royal Papworth Hospital NHS Foundation
Trust during 2019/20. Royal Papworth Hospital NHS Foundation Trust has not participated in any
special reviews or investigations by the Care Quality Commission during the reporting period.
Royal Papworth Hospital welcomed the CQC to the new hospital in April 2019 and the CQC the
site was registered without conditions.
Royal Papworth Hospital NHS Foundation Trust is subject to periodic review and was inspected by
the CQC in June & July 2019. The rating of the trust improved since its last inspection and

it received an overall rating of Outstanding. It was rated it as outstanding because:





Safe effective, caring, responsive and well-led were rated as outstanding at core
service level.
Medical care, surgery and diagnostic imaging were rated as outstanding overall.
Critical care and outpatients, were rated as good overall.
The rating reflected the previous inspection for end of life care services which was
rated as good overall.

The aggregated rating for well-led at core service level was outstanding and the CQC
rated well-led at trust-wide level as outstanding. When aggregated with the core services,
this gave a rating of outstanding for the overall trust.
There were areas identified in which Royal Papworth Hospital could improve and action
plans have been put in place to address these.
The report of this inspection is available on the CQC website at
https://www.cqc.org.uk/sites/default/files/new_reports/AAAJ4523.pdf
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Data Quality
It is essential that we produce accurate and reliable data about patient care. For example, how we
‘code’ a particular operation or illness is important as that not only allows us to receive the correct
income for the care and treatment that we provide, but it also anonymously informs the wider
health community about illness or disease trends.
Royal Papworth Hospital NHS Foundation Trust submitted records during 2019/20 to the
Secondary Uses Service for inclusion in the Hospital Episode Statistics which are included in the
latest published data. The percentage of records in the published data:
• which included the patient’s valid NHS number was 100% (national average 99.4%) for admitted
patient care and 100% (national average 99.7%) for outpatient care;
• Which included the patient’s valid General Medical Practice Code (code of the GP with which the
patient is registered) was 100% (national average 99.7%) for admitted patient care and 100% for
outpatient care (national average 99.6%).

Governance Toolkit Attainment Levels
Good information governance means ensuring that the identifiable information we create, hold,
store and share with regard to patients’ and staff is done so safely and legally. The information
governance toolkit is the way that we demonstrate our compliance with information governance
standards. All NHS organisations are required to make annual submissions to NHS Digital in
order to assess compliance.
Royal Papworth Hospital NHS Foundation Trust’s information governance assessment report is
that the Trust has submitted Data Security and Protection (DS&P) Toolkit, which includes
requirements relating to the Statement of Compliance and all standards were declared as met.
The Information Governance Toolkit is available on the NHS Digital website:
https://www.igt.hscic.gov.uk/

Clinical Coding
Royal Papworth Hospital was not subject to the Payment by Results clinical coding audit during
2019/20.
Royal Papworth Hospital’s annual independent clinical coding audit was carried out by Jane
Wonnacott Ltd in March 2020.
Royal Papworth Hospital has achieved the following Information Governance levels:
1. Information Governance Requirement 14-505: An audit of clinical coding, based on national
standards, has been undertaken by a Clinical Classifications Service (CCS) approved clinical
coding auditor within the last 12 months. Attainment level 1: no change from 2019-20.
2. Information Governance Requirement 14-510: Training programmes for clinical coding staff
entering coded clinical data are comprehensive and conform to national clinical coding
standards. Attainment level 3: no change from 2019-20.
Royal Papworth Hospital NHS Foundation Trust is currently working on an action plan to address
the Auditors recommendations for 2020-21. All recommendations for 2019-20 have been actioned.

LEARNING FROM DEATHS
During April 2019 to March 2020, 167 of Royal Papworth Hospital patients died. This comprised the
following number of deaths which occurred in each quarter of that reporting period: 37 in the first
quarter; 46 in the second quarter; 47 in the third quarter; 37 in the fourth quarter.
By 25/06/20, 46 case record reviews and 3 investigations have been carried out in relation to 167
of the deaths. In 2 cases a death was subjected to both a case review and an investigation. The
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number of deaths in each quarter for which a case record review or an investigation was carried
out was:
21 in the first quarter; 5 in the second quarter; 3 in the third quarter; 20 in the fourth quarter.
No patient deaths during the reporting period are judged to be more likely than not to have been
due to problems in the care provided to the patient.

Mortality Case Record Review process
These numbers have been estimated using the Royal College of Physicians’ Structured Judgement
Review methodology which has been adopted as the agreed method for all case record reviews at
Royal Papworth Hospital. Responsibility for case record reviews lies with the Clinical Directors,
Clinical Leads and Mortality & Morbidity Leads overseen by the Clinical Governance Manager and
Assistant Medical Director.
The case record review process sits alongside existing clinical governance processes including
Serious Incident investigations and Mortality & Morbidity meeting case discussions. If a patient’s
death is considered more than 50% likely to have been potentially avoidable following case record
review, this is reported as a patient safety incident triggering an investigation process. The local
procedure is set out in DN682 Mortality Case Record Review Procedure.
Analysis of number of deaths by Clinical Directorate shows that most deaths in Royal Papworth
Hospital occur in Cardiology and Surgery, with smaller numbers in Transplant, Thoracic Medicine
and Respiratory ECMO.

Lessons learnt & Actions taken in 2019-20
Actions which Royal Papworth Hospital has taken in the reporting period, and proposes to take
following the reporting period, in consequence of what Royal Papworth Hospital has learnt during
the reporting period:
Lesson learnt from Medical Examiner Service:





In 2019-20 the introduction of the Medical Examiner service has provided additional scrutiny
for all inpatient deaths and allowed a more selective approach for case record reviews
following criteria recommended by the Independent Advisory Group to Royal College of
Physicians’ National Mortality Case Record Review Programme.
The Medical Examiner service has provided additional support for bereaved families and has
indentified operational difficulties with the Bereavement Service provided for Royal Papworth
by a neighbouring organisation.
The Serious Incident Executive Review Panel set up in 2018 has continued to meet weekly in
2019-20 to discuss deaths in the previous week and now links to ME scrutiny reviews as well
as case record reviews and incident investigations.

Lessons learnt from Retrospective Care Record Reviews:


The Clinical Audit team and Patient Advice & Liaison Service team jointly administer the
mortality database and ensure that all patient details are recorded on a weekly basis. Some
technical issues have been encountered using the spreadsheet leading the risk of data loss
and the need for a comprehensive digital platform has been identified. A review of all
mortality processes supported by the Business Intelligence team will help improve data
collection and analysis.



The introduction of the Retrospective Case Record Review process has acted as an
additional safety net to identify patient safety concerns in the Trust. In 2019-20 the case
record review process did not revealed any patient safety concerns which had not already
been reported as an incident indicating a strong patient safety reporting culture in the Trust.

Lessons learnt from Mortality & Morbidity Meetings:
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In 2019-20 case discussions at Mortality & Morbidity meetings have improved through the
additional collective judgement of the overall quality of care using the NCEPOD grading tool
in Surgery, Cardiology, Critical Care and ECMO M&M meetings.
Patients who die deaths after transfer from Royal Papworth to another hospital are not easily
captured using our existing processes. We will work with other organisations in the region to
improves our ability to learn lessons from patients who die in other hospitals.



Impact & Developments in 2019-20
An assessment of the impact of the actions described above which were taken by the provider
during the reporting period.


The Patient Advice and Liaison Service (PALS) will provide a bereavement follow up
service for all in-hospital deaths from April 2020.



The Bereavement Service has been reviewed with a plan to deliver the service directly by
Royal Papworth Hospital from September 2020.



The risk of data loss for the Retrospective Care Record Reviews has been added to the
Trust’s risk register with actions is place to mitigate the risk.



There are now several processes which work in parallel to comprehensively review all
deaths in Royal Papworth to identify issues and improve quality and safety for patients.
These process include:






Medical Examiner Scrutiny Review
Retrospective Case Record Review
Morbidity & Mortality Meeting case discussion
Serious Incident Investigation

1 case record reviews and 0 investigations were completed after 01/04/2020 which related to
deaths which took place before the start of the reporting period.
0 representing 0% of the patient deaths before the reporting period are judged to be more likely
than not to have been due to problems in the care provided to the patient. This number has been
estimated using the Royal College of Physicians’ Structured Judgement Review methodology.
2 representing 0.6% of the patient deaths during the previous reporting period 2018/19 are
judged to be more likely than not to have been due to problems in the care provided to the patient.
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Performance against the national quality indicators
Publication of data against a number of national indicators has been suspended during the pandemic and this is highlighted where appropriate within the table.

The following core set of indicators applicable to Royal Papworth Hospital on data made available to Royal Papworth Hospital by the Health and
Social Care Information centre are required to be included in the Quality Accounts.

Indicator

2018/19
(or latest reporting period
available)

2019/20
(or latest reporting period
available)

The percentage of patients
aged 16 or over readmitted
to the hospital within 28
days of discharge from the
hospital Note1
[this indicator was last
updated in December 2013
and future releases have
been temporarily suspended
pending a methodology
review]

Trust rate was 9.01% for
2011/12 placing the Trust in
Band B1.

Trust rate was 9.01% for
2011/12 placing the Trust in
Band B1.

National average was
11.45%.

National average was
11.45%.

Highest rate for an acute
specialist trust was 14.09%.

Highest rate for an acute
specialist trust was 14.09%.

Lowest rate for an acute
specialist trust was 0.00%.

Lowest rate for an acute
specialist trust was 0.00%.

The trust’s responsiveness
to personal needs of its
patients during the reporting
period

Trust score was 78.4 in the
2017/18 survey.

Trust Score was 82.7 in the
2018/19 survey.

National average score was
68.6.

National average score was
76.2

National highest score was
85.

National highest score was
88.4

[Data from National Inpatient
Survey]

National lowest score was
60.5.
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Royal Papworth Hospital
NHS Foundation Trust
considers that this score
or rate is as
described for the following
reasons…
Readmission rates are low
due to the quality of care
provided.

Our staff pride themselves
on providing patients with
safe, high-quality, and wellcoordinated care treating our
patients with respect and
dignity. This level of care is
reflected in the Trust
achieving results in the top
10% of trusts in the inpatient
survey.

Royal Papworth Hospital
NHS Foundation Trust
intends to take/has taken
the following actions to
improve this score or rate
and so the quality of its
services, by…
We will continue to monitor.
Percentages could be
distorted by readmissions
following an inpatient stay
for investigations in which
there was no treatment
intended for the underlying
condition.

We will continue to use data
from the inpatient survey to
identify areas for
improvement.

The next publication of the
Overall Patient Experience
Scores for the 2019 Adult
Inpatient Survey update has
been suspended due to
COVID19 work pressures
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Indicator

2018/19
(or latest reporting period
available)

2019/20
(or latest reporting period
available)

The percentage of staff
employed by, or under
contract to, the trust during
the reporting period who
would recommend the trust
as a provider of care to their
family or friends

88.5% of the staff employed
by, or under contract to, the
trust in the 2018 staff survey
would recommend the trust
as a provider of care to their
family or friends.

87.5% of the staff employed
by, or under contract to, the
trust in the 2019 staff survey
would recommend the trust
as a provider of care to their
family or friends.

[Data from National Staff
Survey]

Average for acute specialist
trusts was 90.1%.

Average for acute specialist
trusts was 90.0%.

The Highest scoring
specialist trust was 94.8%.

The Highest scoring
specialist trust was 94.8%.

The Lowest scoring
specialist trust was 77.5%.

The Lowest scoring
specialist trust was 80.9%.

Royal Papworth Hospital
NHS Foundation Trust
considers that this score
or rate is as
described for the following
reasons…
This rating has remained
broadly static; the change is
not statistically significant. In
19/20 the Trust experienced
the most significant
organisational change in its
history with the relocation of
the hospital to the
Cambridge Biomedical
Campus. This affected every
individual and every team.
Long established ways of
working, team
configurations, travel to work
and staff facilities all
changed. This had a
significant impact on staff
engagement.

Royal Papworth Hospital
NHS Foundation Trust
intends to take/has taken
the following actions to
improve this score or rate
and so the quality of its
services, by…
The Compassionate and
Collective Leadership
Programme identified eight
priorities areas we will focus
on to build a high quality
care culture were staff feel
valued and recognized for
their contribution. The
implementation of this
programme commenced in
June 19 following the
relocation. Phase 1 was
completed in February 2020.
The COVID19 emergency
has delayed progression to
Phase 2. We restarted the
programme in September
2020 and will initially focus
on refreshing our values,
developing a behaviour
framework and the
development of line
managers. We have also
focused on Diversity,
Inclusion and Equality and
Staff Health and Wellbeing

during the pandemic
response. We have secured
support from the Trust
Charity to increase the
resources and support for
staff in these areas.

Friends and Family Test –
Patient

In 2018/19
96.4% of our patients would
recommend our service.

NOT STATUTORY
REQUIREMENT

Indicator

2018/19
(or latest reporting period
available)

2019/20
(or latest reporting period
available)

The percentage of patients
who were admitted to
hospital and were risk
assessed for VTE during the
reporting period

Trust achieved 92.64% for
2018/19.

Trust achieved 95.33% for
2019/20.

RPH:
Q1 94.33%
Q2 93.44%
Q3 90.56%
Q4 92.22%

RPH:
Q1 93.46%
Q2 93.53%
Q3 97.33%
Q4 97.00%
2020/21 Q1 96.63%

[Since April 2015 data
published quarterly not
monthly]
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In 2019/20
97.4% of our patients would
recommend our service.
(Data published to February
2020 Data submission and
publication for the Friends
and Family Test will restart
for acute and community
providers from December
2020, following the pause
during the response to
COVID19. A score of 97.6%
was achieved for March
2020 Source: PIPR))

The Trust achieved a
response rate of 33.3% in
2019/20 and continues to
promote the FFT test.
Responses are reviewed at
the weekly Matrons meeting,
and actions are monitored.
Improvements made as a
result of patient feedback
are displayed on our ‘you
said we did boards’.

Royal Papworth Hospital
NHS Foundation Trust
considers that this score
or rate is as
described for the following
reasons…
Concerns were identified
following the previously
falling level of compliance
with the VTE standard.
Trust wide education had
continued to ensure VTE
documentation on admission
and reassessment during
admission was complete.

See Annual Report – Staff
Report section for other
information on the 2019
Staff Survey.
The Trust will continue to
monitor Friends and Family
scores.
There are actions in place to
improve the Friends and
Family response rates for
both inpatients and
outpatients.

Royal Papworth Hospital
NHS Foundation Trust
intends to take/has taken
the following actions to
improve this score or rate
and so the quality of its
services, by…
Following review of VTE and
falling compliance against
95% target of VTE risk
assessment on admission a
local action plan was put in
place. This involves key staff
within the organisation to
affect change and
optimisation of Lorenzo and

Acute Trust average was:
Q1 95.62%
Q2 95.44%
Q3 95.60%
Q1 to Q3 95.55% 2018/19.
Highest acute provider
100%. (Q1-3)
Lowest acute provider
Q1 75.84 %
Q2 68.67%
Q3 54.86%

The rate per 100,000 bed
days of cases of C.difficile
infection reported within the
trust during the reporting
period Note 2
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Acute Trust average was:
Q1 95.56%
Q2 N/A
Q3 N/A
Q1 to Q3 N/A

Auditing compliance since
the introduction of Lorenzo
has been time consuming.

Metavision to capture data
for audit. NHS Improvement
is also working with us to
monitor compliance and the
improvement of risk
assessment on admission.
This is monitored through
QRMG and shared with the
Quality and Risk Committee.
We have seen sustained
improvement in late 2019/20
shown below with increased
compliance above 95% in
three consecutive quarters.

The Trust rate is based on
the one cases attributed to
the Trust in 2019/20.

See Part 3 of report – Other
Information.

Highest acute provider N/A.
(Q1) 100%
Lowest acute provider
Q1 %
Q2 N/A%
Q3 N/A%

Trust rate was 3.9 in
2018/19 for Trust attributed
patients aged 2 years and
over (2 cases).

The national VTE data
collection and publication is
currently suspended to
release capacity in providers
and commissioners to
manage the COVID19
pandemic.
Trust rate was 1.67 in
2019/20 for Trust attributed
patients aged 2 years and
over (1 case).

Total cases 10 with two
attributed to RPH

Total cases 11 with one
attributed to RPH

Indicator

2018/19
(or latest reporting period
available)

2019/20
(or latest reporting period
available)

The number and, where
applicable,
rate of patient safety
incidents reported within the
trust during the reporting

(i) Trust number for Month 1
to Month 6 in 2018/19 was
1374.

(i) Trust number for Month 6
to Month 12 in 2019/20 was
1596.

The Acute Specialist Trust

The Acute Specialist Trust

Infection prevention and
control is a key priority for
the Trust.
Royal Papworth Hospital
NHS Foundation Trust
considers that this score
or rate is as
described for the following
reasons…
Data is submitted to the
National Reporting and
Learning System in
accordance with national
reporting requirements.

Royal Papworth Hospital
NHS Foundation Trust
intends to take/has taken
the following actions to
improve this score or rate
and so the quality of its
services, by…
The Trust continues to
demonstrate a strong
incident reporting culture
which is demonstrated by
the majority of incidents

period, and the number and
percentage of such patient
safety incidents that resulted
in severe harm or death.
(i) Number
(ii) Rate per 100 admissions
(iii) Number and percentage
resulting in severe
harm/death Note 3

highest total was 3812, the
lowest was 262 and the
average was 1493.

highest total was 2491, the
lowest was 366 and the
average was 1393.

(ii) Rate per 100 admissions
was not available.

(ii) Rate per 100 admissions
was not available.

The highest, lowest and
average Acute Specialist
Trust rate per 100
admissions was not
available.

The highest, lowest and
average Acute Specialist
Trust rate per 100
admissions was not
available.

(iii) 5 resulted in severe
harm/death equal to 0.36%
of the number of patient
safety incidents.
The highest Acute Specialist
Trust % of incidents
resulting in severe
harm/death was 0.38%, the
lowest was 0% and the
average was 0.12%.

(iii) 3 resulted in severe
harm/death equal to 0.19%
of the number of patient
safety incidents.

graded as low or no harm.
All patient safety incidents
are subject to a root cause
analysis (RCA). Lessons
learnt from incidents,
complaints and claims are
available on the Trust’s
intranet for all staff to read.

The highest Acute Specialist
Trust % of incidents
resulting in severe
harm/death was 1.26%, the
lowest was 0% and the
average was 0.12%.

Data Source: Health and Social Care Information Centre portal as at 10/04 2018 unless otherwise indicated
Note 1
Emergency re-admissions within 28 days of discharge from hospital. Percentage of emergency admissions to a hospital that forms part of the trust occurring within 28 days of the last, previous
discharge from a hospital that forms part of the trust.
Note 2
The number of Clostridium difficile (C. difficile) infections, for patients aged two or over on the date the specimen was taken. A C. difficile infection is defined as a case where the patient shows
clinical symptoms of C. difficile infection, and using the local trust C. difficile infections diagnostic algorithm (in line with Department of Health and Social Care guidance), is assessed as a positive
case. Positive diagnosis on the same patient more than 28 days apart should be reported as separate infections, irrespective of the number of specimens taken in the intervening period, or where
they were taken. Acute provider trusts are accountable for all C. difficile infection cases for which the trust is deemed responsible. Accountability is defined as a case where the sample was taken
on the fourth day or later of an admission to that trust (where the day of admission is day one). The Quality Accounts Regulations requires the C. difficile indicator to be expressed as a rate per
100,000 bed days. If C. difficile is selected as one of the mandated indicators to be subject to a limited assurance report, the NHS foundation trust must also disclose the number of cases in the
quality report, as it is only this element of the indicator that Monitor intends auditors to subject to testing.
Note 3
The indicator is expressed as a percentage of patient safety incidents reported to the National Reporting and Learning Service (NRLS) that have resulted in severe harm or death. A patient safety
incident is defined as ‘any unintended or unexpected incident(s) that could or did lead to harm for one or more person(s) receiving NHS funded healthcare’. The ‘degree of harm’ for patient safety
incidents is defined as follows: ‘severe’ – the patient has been permanently harmed as a result of the incident; and ‘death’ – the incident has resulted in the death of the patient. As well as patient safety
incidents causing long term/permanent harm being classed as severe, the Trust also reports 'Patient Events that affect a large number of patients' as 'severe' incidents to the NRLS.
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Part 3 Other Information
Review of quality performance 2019/20
2018/19 has been another busy year for Royal Papworth Hospital and its staff, with the
Hospital treating 22,795 inpatient/day cases and 93,852 outpatient episodes from across
the UK. For additional information see section 1.2 Performance Analysis of the Annual
Report.
The following section provides a review of our quality performance in 2019/20. We have
selected examples from the three domains of quality (clinical safety, patient experience and
clinical effectiveness of care). These are not all the same as in the 2018/19 Quality
Accounts but reflect issues raised by our patients and stakeholders, which also feature
highly in the Department of Health and Social Care’s agenda. They include information on
key priorities for 2019/20 where these have not been carried forward as key priorities for
2020/21. Pulmonary endarterectomy is included as Royal Papworth is the only centre in
the UK to provide this surgery. There is also an update on the Extra Corporeal Membrane
Oxygenator (ECMO) service for which Royal Papworth Hospital is one of five centres
nationally that provide this service for adults.

Quality Strategy: Providing excellent care and treatment for every
patient, every time
The Quality Strategy was reviewed and refreshed in 2018 and sets our quality
ambitions and direction for the next three years to 2021. Our Quality Strategy is
aligned to and takes into account the National Quality Improvement (QI) agenda,
current QI research and National QI leadership programmes. The Strategy includes
the Trust Board endorsement to implement the Culture and Leadership Programme
co-designed by NHS Improvement and the King’s Fund, which commenced during
2019 and supports the delivery of our Quality Strategy.
We want quality and quality improvement to be our core philosophy and to be at the
heart of every decision that we make. Our expertise, reputation and network places
us in a unique position to lead the way in delivering excellence in care through our
cardiothoracic, respiratory and transplant services with outstanding:
•
Patient experience and engagement; developing and improving our services
for and with the patients who need them
•
Patient safety; with a focus on eliminating avoidable harm to patients.
•
Effectiveness of care; using clear, consistent processes and standards to
deliver successful treatment assessed by clinical outcome measures and the patient’s
experience.
Our current Quality Strategy is underpinned by our three Quality Ambitions. The work
streams that have been identified in the Quality Account are set as enablers to
achieve our Quality Account Ambitions. We review these work streams annually to
demonstrate progress and allow the flexibility to encompass local, regional and
national changes in the health economy.
Quality Strategy Ambitions:
1.
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Safe – Provide a safe system of care and thereby reduce avoidable harm

2.
Effectiveness and Responsive Care – Achieve excellent patient outcomes and
enable a culture of continuous improvement
3.
Patient Experience and Engagement - We will further build on our reputation
for putting patient care at the heart of everything we do
The Quality Strategy continues to be enacted through the Quality Account priorities.

Open and Transparent / Duty of Candour
Openness when things go wrong is fundamental to the partnership between patients and
those who provide their care. There is strong evidence to show that when something goes
wrong with healthcare, the patients who are harmed, their relatives or carers want to be
given information about what has happened and would like an apology. The NHS Standard
Contract SC35 Duty of Candour specifically required NHS provider organisations to
implement and measure the principles of Being Open under a contractual Duty of Candour
which is further underpinned by the CQC Regulation 20 which places a statutory Duty of
Candour on all NHS organisations. The three key elements of being open are:





Providing an apology and explanation of what has happened
Undertaking a thorough investigation of the incident
Providing support for the patients involved, their relatives/carers and support for the
staff
Offering feedback on the investigation to the patient and/or carer

We have a named family liaison member of staff who is responsible for sending the initial
duty of candour letter and maintaining contact with the patient and or family throughout the
investigation period. Family liaison contact details are provided in the letter. In 2019/20 we
have developed a formal procedure and guidance for this role to better support staff
undertaking this role (DN791). This has been based on family and patient feedback on their
experience of being involved in this process. Training on the principles of being open and
duty of candour are provided as part of the Investigation Skills workshop training provided
by the Trust.
In 2019 the Trust undertook an audit against the requirements of the Being Open and Duty
of Candour Policy (DN153) Incidents reported between April 2018 and March 2019 were
reviewed which demonstrated an overall improvement on compliance against a previous
audit in 2016.
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In 2019/20, the Trust reported 11 serious Incidents and duty of candour was completed in
100% of cases, although not all within the 10 day standard. For incidents reported as
Moderate Harm, duty of candour is completed once the investigation and/or clinical review
confirm that acts or omissions in the incident resulted in actual harm to the patient. The
Trust monitors compliance against our requirements for duty of candour at the Serious
Incident Executive Review Panel (SIERP) and the Quality and Risk Management Group
(QRMG) reporting by exception to the Quality and Risk Committee of the Board of
Directors.
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Patient safety domain
Healthcare Associated Infections
Royal Papworth Hospital places infection control and a high standard of hygiene at the
heart of good management and clinical practice. The prevention and control of infection
was a key priority at Royal Papworth Hospital throughout 2019/20 and remains part of the
Trust’s overall risk management strategy. Evolving clinical practice presents new
challenges in infection prevention and control, which needs continuous review. The Trust is
committed to ensuring that appropriate resources are allocated for effective protection of
patients, their relatives, staff and visiting members of the public. In this regard, emphasis is
given to the prevention of healthcare-associated infection, the reduction of antibiotic
resistance and ensuring excellent levels of cleanliness in the Hospital.
There are a number of important infection prevention and control measures in place to
reduce the risk of spread of infection; these include hand hygiene, cleaning, adherence to
infection control practices, screening of patients for various organisms and education – all
of which were audited continuously in 2019/20 as part of the annual infection prevention
and control audit programme, and the compliance figures were monitored through the
Infection Control Pre and Peri-operative Care Committee (ICPPC).
During 2019/20 the total number of Clostridiodies difficile cases was 11, against an
objective of 11. Only one case was attributed to Royal Papworth Hospital. There were no
cases of MRSA bacteraemia for 2019/20, the ceiling trajectory remained at zero. All MRSA
bacteraemias and cases of C. difficile are reported to our Commissioners. We perform root
cause analysis (RCA)/ post infection reviews (PIR) on each case of C.difficile or MRSA
bacteraemia to review the events and enable continuous improvement of practice. Any
subsequent lessons learned are shared with the Commissioners and discussed at scrutiny
panels. If the RCA/PIR does not show any avoidable factors, i.e., there were no lapses in
the care of the patient, the case will not be counted against the ceiling target.
Carbapenemase-producing Enterobacteriaceae (CPE)
Carbapenemases are enzymes that destroy carbapenem antibiotics, conferring resistance.
Predominantly, they are made by a small but growing number of Enterobacteriaceae strains.
There are different types of carbapenemases, of which KPC, OXA-48, NDM and VIM
enzymes are currently the most common. Many countries and regions now have a high
reported prevalence of healthcare-associated CPE. The Trust has a robust procedure in
place to ensure that screening and isolation of patients in relation to CPE is carried out to
minimise the risk of spread. This procedure was produced using the Public Health England
(PHE) Acute trust toolkit for the early detection, management and control of
carbapenemase-producing Enterobacteriaceae (2013). There has not been any ongoing
spread of CPE within the Trust in 2019/20.
Escherichia coli (E.coli)
Data collection for E.coli, Klebsiella spp. and Pseudomonas aeruginosa BSI has been
provided via the PHE Data Capture System. The rates of E.coli bacteraemia are available
on the PHE Public Health Profile website. Please note the latest data in the graph below is
from the year 2018/19 as the data for 2019/20 is not yet available:
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Graph 1.Counts and rates of E.coli bacteraemia over a seven-year period:
It can be seen that RPH E.coli bacteraemia rates remain low in comparison with national
rates.
The Trust could not reduce the number of E.coli bacteraemias further in 2019-20. This
might be because rates are already low (14.6 vs 125.2 nationally):
2017/18
Trust England
11

Total number
of E.coli
bacteraemias
R* - reduction rate

2018/19
Trust England
9

R*
18%

2019/20
Trust England
9

R*
0%

Causes of E.coli bacteraemias in 2019/20:
-

Urosepsis - 1
Cannula-related infection - 1
Deep sternal wound infection – 2
Chest infection - 1
Unknown – 4
The area of priority for further reduction of E.coli BSI next year is management of surgical
site infections – this is the only cause of infections that stands out but only marginally.
Heater- cooler units and M.chimaera infection
There have been no cases of M.chimaera associated with heater coolers. Water that is
used for heater coolers is tested regularly as well as water from heater-coolers tanks. All
heater-coolers have a closed circuit that prevents aerosols from escaping into operating
theatres.
Mycobacterium Abscessus
In December 2018, the water system of the new Hospital had high counts of Legionella and
Pseudomonas across the site. The Water System Remedial Action Plan (WSRAP) was
implemented, which involved the installation of a hypocholorous dosing system as a
secondary control measure, removal of all taps, replacement of all cartridges, and removal
of pipework in 55 locations. This was then backed by increased flushing. Having
implemented the WSRAP throughout January-April 2019, the Trust successfully achieved a
clean water system in line with occupation of the building.
Between July and September results received from 3 patients confirmed positive
M.abscessus infections. The Estates and Facilities team worked together with the Infection
Control team to implement an action plan, with flushing being increased in high risk areas,
and the decision was made to install a hydrogen peroxide dosing system into the top of the
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fourth and fifth floor risers, as well as continue an extensive sampling programme to include
the incoming water sampling, risers, and outlets.
Over the past 6 months a number of water system interventions have taken place, these
have had a positive impact on the level of mycobacteria found in the water system.
Our results relating to Mycobacteria have been decreasing in a manner that is pleasing to
the trust, these results are to continued to be monitored, for us to carry out the monitoring
we propose to introduce a weekly schedule of sampling which will concentrate areas of risk
that have been highlighted, and an additional 50+ ad hoc samples to be carried out each
week this will increase our knowledge and coverage of the sites Mycobacteria counts.
All of these results will continue to be shared at the water safety groups on a Bi monthly
period to ensure transparency, any trends that the schedule is producing are discussed
highlighted and actioned.
Trust Hand hygiene compliance figures 2019-20 (April-Mar)

Hand Hygiene Compliance (%)
0%
April
May
June
July
August
September
October
November
December
January
February
March

60

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

98%
100%
100%
97%
99%
97%
96%
98%
99%
98%
98%
98%

MRSA bacteraemia and C. difficile trajectory infection rates*
Goals
2017/18
No MRSA
bacteraemia
No more than
5 C. difficile
cases *

Outcome
2017/18
3 MRSA
bacteraemia
Total for the
year= 3

Goals
2018/19
No MRSA
bacteraemia
No more than
4 C. difficile

Outcome
2018/19
1 MRSA
bacteraemia
Total for
the year
2

Goals
2019/20
No MRSA
bacteraemia
No more
than 11
C.difficile

Outcome
2019/20
No MRSA bacteraemia

Achieve
100% MRSA
screening of
patients
according to
agreed
screening risk
assessment

98.7%

Achieve
100% MRSA
screening of
patients
according to
agreed
screening
risk
assessment

97%
data collected
between April 18
– February 19
Q4 data is not
currently
available

Achieve 100% MRSA
screening of patients
according to agreed
screening risk

95.5%

Total for the
year = 11 only
one was
attributed to
Royal
Papworth

Data Source: Mandatory Enhanced Surveillance System (MESS) and PHE Health Care Associated
Infection Data Capture System

*Please note: The figures reported in the table are the number of C.difficile cases and
MRSA bacteraemias attributed to the Trust and added to our trajectory ceiling targets.

Surgical site surveillance
From April 2009, we have undertaken continuous surgical site surveillance of CABG
patients to monitor infections post-surgery using the Public Health England (PHE)
surveillance protocol. A bundle of interventions in pre-, intra- and post-operative care are
carried out in line with NICE guidance CG74 and WHO recommendations These actions
have driven down our infection rates from 9.85% in 2009 to 2.7% in 2018/19. The current
cumulative national benchmark for inpatient and readmissions for SSI in CABG is 3.0%
(PHE 2019). Unfortunately, we have seen a rise in SSI’s in inpatient/readmissions in the
past 12 months and our yearly total is currently 5% for CABG. This has been highlighted
through ICPPC quarterly and fedback to surgical teams via M&M meeting and quarterly
rates. An additional SSI stakeholder group was formed to review current practices and
discuss any issues found to try and identify causes of this rise. We have gone through a
huge organisational change in the last 12 months which may have some bearing on these
figures. Audits in monitoring pre-op skin prep, timing of antibiotic prophylaxis, aseptic
technique and air testing in theatres have all been carried out and results fed back to
relevant teams. Increased education on wards has been carried out on the importance of
pre-op decolonisation and rates highlighted to teams. There are regular Tissue Viability
ward rounds to support staff and identify and treat wound issues promptly. A spotlight on
theatre discipline has also been raised in audit meetings led by theatre staff.
As well as reviewing each case to see if there are lessons to be learned we have submitted
our data for Oct-Dec and Jan-Mar to the national PHE SSI surveillance scheme for further
analysis.
We will be continuing with surveillance in both CABG and Valve patients in the next
financial year and our aim will be to reduce our SSI rates as the safety of our patients is
paramount.
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Rate

8
7
6
5
4
3
2
1
0

Surgical Site Infection Rates

Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4
201 201 201 201 201 201 201 201 201 201 201 201 201
6/1 7/1 7/1 7/1 7/1 8/1 8/1 8/1 8/1 9/2 9/2 9/2 9/2
7
8
8
8
8
9
9
9
9
0
0 020 020

CABG %

3.3 2.5 3.8 3.6 3.5 2.6

Valve %

1.9 2.7

4

2

3.1 3.4 3.1 4.85 6.9 5.1

2.7 2.5 2.1 2.1 2.2 0.6 3.1 0.9 3.2 1.3

PHE CABG cumulative
3.8 3.8 3.8 3.8 3.8 3.8 3.8 3.5 3.5 3.5 3.5 3.5
incidence

3

Influenza
The Trust continues to be committed to providing a comprehensive flu vaccination
programme for staff. The uptake for “frontline” staff 2019/20 was 86% Trust wide.
In 2019/20, the Trust continued to receive flu-related ECMO patients into the Critical Care
Unit.

COVID19 Pandemic
COVID19 is a new coronavirus disease, which causes respiratory symptoms. It was first
identified in December 2019 in China and quickly spread around the world. The COVID19
pandemic was officially declared on the 11th March 2020. During the early stages of the
outbreak the Trust put together surge plans to prepare for the expected upturn in demand of
patients who would be admitted or transferred to us. During March the Trust put these plans
into place and extended the capacity of its Critical Care Unit (CCA) to house COVID19
patients. It also substantially increased its capacity to treat severely ill patients with COVID19,
who required Extracorporeal Membrane Oxygenation (ECMO).

Sepsis
Sepsis in patients is a potentially life threatening condition and without treatment can prove
fatal. Care failings seem to occur mainly in the first few hours when rapid diagnosis and
simple treatment can be critical to the chances of survival. The Sepsis Six bundle was
developed by founders of the UK Sepsis Trust in 2005 as an operational solution to a set of
complex yet robust guidelines developed by the International Surviving Sepsis Campaign. It
was revised in 2019 to reflect the latest evidence in the management of Sepsis and ensure
that antimicrobials are used effectively and efficiently.The purpose of using the bundle is to
ensure a safe, standardised approach to the initial assessment of patients with potential
sepsis and their subsequent management within the ward setting. It is also envisaged that
by using the sepsis bundle, the medical and nursing teams will have the knowledge and
understanding to recognise and promptly initiate treatment to patients and therefore reduce
the complications associated with severe sepsis.
As part of the NHS Standard Contract 2019/20 there is a continued monitoring of Sepsis
across the country. From April 2019 this was a new indicator on PIPR for 2019/20 (RPH
has been monitoring prior to this). As we have no Emergency Department our numbers of
patients with Sepsis are less, therefore while the national quality requirement is ‘based on a
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standard of 50 service users each quarter’; we are reporting on every patient confirmed with
Sepsis (as validated by the Lead Nurse ALERT and a Consultant; excluding Critical Care).
Standards
Aspect to be measured
1
2
3
4
5
6
7
8
9
10

SIRS criteria to be met for all patients referred for Sepsis
Sepsis 6 care bundle to be present in patient notes
Sepsis 6 care bundle documentation to be complete
IV Abx to be commenced within one hour of referral
ABG/Lactate measured within one hour of referral
Blood cultures to be taken within one hour of referral
Fluid challenge administered within one hour of referral
High Flow Oxygen administered within one hour of referral
FBC/Catheterisation commenced
Care bundle used until resolved

Expected
standard
100%
100%
100%
100%
100%
100%
100%
100%
100%
100%

Results to date:
Dec 2018 (Q3 2018/19) = 100% (33 patients)
Mar 2019 (Q4, 2018/19) = 83.3% (33 patients)
Jun 2019 (Q1, 2019/20) = 100% (13 patients).
Sep 2019 (Q2, 2019/20) = 67%, reflecting 8 out of 12 patients getting their initial sepsis
bundle completed, although 100% received antibiotics as required; only two patients out of
the 12 had ‘sepsis’ when mapped against the national criteria.
Dec 2019 (Q3, 2019/20) = 81.2%, reflecting 13 out of 16 patients getting their initial sepsis
bundle completed although 100% received their antibiotics as required within the hour. A
detailed breakdown of the Q3 data is shown in the tables to the right. The top table gives a
breakdown of patients who required screening for sepsis and if they were screened (yes or
no). The second table shows that 100% of patients who required antibiotics, received them.
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Sepsis audit analysis data (Q3 2019/20):

Data Submission PIPR. Quarter 3 19/20
Month
Patient ID
October
1
October
2
October
3
October
4
October
5
October
6
November
7
November
8
November
9
November
10
November
11
November
12
December
13
December
14
December
15
December
16
Totals
16
Compliance

October
November
December
Quarter 3
Compliance

Required
Sepsis
Sample size Screening?
6
6
6
6
4
4
16
16
100% (16/16))

Required screening for Sepsis? Screening completed?
Yes
No
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
No
Yes
Yes
Yes
No
Yes
Yes
Yes
Yes
16
16
81.2% (13/16)

Screening completed?
5
5
3
13
81% (13/16)

IV antibiotics given within 1
hour (excluding pts already
on antibiotics)
3
3
3
9
100% (9/9)

Actions ongoing:
Follow up actions are in place led by the Lead Nurse ALERT, including reminding staff
regards better compliance with completing the initial sepsis care bundle; appropriate use of
the term ‘sepsis’; introduction of Sepsis bundle and audit into Critical Care.

Acute Kidney Injury (AKI)
Acute Kidney injury remains on the agenda at Royal Papworth Hospital. The numbers of
patients who develop an Acute Kidney injury continues to fluctuate as one would expect as the
incidence can be dependent of the acuity of the patient and also the type of procedure the
patient is admitted for. We still see more patients developing stage 1 Acute Kidney injury.
Guidelines remain in place for the management of Acute Kidney injury and Fluid management
for patients in hospital and follow the up to date recommendations from NICE. The most recent
inclusion to the guidelines is in relation to paediatric patients. Whilst Royal Papworth does not
have many young children, we occasionally admit them for specific procedures. Both these
guidelines have been updated and approved. They can be found on the hospital intranet.
We provide quarterly reports of our incidence of AKI to the National Renal Registry
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The table below shows the number of patients on the wards who have developed an AKI
since our move to the new hospital in May 19.

No of patients recorded on Lorenzo with an
AKI
30
25
20
15
No of patients

10
5
Aug‐20

Jul‐20

Jun‐20

May‐20

Apr‐20

Mar‐20

Feb‐20

Jan‐20

Dec‐19

Nov‐19

Oct‐19

Sep‐19

Aug‐19

Jul‐19

Jun‐19

May‐19

0

**The drop in patient numbers developing an AKI is a reflection of the drop in patient numbers
on the ward during the COVID19 pandemic surge. The above chart does not specify the
specialty to which the patient was admitted.
We are currently working closely with the Audit and Research teams to design the most
effective way to reproduce the data provided by both CUH biochemistry reporting and the AKI
data that is extrapolated from Lorenzo and found in the intranet’s ‘Data Warehouse’. It is hoped
that we will have a robust format in which to show a true picture of AKI in the trust.
We continue to receive regular reports on the number of patients who require haemofiltration in
Critical Care. Below are the most recent reports:

Proportion of patients (%)

Proportion of patients requiring CVVH.
Rolling year.
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For our ward patients, we have our Alert teams and Ward Based ANP’s who provide support to
ensure our AKI pathway is completed for all patients who develop an AKI. There is ongoing
training for all staff in accessing and completing these forms. Each ward area has a member of
the nursing team identified as the link person for AKI.
Below is the updated version of the AKI pathway in use on the wards through Lorenzo:

Our ward pharmacists offer day to day guidance on safe prescribing to our medical teams for
patients who have developed an AKI. Previous initiatives to ensure we provide our primary care
teams with up to date information of Acute kidney injury when the patient is discharged home
continues through the electronic discharge document which is sent directly to the patient’s GP
on discharge. Ward Based ANP’s and junior doctors are responsible for the completion of the
discharge summaries and include instructions for the primary care teams in managing and
keeping up surveillance on any patient who has developed an AKI during their hospital
admission.
Acute Kidney injury remains on the mandatory training schedule for all qualified staff. We
continue to report the incidence of Acute Kidney injury through our laboratory reporting system
currently in place. The patient is identified as either Acute Kidney injury stage 1, 2 or 3. We now
also regular reporting of the patient’s eGFR ; the marker of a patient’s existing renal function
which is essential to know to ensure the safe management and prescribing for every patient.
There is ongoing training for all staff in accessing and completing these forms.
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Pressure Ulcers
Pressure Ulcer Report: April 2019-March 2020
Pressure ulcers (PUs) have been defined as ulcers of the skin due to the effect of
prolonged pressure in combination with a number of other variables including: patient comorbidities and external factors such as shear and skin moisture. In June 2018, in their
detailing of how trusts should report PUs, NHSI described six principle PU categories,
ranging from 1 to 4, plus deep tissue injury (DTI) and an unstageable category. The NHSI
paper details that these six categories will be reported on.
In addition, NHSI asked organisations no longer to use the terms avoidable or unavoidable,
as all PUs are harm. This organisation has replaced avoidable with “acts/omissions in care”
and unavoidable with “all care in place”.
All care in place (previously classed as unavoidable) PUs will not stay at a standard rate,
and it is not appropriate to compare rates year on year. It is important to note that because
all care in place PUs mainly occur in patients within this Trust who have had complex
cardiothoracic surgery with long theatre times, and these critically unwell patients have
restrictions on repositioning when they are physiologically unstable, alongside high doses of
vasopressors (drugs to increase circulation to major organs, but restrict circulation to the
peripheral areas such as heels), we continue to scrutinise the RCA investigation findings in
this group of patients. Pressure ulcer incidents included on the agenda for review at the
Pressure Ulcer Scrutiny Panel will have this root cause analysis (RCA) carried out by the
associated clinical area in advance of the panel meeting.
It was recognised that the reporting of pressure ulcers in COVID 19 patients
underrepresented the actual number of ulcers that occurred. A separate audit in this patient
group taken from their electronic patient records starting in March 2020 has been
undertaken to establish the true extent of ulceration in this group. The audit is currently
been reviewed in draft format by the Q&R panel.
New and continued initiatives for 2020/21 include:
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The Scrutiny Panel continue to scrutinise all category 2, 3, 4, DTI, or unstageable
PUs developed within the Trust in order to identify lessons learnt and share good
practice.



Biannual PU prevalence audits and a new biannual dynamic mattress audit



Continue DATIX incident reporting for all category 2, 3, 4, DTI, and unstageable
PUs developed within the Trust and all category 2, 3, 4, DTI, and unstageable PUs
admitted/transferred into the Trust.



Ensure that the rates of PUs developed at Royal Papworth Hospital continue to be
displayed in all clinical inpatient areas for patients, relatives and staff to see.



Have a standing agenda item in the Quality and Risk Management meeting to report
the PU rates.



Continue education on PU prevention, identification, reporting and management
across the trust. These include tissue viability link and associate link nurses
teaching to facilitate their development in the specialty. We are exploring different

ways of providing in house and virtual PU prevention training in view of COVID19
face to face teaching challenges.


68

Recruitment of a band 4 assistant practitioner in wound care for a six month fixed
period to support pressure ulcer prevention strategies.

Goal 2019/20

Outcome Goal 2020/21

Outcome

To increase tissue
viability link nurse
involvement in PU
prevention education
within their ward areas.

On-going

To increase tissue
viability link nurse
involvement in PU
prevention education
within their ward
areas

On-going

Continue to embed the
new PU
categorisations
introduced by NHSI
June 2018

On-going

Continue to update
clinical staff on
categorisations
introduced by NHSI
June 2018

On-going

Continue quarterly
Trust-wide PU
prevalence audits.

Achieved
and ongoing

Biannual prevalence
audits and biannual
dynamic mattress
audit

Achieved and
on-going

Work with IT to
develop in house PU
training online; to
include mattress
training

On-going

Work with IT assets
to establish in house
PU training online

On-going

NA

Recruit a band 4
assistant practitioner
in wound care for a
fixed term of 6 month
to support PU care &
education

Ongoing

NA

Purchase and deploy
dynamic mattress
systems to replace a
number of foam
mattresses in Critical
Care to support
pressure ulcer
prevention.

Ongoing

Actual pressure ulcers reported April 2019 to March 2020

Category

2

3

4

DTIs

Unstageabl
e

Pressure ulcers
reported from
April 2019 to
March 2020

10

0

0

8

2

March 2019 *

1

1

(1 acts or
omissions in care)

(1 all care in
place)

Number of
reported 2018/19
figures up to end
of February 2019

19

Number of
reported 2017/18
figures up to end
of February 2018

(8 all care in
place, 2
acts/omissions in
care)

(6 all care in place (2 all care in
2 acts/omissions place)
in care)

0

0

0

2

1

10

0

(13 all care in
place, 6
acts/omissions in
care)

(1 all care in
place, 1
acts/omissions in
care)

(1 acts/
(8 all care in
omissions place, 2
in care)
acts/omissions in
care)

16

1

0

(5 unavoidable, 11
avoidable)

(unavoidable)

23
(19 unavoidable, 4
avoidable)

Not counted
till Oct 2018

* March 2019 figures reported separately in order to move to a reporting year of April-March
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Patient Safety Incidents – Severity
Severity
18/19 Q4 19/20 Q1 19/20 Q2 19/20 Q3* 19/20 Q4* Total
Near Miss
98
112
156
125
112
603
No harm
473
675
619
590
408 2765
Low harm
120
143
169
217
173
822
Moderate harm
7
5
2
3
1
18
Severe harm
1
0
2
1
1
5
Death caused by the incident
0
0
0
1
0
1
Death UNRELATED to the incident
6
1
3
2
2
14
Under investigation, not yet graded
0
0
0
3
45
48
Total
705
936
951
942
742 4276

Table 3 – Incidents by Severity (Data source: DATIX 29/04/20)
*Correct at the time of production. Some incidents have been downgraded in severity following investigation.
Fluctuating numbers of patient safety incidents have been reported during the financial year. Those
graded as near miss (14%), no/low harm over the last 12 months (84%) demonstrates a continuous
readiness to report and learn from all types of incidents. There has been a request for staff to report
incidents in order to demonstrate an open and fair culture of learning and no blame. This process
also captures the clinical consideration given to all types of incidents, with moderate harm incidents
and above being reviewed at the Trust’s new Serious Incident Executive Review Panel (SIERP).
The level of investigation carried out after a patient safety incident is determined by its severity. All
moderate harm incidents and above have investigations and associated action plans, which are
managed by the relevant business unit and monitored by the Quality and Risk Management Group
(QRMG). All Serious Incidents (SIs) require a Root Cause Analysis (RCA) and are led by an
appointed investigator and monitored by the QRMG. The (*) signifies a discrepancy in the total
number of incidents awarded a severity grading and the total number of patient incidents in the
quarter; as at 29/04/2019 not all incidents have been finally approved and grading confirmed.
Lessons learnt are shared across the organisation via the quarterly Lessons Learnt report on the
intranet, local dissemination via Divisions and specialist meetings.

Never Events
Learning from what goes wrong in healthcare is crucial to preventing future harm; it requires a
culture of openness and honesty to ensure staff, patients, families and carers feel supported to raise
a concern and speak up in a constructive way.
Never Events are patient safety incidents that are wholly preventable and where guidance or safety
recommendations that provide strong systemic protective barriers are available at a national level
and have been implemented by healthcare providers. As with all serious incidents, these events
need prompt reporting and detailed investigation to understand what went wrong and what actions
need to be taken to prevent the incident from happening again.
During the financial year, the Trust has reported one Never Event. In June 2019, the Trust reported
an incident relating to a retained guidewire. There was a failure in the processes relating to checking
and confirming that the guidewire had been removed prior to the completion of the surgical
procedure. There was moderate harm caused to the patient as an additional procedure was
required to remove the guidewire. Under our commitment to Duty of Candour a full disclosure was
given to the patient and next of kin. A detailed investigation was undertaken and the incident was
subject to a full Root Cause Analysis investigation and consideration of human factors. The action
plan was monitored by the Quality and Risk Management Group and this was completed and closed
in December 2019.

Reducing falls and reducing harm from falls
Falls prevention remains a top priority for the Trust and is monitored through incident reporting and
the Safety Thermometer. Under Health and Safety law, the Trust has a responsibility to protect all
patients from harm and “so far as is reasonably practicable” carry out “suitable and sufficient” risk
assessments to that ensure they remain safe. In addition, the Trust has carried out a large piece of
Quality Improvement project work, spanning nearly two years and the transition to the new Royal
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Papworth site with single side rooms. There was concern that with the move to side rooms, falls
would increase however this has not proved to be the case.
Since February 2019, all falls are reviewed to ascertain if the patient fell due to a medical condition
or because of failure to meet best practice in the management of health & safety, and to ensure that
appropriate action is undertaken. All falls are reviewed by the Fall Prevention Lead.
During the calendar year there has been a regular occurrence of assisted falls to the ground,
recorded as “near miss”; actual falls have been graded from no harm to moderate and severe harm.
Falls resulting in moderate injury have Root Cause Analysis (RCA) performed and falls that result in
severe harm have a full Serious Incident (SI) investigation. All RCA falls investigations are reviewed
at QRMG and at the Band 7 Nurses meetings.
There was one RCA undertaken on a moderate harm incident (which was subsequently
downgraded) and one SI investigation in this financial year.
The first (32980) involved a patient who had an unwitnessed fall. The patient had a history of falls.
The patient had a long spell first in CUH, where he fell, and was transferred to Royal Papworth for
further assessment. On mobilising independently, the patient tripped over a trailing cable and
sustained a hip fracture. The patient was transferred back to CUH and eventually discharged home
with a care package.
The second (33082) involved a patient who also had an unwitnessed fall, had a complex respiratory
history and was in Royal Papworth for intensive anti-biotic therapy. She was determined to mobilise
independently on the ward and she too had a history of falling in the community, with previous
severe fractures sustained. Independent mobilisation is important for patients, in order to maintain
their capabilities and prevent deconditioning. This patient, who was extremely frail, may have
sustained a compression fracture to the coccyx as a result of the fall. She was discharged home.
Following review and investigation this incident was downgraded.
Concerning the fall that required a serious incident investigation in 2019/20, a number of actions
have been put in place as a result:







Improve documentation relating to the Falls Policy and the assessments contained within it by
redesigning the falls risk assessment and care plan
Ongoing training provided for all clinical staff on falls prevention
Promote role of Falls Link Nurse to strengthen teaching on the wards
Purchase clips to help prevent cables trailing and causing trip hazards
Review and promote use of falls alarms when appropriate
Intentional Rounding has been implemented throughout the hospital

The table below demonstrates the number of actual falls per quarter across the year. Falls are
reviewed quarterly at the Falls Meeting, which now forms part of the Sisters Meeting. The learning
from falls incidents is shared at QRMG and among various clinical and nursing forums.

Financial Year
2016/17
2017/18
2018/19
2019/20
Total
Source DATIX 26/08/2020
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Q1

Q2
57
46
48
42
193

Q3
39
30
34
30
133

Q4
55
56
42
51
204

30
38
56
45
169

Total
181
170
180
168
699

Falls incident data by location 01/04/2019 – 31/03/2020
Incidents by Directorate and Incident date (Quarter)

Directorate
NPH Ambulatory Care
NPH Cardiology
NPH Cath Labs
NPH Patient Services
NPH Professional Support Services
NPH Radiology
NPH Surgical
NPH Theatres, Critical Care and Anaesthesia
NPH Thoracic
NPH Transplant
Cardiology (Old Site)
Professional Support Services (Old Site)
Surgery (Old Site)
Thoracic (Old Site)
Total

19/20 Q1 19/20 Q2 19/20 Q3 19/20 Q4 Total
1
1
0
0
2
8
5
17
10
40
0
0
1
0
1
0
0
0
1
1
1
1
2
5
9
0
0
0
1
1
11
15
20
19
65
2
1
0
1
4
5
6
8
6
25
0
1
3
2
6
2
0
0
0
2
1
0
0
0
1
6
0
0
0
6
5
0
0
0
5
42
30
51
45
168

Data source: DATIX™ 26/08/2020

Prevention of venous thromboembolism (VTE)
With an estimated incidence rate of 1-2 per 1,000 of the population, VTE is a significant cause of
mortality and disability in England with thousands of deaths directly attributed to it each year. One in
twenty people will have VTE during their lifetime and more than half of those events are associated
with prior hospitalisation. At least two thirds of cases of hospital-associated thrombosis are
preventable through VTE risk assessment and the administration of appropriate thromboprophylaxis,
however currently VTE is one of the most common forms of hospital mortality. (All-Party
Parliamentary Thrombosis Group Annual Survey Results, November 2019 www.apptg.org.uk)
Best practice in VTE prevention is summarised in NICE Quality Standard 3 (Venous
Thromboembolism Prevention Quality Standard (https://www.nice.org.uk/guidance/qs3) first
published in June 2010 and updated in August 2019 (https://www.nice.org.uk/guidance/ng89).
The VTE medical and nursing leads have reviewed recent October 2019 NCEPOD PE Know the
score guidance (https://www.ncepod.org.uk/2019pe.html) and shared with imaging leads in the Trust.
Our internal policy DN521 on management of VTE has been updated with the recommendations
from the NCEPOD PE Know the score guidance.
VTE prevention remains a clinical priority at Royal Papworth Hospital and the updated
recommendations in the revised NICE quality standard have been incorporated into the Trust
procedure on VTE prevention. VTE prevention is well established in the daily clinical care of patients
within the Trust. We are also auditing and monitoring omissions with prescribed prophylaxis doses of
Tinzaparin and Enoxaparin.
Royal Papworth Hospital has previously been recognised with a National award from Lifeblood: The
Thrombosis Charity, for best VTE Prevention Programme. Royal Papworth Hospital successfully
revalidated as a VTE Exemplar Centre in 2017 and contributes to National Nurses and Midwives
Network (NNMN) for VTE (http://www.vteengland.org.uk/). In 2018, the VTE medical lead was
thanked by the Royal College of Physicians and the National Guideline Centre for her commitment,
time, expertise and dedication in the development of NICE VTE guideline NG 89. In 2019, the VTE
medical lead was thanked by the CEO of NCEPOD for her enormous contribution to the assessment
of cases and the discussions which led to the NCEPOD PE report. The VTE medical lead was the
Respiratory expert on the updated NICE VTE guidelines NG158, which was published in March 2020.
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The NHS Standard Contract for Acute Services introduced the requirement for a root cause analysis
(RCA) on all VTE episodes identified in inpatients and patients discharged within 90 days. The Trust
is compliant with this requirement and conducts RCAs on all VTE events known to the Trust.
We have recorded data from 2018-2020 showing an overall reduction in VTE events within the Trust
as outlined below. We have had 1 moderate harm incident in relation to a confirmed VTE event due
to failure to complete a VTE risk assessment on a patient whom developed a DVT. We have seen an
increase in COVID19 related VTE events (the majority acquired in referral hospitals) as outlined
below, the findings of which have been provided to referring centres. In light of the growing evidence
of COVID19 coagulopathy including immunothrombosis, a RPH SOP was developed with
collaboration from CUH and the VTE exemplar network for COVID19 patients in CCA. We have
contributed to the VTE Exemplar Network Survey of hospital guidelines of VTE prevention measures
in people with COVID19

VTE DATIX REPORTED INCIDENTS 2018‐2020

Q1
2018/19

Q2
2018/19

Q3
2018/19

Q4
2018/19

Q1
2019/20

Total/Mth

Q2
2019/20

Q3
2019/20

Q4
2019/20

June

May

Apr

Feb

Mar

Jan

Dec

Nov
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Aug
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July

June

May

Apr

Feb

Mar

Jan

Dec

Nov

Oct

Aug

Sept

July

Jun

May

Apr

25
20
15
10
5
0

Q1
2020/21

Total/year

Where the findings of the RCA conclude that more could have been done to reduce the risk of VTE
in RPH, this is communicated to the patient by their Consultant in line with the statutory Duty of
Candour in the NHS. We have incorporated VTE RCA into our DATIX system to streamline reporting
and ensuring sign off by the scrutiny panel is document and evidence of how lessons learnt at
shared.
We continue to scrutinise VTE events at a quarterly scrutiny panel meeting consisting of the VTE
medical, nursing leads and critical care, pharmacy and consultant representation. We provide a local
meeting with VTE link nurses in all clinical areas on a quarterly basis and attend/support work with
the National Nurses and Midwives Network (NNMN) for VTE. We also raise awareness of VTE
during patient safety month and annually on thrombosis awareness week. At induction, medical staff
are advised on and shown the location of the VTE risk assessment on Lorenzo.
VTE Action Plan
Following a recent review of VTE and falling compliance against 95% target of VTE risk assessment
on admission a local action plan is in place. This involves key staff within the organisation to affect
change and optimisation of Lorenzo and Metavision to capture data for audit. NHS Improvement is
also working with us to monitor compliance and the improvement of risk assessment on admission.
This will be monitored through QRMG and shared with the Quality and Risk Committee. We have
seen sustained improvement in late 2019/20 shown below with increased compliance above 95% in
three consecutive quarters.
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The table below illustrates the percentage of patients who were risk assessed for VTE on admission
to Royal Papworth Hospital:
Percentage of patients risk assessed for VTE Q1-Q4 2018/21
% of In-Patients Risk
Assessed for VTE (Unify)
April 2018
May 2018
June 2018
July 2018
August 2018
September 2018
October 2018
November 2018
December 2018
January 2019
February 2019
March 2019
April 2019
May 2019
June 2019
July 2019
August 2019
September 2019
October 2019
November 2019
December 2019
January 2020
February 2020
March 2020
April 2020
May 2020
June 2020
July 2020
August 2020
September 2020
October 2020
November 2020
December 2020
January 2021
February 2021
March 2021

Q1
Q2
Q3
Q4
Q1
Q2
Q3
Q4
Q1

94.00
94.00
94.33
94.33
94.50
94.24
92.04
92.00
86.64
86.66
96.66
93.00
97.00
90.00
93.00
97.00
93.34
90.02
97.00
100.00
95.00
97.00
97.00
96.66
100.00
93.33
96.66

Quarterly %
94.33%
93.44%
90.56%
92.76%
93.50%
93.53%
97.33%
97.00%
96.63%

Q2
Q3
Q4

Data source: NHS Digital database as reported in Quality and Risk Management Group Report

There is a variation in the data on P48 obtained from central reporting and the figures above. The
compliance data submission is based on a monthly audit of 30 records rather than a patient census
and the achievement figures submitted to Unify are based on whole numbers of admissions to which
the audit compliance figure is applied. NHSI are aware of the basis for this submission by the Trust.
This data above also has a more up to date figure for compliance in December 2019 this follows
case review.
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Risk Assessment Model Hospital

Data source: Model Hospital VTE Risk Assessment Report

Sharing lessons learnt and good practice
All hospital associated VTE events are reported on DATIX. Findings from the RCAs are reported
back via email to the Consultant and teams involved in the care of the patient, Clinical Director and
QRMG, together with a copy of the RCA report from DATIX. We continue to share information of our
VTE pharmacological prophylaxis omissions audit and an anonymised VTE RCA at the National
Nurses Midwives Network (NNMN) for VTE meetings in 2019/20.
We are contributing to the National Getting It Right First Time (GIRFT) VTE audit to contribute to
National audit of risk assessments and confirmed Hospital Acquired Thrombosis (HAT). This audit
commenced in October 2019 and runs until March 2020, the results will be published later in the year.
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Delivery of Harm-Free Care
Harm-free care is defined by the absence of pressure ulcers, falls, venous thromboembolism (VTE)
and catheter-associated urinary tract infections (CAUTI). The Trust continues to use the NHS Safety
Thermometer (a point of care survey instrument) whereby teams measure and report harm and the
proportion of patients who are “harm-free” during one day each month.
The Chart below demonstrates Royal Papworth Hospital’s rolling two-year comparison data

Patient Safety Thermometer ‐ Harm Free Care ‐ rolling year comparison
100%
99%
Percentage of harm free care

98%
97%
96%
95%
94%
93%
92%
91%
90%

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Harm Free 2019/2020 100% 98.64% 98.24% 98.78% 99.42% 100% 100% 100% 100% 98.80% 97.75% 97.93%
Harm Free 2018/2019 100% 98.38% 98.34% 98.77% 97.04% 97.83% 98.30% 98.31% 98.91% 98.96% 97.22% 99.46%

Safety Thermometer
The graph below provides a breakdown of the types of harm.
Types of Harm: patients with each type of Harm
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Patient Safety Rounds (PSR)
Patient Safety Rounds (PSR) are a method of ensuring that leaders are informed first hand
of the patient safety concerns of frontline staff as well as demonstrating visible commitment
to safety by listening to staff raising concerns. PSR can act as a useful tool to:
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•
•
•
•

demonstrate organisational commitment to patient safety
support open communication within the organisation
identify opportunities for change and promote a culture of safety improvement
encourage reporting of safety incidents, patient harm and near misses

The groups undertaking the PSR are typically made up of a mix of staff to promote a
multidisciplinary view
• Matron
• Operational Manager
• Pharmacy representative
• Consultant
• Executive Director
• Non-Executive Director
• Patient / Lay representative
The local leadership team receives verbal feedback from the PSR team at end of visit. The
aim is to provide an on the spot temperature check of safety in the respective area. The
feedback should be constructive and immediate to allow for local learning and effective and
timely actions if required. A written summary report is produce and shared with the
Divisional/ BU teams and monitored via the Quality and Risk Management Group. Any
actions identified from the PSR will be monitored locally.
PSR take place bi-monthly; during 2019/20 we undertook 4 of the planned 5 visits starting
September 2019 following a successful move of the hospital earlier this year. Unfortunately,
the PSR in their formal format have been suspended from Q4 19/20 during the COVID19
Pandemic.
Location
Date
Facilitator
Visiting
team

4 South
24/09/2019
Matron Cardiology
Pharmacist
Consultant Surgeon
Patient representative /
Governor
Non-Executive Director

Theatres
26/11/2019
Matron Surgery
Operational Manager
Pharmacist
Non-Executive Director

3 North
28/01/2020
Matron Thoracic
Pharmacist
Non- Executive
Director
Matron

The PSR visits will be re-established as soon as the hospital becomes operational again
under business as usual. This may not be until later in 2020/21.
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Patient experience domain
Patient Stories at Board
Patient stories have continued to form an integral element of capturing the patient experience
throughout 2019/20. Senior nurses and Matrons have presented at the Board of Directors and at
professional meetings such as C-PAC, Sister’s Forum, Management Executive and the Patient
Experience and Safeguarding groups. Patient stories are also included in monthly Matron reports to
divisions and this provides a valuable opportunity for discussion directly with the senior
multidisciplinary team and reports are circulated to teams for further learning. This practice will
continue during 2020/21. The process was extended to more non-clinical meetings including Board
sub Committees to assist in focussing effort on ensuring the best possible patient experience.

Patient Stories-Matrons
The Matrons liaise with the ward team to identify a patient who would be willing to spend some time
reflecting on their experience with the Matron. Feedback is promptly provided to the care team and
immediate action is taken if concerns are raised. Individual patient stories are recounted at the start
of Trust meetings of all types, including at Trust Board, to help focus the attendees on our patients.
The stories are reviewed by Heads of Nursing and the responses themed. A quarterly report is
submitted to the Clinical Professional Advisory Committee so the information can be shared with the
wider Nursing and Allied Health professional teams.
Themes identified from our patient stories have included:
What is the best thing about your stay or treatment at the Trust?








Kind, considerate staff
Expert care
Professionalism of staff
Respect and courtesy afforded by staff
Welcoming environment
Patients felt well looked after
Single rooms were a very positive measure in the control of infection

What is the worst thing about your stay?










Cancellation and delays of procedures
Poor communication between medical teams
Doctors and agency staff not introducing themselves
The impact of delays in transport
There was difficulty in identifying who staff were when in scrubs.
Concern that some questions were repeated over and over
Noise from monitors on the ward
Some isolation because of single rooms
Unable to see faces of staff in PPE and difficulties in communication for lip readers

Having reflected on your experience of being a patient at Papworth, are you able to suggest areas
we can improve on?



Need to improve communication related to cancellations and delays
Need to improve communication of results of investigations

Actions taken from the patients stories:
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A standard operating procedure to manage communication related to late cancellations of
procedures has been implemented
A formalised induction checklist for agency staff that covers staff introducing themselves to
patients; explains the use of intentional rounding and the plan for medicines rounds.







Projects have been stepped up that look to address social isolation on the wards. These had
been planned ahead of the move and were led by OT colleagues and included lunch clubs,
crafts and games.
Staff name badges had been ordered that were clearer to read
Team were looking at the issue of repetitive questions and how we could use our systems to
address this.
Monitors were being reconfigured to address the noise on the wards.
Consideration with procurement for clear facemasks to assist with communication for lip
readers and enable faces to be more visible.

What would you want us ALWAYS to do?






Always keep me informed about what is happening
Always treat me with respect
Always ensure there is time for my questions
Always ensure that the environment is clean
Always be honest and open about things

Dementia
Dementia is a general term for a decline in mental ability severe enough to interfere with daily life.
The condition has a significant impact on a person’s health, personal circumstances and family life.
It is well documented that inpatients with dementia are more likely to have adverse incidents, such
as falls or poor nutrition, and have longer hospital stays than people with equivalent health needs
who do not have dementia.
There is also increasing recognition that hospital staff and services need to understand the
complexity of caring for and treating people living with dementia. The Alzheimer’s Society reported in
2016 only 2% of people living with dementia felt, in their experience, that all hospital staff understood
their specific needs.
The aim for all people living with Dementia is set out in the Prime Minister’s challenge on dementia
2020 which states that:
‘We want the person with dementia – with their carer and family – to be at the heart of everything
we do. We want their wellbeing and quality of life to be first and foremost in the minds of those
commissioning and providing services, recognising that each person with dementia and their carer
is an individual with specific and often differing needs including co-morbidities’.
Going into hospital for a person with Dementia can be a difficult and distressing time. Someone with
dementia may have to go into hospital for a planned procedure such as an operation, during a
serious illness or if they have an accident or fall. This can be disorientating and frightening and may
make them more confused than usual. Hospitals can be loud and unfamiliar, and the person may not
understand where they are or why they are there.
Royal Papworth Hospital Dementia strategy was created in 2015 and was due to run until 2018. It’s
review had been extended to take us through the 2019/20 year following the delay to our move and it
is now scheduled for review in January 2021 following a further extension as a result of COVID19.
The new Royal Papworth Hospital has enabled some great spaces and design that will really benefit
our patients. Extending this Strategy will enable us to better understand our new environment and
the new ways of working and ensure that -we can really use the amazing space for our Dementia
patients and others
Patients with dementia will have safe individualised care, be treated with respect, and be well
informed whilst in our care. Care is set around what the person needs and who they are. Our
patients with dementia will receive the essentials of care that are right first time every time. Patients
who are vulnerable and those who require reasonable adjustments are identified daily in the site
safety briefing and adjustments are made by senior nurses as necessary and this has become
embedded during previous years.
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Aims for Patients with Dementia
1. To use Lorenzo (EPR) to ensure that Staff are able to access person centred care plans to
address needs, that they are able recognise patients who may have Dementia, respond
accordingly and record reasonable adjustments, activity and outcomes for these patients.




Alerts for confirmed and suspected Dementia are created but not always used.
Smart lists to highlight presence of patient with an alert in hospital have been enabled.
Use of alerts is not yet embedded in service and training needs to be established to
promote better understanding of this functionality within Lorenzo

2. Lead nurse for Dementia routinely sees patients who are identified as having Dementia or
those patients whose behaviour gives concern. She carries out a detailed assessment of
their needs.
3. One of the aims in the design of New Royal Papworth Hospital was to include measures to
reduce disorientation and to promote a dementia friendly environment for our patients. As we
have been in the new hospital for just under a year we need to evaluate whether the design
has meet this aim.
4. Having a knowledgeable and caring workforce is essential. The study day on 30/10/2019 for
Frailty, Falls and Dementia was exceptionally well attended. There are also eLearning
resources available for staff.
5. Work is progressing regarding the care and treatment of frail patients and increased
understanding of frailty and the impact of hospitalisation have on this group. By nature many
patients with Dementia are frail and will benefit this work should lead to better outcomes for
patients. An initial 3 month trial of IHU patients with a score of 5 or above who were all seen
by the IHU frailty team were their suitability for surgery or less invasive alternatives were
considered was concluded before Xmas and evaluation of the project is expected. Plans are
underway to roll this out for all patients.
6. The Changes brought in by the Mental Capacity Amendment Act 2019 with the introduction
of the Liberty Protection Safeguards expected in October 2020 will impact on those patients
with Dementia who lack capacity to consent to their care arrangements are expected and
training is already underway.

Learning Disabilities & Autism
Learning Disability is defined by Mencap in the following way:
A learning disability is a reduced intellectual ability and difficulty with everyday activities –
for example household tasks, socialising or managing money – which affects someone for their
whole life.
People with learning disabilities have poorer health than their non-disabled peers, differences in
health status that are, to an extent, avoidable, and therefore unjust and unfair. The health
inequalities faced by people with learning disabilities in the UK start early in life, and result, to an
extent, from barriers they face in accessing timely, appropriate and effective health care. People with
a learning disability are four times more likely to die of something which could have been prevented
than the general population (Disability Rights Commission, 2006).
The Equality Act 2010 imposes a duty to make “reasonable adjustments” for disabled persons.
Reasonable adjustments are defined as “changes to practice and processes which are implemented
to prevent any disabled persons from being at a disadvantage, whether by virtue of a physical
feature of the premises or a process that places people with a disability at a disadvantage.”
The Department of Health and Social Care have continuously emphasised the importance of Primary,
Acute and Specialist NHS Trusts in meeting the health care needs of people with learning disabilities
(DoH, 2015). The Governments mandate to the NHS 2017-18 published by DOH makes it clear that
it supports the principles of reducing health inequalities. One of the aims of the NHS Long term Plan
is to
 Make sure that the whole NHS has an awareness of the needs of people with a learning
disability and autistic people, working together to improve the way it cares, supports,
listens to, works with and improves the health and wellbeing of them and their families
(NHS, 2020).
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In 2018 Royal Papworth Hospital published its Learning Disability Strategy. The strategy recognised
that “It is so important that even though the numbers are small (learning disability admissions equate
to 0.3% of activity), that every person with learning disabilities receives the care they need and want
and that this reasonable adjustment is recorded “ The numbers of Patients attending with Learning
Disabilities is still small) and it is likely that the increase is down to greater recognition rather than
increased attendance. We had 83 contacts (Inpatient stays/outpatient appointments) in 2018/19, this
was made up of 45 unique patients, this increased to 120 contacts which was made up of 50 unique
patients in 2019/20
July 2018 saw the publication of the learning disability improvement standards for NHS trusts. In
October and November 2018 Royal Papworth Hospital undertook a self-assessment as part of the
NHSI improvements Standards for Learning Disability to better understand the experience of our
patients. The self-assessment was revisited again in 2019 with the submission of our data in
February 2020
As a trust we have
1. Produced a Learning Disability & Autism Policy. This outlines the care and pathways for this
patient group within our hospital and is now progressing through the process for trust
approval.
2. Identified and supported 2 staff members to undertake LeDeR training and to participate in
the regional LeDeR steering group.
3. Increased knowledge through safeguarding Newsletters and resources on Hospital Intranet.
4. Committed to hear the voice of our patients with Learning Disability & Autism through patient
stories and to embed that learning within the trust.
5. We have developed some communication resources for patients with Learning Disabilities
which are available for staff use.
6. Establish a system to monitor incidents reported through Datix affecting people with Learning
Disabilities. Lessons from this are reported through the Joint Safeguarding Committee.
In 2020/21
We are planning to increase staff knowledge of learning Disability and Autism through training both
face to face and via elearning. This training will also address the use of Alerts for patients with
Dementia, Learning Disabilities or Autism.
We are developing a patient facing internet site to help our patients and families with Learning
Disability and Autism get the most out of their visit to Royal Papworth Hospital
The Changes brought in by the Mental Capacity Amendment Act 2019 with the introduction of the
Liberty Protection Safeguards expected in October 2020 will impact on those patients with Learning
Disabilities and Autism who lack capacity to consent to their care arrangements are expected and
training is already underway to prepare for these changes.

Frailty
The Trust has progressed work on identification of frailty since 2018. Alongside the Specialised
Clinical Frailty Network (SCFN) we took part in Wave 1 (TAVI) and Wave 2 (Critical Care (IHU) and
are now progressing through Wave 3 (Elective cardiac surgery). We have added the Rockwood
Clinical Frailty Score (CFS) to Lorenzo and is steadily improving compliance with the assessment of
frailty using this score for all patients admitted to the hospital. The CFS is also embedded within
preadmission clinic for all pathways.
Overview of Frailty Programme
Wave 1 – TAVI: The project objective was to strengthen clinical assessment of clinically frail patients
with Aortic Stenosis, reduce the number of inappropriate physician referrals for specialised
commissioning interventions including transcatheter aortic valve implantation (TAVI), and enhance
the shared decision making process with patients/family to ensure the most appropriate care
package for those patients.
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The TAVI team concentrated on the “All about me” booklet and improving its utilisation for patients
accepted on the TAVI Pathway. The Cardiology ACP team undertook telephone assessments’ using
the CFS; the score and associated information gathered was used to improve the discussions and
decision-making at TAVI MDT. EBD Questionnaires were also given to patients at follow-up clinics
to assess quality of life and CFS post procedure.
Wave 2 Critical Care (IHU): Every patient will have Rockwood Frailty Score undertaken. Any
patient scoring five or more was referred to the Anaesthetic lead in order that a Papworth
Perioperative Assessment (Complex Geriatric Assessment) could be undertaken. This identified
need for pre-optimisation and/or appropriate decision making alongside a designated multidisciplinary team. The time available for pre-optimisation in the IHU pathway for patients referred
from other DGH’s was very short and limited our ability to pre-optimise but enabled us to further
analyse the interventions that we could have undertaken with additional time and the effect that this
could potentially have on patient outcome, length of stay and reduction in postoperative
complications.
We have developed our ‘All about me’ booklets to include quality of life pre and post-surgery.
We have progressed Grant application to support research in the domain of frailty and cardiac
surgery.
We continue to share good practice and initiatives at national and international conferences including
members of the project team attending the Specialised Clinical Frailty Network Wave 1 and Wave 2
national sharing events in 2018 and 2019.
Overview of 2019/20 and future plans
Wave 3 Elective Cardiac Surgery: To ensure 100% compliance with completion of CFS for all
elective patients accepted for cardiac surgery, and to implement appropriate frailty assessment
triggers that will effectively identify patients with CFS 4 or more. By adding grip strength and Short
physical performance Battery alongside CFS we hypothesise that patients will be referred more
appropriately and we will identify other aspects of pre-optimisation such as nutritional deficiency,
potential swallowing issues and will also be able to offer individualised OT and physio preoptimisation plans that the patient will follow whilst waiting for surgery.
All patients with CFS 5 or more will have a complex geriatric assessment undertaken by a
designated Frailty Advanced Practitioner who is supported by an Anaesthetic and Surgical lead.
To implement a frailty multi-disciplinary team whose responsibility is to manage the pre-optimisation
of patients prior to their surgery; this will reduce inefficient delays in the pathway and will ensure
effective use of the time taken to wait for surgery. Patients will follow an individualised preoptimisation pathway written by OT, Physio, Dietetics, Discharge team whilst the Frailty Practitioners
will optimise any blood abnormalities i.e. anaemia, refer to specialist services for additional support
e.g. smoking cessation, alcohol misuse and psychiatric support as appropriate and ensure the
patient is fully prepared and ready for surgery. Communication will be improved with bookings to
ensure patients are allocated surgery slots efficiently and can be brought in as same day admission
(SDA) thereby reducing bed days and improving flow. We also hypothesise that Length of stay
(LOS) in CCA and postoperatively will be reduced due to improved pre-habilitation and ability to
undergo complex surgery.
A project team have been assembled with the assistance of the business change team. Fortnightly
meetings have been conducted to develop a Frailty Optimisation Pathway, we have utilised audit to
look at CFS compliance all patients admitted in 2019 and we have collected data on all patients
referred within Wave 3 to understand our baseline data and patient group, we have also mapped 15
past patients through their pathway to learn about time delays with referral, first outpatient
appointments, preadmission clinic, surgery date and postoperative recovery which has helped the
team understand current issues in order that we can develop our frailty pathway. The team are
currently in the process of developing a business case to be taken to Living With COVID Steering
Group to request support for a pilot phase of implementation.
We will use EBD patient and staff questionnaires to assess baseline and monitor improvement in
patient experience during the pilot phase.
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We are due to share our work in Wave 3 with the SCFN at their sharing event on 9 November 2020.

Family Liaison Service (FLS) in Critical Care
This bespoke service had been conceived to enable patients to keep in touch with their relatives
since restrictions to visiting had been implemented on 26th March 2020. The FLS had set out to
manage expectations of loved ones and had committed to a daily catch up with one key member of
the family. The equivalent of i-pads and face time had been introduced to aid connection between
patients and relatives. This had proved challenging at times if carers were wearing full PPE however
generally the service had been successful. Medical updates from clinicians had also been organised.
From mid-July PALS were supporting the function of the FLS with families signposted to PALS
should they require additional support. Families are now able to phone the bedside nurse looking
after their loved one with regard to arranging visits. There can be two visitors at any one time and
long term patients can have 3 visits per week. There are 3 set visiting slots per day and 3 bookings
can be accommodated at any one time.

Patient Led Assessments of the Care Environment (PLACE) Programme 2019
PLACE assessments are an annual appraisal of the non-clinical aspects of NHS and
independent/private healthcare settings, undertaken by teams made up of staff and members of the
public (known as patient assessors). The team must include a minimum of 50 per cent patient
assessors. All healthcare providers are required to undertake part in the national annual inspections.
The assessment measures standards covering:
•
•
•
•
•
•

Cleanliness
Food & Hydration
Privacy, Dignity & Wellbeing
Building condition, appearance & maintenance
Dementia friendly environment
Disability friendly environment

PLACE assessments provide a framework for assessing quality against common guidelines and
standards in order to quantify the environment's cleanliness, food and hydration provision, the extent
to which the provision of care with privacy and dignity is supported, and whether the premises are
equipped to meet the needs of people with dementia or with a disability.
The PLACE collection underwent a national review, which started in 2018 and concluded in summer
2019. The question set has been significantly refined and revised to ensure that the collection
remains relevant and delivers its aims. As the changes have been extensive, it is important to note
that the results of the 2019 assessments are not comparable to earlier collections.
The latest published assessment was undertaken in November 2019 and is available at:
https://digital.nhs.uk/data-and-information/publications/statistical/patient-led-assessments-of-thecare-environment-place/england---2019
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The Trust results and actions are set out in the table below:

Area

Cleanliness

Food

Org Food

Privacy,
Dignity &
Wellbeing

Condition,
Appearance
&
Maintenance

Dementia

Disability

84

2019
Site
Scores

98.9%

95.8%

94.8%

85.5%

98.3%

82.5%

84.3%

2019
National
All
Sites

98.6%

92.2%

91.0%

86.1%

96.4%

80.7%

82.5%

2019
National
Specialist

Comments

98.6%

On the whole the scoring was exceptionally
positive for cleanliness, with majority being
passes. There were however a few qualified
passes regarding curtains not being dated or
out of date (Floor 3) and glazing being marked
(Day Ward).

92.1%

We believe this was marked down as
assessors were not able to taste food on the
ward, this was tasted within the meeting room.
All other scores were recorded as good.

92.3%

Protected mealtime could not be discussed with
staff, which marked the score down and Day
Rooms were not set up for meal times. Also,
one assessor selected a ‘gluten free’ meal
which was not correctly served, reducing the
score.

84.9%

The score is 0.51% below the national site
average but above the specialist national
average.
The scoring was mostly positive but there are a
few common areas that were qualified passes,
these include; no access to telephone in
bedrooms or patient rooms; no separate
treatment rooms across wards, patients are
treated in bedrooms. Patient data (i.e. names)
can be viewed through glazed bedroom doors
and patient data boards are stored outside
each room in holders. Reception and self
service check-in points highly visible . Next year
we would recommend not scoring Out Patients
as a Ward as this brought the scoring down, is
it a Department.

96.6%

The score reflects the new condition of the
hospital, which is expected after the short
duration we have been here. There were a few
qualified passes including floor and internal
decorations in communal and bedroom areas
on Floor 3.

79.3%

The score reflects that quite few areas are
qualified pass only , such as sign visibility; clock
visibility; clock size only 30cm not 45cm;
Outpatients – no date on staff board; no
dimmer switches; en-suites only have a shower
symbol; toilets show pictures only (no text);
some signs too high; no art work on walls
(wards) and wards looks clinical and bare.

81.5%

There are a few areas which were registered as
qualified passes, these include; main entrance
door requires a higher contrast, wheelchairs
missing at south entrance, no braille in lifts or
raised buttons, better in lift info required

The ta
ables below plot the national and sspecialist av
verage scorres against the Trust’s 2019
scoress for each category
c
ass
sessed. As shown, the
e Trust out performs
p
thee national average
a
againsst all catego
ories apart from
f
Privacyy & Dignity

Action
n Plan
Royal Papworth ha
asn’t scored highly again
nst Privacy, Dignity
D
& We
ellbeing, Disaability and Dementia.
D
The Trrust is not the
e lowest sco
oring in this ccomparison but
b other spe
ecialised Truusts have sco
ored 90%
and ovver in each category
c
and
d so this se ts an ambition for the Trust
T
to achi eve in 2020
0. Actions
against these areass are set outt below.
Demen
ntia – The criiteria againstt this topic w
will always be
e difficult to achieve top m
marks but the
ere are
some a
areas the Tru
ust could imp
prove upon. T
This includes
s the placem
ments of signss to ensure that
t
they
are app
propriate and
d can they be
e seen (inclu
uding height, which could
d be subjectivve), the toilett signs
require
e both text an
nd pictures (w
we only provvide pictures)) and there is
s no art workk in ward areas and
bedroo
oms (this is a Trust decisiion to avoid d
disorientation in bedroom
ms). There arre some elem
ments of
the dessign of the bu
uilding that will
w prevent th
he Trust reac
ching 100%, unless theree is significan
nt
investm
ment but therre are smalle
er changes w
we could undertake.
Disability - There are a few area
as registered
d as qualified
d passes whiich could seee our score improved
over th
he coming ye
ear, these inc
clude; the ma
ain entrance door require
es a higher co
contrast film,
wheelcchairs missin
ng at south en
ntrance, no b
braille in lifts / no raised buttons,
b
betteer ‘in lift’ info
ormation
require
ed. As with th
he Dementia criteria, thesse changes could
c
require
e significant iinvestment so
s they
would need to be re
eviewed in detail to ensu
ure we get the quality and
d conditions w
we require to
o achieve
the besst patient exp
perience.
In addition changess will need be made to w
working practiices to impro
ove privacy, ddignity & welllbeing.
This is being taken forward betw
ween Estate
es & Facilities
s and the Ma
atrons team.
Summ
mary
The Trrust is please
ed with resultts gained fro m the first PLACE audit at
a the new R
Royal Papworth
Hospita
al site. The results
r
all satt above the sspecialist ave
erage and 7/8 were abovve the national
averag
ge, with just Privacy,
P
Dign
nity & Wellbe
eing falling 0..5% below th
he national avverage.
There a
are small changes that can be made within the Trust to impro
ove scores accross the board but
the sco
oring system and broad nature
n
of the questions mean
m
there will
w always apppear to be re
esults
that are
e lower then expected, such as no “te
elephones in
n bedrooms” impacting thhe ‘Privacy’ scores.
s
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It is wo
orth noting th
hat Royal Pap
pworth is a ssmall Trust in
n comparison
n to others soo the opportu
unity to
score h
highly becom
mes more diffficult as a no
on-complianc
ce score coulld drop us byy 10%, where
eas for
other la
arger Trusts it may only affect
a
their ovverall scores
s by 1%.

Listen
ning to Pa
atient Experience an
nd Complaints
Listening to the pattient experien
nce and takin
ng action following investigation of coomplaints is an
importa
ant part of ou
ur Quality Improvement fframework. In
n 2019/20 Royal
R
Papw
worth Hospittal

received 74 forma
al complaints from patiients. Of the
e 74 compla
aints reporteed (39 inpa
atient
and 35
5 outpatientt complaints
s) 70 were rrelating to NHS
N
provide
ed servicess with 4
complaints related to private patient serrvices at Ro
oyal Papworrth Hospitall. The overa
all
numbe
ers of comp
plaints received has inccreased on the numberrs received during the
previo
ous year when 54 comp
plaints were
e received (a 37% incre
ease from 22018/19).
Where
e a patient and/or
a
familly member w
wish to escalate their concerns
c
in a more formal
way bu
ut do not wish to registter their con
ncern as a formal
f
comp
plaint, we loog these
concerns as “Enq
quiries”. Inve
estigation o
of the issues
s raised follows the sam
me robust
processs as a form
mal complaint and a wrritten respon
nse, including any actioons identifie
ed as
a resu
ult of raising their conce
ern, is proviided. The Trust receive
ed 33 enquiiries in 2019
9/20,
a significant incre
ease from th
he previous year (12 in
n 2018/19)
Nation
nal benchm
marking
The Trrust uses th
he Model Ho
ospital Metrric to bench
h mark the numbers
n
of formal
complaints. This is calculated by the nu
umber of wriitten compla
aints made by or on be
ehalf
of patients about an organisa
ation per 10
000 staff (W
WTEs). This is reported monthly as
s part
of the Papworth integrated Performance
P
e Report (P
PIPR) as a ro
olling 3 monnth average
e of
the nu
umber of written compla
aints per 10
000 WTE.
April
2019
7.80

May
2019
10.20

Junne
20119
10.330

July
2019
8.00

Aug
2019
8.50

Seept
20 19
11..70

Oct
2019
12.60

Nov
2019
12.50

Dec
D
20019
9..10

Jan
2020
9.50

Feb
2020
8.40

March
M
2020
2
8.90
8

The ovverall Trust value is we
ell below the
e peer and national me
edian and thhe latest da
ata
from M
Model Hosp
pital demons
strates that we are in th
he lowest quartile from
m National
compa
arison.
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However, Royal Papworth Hospital takes all complaints very seriously and we
encourage feedback from our service users to enable us to maintain continuous
improvement. All formal complaints received are subject to a full investigation, and
throughout the year service improvements have been made as a result of analysing
and responding to complaints. Not all complaints are upheld following investigation and
the table below shows the number of complaints received and of those, the numbers
upheld or part upheld. Out of the 74 complaints received in 2019/20 55% were upheld
or partly upheld following investigation (2018/19: 70%).
Quarter
Q1 2019/20
Q2 2019/20
Q3 2019/20
Q4 2019/20

Number of complaints received
(including private patients)
18 (1 PP)
12 (2 PP)
17
18 (1 PP)

Complaints upheld/ Part
upheld
11
12
12
3*

*Not all complaints for Q4 have been closed

The communication/information category continues to be one of the highest reasons
for complaints from patients and/or families over the past five years. In 2019/20, we
have seen an increase in the number of complaints associated with clinical care/clinical
treatment. 37% of complaints received in 2019/20 related to concerns regarding
clinical waiting times, medical care, treatment, diagnosis and/or outcome. A
comparison of complaints raised by primary subject by year is shown below.
Complaints received by primary subject

2019/20

2018/19

2017/18

2016/17

2015/15

2014/15

Appointments

3

0

0

0

0

1

Staff attitude

0

1

2

5

4

4

Clinical Care/Clinical Treatment

28

12

8

17

21

20

Nursing Care

1

0

5

4

6

2

Catering

0

1

0

1

0

1

Patient charges

0

0

0

1

0

1

Communication/Information

27

28

41

18

20

8

Delay in diagnosis/treatment or referral

7

10

9

6

4

6

Discharge Arrangements

1

1

2

2

2

0

Equipment Issues

0

0

1

1

0

0

Privacy and Dignity

1

0

1

0

0

0

Environment - Internal

3

0

0

1

0

0

Medication issues

2

1

0

0

2

0

Transport Issues

1

0

1

1

2

0

74*

53*

70

57

61

43

Totals

Complaints by primary subject (Data source DATIX 23/04/2020)
*The total number of complaints includes those related to Royal Papworth Private Care

Selection of actions taken as a result of upheld and part upheld complaints – 2019/20
Improved the communication to patients regarding cancellations.
Implemented a Trust wide escalation procedure and monitoring against 28 day target for surgical
cancellations.
Reviewed the current staffing model to utilise capacity on critical care to reduce surgical
cancellations.
Cascade information and raise awareness amongst staff regarding the angiography stents used
at Royal Papworth Hospital containing Nickel & Cobalt. This included highlighting the process for
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ensuring the Cath Lab Coordinator is aware of any patient allergies relating to Nickel & Cobalt.
Re-education of ward staff in relation to discharge procedures and protocols in relation to
medication to take home
For those upheld or partially upheld complaints where no particular action was identified the
complaint is discussed and shared with the relevant teams for learning and to identify any areas
for improvement.
The ICD booklet has been amended regarding which patients need to inform DVLA of
pacemaker implant
Recruiting a CSS coordinator as a part of service improvements to the CPAP outpatient and
outreach clinics
Revised all outpatient letters to ensure up to date information in relation to the use of the calling
screens in outpatients is communicated to all patients before they attend the hospital.
We have shared the learning from complaints to improve the standard of documentation and
communication
All Complaints are detailed in the Quarterly Quality and Risk report available on our public
website and reviewed at the relevant Business Units and speciality groups for shared
learning. Further information is available in our quarterly Quality and Safety Reports which
are on our web site at: https://royalpapworth.nhs.uk/our-hospital/information-wepublish/clinical-governance

Care Quality Commission (CQC) Inspections
Royal Papworth Hospital has an excellent working relationship with the CQC Relationship
Manager. The last CQC inspection was undertaken in June & July 2019. The rating of the
trust improved and it received an overall rating of Outstanding. The CQC looked at all of
our core services (with the exception of end of life care) and its overall assessment was
outstanding:





Safe effective, caring, responsive and well-led were rated as outstanding at core
service level.
Medical care, surgery and diagnostic imaging were rated as outstanding overall.
Critical care and outpatients, were rated as good overall.
The rating reflected the previous inspection for end of life care services which was
rated as good overall.

The aggregated rating for well-led at core service level was outstanding and the CQC rated
well-led at trust-wide level as outstanding. When aggregated with the core services, this
gave a rating of outstanding for the overall trust.
The CQC talked with patients and staff from all the ward areas and outpatients services.
The CQC observed how people were being cared for, talked with carers and/or family
members, and reviewed patients’ records.
This outstanding achievement is a reflection of the dedication of the staff at RPH to get it
right first time and every time for the patients within their care. RPH has a commitment to
work in an open and transparent way with staff and patients and takes engagement very
seriously ensuring that we continuously learn and develop.
There were areas identified in which Royal Papworth Hospital could improve and action
plans have been put in place to address these.
The ratings for Royal Papworth Hospital against the five key questions used by the CQC in
their inspections of services are shown in the following table:
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The
T full insp
pection repo
ort is availab
ble at https:://www.cqc.org.uk/prov
vider/RGM/rreports

CQC Internal Mock
M
Inspe
ections
The Trrust undertoo
ok a CQC Mo
ock inspectio
on in Februarry 2020 whic
ch assessed against the CQC
C
key
lines off enquires (K
KLOE) for the
e whole orga
anisation. Th
his followed an
a unannounnced format and
a
brough
ht in support from externa
al assessors.. The review team were asked
a
to expplore the Key
y Lines of
Enquiryy (KLOE) an
nd look for go
ood practice and those arreas that nee
ed improvem
ment. All the reports
r
were collated. The
e overall ratin
ng for the org
ganisation wa
as Good.
The ou
utcome of the
e inspection was
w shared w
with all depa
artments, and
d they each ddeveloped action
plans to address re
ecommendattions from the
e review. The Quality and
d Risk Manaagement Group holds
departm
ments to acccount on deliv
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In 2019
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O

Outstanding

Outstand
ding
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Outstanding
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Outstanding
O

Outstanding

Good

Good

Outstanding

Outsstanding

Good
G

Outstanding

Good

Good

Outstanding
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Good
G

Outstanding

Outstand
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Good

Outstanding
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od

RI
R

Good

RI

RI

RI

Overall
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od

Good
G

Outstanding

Good

Good

Good
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Clinical effectiveness of care domain
Operational Response to COVID19
Royal Papworth Hospital (RPH), as a nationally recognised centre of excellence for specialist
cardiothoracic health care, continues to play a leading role in the national, regional and local
response to the COVID19 pandemic. The Trust has taken roles in both an advisory capacity, and in
the capacity of a direct provider of health care to the population.
In response to the pandemic the Trust developed its operational response and this ‘Surge Plan’ was
taken to an Extraordinary Board meeting on 20 March 2020. The purpose of the plan was to
maximise survivorship of COVID19 and non‐COVID19 patients across the region and to keep staff
safe in the delivery of services. This was achieved by:






Reducing the volume of business as usual activity to around 35% of normal levels. This
limited the pathways the Trust was treating to those where the patient required emergency
treatment, urgent treatment or treatment for cancer, i.e. those where a delay to treatment
was likely to result in a significant increase in mortality;
Focusing on the most likely regional infrastructure requirement that RPH could physically
provide (i.e. ventilated critical care beds), and explaining how, through a series of stepped
increases (6 surge zones), the trust could increase capacity from a business as usual critical
care capacity of c.27 beds, to a total surge capacity of c.100 ventilated critical care beds;
and;
A move to a staffing model that focused on the safe delivery of care (as agreed with the
Chief Nurse), which included the redeployment and retraining of staff to deliver care to the
increased number of critical care beds.

The Trust established a Clinical Decision Cell (CDC) in response to the COVID19 pandemic and as the
imperative changed from the COVID19 urgent response to responding to, and meeting the
requirements of the Sir Simon Steven letter and the requirements for recovery, the CDC managed
the response to this process through the development of the medium and long term CDC strategies
which are appended to this Quality Report.
It is in the context of both recovery and preparation for a second COVID19 wave that the CDC
longer term strategy has been prepared. All possible opportunities to deliver the business as usual
activity and go beyond pre COVID19 activity levels where practicably possible will be pursued. It is
recognised that in the event of a second COVID19 wave the approach to delivering BAU will need to
maximise continuity alongside the COVID19 service lines.
The outcomes for patients treated at RPH have been reported by ICNARC and a copy of their most
recent outcomes report is appended to this Quality Report. This report covers the outcomes data
for the 103 patients admitted to our Critical Care Unit reported to 30 July 2020.

Royal Papworth Hospital Cardiovascular Outcomes – NICOR report 2015-2018
Royal Papworth Hospital is one of the best-performing NHS hospitals in the UK for cardiac surgery
survival, according to the latest NICOR annual report. Over a three-year period, the hospital had a
risk adjusted survival rate of >98%, and was above the national average. During that time, Royal
Papworth performed the 5422 procedures, one of the largest case volumes in the UK. The data
comes from the National Institute for Cardiovascular Outcomes Research (NICOR) report, which
looked at hospital performance between 2015 and 2018.
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Cancer - 62-day wait for first treatment from urgent GP referral
Background
This is the percentage of patients receiving first definitive treatment for cancer within 62 days of an
urgent GP referral for suspected cancer. For the definition of this indicator see Annex 4.
Royal Papworth Hospital is the tertiary/specialist hospital for lung cancer in the west half of the
Anglia region. Patients seen by their GP with suspected lung cancer are referred first to their local
district general hospital (DGH), and then onto Royal Papworth for further investigation if lung cancer
seems likely, and if the recommended treatment is likely to be potentially curative. The main
treatment modality delivered at Royal Papworth is thoracic surgery. Patients who require
chemotherapy, radiotherapy or other treatments are treated at Cambridge University Hospitals or at
their referring trust.
Like all other hospital trusts, Royal Papworth is expected to treat 85% of patients referred on this
pathway within 62 days of referral. For the purposes of cancer waiting times (CWT) where patients
are seen at multiple hospitals, a patient is split between the ‘first seeing’ hospital and the treating
hospital. The network pathway means that Royal Papworth is not the first Trust to see any patients
and therefore Royal Papworth is usually only accountable for 50% of any pathway where the patient
is treated here. This means the numbers of treatments Royal Papworth records is very small for the
62 day pathway, which is only a small percentage of the patients it has on its Patient tracking list at
any one time. Where patients are referred to Royal Papworth late (after 16 days as agreed in
accordance with the regional best practice Lung pathway) in has been agreed that these breaches
can be negotiated to be reallocated to the referring hospital, although these are not reflected in the
nationally reported figures.
Performance against the 62-day target 2019/20
Indicator

Target
pa

62 day cancer wait *

>85%

Apr‐19

May‐
19

Jun‐19

Jul‐19

Aug‐19

Sep‐19

Oct‐19

Nov‐
19

Dec‐19

Jan‐20

Feb‐20

Mar‐
20

YTD
actual

66.7%

62.5%

60.0%

50.0%

80.0%

80.0%

66.7%

44.4%

60.0%

87.5%

100%

71.4%

67.0%

At the start of the year the Trust faced a challenging position in relation to cancer waiting time. The
deterioration in performance resulted from higher than expected levels of referrals and restricted
capacity during the hospital move period. The Trust put in place remedial actions to address
performance including:







Adjustments to optimise the interim Histopathology solution including the use of digital review of
slides to facilitate early ordering of reflex testing.
Transfer of the Histopathology service to CUH in August 2019 which was completed on
schedule.
Adjust to treatment capacity with the addition of an additional thoracic operating day each week
from June 2019.
Close tracking of patients and escalation of delays in the pathway.
Working closely with providers who refer to us late in the pathway to review the pathway timings
and identify areas of improvement.
Continue liaison with the PET CT service to ensure timely access to scans.

Following the move the Trust saw an improvement in position (see above figures for 2019/20 and
comparative figures for 2018/19). However performance declined in March 2020 with a significant
reduction in referrals for 62 day pathway and clinical decisions taken to defer treatment for some
patients in light of safety concerns in response to the COVID19 pandemic. The Trust is now seeing
near normal referral levels and a recovery in performance from July 2020.

Theatre Cancellations
Cancellation of scheduled activity has been an area of concern in 2019/20 with a total number of 636
(2018/19 636). The four main reasons for cancellations were: Insufficient CCA staff; All CCA beds
full with CCA patients; No ward bed available to facilitate transfer of patient out of CCA; Emergency
and transplant operations took theatre time. Measures to address theatre productivity and
cancellations were taken forward in 2019/20 through the Hospital Optimisation Programme.
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Hospital Optimisation
Following the move to the new site the Hospital Optimisation Programme was established with the
overall aim to improve patient flow through in-patient areas and to increase activity and income to the
2019/20 operating plan. To achieve this, the following Optimisation projects were established:
• Maximise the use of outpatients
• Improve access to pre-assessment and same day admissions
• Booking and admin processes
• Maximise theatre utilisation including turnaround times / delays
• Maximise cath lab utilisation including turnaround times / delays
• Optimise the use of Day Ward
• Maintain bed capacity to support activity
• Staffing of CCA and ward beds
• Impact of ward bed closures
• Open Theatre 6
• Transplant activity and escalation of activity
The Hospital Optimisation Project Group met fortnightly to review the progress of individual
Optimisation projects against the programme plan. The Project Group reported to the Executive
Committee and the Strategic Projects Committee (SPC). Summary reports were submitted to the
SPC and focused on the delivery of the following projects:
Outpatient utilisation
This delivered a greater targeting of resources understanding of constraints; significant
improvement in thoracic and cardiology clinics bookings and a refined process of tracking and
recording rooms enabling staff to predict what space might be available to improve utilisation.
Opening Theatre 6/Optimisation of flow through theatres and cath labs
The Trust opened Theatre 6 as planned in September 2019. Achieving a reduction in theatre
cancellations remained challenging as critical care bed capacity remained an issue.
Critical care staffing
Tighter project monitoring and reporting allowed the impact of recruitment and retention initiatives
to be tracked against trajectory. Bed numbers (predicted and actual) were reported daily and an
escalation policy developed. This project will continue until commissioned beds are fully open in a
safe and sustainable way.
Opening of 4 North West
The project achieved its objective of opening 11 beds on 4NW.
The programme for the delivery of the Optimisation projects was due to be completed at the end of
March 2020 and each Optimisation Project was being evaluated to assess whether their original
objectives had been delivered. Following completion of this project evaluation, new projects were
to be established to address any further Optimisation challenges identified. With the onset of the
pandemic the work of the Hospital Optimisation Group was paused whilst the Trust focussed the
major incident response to the outbreak.

Royal Papworth leads in Transplant Survival Rates
Royal Papworth Hospital had a number of the UK's best survival rates for heart and lung
transplants, according to a report published by NHS Blood and Transplant (NHSBT) in
August 2019.
The report identified that the national 30 day rate of survival following adult heart
transplantation was 90.3%, which ranged from 78.5% to 94.2% across centres (riskadjusted), with some evidence of a significantly higher rate of survival at Papworth (94.2%).
The national 1 year survival rate was 86.6%, ranging from 78.4% to 91.3% across centres
(risk-adjusted), again with some evidence of a significantly higher rate at Papworth (91.3%).
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The national 5 year survival rate was 69.7%, ranging from 60.5% to 79.3% across
centres with a rate of 79.3% at Papworth (risk-adjusted) indicating a rate significantly
higher than the national rate. The report noted that at all time points analysed, there was
some evidence of a significantly higher survival rate at Royal Papworth in comparison to the
national rate.
For lung transplant the 90-day post-transplant Papworth had a rate of 90.6% (90.2%
risk adjusted). This was statistically consistent with the national rate of survival which
was 88.8%. The national 5 year survival rate was 56.2%, ranging from 45.7% to 60.7%
across centres (risk-adjusted), with no significant outliers. The 5 year survival rate at
Papworth was 53.9% (risk adjusted).
According to NHSBT’s Annual Report on Cardiothoracic Transplantation, Royal Papworth
Hospital performed more adult heart transplants each year than any other hospital in the
UK. It also had the lowest decline rate for donor organs, meaning it accepts a higher
proportion of organs offered for donation than any other UK centre. This means that we are
looking at every possible donor to assess if each donor can be converted to a successful
Transplant. We are the only centre in the country that will send one of our DCPs to scout
potential donors in an attempt to increase the donor pool by active donor management prior
to the retrieval teams’ arrival at the donor hospital. We are also by far the busiest Retrieval
Team in the country.

Respiratory Extra Corporeal Membrane Oxygenator (ECMO)
Royal Papworth Hospital is one of five centres in England that provide the highly-specialised
Respiratory Extra-Corporeal Membrane Oxygenation (ECMO) Service, including specialised retrieval
of patients from referring hospitals.
ECMO supports patients with severe potentially reversible respiratory failure by oxygenating the
blood through an artificial lung machine. The extracorporeal life support is used to replace the
function of failing lungs, usually due to severe inflammation or infection. ECMO is used to support
patient groups with potentially reversible respiratory failure such as Acute Respiratory Distress
Syndrome (ARDS) sometimes seen in patients with community-acquired pneumonia, seasonal flu or
COVID19.
The aim of ECMO in respiratory failure is to allow the injured lung to recover whilst avoiding certain
recognised complications associated with conventional ventilation. It is high risk and is only used as
a matter of last resort. The procedure involves removing blood from the patient, taking steps to avoid
clots forming in the blood, adding oxygen to the blood and removing carbon dioxide, then pumping
the blood back into the patient.
ECMO is a complex intervention and is only performed by highly-trained specialist teams including
intensive care consultants, ECMO specialists, perfusionists together with ECMO-trained nurses.
ECMO is a form of support rather than a treatment, and its aim is to maintain physiological
homeostasis for as long as it takes to allow the lung injury or infection to heal. Support time is
usually between five and 14 days but sometimes ECMO support is required for longer.
ECMO support can also be used to support patients presenting with life-threatening conditions
referred to a tertiary cardiothoracic centre, such as severe acute heart failure. This sort of ECMO
support is not part of the nationally commissioned Respiratory ECMO Service but Royal Papworth
Hospital has been offering it for a number of years to many patients.
The Hospital is registered with the international Extracorporeal Life Support Organisation (ELSO)
and is renowned for its experience using ECMO. This long experience in providing a high-quality
ECMO service is recognised in the success of the residential Royal Papworth ECMO course, which
attracts national and international delegates, with more than 500 delegates from five continents
having attended so far. The multidisciplinary team has contributed to multiple scientific
communications and articles published in the medical literature.
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From December 2011, the service provided by Royal Papworth became part of the national network
of services that provide a year-round ECMO service to all hospitals in the country. This includes the
retrieval on ECMO of patients from the referring hospital by a dedicated highly-specialised team.
Royal Papworth works very closely with the other four national ECMO centres and NHS England to
ensure that all patients have immediate access, all week long and at any time of the day or night,
irrespective of their location. Our Consultant Intensivists also provide specialist advice by phone to
referring centres when patients are not deemed suitable for ECMO.
In 2014 the service expanded to include a follow up clinic. All patients are seen six months after
discharge from Royal Papworth by a Consultant in respiratory medicine or intensive care, and an
ECMO specialist nurse. The aim of the clinic is to provide ongoing support where required, evaluate
their respiratory function to ensure that best treatment is offered and measure quality of life after
ECMO to allow us to refine how we deliver the service.
To ensure best practice across many hospitals, Royal Papworth invites team members of all
referring intensive care units to attend an annual meeting to review indications and outcomes, as
well as share areas of best practice. The last annual meeting was held in Homerton College in
October 2019. The five centres providing ECMO in England meet at least twice a year to review
practices and outcomes and have weekly phone conferences to ensure that access to the service is
maintained.
In March 2020 Royal Papworth led on the introduction of an online referral service which provided a
central referral portal for all ICU’s in the country to refer patients to their local ECMO centre. The
introduction of this service was integral in facilitating the successful response to the exceptional
demand placed on the service during the COVID19 surge.
Whilst difficult to compare due to the multiple conditions treated and the absence of risk stratification,
survival rates are in keeping with international figures. The Extra Corporeal Life Support
Organisation (ELSO) registry shows in July 2020 a survival of 69% for patients supported with
respiratory ECMO.
Summary of ECMO activity at Hospital since December 2011 - March 2020
Year

Referrals

Accepted

Survival to
discharge*
(all
accepted)

30 day
survival
(ECMO)

30 day
survival (all
accepted)

Dec 2011/12

25

15

10

50%

66%

50%

66%

2012/13

111

28

22

68%

75%

64%

71%

2013/14

116

35

32

75%

77%

71%

71%

2014/15

152

40

37

76%

75%

76%

75%

2015/16

202

54

50

70%

70%

68%

68%

2016/17

149

36

35

86%

83%

83%

80%

2017/18

177

50

46

78%

78%

68%

62%

2018/19

201

54

54

76%

76%

76%

76%

2019/20

192

42

42

71%

69%

69%

69%

*discharge from Royal Papworth
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Supported Survival to
with ECMO discharge*
(ECMO)

Pulmonary Endarterectomy
Pulmonary Hypertension is a rare lung disorder in which the arteries called pulmonary arteries that
carry blood from the right side of the heart to the lungs become narrowed, making it difficult for blood
to flow through the blood vessels. As a result, the blood pressure in these arteries rises far above
normal levels. It is a serious disease that leads to right heart failure and premature death. Patients
usually present with symptoms of exertional breathlessness and as there are no specific features,
the diagnosis is usually made late in the disease process. There is medical treatment available for
some forms of Pulmonary Hypertension.
Chronic Thromboembolic Pulmonary Hypertension (CTEPH) is one type of PH and is important to
recognise as it is the type of PH that is most treatable. The disease begins with blood clots, usually
from the deep veins of the legs or pelvis moving in the circulation and lodging in the pulmonary
arteries (this is known as a pulmonary embolism). In most people these blood clots dissolve and
cause no further problems. In a small proportion of people the blood clots partially dissolve or do not
dissolve at all and leave a permanent blockage/scarring in the pulmonary arteries leading to CTEPH.
There are now three treatments for CTEPH and all are available at Royal Papworth: licensed drug
therapy for inoperable patients, balloon pulmonary angioplasty for inoperable patients and the
guideline recommended treatment, pulmonary endarterectomy surgery. The pulmonary
endarterectomy (PEA) operation removes the inner lining of the pulmonary arteries to clear the
obstructions and reduce the pulmonary artery pressure back to normal levels. This procedure allows
recovery of the right side of the heart with a dramatic improvement in symptoms and prognosis for
the patient.
Since 2000 Royal Papworth Hospital was commissioned to provide this surgery for the UK, and
since 2001 has also been designated as one of the seven adult specialist PH medical centres. With
better understanding of the disease, CTEPH is increasingly recognised in the UK but still probably
remains under diagnosed. Over the last few years there has been a large increase in pulmonary
endarterectomy surgery at Royal Papworth and the Hospital has been at the forefront of international
developments in this field.

Seven Day Services
The Seven Day Hospital Services Programme (7DS) introduced a new measurement system based
on board assurance of the four priority clinical standards to replace the 7DSAT online survey tool
from the Autumn of 2018. The intention is to ensure trust board oversight of 7DS and to reduce the
administrative burden on trusts. This work is built on 10 clinical standards developed by the NHS
Services, Seven Days a Week Forum in 2013. Four of these clinical standards were made priorities
for delivery to ensure patients admitted in an emergency receive the same high-quality initial
consultant review, access to diagnostics and interventions and ongoing consultant-directed review at
any time on any day of the week. The four priority clinical standards are:
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Clinical Standard 2 – First
Consultant review within 14 hours

Clinical Standard 5 – Access to
consultant-directed diagnostics

Assessments based on a triangulation
of consultant job plans to deliver 7DS,
local audits to provide evidence and
reference to wider metrics.

As previously, assessment based on
weekday and weekend availability of
six diagnostic tests to appropriate
timelines, either on site or by a formal
arrangement with another provider.

Clinical Standard 6 – Access to
consultant-led interventions

Clinical Standard 8 – Ongoing
consultant-directed review

As previously, assessment based on
weekday and weekend availability of
nine interventions on a 24-hour basis,
either on site or by a formal
arrangement with another provider.

Assessment based on consultant job
plans to deliver 7DS, robust MDT and
escalation protocols, local audits and
reference to wider metrics.

The NHS Standard Contract requires providers to undertake the 7DS board assurance
process bi-annually. The results from this will form a 7DS metric in the clinical
commissioning group improvement and assessment framework to allow CCGs to assess
local delivery of 7DS.
The Trust carried out two 7 day audit of emergency admissions between 15 and 21 May
2019 and the 8 and 14 September 2019, both consisting of 21 patients, although 3 did not
meet the criteria in the September Audit as they remained in hospital for less than 14 hours
and therefore there were 18 patients who met the required criteria in the second audit.
Following validation of the data provided, the Board received assurance that the Trust met all
four priority Clinical Standards.

Freedom to Speak Up/Whistleblowing
The Trust has a Freedom to Speak Up Guardian (FTSUG) working alongside Trust
leadership teams to support the organisation in becoming a more open and transparent
place to work, where all staff are actively encouraged and enabled to speak up safely. In this
year we introduced our FTSU Champion roles to support out FTSU Guardian in promoting
this agenda.
The FTSU Guardian offers:
 Signposting staff to options for raising their concerns in line with the Trust Raising
Concerns Policy
 Recording and monitoring concerns raised so as to identify themes
 Promoting the importance of staff raising concerns
 Independently reporting to the Board on themes of concerns being raised and the
“temperature” of the organisation
 Networking with other FTSUGs to share good practice
 Reporting quarterly to the FTSU National Office
Our Quality Strategy ambition to provide a safe system of care and reduce avoidable harm
means that we encourage a culture of transparency where patient safety incidents are
reported and reviewed to identify learning and improvements needed to promote the safest
care.
July 2020 saw the publication of the second-ever annual Freedom to Speak Up (FTSU)
report. In which NHS England commissioned the National Guardian’s Office to develop the
index based on four questions from the annual NHS Staff Survey, including whether staff feel
secure in raising concerns if they see something unsafe.
In 2020’s edition of the report we came 59th (out of 229) with a score of 80.7%, improving
upon a position of 78th and score of 80% in 2019. Clearly there is still work to do in this area
to further improve, but it is pleasing to see that through the excellent work of Tony Bottiglieri,
FTSU Guardian, and our team of FTSU champions, we are making improvements in this
area to ensure that Royal Papworth Hospital is an environment where people feel confident
in speaking up.

Compassionate and Collective Leadership programme
One of the key aims of our five-year strategy is to improve our staff experience to ensure
staff feel supported and motivated to provide excellent patient care. As part of this, we are
undertaking a culture and leadership programme to help us embed a compassionate and
collective leadership culture across the organisation.
During the first phase of the project, more than 200 staff members were interviewed as part
of 36 focus groups. They were asked questions about a number of themes, including vision
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and values, teamwork, learning and innovation and compassion, to help us assess our
organisation culture.
Following an in-depth diagnostic phase, we have identified eight priority areas to address,
including refreshing our values, developing and supporting line managers, valuing diversity
and encouraging teamwork. We have received funding from Royal Papworth Hospital Charity
and are developing action plans to address these priority areas. Details actions are set out
under our Quality Priority 3 for 2020/21.
The Director of Workforce and Organisational Development is the responsible executive
director for raising concerns, and we have an identified Non-Executive Director lead.
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Performance of Trust against selected metrics
Throughout 2019/20 we have continued to measure our quality performance against a number of metrics. The Table below sets out our performance against the
national operational metrics identified in Appendix 3 to NHS Improvement’s (NHSI’s) Single Oversight Framework which are applicable to Royal Papworth Hospital.
Operational performance Metrics
Indicator
18 weeks Referral to
Treatment (RTT)*
62 day cancer wait *

Target
pa
>92%

Apr‐19

May‐19

Jun‐19

Jul‐19

Aug‐19

Sep‐19

Oct‐19

Nov‐19

Dec‐19

Jan‐20

Feb‐20

Mar‐20

YTD actual

90.47%

90.28%

89.89%

88.94%

89.10%

90.86%

91.20%

91.60%

91.17%

91.52%

90.78%

87.13%

90.25%

>85%

66.7%

62.5%

60.0%

50.0%

80.0%

80.0%

66.7%

44.4%

60.0%

87.5%

100%

71.4%

67.0%

31 day cancer wait

>96%

84.6%

84.6%

96.0%

100%

96.0%

100%

100%

94.4%

95.5%

100%

100%

100%

95.6%

6 week wait for
diagnostic
C. difficile
(sanctioned)
Number of patients
assessed for VTE on
admission

>99%

99.30%

99.30%

99.23%

99.30%

99.05%

99.66%

99.67%

99.84%

99.44%

99.65%

99.70%

99.44%

99.47%

Less
than 5

0

0

0

0

0

0

0

0

1

0

0

0

1

>95%

97.00%

90.00%

93.00%

97.00%

93.33%

90.00%

97.00%

100.00%

93.00%

97.00%

97.00%

96.60%

95.5%.

In 2019/20 these indicators have not been subject to independent assurance.
*The definition of this indicator can be found in Annex 4 to the Quality Report
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A listening organisation
What our patients say about us
2019 National Adult Inpatient Survey
The inpatient survey is carried out on behalf of the Care Quality Commission. Patients aged 16 or
older who had at least one overnight stay were asked a range of questions including whether they
had confidence and trust in the doctors, the cleanliness of the hospital, and the quality of the food.
731 of our inpatients responded to the survey and we achieved an overall response rate of 60%
(63% 2018). This compares to an average response rate of 45% for 2019.
Trusts were then listed in one of five categories based on the proportion of patients who responded
positively compared to the average; ‘much better than expected’, ‘better than expected’, ‘about the
same’, ‘worse than expected’ or ‘much worse than expected’.
The Trust’s results were better than most Trust’s for 44 questions and about the as other Trust’s for
17 questions.
There were 17 questions where the Trust results were significantly higher than 2018 and one
question where the result was significantly worse:
Q9 From the time you arrived at the hospital, did you feel that you had to wait a long time to get to a
bed on a ward? 2019 8.9 (2018 9.5)
Section Score and Banding
The table below sets out the section scores and banding for the Trust.

The ‘better’ and ‘worse’ categories, displayed in the column with the header ‘2019 Band’ in the
table are based on an analysis technique called the ‘expected range’. It determines the range
within which the trust’s score could fall without differing significantly from the average score of all
trusts taking part in the survey. If the trust’s performance is outside of this range, its performance is
significantly above or below what would be expected. If it is within this range, we say that its
performance is ‘about the same’.
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Where a trust’s survey results have been identified as ‘better’ or ‘worse’ than the majority of trusts,
it is very unlikely that these results have occurred by chance. If a trust’s results are ‘about the
same’, this column will be empty.
Each of these questions will be explored and an action plan formulated where necessary.

NHS “friends and family” test to improve patient experience and care in
hospital
From 1 April 2012, a new question was added to the patient experience survey that is conducted
amongst a sample of patients admitted to Royal Papworth Hospital. The question is "how likely are
you to recommend our service to friends and family if they needed similar care or treatment?" using
an "extremely likely" to "not at all likely" scale. The question is used in other organisations and
industries and is believed by the Department of Health and Social Care to give a real-time
reflection of standards within a hospital. It allows hospitals to compare themselves and learn from
the best performing trusts. Hospitals are required to ask the question to a minimum of 10% of their
inpatients and the responses are fed back to the Board. Scores are publicly available, alongside
other measures of clinical quality.
In this Trust, the responses are reviewed at the weekly Matrons’ Meeting, led by the Chief Nurse,
and actions monitored. These are reported to every meeting of the Board.

Friends and Family inpatient results 2019/20
100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%

98% 97% 98% 98% 98% 98% 96% 97% 98% 99% 98% 98%

2%

1%

1%

1%

1%

1%

2%

2%

1%

1%

1%

1%

Patients who would recommend our service %
Patients who would not recommend our service %
“No reply” or “don’t know” excluded from numerator

Patient Support Groups
Royal Papworth has several patient support groups, which include:
The Mesothelioma Social Group – PMSG (www.papworthmesosocial.com) meets monthly.
Mesothelioma is a rare type of lung cancer caused by exposure to asbestos. Each year, around
2,500 people in the UK are diagnosed with the condition. Unfortunately at present, there is no cure.
The group is for patients and their carers to get together with others experiencing similar concerns
and issues. There is opportunity to share ideas and talk freely with supportive people. Some
meetings will involve a presentation from an expert about an issue of interest such as
breathlessness, exercise, clinical trials and treatments, recent developments with Mesothelioma UK.
At other times, the group will go out for a social event such as cream tea at Anglesey Abbey or a
cruise along the River Cam. There is also ample opportunity at the meeting for participants to chat
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over refreshments. Later in the afternoon there is a chance for carers only to meet to discuss their
experiences and share their worries with support from a clinical nurse specialist.
Royal Papworth Hospital is one of the few hospitals fortunate to have secured further funding from
Mesothelioma UK to support the input of a clinical nurse specialist. Kate Slaven undertakes this role
and is currently chair of the social group. The group has a Facebook page and Twitter accounts as
well as a website. Social media is helping members to access support remotely when they may not
be able to attend the meetings in person.
Royal Papworth Pulmonary Hypertension Patient Support Group
The Royal Papworth Pulmonary Hypertension Patient Support Group is a friendly, welcoming group
run by patients for patients with Pulmonary Hypertension.
The group is well supported by the Pulmonary Hypertension staff at Royal Papworth Hospital. They
welcome members of all ages and not just from Royal Papworth Hospital but other pulmonary
centres as well.
The group meets three times a year and has guest speakers for the meetings who talk about various
aspects of Pulmonary Hypertension, including research into new therapies. Presentations are given
by the PH specialist nurses, PEA nurses, pharmacists, physiotherapists and others.
In November, the group hold a very popular Christmas party, where members bring their wider
families, if they wish, including children and grandchildren.
The group meetings are well attended with 35-40 members at most meetings and twice as many at
the Christmas party in November. Young adults transitioning their care from Great Ormond Street
Hospital are encouraged to attend the support group as a way of finding out about the Pulmonary
Vascular Diseases Unit prior to attending the hospital for the first time.
The group is advertised in several ways; members produce a four page quarterly newsletter and
information on the support group can be found on the Pulmonary Hypertension Association UK
forum website and social media Facebook page. A small number of patients from other specialist
centres such as Sheffield and London also attend the support group.
The group is friendly and sociable and offers support to individuals and their families; members have
reported that meeting other patients with the same condition has helped them enormously, for
example patients considering PTE surgery have had the opportunity to meet members and their
families who have already gone through this procedure. One of the members still comes to the
meetings following their transplant surgery and has shared their experience of this aspect as well.
The Royal Papworth Pulmonary Fibrosis Support Group
The PFS group was established in 2010 to provide information for individuals with Pulmonary
Fibrosis, to give them support and to establish regular opportunities for the patients and their carers
to meet.
Meetings are held every other month at The Hub in Cambourne and are regularly attended by an
average of 60-70 participants. The meetings are planned and managed by a small committee who
organise speakers and refreshments and give participants plenty of time to socialise.
An annual picnic is now part of the programme and has been successful in bringing together the
families of the members as a way to thank them for their support. Recently communication with
Idiopathic Pulmonary Fibrosis (IPF) sufferers has been widened with the development of a website
accessed through the Trust’s public homepage and a regular newsletter.

101

The Transplant Patient Support Group
The Transplant Patient Support Group is a patient-led body open to all pre- and post- heart
and/or lung transplant patients.
As well as providing a focal point for links into the Transplant team on any current issues, it
holds four Social and Support group meetings for patients each year, funded by donations.
These well-attended meetings have regular guest speakers and allow patients and their
families to meet in a friendly, non-clinic environment and share any experiences or
concerns that they may have. The group produces its own Newsletter and has a very
active Facebook page. They hold an annual patient get together to showcase some of the
innovations and changes in Transplantation and to allow patients an opportunity to chat
with staff in a more informal setting and to network with others.
The group held a very successful Christmas party in 2019 with 70 in attendance. Mr
Catarino, Director of Transplantation gave an excellent, insightful and powerful talk about
his department and their achievements.
Our patient support groups have been affected by COVID19 and so more recently have
stepped down from face to face meetings but have managed to keep in touch and provide
support through virtual events that have been held on line. Further details about the groups
and links to information about meetings can be found at:
https://royalpapworth.nhs.uk/patients-and-visitors/pals/patient-support-groups
Compliments from patients and families
The Patient Advice and Liaison service (PALS) records compliments received by patients and
their family’s relating to their experience
There were 7787 compliments received across the Trust during 2019/20. This was an increase of
978 on the previous year (2018/19) when there were 6809. Compliments take a variety of forms –
verbal, letters, thank you cards, e-mails, Friends and Family surveys and suggestion cards.
The compliments were analysed for key themes and the top three themes for the year were:
• General thank you/dedication/hard work
• Care/support
• Kindness/compassion/courtesy/friendliness

Compliment Themes

2018/19
Q2
Q3

Q1
Care/Support
High Quality of Professional
Care/Team Work
Kindness/Compassion/Courtesy /
Friendliness
General Thank You / Dedication/Hard
Work
Improved quality of
life/Recovery/Making a Difference /
Excellence of Treatment
Dignity and Respect
Friends and Family Survey
Compliments
Total
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2019/20
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142

186
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What our staff say aboutt us
Staff S
Survey 201
19
NHSI’ss requiremen
nts for disclos
sing the resu
ults of the NH
HS staff surve
ey have bee n updated to
o
reflect changes in the
t survey ou
utput from 20
019 and thes
se were inclu
uded in the S
Staff Report
section
n of the Annu
ual Report.

Royal Papwortth Staff Aw
wards and
d Long Serrvice Awards
In Nove
ember 2019,, we held a Long
L
Service
e Awards cerremony at the
e hospital to recognise sttaff who
had se
erved 15, 20, 25 or 30 yea
ars of service
e at Royal Papworth Hos
spital.
We had
d to cancel itts planned ce
eremony in M
March 2020 but we were able to holdd a virtual and
d socially
distancced annual staff awards ceremony
c
at the hospital on Wednesd
day 17 June to recognise
e all our
fantasttic nominees. We receive
ed more than
n 500 nominations for aw
wards - a signnificant incre
ease on
the pre
evious year – in a range of
o categoriess from The Liifetime Achie
evement Awaard to The
Studen
nt/Apprentice
e of the Year Award. We
e would like to
o thank the award
a
sponssors: Royal Papworth
P
Hospita
al Charity, Philips UK, Trroup Bywaterrs + Anders, Canon, Merridian, Joness AV, Gamma
a,
Mindra
ay, and Media
a Studio as their
t
supportt allowed us to
t reward some of the re markable
achieve
ements of ou
ur staff.

Valuin
ng Voluntteers
We con
ntinue to be indebted to our
o voluntee rs. They give
e their time, energy
e
and eexperience to
o aid
patientts and staff and
a contribute greatly to tthe ‘patient experience’.
e
Volunteers
V
eenrich the live
es of
patientts and their fa
amilies, conttributing sign
nificantly to th
he overall success of pattient care. Alll the staff
and pa
atients at Royyal Papworth
h are extreme
ely grateful fo
or the hard work
w
and com
mmitment wh
hich our
volunte
eers provide.. We have a Volunteers Strategy and
d this aims to
o:
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Create an
nd support a volunteer se
ervice at Roy
yal Papworth
h Hospital thaat brings add
ded value
to our patients.




Promotess and gives opportunities
o
s for people to
t volunteer.
Developss partnership
p and networ king with nattional, charita
able and thirrd sector
organisattions includin
ng volunteer support grou
ups

d
the fo
ollowing bene
efits:
Our sstrategy will deliver
For p
patients and their
t
families
s/carers
 En
nhanced exp
perience of sservices.
 Pe
eer support and
a social in
nteraction.
 In
ncreased selff-esteem and
d confidence.
For sstaff
dditional help
p and suppo
ort.
 Ad
 Im
mproved patie
ent experien
nce.
 More
M
diverse and
a inclusive
e working en
nvironment.
 Le
earning from people with different exp
pertise, giving opportunitties to enhan
nce
skkills/experien
nce.
 Frrees up capa
acity to conce
entrate on sp
pecialist care
e and clinicall roles, which
h can
im
mprove produ
uctivity and re
educe stress
s.
 Opportunities to develop p
people management skills
s.
And ffor the Trust
etter service s.
 Prrovision of be
 Im
mproved patie
ent experien
nce.
 Greater involv
vement of loccal communitty whilst prom
moting the T
Trust’s values
s and
acchievements within the co
ommunity
 Prrovides supp
port to achievve strategic and
a organisa
ational objecttives.
 Be
etter two-way communica
ation with pa
atients.
Volunteers hourrs for 2019/2
20
The h
hours deliverred by our vo
olunteers is sset out below
w:

For m
more informa
ation, see the
e Foundation
n Trust sectio
on of our Ann
nual Report.
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Summary of CQUIN performance 2019/20

The CQUIN (Commissioning for Quality and Innovation) payment framework enables commissioners to reward excellence, by linking a proportion of English healthcare providers'
income to the achievement of quality improvement goals. Since the first year of the CQUIN framework (2009/10), many CQUIN schemes have been developed and agreed.
The two main commissioning contracts at Royal Papworth have different CQUIN targets in place. Nationally determined CQUINs cover both contracts, with the remainder down to
local negotiation between the Trust and commissioner. The individual CQUIN targets are weighted resulting in the final financial value paid for achievement of each area. Nonachievement of a particular CQUIN results in a reduction of income equivalent to the CQUIN weighting multiplied by the overall CQUIN value. The planning for CQUINs for
2020/21 remains on hold in line with guidance was issued from NHSE/I as a result of the COVID19 pandemic.
105

Annex 1: What others say about us
-----------------------------------------------------------------------------------------NHS Specialised Commissioning East of England Hub
Statement Response 2019/20
We are happy to support the Quality Accounts

Joanne Pope
Head of Nursing, Direct Commissioning
NHS England & NHS Improvement – East of England

Cambridgeshire and Peterborough Clinical Commissioning Group
To be added following receipt

Healthw
watch Cambridgeshire a nd Peterrborough
h

Health
hwatch Cambridg
C
geshire and Peterrborough
h
019/20
Roya
al Papworrth Hospital Quallity Acco
ount State
ement 20
Summary a
and commen
nt on relatio
onship
eshire and Pe
eterborough welcomes the
t opportun
nity to comm
ment on the Trust’s
T
Healthwatcch Cambridge
draft Qualitty Account.
ositive relatiionship with the Trust. The
T Trust is aalways respo
onsive to
Healthwatcch is pleased to have a po
feedback an
nd we welco
ome the commitment to learning and
d improving.
d in Octoberr 2019, and ffor being the
e first
The Trust iss to be congrratulated on the CQC ratting achieved
Trust in the
e country to achieve ‘Outstanding’ in
n all five dom
mains.
t hospital move to the
e Cambridge Biomedical campus wass completed as
It is very ple
easing that the
planned and
d without inccident. Feed
dback from H
Healthwatch was welcom
med during thhis time and swiftly
acted upon.
o
gly positive ffeedback fro
om patients and their fam
milies regard
ding the
Healthwatcch receives overwhelming
Royal Papw
worth Hospita
al.
e end of the 2019/2020 period, it haas been nece
essary for the
e trust to addapt and resp
pond to
Towards the
the Covid-19 pandemic.. We acknow
wledge the effforts and de
edication of teams workiing across th
he Trust
n.
during this unprecedentted situation
o Septemberr 2020, Healtthwatch Cam
mbridgeshire
e and Peterbo
orough havee surveyed lo
ocal
From May to
people to hear about th
he impact of service cha nges during Covid-19. Ou
ur report shoows that:
ditions and thhose not onlline were
 Older people, those with disabilities oor long-term health cond
hiit hardest
 Th
hree in ten people
p
avoid
ded getting h
help for a health problem
m
 Bu
ut of those that
t
did get help,
h
three oout of four rated
r
it highlly
 One in three people
p
told us
u there wass a high or significant impact on theiir mental hea
alth and
w
wellbeing
 Allthough some
e people hav
ve taken to oonline hospittal or GP app
pointments, they do not work for
evveryone. Man
ny people do
o not have th
he internet and
a those with sensory im
mpairments find
re
emote consultations hard
d to access.
pandemic ou
ur Healthwattch has heard
d from many
y people acro
oss Cambridggeshire and
During the p
Peterborouggh who are concerned
c
ab
bout their trreatment and
d care and have not receeived any
information
n. Whilst thiss feedback iss not specificc to the Roya
al Papworth,, we agree t hat commun
nications
with patien
nts can alwayys be improv
ved. We therrefore support and welco
ome the com
mmitment to learning
and complain
nts.
from PALS a
ed to implem
ment innovation and conttinue the lea
arning
It is pleasing to note that the Trust is committe
od. We would
d stress howe
ever, that no
ot all people
e are able too access onlin
ne
from this diifficult perio
consultation
ns and that face
f
to face consultation
ns should be available fo
or those peopple who need
d them.
Information
n also needs to be available in formaats suitable for
f people’s communicattions needs.
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Cambridgeshire County Council, Health Committee
THE ROYAL PAPWORTH HOSPITAL TRUST
QUALITY ACCOUNTS 2019/20
STATEMENT BY CAMBRIDGESHIRE COUNTY COUNCIL - HEALTH
COMMITTEE
The Health Committee welcomes Royal Papworth Hospital Trust (RPT) quality account which reflects
on a challenging year in which the Trust moved from Papworth to its new building on the Cambridge
bio-medical campus, underwent a CQC inspection and experienced the start of the COVID19 pandemic
impact.
It is encouraging to see that the Trust was able to deliver some of the best outcomes for patients during
wave 1 of the pandemic and also that it has been busy learning lessons from this about its role across
the region: developing a surge plan, developing its network for mutual aid and system engagement and
supporting staff for a second wave.
Four inter-connected quality priorities highlighted for 2019-20 related to patient safety, ensuring a safe
move to the new site, optimising Lorenzo and a focus on workforce and organisational culture. Patient
safety was identified for further work especially in the areas of falls prevention and managing the
deteriorating patient, where training has been extended. The committee would welcome information on
the percentage of existing staff that have received this training in the past year.
Falls prevention analysis has proved illuminating, with an anticipated decline in the new hospital not
initially delivered (Q3), but subsequent data indicating that falls were declining from Q4. One of the
priorities for 2020-21 relates to identifying frail patients and using OT ‘pre-habilitation’ to improve ability
to undergo surgery and aid post-operative recovery. This would appear to support the falls prevention
strategy, though it is not linked.
It is clear that the move to Cambridge, while a challenge in terms of logistics and sustaining treatment
levels, has been very successful. The CQC inspection in October 2019 resulted in a verdict of
‘outstanding’ across core areas (safe, effective, caring, responsive and well-led) with further areas of
improvement identified.
We noted last year that optimising Lorenzo was proving challenging, with staff training and adjustment
seen as work in progress during 2017-18 and 2018-19. Maximizing the benefit of Lorenzo through
competency programmes of learning was impacted by the move to the new site and work has not yet
started on the ward and trust dashboard for quality assurance research and audit.
The interesting section on the 2020-21 priority for digital quality improvement flags three required
deliverables: a joined up health record, a safer and improved patient experience and ‘a more stable
user experience, reducing numbers of hours lost to system issues’. There are some really challenging
targets in the detail here and clear evidence that optimizing the functioning of Lorenzo and creating
dashboards and portals (for example the innovative Patient Aide portal) is bound up with several other
2020-21 priorities, not least staff training and support for changing ways of working. The building of QI
capability is ongoing for 2020-21, including developing a QI road map, finalizing the rebuilding of the QI
team and rolling out further QI training at various levels.
The critical role of staff runs like a thread through the report and there are thoughtful comments about
workforce and organizational culture in Part 1 which flag the challenges the Trust faces in the era of
COVID19. Some actions related to career progression and discrimination, which it was hoped would be
tackled during 2019-20, were delayed and the Compassionate and Collective Leadership programme to
support change was only able to restart in Autumn 2020. It is therefore reassuring to see the high
priority given to workforce development for 2020-21 with a clear diagnostic phase signalling relevant
interventions designed to achieve a set of ambitious KPIs by Q4 2021.
The Health Committee is in the process of establishing informal liaison meetings with Royal Papworth
NHS Trust and looks forward to discussing further with the trust the development and improvement
issues identified in this informative quality account.
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Patient and Public Involvement Committee (PPI) Committee and the
Council of Governors
During 2019/20 the Council of Governors continued to work with the Board of Directors to
ensure that the Trust continues to deliver services which meet the needs of patients, carers,
staff and local communities. During the year three new Non-Executive directors were
appointed following approval by the Council.
As well as chairing committees Governors have sat as members or observers on others and
have been encouraged to attend the monthly Board meetings. In addition a Governor Focus
Group fed into the CQC inspection in July 2019 and the Governors welcomed the outstanding
CQC rating that was awarded to the Trust recognising the exceptional performance that is
represented through these Quality Accounts.
2020 has been a challenging year and Governors have been kept informed of how the
challenge of the pandemic has affected the hospital and how everyone rose to the challenge.
Governors have been forced to educate themselves in digital conferencing thereby enabling
meetings to resume once the hospital was returning to a degree of normality. Board meetings
were observed, the quarterly Council meetings joined and committee participation ensured.
Whilst not ideal these new methods of communication do at least mean that Governors were
kept informed and could contribute. Needless to say the vital work of the hospital continued,
albeit using different methods such as phone or video consultations for out-patients.
Before the current restrictions Governors were also involved are 15 steps, PLACE, Patient
Safety Rounds and mock CQC inspections. A number of Governors also undertake voluntary
positions which give them the opportunity to spend time talking to patients, carers and staff
thereby providing valuable feedback. We are looking forward to returning to these roles in
person as soon as that is possible.
Quality Priorities are selected each year by the Governors and the 2020/21 priorities are:1. Safe: Quality Improvement and Patient Safety
2. Effective: Responsive Services.
3. Well Led: Leadership and Culture Programme.
4. Patient Experience: Communications
5. Digital Quality Improvement
At the quarterly Council of Governor meetings in addition to the executive reports, clinicians
gave presentations on the role of Healthcare Science at Royal Papworth Hospital; the launch
of the Rapid NSTEMI Pathway and as well as these patient stories have been related by
Matrons or Senior Sisters which has provided an extra insight into the patient experience.

Dr Richard Hodder, Lead Governor.
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Annex 2: Statement of Directors’ responsibilities in respect of the
Quality Report
---------------------------------------------------------------------------------------------------The Directors are required under the Health Act 2009 and the National Health Service (Quality
Accounts) Regulations to prepare Quality Accounts for each financial year.
NHS Improvement has issued guidance to NHS foundation trust boards on the form and content of
annual Quality Reports (which incorporate the above legal requirements) and on the arrangements
that foundation trust boards should put in place to support the data quality for the preparation of the
Quality Report.
In preparing the Quality Report, directors are required to take steps to satisfy themselves that:
 The content of the Quality Report meets the requirements set out in the NHS Foundation Trust
Annual Reporting Manual 2019/20 and supporting guidance ‘Detailed requirements for quality
reports 2019/20.’
 The content of the Quality Report is not inconsistent with internal and external sources of
information including:
o
o
o
o
o
o
o
o
o
o
o
o
o
o

Board minutes and papers for the period April 2019 to 3 December 2020
Papers relating to quality reported to the Board over the period April 2019 to 3 December 2020
Feedback from Cambridge and Peterborough Clinical Commissioning Group (awaited)
Feedback from NHS Specialised Commissioning East of England dated 27 November 2020
Feedback from the Patient and Public Involvement Committee (PPI) Committee and Council of
Governors dated 27 November 2020
Feedback from Healthwatch Cambridgeshire dated 3 November 2020;
Feedback from Cambridgeshire Health Committee dated 16 November 2020
The Trust’s “Quality and Risk Report: Quarter 4 and annual Summary 2019/20”;
The Trust’s complaints report published under Regulation 18 of the Local Authority Social
Services and NHS Complaints Regulations 2009
The 2019 National Inpatient Survey
The 2019 National Staff Survey
The Trust’s Annual Governance Statement 2019/20
The Head of Internal Audit’s annual opinion of the Trust’s control environment dated 10 June
2020
CQC Inspection Reports published 16 October 2019

 The Quality Report presents a balanced picture of the NHS Foundation Trust’s performance over
the period covered.
 The performance information reported in the Quality Report is reliable and accurate.
 There are proper internal controls over the collection and reporting of the measures of
performance included in the Quality Report, and these controls are subject to review to confirm
that they are working effectively in practice.
 The data underpinning the measures of performance reported in the Quality Report is robust and
reliable, conforms to specified data quality standards and prescribed definitions, is subject to
appropriate scrutiny and review and
 The Quality Report has been prepared in accordance with NHS Improvement’s annual reporting
manual and supporting guidance (which incorporates the Quality Accounts regulations) as well as
the standards to support data quality for the preparation of the Quality Report
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The Directors confirm to the best of their knowledge and belief that they have complied with the
above requirements in preparing the Quality Report.
By order of the Board

Date: 3 December 2020

Chairman

Date: 3 December 2020

Chief Executive
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Annex 3: Limited Assurance Report on the content of the Quality
Report and Mandated Performance Indicators
---------------------------------------------------------------------------------------------------INDEPENDENT AUDITOR’S REPORT TO THE COUNCIL OF GOVERNORS OF ROYAL
PAPWORTH HOSPITAL NHS FOUNDATION TRUST ON THE QUALITY REPORT

This requirement has been removed for 2019/20 Quality Report.
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Annex 4: Mandatory performance indicator definitions
----------------------------------------------------------------------------------------------------------------------

Percentage of incomplete pathways within 18 weeks for patients on incomplete
pathways
Source of indicator definition and detailed guidance
The indicator is defined within the technical definitions that accompany Everyone counts: planning for
patients 2014/15 - 2018/19 and can be found at www.england.nhs.uk/wp-content/uploads/2014/01/ectech-def-1415-1819.pdf
Detailed rules and guidance for measuring referral to treatment (RTT) standards can be found at
http://www.england.nhs.uk/statistics/statistical-work-areas/rtt-waiting-times/rtt-guidance/
Detailed descriptor
E.B.3: The percentage of incomplete pathways within 18 weeks for patients on incomplete pathways at
the end of the period
Numerator
The number of patients on an incomplete pathway at the end of the reporting period who have been
waiting no more than 18 weeks
Denominator
The total number of patients on an incomplete pathway at the end of the reporting period
Accountability
Performance is to be sustained at or above the published operational standard. Details of current
operational standards are available at: www.england.nhs.uk/wp-content/uploads/2013/12/5yr-strat-plannguid-wa.pdf (see Annex B: NHS Constitution Measures).
Indicator format
Reported as a percentage
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Maximum waiting time of 62 days from urgent GP referral to first treatment for all
cancers
Detailed descriptor1
PHQ03: Percentage of patients receiving first definitive treatment for cancer within 62 days of an urgent
GP referral for suspected cancer
Data definition
All cancer two-month urgent referral to treatment wait
Numerator
Number of patients receiving first definitive treatment for cancer within 62 days following an urgent GP
(GDP or GMP) referral for suspected cancer within a given period for all cancers (ICD-10 C00 to C97 and
D05)
Denominator
Total number of patients receiving first definitive treatment for cancer following an urgent GP (GDP or
GMP) referral for suspected cancer within a given period for all cancers (ICD-10 C00 to C97 and D05)
Accountability
Performance is to be sustained at or above the published operational standard. Details of current
operational standards are available at: /www.england.nhs.uk/wp-content/uploads/2013/12/5yr-strat-plannguid-wa.pdf (see Annex B: NHS Constitution Measures).
1

Cancer referral to treatment period start date is the date the acute provider receives an urgent (two
week wait priority) referral for suspected cancer from a GP and treatment start date is the date first
definitive treatment commences if the patient is subsequently diagnosed. For further detail refer to
technical guidance at
www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_131880
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ANNEX 5 Glossary
---------------------------------------------------------------------------------------------------C
CABG

Coronary artery bypass graft

Cardiac surgery

Cardiovascular surgery is surgery on the heart or great vessels
performed by cardiac surgeons. Frequently, it is done to treat
complications of ischemic heart disease (for example, coronary artery
bypass grafting), correct congenital heart disease, or treat valvular heart
disease from various causes including endocarditis, rheumatic heart
disease and atherosclerosis.

Care Quality
Commission (CQC)

The independent regulator of health and social care in England. The CQC
monitor, inspect and regulate services to make sure they meet
fundamental standards of quality and safety. The CQC publish what it
finds, including performance ratings to help people choose care.
www.cqc.org.uk

CCA

Critical Care Area.

Clinical audit

A quality improvement process that seeks to improve patient care and
outcomes by measuring the quality of care and services against agreed
standards and making improvements where necessary.

Clostridium difficile
(Clostridioides difficile; C.
difficile, or C. diff)

Clostridium difficile are bacteria that are present naturally in the gut of
around two-thirds of children and 3% of adults. C. difficile does not cause
any problems in healthy people. However, some antibiotics that are used
to treat other health conditions can interfere with the balance of 'good'
bacteria in the gut. When this happens, C. difficile bacteria can multiply
and produce toxins (poisons), which cause illness such as diarrhoea and
fever.
There are ceiling targets to measure the number of C. difficile infections
which occur in hospital.

Coding

An internationally-agreed system of analysing clinical notes and assigning
clinical classification codes

Commissioning for
Quality
Innovation (CQUIN)

A payment framework that enables commissioners to reward excellence
by linking a proportion of the Trust’s income to the achievement of
national and local quality improvement goals.

CSTF

Core Skills Training Framework

D
Data Quality

The process of assessing how accurately the information we gather is
held.

DATIX

Incident reporting system and adverse events reporting.

DCD

Donation after circulatory death transplant using a non-beating heart from
a circulatory determined dead donor. (Previously referred to as donation
after cardiac death or non-heart-beating organ donation).

Dementia

Dementia is a general term for a decline in mental ability severe enough
to interfere with daily life.
116

Department of Health
and Social Care (DHSC
formerly DH or DoH)

The Government department that provides strategic leadership to the
NHS and social care organisations in England.
www.dh.gov.uk/

E
EDS

Equality Delivery System

EPR

Electronic Patient Record

Extracorporeal
membrane oxygenation
(ECMO)

ECMO is a technique that oxygenates blood outside the body
(extracorporeal). It can be used in potentially reversible severe respiratory
failure when conventional artificial ventilation is unable to oxygenate the
blood adequately. The aim of ECMO in respiratory failure is to allow the
injured lung to recover whilst avoiding certain recognised complications
associated with conventional artificial ventilation. The procedure involves
removing blood from the patient, taking steps to avoid clots forming in the
blood, adding oxygen to the blood and pumping it artificially to support the
lungs.

F
Foundation Trust (FT)

NHS foundation trusts were created to devolve decision making from
central government to local organisations and communities. They still
provide and develop healthcare according to core NHS principles - free
care, based on need and not ability to pay. Royal Papworth Hospital
became a Foundation Trust on 1 July 2004.

G
Governors

Foundation trusts have a Council of Governors. For Royal Papworth the
Council consists of 18 Public Governors elected by public members,
seven Staff Governors elected by the staff membership and four
Governors nominated by associated organisations.

H
Health and Social Care
Information Centre

The Health and Social Care Information Centre is a data, information and
technology resource for the health and care system.

Healthwatch

Healthwatch is the consumer champion for health and social care,
gathering knowledge, information and opinion, influencing policy and
commissioning decisions, monitoring quality, and reporting problems to
inspectors and regulators.

Hospital standardised
mortality ratio
(HSMR)

A national indicator that compares the actual number of deaths against
the expected number of deaths in each hospital and then compares trusts
against a national average. Neither it nor the Summary Hospital-level
Mortality Indicator (SHMI), are applicable to Royal Papworth Hospital as a
specialist Trust due to case mix.

I
Indicator

A measure that determines whether the goal or an element of the goal
has been achieved.

Information Governance
Toolkit

Information governance ensures necessary safeguards for, and
appropriate use of, patient and personal information. The toolkit provides
NHS organisations with a set of standards against which compliance is
declared annually.
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Inpatient survey

An annual, national survey of the experiences of patients who have
stayed in hospital. All NHS Trusts are required to participate.

L
Local clinical audit

A type of quality improvement project that involves individual healthcare
professionals evaluating aspects of care that they themselves have
selected as being important to them and/or their team

M
Methicillin-resistant
Staphylococcus
aureus (MRSA)

Staphylococcus aureus (S. aureus) is a member of the Staphylococcus
family of bacteria. It is estimated that one in three healthy people
harmlessly carry S. aureus on their skin, in their nose or in their mouth,
described as colonised or a carrier. Most people who are colonised with
S. aureus do not go on to develop an infection. However, if the immune
system becomes weakened or there is a wound, these bacteria can
cause an infection. Infections caused by S. aureus bacteria can usually
be treated with meticillin-type antibiotics. However, infections caused by
MRSA bacteria are resistant to these antibiotics. MRSA is no more
infectious than other types of S. aureus, but because of its resistance to
many types of antibiotics, it is more difficult to treat.

MOU

A memorandum of understanding (MOU) is a formal document describing
the broad outlines of an agreement that two or more parties have reached
through negotiations.

Multi-disciplinary team
meeting
(MDT)

A meeting involving health-care professionals with different areas of
expertise to discuss and plan the care and treatment of specific patients.

N
National clinical audit

A clinical audit that engages healthcare professionals across England
and Wales in the systematic evaluation of their clinical practice against
standards and to support and encourage improvement and deliver better
outcomes in the quality of treatment and care. The priorities for national
audits are set centrally by the Department of Health and Social Care. All
NHS trusts are expected to participate in the national audit programme.

National Institute for
Health and
Care Excellence (NICE)

NICE is an independent organisation responsible for providing national
guidance on promoting good health and preventing and treating ill health
http://www.nice.org.uk/

National Institute for
Health Research (NIHR)

The National Institute for Health Research (NIHR) is a UK government
body that coordinates and funds research for the National Health Service
It supports individuals, facilities and research projects, in order to help
deliver government responsibilities in public health and personal social
services. It does not fund clinical services.

National Institute for
Health Research (NIHR)
Portfolio research

The National Institute for Health Research Clinical Research Network
(NIHR CRN) Portfolio is a database of high-quality clinical research
studies that are eligible for support from the NIHR Clinical Research
Network in England.

Never events

Never events are serious, largely preventable patient safety incidents that
should not occur if the relevant preventative measures have been
implemented. Trusts are required to report if a never event does occur.
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NHS Improvement
(NHSI)

NHS Improvement is responsible for overseeing foundation trusts and
NHS trusts, as well as independent providers that provide NHS-funded
care. NHSI offers the support these providers need to give patients
consistently safe, high-quality, compassionate care within local health
systems that are financially sustainable. By holding providers to account
and, where necessary, intervening, NHSI help the NHS to meet its shortterm challenges and secure its future. From 1 April 2016, NHS
Improvement is the operational name for an organisation that brings
together:
 Monitor
 NHS Trust Development Authority

Patient Safety, including the National Reporting and Learning
System
 Advancing Change Team
 Intensive Support Teams
NHSI builds on the best of what these organisations did, but with a
change of emphasis. Its priority is to offer support to providers and local
health systems to help them improve.

NHS Safety
Thermometer

The NHS Safety Thermometer is a local improvement tool for measuring,
monitoring and analysing patient harms and 'harm free' care. From July
2012 data collected using the NHS Safety Thermometer is part of the
Commissioning for Quality and Innovation (CQUIN) payment programme.

NHS number

A 10 digit number that is unique to an individual. It can be used to track
NHS patients between organisations and different areas of the country.
Use of the NHS number should ensure continuity of care.

NMC

Nursing and Midwifery Council

NSTEMI

Non-ST-elevation myocardial infarction

P
PALS

The Patient Advice and Liaison Service (PALS) offer confidential advice,
support and information on health-related matters. They provide a point of
contact for patients, their families and their carers.

Patient and Public
Involvement Committee
(PPI)

A Committee of the Council of Governors that provides oversight and
assurance on patient and public involvement.

PEA (formally PTE)

Pulmonary Thromboendarterectomy or Pulmonary Endarterectomy.

PHE

Public Health England

PLACE

Patient-led assessments of the care environment (PLACE) is the system
for assessing the quality of the hospital environment, which replaced
Patient Environment Action Team (PEAT) inspections from April 2013.

Pressure ulcer (PU)

A pressure ulcer is localized injury to the skin and/or underlying tissue
usually over a bony prominence, as a result of pressure, or pressure in
combination with shear and/or friction.

Percutaneous coronary
intervention (PCI)

The term percutaneous coronary intervention (sometimes called
angioplasty or stenting) describes a range of procedures that treat
narrowing or blockages in coronary arteries supplying blood to the heart.

Primary percutaneous
coronary intervention
(PPCI)

As above, but the procedure is urgent and the patient is admitted to
hospital by ambulance as an emergency.
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Priorities for
improvement

There is a national requirement for trusts to select three to five priorities
for quality improvement each year. These must reflect the three key
areas of patient safety, patient experience and clinical effectiveness.

Q
Quality Account

A Quality Account is a report about the quality of services by an NHS
healthcare provider. The reports are published annually by each provider,
including the independent sector, and are available to the public. The
Department of Health and Social Care requires providers to submit their
final Quality Account to the Secretary of State by uploading it to the NHS
Choices website by June 30 each year. The requirement is set out in the
Health Act 2009. Amendments were made in 2012, such as the inclusion
of quality indicators according to the Health and Social Care Act 2012.
NHS England or Clinical Commissioning Groups (CCGS) cannot make
changes to the reporting requirements.

Quality Report

Foundation trusts are required to include a Quality Report as part of their
Annual Report. This Quality Report has to be prepared in accordance
with NHSI annual reporting guidance, which also incorporates the Quality
Accounts regulations. All trusts have to publish Quality Accounts each
year, as set out in the regulations which came into force on 1 April 2010.
The Quality Account for each foundation trust (and all other types of trust)
is published each year on NHS Choices.

R
Root Cause Analysis
(RCA)

Root Cause Analysis is a structured approach to identify the factors that
have resulted in an accident, incident or near-miss in order to examine
what behavior, actions, inactions, or conditions need to change, if any, to
prevent a recurrence of a similar outcome. Action plans following RCAs
are disseminated to the relevant managers.

Royal Papworth Hospital
or Royal Papworth

Royal Papworth Hospital NHS Foundation Trust.

S
Safeguarding

Safeguarding means protecting people’s health, wellbeing and human
rights, and enabling them to live free from harm, abuse and neglect. It is
fundamental to creating high-quality health and social care.

SDTIs

Suspected deep tissue injuries

Serious incidents (SIs)

There is no definitive list of events/incidents that constitute a serious
incident but they are incidents requiring investigation.
https://www.england.nhs.uk/wp-content/uploads/2015/04/serious-incidntframwrk-upd.pdf

Sign up to Safety

A national initiative to help NHS organisations and their staff achieve their
patient safety aspirations and care for their patients in the safest way
possible. At the heart of Sign up to Safety is the philosophy of locally-led,
self-directed safety improvement.

Systematic Inflammatory
Response Syndrome
(SIRS)

An inflammatory state affecting the whole body, frequently a response of
the immune system to ischemia, inflammation, trauma, infection, or
several insults combined.

U
UNIFY (Now NHS

NHS England data collection, analysis & reporting system.
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Digital)
V
VAD

Ventricular Assist Device.

Venous
thromboembolism (VTE)

VTE is the term used to describe a blood clot that can either be a deep
vein thrombus (DVT), which usually occurs in the deep veins of the lower
limbs, or a blood clot in the lung known as a pulmonary embolus (PE).
There is a national indicator to monitor the number of patients who have
been risk assessed for VTE on admission to hospital.

W
WRES

Workforce Race Equality Standard
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