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Purpose of the Document

To provide a documented statement of the Trust’s objectives and commitment to clinical governance and its strategy for achieving these objectives.

The overarching aim of the strategy is to assure and improve patient care.  To this end the Trust will work towards the use of the various components of clinical governance 

· systematically throughout the Trust at whole Trust, directorate, service and speciality team levels

· in synergy so that each component informs and is influenced by every other component

Aims

To develop a clear framework and provide resources whereby the Trust can ensure, and can assure others, that clinical governance systems and processes:

· Support clinical teams to improve the quality of service to patients 

· Reduce risk to patients and staff

· Support the adoption of evidence based best practice

· Support the personal and professional development of Trust staff

· Are systematically implemented throughout the organisation

· Are used in a coordinated and constructive manner in a non-threatening environment

· Are integrated with business processes at clinical team, directorate and whole Trust levels

· Make and maintain links with Primary care and other partner Trusts

Definitions of clinical governance

“ A framework through which NHS organisations are accountable for continuously improving the quality of their services and safeguarding high standards of care by creating an environment in which clinical care will flourish” (A First-class Service - Quality in the New NHS (HSC 1998 113)).
“The purpose of clinical governance is to ensure that patients receive the highest quality of NHS care possible.  It covers the organisation’s systems and processes for monitoring and improving services including:

· Consultation and patient involvement

· Clinical risk management

· Research and effectiveness

· Clinical audit

· Staffing and staff management

· Education, training and continuing personal and professional development

· The use of information about the patients’ experience, outcomes and processes.”

(Commission for Health Improvement  August 2001)

Background 

Controls Assurance and Clinical Governance are two national initiatives aimed at reducing the risks inherent in the delivery of healthcare, and improving the quality of care.  Both are relatively recent in their conception and their development is ongoing.  It has become apparent that there is considerable overlap between them, and that over time a move towards common management of the programmes is desirable.  The Department of Health has produced draft guidance identifying a model for internal control in the NHS which includes a framework for clinical, organisational and financial assurances and stating key indicators  of the holistic approach described (Towards Convergence: Strategic direction and advice for boards.  DoH May 2001).

In 1999-2000, trusts were required to undertake a baseline assessment of the capability and capacity to deliver the Clinical Governance Agenda and to produce action plans for improvement. In 2000-01 development at the West Suffolk Hospitals Trust (WSHT) was mainly focused on cultural change activity through structured seminars and the use of three focused development projects as a learning tool from which lessons from the future could be taken.  The programme was led by the Medical Director and the Director of Nursing and overseen by the Trust Clinical Excellence Committee, which was renamed the Clinical Governance Committee. 

During the same period, the NHS produced a range of Controls Assurance standards, which were initially concerned with the management of risk and assurance of a suitable environment for the provision of clinical care, rather than assessment of the care provided.  The core standard (Risk Management) covers both clinical and non-clinical risk and as new standards were added and older ones revised, the focus has become increasingly clinical.  Recently, work has been undertaken nationally to converge criteria laid out in Controls Assurance standards with those stipulated by the Clinical Negligence Scheme for Trusts.  The accountability framework was, from the outset, more formal than that initially devised for clinical governance. Again, baseline assessments and action plans for achieving improvement were required from trusts, which at WSHT was addressed by allocation of each standard to a management lead, to be progressed through ad hoc working groups and established committees.  The programme was led by the Director of Facilities and monitored by the Risk Committee.

The decision to set up a convergence project between Controls Assurance and Clinical Governance in the WSHT was taken in late 2000, and a Governance Manager appointed to manage the project, which was led by the Chief Executive.

A Clinical Governance annual report was produced in May 2001 and a development action plan agreed by the newly formed Clinical Governance subcommittee of the Board in July 2001. 

Reassessment to Controls Assurance standards was carried out, revised action plans formulated, and the returns approved by the Trust Board in time for the DoH deadline for returns by July 2001.

Review of Commission for Health Improvement guidance and a Trust Board workshop held in August 2001 has resulted in a revision of Board subcommittee structures and responsibilities for clinical governance and risk management.  New terms of reference and operational policies were written for the Audit, Organisational Risk and Clinical Governance (appendix 1) subcommittees of the Board and approved at the Jan 2002 meeting of the Trust Board.

This document aims to build on the work already undertaken to formulate and enable further development in the short, medium and long term.

Objectives and targets

Targets are set as follows: A = achieved; S = <1 year;  M = 1-2 years; L = 3-5 years

Developing the framework

1. Further develop work carried out in 2001-2 to ensure clear formulation of Trust committee responsibilities and reporting structures (draft at appendix 2).  Disseminate these through the organisation so that they are understood by all. (S)

2. Formulate and agree Trust expectations of management and responsibilities for clinical governance at directorate level (draft at appendix 3). (S)

3. Formulate and agree Trust expectations of clinical governance activity and its documentation at clinical team level (draft at appendix 4). (S)

4. Include results of evaluation of current practice, evidence base for proposed change, risk assessment, use of guidelines/care pathways and plans for auditing new service in all business development plans for clinical services (M)

5. Develop common Trust standards and methodologies for:

a) Patient information development and approval (S)

b) Registration and conduct of clinical audit (A)

c) Clinical guidelines development and approval (S)

d) Incident reporting and management (A)

e) Staff appraisal and CPD (A)

f) Research governance (S)

g) Care pathways development (M)

h) Clinical risk assessment (M)

i) Introduction of new clinical information systems (S)

Disseminate above standards and educate Trust staff in use of approved methodologies (S, M, & L)

6. Establish Trust Governance support team at minimal level (organisation chart at appendix 5) and ensure its functions (appendix 6) are understood by all in the organisation (S):  Identify resource to expand team (M – L).

7. Identify resource and protected time for clinical staff within directorates and clinical teams to coordinate their own governance activity, maintain documentation, collect clinical data and carry out clinical audit and development projects. (S, M, & L)

8. Review governance issues around shared services and partnership working (S, M)

9. All systems fully embedded in all areas of the Trust (L)

Developing the components

Patient/service user & public involvement

· Refine system for complaints analysis and feedback at all levels (S)

· Complaints regularly considered in all speciality clinical governance meetings (M)

· Complete local analysis of national patient survey, feedback ward and speciality specific reports, identify areas of concern, formulate action plans. (S)

· Increase patient involvement in formulation of information to patients (S, M, & L)

· Foster consumer involvement in research (S, M, & L) – see Trust Research and Development Strategy)

· At least one specific patient or public survey undertaken in each division’s governance programme (M)

· Patients and public consulted appropriately on all service changes (S, M, & L)

· Patient perspective always included in formulation and monitoring of governance programmes at speciality and directorate levels (L) 

Clinical audit

· All high-risk specialities carry out structured audit of patient records at least once a year (S)

· All specialities carry out structured audit of patient records at least once a year (M)

· Audit requirements of National Service Frameworks, NICE and other national guidance are prioritised in speciality audit programmes (S, M, & L)

· Data is submitted for all relevant national audits.  Local analysis is carried out and used for action planning in advance of feedback of national findings wherever problems are uncovered at this stage.  Benchmarking comparisons of comparative findings from such projects used to identify problem areas for action planning. (S, M, & L)

· Other audits selected for speciality programmes identify reasons for inclusion (eg one or more of; high risk to patients; evaluation of new practice; known or suspected problems; high volume or high cost) (S)

· All audits registered with Governance Support and minimum dataset available for each (M)

· Regular feedback of key findings of audit and resulting action plans to Clinical Governance Committee through clinical directors (M)

Risk management

· Causality coded for all incidents, complaints and litigation (S)

· Collated incident data analysed for trends in incident type and causality at Trust (S), directorate (S) and clinical team levels (S-M)

· Clinical teams use external assessments, benchmarking information, incidents, complaints, litigation and clinical audit to identify areas of potential risk (S-M)

· Identified areas of potential risk are quantified, an explicit decision taken as to whether to accept or reduce the risk, and an appropriate action plan made (M)

· A comprehensive Risk Register is established and maintained as a living document. (M-L)

Education training and CPD

· Director of Education designated (A)

· Multidisciplinary coordination of the education programme established (A)

· Educational Governance programme formulated (A)

· Complete training needs analysis in for all staff groups (S)

· Multidisciplinary training for teachers available in Trust (S)

· Achieve equity in allocation of resource for education (S)

· Identification of additional resource for education (M-L) 

· New education centre building complete (S)

· New Education Centre operating effectively (M)

· CPD points of senior medical staff monitored by Medical Director (S, M, & L)

Research and effectiveness

a) Research

· Research Governance targets formulated in Research Strategy (S)

· Research Governance targets met (S, M, & L)

b) Clinical effectiveness programmes

· All new local guidelines written to Trust standards (S)

· Existing guidelines rewritten to Trust standards (M)

· Progress to Cancer and National Service Frameworks and NICE guidance milestones monitored by Clinical Governance Committee (A)

Staffing and staff management

· Meet targets set in Trust Improving Working Lives action plan (S)

· Complete formulation of workforce development plan 2002-6 (S)

· Complete portfolio of supporting strategies to meet the rust overall HR strategy (S)

· Implement Nursing and Midwifery ward staffing plan (S)

· 100% consultant staff appraised and have PDP (S, M, L)

· 100% of all staff appraised and have PDP (M)

· Evaluate consultant appraisal process (S)

· Review processes for appointing long term medical locums (S)

· Institute formal arrangements for staff returning to work after a long absence (S)

· Increase consultant establishment to decrease dependence on junior staff (L)

Use of information

· Comparative benchmarking information analysed at Trust level and made available in meaningful form to clinical teams (S)

· Available comparative benchmarking information used for risk identification at clinical team level (S, M, & L)

· Data required for national audits and surveys also analysed and fed back to relevant areas of the Trust (S, M, & L)

· System for analysing and feeding back activity and performance management information to individual consultant level devised. (S)

· Information Governance targets met including education and training (S, M, & L)

· Caldicott action plan achieved and monitored by Clinical Governance Committee (S, M, & L)

· Clinical systems linked to PAS and clinical support systems (S,M)

· Coding sets in clinical systems consistent with NHS approved coding (S, M, & L)

· Flexible analysis tools and training in their use available to managers and clinicians (M)

· Fully integrated electronic patient record (L)

· Secure information flows to support care pathways with clinical networks (S,M,L)

Sources of support and expertise

· Governance Support Team (see appendices 5 and 6)

· Research Manager

· Infection Control team

· Blood Transfusion team

· Clinical Skills training team

· Complaints Manager and patient advice and liaison team

· Library

· Performance analysts (Finance Dept.)

· Information Technology Department (Information, IT and Training support)

Responsibilities table

	Accountability for overall management of Clinical Governance programme
	Chief Executive

	Accountability for Risk Management
	Chief Executive

	Clinical leads for clinical governance
	Medical Director/ Director of Nursing and Community Relations

	Accountability for patient/service user & public involvement
	Director of Nursing and Community Relations

	Accountability for Clinical Audit
	Medical Director/ Director of Education

	Accountability for Education Training and CPD
	Medical Director/ Director of Education

	Accountability for Clinical Effectiveness programmes
	Director of Modernisation

	Accountability for staffing and staff management
	Director of Human Resources

	Accountability for Research Governance
	Medical Director

	Accountability for Information Governance
	Director of Finance

	Caldicott Guardian
	Medical Director

	Initiate action to prevent or reduce the adverse effect of clinical risk
	Clinical Directors

	Identify and record any problems related to the management of clinical risk
	Governance Manager

	Initiate, recommend or provide clinical risk treatment solutions
	Clinical Directorates

	Verify the implementation of clinical risk treatment solutions and monitor effectiveness
	Clinical Governance Committee

	Ensure availability of suitable information for Clinical Governance processes
	Director of Finance

	Coordinate and support CNST reviews
	Governance Manager

	Collate information for Clinical Governance reports
	Governance Manager
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Appendices

Appendix 1

CLINICAL GOVERNANCE SUBCOMMITTEE OF THE BOARD: TERMS OF REFERENCE

Aim

To ensure that the Trust meets its obligation to be

“accountable for continuously improving the quality of its services and safeguarding high standards of care by creating an environment in which excellence in clinical care will flourish” 
ref. A First-class Service - Quality in the New NHS (HSC 1998 113)
Objectives

In order to ensure:

· continuous improvement of patient services and care

· a patient-centred approach that includes treating patients courteously, involving them in decisions about their care and keeping them informed

· a commitment to quality, which ensures that health professionals are up to date in their practices and properly supervised where necessary
· the prevention of clinical errors wherever possible and the commitment to learn from mistakes and share that learning with others.
the committee will oversee systems and processes for monitoring and improving services, including:

· consultation and patient involvement

· clinical risk management

· clinical audit and effectiveness

· clinical and service research

· staffing and staff management

· education, training and continuing personal and professional development

· the use of information about the patients’ experience, outcomes and processes.

Scope

The Organisation Risk Committee will also be involved in monitoring some of these systems and processes.  The Clinical Governance Committee will aim to ensure complete coverage while avoiding duplication by close liason and cross-representation between these committees.  

The Clinical Governance Committee will be specifically responsible for overseeing the clinical aspects of the work of the committees listed in the operational policy.

Composition

A non-executive director (NED) of the Trust will chair the Committee.  Membership will include a second NED, the Chief Executive, the Director of Modernisation, the Medical Director, the Director of Nursing, Clinical Directors, the lead clinician for Cancer Services, a CHC or other patient representative, a Primary Care Organisation representative and the Governance Manager.  The Chairman may co-opt other members on a temporary or permanent basis.

Accountability

The Committee will report to the Trust Board.

Meeting frequency

The Committee will meet, at a minimum, quarterly

(Approved by Trust Board January 2002, minor revisions made May 2002)

Appendix 1 cont.

CLINICAL GOVERNANCE SUBCOMMITTEE OF THE BOARD: OPERATIONAL POLICY

The committee will take an overview of the issues identified in its terms of reference and to that end will:

· Review all aspects to ensure that processes are adequate

· Receive routine reports from issue specific working groups

· Receive routine reports from clinical directors

· Request reports from clinical directors and Trust Management Team as required

· Make recommendations to the Trust Board and the Trust Management Team 
Standing agenda items

1. Apologies for absence

2. Matters arising 

3. Minutes of Audit and Organisational Risk Board subcommittees

4. Progress against the clinical governance development plan

5. Reports from clinical directors

6. Updates from issue specific working groups including:

6.1. Clinical Governance Implementation Working Group

6.2. Public Involvement Monitoring Group

6.3. Practice Development Coordinating Council

6.4. Clinical Claims Forum

6.5. Education Co-ordinating Group

6.6. Research Governance Committee

6.7. Infection Control Committee

6.8. Blood Transfusion Committee

6.9. Health Records Committee

6.10. Caldicott Group

6.11. Drugs and Therapeutics Committee

6.12. Therapies Advisory Group

6.13. Cardiopulmonary Resuscitation Committee

6.14. Equipment Policy and Procedure Group

6.15. Nutrition Group

6.16. Quality Council

6.17. Pink Book Committee

7. Clinical audit

8. Clinical risk management, including clinical Controls Assurance standards

9. In-house clinical effectiveness/ clinical improvement programmes

10. Patient/public relations and participation (inc. complaints management, consultation and patient involvement)

11. External assessments of Trust services, including benchmarking

12. Internal Audit reports

13. National service frameworks, N.I.C.E. and other national guidelines

14. National enquiries and national audit

15. New documents received (list)

16. Trust returns to NHSE

17. AOB

Means of implementation

Where issues are identified that require action the Committee will normally refer these to the Trust Management Team to make and implement an action plan.  The Committee will then take a view on the need to refer the specific issue to the full Trust Board.  In some cases the Committee may decide to refer an issue first or concurrently directly to the full Trust Board.

Support

Administrative support will be provided by the Governance Support Team.

(Approved by Trust Board January 2002, minor revisions made May 2002)

Appendix 2: Committee responsibilities
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Appendix 3: Draft model terms of reference for clinical directorate governance groups

DIRECTORATE OR DIVISION CLINICAL GOVERNANCE GROUPS

Model terms of reference

PURPOSE

The primary purpose of the Clinical Governance Groups is to:

act as the co-ordinating groups for clinical risk management and governance issues.

to provide feedback on progress to the Trust Clinical Governance Committee and other interested parties.

to ensure that results inform education and training programmes

OBJECTIVES OF THE GROUP

To consider and promote the use of clinical guidelines, integrated care pathways, clinical audit and other methods for ensuring clinical effectiveness within service provision.

To consider reports that contain recommendations for action and/or analyse trends and facilitate implementation where appropriate

To ensure that recommendations made by the Trust Clinical Governance Committee are considered and incorporated into clinical governance programmes/projects.

To identify areas of good practice and promote them actively

To discuss personal and professional development opportunities for all staff, through learning from results of local studies and national reports. 

To identify the main issues for the directorate or service and formulate an action plan for the resolution of these issues, delegating to clinical divisions where appropriate

To promote the involvement of patients, carers, staff and the PCTs in service provision, wherever possible.

To produce action plans based on the above objectives and report results to the Clinical Governance Committee through the appropriate clinical director. 

To regularly review progress with agreed action plans.
MEMBERSHIP

· The Chair of this group should be the Clinical Director.

· The membership should include, as a minimum, nominated representatives of each of the following:

Directorate Manager

Senior Nurse/ clinically qualified manager

Chairman of each speciality division or service group 

Governance Support Team

Other members should be co-opted as appropriate eg PAMs, IM&T staff etc.

RESPONSIBILITIES
· To agree action plans to be carried out, with clear allocation of responsibilities and deadlines.

· To agree reporting arrangements

· To monitor progress of work agreed.

· To ensure all meetings are documented.

· To ensure that there is feedback to all appropriate groups.
FREQUENCY OF MEETINGS

· The Group will meet (at a minimum) quarterly.

· The frequency of the meetings will be reviewed after six months.
ACCOUNTABILITY

The group will report to the Trust Clinical Governance Committee through the appropriate clinical director.

Appendix 4: 

Guidance for clinical teams governance activity and documentation 

Organisation of clinical governance activity

· Produce a speciality/departmental clinical governance operational policy formally identifying 

1. Lead/s for all aspects of clinical governance, and how they are to be chosen

2. Terms of reference for meetings where clinical governance issues are discussed

3. Mechanisms for recording attendance, issues identified and actions agreed

4. Ways in which progress to action plans and work programmes will be monitored

5. Reporting and accountability pathways through the Directorate to the Clinical Governance Committee

6. Resources available to progress the speciality/ department clinical governance plan 

· Ensure that all meetings are minuted and full records of clinical audit, risk assessments etc kept.

Consultation and patient involvement

· Ensure complaints are regularly considered 

· Report through directorate structure to clinical governance committee on any issues identified and actions taken following consideration of patient survey information

· Include speciality specific patient survey in the clinical audit programme

· Involve PALS team in development of all new patient information

Clinical audit

· Produce a clinical audit programme for the year ahead, stating objectives and reasons for prioritisation for each audit (see Trust guidance to priorities for clinical audit).

· Audit clinical notekeeping standards at least once a year

· Register all clinical audits with Governance Support in advance of data collection

· Supply a report of the findings, recommendations and action plan for each audit to Governance Support as soon as completed

Clinical risk management

· Ensure that appropriate risk reduction action plans are made and progress monitored.

· Include high risk issues in the clinical audit programme, especially where there is concern that the risk is not being adequately managed

Education, training and CPD

· Include specific training needs associated with introduction of new practice or identified from findings of clinical audit in speciality/departmental education programmes

· Ensure relevant staff are trained in clinical governance and clinical risk management methodology

Research and effectiveness

· Review old clinical guidelines to ensure that they are still valid

· Where new clinical guidelines are produced or old ones substantially revised, ensure that new Trust standards for locally produced guidelines are met.

· Include areas of new practice/ new guidelines in the clinical audit programme

Staffing and staff management

· Include good practice guidelines, results of activity analysis and clinical audit, and risk assessment in bids for new staff

· Ensure all clinical staff are appraised and have PDPs each year

Availability and use of information about the patients’ experience, outcome and processes

· Formally consider relevant speciality breakdowns of results of patient surveys conducted.

· Ensure national reports and guidelines, external assessments, benchmarking information, Trust performance information, incidents, complaints, litigation and clinical audit are regularly considered to identify areas of potential clinical risk.

Appendix 5:  Governance Support Structure May 2002
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Appendix 6:  Governance Support Team functions

The primary functions of the team will be:

· To provide coordination and support for governance activities at directorate and clinical team levels.

· To provide a ‘one-stop shop’ for advice, on governance activities.

· To act as a repository of information on governance activity to facilitate reporting to the Clinical Governance Committee, the Organisational Risk Committee and the Trust Board and the ready availability of suitable evidence to external assessors when required.

· To act as a conduit for communication between high level committees and staff working at the patient interface.

· To adopt a formal and informal educational role in their particular areas of expertise.

To enable integration with normal business processes, each of the Directorates will have a designated Governance Coordinator as their primary contact. Governance assistants work under the supervision of coordinators to provide limited practical support for evaluation activities.  Advice and support will be provided both at whole directorate and clinical team levels.  In the case of project teams covering more than one directorate individual decisions will be made as to which coordinator should be the primary contact.  

Each coordinator will be expected to bring at least one specific expertise to complement the team and to assist each other to develop their knowledge and skills in the other aspects of support offered.  Skills required include:

· Health and safety/non-clinical risk management

· Clinical risk management 

· Clinical audit

· Clinical guideline development

· Information management and evaluation

In addition to the above, the team will include a litigation and protocols manager with specific expertise to advise on litigation issues across the Trust and maintain a Trust protocols, procedures and guidelines library.

Specific practical support on offer includes, in addition to the advisory and facilitation services outlined above:

· Identification of data sources

· Data linkage

· Design of data collection forms and questionnaires

· Automated forms scanning

· Data analysis

· Assistance with preparation of reports and presentations

· Assistance with drafting of guidelines

· Coordination and minuting of meetings

· Preparation of customised feedback reports on incidents

Practical support will not include data collection and management, which is the responsibility of directorates and clinical teams.

The small size of the support team funded for 2002-3 will mean that the support function will need to be carefully focused to ensure maximum benefit to the overall Governance programme.
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