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Our Quality Strategy
During January 2015, the Trust Board approved the first Quality Strategy for the Trust.  This strategy builds upon the achievements made during 
the last 2 years in response to the finding of both the Keogh Review and the Care Quality Commission (CQC) Chief Inspector of Hospitals 
inspections.  The strategy is underpinned by what the Board have identified as our fundamental priorities as an organisation:  to provide a service 
that is safe, caring and responsive to the needs of our patients.

The Board have agreed a number of specific objectives for 2015/2018 as part of this strategy: 

 Deliver a year on year reduction in mortality metrics across our hospital sites
 Ensure that level of preventable harm (Hogan methodology) remains below the 5% national average as per the Prism studies
 Achieve and sustain the mandatory NHS Constitutional Standards, including Care Quality Commission Regulations
 Improve how we ensure we evidence delivery of care in accordance with best practice and nationally recognised outcomes across our 

services
 Achieve top decile position for patient and staff experience
 Continue to improve our safety culture and develop a learning organisation

Our Quality Goals
To support the delivery of the objectives set out in the Quality Strategy, the specific quality goals agreed for 2015/16 are:

SAFE RESPONSIVE
1. Doing the right things in line with ‘best practice’ 1. Providing the right care in the right place at the right time
2. Saving more lives and preventing harm 2. Keeping patients and their carers well informed
3. Guaranteeing safe levels of staff with the right skills 3. Delivering care in a timely manner
4. Sharing learning from errors and our experiences

CARING
5. Caring for our patients like we would for our families
6. Ensuring privacy and dignity
7. Listening and acting on concerns



Our Quality 
Objective

Priority of 
Work Lead

Link to 
Our 

Quality 
Goals

Focus of continuous improvement Outcome

Improve the 
management of 
the 
deteriorating 
patient

Executive 
Director
Jeremy Rushmer 
(Medical Director)

Operational 
Leads
Richard Heaton 
(Chief Matron)/ 
Kathy Barnes 
(Head of Clinical 
Standards)

5 Compliance with NEWS will be audited monthly 
throughout the organisation to demonstrate 
improved compliance with the completion of the 
observation chart and evidence of an appropriate 
response to the NEWS score. 

Refine the training needs analysis which will 
reinforce the organisation’s standard for training 
staff in the use of NEWS.  

Enhance the current paper based system for 
monitoring compliance with training requirements 
for NEWS; ensure the introduction of an electronic 
system which is linked with ESR.

A system of collating feedback from patients will 
be embedded, this system will capture ‘how safe’ 
our patients feel and results will be fed back to the 
appropriate committee; feedback will be acted 
upon.

There is a weekly review of patient mortality 
utilising the Hogan methodology to continue to 
provide feedback on avoidable deaths relating to 
delays in recognition of the deteriorating clinical 
condition.

Our audits will demonstrate an improvement 
towards the 95% target with all standards in 
the NEWS policy.

100% of available staff will be trained in line 
with the training needs analysis by October 
2016.

An annual survey of our patients and their 
families shows a year on year improvement 
in how safe patients feel whilst in our care.

There will be a year on year reduction in the 
number of serious incidents where failure to 
identify and escalate the deteriorating patient 
was a root cause. 

1. Deliver a year 
on year 
reduction in 
mortality 
metrics across 
our hospital 
sites

Improve the 
recognition and 
initiation of 
treatment for 
patients with 
sepsis

Executive 
Director
Jeremy Rushmer 
(Medical Director)
Operational 
Leads
Jon Sturman 
(Consultant 
Intensivist)/ Kathy 
Barnes (Head of 
Clinical 
Standards)

1, 2 Following the launch of the sepsis bundle, we 
need to refine the training needs analysis which 
will reinforce the organisation’s standard for 
training staff in early recognition and initiation of 
treatment for patients with sepsis.  

Enhance the current paper based system for 
monitoring compliance with training requirements 
for Sepsis; ensure the introduction of an electronic 
system which is linked with ESR.

100% of available staff will be trained in line 
with the training needs analysis by October 
2016.



Our Quality 
Objective

Priority of 
Work Lead

Link to 
Our 

Quality 
Goals

Focus of continuous improvement Outcome

Undertake an audit of 50 sets of random notes at 
minimum on a monthly basis.

There is a weekly review of patient mortality 
utilising the Hogan methodology to continue to 
provide feedback on avoidable deaths relating to 
delays in recognition of deteriorating clinical 
condition as a result of sepsis.

100% of patients presenting to the 
Emergency Department who meet the 
criteria of the local protocol will be screened 
for sepsis.

100% of patients presenting to the 
Emergency Department with severe sepsis, 
Red Flag Sepsis or Septic Shock will receive 
intravenous antibiotics within 1 hour of 
presenting. 

There will be a year on year reduction in the 
number of serious incidents where failure to 
identify and escalate a patient with sepsis 
was a root cause. 

Reduce the 
variation in 
mortality 
between 
hospital sites 
and Embed the 
7 day working 
standards

Executive 
Director
Debbie Freake 
(Director of 
Strategy)

Operational 
Leads
Business Unit 
Directors

To ensure the right models of care and workforce 
are in place in the long term.

There is an approved clinical strategy 
between the trust and its partners in place 
within 6 months that provides safe and 
sustainable services for the health and social 
care economy of North Cumbria.

2. Ensure that 
level of 
preventable 
harm (Hogan 
methodology) 
remains below 
the 5% national 
average as per 
the Prism 
studies

Ongoing 
development of 
the Mortality & 
Morbidity 
Framework

Executive 
Director
Jeremy Rushmer 
(Medical Director)

Operational 
Leads
Clive Graham 
(Assistant Medical 
Director)/Kathy 
Barnes (Head of 

2, 4 There is a weekly review of patient mortality 
utilising the Hogan methodology to continue to 
provide feedback on avoidable deaths.

To date, the priorities identified for this work are:
 Improving the management of the 

deteriorating patient
 Improving the recognition and initiation of 

treatment for patients with sepsis

The HSMR (hospital standardised mortality 
ratio) will be comparable across both 
hospital sites.

There will be a year on year reduction in the 
number of avoidable deaths.



Our Quality 
Objective

Priority of 
Work Lead

Link to 
Our 

Quality 
Goals

Focus of continuous improvement Outcome

Clinical 
Standards)

 Reduced variation in mortality between West 
Cumberland Hospital & the Cumberland 
Infirmary 

 Embed the 7 day working standards

Physical 
Health: Acute 
Kidney Injury

Executive 
Director
Helen Ray 
(Executive Chief 
Operating Officer)

Operational 
Leads
Jim Shawcross 
(Consultant 
Physician)/Kathy 
Barnes (Head of 
Clinical 
Standards)

8 Comply with the CQUIN standard for AKI, which 
confirms that all patients treated in an acute 
hospital will have discharge summaries that 
include stage of AKI, evidence of medicines 
review having been undertaken, the type and 
frequency of blood tests required on discharge for 
monitoring.

Any learning identified via the audit will be acted 
upon to ensure it is fully embedded.

The national standard is met.

3. Achieve and 
sustain the 
mandatory 
NHS 
Constitutional 
Standards, 
including Care 
Quality 
Commission 
Regulations

Implementation 
of the Clinical 
Strategy

Executive 
Director
Debbie Freake 
(Director of 
Strategy)

Operational 
Leads
Business Unit 
Directors

Executive 
Director
Helen Ray 
(Executive Chief 
Operating Officer)

3 Demonstrate a sustainable clinical strategy for 
services that is agreed by the trust and its 
partners and is published within six months from 
now.

Addressing the operational elements of the must-
do’s to support the wider deliver of the clinical 
strategy:

There is an approved clinical strategy 
between the trust and its partners in place 
within 6 months that provides safe and 
sustainable services for the health and social 
care economy of North Cumbria.



Our Quality 
Objective

Priority of 
Work Lead

Link to 
Our 

Quality 
Goals

Focus of continuous improvement Outcome

Operational 
Leads
Business Unit 
Directors

Executive 
Director
Debbie Freake 
(Director of 
Strategy)

Medical Care/Urgent & Emergency Care
 Ensure that medical staffing (including 

medical trainees, long-term locums, middle 
grade doctors and consultants) is sufficient to 
provide appropriate and timely treatment and 
review of patients at all times including out of 
hours.

 Improve the routine review of medical patients 
receiving care and treatment on wards 
outside their speciality.

 Improve the number of substantive medical 
posts.

 Ensure there is access to a consultant and 
middle grade anaesthetist out of hours who 
do not have on call responsibilities for other 
specialities such as theatres and maternity.

 Improve performance in relation to the care 
and treatment of patients with diabetes

 Improved outcomes for stroke patients

 In relation to NICE clinical guideline CG16 
(Self-harm: The short-term physical and 
psychological management and secondary 
prevention of self-harm in primary and 
secondary care) increase the number of 
patients who receive a clear risk assessment 
(currently 22%).

 Improve the rates for consultant led trauma 
teams being ready for patients with an injury 
severity score greater than 15 on arrival 
(currently 41%).

Child Health
 Agreement of the strategy for children’s 

services to ensure adequate 24 hour 
consultant paediatric and junior medical staff 
provision.

The clinical strategy for children’s services is 
approved within 6 months given the strong 
interdependence with acute care and 
maternity services that addresses the 
appropriate medical supervision to meet 
national standards.



Our Quality 
Objective

Priority of 
Work Lead

Link to 
Our 

Quality 
Goals

Focus of continuous improvement Outcome

Operational 
Leads
Dr J Cardwell 
(BUD)/Nicky 
Moon (Deputy 
BUD)

Executive 
Directors
Helen Ray 
(Executive Chief 
Operating 
Officer)/
Debbie Freake 
(Director of 
Strategy)/ Gail 
Naylor (Executive 
Director of 
Nursing & 
Midwifery)

Operational 
Leads
Mr Matar 
(Consultant 
Obstetrician & 
Gynaecologist)/H
ead of Midwifery

 Conclude the children’s and young people’s 
service review in order to better meet the 
needs of children and young people living in 
the area and to maximise the effective use of 
resources.

Maternity
 Ensure clinical and other service requirements 

are fully explored and modelled with full 
clinical engagement in line with RCOG 
Review recommendations.

 Ensure out of hours surgical cover in 
Maternity Services to protect the safety of 
patients in a surgical emergency.

 Ensure an epidural service is in place by 
October 2015.

 Ensure staff are trained in the management of 
maternity emergencies.

 Ensure a dedicated obstetric anaesthetist is 
available at all times.

 Improve the governance arrangements to 
a. include investigation of the higher 

than target rate of unexpected 
admissions to the neonatal unit 
(Claire Moore, Chief Matron, 
December 2015); 

b. the potential wait for patients 
requiring a termination of pregnancy 
from referral to procedure, especially 
when medical staff were absent from 
work (Yvonne Fairbairn, General 
Manager, January 2016); 

c. the necessary measures to 
adequately manage patients with a 
high body mass index, multi-
disciplinary clinics which should be 
routinely available for patients with 
complex needs or multiple health 
needs (Mr Matar/Denise Lightfoot, 
January 2016); 

The CCG review of the independent report 
on maternity services decides on the long 
term direction of this service by March 2016.



Our Quality 
Objective

Priority of 
Work Lead

Link to 
Our 

Quality 
Goals

Focus of continuous improvement Outcome

Operational 
Leads
Nick Strong 
(BUD)/Nick 
McDonaugh 
(Deputy BUD)

Operational 
Leads
Colin Doig 
(BUD)/Nicky 
Moon (Deputy 
BUD)

d. possible extension of the early 
pregnancy service to a seven day 
service (Yvonne Fairbairn, General 
Manager, December 2015), 

e. the standardisation of the post-natal 
listening service across the trust 
(Denise Lightfoot, November 2015) 
and 

f. Introduction of mechanism for 
monitoring the number of cancelled 
inductions of labour (Mr Matar/Denise 
Lightfoot, October 2015).

Surgery
 Robust strategic plan for surgical services.

Diagnostics
 Recruitment of senior radiologists in particular 

a senior MRI radiologist and ultrasound 
radiologist.

A strategic plan is produced by December 
2015 and a simple succinct narrative for staff 
is provided by January 2016.

A recruitment and retention plan is produced 
by November 2015.

Implementation 
of the Nursing, 
Midwifery and 
AHP Strategy

Executive 
Director
Gail Naylor 
(Executive 
Director of 
Nursing & 
Midwifery)

3 Ongoing 6 monthly workforce reviews will be 
undertaken and reported to the Trust Board to 
ensure there is safe staffing in all inpatient areas.
Ongoing implementation of the recruitment 
strategy to reduce reliance on temporary staffing.

Implementation of the career framework for 
support workers.

Complete the workforce reviews in outpatients, 
theatre and specialists nursing.

There will be a net increase in the number of 
filled qualified nursing staff posts. 

There will be a year on year reduction in 
patient harm, particularly in relation to 
pressure ulcers, falls and medication errors 
as reflected in the safety thermometer.

There will be a year on year reduction in 
complaints relating to nursing care.

Efficiencies delivered through skill mix and 



Our Quality 
Objective

Priority of 
Work Lead

Link to 
Our 

Quality 
Goals

Focus of continuous improvement Outcome

Operational 
Leads
Lesley Carruthers 
(Deputy Director 
of Nursing and 
Quality)/Anna 
Stabler (Deputy 
Director of 
Nursing and 
Quality)

Ensure nursing, midwifery and AHP leadership is 
fit for purpose.
Continue to embed the Dementia Strategy.

staffing reviews.

A leadership programme in place for band 7 
and above.

A clearly identified leadership structure in 
place for nurse practitioners at West 
Cumberland Hospital and the Cumberland 
Infirmary.

A review of all inpatients areas to ensure all 
wards have a ward manager.

The Butterfly Scheme is in place on all 
relevant wards.

Implementation 
of the NHS 
Constitutional 
Standards

Executive 
Director
Helen Ray 
(Executive Chief 
Operating Officer)
Operational 
Leads
Operational 
Managers

10 For each of the national constitutional standards, 
the Trust Board in collaboration with the Trust 
Development Authority has approved an 
improvement plan.

There are recognised long standing problems with 
the care model which impacts on patient flow 
across the system of North Cumbria and the 
Success Regime has been put in place to 
determine a strategic solution.

Staged improvement towards 95% and 
above patients will be seen, treated and 
admitted or discharged in less than four 
hours. (March 2016)

Compliance with the 2 WW and 62 day 
cancer standards. (Quarter 1, 2015/16)

99% of patients will undergo diagnostic tests 
within 6 weeks (6 week diagnostic tests 
target). (Quarter 1, 2015/16)

Achievement of compliance with 18 week 
referral to treatment for the incomplete 
pathway standard. (Quarter 3, 2015/16)

Improve the number of patients whose 
operations were cancelled and were not 
treated within 28 days. (2016/17)



Our Quality 
Objective

Priority of 
Work Lead

Link to 
Our 

Quality 
Goals

Focus of continuous improvement Outcome

The Success Regime and Clinical Strategy 
will seek to address the new models of care 
ensuring patients receive the right care in the 
right place at the right time.

Estates, 
equipment and 
Facilities are fit 
for purpose

Executive 
Director
Steve Shanahan 
(Director of 
Finance)

Operational 
Lead
Steven Bannister 
(Acting Director of 
Estates & 
Facilities)

1 Urgently address the fire standards to ensure we 
are compliant with Fire legislation.

Review the equipment replacement programme 
process and the interaction with the business unit 
to ensure an effective and responsive system with 
clear escalation.

Continue to work with our Facilities provider to 
conclude negotiations to improve cleaning 
standards in line with the national best practice. 

Immediate works are being addressed and 
there are substantial and complex remedial 
works required which are under review in 
order for as rapid a resolution as possible.

Every service has equipment that is fit for 
purpose.

Achieve excellence in PLACE assessments.

A year on year improvement in Infection 
Prevention and Control audits.

4. Improve how 
we ensure we 
evidence 
delivery of care 
in accordance 
with best 
practice and 
nationally 
recognised 
outcomes 
across our 
services

Embed a new 
system for 
clinical 
effectiveness

Executive 
Director
Jeremy Rushmer 
(Medical Director)

Operational 
Lead
Dr Fiona Graham 
(Clinical Audit 
Lead)/Kathy 
Barnes (Head of 
Clinical 
Standards)

1 Enhance the existing evidence to demonstrate 
compliance and improvement plans across all 
services in order to deliver best practice in line 
with nationally recognised systems.

Achievement of a ‘good’ rating for 
effectiveness domain, with a key focus on 
end of life, urgent care and maternity 
services.



Our Quality 
Objective

Priority of 
Work Lead

Link to 
Our 

Quality 
Goals

Focus of continuous improvement Outcome

Improve the 
safety and 
effectiveness of 
medical and 
nursing 
handovers

Executive 
Director
Jeremy Rushmer 
(Medical 
Director)/Gail 
Naylor (Director of 
Nursing & 
Midwifery)

Operational 
Lead
Dr Fiona Graham 
(Clinical Audit 
Lead)/Alex 
Herries (Change 
Team)/Lynn 
Anderson (Chief 
Matron)

9 To enhance the current system of handover to 
achieve a consistent and standardised approach 
throughout the organisation.

The standard operating procedure (SOP) for 
handover will be developed in line with national 
guidance and embedded throughout the 
organisation.  

There will be a dedicate resource to support ward 
based training and implementation.  A training 
needs analysis which will reinforce the 
organisation’s standard for training staff in the use 
of safe and effective handover methodology. 

Enhance the current paper based system for 
monitoring compliance with training requirements 
for handover; ensure the introduction of an 
electronic system which is linked with ESR.

Establish a baseline of current practice, 
recognising existing excellent practice and 
determining priority areas for roll out.

Undertake a monthly audit of compliance with the 
SOP.

All specialties will have an agreed standard 
for medical and nursing handovers which is 
written as a Standard Operating Procedure.

100% of available staff will be trained in line 
with the training needs analysis.

100% of patients will receive a handover in 
line with the SOP.

Implementation 
of the End of 
Life Strategy

Executive 
Director
Gail Naylor 
(Director of 
Nursing & 
Midwifery)

All patients known to be approaching end of life 
will have a clear plan of care using the principles 
of care as outlined by the Leadership Alliance.
Establishment of a bereavement team, including 
leadership from appointing a Bereavement Lead 
for the Trust to establish the service, supported by 
two Bereavement Officers.

Year on year increase in compliance with 
end of life standards for patients on an end 
of life care plan.
A selection of patient records will be audited 
on a monthly basis to assess compliance 
with the core principles of care of the dying.



Our Quality 
Objective

Priority of 
Work Lead

Link to 
Our 

Quality 
Goals

Focus of continuous improvement Outcome

Operational 
Lead
Anna Stabler 
(Deputy Director 
of Nursing and 
Quality)

Provision of a suitable office environment to 
provide a private, respectful space for families to 
collect the Medical Certificate of Cause of Death.

Continue to work with chaplaincy teams to ensure 
spiritual needs of patients are met and chaplaincy 
expertise continues to influence service provision.

Improved provision of information for families.
Improved environment in the mortuary for staff 
coming to visit their deceased loved ones. 

Improvement plan to be developed to share with 
clinical teams the learning from audits of 
DNACPR forms, clearly identifying gaps in 
practice.

Deliver training programmes to ensure staff have 
the basic principles to care for the dying patient 
and support the family.

A review of the nursing and medical workforce will 
be undertaken to ensure it supports and delivers 
the end of life agenda and national requirements.

Reduction in complaints relating to end of life 
care.

A year on year improvement in the accurate 
completion of DNACPR forms.

100% of available staff trained in end of life 
care and bereavement awareness.

The organisation will have a substantive 
consultant for specialist palliative care.

5. Achieve 
top decile 
position for 
patient and 
staff 
experience

Enhancing 
Patient 
Experience

Executive 
Director
Gail Naylor 
(Executive 
Director of 
Nursing & 
Midwifery)

Complete the TDA patient experience framework 
to provide a diagnostic to develop a patient 
experience improvement plan.

Roll out the behavioural framework developed as 
part of the Nursing, Midwifery and AHP Strategy 
across all staff groups.
Deliver the improvement plan following the 
complaints rapid improvement event to ensure a 
simple streamlined process for complainants with 
responsive addressing of concerns.
In response to patient feedback, launch the ‘I am 
your Matron’ initiative.

Deliver a year on year reduction in 
complaints.

Deliver a year on year increase in the raising 
and resolution of concerns locally. 

Increase user satisfaction with the 
complaints process.



Our Quality 
Objective

Priority of 
Work Lead

Link to 
Our 

Quality 
Goals

Focus of continuous improvement Outcome

Enhancing Staff 
Experience in 
line with the 
Organisational 
Development 
Strategy

Executive 
Director
Helen Ray 
(Executive Chief 
Operating Officer)

Operational 
Lead
Christine Brereton 
(Head of Human 
Resources)

3 The Trust Board has approved the staff survey 
improvement plan which focuses on a broad 
range of improvement across all domains in the 
national staff survey focusing particularly on most 
significant areas for improvement; such as 
building workforce capability and capacity, 
introduction of a revalidation and appraisal skills 
development programme, implementation of an 
employee development, leadership, mentoring 
and coaching approach, development of values 
and behaviours, and listening, open and 
supportive leadership & management.

Staff surveys demonstrate a year on year 
improvement to meet the average in 3 years.

95% of all staff receive an appraisal and 
have a PDP.

100% of all doctors have been subject to 
revalidation.

95% of available staff will be trained in line 
with the mandatory training policy.

A nurse revalidation strategy is in place as of 
April 2016 and 100% of nursing staff have 
been revalidated by 2018.

6. Continue to 
improve our 
safety culture 
and develop a 
learning 
organisation

Sharing 
learning from 
errors and our 
experiences

Executive 
Director
Jeremy Rushmer 
(Medical 
Director)/Gail 
Naylor, (Executive 
Director of 
Nursing & 
Midwifery)

Operational 
Lead
Michelle 
Woodward 
(Associate 
Director for Risk & 
Governance)

4 In response to staff request, we will refine the 
training support for the reporting and investigation 
of incidents and complaints.

Ongoing implementation of Duty of Candour 
training to promote, engage and encourage a 
culture of transparency and openness.  

The incident reporting rate is, at minimum, in 
line with the national average incident 
reporting rate.  Reduction in the number of 
incident where patients suffer harm. 

Evidence of increased learning throughout 
the organisation as a result of improved 
approach to incident investigation, including 
serious incident investigation.

100% compliance with duty of candour 
legislative requirements within 3 years.

100% of complaints acknowledged within 3 
working days and 100% of complaints 
responded to within agreed timeframes; a 
year on year reduction in the percentage of 
complaints responded to over 25 working 
days.



Our Quality 
Objective

Priority of 
Work Lead

Link to 
Our 

Quality 
Goals

Focus of continuous improvement Outcome

Streamline and consolidate existing quality data 
into a smart monthly integrated governance 
dashboard for Business Units.

Streamlined approach to Executive and Non-
Executive Patient Safety Walkround programme. 

Ensure the requirements of the Mental Capacity 
Act 2005 are followed with regard to the 
application of Deprivation of Liberty Safeguards.

Improved results on complainant satisfaction 
survey.

Business Units will be able to identify themes 
and trends which will allow a timely response 
and greater ownership at a local level.

Increased executive awareness of issues at 
a ward and department level within 
increased responsive support.

All available staff to be trained by March 
2016 with a focus on areas identified in the 
CQC report.

Supporting a 
safety culture 
and learning 
organisation

Executive 
Director
Helen Ray 
(Executive Chief 
Operating Officer)

Operational 
Lead
Christine Brereton 
(Head of Human 
Resources)

3 Enhance medical staff engagement

Ensure middle and senior management are being 
open and supportive 

Embed improvement methodology by training 
everyone in the approach and allowing 
opportunities for teams to utilise the methodology 
to improve their areas of work.

The trust is recognised as an open and 
supportive employer using medical 
engagement surveys and the national staff 
survey feedback.


