
17th November 2023 

Notice of a meeting of the Council of Governors 

Notice is hereby given to all members of the Council of Governors of the Royal Orthopaedic 

Hospital NHS Foundation Trust that a meeting of the Council of Governors will be held on 

Thursday, 23rd November 2023, at 14:00, to transact the business detailed on the attached 

agenda. 

The meeting will be held in the Boardroom, Trust Headquarters of The Royal Orthopaedic 

Hospital, Bristol Road, Birmingham, B31 2AP. 

Members of the press and public are welcome to attend. 

Questions for the Council of Governors should be received by the Corporate Services 

Manager no later than 24hrs prior to the meeting, by post to: Tammy Ferris, Corporate 

Services Manager, Trust Headquarters or via email to: tammy.ferris@nhs.net  

Tim Pile 

Chair 

Public Bodies (Admissions to Meetings) Act 1960 

Members of the Public and Press are entitled to attend these meetings although the Council 

of Governors reserves the right to exclude, by Resolution, the Press and Public wherever 

publicity would be prejudicial to the public interest by reason of the confidential nature of the 

business to be transacted or for other special reasons, stated in the Resolution. 

mailto:tammy.ferris@nhs.net
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AGENDA 
 

COUNCIL OF GOVERNORS  
 
 

  Venue Boardroom, Trust HQ Date 23 November 2023: 1400h – 1600h 

 
 

 

TIME 
 

ITEM 
 

TITLE PAPER REF LEAD 

1400h 
1 Exclusion of the press and public Verbal Chair 

1402h 
2 Chair appraisal Verbal SJ 

1420h 
3 Non Executive appraisals Verbal Chair 

1445h 
4 Apologies and welcome #1 Verbal Chair 

 
5 Declarations of interest Verbal ALL 

 
6 Minutes of previous meetings on 18 May 2023 ROHGO (05/23) 000 Chair 

 
7 Update on actions arising from previous meetings Verbal SGL 

1450h 
8 Chair and Chief Executive’s update  ROHGO (11/23) 001 

ROHGO (11/23) 001 (a) 
TP/JW 

1510h 
9 Continuous Improvement ROHGO (11/23) 002 

ROHGO (11/23) 002 (a) 
AM 

1520h 

10 Patient Safety Incident Response Framework (PSIRF) 
policy and plan 

ROHGO (11/23) 003 
ROHGO (11/23) 003 (a) 
ROHGO (11/23) 003 (b) 

AR 

1530h 
11 Quality Assurance Walkabouts ROHGO (11/23) 004 

ROHGO (11/23) 004 (a) 
ES 

1540h 
12 Updates from the Board and Board Committees ROHGO (11/23) 005 -  

ROHGO (11/23) 008 
Chair 
& 
NEDs 

1550h 
13 Governor updates 

 
13.1 Statutory Duties of Governors Action Plan Update Verbal 

 

SGL 
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1555h 

14 For information: 

• Finance & performance update 

• Quality & Patient Safety update 

• Workforce update 

• Board Assurance Framework 

 
ROHGO (11/23) 009 
ROHGO (11/23) 010 
ROHGO (11/23) 011 
ROHGO (11/23) 012 

ROHGO (11/23) 012 (a) 
ROHGO (11/23) 012 (b) 
ROHGO (11/23) 012 (c) 

Chair 

 Date of next meeting: Thursday 18 January 2024 @ 1400h – 1600h in Trust Headquarters 
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COUNCIL OF GOVERNORS  
DRAFT MEETING MINUTES 
Venue: Boardroom Date: 18th May 2023 14:00 – 16:00 

 

 

Minutes 
Paper Reference 

1 Exclusion of the press and public (Chair) 
 

Verbal 

1.1 The Board resolved that representatives of the press and other members of the public be excluded 
from this part of the meeting having regard to the confidential nature of the business to be transacted, 
which would be prejudicial to the public interest. 
 

2 Draft Annual Governance Statement and Accounts 
 

ROHGO (5/23) 003 

Members present   

Tim Pile  Chair of the Board of Directors TPI [Chair] 

Petro Nicolaides Public Governor PNi 

Tony Thomas Public Governor TTh 

Rheya Dole  Public Governor RDo 

Anne Waller  Public Governor  AWa 

Rob Tallboys Public Governor RRo 

Arthur Hughes Public Governor AHu 

Robert Rowberry  Public Governor RRo 

Pat Clarke Public Governor PCl 

Julia Liddle Public Governor JLi 

Matt Maycock Staff Governor MMa 

Wilson Thomas Staff Governor WTh 

Maxine Sanahan Stakeholder Governor MSh 

Hannah Abbott Stakeholder Governor HAb 

Dr Dagmar Scheel-Toellner Stakeholder Governor DS-T 

   

In Attendance   

Simone Jordan Non-Executive Director  SJo 

Richard Phillips Non-Executive Director RPh 

Gianjeet Hunjan Non-Executive Director GHu 

Ayodele Ajose  Non-Executive Director  AAj 

Les Williams Non-Executive Director LWi 

Chris Fearns Non-Executive Director  CFe 

Jo Williams  Chief Executive  JWi 

Simon Grainger-Lloyd  Executive Director of Governance SGL 

Steve Washbourne Executive Director of Finance & Performance SWa [Item 

Marie Peplow Executive Chief Operating Officer MPe [Item 8] 

Michelle Hubbard Deputy Chief Operating Officer MHu [Item 8] 

Nikki Brockie Executive Chief Nurse NBr [Item 9] 

Florence Dowling Learning Disabilities Nurse FDo [Item 10] 

Jane Dominese Corporate Services Manager JDo [Secretariat] 
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2.1 SGL advised that the annual report had been prepared in line with the Annual Reporting Manual 
2022/23 and that it followed a similar format to previous years.  It was still in draft format, pending the 
finalisation of the Head of Internal Audit Opinion. It provided a positive summary of the Trust’s 
achievements and internal control work, despite the impact of the Covid pandemic. 
 
The lessons learned from two Never Events that had occurred during the year were described. 
 
There had been no external assessments, such as an inspection by the Care Quality Commission.  
Considerable work was being undertaken to prepare for inspections.   
 
A copy of the approved Annual Report and Accounts would be circulated for comment at a later date. 
 
There were no questions on the Annual Governance Statement. 
 

2.2 SWa ran through the key points in the Annual Accounts, illustrating the changes from the previous 
year’s position.   
 
The Operational surplus and financial performance return were outlined and the impact of the changes 
to the IRFS16 regulation was detailed.  The HMRC VAT outcome associated with the managed service 
account was also described.   
 
SWa explained the implication of the increased cost savings required at System and National level.   
 
A break-even plan had been submitted by the System; however, this would carry additional, significant, 
risk and would add substantial financial pressure on the Trust. 
 
There were no questions on the Annual Accounts. 
 

3 Welcome and Apologies 
 

Verbal 

3.1 Apologies had been received from Brian Toner, Pat Clarke, Gavin Newman, Maxine Shanahan, Kirsten 
Kurt-Elli and David Robinson and were accepted. 
 
Apologies had also been received from Ian Reckless and they were also accepted. 
 

4 Declarations of Interest 
 

Verbal 

4.1 There were none notified. 
 

5 Minutes of the previous meeting on 19th January 2023 ROHGO (01/23) 006 

5.1 It was noted that GHu was listed twice, in attendance and also in apologies received.  She clarified 
that she had not been in attendance at this meeting.  The minutes were approved as an accurate 
record subject to the amendment. 

 

5.2 Updates from Governors and questions on the papers were sought. 
 
AHu shared that he had attended a drop-in session that day and had received excellent feedback from 
a patient.  The patient had also agreed to become a member of the patient forum. 
 

5.3 JLi added that she had met with a patient who had undergone rotor cuff surgery and had also received 
excellent feedback on the surgery and follow-up appointments. 
 

6 Update on actions arising from previous meetings  
 

Verbal 
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6.1 SGL shared that an action plan, to achieve full compliance with the new statutory duties of Governors, 
was due for publication in the autumn and would be presented at the October meeting. 
 

6.2 Governors were invited to attend the Public Board meeting on 5th July and to participate in the 
celebrations for the 75th anniversary of the NHS.   
 

6.3 There were no questions or challenges on actions outstanding. 
 

7. Chair and Chief Executive’s update  
 

Presentation 

7.1 JWi thanked Governors for attending in person.  She ran through her report detailing the Trust’s activity, 
aspirations and performance highlights.   
 
She explained that the draft Strategic Plan had been presented at Trust Board and, following feedback, 
an updated version would be brought back to the June Board meeting.  Safety of care was the Trust’s 
highest priority, and it was essential that patients were aware of it and that it could be evidenced. 
 
The outcome of the Staff Survey was outlined, and the Trust’s achievements detailed.  
 
The Trust’s investment in Estates, the green agenda, inclusion, and the Trust’s ambitious targets 
concluded her presentation. 
 

7.2 Questions were invited and it was explained that Robert Jones and Agnes Hunt NHSFT had been 
asked to take medical patients which had impacted on their ability to deliver elective activity.  The 
Royal Orthopaedic Trust had taken the conscious decision to remain true to specialism. 
 

7.3 JWi explained that theatre access, despite mutual aid usage, was working well. 
  

7.4 TPi and JWi had attended numerous meetings at the ICS and BSol integrated care partnerships.  
Discussions had centred primarily around the 10-year strategy, integrated care and creating 
partnerships across the System.   
 

7.5 The NHSE regional team had visited in December and moved the Trust’s segmentation rating from 3 
to 2. 
 

8. Elective Hub Accreditation (MPe and MHu) 
 

ROHGO (5/23) 009 

8.1 MPe and MHu joined the meeting at 15:00 
 

MPe and MHu through their presentation, outlined the plans for accreditation as an elective hub, 
including project governance and evidence collection.  
 
They explained that the ROH would be assessed against 105 criteria across 5 domains.  Notification 
would be received on 5th July, the same date as the Board meeting.  If successful, an accreditation 
‘badge’ would be received, a strategically important accolade and an endorsement of the Trust’s 
expertise at National level. 
 

8.2 MPe was asked if the accreditation would impact relations with organisations within the System that 
did not have the ‘badge’. She responded that the Trust would wish to help other partners to achieve 
the certification.  The accreditation would place the Trust in a small group of nine other organisations, 
that also had the award and would allow the Trust to partner with other organisations at national level 
and would promote its position within the ICS. 
 

NBr joined the meeting at 15:15 and MPe and MHu left 
 

9 Quality Account Priorities (NBr) ROHGO (5/23) 010 (a) 
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a) 2022/23 Progress  
b) Proposed 2023/24 

 

ROHGO (5/23) 010 (b) 

9.1 NBr presented the progress made with the 2022/23 Quality Priorities and outlined those developed for 
2023/24.   
 
She explained that one of the priorities for the previous year, sponsored by the Council of Governors, 
had been to establish a bereavement service for the families of the Trust’s outpatients.  Unfortunately, 
the priority had not been fully met due to University Hospitals Birmingham NHSFT (UHB) withdrawing 
their bereavement services for a period of time.   
 
Multi-faith holidays and celebrations had been successful however there was ongoing recruitment for 
a Chaplain. 
 
The Learning disability improvement standards were also partially met as it had proved difficult to 
establish a forum due to Covid. 
 
Work would continue on these priorities.  
 

9.2 The 2023/24 priorities focussed on six areas.  The Council of Governors were invited to sponsor one 
of the priorities and they chose Optimisation of patient’s health prior to surgery.   
 
The Trust aimed to reduce health inequalities amongst the community it served, and it recognised that 
patients that were not fully ready for treatment were at a greater risk of significant complications after 
surgery.  It was intended for targeted work to take place, including learning and education for nurses 
and other front-line staff. 
  

10 Learning & Disability Autistic Strategy  
 

Presentation 

10.1 FDo joined the meeting at 15:28 and opened by outlining the highlights of the strategy that had been 
previously reviewed by the Board.  She explained the importance of patient voice and how that 
informed the strategy moving forwards.   
 
She added that the ROH treated a high number of patients with a learning disability or autism. 
 
Patient Survey and benchmarking data from NHSE were also utilised to inform the strategy. 
 
The team had grown and a further member of staff had been engaged to support the work. 
 
It was noted that the Patient Passport was well utilised and helped to avoid miscommunication. 
 

11 Updates from the Board and Board Committees ROHGO (5/23) 012 (a) 
ROHGO (5/23) 012 (b) 
ROHGO (5/23) 012 (c) 
Verbal 
ROHGO (5/23) 012 (d) 
 

11.1 RPh, in his capacity of Chair of the Finance and Performance Committee, shared the Month 12 figures.  
He added that the Committee had reflected on the past year and discussed the cost improvement 
challenges the Trust and System would be facing over the coming year. 
 
The Committee had received a presentation on Data Quality and the importance of interrogating good 
quality data as well as capturing it.   
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The Committee had noted the Trust’s extraordinary performance despite industrial action.  Activity had 
finished with a small surplus, an excellent achievement given the challenges and industrial action of 
the previous financial year.  
 
The planning process had been agile and responsive to changing requests.  
 

11.2 CFe updated the Council of Governors on behalf of the Quality and Safety Committee.  The Committee 
had met twice since the last Council of Governors meeting.  Its remit was to focus on all areas of 
quality, in particular on infection and prevention control.  Whilst the Council could be assured there 
were no specific concerns to report, they were advised that an external audit was taking place on a 
small number of C.Difficile cases; learning was being taken forward and there were no reported 
patterns of infections.   
 
The Annual Patient Safety Report had been received and was commended as was the Medicines 
Safety Officer Annual Report. 
 

11.3 SJo advised, on behalf of the Staff Experience & OD Committee, that the Committee’s meeting 
frequency had moved to every other month and the last meeting had taken place on 26th April. 
 
SJo drew the Council of Governors’ attention to the increased number of incidents of abuse from 
patients towards staff and shared that it would be monitored. 
 
Childcare provision for staff was being sourced and work to support staff through the cost-of-living 
crisis was ongoing. 
 
The Workforce Planning audit recommendations had been received and accepted. 
 

11.4 GHu shared that the Audit Committee had last met on 28th April and that the Internal Annual Plan had 
been completed. 
 
The Committee had been advised that, whilst performance against the Digital Security and Protection 
Toolkit had improved from the previous year, further improvements were still required.  This would form 
part of the action plan agreed with NHSE. 
 
The Internal Audit plan for the next 12 months was being finalised and would be brought back to the 
Committee. 
 
The Counter Fraud contract had recently been extended for a further year and the Counter Fraud work 
plan would be brought to the next meeting. 
 
It had been agreed that Directors’ Declarations of Interest should be published on the website. 
 
Improvements had been observed in divisional governance. 
 
The new BAF format had been adopted and was being updated with a view of it being presented at 
the next Audit committee meeting. 
 
External Audit feedback had been as expected and there were no issues raised. They confirmed the 
accounts had been submitted on time. 
 
The draft Accounts had been scrutinised by the Committee.  They would be receiving the final Audited 
Accounts for recommendation to the Board on 26th June. The Committee had been advised that the 
Opinion of the Head of Internal Audit was being finalised but that it was positive. 
 

11.5 TPi shared that Non-Executive Director walkabouts were taking place and observations would be 
feedback to Executives. 
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Strike action plans and mitigations had been discussed alongside cost of living, staff retention and 
childcare arrangements. 
 

RPh left the meeting at 15:50 
 

12 Governor Updates 
 

Verbal 

12.1 Governor walkabout sessions had not taken place as planned due to illness and annual leave.  The 
next planned session would be taking place on 4th July.  Governors would also be invited to take place 
in the Quality Assurance walkabouts that were being planned by the Executive Chief Nurse. 
 

12.2 JDo outlined the Governor Development Programme that had been put in place and explained that a 
series of online workshops had been developed. Further modules were also available via NHS 
providers and the complete programme would be shared with them via email and calendar invites. 
 

12.3 SGL shared that terms in office of the Public Governors would be coming to an end.  Staff governor 
elections would also be taking place during late summer.  Expressions of interest for the role of Deputy 
Lead governor would be issued shortly. 
 

12.4 The Chair thanked Dagmar Scheel-Toellner for her service, for championing the Trust and her 
continued contribution to the work of the ROH. 
 

13 For information: 
a) Finance & Performance update 
b) Quality & Patient Safety update 
c) Workforce update 
d) Board Assurance Framework  

 

ROHGO (5/23) 014 (a) 
ROHGO (5/23) 014 (b) 
ROHGO (5/23) 014 (c) 
ROHGO (5/23) 014 (d) 

13.1 The documents presented in the Board pack were RECEIVED AND NOTED 
 

14 Any Other Business (All) 
 

Verbal 

14.1 Governors were invited to join the Public Board meetings. 
 

14.2 It was suggested that mandatory training for volunteers be re-evaluated so as to allow easy access to 
non-computer users. 
 

14.3 There being no other business the meeting closed at 16:02 
 

Date of the next meeting: 23rd November 2023, 14:00 – 16:00 

 
 
 
 
 
 



             ROHGO (11/23) 001 

1 | P a g e  
 

 

COUNCIL OF GOVERNORS 
 
 

DOCUMENT TITLE: Chief Executive’s update 

SPONSOR (EXECUTIVE DIRECTOR): Jo Williams, Chief Executive 

AUTHOR:  Jo Williams, Chief Executive 

DATE OF MEETING: 23 November 2023 

EXECUTIVE SUMMARY: 

This report provides an update to Governors on the national context and key local activities not 
covered elsewhere on the agenda. 
 

 

REPORT RECOMMENDATION: 

The Council is asked to note and discuss the contents of this report  

ACTION REQUIRED (Indicate with ‘x’ the purpose that applies):  

The receiving body is asked to receive, consider and: 

Note and accept Approve the recommendation Discuss 
x  x 

KEY AREAS OF IMPACT (Indicate with ‘x’ all those that apply): 
Financial x Environmental x Communications & Media x 

Business and market share x Legal & Policy x Patient Experience x 

Clinical x Equality and Diversity  Workforce x 

Comments: [elaborate on the impact suggested above] 

ALIGNMENT TO TRUST OBJECTIVES, RISK REGISTERS, BAF, STANDARDS AND PERFORMANCE METRICS: 

The contents discuss a number of developments which have the potential to impact on the delivery of a 
number of the Trust’s strategic ambitions 
 
 

PREVIOUS CONSIDERATION: 

Trust Board on 1 November 2023 
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Chief Executive’s Report to the Council of Governors 

23 November 2023 

 

1 EXECUTIVE SUMMARY 

1.1 This paper provides an update regarding some of the most noteworthy events 
and updates since October from the Chief Executive’s position. This includes 
an overall update, ROH news and wider NHS updates.  

2. OVERALL ROH UPDATE 

2.1 November sees the continuation of the annual staff survey and I have 
encouraged all our colleagues to participate. Their voice matters. Their 
insights, feedback, and suggestions help shape the future of our hospital. 
Whether they work in a clinical area, in administration, research, or any other 
department, their perspective is invaluable. 

The Staff Survey is an opportunity to make a difference, to influence positive 
change, and to ensure that we continue to provide the best possible care to 
our patients. The survey is one way to hear everyone’s collective voice. It’s 
important that everyone feels they can be heard and can share. 

The survey runs till 24th November, and sharing thoughts, experiences, and 
suggestions are anonymous. We are committed to maintaining the 
confidentiality of the responses received, and honest feedback is encouraged.  

2.2 Planning is ongoing in preparation for our Annual General Meeting on 23 
November 2023 where we will share highlights from the 2022/2023 
financial year with a look ahead to this year.  

2.3 On Wednesday 1 November, we are expected to hear from Inclusive 

Companies who will confirm if the Trust has retained a place in the Top 50 

Inclusive Companies awards. Thank you to all the team who have developed a 

great submission for the judging panel. 

2.4 Congratulations to Jennifer Pearson who has been ranked in the HSJ ‘50 most 
influential Black, Asian and minority ethnic people in health: The bubbling 
unders’. We’re incredibly proud of Jennifer and the work she is doing as Head 
of Nursing and to address inequality in our Trust and across the NHS 
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2.5 I’m also very proud to say that at the annual NOA awards, we won two awards, 

firstly the ‘Partnership and Integration Initiative’ award for our Mutual Aid 

project with UHB. We also won a ‘Workforce Retention Initiative’ award for 

our work on developing a hardship fund for staff and patients. Huge 

congratulations to all involved, it’s a testament to their commitment, skill, and 

compassion. 

2.6 Thank you to the BMA for asking me to support a webinar supporting 

colleagues with the Menopause. We had over 500 people join us for the 

session which reflects that we need to continue to listen, educate and support 

colleagues.  

2.7 To commemorate Remembrance week on Friday 10 November, we are 

unveiling our war horse/poppy display which will be an incredible spectacle on 

site. The display will include 1000 handmade poppies which will be available 

to purchase with the money being donated to the Royal British Legion. The 

event which will be supported by a press release will be attend by the knit and 

natter group and our Veteran’s Awareness group.  

2.8 On 2 November, we launched our Trust strategy. Sessions were being held in 
the Lecture Theatre and Knowledge Hub between 10am-1pm with an initial 
event to brief all our managers and team leaders. This will be first of many 
engagements sessions as we now bring the strategy to life where everyone can 
connect with their role and see their valued contribution. 

2.9 As November approaches it’s a useful time to highlight the “Movember” 

campaign which seeks to raise awareness regarding three of the biggest health 

issues affecting men: mental health and suicide prevention, prostate cancer 

and testicular cancer. The “grow a moustache” throughout November 

campaign is the symbol for better men’s health and a show of support.  

The ManKind Staff Network at ROH seeks to support health and wellbeing 

initiatives, encourage awareness raising and support community building at 

the ROH. On November 21st there will be a ManKind network stall outside Café 

Royale providing information around the network and various awareness 

campaigns that the network will be promoting – Prostate Cancer, Mental 

Health and suicide prevention, Alcohol, Drug and Gambling support to name 

but a few. 

2.10 Congratulations to the elective hub accreditation team for a successful review 
meeting where great progress and improved metrics were highlighted. Thank 
you to Marie Peplow, Chief Operating Officer and the whole team for the 
momentum and good progress to date.   

2.11 On 18 October the Chair and I welcomed Jonathan Pearson who is the new 
Chair of Birmingham Health Partners (BHP). We look forward to continuing to 
contribute into the strategic direction for BHP as it further evolves across 
clinical trials capabilities, early detection, health inequalities and experimental 
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medicine. This would include showcasing some exemplars of existing activity 
in these areas. 

2.12 At the start of November we unveiled our new exhibition, ‘Many Cultures, One 
NHS’, which is an exhibition about inclusion and supporting staff wellbeing. I 
want to thank all the staff who have contributed to the beautiful photography 
and I look forward to seeing the response to the exhibition.  

2.13 During the month, the governor election process concluded and we are 
delighted to welcome some new and existing governors to serve on our Council 
of Governors. From the public governor elections, Tony Thomas and Lyndsey 
Hughes were elected. Lyndsey served as a governor some time ago, so it is 
great to welcome her back. In terms of staff governors, Petros Mikalef, 
Consultant Surgeon and Pete Law, Graphics Officer, have been elected as 
clinical and non-clinical staff governors respectively. We look forward to 
working with our new governors over the coming months.  

3. BSol ICS (Integrated Care System) Updates 

3.1 The Birmingham and Solihull (BSol) Integrated Care Board (ICB) meets 
bimonthly, and next public meeting is being held on 13 November 2023. 

3.2 The CQC has confirmed two systems where they are piloting new system-wide 
assessments, one of which is Birmingham and Solihull. The process began 
earlier this year, when the ICS received a series of requests for information 
which provided the CQC with appropriate evidence which they needed to 
review. Inspectors will be speaking directly with people using our services, and 
with staff across our system about their experience. Specialist advisors and 
executive reviewers will also be carrying out on-site interviews throughout 
November.   

During the pilot, they will be testing their assessment methods which includes 
how they work with partners and stakeholders, use feedback, involve experts 
effectively, use tools and methods including information returns and enable 
efficient ways of working. They will be looking at how leadership works, how 
systems are integrated, progress being made towards reducing inequalities 
and how quality and safety is managed across local services.  

Colleagues, including myself and the Chair will be interviewed as part of the 
pilot assessment, as they look to get a wide range of comments, views and 
experiences from across all corners of our system. The CQC will use their new 
assessment framework which is centred around 17 quality statements.  

  4           NHS England/National updates  

4.1 The next 6-monthly NHS Leadership event for CEOs with the NHSE leadership 
team was held on 8 November 2023.  
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5 POLICY APPROVAL 

5.1 Since the Council of Governors last sat, there have been no corporate policies 
approved by the Chief Executive on the advice of the Executive Team. 

 

6 RECOMMENDATION(S) 

6.1 The Council is asked to discuss the contents of the report, and 

6.2 Note the contents of the report. 

 

Jo Williams 
Chief Executive 

15 November 2023 
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COUNCIL OF GOVERNORS  
 
 

DOCUMENT TITLE: Continuous Improvement Methodology 

SPONSOR (EXECUTIVE DIRECTOR): Jo Williams, Chief Executive Officer  

AUTHOR:  

Amos Mallard, Acting Deputy Director of Strategy & Head of 
Communications  

Rebecca Lloyd, Deputy Director of Strategy 

DATE OF MEETING: 23 November 2023 

EXECUTIVE SUMMARY: 

 

Context 
 
Significant progress has been made over the past five years in how the ROH approaches improvement. 
QSIR (Quality, Service Improvement & Redesign) training continues to be delivered across all teams, as 
well as to partners in the Birmingham and Solihull Integrated Care System. There are complex 
programmes such as Day Case surgery, Outpatient Modernisation and MSK Transformation all of which 
are underpinned by QSIR and a focus on improvement at scale. The AMaT clinical assurance system has 
provided an excellent platform for the organisation to track audit and quality improvement projects from 
inception through to completion.  
 
There is consensus that to build a culture of Continuous Improvement at the ROH, a collective approach 
is required that: 
 

• Promotes a clear message about the Board’s ambition for improvement  

• Empowers staff to actively use QSIR tools in their roles on an ongoing basis  

• Removes barriers to improvement and makes any approval routes easy to access  

• Gives staff the opportunity to connect with other teams to learn and share knowledge  

• Addresses the challenges faced in monitoring and sustaining change once a project draws to a 
close  

 
Draft ROH Continuous Improvement Plan: IMPACT (Initiative for Maximising Performance and 
Advancing Care through Transformation) 
 
Drawing inspiration from the NHS Impact (Improving Patient Care Together) improvement programme, a 
draft ROH Continuous Improvement Plan has been developed in line with this new national approach. 
The plan intends to capture the ROH ambition to drive improvement across all of our teams, articulating 
a shared responsibility to improve and shift the mindset towards ‘even better if’.  
 
The plan is strongly aligned to the Patient Safety Incident Response Framework and the focus on shared 
knowledge and learning, which is key if the ROH is to truly embed a continuous improvement culture.  
 
The ‘Impact journey’ moves across five phases: 

1. Building a shared purpose and vision  
2. Developing leadership behaviours  
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3. Building improvement capability and capacity  
4. Investing in people and culture  
5. Embedding improvement into systems and processes 

 
Detailed actions are included in the plan as to how the ROH can proactively enhance its continuous 
improvement offer across these five phases, and how to sustain change at every level.  
 
There are five goals overarching goals included within the plan that include metrics for improvement, 
which will be how the plan is monitored and assurance provided that progress is being made: 
 

1. Our team is well trained and equipped to continuously improvement  
2. We have developed shared governance  
3. We have developed effective continuous improvement huddles  
4. We have developed strong leadership behaviours in our team  
5. We support continuous improvement in our system  

 

REPORT RECOMMENDATION: 

The Governors are asked to discuss the draft Continuous Improvement Plan and methodology proposed. 
 

ACTION REQUIRED (Indicate with ‘x’ the purpose that applies):  

The receiving body is asked to receive, consider and: 

Note and accept Approve the recommendation Discuss 
  x 

KEY AREAS OF IMPACT (Indicate with ‘x’ all those that apply): 
Financial x Environmental x Communications & Media x 

Business and market share x Legal & Policy  Patient Experience x 

Clinical x Equality and Diversity x Workforce x 

Comments: [elaborate on the impact suggested above] 

ALIGNMENT TO TRUST OBJECTIVES, RISK REGISTERS, BAF, STANDARDS AND PERFORMANCE METRICS: 

 
The draft Continuous Improvement Plan is aligned to the new Trust Strategy 2023-2028. 
 

PREVIOUS CONSIDERATION: 

 
Trust Board on 1 November 2023 
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our leadership commitment

While this document offers a comprehensive plan for embedding and 
sustaining continuous improvement in our Trust, we know that culture is 
king. Improvement must be seen as part of what we do everyday,, not merely 
something we try to find time for. That goes for us as an executive team and 
for every member of The Royal Orthopaedic Hospital team.

We will do everything we can to facilitate improvement. This means 
providing people with space to improve, removing barriers, championing 
good ideas, and enabling improvement to flourish.

In return we need every member of the team to understand that they are 
responsible for improvement in their area - no one else can do it - you are 
the expert. We also need people to understand that improvement can be big 
changes or little changes. You have permission to make things better. If you 
face a barrier, speak up and the Senior Leadership Team will help remove it. 

Ultimately, continuous improvement is all about patients. Every aspect 
of our collective work matters and contributes to the safe, effective, and 
outstanding care of the patients who walk through our doors every day. That 
is why we are committed to continuous improvement.

The Executive Team
The Royal Orthopaedic Hospital

Our purpose

What is continuous improvement

The benefits

Examples

Governance and skills

Implementing good ideas

Building a culture

IMPACT teams

Sustaining change

Our goals

IMPACT: our continuous improvement journey / loop

Aligning with strategy

Aligning our values

Find out more

contents
to improvement



3our purpose

LESS PAIN.
MORE INDEPENDENCE.
LIFE-CHANGING CARE.
Our vision
Less pain. 
More independence.
Life-changing care

Our mission
We will deliver compassionate, patient-centred care that empowers 
people to regain their mobility, independence, and quality of life. 
Through efficiency, expertise, innovation and collaboration we will 
tackle health inequality and improve access to life-changing care.

Our values

Compassion Openness Pride Innovation Excellence Respect



4what is continuous improvement?

What is continuous improvement?
Continuous improvement refers to an ongoing, deliberate 
effort to enhance all aspects of the hospital's operations, 
including patient care, administrative processes, and overall 
organisational performance. 

Why do we do it?
To create a culture of continuous learning and adaptation within 
ROH, leading to better patient experiences and outcomes.

What does it involve?
It involves identifying opportunities for improvement, 
implementing changes, monitoring their impact, and making 
further adjustments as necessary to ensure the delivery of 
high-quality care, operational efficiency, and the best possible 
outcomes for patients. 

Who is responsible for it?
Everyone in the organisation is responsible for continuous 
improvement. Our teams are the experts in their areas, so only 
they can unlock solutions and make improvements happen. It 
isn't for someone else to do, it's up to all of us. 

Shared governance and continuous improvement 
Shared governance is a collaborative decision-making framework within healthcare organisations 
that empowers frontline healthcare professionals, particularly nurses, to actively participate in 
and influence decisions related to patient care, practice, and clinical policies. 

Continuous improvement and shared governance are both vital concepts within the ROH, aiming 
to enhance healthcare quality and engagement. They share a common goal of improving patient 
care but differ in focus, scope and structure. Continuous Improvement is an over-arching concept, 
applied in all areas. Shared Governance concentrates on clinical and nursing decision-making and 
improvement, with formalised structures and support. These two concepts are complimentary 
and work together to create a comprehensive approach to healthcare excellence at the ROH.

Continuous improvement and the new Patient 
Safety Incident Response Framework (PSIRF)

PSIRF sets out the NHS’s approach to 
developing and maintaining effective systems 
and processes for responding to patient safety 
incidents for the purpose of learning and 
improving patient safety.

The framework  represents a significant shift 
in the way the NHS responds to patient 
safety incidents and is a major step towards 
establishing a safety management system 
across the NHS.

A significant focus of patient safety and PSIRF is 
learning. How do we learn from what happens, 
apply this learning and in doing so, improve. 

As we embed PSIRF in our Trust, we will ensure 
there is a robust alignment between PSIRF and 
out plans around continuous improvement. 

plan do

studyact

pdsa
cycle



5the benefits to our patients and our trust

Enhanced patient care
Continuous improvement efforts can lead to 
better patient outcomes, reduced errors, and 
improved overall quality of care.

Patient experience
A focus on improvement can lead to a more 
patient-centered approach.

Patient safety
Regularly reviewing and refining processes helps 
identify and address safety concerns.

Efficiency
Streamlining and eliminating inefficiencies can 
lead to shorter waiting times, quicker diagnoses, 
and improved resource utilisation.

Cost reduction
Identifying cost-saving opportunities through 
continuous improvement can help the hospital 
allocate resources more effectively and ensure 
financial sustainability.

Compliance
Adhering to evolving healthcare regulations and 
industry standards is critical for maintaining 
quality and compliance.

Employee engagement
Involving staff in improvement initiatives fosters 
a culture of engagement, motivation, and 
empowerment, which can lead to higher job 
satisfaction and retention.

Adaptation to new technologies
Keeping up with advances in medical technology 
ensures that the hospital can offer state-of-the-art 
treatments and diagnostic tools.

Long-term sustainability
Continuous improvement ensures that the hospital 
remains adaptable and resilient in the face of 
evolving healthcare challenges.

Reduced wait times
Optimised processes can lead to shorter wait times 
for appointments, procedures, and surgeries.

Staff development
Providing training and development opportunities 
as part of improvement efforts can help staff 
acquire new skills and stay updated on best 
practices.

Community health
Improvements in patient care and outcomes 
contribute to the overall health and wellbeing of 
the community served by the hospital.

  




















6examples of continuous improvement

The concept of Kaizen

Kaizen is a Japanese term 
that translates to 'continuous 
improvement.' 

It is a concept and philosophy 
that emphasises making 
small, incremental changes 
and improvements in all 
aspects of an organization. 

Kaizen encourages a culture 
of constant learning, 
problem-solving, and 
employee involvement to 
enhance efficiency, quality, 
and performance over time. 

This approach is widely 
used in industries to drive 
long-term, sustainable 
improvement. We can learn a 
lot from Kaizen and apply it 
in our Trust.

Change Good

Kai Zen

Art 4 Health

Pain Consultant, Dr Liza Tharakan submitted a poster entry to a charity initaitive 
which enabled colleagues to have an improvement idea funded. Her idea was to hold 
art workshops for chronic pain patients to support mental wellbeing and health. Liza's 
idea was chosen and funded. 

The workshop was held at a partner venue and was successful and rated really highly 
by patients. Data is being complied to evaluate the impact of this intervention on 
patients mental health as they live with long-term pain. The communications team are 
submitting an article to be published in ‘Clinical Services Journal’ to spread learning.

Filing in the Pre-Operative Assessment Centre (POAC)

Whilst working in the POAC Admin team, Ryan McComb identified a backlog in POAC due 
to the volume of patient notes the department was storing making it difficult for colleagues 
to access the notes they needed quickly. After speaking with his Line Manager, they agreed 
to trial a new approach. Ryan split notes down into separate numbered packs of ten, which 
meant colleagues only had to know a pack nuber to quickly find the notes they needed. 

The trial was successful and the time efficiency created gave the team time to work on other 
tasks. Subsequently, this approach has been used in other departments across the Trust.

Seamless surgery week in Theatres

The Theatres Department developed an improved concept called Seamles Surgery Week. This was 
an opportunity to deliver a week of seamless care with minimal delay and maximum efficiency. The 
team focussed during the week on improving communication, Theatre efficiency and and patient 
flow. 

The results were excellent, with improved team working between Theatres and ADCU resulting 
in all patients waiting over 52 weeks receiving treatment. The team were more efficient, 
communication was better and patient feedback was more visible which supported engagement. 
Improvement focussed groups were established to make the improvements sustainable and keep 
staff engaged. The learning from this week has continued to inform the approach taken in Theatres.



7governance and skills to enable continuous imporvement

Generators for continuous improvement

 Incidents
 Risks 
 Model Hospital
 Ideas / kaizen
 Patient engagement
 Quality control / surveillance breaches
 Clinical audit
 Prospective Divisional and Unit audit Plan
 AQILA outcomes surveillance
 CIP and efficiency proposals
 PSIRF
 Shared governance
 Annual Planning 
 Appraisals
 Huddles
 CI focussed events

Improvement idea Triage and support

Register an AMAT

Metrics
Timelines
QSIR
Support

Not viable

Viable and no support needed: progress

Viable 
and 

support 
needed

Service Improvement Board

AQILA

What is our methodology for implementing a good idea?
Quality Service Improvement Redesign (QSIR): the way we do things around here

We have made great progress in delivering QSIR training in our Trust, but we must continue to embed it and encourage staff 
to use it to enable it to have the fullest impact. Our focus for QSIR includes:

 QSIR is embedded as the singular methodology used at ROH.
 New entrants to QSIR come with a project ready to workshop
 QSIR graduates evidence QSIR use through PDR
 QSIR graduates form a network to support QSIR use, visibility and skills maintenance
 Evidence of improvement is recognised, celebrated and shared 

What is our governance for implementing a good idea?



8how a good idea is implemented 

Example: pre-op advice
A Nurse wants to create some new 
pre-operative advice resources to 
support patient optimisation.



Example: digital for paper
A Therapy Assistant wants to introduce 
a new digital form to replace a paper 
one to support better use of equipment



Example: flexible working
An Admin Team Leader wants to 
introduce a flexible working rota to 
their team to support staff wellbeing



Example: environment improvement
The Imaging Team want to improve the 
waiting room environment for patients 
to enable better patient experience.



Example: cost improvement
A member of the Estates team 
sees an opportunity to save money 
by using a different supplier. 



 Communications Team

 Digital Team
 IT Team

 HR and Workforce

 Patient Experience Team
 Communications Team
 Estates Team
 Royal Orthopaedic Charity

 Finance Team

 Clinical Quality Group
 Shared Decision Making

 TPAG

 Locally agreed

 Locally agreed
 Health and Safety

 Locally agreed

 PEEG

 Communications Team

 PEEG

Support
Where to find initial support

Approval
Who approves these changes

Engagement
Who can support engagement

Permission to act
We want to foster a culture where everyone feels able to identify an improvement and make it happen as quickly and efficiently as possible. Our governance structure 
needs to be streamlined as far as possible. We also need to spend more time educating our whole team about where they can find support and how improvement 
doesn't need to take a long time and be difficult. The examples below show how small to medium improvements can be initiated and approved quickly.



9building a culture of continuous improvement

Our team

Access to funding

Framing improvement as a shared responsibility

Improvement huddles

PDRs

Partnership working

Visible and sustained commitment to 
improvement programmes from Board 

Improvement priorities and metrics 
are aligned with organisational and 

national objectives.

Our organisation Our system

Our ambition is to create an environment whereevery member of the ROH Team feels empowered to make improvements and sees it as 
part of their role. We want to see improvement ideas shift from the 'needs improving' category to the 'this could be even better if...' category. 

Peer learning and knowledge sharing

Recognising and celebrating success

Access to networks

Drop-in sessions

Access to AMAT

Transparent governance framework

Embed into recruitment

Have clinicians in leadership roles

IMPACT teams

Opportunities to showcase 
successful improvement initiatives

Sharing best practice



10impact teams

We have the solutions to the challenges we face. The biggest challenge 
is making time for improvement and getting the right people around 
the table. That's why tackling a challenge requires a dedicated team 
approach.

What is an Impact Team?
An Impact Team is a short-term, multi-disciplinary team who unite to 
find a solution to a problem. 

Who is in an Impact Team?
Impact Teams contain people who can help solve the problem, 
whether they are clinical or non-clinical. There is no limit to number, 
but everyone involved takes an active role. 

What happens in an Impact Team?
An Impact Team can be called by anyone to address a small, medium 
or large issue. The team meets and uses QSIR / PDSA to find a solution.

How do we find time for Impact Teams?
The Executive and Senior Management Team will facilitate this by 
working with operational and management teams to ensure Impact 
Team members can be released from normal duties to focus on 
problem-solving. Tackling issues is not 'extra' it is a core part of 
everyone's work and the Trust will support this to happen. 

We will create a physical location that 
will facilitate Impact Teams to be able 
to meet and problem solve together. 



















Identify an issue

An Impact 
Team is 
assembled

They are 
supported to clear 
their diaries and 
focus on the issue

A facilitator is 
chosen and they use 
the PDSA cycle

The issue is 
discussed in a 
structured way

A solution 
is agreed

The solution is 
implemented

Evaluate 
and check


Provide feedback 
and close the loop



11Sustaining change

Continuous monitoring
Implement robust monitoring systems to track key performance indicators 
(KPIs) and the impact of changes.

Standardisation
Ensure that successful improvements are standardised and integrated into 
daily workflows. This ensures that new practices become the norm.

Training and education
Provide ongoing training and education to staff to ensure they understand 
and adhere to the new processes and best practices.

Leadership support
Maintain leadership commitment and involvement in sustaining changes. 
Leaders should model desired behaviour and communicate the importance 
of the improvement.

Feedback loops
Establish feedback mechanisms that allow staff to provide input on the 
effectiveness of the changes and suggest further improvements.

Recognition and rewards
Continue to recognise and reward individuals and teams for their 
contributions to sustaining improvements.

Documentation
Maintain clear and up-to-date documentation of processes and procedures. 
This includes updating manuals, guidelines, and training materials to reflect 
the current best practices.

Peer accountability
Encourage peer accountability, where team members hold each other 
responsible for following the established processes and maintaining the 
improvements.

Communication
Keep all stakeholders informed about the progress and success of the 
changes. Regularly communicate the positive impact on patient care, safety, 
and operational efficiency.

Regular audits and reviews
Conduct regular audits and reviews of processes to identify any deviations 
and address them promptly.

Patient feedback
Continuously collect and analyse patient feedback to ensure that 
improvements align with their needs.

Learning from failures
Acknowledge that not all changes will succeed, and it's essential to learn 
from failures. Conduct post-implementation reviews and PSIRF.

One of the most challening parts of continuous improvement is sustaining change. There are 
number of different things we need to focus on to sustain improvement. 



12our goals

Goal Measurement

1
Our team is well trained 
and equipped to 
continuously improve

100% of workforce trained in either QSIR fundamentals or QSIR Practitioner.

Improvements in self-efficacy scores from pre to post scores following QSIR training by an average of 1 point per participant.

2 We have developed 
shared governance Increase in number of new improvement initiatives by 5% year on year.

3
We have developed 
effective continuous 
improvement huddles

Positive feedback given from implementation of huddles with individuals recognising the benefit and impact these are having.

4
We have developed 
strong leadership 
behaviours in our team

All individuals to have a QI objective set within their PDR.

Year on year increase in number of nominations for the improvement focussed category in the annual awards ceremony.

5
We support continuous 
improvement in our 
system

10% of all continuous improvement initiatives having a system improvement benefit identified.

30% of QSIR courses slots made available tol BSOL partners to support sharing of good practice.

We have developed five goals associated with our Impact Continuous Improvement 
Programme. This is what we will measure to assure ourselves that we are making progress.
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1 2 3 4 5

Building a shared 
purpose and vision

Developing leadership 
behaviours

Building improvement 
capability and capacity

Investing in people 
and culture

Embedding improvement 
into systems and processes

our continuous improvement journey loop

Everyone has a role to play in continuous improvement. This Journey Loop 
identifies some of the key actions we need to take to strengthen our continuous 
improvement culture. This is both a journey and a loop because culture is not 
static. We must continually revisit how we work, how we lead and how we listen, to 
ensure improvement becomes cultural, not just a project. We are calling it IMPACT.INITIATIVE FOR MAXIMIZING PERFORMANCE AND

ADVANCING CARE THROUGH TRANSFORMATION
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building a shared

This stage is crucial as it aligns all stakeholders, fostering a unified sense of direction and motivation. A 
shared purpose and vision provide clarity, ensuring that everyone at ROH understands their role in achieving 
common goals through continuous improvement, ultimately enhancing collaboration and cohesion.

1 purpose and vision

Key task Rationale Lead

Building understanding 
and support for our vision

The Trust has developed a new purpose: Less pain. More independence. Life-changing care. We must invest 
time into helping people connect with this purpose, building support, and helping people understand their 
role in making it happen. This will give us all a shared goal to work towards.

Turning our values into 
actions

We have an established set of values that our team recognise and support. We must continue to bring these 
values into actions and behaviours in order to help people connect with them more fully. This will strengthen 
our values-based culture, creating stronger team dynamics which is needed for improvement to flourish.

Launch our new strategy Our refreshed strategy will provide out team with the broad objeectives for what the Trust wants to achieve in 
the next five years. This will enable improvement efforts to be focussed and aligned. 

Launch our supporting 
plans

Our supporting plans go into more detail about how we will accomplish our strategy. They include plans for 
particular staff groups like Nursing, and plans for topical areas like health inequality. They are all structured 
around improvement and will enable our team to align their improvement efforts.

Continuous engagement

We must provide regular engagement opportunities at all levels of the organisation. It is vital that people can 
share ideas, issues, concerns and feedback within their team, department and to the Trust leadership. This 
enables people to feel heard and able to contribute. It is also important that we close this feedback loop so 
that people know their contribution is not just heard, but acted upon. 

Aligning with the quality 
priorities

We will ensure that our continuous improvement efforts align with and contribute to the quality priorities of 
the Trust. By doing so, we will coordinate improvement that has the greatest impact.
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developing

Effective leadership sets the tone for the entire organisation. By focusing on this 
stage, ROH ensures its leaders exemplify the behaviors that drive positive change, 
inspire their teams, and create a culture of continuous improvement.

2 leadership behaviours

Key task Rationale Lead

Build upon progress from 
the High Performing 
Leaders Who Care 
programme

The senior leadership team (SLT) of the Trust have undertaken a programme of leadership development 
together. This has resulted in a much stronger sense of shared purpose, a more connected network and 
some developmental projects the SLT wish to undertake. We must build upon this progress and ensure the 
momentum of this programme is carried forward into action. This will impact our whole organisation because 
the focus of this programme is making improvement happen.  

Develop a Leadership 
Charter

A leadership charter is a set of behaviours that senior leaders develop and agree upon. This provides a 
framework for what is and is not acceptable. It is important because it allows the SLT to self-regulate peer-to-
peer and ensure that people work with shared behaviours and focus. 

Institute a regular Senior 
Leadership Team (SLT) 
monthly meeting

The SLT have only started to meet regularly as part of the High Performing Leaders Who Care programme. The 
SLT have seen significant benefit from this, so wnat to carry this forward into a regular SLT meeting, focussed 
on improvement. 

Leadership in shared 
governance

The shared governance programme has a strong focus on developing leadership. This will run alongside our 
Trust-wide leadership development and align with it.
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building improvement

Enhancing the ability to innovate and improve is essential for ROH's success. 
This stage empowers staff with the skills and knowledge needed to identify and 
implement improvements, fostering a culture of adaptability, ownership, and growth.

3 capability and capacity

Key task Rationale Lead

QSIR training for all

QSIR is our improvement methodology. We will ensure everyone gets the opportunity to receieve QSIR 
training. We will ensure QSIR is used in our projects and programmes and we will encourage our teams to 
utilise their learning after they have been trained. We will also support partners in the Birmingham and Solihull 
Integrated Care System to adopt QSIR by supporting training regionally. 

Shared governance 
programme

The shared governance programme will support improvement in clinical area, particularly with Nurses. This 
programme will align with the Nursing strategy and ensure that we have a robust approach to improvement, 
based on shared governance.

Quality Improvement 
Nurse role

The role of the Quality Improvement Nurse will be crucial for supporting continuous improvement and shared 
governance within the Trust. This role will enable ideas and insight to be harnessed and will support learning 
and improvement. 

Learning and Development 
programmes

We offer diverse learning and development opportunities at ROH. We will prioritise  prioritize promoting these 
opportunities universally and will maintain consistent alignment with our continuous improvement ambitions.

Instigate Impact Teams Introduce Impact Teams (see page 13) to support collaborative improvement within the ROH.

Instigate CI huddles Continuous improvement huddles are well utilised in other Trusts to support rapid and timely improvement. 
We will introduce CI huddles at the ROH. 

Distributive responsibility

We must be deliberate in how both support people to improve and set expectations around improvement. The 
resonsibility for improvement must be shared. There is no 'one size fits all' approach, but we can learn from 
what works in othe places. Toyota, for example, expect a regular improvement from every team member, every 
week or every month. This sets expectations that everyone has a role in improvement and that it is expected 
regularly. We will do the same at ROH. 

Monitoring and reporting We will continuously monitor the progress of improvement initiatives and report results to the Trust and our 
stakeholders. Transparency in reporting builds trust and accountability.

Partnership We will collaborate with partners to share best practices and leverage collective knowledge.
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investing in

ROH recognises that its people are its most valuable asset. Investing in their development, wellbeing, and engagement 
not only ensures a motivated workforce but also reinforces a culture of continuous improvement and patient-
centered care where everyone understands their role and works in a positive, improvement-focussed environment. 

4 people and culture

Key task Rationale Lead

Communication

Communication plays a vital role in supporting the development of a continuous improvement culture. This 
the production of and distribution of case studies to help people see improvement in action. Importantly, 
communication helps to close the loop and enable people to see the impact of improvement. We will develop 
specific and regualar communication focussed on improvement to share examples and encourage everyone to 
participate. 

Reward and recognition

We will recognise and reward improvement through celebration and awards. We will introduce an 
improvement focussed category in our annual awards. We will also introduce a new award system which is not 
bound to an annual calendar, but can be nominated and awarded quickly. This will give us opportunities to 
reward people for improvement and share this with the Trust to encourage others. 

Focal point We will create a focal point for improvement by introducing a QSIR mural in a high traffic area of the trust so 
that people can find training opportunities and see example of improvement.

Incentivising improvement
The Royal Orthopaedic Charity (ROC) exist to support the work of the hospital. We will work with ROC to build 
opportunities for funded development opportunities (e.g. competitions where the best improvement idea is 
funded). This will help accelerate ideas which require funding. 

Feedback mechanisms We will establish feedback mechanisms that allow staff to provide input on improvements, voice concerns, and 
offer suggestions and allow us to act on this feedback to show that their input is valued.

Patient-centred focus We will always emphasise the ultimate goal of improving patient care and safety. Our teams will be engaged in 
discussions about how improvements directly benefit patients and their experiences.
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embedding improvement

To sustain progress, ROH must integrate improvement practices into its core operations. 
Embedding improvement into systems and processes ensures that positive changes become 
the norm, delivering consistent quality care and operational excellence.

5 into systems and processes

Key task Rationale Lead

Governance

Governance is important for allowing ideas which require oversight and clinical and corporate input to flow 
through the organisation safely. Good governance is supportive, not restrictive. It is appropriate and simple to 
engage with. Some improvements will not need formal governance (e..g. moving around a room to make work 
flow easier) but some will (e.g. a new clinical protocol or pathway). In the instances where an idea requires 
governance, it should be transparent, there should be a triage function to make it easy to find support and 
there should be no duplication. We will ensure our governance structure supports improvement and the 
people who make it happen. 

Instigate CI huddles Continuous improvement huddles are well utilised in other Trusts to support rapid and timely improvement. 
We will introduce CI huddles at the ROH. 

Business planning
The business planning process is important because it captures the large scale improvements a team wants to 
make in the next 12 months. We will ensure this process is more collaborative in teams, providing training and 
support to get the whole team involved so that ideas can be shared and improvement intentions agreed. 

PDR

The Personal Development Review (PDR) process is a key touch-point for setting goals for people and having 
improvement focussed conversations. We will ensure the PDR process reflects our continuous improvement 
ambitions so that every person feels included in improvement and an expectation is set that they are 
responsible for advancing it. 

Investment in learning We will continue to invest in learning and education associated with continuous improvement and ensure that 
it is inclusive and easy to access for everyone. 

Cross-functional teams We will support cross-functional improvement teams that include members from different departments. This 
can promote collaboration and diverse perspectives when solving complex problems.

Data-driven decision 
making

We will ensure business intellgence supports the Trust to monitor key performance indicators and measure the 
impact of changes.

Standardisation
We will look to standardise processes and procedures whenever possible to reduce variability and errors. We 
will learn from one another and from others and we will implement best practice to ensure it is consistently 
followed.



19aligning continuous improvement with strategy

Deliver 
outstanding 
care that is 
safe, seamless 
and patient 
centred

Rated as 
among the best 
NHS hospitals 
to work for by 
our team

Work with our 
community to 
reduce health 
inequality 
and support 
prevention

Provide 
efficient, 
effective and 
sustainable 
services

COLLABORATION

Collaborate 
to support 
improvement; 
locally, 
regionally and 
nationally

SERVICESCOMMUNITYPEOPLECARE

Innovate, 
improve, 
research 
and teach

EXPERTISE

By consistently seeking 
ways to enhance 
patient-centered 
care, we demonstrate 
a commitment 
to continuous 
improvement and a 
focus on delivering 
compassionate and 
effective services.

By investing in training 
and development, we 
will maintain a high 
level of expertise, 
which we can share 
and drive forward 
improvement across 
all domains of the 
Trust

By actively involving 
staff in process 
improvement efforts, 
we will empower our 
team to contribute 
their expertise and 
insights, fostering a 
sense of ownership 
and pride.

By working with our 
community to reduce 
health inequality and 
support prevention, 
we will improve how 
we care and support 
community health and 
wellbeing.

By continuously 
evaluating data, 
process and and 
feedback and 
adjusting services 
accordingly, we can 
meet the evolving 
needs, demands 
and expectations of 
patients

By prioritising 
collaboration with 
partners, we can 
ensure that patients 
receive comprehensive 
and coordinated 
care and that quality 
improves consistently. 

Our strategic objectives

How our objectives align with continuous improvement
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Compassion and continuous improvement

•	 Continuous improvement ensures that patient care processes 
are regularly reviewed and refined to enhance the overall 
experience, demonstrating compassion by addressing patient 
needs and concerns more effectively.

•	 By continuously improving communication and empathy 
training for staff, the hospital fosters a culture of compassion, 
where healthcare professionals consistently show empathy and 
understanding to patients and their families. 

Openness and continuous improvement

•	 Embracing continuous improvement means being open to 
feedback from both patients and staff, allowing for transparency 
in addressing issues and making necessary changes.

•	 An open approach to continuous improvement encourages 
sharing best practices and lessons learned, creating a culture 
of knowledge exchange and collaboration among healthcare 
providers.

Pride and continuous improvement

•	 Continuous improvement helps the hospital take pride in its 
commitment to delivering the best possible care, as it strives to 
constantly raise the bar on patient outcomes and service quality.

•	 Staff members can take pride in their work when they actively 
engage in improvement initiatives, seeing their contributions 
directly enhance patient experiences and healthcare delivery.

Innovation and continuous improvement

•	 Continuous improvement drives innovation by encouraging 
staff to seek new, more efficient, and effective ways to provide 
care, leading to the adoption of innovative technologies and 
treatment methods.

•	 By fostering a culture of continuous improvement, the hospital 
becomes a hub for innovative ideas, where creativity is nurtured, 
and novel solutions to healthcare challenges are embraced.

Excellence and continuous improvement

•	 Continuous improvement is essential for achieving and 
sustaining excellence, as it allows the hospital to regularly 
assess and refine its processes, striving for the highest standards 
of care.

•	 Through continuous improvement, the hospital consistently 
aims to exceed benchmarks, set new performance goals, and 
achieve a reputation for excellence in orthopaedic care.

Respect and continuous improvement

•	 Continuous improvement reinforces a culture of respect by 
valuing the input and feedback of all stakeholders, including 
patients, families, and staff, ensuring that their perspectives are 
considered and respected.

•	 By continuously improving diversity and inclusion practices, the 
hospital demonstrates respect for the unique backgrounds and 
needs of its diverse patient population and workforce.
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The Service Improvement Team
alicia.stanton1@nhs.net

QSIR training
alicia.stanton1@nhs.net

Learning and development
roh-tr.learning@nhs.net

Digital Transformation Team
roh.digital@nhs.net

qsir: 'the way we do things around here'
Our methodology for continuous improvement is called QSIR (Quality 
Service Improvement Redesign). The QSIR methodology is a systematic 
approach to enhancing quality and service delivery.

Want to get QSIR trained? Contact ...








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identify and embed learning and improvement across the Trust, therefore it aligns to the Trust’s strategic 
objectives, its BAF and the standard of service provided 

PREVIOUS CONSIDERATION: 

PSIRF update presented to the Board in October 2023. The policy and plan were considered by the 
Quality & Safety Committee on 18 October 2023. The policy and plan were also subject to a ‘check and 
challenge’ session with BSol colleagues on 23 October 2023. 
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Purpose 

This policy, along with the accompanying plan, supports the requirements of the Patient 

Safety Incident Response Framework (PSIRF) and sets out The Royal Orthopaedic 

Hospital NHS Foundation Trust (ROHNFT) approach to developing and maintaining 

effective systems and processes for responding to patient safety incidents and issues for 

the purpose of learning and improving patient safety. 

A patient safety incident or event is any unintended or unexpected incident or event which 

could have, or did, lead to harm for one or more patients receiving healthcare, and can 

result in no harm or contribute to a fatal outcome. This policy requires all staff to take 

responsibility for reporting any incident or adverse event or near miss that they become 

aware of and review them as detailed within this policy.  

The Trust acknowledges that adverse events usually reflect a breakdown in systems within 

the organisation and that people are trying to do their best to do their job safely and well. 

Experience shows that although staff actions may contribute to an adverse incident there 

are often underlying causes for these actions. Consequently, the Trust is committed to 

exploring how these system failures occurred and how they can be improved using a 

range of learning response tools. 

The PSIRF advocates a co-ordinated and data-driven response to patient safety incidents. 

It embeds patient safety incident response within a wider system of improvement and 

prompts a significant cultural shift towards systematic patient safety management.  

This policy supports development and maintenance of an effective patient safety incident 

response system that integrates the four key aims of the PSIRF: 

• Compassionate engagement and involvement of those affected by patient safety 

incidents. 

• Application of a range of system-based approaches to learning from patient 

safety incidents. 

• Considered and proportionate responses to patient safety incidents and safety 

issues. 

• Supportive oversight focused on strengthening response system functioning and 

improvement. 
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Scope 

This policy is specific to patient safety incident responses conducted solely for the purpose 

of learning and improvement across The Royal Orthopaedic Hospital NHS Foundation 

Trust (ROHNFT). 

The Patient Safety Incident Response Framework (PSIRF, 2020) provides the NHS with 

guidance on how to respond to patient safety incidents; with no distinction between 

incidents and ‘serious incidents’ for the purpose of learning. As such, it is relevant to all 

bodies involved in providing; commissioning, supporting, overseeing and regulating NHS-

funded care. 

Responses under this policy follow a systems-based approach. This recognises that 

patient safety is an emergent property of the healthcare system: that is, safety is provided 

by interactions between components and not from a single component. Responses do not 

take a ‘person-focused’ approach where the actions or inactions of people, or ‘human 

error’, are stated as the cause of an incident.   

There is no remit to apportion blame or determine liability, preventability or cause of death 

in a response conducted for the purpose of learning and improvement. Other processes, 

such as claims handling, human resources investigations into employment concerns, 

professional standards investigations, coronial inquests and criminal investigations, exist 

for that purpose. The principal aims of each of these responses differ from those of a 

patient safety response and are outside the scope of this policy.  

Where there are legitimate concerns about individual and/or organisational accountability 

including criminal or civil proceedings, disciplinary procedures, employment law, or 

professional standards and organisational or professional regulators need to be involved, 

they must be informed, and their relevant protocols followed.  

This policy applies to all permanent and temporary staff employed, or those working under 

contract for services or under service level agreement, within the Trust. The policy also 

describes the arrangements for the management of incidents where more than one 

provider is involved. 

Information from a patient safety response process can be shared with those leading other 

types of responses, but other processes should not influence the remit of a patient safety 

incident response. 
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Our Patient Safety Culture 

PSIRF heralds a significant cultural shift. Like all cultural shifts, it will not be easy and will 

take time. But the potential gains for patients and families, for staff and ultimately for safety 

are significant. There could be no bigger incentive. 

At the ROHNFT, we are committed to working towards the move from a retribution 

approach to types of incidents, such as patient safety incidents, to establishing a just culture 

within the organisation. Leaders across the ROHNFT are required to proactively embrace 

this approach and support from staff side colleagues will be instrumental in supporting the 

organisation to a just culture. 

The goals of a just culture include: 

• Moral engagement 

• Fairness 

• Reintegration of the practitioner 

• Organisational Learning 

Further information about the NHS Just Culture Guide can be found here: 

NHS England » A just culture guide 

PSIRF will enhance these by creating stronger links between patient safety events and 

learning for improvement.  

Our safety culture within the ROHNFT continues to make progress: we have 

programmes of work in place to improve this, including: 

• A Just Culture Project Group 

• Development and implementation of safety data/dashboards 

• Human Factors and Civility and Respect Programmes 

• Focused work on Freedom to Speak Up and raising concerns. 

• Leadership Development Programme 

• Equality and Diversity/Inclusion Agenda 

• Wellbeing Programme 

• Embedding of Values and Behaviours 

• Policy development and revisions 

• Utilisation of resources to monitor improvement work across the organisation 

• Implementation of a lessons learned framework 

  

https://www.england.nhs.uk/patient-safety/a-just-culture-guide/
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Patient Safety Partners 

The Patient Safety Partner (PSP) is a new and evolving role developed by NHS England to 

help improve patient safety across the NHS.  

At the ROHNFT, we are excited to welcome PSPs, who will offer support alongside our 

people, patients, families, and carers to influence and improve safety across our range of 

services. PSPs can be patients, carers, family members or other lay people (including NHS 

staff from another organisation) and offer great opportunities to share experiences and skills 

and provide an additional level of scrutiny. This exciting new role will evolve over time with 

the main purpose of the role being to act as the voice for our patients and community who 

utilise our services, ensuring patient safety is at the forefront of all that we do.  

PSPs will provide objective feedback focusing on maintaining safety and improvement. This 

may include attendance at our patient safety and quality governance meetings and 

involvement with the production and review of relatable policies and procedures. The 

information may be complex, and partners will provide feedback to ensure patient safety is 

our priority.  

PSPs will be supported in their voluntary role by the Patient Safety Specialist who will 

provide expectations and guidance for the role. They will have regular reviews and training 

needs will be agreed together, based on the experience and knowledge of each partner. 

The PSP role will be reviewed annually to ensure the role is aligned to the patient safety 

agenda as it continues to develop and expanded to ensure we are represented by the 

diverse communities we serve, including population groups who may sometimes 

experience challenges in accessing our services. 

Addressing Health Inequalities 

Health inequalities refers to the differences in care that people receive and the opportunities 

they have to lead healthy lives. Typically, in England health inequalities are often addressed 

across four types of factors: 

• Socio-economic factors, for example, income. 

• Geography or location. 

• Specific characteristics, including protected characteristics. 

• Socially excluded groups, for example, people experiencing homelessness. 

The PSIRF has been developed to provide a mechanism to help address inequalities in 

patient safety through the following: 
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• Its flexible approach makes it easier to address concerns specific to health 

inequalities, and it provides the opportunity to learn from PSIs that did not meet 

the definition of a ‘serious incident’. 

• It prompts consideration of inequalities in the development and maintenance of 

patient safety incident response policies and plans, and in the learning response 

process it describes. 

• It gives guidance on engaging those with diverse needs. 

• The framework endorses a system-based approach (instead of a ‘person focused’ 

approach). This will support the development of a just culture and aims to reduce 

gaps in rates of disciplinary action between ethnic groups across the NHS 

workforce. 

The NHS has a duty to reduce inequalities in health by improving access to services and 

tailoring those around the needs of the local population in an inclusive way. The Trust is 

committed to delivering on its statutory obligations under the Equality Act, (2010) and will 

use data intelligently to assess any disproportionate patient safety risk to patients from 

across the range of protected characteristics. This data can be captured via our 

Electronic Patient Records (EPR) and Ulysses incident reporting system.  

In our response toolkit, we will directly address any features of an event which indicate 

health inequalities, that may have contributed to harm or demonstrate an ongoing risk to 

any population group, including all protected characteristics. 

When constructing safety improvement actions in our patient safety learning responses 

we will consider inequalities. We will look to address health inequalities as part of our 

safety improvement work. In establishing our future policy and plan we will work to 

identify variations of inequality by using our population and patient safety data to ensure 

it is considered as part of the development process for the future. 

Engagement of those involved (patients, families/carers, and our people) following a 

patient safety event, is crucial to our patient safety learning responses. We will ensure 

that we use available tools to include easy read, translation, and interpretation services 

alongside any other method appropriate to meet their needs and maximise the potential 

of being involved. 

Information resources produced by the ROHNFT can be made available in alternative 

formats, such as easy read or large print and may be available in alternatives languages 

upon request. These requests can be made to our internal communications team. 

ROHNFT endorses a zero tolerance of racism, discrimination, and unacceptable 

behaviours from and towards our people, our patients, carers, and families.
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Engaging and Involving Patients, Families and Staff 
Following a Patient Safety Incident 

The PSIRF recognises that learning and improvement following a patient safety 

incident can only be achieved if supportive systems and processes are in place. It 

supports the development of an effective patient safety incident response system that 

prioritises compassionate engagement and involvement of those affected by patient 

safety incidents (including patients, families and staff). This involves working with 

those affected by patient safety incidents to understand and answer any questions 

they have in relation to the incident and signpost them to support as required. 

The term engagement describes everything an organisation does to communicate with 

and involve people affected by a patient safety incident in a learning response. This 

may include the Duty of Candour notification or discussion, and actively engaging 

patients, families, and healthcare staff to seek their input to the response and develop 

a shared understanding of what happened. 

Compassionate engagement describes an approach that prioritises and respects the 

needs of people who have been affected by a patient safety incident. 

Involvement is part of wider engagement activity but specifically describes the process 

that enables patients, families, and healthcare staff to contribute to a learning 

response. 

Those affected by a patient safety incident must have clear information about the 

purpose of a learning response, and what to expect from the process. Organisations 

will need to provide this information to those affected. Any information should ideally 

contain:  

1. What a patient safety incident is. 

2. What a learning response is, and what the different types of response are. 

3. Definitions of key words and phrases. 

4. Ways to involve those affected, and how they can prepare for this involvement. 

5. Support resources (local and national). 

Correspondence or information should be made available in both digital and physical 

formats, recognising that not everyone will have access to an electronic device. 

Special attention should be paid to how the information is presented, its tone, the 

reading age it is pitched at, its understandability by those whose first language is not 

English.  
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Patient Safety Incident Response Planning 

PSIRF supports organisations to respond to incidents and safety issues in a way that 

maximises learning and improvement, rather than basing responses on arbitrary and 

subjective definitions of harm. Beyond nationally set requirements, organisations can 

explore patient safety incidents relevant to their context and the populations they 

serve rather than only those that meet a certain defined threshold. 

The ROHNFT will take a proportionate approach to its response to patient safety 

events, ensuring the focus is on maximising improvement. To fulfil this, we will 

proactively undertake planning of our current resources for patient safety learning 

responses and our existing safety improvement workstreams. Our Patient Safety 

Incident Response Plan (PSIRP) will detail how this will be achieved, alongside how 

we intend to meet both the National requirements and our ROHNFT local priorities for 

patient safety incident responses. 

Resources and Training to Support Patient Safety Incident 
Response. 

Training requirements for those involved in producing Patient Safety Incident 

Responses PSIRF oversight:  

Topic Minimum 
duration 

Content 

Systems approach to 
learning from patient 
safety Incidents 

2 days or 
12 hours 

● Introduction to complex systems, 
systems thinking and human factors 
● Learning response methods: including 
interviewing, and asking questions, 
capturing work as done, data synthesis, 
report writing, debriefs and after-action 
reviews 
 ● Safety action development, 
measurement, and monitoring 

Involving those affected 
by patient safety incidents 
in the learning process 

1 day or 6 
hours 

● Duty of Candour 
● Just Culture  
● Being open and apologising 
● Effective communication 
● Effective involvement 
● Sharing findings 
● Signposting and support 

Patient safety syllabus level 
1: essentials for patient 
safety 

E-Learning ● Listening to patients and raising 
concerns 
● The systems approach to safety, where 
instead of focusing on the performance 
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of individual members of staff, we try to 
improve the way we work 
● Avoiding inappropriate blame when 
things don’t go well 
● Creating a just culture that prioritises 
safety and is open to learning about risk 
and safety 

Patient safety syllabus level 
2: access to practice 

E-Learning ● Introduction to systems thinking and 
risk expertise 
● Human factors 
● Safety culture 

Continuing professional 
development 

At least 
annually 

● To stay up to date with best practice 
(for example through conferences, 
webinars.) 

 

We will have governance arrangements in place to ensure patient safety learning 

responses are not led by ROHNFT staff who were involved in the patient safety event 

itself. Responsibility for patient safety learning responses from our locally agreed 

ROHNFT priorities sits with the Divisional governance teams and our Divisional 

Triumvirates.  

Patient Safety Learning Responses (PSLRs) sitting outside of our priorities will be led 

by a suitable senior leader within the relevant service line. Patient Safety Incident 

Learning Response Leads will have an appropriate level of seniority to influence within 

the Trust; this may depend on the nature and complexity of the patient safety event and 

the learning response required. 

The Trust’s governance arrangements will ensure patient safety learning responses are 

not undertaken by staff working in isolation. The Divisional governance team and core 

governance team will support patient safety learning responses wherever possible and 

can provide advice on cross-system and cross-area working where this is required. 

Our people affected by patient safety events will be afforded the necessary support and 

given time to participate in patient safety learning responses. All ROHNFT leaders will 

work within our just culture principles and utilise other teams to ensure our people are 

supported. 

We will utilise both internal and (where necessary) external subject matter experts with 

relevant experience, knowledge, and skills. 
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Our Patient Safety Incident Response Plan 

Our accompanying plan sets out how the ROHNFT intends to respond to patient safety 

incidents over a period of 12 to 18 months. The plan is not a permanent set of rules that 

cannot be changed. We will remain flexible and consider the specific circumstances in 

which each patient safety incident occurred and the needs of those affected, as well as 

the plan. 

The process to create our patient safety incident response plan has been collaborative.  

To define the ROHNFT patient safety risk and responses for 2023/24 the following 

stakeholders were involved*: 

• Staff – through the incidents reported on the ROHNFT Local Incident 

Management System 

• Senior leaders across the divisions 

• Partner organisations from across the Integrated Care System (ICS), through 

partnership working with the ICS patient safety and quality leads 

*The ROHNFT aims to incorporate wider patient perspective into future PSIRF planning 

through the introduction of Patient Safety Partners (PSPs). More information can be found on 

the National PSP programme on the NHS England website NHS England » Framework for 

involving patients in patient safety 

The ROHNFT patient safety risks were identified through the following data sources: 

• Trend analysis of five years of Ulysses incident data 

• Thematic analysis of Ulysses incident data 

• Key themes from complaints/PALS/claims/inquests 

• Key themes from specialist safety and quality groups (e.g. falls, VTE and 

pressure ulcers) 

• Output of stakeholder discussions 

Reviewing Our Patient Safety Incident Response Policy and Plan 

Our patient safety incident response plan is a ‘living document’ that will be appropriately 

amended and updated as we use it to respond to patient safety incidents. We will 

review the plan every 12 to 18 months to ensure our focus remains up to date; with 

ongoing improvement work our patient safety incident profile is likely to change. This 

will also provide an opportunity to re-engage with stakeholders to discuss and agree 

any changes made in the previous 12 to 18 months.  

Updated plans will be published on our website, replacing the previous version.   

https://www.england.nhs.uk/patient-safety/framework-for-involving-patients-in-patient-safety/
https://www.england.nhs.uk/patient-safety/framework-for-involving-patients-in-patient-safety/
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A rigorous planning exercise will be undertaken every four years and more frequently if 

appropriate (as agreed with our integrated care board (ICB)) to ensure efforts continue 

to be balanced between learning and improvement. This more in-depth review will 

include reviewing our response capacity, mapping our services, a wide review of 

organisational data (for example, patient safety incident investigation (PSII) reports, 

improvement plans, complaints, claims, staff survey results, inequalities data, and 

reporting data) and wider stakeholder engagement. 
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Responding to Patient Safety Incidents 

Patient Safety Incident Reporting and Decision-Making Arrangements 

The Trust is responsible for the safety of everyone who uses or works within its 

services and must ensure robust systems are in place to recognise, report, investigate 

and respond to patient safety incidents and to improving the quality of care to patients 

and the safety of staff and members of the public, through the consistent monitoring 

and review of incidents which result, or had the potential to result in harm, damage or 

other loss.  

Organisational learning and remedial action are central to a good patient safety incident 

response and the reporting of all incidents is a key factor in enabling this. Staff have a 

right, and a duty, to raise with their employer any matters of concern they may have about 

health service issues associated with the organisation and delivery of care. 

Our aims and objectives are to: 

• Promote an open, honest and fair approach to the identification, management 

and learning from patient safety incidents. 

• Provide staff with an agreed method of reporting, investigation and 

management of patient safety incidents in line with our PSIRF Plan and 

development of quality improvement plans. 

• Enable collection and use of robust data to inform and promote organisational 

learning and improvement, providing appropriate assurance to internal and 

external stakeholders as required. 

• Use patient safety incident responses to identify any deficiencies in care or 

service, learning from these findings through the development of safer practices 

and environments for the benefit of patients, staff and visitors. 

• Establish a patient safety incident response and management framework which 

is proportionate to the incident being reported and fulfils statutory and 

contractual requirements in line with national best practice. 

• Support openness and transparency and assure patients / their representatives 

that appropriate review, investigation and learning from patient safety incidents 

are embedded within the organisation. 

The Trust’s arrangements for the reporting of and management of patient safety incidents 

are set out below:- 

Incident Reporting 

All staff are required to report and manage patient safety incidents. Where a patient 

safety incident occurs, staff must take appropriate immediate remedial action at the 
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time of an incident to prevent further harm to patients; staff; general public and Trust 

assets. 

All patient safety incidents are reported by staff via our Local Incident Management 

System (LIMS), which is currently Ulysses. Through induction and mandatory training 

all staff receive training on how to report incidents and those members of staff 

specifically involved in the management and investigation of incidents are provided with 

further, more specialist training on how to utilise the system. 

Divisional Triumvirate & Governance Arrangements 

Each of the two Divisions within the Trust have delegated responsibility for the quality 

and safety of the clinical services that are within their remit.  

The Divisional Governance groups/triumvirates, which hold a divisional governance 

meeting on a bi-weekly basis, are responsible for:  

• Ensuring appropriate and timely patient safety incident identification, 

reporting, management and response arrangements are in place for all areas 

within their responsibility. 

• Ensuring patient safety incident responses are conducted in line with the 

Trust’s PSIRF Plan and takes into consideration wider on-going or planned 

quality improvement projects or plans when making decisions on the 

necessity and/or type of response to patient safety incidents. 

• Monitoring the implementation of recommendations from incident 

investigations and quality improvement plans relevant to their division. 

• Escalating assurance/exceptions to appropriate Trust level Committees / 

individuals. 

Reporting to the National Reporting and Learning System (NRLS) and Strategic 

Executive Information System (StEIS) 

Until NRLS and StEIS are replaced by the Learn From Patient Safety Events service 

(LFPSE), all patient safety incidents must be reported to NRLS via the trust’s local 

incident management system, and all patient safety incidents for which an independent 

or provider led PSII is undertaken must be reported to StEIS.  

Once an independent PSII report is finalised and shared with the provider, the provider 

can complete the uploading of investigation findings to StEIS for sharing and learning 

purposes, ahead of closure of the incident.  

Reporting to the Learn From Patient Safety Events service (LFPSE)  

The LFPSE service will replace NRLS and StEIS.  
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Reporting to LFPSE is the equivalent of reporting to NRLS and StEIS but once an 

organisation starts reporting to LFPSE, it only needs to make one incident report – that 

is, it no longer needs to report to NRLS or StEIS. 

Responding to Cross-System Incidents/Issues 

The Trust will continue to follow current governance processes in regard to cross 

system patient safety incidents. 

Where patient safety incidents involve other trusts, the governance team communicates 

and liaises with the other Trust’s respective governance team to co-ordinate and 

facilitate timely investigation and feedback. 

In addition, the Trust currently holds monthly joint governance meetings with University 

Hospital Birmingham NHS Foundation Trust and Birmingham Women’s and Children’s 

Hospital NHS Foundation Trust, which provides the forum for discussion of joint 

pathway patient safety incidents and operational risks and issues. Similar arrangements 

are currently being established with Robert Jones and Agnes Hunt NHS Foundation 

Trust. 

Timeframes for Learning Responses 

Response Type Expected time to gather 
information 

Expected timeframe to produce 
response report 

Patient Safety Incident 
Investigation (PSII) 

20 – 80 hours over several 
weeks. 

3 months from date of incident, can 
be extended to up to 6 months in 
extenuating circumstances, to be 
agreed by divisional governance 
group. 

After Action Review 
(AAR) 

Likely to take 45 – 90 minutes. Within 2-4 weeks of AAR. 

Multidisciplinary Team 
(MDT) Review 

Likely to take 2 – 3 hours. Within 2-4 weeks of MDT Review. 

Thematic Reviews Dependent on complexity and 
data set to be reviewed. 

Within 4 weeks of need for thematic 
analysis identified and investigator 
allocated. 
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Safety Action Development and Monitoring Improvement. 

Learning response methods enable the collection of information to acquire knowledge. 

This is important, but it is only the beginning. A thorough human factors analysis of a 

patient safety incident does not always translate into better safety actions to reduce 

risk. We must move from identifying the learning to implementation of the lessons. 

Without an integrated process for designing, implementing, and monitoring safety 

actions, attempts to reduce risk and potential for harm will be limited. 

The process starts by identifying and agreeing those aspects of the work system where 

change could reduce risk and potential for harm (i.e., ‘areas for improvement’ or system 

issues). Actions to reduce risk (i.e., safety actions) are then generated in relation to 

each defined area for improvement. Following this, measures to monitor safety actions 

and the review steps are defined. 

The term ‘areas for improvement’ is used instead of ‘recommendations’ to reduce the 

likelihood of solutionising at an early stage of the safety action development process. 

Understanding contributory factors and work as done should not be confused with 

developing safety actions. Areas for improvement set out where improvement is 

needed without defining how that improvement is to be achieved. Safety actions in 

response to a defined area for improvement depend on factors and constraints outside 

the scope of a learning response. 

The process emphasises a collaborative approach throughout, including involvement of 

those beyond the ‘immediate and obvious’ professional groups and working closely with 

those with improvement expertise. Imposed solutions often fail to engage staff and lack 

sustainability as a result. 

Work is ongoing to ensure our quality and safety improvement methodology is aligned 

to the PSIRF and that all improvement work is registered on one platform so that 

improvements required can be designed, implemented and monitored using an 

integrated approach of reducing risk and limit the potential for future harm.  
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Safety Improvement Plans 

Safety improvement plans bring together findings from various responses to patient 

safety incidents and issues. The ROHNFT will have several improvement plans in place 

which will be adapted to respond to outcomes of improvement efforts and other 

influences such as national safety improvement programmes. 

The ROHNFT Patient Safety Incident Response Plan has outlined local priorities for 

focus or response under the PSIRF. These were developed due to the opportunity they 

offer for learning and improvement where improvement efforts have not been 

accompanied by reduction in risk or harm. 

The Trust will implement a platform where all improvement plans and improvement 

work will be logged in one place to give an overview of where we were, what actions 

have been completed, what the impact of interventions and improvements has been 

and ongoing monitoring can continue to ensure that improvements are fully embedded.  
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Oversight Roles and Responsibilities 

Key staff and internal stakeholders/groups 

All Staff  

All staff are required to report and manage incidents in line with this policy. Where an 

incident occurs staff must take appropriate immediate remedial action at the time of an 

incident to prevent further harm to patients; staff; general public and Trust assets.  

Chief Executive  

The Chief Executive is responsible for ensuring the infrastructure is in place to identify, 

report, manage, investigate and analyse patient safety incidents in order to learn 

lessons. The Chief Executive delegates responsibility to the Director of Governance. 

Executive Director of Governance 

The Director of Governance is responsible to the Trust Board and the Chief Executive 

in relation to patient safety incident management and the implementation of learning 

and improvement that stems from the investigation of patient safety events. 

Executive Chief Nurse 

The Executive Chief Nurse is responsible to the Trust Board and the Chief Executive 

and is the Executive Lead in relation to patient safety. 

All Executive Directors  

All Executive Directors have a role to encourage patient safety incident reporting, 

support patient safety incident responses and share lessons and themes from incidents 

across their areas of responsibility. 

Assistant Director of Governance & Risk 

The assistant Director of Governance & Risk, as well as the wider governance team, 

are responsible for:- 

• Oversight of the development and management of the PSIRP within the Trust 

• Developing strategies, designing and implementing systems to raise 

awareness of and improvement of incident reporting, risk assessment, risk 

registers, investigation processes including training in learning response tools 

• Organisation wide trend analysis to identify cross cutting themes including the 

identification of health inequalities.  
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• Ensuring that learning from adverse events and incidents is shared across the 

Trust and where relevant the health system.  

• Ensuring appropriate notification of incidents to relevant internal and external 

stakeholders, agencies and regulatory bodies.  

• Notifying the Chief Executive, Executive Directors, Non-Executive Directors 

and all other relevant stakeholders, of unexpected deaths or other serious 

incidents that may attract media attention.  

• Providing appropriate advice and support to the Chief Nurse and Medical 

Director to enable the accurate identification, reporting and investigation of 

incidents.  

• Ensuring an effective quality assurance process is in place to monitor the 

quality of investigations, associated reports and action plans.  

• Ensuring an effective tracking system is in place so that investigation and 

learning response data and progress against action plans can be monitored 

and reported on to the Trust Board and Sub Committees.  

• Ensuring that evidence is collected and appropriately stored to validate the 

implementation of recommendations and actions arising from PSII’s.  

• Ensuring assurance evidence can be retrieved in a timely way when required 

by the Trust Board or other internal or external stakeholders, as appropriate. 

Patient Safety Lead  

The Trust’s Patient Safety Lead is responsible for: - 

• Oversight of the development and implementation of the PSIRF Plan and 

Policy within the Trust. 

• Development and implementation of the Trust's Patient Safety Strategy and 

implementation of the NHS Patient Safety Strategy within the Trust. 

• To ensure that the ROHNFT patient safety incident response system and 

investigations integrates the four key aims of PSIRF: 

• Compassionate engagement and involvement of those effected by patient 

safety incidents 

• Application of a range of system-based approaches to learning from patient 

safety incidents 

• Considered and proportionate responses to patient safety incidents and safety 

issues 

• Supportive oversight focused on strengthening response system functioning 

and improvement. 

• Oversight of safety improvement workstreams, ensuring that these are logged 

appropriately and accessible to relevant staff and teams. 

• Working with HR and other relevant stakeholders to ensure a just culture, 

systems thinking and human factors awareness is embedded across the 

Trust. 
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Patient Safety Partner 

The Patient Safety Partner (PSP) will be actively involved in the design of safer 

healthcare at all levels in the organisation. PSPs will provide objective feedback 

focusing on maintaining safety and improvement. This may include attendance at our 

patient safety and quality governance meetings and involvement with the production 

and review of relatable policies and procedures. The information may be complex, and 

partners will provide feedback to ensure patient safety is our priority. 

Divisional Triumvirate & Governance Team 

The respective Divisional Triumvirates and the governance team are responsible within 

their areas and remit for:- 

• Ensuring arrangements are in place at a ward or departmental level to enable 

appropriate and timely patient safety incident identification, reporting, 

management and investigation for all areas within their responsibility.  

• To inform the Governance team immediately of any serious incidents and 

ensure that an incident report is completed via the Trust’s Local Incident 

Management System 

• To make decisions on and undertake investigation into patient safety incidents 

by utilising and following the PSIRF Plan  

• To produce a quality improvement plan outlining the required actions to be 

implemented to ensure lessons are learned.  

• Sharing of any relevant patient safety incident response reports, quality 

improvement plans/action plans, and copies of any Duty of Candour 

correspondence with the patient / family.  

• To feedback the outcome of patient safety incident responses to staff as 

appropriate. 

• Governance team to provide assurance reports on patient safety incident 

responses to Divisional Management Board. 

• Ensure that staff involved in patient safety incidents, or the management and 

investigation of patient safety incidents, receive appropriate support. 

• Ensure that the patients, relatives or carers are informed about the incident in 

a timely manner in accordance with the Duty of Candour and document this 

discussion on the Trust’s LIMS. 

• To support and formally monitor, at Division meetings, progress against 

quality improvement plans/action plans produced as a result of patient safety 

incident investigations and responses. 

Patient Safety Incident Investigators 
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Patent Safety Incident Investigators are responsible for conducting the types of patient 

Safety incident responses as set out in the PSIRF Plan and as decided upon by the 

divisional triumvirate under the governance processes outlined in this policy. They are 

responsible for:- 

• Ensuring that they are competent to undertake the PSIIs assigned to them 

and if not or there is a conflict of interest, request it is reassigned.  

• Developing clear terms of reference in conjunction with the Divisional 

Triumvirate, governance team, clinical teams, patients/relatives (those 

affected) and relevant Executive Directors  

• Ensure that they undertake PSIIs in line with the national PSII standards.  

• Undertake PSIIs and PSII-related duties in line with latest national guidance 

and training.  

• Identify those affected by patient safety incidents, both patients, families, 

carers and staff and support their needs, including signposting to support 

services and provide them with timely and accessible information and advice. 

• Provide documentary evidence in support of the investigation findings and 

conclusions for safekeeping by the Patient Safety Team. This will include 

copies of evidence, statements and completed analysis tools. Following 

executive approval of the report, the report findings will be fed back to the 

Divisional Triumvirate and Governance Team 

Key Board and Committee Responsibilities 

Board of Directors  

The Board of Directors is responsible for ensuring that appropriate systems are in place 

to enable the organisation to deliver its objectives in relation to PSIRF. It delegates this 

responsibility to the Quality & Safety Committee. 

Quality and Safety Committee  

The Quality and Safety Committee is responsible for assuring the Board of Directors 

that:  

• The Trust has a strong patient safety incident reporting culture in which patient 

safety incidents are promptly identified reported and investigated. 

• PSIIs are being appropriately identified, managed and investigated and any 

resulting actions and learning are being addressed and embedded. 

• Trends in patient safety incidents are being reviewed and managed on a Trust-

wide basis. 

• Quality improvement and learning from patient safety incidents is being identified 

and implemented. 
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In collaboration with the Divisions and the Governance Team, the Quality and Safety 

Committee will also ensure that divisions are:  

• Reporting, managing and investigating patient safety incidents in line with this 

policy and the accompanying plan. 

• Ensuring implementation of recommendations and quality improvement plans 

from serious incident investigations. 

They also have a role in the analysis of patient safety incident data, triangulating this 

information with other sources to identify trends and request assurance and 

improvement where required. 

Executive Governance Meeting 

The Executive Governance meeting is a forum for assurance and oversight as well as 

sign off on PSIIs and patient safety incidents and their responses that are deemed 

suitable for escalation to Executive Director level. 

Key External Stakeholders 

Birmingham and Solihull Integrated Care Board (BSOL ICB) 

BSOL ICB will seek assurance on PSIIs and any other patient safety incident matters 

and provide scrutiny and oversight via regular monthly contracting and patient safety 

oversight meetings. 
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Complaints and Appeals 

All complaints add/or appeals relating to the Trust’s response to patient safety 

incidents are to be communicated to our Patient Experience Team and managed in 

accordance with the Trust’s Complaints and PALS policy. 

The contact details for our Patient Experience Team can be accessed via the below 

link:- 

Royal Orthopaedic Hospital - Patient experience (roh.nhs.uk) 

Other Policies to which this Policy Relates 

• Complaints and PALS Policy 

• Incident Reporting and Management Policy 

• Risk Management Policy 

Further Information 

For further advice and information please contact the governance team on:-  

Ext: 55292 or Ext: 55432 

Or email:- 

roh-tr.governance-mail@nhs.net 

 

https://roh.nhs.uk/patient-experience
mailto:roh-tr.governance-mail@nhs.net
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Introduction 

This plan, along with the accompanying policy, supports the requirements of the Patient 

Safety Incident Response Framework (PSIRF) and sets out The Royal Orthopaedic 

Hospital NHS Foundation Trust (ROHNFT) approach to developing and maintaining 

effective systems and processes for responding to patient safety incidents and issues for 

the purpose of learning and improving patient safety. 

A patient safety incident or event is any unintended or unexpected incident or event which 

could have, or did, lead to harm for one or more patient’s receiving healthcare, and can 

result in no harm or contribute to a fatal outcome. This policy requires all staff to take 

responsibility for reporting any incident or adverse event or near miss that they become 

aware of and review them as detailed within this policy.  

The Trust acknowledges that adverse events usually reflect a breakdown in systems within 

the organisation and that people are trying to do their best to do their job safely and well. 

Experience shows that although staff actions may contribute to an adverse incident there 

are often underlying causes for these actions. Consequently, the Trust is committed to 

exploring how these system failures occurred and how they can be improved using a 

range of learning response tools. 

The PSIRF advocates a co-ordinated and data-driven response to patient safety incidents. 

It embeds patient safety incident response within a wider system of improvement and 

prompts a significant cultural shift towards systematic patient safety management.  

This policy supports development and maintenance of an effective patient safety incident 

response system that integrates the four key aims of the PSIRF: 

• Compassionate engagement and involvement of those affected by patient safety 

incidents. 

• Application of a range of system-based approaches to learning from patient 

safety incidents. 

• Considered and proportionate responses to patient safety incidents and safety 

issues. 

• Supportive oversight focused on strengthening response system functioning and 

improvement.  
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This Patient Safety Incident Response Plan sets out how The Royal Orthopaedic Hospital 

NHS Foundation Trust (ROHNHSFT) intends to respond to patient safety incidents over a 

period of 12 to 18 months. The plan is not a permanent rule that cannot be changed. We 

will remain flexible and consider the specific circumstances in which patient safety issues 

and incidents occurred and the needs of those affected. The purpose is to continually 

improve the quality and safety of the care we provide. 

One of the underpinning principles of PSIRF is to do fewer “investigations” but to do them 

better. Better means taking the time to conduct systems-based investigations by people 

that have been trained to do them. This plan and associate policies and guidelines will 

describe how it all works. The NHS Patient Safety Strategy challenges us to think 

differently about learning and what it means for a healthcare organisation. A risk to 

successfully implementing PSIRF is continuing to investigate and review incidents as we 

did before, but simply giving the process a new label. The challenge is to embed an 

approach to investigating that forms part of the wider response to patient safety incidents, 

whilst allowing time to learn thematically from the other patient safety insights.  

Our Services 

The Royal Orthopaedic Hospital NHS Foundation Trust (ROHNFT) is registered with the 

Care Quality Commission to provide services in the following locations: 

• The Royal Orthopaedic Hospital 

• College Green (Outpatient physiotherapy services) 

• Lordswood Musculoskeletal Clinic 

• ROH Community Health Hub 

• The Royal Orthopaedics Community Scheme (delivering care in patients’ homes) 

We provide a variety of services across the organisation in the following departments: 

• Admissions and Day Case Unit (ADCU) 

• In patient wards, including a private ward (109 beds - predominantly used by 

elective surgical patients) 

• Main Outpatients Department 

• Children and Young Persons Outpatient Department 

• Theatres (14 theatres) 

• Pre-Operative Assessment Unit (POAC) 



 

Patient Safety Incident Response Plan 
Version 1.0 
Review Date: November 2024 

 Page 5 of 17 

• High Dependency Unit (HDU) 

• Physiotherapists – inpatient, outpatient and hydrotherapy 

• Orthotics 

• Pain Management 

• Imaging (X Ray and MRI) 

• Discharge Lounge 

• Safeguarding 

• The Royal Orthopaedic Community Scheme 

We also have a variety of specialities which include: 

• Foot and Ankle 

• Hands and Forearms 

• Hips 

• Knees 

• Musculoskeletal 

• Shoulder and Elbow 

• Spines 

• Oncology 

• Anaesthetics 

• Critical Care 

• Chronic Pain 

• Perioperative Medicine 

• Musculoskeletal Medicine 

• Radiology 
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Defining Our Patient Safety Incident Profile 

The process to define our patient safety incident profile has been collaborative. To define 

the ROHNFT patient safety risk and responses for 2023/24 the following stakeholders 

were involved: 

• Staff – through the incidents reported on the ROHNFT Local Incident 

Management System (LIMS) 

• Senior leaders across the divisions. 

• ICS partner organisations through partnership working with the ICS patient safety 

and quality leads. 

*The ROHNFT aims to incorporate wider patient perspective into future PSIRF planning 

through the introduction of Patient Safety Partners (PSP’s). More information can be 

found on the National PSP programme on the NHS England website NHS England » 

Framework for involving patients in patient safety 

The ROHNFT patient safety risks were identified through the following data sources: 

• Analysis of five years of ROH LIMS incident data 

• Thematic analysis of ROH LIMS incident data 

• Key themes from complaints/PALS/claims/inquests 

• Key themes from specialist safety and quality committees (e.g. falls, VTE and 

pressure ulcers) 

• Output of stakeholder discussions 

National priorities for investigation or referral to other bodies have been defined by NHS 

England, please see below for a full list of the current priorities and mandated response 

required. 

  

https://www.england.nhs.uk/patient-safety/framework-for-involving-patients-in-patient-safety/
https://www.england.nhs.uk/patient-safety/framework-for-involving-patients-in-patient-safety/
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Defining our patient safety improvement profile 

Throughout the ROHNFT improvement work is a key thread that is woven throughout all 

that we do. However, this improvement work is most often undertaken in silo, there is a lack 

of oversight of improvement work and a lack of assurances that improvements have been 

successful, meaningful and fully embedded as “work as done”. Work has commenced to 

ensure this oversight and assurance is visible and continuing.  

There are many groups, networks and committee’s that implement improvement works and 

these include, but are not limited to: 

• The Falls and Dementia Working Group 

• Cancer Board 

• Safeguarding Committee 

• Medical Device Assurance Group 

• Divisional Management Boards 

• Divisional Governance Groups 

• Infection Prevention and Control Groups, including a Theatre Focus Group 

• AQILA 

• Resuscitation Group (responsible for National Managing Deterioration Safety 

Improvement Program (ManDetSIP)) 

• The Human Tissue Authority Group 

• Specialty Meetings – ADCU, POAC, Theatres, RRT, HDU 

• Harm Reviews 

• Clinical Audit 

• Venous Thromboembolism Group 

• Blood Safety Group 

• Nutrition and Hydration Steering Group 

• Medication Safety Group (responsible for National Medicines Safety Improvement 

Programme (MH-SIP)) 

• Drugs and Therapeutics Committee 

 

Work is ongoing to ensure our quality and safety improvement methodology is aligned to 

the PSIRF and that all improvement work is registered on one platform so that 

improvements required can be designed, implemented and monitored using an 

integrated approach of reducing risk and limit the potential for future harm.  
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Our Patient Safety Incident Response 
Plan: National Requirements Applicable to ROHNFT 

Patient safety incident type Required response  Anticipated improvement 
route 

Incidents meeting the Never 

Events criteria 2018 (or it’s 

replacement) 

Locally led Patient Safety 

Incident Investigation (PSII) 

Create local organisational 

actions and feed these into the 

quality improvement strategy 

Deaths thought more likely 

than not due to problems in 

care (incident meeting the 

learning from deaths criteria 

for patient safety incident 

investigations (PSIIs)) 

Locally led PSII Create local organisational 

actions and feed these into the 

quality improvement strategy 

Deaths of persons with 

learning disabilities 

Refer for Learning Disability 

Mortality Review (LeDeR) 

Locally-led PSII (or other 

response) may be required 

alongside the LeDeR. 

Create local organisational 

actions and feed these into the 

quality improvement strategy 

Safeguarding incidents in 

which: 

• Babies, children, or 

young people are on a 

child protection plan; 

Children in Care or a 

victim of wilful neglect. 

• People above the age of 

16 experience domestic 

abuse. 

• Adults (over 18 years old) 

are in receipt of care and 

support needs from their 

local authority. 

• The incident relates to 

other forms of abuse 

and/or neglect where 

safeguarding has been 

identified as a factor. 

Refer to local authority 

safeguarding lead 

Healthcare organisations 

must contribute towards 

domestic independent 

inquiries, joint targeted area 

inspections, child 

safeguarding practice 

reviews, domestic homicide 

reviews, adult safeguarding 

reviews and any other 

safeguarding reviews (and 

inquiries) as required to do 

so by the local safeguarding 

children’s partnership and 

local safeguarding adults 

boards. 

Create local organisational 

actions and feed these into the 

quality improvement strategy 
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Incidents in NHS screening 

programmes 

Refer to local screening 

quality assurance service 

for consideration of locally-

led learning response See: 

Guidance for managing 

incidents in NHS screening 

programmes 

Create local organisational 

actions and feed these into the 

quality improvement strategy 

 

 

A full list of the national incident response requirements is available on the NHS England 

website or by the following link: 

 

B1465-3.-Guide-to-responding-proportionately-to-patient-safety-incidents-v1.1.pdf 

(england.nhs.uk)

https://www.england.nhs.uk/wp-content/uploads/2022/08/B1465-3.-Guide-to-responding-proportionately-to-patient-safety-incidents-v1.1.pdf
https://www.england.nhs.uk/wp-content/uploads/2022/08/B1465-3.-Guide-to-responding-proportionately-to-patient-safety-incidents-v1.1.pdf


 

Patient Safety Incident Response Plan 
Version 1.0 
Review Date: November 2024 

 Page 10 of 17 

Our Patient Safety Incident Response 
Plan: Local Focus 

In line with the Patient Safety Incident Response Framework the Trust will utilise 4 
differing methods of investigating incidents. Please see Appendix 1 for further 
information on these response types. 

Response Type Report Template Is report template mandatory? 

Patient Safety Incident 
Investigation (PSII) 

Patient Safety Incident 
Investigation (PSII) Report 
Template 

Yes – recommended by NHSE 

After Action Review 
(AAR) 

AAR Response Template No – other report templates can be 
used depending on findings e.g., 
Learning on One Page (LOOP) 

Multidisciplinary Team 
(MDT) Review 

MDT Response Template No – other report templates can be 
used depending on findings e.g., 
LOOP 

Thematic Reviews Thematic Review Response 
Template 

No – other report templates can be 
used depending on findings e.g., 
LOOP or a written report. 

Patient Safety 
Incident Type 

Patient safety 
incident issue  

Planned response  Anticipated improvement 
route 

Infection 

Prevention and 

Control (IPC) 

*This is 

provisional – 

currently under 

review by NHSE 

Midlands IPC 

Group, awaiting 

finalisation. 

Where a death 

occurs National 

Requirements to 

be followed. 

• Surgical Site 

Infections 

• HCAI Outbreak 

• Bacteraemia 

• Clostridioides 

Difficile 

• Increase of 

Catheter related 

and UTI incidents 

Thematic Review Create local safety actions 

and feed these into existing 

quality improvement 

workstreams: 

• IPCC Meetings 

• Theatre Focus Group 

• Safety Huddles 

Reportable IPC 

outbreaks 

Divisional Governance 

group to decide 

required response with 

advice from IPC Lead. 



 

Patient Safety Incident Response Plan 
Version 1.0 
Review Date: November 2024 

 Page 11 of 17 

Tissue Viability Category 3 and 4 

pressure sores 

(acquired or 

deteriorated under 

ROHNFT care) 

AAR Create local safety actions 

and feed these into existing 

quality improvement 

workstreams: 

• Safety Huddles 

• Tissue Viability 

Mandatory Training 

All category pressure 

sores, acquired or 

deteriorated under 

ROHNFT care, in 

patients with darker 

skin tones 

AAR 

An increase of tissue 

viability related 

incidents 

Thematic review 

Slips, Trips and 

falls 

Where serious harm 

occurs as a result of 

the incident 

Divisional Governance 

or Medication Safety 

Group to decide, either: 

• AAR 

• MDT 

Create local safety actions 

and feed these into existing 

quality improvement 

workstreams: 

• Safety Huddles 

• Falls and Dementia 

Working Group An increase of slip, 

trip and fall related 

incidents 

Thematic Review 

Venous Thrombo-

embolism 

Following completion 

of positive VTE 

questionnaire if there 

is any question over 

avoidability of VTE. 

AAR Create local safety actions 

and feed these into existing 

quality improvement 

workstreams: 

• Safety Huddles 

• VTE Advisory Group An increase in 

occurrence or severity 

of VTE related 

incidents. 

Thematic Review 

Medication Error Error in prescribing, 

dispensing or 

administering 

medication where 

moderate or severe 

Divisional Governance 

or Medication Safety 

Group to decide, either: 

• MDT 

• AAR 

Create local safety actions 

and feed these into existing 

quality improvement 

workstreams: 
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harm has occurred (or 

near miss) 

• Medication Safety 

Group 

• Drugs and Therapeutic 

Committee 

• Safety Huddles 

An increase in 

occurrence or severity 

of medication related 

incidents 

Thematic Review 

Clinical 

Assessment/Care 

Incident led to 

moderate harm or 

above 

Divisional Governance 

group to decide either: 

• AAR 

• MDT Review 

• PSII *depending on 

complexity of 

incident 

Create local safety actions 

and feed these into existing 

quality improvement 

workstreams: 

• Clinical Quality Group 

• Safety Huddles 

• TBALD 

An increase in 

occurrence or severity 

of incidents 

Thematic Review 

Deteriorating 

patient 

Potential delay in 

diagnosis or care 

leading to moderate 

harm or above 

Divisional governance 

to decide, either: 

• PSII 

• AAR 

• MDT review 

Create local safety actions 

and feed these into existing 

quality improvement 

workstreams: 

• Deteriorating Patient 

Group 

• Resuscitation 

Committee 

Emergency 

Transfers Out 

All Divisional governance 

to decide if response 

required, either: 

• PSII 

• AAR 

• MDT review 

Create local safety actions 

and feed these into existing 

quality improvement 

workstreams: 

• Deteriorating Patient 

Group 

• Resuscitation 

Committee 

New and 

emergent issues 

All Review by divisional 

governance group and 

response type to be 

decided. 

Create local safety actions 

and feed these into quality 

improvement workstreams 

relevant to the incident type. 
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For any incident not listed above, we will use a specific patient safety review tool to enable a 

learning response. For lesser harm incidents we propose to manage these at a local level with 

ongoing thematic analysis via our existing Trust assurance processes which may lead to new or 

supplement existing improvement work. 
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Appendix 1 – Overview of response types 

Patient Safety Incident Investigation (PSII) 

What is it?   When would 
you use it?   

Time required to 
complete.  

Who leads it?   Who is 
involved?   

An in-depth 
review of a single 
patient safety 
incident or cluster 
of events to 
understand what 
happened and 
how.  

When there has 
been serious 
harm to a patient 
or patients.  

20 – 80 hours 
over several 
weeks.  

Undertaken by a 
trained patient safety 
investigator who 
collates data, conducts 
interviews, undertakes 
analysis and writes the 
recommendations 
report.  

People directly 
involved in the 
incident and 
senior clinicians.  

Strengths  Weaknesses  

•It is a well-established approach which is 
widely recognised and valued by patients and 
their families.  
•PSIIs provide a thorough analysis of an event 
where harm happened and ensure specific 
causes are identified  
•Responsibility for the investigation and the 
completion of the actions arising is clearly 
articulated in the governance arrangements in 
each provider.  

•Investigations take a long time to complete 
and actions arising in the PSII report can take 
many more months to be completed.  
•Outcomes are less system focused than other 
tools.  
•The quality of PSIIs varied before PSIRF 
mandated training for investigators.  
• Staff are only involved when they are 
interviewed, and this can feel very stressful.  
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After Action Review (AAR) 

What is it?   When would you 
use it?   

Time required to 
complete?  

Who leads it?   Who is involved?   

A structured, 
facilitated 
discussion of an 
event, the outcome 
of which gives the 
individuals involved 
in the event 
understanding of 
why the outcome 
differed from that 
expected and the 
learning to assist 
improvement. AAR 
generates insight 
from the various 
perspectives of the 
MDT  

After any event, 
where patient 
care or service 
was not as 
effective or safe 
as expected, or 
when events 
turned out better 
than expected  

Likely to take 45 
minutes to 90 
mins depending 
on complexity of 
the issue and the 
numbers 
participating  

Led by a trained 
AAR Conductor 
-this could be 
anyone from 
within the MDT, 
local or remote 
to the 
participants  

Those directly 
involved in the event 
and others 
connected to them or 
the patient pathway. 
Patients and family 
members may be 
included  

Strengths  Weaknesses  

• The individuals learn for themselves 
what was happening and identify 
similarities and differences between 
themselves and others.  

• Learning during the AAR is the main 
focus, not the report, with those 
participating positioned as the agents of 
change and improvement.  

• It’s a group learning process, so the 
interactions between members of the 
team are available to learn from and 
improve. This has a strong effect on 
team performance and patient safety.  

• It is highly adaptable, suitable for a wide 
range of events.  

• Psychological safety is actively created 
and maintained throughout.  

• Provides a safe reflective environment 
which staff experience as supportive, 
reducing isolation and rumination after 
events.  

• Whilst lessons learned and actions 
arising are shared outwards and 
upwards, primary responsibility for 
change rests with those involved 
reducing central authority.  

• There are limited ways to track if 
individuals have changed their 
behaviour or completed actions as a 
result of the AAR.  

• Governance processes for tracking AAR 
activity and outputs are not established 
in many providers. This means the 
value of collated learning may not be 
available.  
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Multidisciplinary Team Review (MDT) 

What is it?   When would you 
use it?   

Time required to 
complete?  

Who leads it?   Who is involved?   

An in-depth 
process of review, 
with input from 
different 
disciplines, to 
identify learning 
from patient 
safety incidents, 
and to explore a 
safety theme, 
pathway, or 
process. To 
understand how 
care is delivered 
in the real world 
i.e. work as done  

After several 
similar events 
have occurred, 
when it’s more 
difficult to collate 
staff recollections 
of events, either 
because of the 
passage of time 
or staff 
availability  

No defined time 
allocated. Likely 
to include a 
workshop lasting 
2 to 3 hours  

Likely to be led by 
a patient safety 
facilitator who will 
use the MDT 
review as one 
source of data for 
learning about a 
series of events 
or a theme  

Those directly 
involved in these 
events from the MDT, 
plus patient safety 
experts, other senior 
clinicians  

Strengths  Weaknesses  

• The participation of many members of 
the MDT without the spotlight on a 
single adverse event enables a broad 
and deep discussion to take place and a 
system view to be gathered.  

• Can be adapted to incorporate the 
systems engineering initiative for patient 
safety (SEIPS) framework to structure 
the review.  

• Responsibility for learning and acting on 
the learning primarily rests with the 
person/s who set up the MDT review 
reducing the sphere of influence.  

• Whilst participants will contribute and 
learn, it is not the specific purpose of the 
activity.  

• It is a planned event, and it may take 
many weeks to set up and ensure full 
MDT representation is available.  

• Resource intensive to undertake.  
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Thematic Review 

What is it?   When would you use 
it?   

Time required 
to complete?  

Who leads it?   Who is 
involved?   

A way of 
identifying 
patterns in data 
to help answer 
questions, 
show links or 
identify issues  

Developing or revising 
an improvement plan; 
aggregating information 
from many sources of 
data; gathering insights 
into gaps/safety 
issues to direct further 
analysis; 
aggregating findings 
from multiple incidents 
to identify interlinked 
contributory 
factors; presenting 
summary data to show 
the impact of 
improvement work  

Dependent on 
complexity and 
data sets to 
be reviewed - 
can be lengthy. 

Led by an 
individual 
who understands 
how to conduct 
the review.  
  
  

Those directly 
involved in the 
events and others 
connected to 
the patient 
pathway.  
  

Strengths  Weaknesses  

• As there is no single measure of 
safety – insights might come different 
forms - qualitative or quantitative; 
What is seen, heard and perceived is 
as important as hard data. Allows for 
exploration and triangulation of 
insights from different type of data 
and gives structure to this. 

• Allows for curiosity and a willingness 
to explore and being open to what 
the data is saying. 

• Allows for scoping of the questions(s) 
you want the review to answer, for 
example what factors contributed to 
this incident or safety theme?  

• Allows for collation and triangulation 
of data from different sources and 
transparency of evidence. 

• Allows the opportunity to seek out 
and include multiple perspectives 
that may bring out innovative ideas to 
find something you didn’t know. 

•  Need to choose an approach to 
the analysis that best suits the 
question /theme – deductive or inductive. 

• Thematic analysis may be time consuming 
– requires immersion and resources. 

• Making assumptions too early can 
bias findings, be wary of 
drawing conclusions to soon and be open 
to the data. 

• Need to plan how the analysis will 
be written up to bring the findings to life – 
summarising is key, 

• Need to think about the analysis can lead 
to safety actions can lead to improvements 
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SPONSOR (EXECUTIVE DIRECTOR): Nikki Brockie, Chief Nurse  

AUTHOR:  Emma Steele, Deputy Chief Nurse   

PRESENTED BY: Emma Steele, Deputy Chief Nurse 

DATE OF MEETING: 23rd November 2023 

PURPOSE OF THE REPORT: 

TO PROVIDE 
ASSURANCE 

x FOR INFORMATION 
ONLY 

 TO CREATE 
DISCUSSION 

 TO SEEK 
APPROVAL 

 

EXECUTIVE SUMMARY: 

Quality and Safety Reviews have been recommenced at ROH. The review process is designed for the team 
to understand if wards/departments are providing care that is safe, caring, effective, responsive to 
people's needs and well-led, in line with the CQC key lines of enquiry. The reviewers determine an overall 
score for each domain based on their findings. A report is compiled, and an action plan developed. 
We invite and welcome Governors to join these visits. 

ASSURANCE PROVIDED BY THE REPORT: 

POSITIVE GAPS IN ASSURANCE/RISKS TO ESCALATE 

• Overall good patient experience and staff 
engagement 

• Process will help towards Ward 
Accreditation 

• Areas to complete Action plans and provide 
evidence/assurance 

NOT APPLICABLE n/a 

REPORT RECOMMENDATION AND ACTION OR DECISION REQUIRED: 

The Committee is asked to: note and accept.  

KEY AREAS OF IMPACT (Indicate with ‘x’ all those that apply): 

Financial  Environmental/Net Zero  Communications & Media  

Business and market share  Legal, Policy & Governance  Patient Experience x 

Clinical x Equality and Diversity  Workforce  

Inequalities  Integrated care  Continuous Improvement x 

Comments:  

ALIGNMENT TO TRUST STRATEGY, RISK REGISTERS, BAF, STANDARDS AND PERFORMANCE METRICS: 

Patients element of Trust strategy 

ALIGNMENT OR CONTRIBUTION TO BIRMINGHAM AND SOLIHULL INTEGRATED CARE SYSTEM 
OBJECTIVES AND STRATEGY: 

None specifically 

PREVIOUS CONSIDERATION: 

Quality & Safety Committee on 18 October 2023 
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Quality and Safety Reviews at ROH  

  

1 EXECUTIVE SUMMARY 

1.1 Quality and Safety Reviews have been recommenced at ROH. The review process is 

designed for the team to understand if wards/departments are providing care that is safe, 

caring, effective, responsive to people's needs and well-led, in line with the CQC key lines of 

enquiry. The reviewers determine an overall score for each domain based on their findings. 

Staff engagement and participation is crucial, and the reviewers ensure that they speak to a 

variety of staff, patients, and visitors during the visit.  These reviews provide us with useful 

information as we start to work on introducing Ward Accreditation. 

1.2 A report is generated, and the ward/department leaders devise an action plan to 

address any issues identified. 

2 Review Team 

2.1 The reviews are led by the Deputy Chief Nurse and members from Nursing, 

Governance, Education, Corporate Nursing, AHP, Pharmacy, Medical and Operational teams 

are invited to join. It is important to have a multi-disciplinary approach to the reviews to 

gain insights and an understanding of the service, practices and patient/staff experience in 

the areas visited. 

3 Process 

3.1 Dates for the review are planned in advance and the team meet first to decide which 

areas will be visited, usually the group will split into two teams and agree two areas to be 

visited. 

3.2  Areas to be visited are decided by the group and can be nominated by the 

Matron/Head of Nursing if there is a specific issue that they would like to focus on 

3.3 Each reviewer is designated a theme in line with CQC lines of enquiry. Safe, Effective, 

Caring, Responsive and Well Led. There are a number of questions to answer within each 

domain and information can be gathered by talking to patients and staff or reviewing 

documentation. 

FOR INFORMATION 
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3.4 If any immediate concerns are noted, the reviewer informs the nurse in charge so 

that the issue can be rectified. 

4 Feedback 

4.1 The team return to meet to give initial verbal feedback. This enable the 

Matron/Head of Nursing to hear the feedback and discuss with the ward/department 

manager. This ensures timely feedback is provided prior to the final report.  

4.2 Feedback is sent electronically to the Deputy Chief Nurse and an overall report is 

compiled with a rating for each domain in line with CQC; Outstanding, Good, Requires 

improvement or Inadequate. 

The overall report is reviewed by the Ward/department leads with their Matron and an 

action plan is devised. The report is also shared with Operational colleagues as there may be 

actions within their remit. Actions are added to Ulysses and closed when assurance and 

evidence provided. Actions are to be discussed and tracked at the Divisional Governance 

meetings. 

5. Findings 

5.1 Six areas have been reviewed and reports compiled and sent. 

5.2 It is rare that there are any immediate concerns to be rectified during the visit. On 

two occasions a drug trolley/COSHH cupboard were left unlocked 

Patient feedback overall is very good. 

Staff like working for the organisation and would advise family and friends to have 

treatment here. Staff are not all able to identify members of the Exec Team. 

Ward/Department Overall Score Comments 

ADCU Good with requires 
improvements 

Proactive with Safeguarding 
concerns raised. Some 
patients had a long wait for 
surgery and were fasted for 
a long time. Delays not 
always communicated to 
patients in the waiting 
room. 

POAC Good with elements of 
Outstanding 

Estates work in bathroom 
highlighted – now actioned. 
Excellent MDT work in CRAD 
especially with 
Safeguarding. 

Main OPD Good Good patient feedback and 
staff engagement with a 
‘Staff thank you’ box in the 
staff room. Staff feel the 
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clinic capacity could be 
managed more effectively. 

Ward 3 Good Good patient and staff 
feedback. Newsletter with 
inappropriate information 
removed. 

Ward 4 Good Good patient and staff 
feedback. Excellent 
examples of effective 
communication with 
patients with 
communication challenges 

Ward 12 Good with elements of 
Outstanding 

Great leadership 
recognised. Overall, very 
good patient feedback but 
some issues around pain 
control post op. 

 

6.  Next Steps 

6.1 Reviews to be undertaken Bi-annually. 

6.2 Monitor actions 

6.3 Use information gathered to commence Ward Accreditation 

 

 

Emma Steele 

Deputy Chief Nurse 

November 2023  
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Update from the Trust Board on 1 November 2023
✓ First staff story – housekeeper. Described some personal 

challenges where he had needed support from counselling 
services. Also described need to reduce waste and for 
equity of treatment regardless of role.

✓ Outline of additional work to support staff through Cost of 
Living crisis including financial advice from HSBC 

✓ Good progress being made on reducing Time to Hire and 
improving establishment

✓ Discussed risk appetite and how this would be applied at 
ROH

✓ Received annual report on equality & diversity
✓ Continuous Improvement approach outlined

✓ Support from all areas of the Trust with meeting the 
challenges posed by national operational and financial 
pressures

✓ Development of PSIRF implementation plan 

✓ Included visit by Andy Street, West Midlands Mayor

✓ Difficult financial context and need to reduce 
reliance on temporary staffing

✓ Low uptake of vaccinations

✓ Approved PSIRF plan and policy ready for the 
System ‘Go Live’ of 6 November 2023

✓ Approved changes to Board Assurance 
Framework

✓ Approved approach to private patient offering
✓ Approved revised terms of reference for Audit 

Committee

✓ Grateful thanks offered to all for the hard work 
in such challenging times



 
UPWARD REPORT FROM THE QUALITY & SAFETY COMMITTEE 

Date Group or Board met: 18 October 2023 

MATTERS OF CONCERN OR KEY RISKS TO ESCALATE 

• There were reported to be continuing risks associated with the 
resilience of some of the Trust’s clinical Service Level Agreements 
although work was underway with System partners to ensure that there 
was adequate service provision when needed.  

• It was noted that in terms of wellbeing concerns raised via the FTSU 
route, some issues had been raised in connection with availability of 
refreshments out of hours; this related to the disruption caused by the 
refurbishment of the canteen which had now been largely resolved.  

• It was noted that the endoscopic spinal pathway remained paused 
pending further review.  

• It was noted that vaccination uptake was lower at present than in 
previous years.  

MAJOR ACTIONS COMMISSIONED/WORK UNDERWAY 

• Update on the two deaths after discharge for the next meeting. 

• Provide an explanation of the visual WHO check at the next meeting.  

• Pathway approach to excellence in quality to be presented at the January 
and subsequent meetings. 

• Recommendation to be presented to the Quality & Safety Committee 
around the plan to resume the endoscopic spinal surgery pathway at the 
January 2024 meeting.  

• Arrange a Committee briefing for December 2023. 

POSITIVE ASSURANCES TO PROVIDE 

• Risk summits have continued to revise and refresh the clinical risks.  

• The Quality Report was noted to have evolved to include a focus on key 
themes – this was in line with the intentions of the new Patient Safety 
Incident Response Framework (PSIRF). 

• The Committee was joined by the Associate Director of Operations for 
Outpatients & Transformation who presented an overview of the work 
to investigate the cluster of incidents raised in connection with 
Outpatient appointments. The issues related to staffing levels some 
months ago which had been resolved and the review of the incidents 
did not identify any harm that had arisen as a result of the delays.  

• The Committee received an update on the proposed PSIRF policy and 
plan. The work and actions arising would feed into the Continuous 
Improvement framework. The team was invited to a check and 
challenge session with other BSol partners on 23 October 2023. The 
plans included the introduction of Patient Safety Partners.  

DECISIONS MADE 

• The Committee approved its revised workplan.  

PAPER REFERENCE: ROHGO (11/23) 006 



 
• An update on patient experience was presented which provided good 

assurance around the process for managing complaints and PALS 
contacts. It was noted that the PALS contacts at ROH were significantly 
lower than those of the other specialist orthopaedic trusts and the 
reasons for this were being reviewed. It was noted that the complaints 
process had been refreshed in cognisance of the revised guidance 
issued by the Public Health Service Ombudsman (PHSO). 

• An update on surgical site infections was considered which did not 
indicate any risks or matters of concern.  

• An update on the quality safety walkabouts was given which described 
the approach to assessing the clinical areas using a CQC inspection 
methodology. Action plans were developed in response to the outcome 
of the inspections which were monitored through the divisional 
governance routes. It was noted alongside this work, ward accreditation 
was being worked up.  

• The Committee chair shared a proposed approach to reviewing 
pathways and establishing a set of metrics which could be monitored to 
provide a view on quality improvement. It was agreed that this 
approach would be applied and presented back at a future meeting.  It 
was suggested that the same methodology could be used for the staff 
journey through the Trust.  

• An update on the Patient Reported Outcome Measures (PROMS) was 
presented which showed overall, the Trust’s position for most 
procedures compared to other providers as better. It was noted that the 
results would be used to promote the clinical excellence of services at 
the ROH. 

• An interim report on Controlled Drugs was presented which described 
sound management of the framework for the management of these 
medications.  

• The work to provide grip and control around temporary nurse staffing 
was described, including the establishment of a vacancy control forum. 
It was noted that there had been a reduction in the vacancy factor in 
nursing.  



 
• The Committee action plan was considered which showed further 

progress with delivery including the revised workplan.  

Chair’s comments on the effectiveness of the meeting: It was agreed to have been a productive meeting which had been well chaired.  

 



 
UPWARD REPORT FROM THE STAFF EXPERIENCE & OD COMMITTEE 

Date Group or Board met: 25 October 2023 

MATTERS OF CONCERN OR KEY RISKS TO ESCALATE 

• It was noted that the risk around the recruitment into the estates 
workforce related primarily to being able to offer competitive terms and 
conditions to equivalent roles in the private sector. The Committee was 
assured that the use of apprenticeships was being used to attract 
individuals into the ROH where possible. 

• It was noted that the implementation of a new Learning Management 
System (LMS) was deferred to the next financial year although the work 
to prepare for the procurement exercise remained ongoing.  

• It was highlighted that two out of four of the BSol system workforce 
workstreams were being led by ROH Executives, which potentially 
created a risk in terms of capacity. The situation would be monitored 
closely.  

• An increase in absences due to mental health reasons was reported. 

MAJOR ACTIONS COMMISSIONED/WORK UNDERWAY 

• Detailed overview of sickness absences to be presented at the Committee 
in January 2024. 

• Present the final audit report into Mandatory Training data at the January 
2024 meeting.  

• Present an update on bank and agency usage at each meeting. 

POSITIVE ASSURANCES TO PROVIDE 

• The Committee heard the story of the Deputy Head of Estates who 
described his journey through the ROH. It was noted that he had been 
given good opportunities in terms of training and education and was 
now undertaking a degree course related to his area of expertise. 

• A positive movement in the completion of the national staff survey was 
highlighted.  

• The current leaver process was outlined, together with the 
improvements planned to this, including enhanced training for staff 
undertaking exit interviews.  

• Time to hire was reported to have reduced and the workforce 
establishment was noted to be improving. There were plans to focus on 
retirements to ensure that those wishing to work after formal 
retirement were able to do so more easily.  

• A new format for the workforce report was presented. It was suggested 
that an ‘At a Glance’ summary page would be useful. 

DECISIONS MADE 

• Approved the Equality & Diversity annual report - this would be provided 
to the Trust Board for assurance. 
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• Improvements in training rates for Information Governance, Cyber 

security and resuscitation were highlighted. It was noted that Oliver 
McGowan learning disabilities training would be introduced.  

• A draft audit report into the data around Mandatory Training was noted 
to have provided ‘Significant Assurance with minor improvements 
needed’.  

• There has been an increase in the rate of appraisals and the new 
methodology is due to be rolled out shortly.  

• The recent People Pulse survey shows improvements in terms of 
engagement and staff recommending the ROH as a place to be treated 
and at which to work.  

• The Committee endorsed the integrated workforce plan which had 
been supported by Midlands and Lancashire Clinical Support Unit (CSU). 
It was noted that the priorities arising from this should be aligned to the 
Trust’s overall strategy.  This included building in the necessary skill sets 
to ‘future proof’ the ROH.  

• The self-assessment against the national Long Term Workforce Plan 
provided a positive view of progress.  

• An update on apprenticeships was provided which showed that in 
2023/24 to date, 18 apprenticeships had been filled and the Trust was 
on track to recruit into 26 of the 29 roles by the year end.  

• It was noted that good progress had been made on the equality and 
diversity agenda, including championing the staff voice through the 
networks.  

• Good progress was noted against the Workforce Race Equality System 
(WRES) and Workforce Disability Equality System (WDES). Both action 
plans had been developed jointly with the network leads.  

• Work to support the Equality & Diversity System (II) was reported to be 
on track for delivery with a focus on PALS contacts, End of Life Care and 
accessibility.  

• The Trust was noted to have been successful in securing an award for 
‘Workforce Retention Initiative’ in the recent National Orthopaedic 
Alliance awards to reflect the hardship fund that had been established.   



 
Chair’s comments on the effectiveness of the meeting: It was agreed to have been a productive meeting which had been well chaired with a more concise 
agenda.  

 


