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1. Introduction

The Trust is committed to reviewing internal and external recommendations to learn lessons, comply
with best practice and utilise recommendations when planning and reviewing clinical effectiveness,
thus enhancing safety and improving clinical care. Recommendations from internal investigations and
sources such as incidents, complaints, claims, and clinical audit, are utilised internally to improve
quality of care.

Recommendations from external sources, such as the Care Quality Commission, National Patient
Safety Agency and National Institute for Health & Clinical Excellence, Monitor, Internal and External
Auditors etc., are examples of such external sources that are regularly reviewed. In addition there are
a number of serious case reviews published nationally which will need to be considered in line with
this policy such as Francis Enquiry report.

This document sets out the process of how internal and external sources of information are received,
reviewed, considered and, where appropriate, implemented.

2. Process for reviewing internal and external recommendations specific to the
organisation

To ensure that internal and external documents, guidance and recommendations are received,
disseminated, reviewed, considered and, if appropriate, implemented, a process has been developed,
which is described in appendix 1 of this document.

The internal or external document/report will be distributed to the Chief Executive or relevant
Executive Director, General Manager or Head of service who will ensure that the recommendations
are reviewed, considered and where appropriate enacted by the services delivered by the Trust. Such
recommendations will also drive future service improvement and delivery plans and will support the
development of future care pathways in services. The recommendations will be disseminated through
either the corporate governance structure or within the clinical service line governance structure
dependant upon the impact of the report.

Specific duties and responsibilities for the management of internal and external recommendations are
detailed in section 5 of this document. Nominated / appointed individuals have a responsibility to
follow the process for receipt, review, consideration, implementation and monitoring as outlined in
appendix 1. Action plans must be developed and recorded in accordance with the processes outlined
within the policy.

3. Process for reporting internal and external recommendations specific to the
organisation

The Trust will develop an action plan in response to any internal or external issue or recommendation
that requires improvements to be made or learning communicated as appropriate. Where the internal
or external issue or recommendation does not highlight any recommendations or learning then no
action plan will be developed.

As detailed in the introduction, the issues or recommendations may be identified through a variety of
sources. The source determines the management level at which any actions will be commissioned,
i.e. Executive Directors, Associate / Deputy Directors (or equivalent), General Managers, or Heads of
Service (or equivalent).

For clinical service unit applicable / level action plans, the action plan registration process will identify
the relevant Deputy Director of Operations as the lead for the action plan with delegated responsibility
for the implementation of the actions to the relevant General Manager and Clinical Director. Quality
committee will be the monitoring meeting.

For Trustwide applicable or Trust level action plans, the action plan registration process will identify
the relevant meeting in the governance structure responsible for monitoring the action plan and
therefore the corresponding lead therefore, the Chair of the sub committee, committee, or Board level
meeting as appropriate.
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4. How action plans are developed and followed up

An action plan is completed by the nominated lead to address gaps between current and
recommended practice. This may include identification of resources that may be required and
associated risks. The action plan is registered via the Trust Action Plan registration point on the
intranet.

Any action plans developed as a result of external recommendations will be reported to Quality
Committee and any risks identified in the report are allocated an appropriate risk grading and added to
the corporate risk register as appropriate.

The executive or nominated operational lead ensures the action plan is added to the action plan
tracker and ensures that the action plan is implemented.

The summary of the action plan tracker is monitored by the Quality Committee at every meeting.

The Action plan tracker will be maintained by Head of Performance and Information:

e The nominated / appointed operational lead is responsible for ensuring that each individual
action plan is included within the nominated Trust committee / sub-committee / group
business cycle within the governance structure by notifying the chair of the relevant
committee / sub-committee / group;

e The operational lead for the appropriate action plan will ensure that the action plan is
included within the responsible committee / sub committee / group business cycle;

e The business cycle of the responsible committee / sub-committee / group is reviewed /
updated by its own committee at each of its own meetings.

The learning outcomes from external agency visits are communicated to the Board either directly
through the dissemination of the external report or via receipt of the Quality Committee minutes.

Learning outcomes from both internal and external sources are communicated to CWP Services via
one or more of the following:
e Learning from Experience Report;
Trust Quality Report;
Intranet site information;
Briefings emailed to applicable staff groups;
By discussion at Trust wide or local meetings.

CWP also responds to recommendations following reviews carried out by external agencies.
5. Duties and responsibilities

5.1 Chief Executive

As accountable officer, the Chief Executive has overall responsibility to ensure that any internal or
external recommendations / requirements, derived from incidents, complaints, claims, clinical audit
and any external recommendations/requirements from external agencies, derived from visits,
inspections, accreditations or mandates / reports / guidance issued, are received, reviewed,
considered and, if appropriate, implemented within the Trust and included with the corporate risk
register and / or assurance framework if appropriate.

The Chief Executive has delegated responsibilities within an executive director’s portfolio framework.
The portfolio framework can be reviewed at any given time by the chief executive in response to
internal / external requirements.

Page 6 of 9

Do not retain a paper version of this document, always view from the website www.cwp.nhs.uk to ensure it is the correct version


http://www.cwp.nhs.uk/

5.2

5.3

54

5.5

5.6

5.7

Executive Directors

o Executive Directors have responsibility, within their delegated portfolios, to ensure that any
recommendations / requirements from internal sources derived from incidents, complaints,
claims, and clinical audit are managed appropriately and that any external
recommendations / requirements from external agencies, derived from visits, inspections,
accreditations or mandates / reports / guidance issued, are received, reviewed, considered
and, if appropriate, are implemented within the Trust;

o Executive Directors must appoint appropriate operational lead(s) to determine whether to
ensure that any internal recommendations / requirements, derived from incidents,
complaints, claims, and clinical audit are managed appropriately and whether the external
requirements are applicable to the Trust and, if applicable, support them to conduct a Trust
gap analysis;

o Executive Directors have responsibility for ensuring that any risks highlighted as a result of
reviews are registered on the appropriate risk register and / or corporate risk register via
the Clinical Governance Department as appropriate;

o Dependent on the actual high level enquiry, the Executive Lead allocates co-ordination of
the enquiry to the appropriate senior manager and / or the Head of Performance and
Information;

e If applicable, ensuring that the action plan is added to the action plan tracker and is
implemented.

Operational leads / senior managers

o Operational leads / senior managers must support the Executive Director to ensure that
applicable recommendations or requirements from external agencies, derived from visits,
inspections, accreditations or mandates / reports / guidance issued are being addressed
within the Trust;

e Operational Lead will consider the appropriateness of forwarding the action plan to one or
more corporate or clinical service unit meetings for review. It is the responsibility of the
Operational Lead(s) to ensure that action plans are maintained to ensure implementation of
the recommendations;

e Operational Lead will ensure that the action plan is included on meeting agenda for
agreement, included on their associated business cycle and rated as per Trust Integrated
Governance Framework, and review dates are scheduled and monitored,;

e If applicable, ensuring that the action plan is added to the action plan tracker and is
implemented.

Board of Directors (BOD)
e Responsible for receiving learning outcomes from external agency visits.

Quality Committee

e For Clinical Service Unit applicable / level action plans the Quality Committee will have
overall responsibility for monitoring;

¢ Wil receive any action plans developed as a result of external recommendations,

¢ Will be responsible for receiving the action plan tracker.

Committee / Sub Committee Chairs

e The chairs of relevant committees / sub committees have a responsibility to ensure that
any actions are monitored within the committee structure and that operational leads are
held accountable for the delivery.

Clinical Governance Department

e The Clinical Governance Department will ensure that any risks identified by the appropriate
Executive Director as a result of the review, consideration and implementation of internal /
external recommendations and requirements, is included on the corporate risk register;

Page 7 of 9

Do not retain a paper version of this document, always view from the website www.cwp.nhs.uk to ensure it is the correct version


http://www.cwp.nhs.uk/

5.8

5.9

e The Clinical Governance Department will ensure that all new risks and updates to the
corporate risk register are provided to the Board and Committees regularly, as per Trust
Integrated Governance Framework.

Head of Performance and Information

The Head of Performance and Information is responsible for ensuring the action plan tracker is
maintained and reported to the Quality Committee;

Dependent on the actual high level enquiry, the Executive Lead allocates co-ordination of
enquiry to the appropriate Senior Manager and / or the Head of Performance and Information.

Compliance Manager

e The Compliance Manager is responsible for ensuring recommendations from external
reviews are linked to the relevant compliance requirements for CQC and NHSLA,;

e Compliance Manager is responsible for monitoring and reporting on the implementation of
the risk management standards described in the policy.
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Appendix 1 - Process for receipt, review, consideration, implementation and monitoring of
external recommendations

Process

An internal/external recommendation comes into the Trust which requires an action plan
to be developed

v v

Clinical Service Unit Corporate Service Trustwide
level action plan level action plan action plan
General Manger or Head of Service or CEO or Executive

Clinical Director Associate Director Director
| ‘ |
Alert sent to Dep_uty Alert sent to Assoua‘_[e Alert sent to Chair of
Director of Operations Director/Head of Service
: . Governance Structure
for quality check and for quality check and :
: meeting
approval of action plan approval

|

Disseminate learning
through

corporate governance or

clinical services

Y

A

@ction Plan developed and registered on the Trust’s intranet action plan registration site)

Clinical Governance will
allocate
appropriate meeting

< Alerts sent to author in line with completion due dates identified in action plan >

! |

Reports submitted to Reports submitted to .
. . . Reports submitted to
Deputy Director of Associate Director/Head
. . Governance Structure
Operations to track of Service to track .
. . . . meeting accountable for
progress against action progress against action )
action plan
plan plan
A 4
Alert sent to Deputy Alert sent to Associate Alert sent to Chair of
Director of Operations Director/Head of Service Governance Structure
upon completion of upon completion of meeting upon
action plan for sign off action plan for sign off completion for sign off
l , i
Completed action plans retained in archive on action plan registration site
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