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CHAPTER 9 CLINICAL GOVERNANCE 

INTRODUCTION 

Clinical governance is about making sure that health services have systems in place 
to provide patients with high standards of care. The Department of Health 
document A First Class Service defines clinical governance as "a framework through 
which NHS organisations are accountable for continuously improving the quality of 
their services and safeguarding high standards of care by creating an environment in 
which excellence in clinical care will flourish." 

CH1 has not conducted a clinical governance review of the Portsmouth Healthcare 
NHS Trust but has looked at how trust clinical governance systems support the 
delivery of continuing and rehabilitative inpatient care for older people at the 

Oosport War Memorial Hospital. This chapter sets out the framework and structure 
adopted by the trust between 1998 and 2002 to deliver the clinical governance 
agenda and details those areas most relevant to the terms of reference for this 
investigation: risk management and the systems in place to enable staff to raise 

con cern s. 

CLINICAL GOVERNANCE STRUCTURES 

The trust reacted swiftly to the principles of clinical governance outlined by the 
Department of Health in A First Class Service by devising an appropriate framework. 
In September 1998 a paper outlining how the trust planned to develop a system for 
clinical governance was shared widely across the trust and aimed to include as many 
staff as possible. Most staff interviewed by CH1 were aware of the principles of 
clinical governance and were able to demonstrate how it related to them in their 
individual roles. Understanding of some specific aspects, particularly risk 
management and audit was patchy. 

The medical director took lead responsibility for clinical governance in ?? and 
chaired the clinical governance panel, a sub committee of the trust board. A clinical 
governance reference group, whose membership included representatives from each 
clinical service, professional group, non executive directors and the chair of the 
community health council, supported the clinical governance panel. Each clinical 
service also had its own clinical governance committee. This structure had been 
designed to enable each service to take clinical governance forward into whichever 
PCT it found itself in after April 2002. Since February 2000, the trust used the 
divisional review process to monitor clinical governance developments. 

The service specific clinical governance committees were led by a designated 
clinician and include wide clinical and professional representation. Baseline 
assessments have been carried out in each specialty and responsive action plans 
produced. The medical director and clinical governance manager attended divisional 
review meetings and reported key issues back to the clinical governance panel. 
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District Audit carried out an audit of the trust’s clinical governance arrangements in 
1998/99. The report, dated December 1999, states that the trust had fully complied 
with requirements to establish a framework for clinical governance. The report also 
referred to the trust’s document, Improving quality - steps towards a first class 
service, which was described as "of a high standard and reflected a sound 
understanding of clinical governance and quality assurance". 

Whilst commenting favourably on the framework, the District Audit review also 
noted the following: 

¯ the process for gathering user views should be more focused and the process 
strengthened 

the trust needed to ensure that in some areas strategy, policy and procedure 
is fed back to staff and results in changed/improved practice. Published 
protocols were not always implemented by staff; results of clinical audit 
were not always implemented and reaudited; lessons learnt from complaints 
and incidents not always used to change practice and that research and 
development did not always lead to change in practice 

¯ more work needed to be done with clinical staff on openness and the 
support of staff alerting senior management of poor performance 

Following the review, the trust drew up a trust wide action plan (December 1999) 
which focused on widening the involvement and feedback from nursing, clinical and 
support staff regarding trust protocols and procedures, and on making greater use 
of research and development, clinical audit, complaints, incidents and user views to 
lead to changes in practice, i~~i~i~~~:~i~ 

Risk management 
A risk management group was established by the trust i~ to develop and oversee 
the implementation of the trust’s risk management strategy, to provide a forum in 
which risks could be evaluated and prioritised and to monitor the effectiveness of 
actions taken to manage risks. The group has links with other trust groups such as 
the clinical and service audit group, the board and the ~i~i~i~i~]ii~ii~i~i~i~~i~ 
~i~. Originally the finance director had joint responsibility for strategic risk 
with the quality manager; this was changed in the 2000/2003 strategy and now 
includes the medical director, who is the designated lead for clinical risk. The trust 
achieved the clinical negligence scheme for trusts (CNST) level one in 1999. A 
decision was taken not to pursue the level two standard due to dissolution of the 
trust in 2002.. 

The trust introduced an operational policy for recording and reviewing risk events in 
1994. New reporting forms were introduced in April 2000 following a review of the 
assessment systems for clinical and non clinical risk. The same trust policy is used to 
report clinical and non clinical risks and accidents. All events are recorded in the 
trust’s risk event database (CAREKEY). The procedure states that this reporting 
system should also be used for near misses and medication errors. 

2002 Ma~ 27-Clinical Oovemance_2.0.doc 

Created on 5/27/2002 5:21:00 PM 2 



CQC 100040-0003 

Nursing and support staff interviewed demonstrated a good knowledge of the risk 
reporting system, although CH1 was less confident that medical staff regularly 
identified and reported risks. CH1 was told that risk forms were regularly submitted 
by wards in the event of staff shortages. Staff shortage is not one of the trust’s risk 
event definitions. 

The clinical governance development plan for 2001/2002 states that the focus for 
risk management in 2000/2001 was the safe transfer of services to successor 
organisations, with the active involvement of PCTs and PCGs in the trust’s risk 
management group. Meetings have been held with each successor organisation to 
agree future arrangements for areas areas such as risk event reporting, health and 
safety, infection control and medicines management. 

RAISING CONCERNS 

The trust has a whistle blowing policy dated February 2001. The Public lnterest 
Disclosure Act became law in July 1999. The policy sets out the process staff should 
follow if they wish to raise a concern about the care or safety of a patient in the 
event of other procedures having failed or being exhausted. NHS guidance requires 
systems to enable concerns to be raised outside the usual management chain. The 
trust policy informs staff that they can use the whistle blowing process when staff 
have concerns "that cannot be resolved be resolved by the appropriate procedure". 

Most staff interviewed were clear about how to raise concerns within their own line 
management structure and were largely confident of receiving support and an 
appropriate response. Fewer staff were aware of the trust’s whistle blowing policy. 

Clinical audit 
CH1 was given no positive examples of changes in patient care as a result of clinical 
audit outcomes were reported to CH1 during staff interviews. Despite a great deal of 
work on revising and creating policies to support good prescribing, there has been 
no planned audit of outcome. 

Need to include outcome of trust recent prescribing audit here. 

KEY FINDINGS 

. 

. 

The trust responded proactively to the clinical governance agenda and had a 
robust framework in place with strong corporate leadership. 

Although a robust system was in place to record risk events, understanding 
of clinical risk was not universal. The trust had a whistle blowing policy, 
which not all staff were aware of. The policy did not make it sufficiently 
clear that staff could raise concerns outside of the usual management 
channels if they wished. 
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Recommendations 

1. The relevant PCT must fully embrace the clinical governance developments 
made and direction set by the trust. 

. 

The completion of risk and incident reports is a requirement for all staff. 
Training must be put in place to reinforce the need for rigorous risk 
management. 

3. That clinical governance arrangements regularly identify and monitor trends 
revealed by risk reports and a system developed to ensure that appropriate 
action is taken. 

4. The PCT considers a revision of the whistle blowing policy to make it clear 
that concerns may be raised outside of normal management channels. 
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