Getting it Right in Leadership:
learning from the GIRFT experience

First edition (April 2019)

This document has been created by the Getting it Right First Time (GIRFT) programme in order to share some
examples of management and clinicians working ‘shoulder to shoulder’ to drive clinical improvement.

Foreword
The GIRFT programme is undertaking an in depth review of variation across the NHS
and works closely with trusts to identify and drive clinical change. However, ‘for it to
succeed it requires not just clinical engagement…. but also managerial engagement’
(King’s Fund, Tackling variations in clinical care, 2017).

The challenges for managers in the NHS are well-known and documented. Indeed Lord
Rose commented in his review of NHS leadership (2015 ) that ‘The NHS has committed
to a vast range of changes. However, there is insufficient management and leadership
capability to deal effectively with the scale of challenges associated with these.’

Since then, NHS Improvement has provided framework on how senior management
teams in the NHS can ‘develop a critical set of improvement and leadership capabilities
among their staff and themselves’ in order to meet those challenges. Additionally the
Care Quality Commission (CQC) has investigated how to improve quality in hospital
trusts. This pack looks at evidence of how trusts, through implementation of GIRFT
recommendations, are developing those capabilities in leadership and improving
quality, evidencing the NHS Improvement framework and CQC quality improvement
measures as they do so. Our observations through the GIRFT programme are also
complementary to the recommendations from the recent Kark review of the Fit and
Proper Persons Test.

Professor
Tim Briggs CBE

GIRFT Programme Chair, National
Director for Clinical Quality and
Efficiency NHS ImprovementFalon

At the heart of this evidence is the recognition that trusts become truly effective when
clinicians and trusts managers work ‘shoulder to shoulder’ to improve patient care.

In the course of 1,600 or more deep dive visits undertaken by our team of close to 100
clinicians GIRFT has had the opportunity to see at first hand management in action
throughout the NHS. We are producing this pack in order to share some of the most
impressive examples of this that we have encountered. It is our hope that these
examples will inspire trusts to follow suit.

Rob Hurd

CEO of the RNOH and joint SRO
of GIRFT

We wish to give a special acknowledgement to Shahnawaz Khan, specialty registrar in trauma and orthopaedics at the Royal
National Orthopaedic Hospital NHS Trust, for his valuable contribution to the information in this pack.
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How GIRFT can help
In his leadership review (Better Leadership for Tomorrow, 2015) Lord Rose
found that ‘The quality of NHS clinical care, which is highly regarded, is not
always matched by its ability to identify, assess, and manage its staff
consistently.’ Some of the systems and procedures necessary for this do not
exist, or where they do exist, are only partially effective.

Through the GIRFT programme clinicians are already addressing unwarranted
clinical variation within specialities in the provider sector, delivering significant
clinical improvements and releasing valuable resources back into the system.
This is, we hope, also having a positive impact on leadership in trusts through
engaging clinicians and executive teams in joint initiatives. This culture of
working together also aligns with NHS Improvement’s National Board for
Improvement and Leadership Development framework: Developing People:
Improving Care - A national framework for action on improvement and leadership
development in NHS-funded services (2016) .
This pack offers an insight into a number of trusts which demonstrate
innovative and exemplary leadership. Collaboration between clinicians and
management, and engagement of clinicians is shown to be central to the good
practices evidenced in these trusts.
GIRFT will also look at how trusts are continuing to improve through a joint
clinical and management approach to leadership by:
Adding to the case studies and best practices shown in this document.

Co-ordination with other NHS national leadership programmes.

Continuing to gather evidence of and metrics for good practice through the
ongoing clinical deep dive visits across all GIRFT workstreams.
Visiting acute hospital trust boards to discuss lessons learned so far in the
outputs of the GIRFT programme.

Interested trusts are asked to contact their local GIRFT hubs (see page 27)
who can put you in touch with peers facing similar challenges.
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Strategies to improve leadership

To continuously improve leadership, trusts, NHS Improvement and regulators can take on board the following key
strategies that also link in to the NHS long-term plan.

Trusts:

1. Expand and formalise managerial training within leadership development programmes.
As mentioned in the NHS long-term plan, we believe that there would be real value in professionalising the
training and governance of NHS management as a career.

2. Strengthen the focus on the retention of trust staff through the professionalising of management roles and the
development of expanded training for clinical roles.

NHS Improvement:

3. Establish a clearer set of standards on what ‘good’ looks like for NHS managers. Appraisal and revalidation for
doctors has been brought in to ensure medical staff remain competent and up -to-date with contemporary
skills and knowledge for the management of patients. This process needs to more formally exist for all NHS
leaders and managers and must be open, transparent and communicated to all members of the health service.

Regulators:

4. Set up an equivalent body to the General Medical Council (GMC) and other professional body regulators.
See also the Kark review, referenced on page 29.

Trusts to continue:

5. To enhance clinician and manager collaboration, i.e. working ‘shoulder to shoulder’ as a central tenet
of every trust. In order to so this effectively, trusts can use the NHS Improvement national clinical leadership
and management development programmes to deliver the training and support for a more joined-up approach.

6. To develop methods of collaboration and programmes of work in common between trusts that align
regulations, learning and support systems which increase efficiencies of care over time.
In order to establish this, trusts can refer to the NHS IMPROVEMENT’s five conditions for continuous
improvement, i.e. 3, 4 and 5 in particular, and review the work of exemplar trusts in different regions.
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Sharing good practice
Two perennial themes which challenge managers and leaders in
the NHS are a loss of engagement by clinical staff with
management, even when the clinical and management roles are
combined, and a tradition of top-heavy management and
regulatory structures in secondary care, rather than a culture of
continuous quality improvement rooted in engagement. To
address this NHS Improvement developed its framework for
leadership and the CQC published its report on the learning
journey for improving quality in trusts. As Ted Baker remarks:

‘‘

Demand on health and social care services is
increasing year-on-year. This increased workload
puts quality of care at risk but, despite these
pressures, we have found that hospital trusts that
put a focus on continuous quality improvement have
demonstrated that they can deliver high-quality
care. In those trusts we have rated as outstanding,
we have found a culture of quality improvement
embedded throughout the organisation.

‘‘

Ted Baker, Chief inspector of hospitals, p2, Quality improvement in
hospital trusts: Sharing learning in trusts on a journey in QI.
CQC (2018)

The GIRFT programme is also founded on the principles of
continuous improvement with clinicians and managers working
together, and is in line with the NHS Improvement's five conditions
for continuous improvement.
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NHS Improvement’s five conditions for continuous improvement from the national framework for action on improvement and leadership development
Overall aim of
the framework

‹
‹
‹
‹

Continuous
improvement
in care for
people,
population
health and value
for money

‹

C
U
L
T
U
R
E

The five conditions
(Primary drivers)
Leaders equipped to develop
high quality local health and
care systems in partnership

Compassionate, inclusive
and effective leaders at
all levels

Knowledge of improvement
methods and how to use
them at all levels
Support systems for
learning at local, regional
and national levels

The
Enabling,
case studies
supportive
below look at
how
and trusts
aligned
are
regulation
putting those
conditions
and oversight
into practice

Secondary drivers
A joint ambition: clear aims for health and healthcare
Positive relationships and trust in place at all levels
Governance structures to enable local decision-making
Knowledge and practice of compassionate, inclusive high impact leadership behaviours
Development and support for all staff
A system and approaches for attracting, identifying and deploying the right people into the right jobs
Leadership for improvement in practice
Applied training in improvement methods (from micro-systems to system transformation)
Partnering with staff, patients and communities for improvement
Improvement and support systems in organisations
Data systems to support improvement
Systems and networks for sharing improvement work locally, regionally and nationally
National bodies working effectively together
Local systems and providers in control of, and accountable for, driving improvement
Helpful interventions and support offers from the national bodies to local systems

The following case studies look at how trusts are putting those conditions into practice
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Good practice examples
Contents:
Modelling improvement-focused leadership behaviours and practices
(Chelsea & Westminster NHS Foundation Trust)................................................................................................8

Embedding continuous improvement through GIRFT
(Gateshead Health NHS Foundation Trust)............................................................................................................9

A ‘Ward to board’ approach to driving clinical improvement in front line care
(North Tees & Hartlepool NHS Foundation Trust)....................................................................................10-11

Incentivising a clinically-led cost improvement programme: Orthopaedics
(Northumbria Healthcare NHS Foundation Trust)...................................................................................12-13

Embedding GIRFT through Clinical and Executive management working together
(University Hospitals Plymouth NHS Trust) ................................................................................................14-15

Hospitals working together to improve care (WYAAT) .........................................................................16-20

Triumvirate leadership model (Royal National Orthopaedic Hospital trust)..................................21-22

Standardising patient experiences and care across nine hospitals with clinician expertise
(Manchester University NHS Foundation Trust)...........................................................................................23-24
Further examples of good practice.......................................................................................................................25-27

Here we share measures already being practiced in trusts visited by GIRFT clinical leads
which can help to continuously improve leadership practices and patient care.
For specific support, please contact the regional hub listed on page 27.
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‘‘

Modelling improvement-focused leadership behaviours and practices
Chelsea & Westminster NHS Foundation Trust

At Chelsea and Westminster we are committed to developing a
culture of continuous improvement and leadership, where all staff
have the knowledge and are empowered to make improvements,
co-produced with patients across the organisation to benefit staff
and patients as well as drive efficiencies

‘‘

Pippa Nightingale, Chief Nursing Officer

Chelsea & Westminster illustrates what management and clinicians can achieve
when they work ‘shoulder-to-shoulder’ together. Chelsea & Westminster’s
Improvement Programme brings together quality and financial improvement
under a single approach. This is based on the recognition that improvements to
clinical care are what truly drive financial improvement. The trust has been
awarded ‘outstanding’ in terms of its ‘Use of Resources’ review.

‘‘

Executive Led ‘Deep Dives’

‘‘

Models of improvement need leaders and frontline staff to
work together.

CQC, Quality improvement in hospital trusts: Sharing learning from trusts on a journey
of QI, Sept 2018

The CEO and the executive team have a rolling programme of specialty ‘Deep
Dives’ whereby they meet jointly with clinicians and management to discuss all
aspects of quality and performance in order to ensure ‘grip’ in terms of delivery
and continuous improvement within the service. This regular face-to-face
discussion at specialty level embodies a closer working relationship and
partnering of the trust executive with front line care. This helps to drive the
momentum of improvements through:
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Stronger influence from clinical knowledge on the ground into improvement
and strategic decision making
Improved direct understanding of executive management of the conditions
affecting their teams in front line care.

Integrated Improvement Programme

The trust’s improvement programme brings together opportunities to
improve clinical care and realise efficiencies identified through these ‘Deep
Dives’, a comprehensive ward accreditation programme, as well as from
external reviews e.g. CQC and GIRFT. It is overseen by an Improvement
Board that monitors progress against both the trust’s quality priorities and
financial efficiency goals. As a result clinically led improvements in care
ranging from medicines optimisation through to pathway redesign are directly
linked to all the drivers of value.

Clinically-led improvement

In a recent example, a multidisciplinary team mapped the pathway for patients
undergoing uni-compartmental knee replacement. By identifying variation in
practice across the department and reviewing best practice from elsewhere
the team identified multiple opportunities to improve patient experience and
clinical outcomes e.g. implementing regular carbohydrate loading to facilitate
quicker recovery and reduce rates of post-operative hypotension. In total
eight new standard operating procedures (SOPs) have been introduced
resulting in reduced delays for patients and an improved experience. This has
driven a reduction in average length of stay of 3.5 days per patient, saving 77
bed days over 3 months. The ambition is to extend the work to all other
aspects of the elective orthopaedic patient population.

This trust is demonstrating ways of putting strategies 2 & 5 into practice:
2. Strengthen the focus on the retention of management staff.
5. To enhance clinician and manager collaboration.

‘‘

‘‘

Embedding continuous improvement using GIRFT methodologies:

NHS Improvement, condition 2 for continuous improvement, 2016

An enabling and supportive senior management team

‘‘

Leaders who model compassion, inclusion and dedication to
improvement in all their interactions are the key to creating
cultures of continuous improvement in health and care.

Gateshead Health NHS Foundation Trust’s senior management team have
developed a rigorous governance process which allows the clinical teams to
embed GIRFT recommendations as ‘normal practice’ and put in place action
plans to support the team to continuously improve.
Once specialties have a GIRFT ‘Deep Dive’ clinician led visit, the speciality
clinical lead prioritises GIRFT recommendations with support from their
Business Unit and presents to the trust’s SafeCare council.

Clinically-led improvements

Clinically-led improvements have been made to the following areas:
Anaesthetic and perioperative medicine
Diabetes
Obstetrics and gynaecology
General surgery.
Reasons for change are identified through GIRFT and improvement plans put
in place. Updates are provided via SafeCare to monitor the improvements and
to provide any support that may be required from the senior management
team. A quarterly quality improvement progress report is presented to the
trust’s Quality Governance Committee.
This keeps visibility and understanding high and, crucially, gives the clinical
teams ownership of their department’s quality improvement as well as
developing staff’s skills and capacity to continuously improve.

We’ve found that GIRFT is a great way to engage clinicians in
thinking about improvement. The findings of GIRFT inform our
LEAN improvement work and define many of our improvement
plans. By embedding GIRFT alongside LEAN in our everyday
activities we are constantly striving to improve.
Andy Beeby, Executive Medical Director, Consultant Obstetrics & Gynaecology & GIRFT

Looking at general surgery

‘‘

Gateshead Health NHS Foundation Trust

A case study was submitted on the electronic system for effective coding of
comorbidities, bringing forward primary diagnoses and patient comorbidities
from previous episodes of care.

Example: Abdominal pain

As a result of the effective coding, a pilot Appendicitis Pathway was
established. Patients are now discharged with advice and education and the
trust has implemented dedicated ultrasound slots for returning patients.
The positive impacts of the pilot Appendicitis Pathway are threefold:
1. a reduction in admissions

2. those patients that return next day have use of the dedicated ultrasound slots

3. patients admitted at that point for surgery have a reduced length of stay (LOS).

This trust is demonstrating ways of putting strategy 5 into practice:
5. To enhance clinician and manager collaboration.
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A ‘Ward to board’ approach to driving clinical improvement in front line care:

‘‘

North Tees & Hartlepool NHS Foundation Trust

In a recent report on Quality Improvement in hospital trusts the CQC states:
The most important determinant of quality of care is leadership.
These trusts have a strategic plan for QI, which is supported with
unwavering commitment from the senior leaders, who model
appropriate improvement-focused leadership behaviours and a
visible, hands-on approach.

‘‘

CQC – Quality Improvement in hospital trusts. Sept 2018

The North Tees and Hartlepool Trusts’ senior executive team have
demonstrated this through progressing continuous improvement in the trust
from ‘ward to board’ using GIRFT ‘Deep Dive’ methods to interrogate their
PLICs data to:

ensure effective collaboration among clinical performance and finance
teams in understanding the costs.
maintain equivalent high clinical standards between the two sites.
realise identified potential gain opportunities, whether in clinical pathways
or use of resources, and increase activity on the cold site (UHH).
make informed decisions for clinical service change and the impact it has on
patient outcomes and consequently efficiency.

How clinically-led PLICs has improved

The orthopaedic team for the trust used the GIRFT process, Model Hospital
and their internal Patient Level and Information Costing System (PLICS) data
to investigate variances in service across their acute (University Hospital of
North Tees) and cold (University Hospital of Hartlepool) sites.

GIRFT’s deep dive data showed that the trust was originally an outlier with
regard to national data in its costs of service provision. They therefore wanted
to understand and improve those costs whilst maintaining their good clinical
outcomes. To do this the trust set up its clinicians to work closely with the
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finance team to use the complementary data to:
illuminate where the differences in care lay
develop new pathways improving their service delivery
make better use of their available workforce.

Understanding their complementary clinical outcome and patient level
costing data allowed a clearer assessment of what clinically valuable changes
could be made and improved the accuracy of the patient level costings data by
refining apportionment of the workforce and fixed costs.
Cooperation of the clinical and finance teams synergised service
improvement and data accuracy (NHS Improvement condition 4) and, most
importantly, developed good working relationships between the two
professional groups (NHS Improvement condition 1).

What was done

Following on from the GIRFT deep dive the orthopaedic team looked at their
data pack and struggled to understand why they were outliers on reference
costs. They then examined the information in Model Hospital which
suggested that the unit cost per bed day of a joint replacement on the
University Hospital of Hartlepool cold site was 504 compared to 252 on the
University Hospital of North Tees acute site. With reducing length of stay
(LOS), similar clinical outcomes on both sites, and with good patient
responses, the reasons for such a difference were not obvious. Turning to the
trust’s PLICs data provided detailed information for each site linked to HRG
codes for interventions and co-morbidities.
The PLICs database allowed the orthopaedic directorate to identify:
what were the local cost drivers
where the costs differed between the sites
how those fixed and variable costs were allocated.

It also promoted discussion with clinical teams around the reasons for patient
level variation, including LOS, identifiable use of resources, such as radiology
or pathology, and the costs per patient. PLICs allows differences among

individual surgeon's caseloads or within patients with similar co-morbidities
to be identified, raising questions of clinical value and clinical process as well
as capturing the ‘hidden costs’ of delivering care.

This changed the discussion among the team and led to new ways of thinking
in understanding why reducing LOS with changes in clinical processes
appeared to be increasing the unit costs. Involving the finance team in these
conversations developed the PLICs dashboard view so that clinicians could
navigate the costing data easily to find the information needed to complement
their knowledge of clinical audit and PROMs.
The team realised that the attribution of semi-fixed costs, including overnight
senior nursing cover and fixed costs for the building, could be further refined
for accuracy in PLICs and could identify opportunity gains in reducing the
readmission rate. A Ward Attender clinic was established for drop in /
arranged visits. So patients with post-operation complications or concerned
patients can be reviewed and sign-posted to areas of need and a patient
pathway agreed with radiology for Ward Attenders with potential DVT with
regular scanning slot availability, rather than having patients classed as
‘readmissions’. Improvements were made in:
Nursing skills these are better employed as patients have less need to
travel to the acute site, with capacity released in the Surgical Assessment
Unit (SAU).
Patient pathway understanding in primary care the service attends GP
and urgent care centre education sessions to promote the new patient
pathway and therefore reduce the number of patients being signposted to
the acute site.

They have established a continual 6-month audit of readmission patients for a
clinically sustained approach and can assess the change in use of resources
through the PLICs dashboard.

Established best practice

The orthopaedic clinical team now has regular meetings looking at PLICS data
with the finance team and managers. Consultants have access to the PLICs
dashboard with timely information giving a broader perspective on clinical
performance.

This approach resulted in the introduction of a weekly peri-prosthetic fracture
theatre list, undertaken by the lower limb revision surgeons, reducing the:
number of elective patients cancelled to provide theatre space for these
urgent procedures
the waiting time for access to theatre
and consequently reduce the LOS.
(The directorate is currently evaluating the reduction in the cost for the
treatment of these patients whilst ensuring that patients are treated by
specialists and in a timely manner.)

Successes and lessons learnt

Traditional metrics to show efficiency may not necessarily have the necessary
detail or impact need to understand cost drivers at a local level.
PLICs is a timely, localised tool to further understand the published WAU
(weighted activity unit) and in turn this allows reference costs to be refined
for true value assessment and potentially influence tariff in the future.

When clinical performance and finance teams are working together an
understanding is developed leading to effective challenge of existing systems
and develops better use of recourses for clinical care.

Conclusions: scalability and transferability

Every acute trust will be developing their PLICs in response to the mandate
that each trust has such a system in place.
All trusts would benefit from closer working relationships among clinical,
finance and performance teams.

Service improvement depends on a clear understanding of current service delivery
and potential areas for change to enhance clinical care or release resources.

This trust aligns with NHS Improvement’s continuous improvement
conditions 1 & 4 and is demonstrating ways of putting strategy 5 into practice:
5. To enhance clinician and manager collaboration.
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Incentivising a clinically-led cost improvement programme: orthopaedics
Northumbria Healthcare NHS Foundation Trust

Cost improvement programmes (CIPs) are recognised established mechanisms to improve the
quality and efficiency of the NHS. However, whilst it is recognised that the wider healthcare
system benefits, clinical teams, who are best placed to lead on CIP, have little incentive to do so as
they rarely feel the benefit of the cost improvement for their own patients.

Gain Share: a Shared Savings Agreement Programme

To address this the senior executive team at Northumbria Healthcare NHS Foundation Trust has
empowered and engaged clinicians with quality improvement, through the introduction of Gain
Share: a Shared Savings Agreement Programme. Gain Share stipulates that a a percentage of any
cost savings by a speciality will automatically return to that speciality for their own improvement.

The Shared Savings Agreement Programme is about adding value by improving quality in a
measurable way and the proceeds of any gains is shared with clinical teams to reinvest to support
quality, efficiency or education within their departments.

Trauma and orthopaedics

The Trauma and Orthopaedics Department (T&O) are the first to have undertaken quality
improvement work under the Shared Savings Agreement Programme.

For cost improvements identified and implemented the T&O team gained 30% to spend on items
they perceived as important (this increases to 40% when savings are made of over 250K):
Education

Outcomes collection
Nursing
Kits

Admin.

The remaining 70% goes to the trust’s CIP.

Through this programme to date the department have made an overall trust saving of £399.9K.
The T&O department through their 30% gain share were able to invest in a Band 3 and Band 5
outcomes administrator, and fund research papers.
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Memorandum of Understanding

A Memorandum of Understanding between the senior executive team and
clinical teams gives a sense of security and buy-in to clinical teams and
incentivises not only cost savings but a much-improved culture of
understanding and working ‘shoulder to shoulder’ as it leads to visible
speciality-driven improvement in patient care.

Mike Reed, Orthopaedic Consultant and Chair of the North East
and North Cumbria Orthopaedic Alliance.

Scaling up

‘‘

‘‘

After years of cost improvement programmes much of the
‘low hanging fruit’ is gone. This agreement has enabled our
clinical team to search out and deliver ‘difficult win’
improvements.

The intention is to roll this method of CIP out to other trusts throughout
the North East and North Cumbria Orthopaedic Alliance.

This aligns with NHS Improvement Developing People – Improving Care
framework (2016) condition 4: ‘Support systems for learning at local,
regional and national levels’, in particular with the proposed action (see
page 33 of the NHS Improvement framework) for ‘support [of] peer topeer learning and exchange of ideas.’ The Gain Share CIP programme, with
the support from NHS Improvement’s initiative, provides other trusts a
model CIP to engage clinicians and improve specialities.

This trust aligns with NHS Improvement’s continuous improvement
condition 4 and demonstrates ways of putting strategy 5 into practice:

5. To enhance clinician and manager collaboration.

13

Embedding GIRFT through clinical and executive management working together
University Hospitals Plymouth NHS Trust

Putting the patient at the heart of improvements

The University Hospitals Plymouth NHS Trust is part of Devon’s STP (four Acute Trusts). It employs 6,000+ staff
on its single site, teaching hospital and is about to integrate with its local community provider. The trust serves a
population of 450,000+ with tertiary Specialist Services including:
Major Trauma Centre (adult)
Neurosurgery Unit
Cardiothoracic Unit
Renal Transplant Unit.

The trust is one of seven trusts taking part in the NHS Improvement ‘Vital Signs’ Lean programme.
‘Lean: is an improved method to allow staff and patients to improve their own processes and ways of working.
(NHS Improvement, https://improvement.nhs.uk/news-alerts/seven-trusts-take-part-our-lean-programme/)’
It focuses on ‘the flow of value from the patient’s perspective.’ This ties in with GIRFT’s objective to ‘improve the
quality of care within the NHS by reducing unwarranted variations.’

GIRFT and NHS Improvement Lean approach example: urology

Clinical leads selected five GIRFT metrics for improvement over six months to define, measure, analyse and
improve control. Urology evidenced improvements as a result as follows:

Male Bladder Outflow Obstruction Surgery
Metric

Average
LOS

Baseline
Target

2.32 Days

Trust
Average

1.8 days to 0
for 80 patients

Cost
Savings
£0

Cost
Avoidance
£35,955

Cost
Pressure

-£61,988

Activity: 179 patients

Income

£34,451

Releasing
bed days
144

Of this, 80 patients could be treated through Green Light Laser (GLL):
This moved the procedure to a day case with zero LOS (these patients would otherwise stay in 1.8 days).
Cost Avoidance: 1.8 Days x 80 Patients at Ward Costs of £250 per day = £35,955
Cost Pressure: Additional consumables, maintenance and revenue costs = -£61,988
Income: Best practice tariff to deliver this procedure as day case = £34,451
Releasing Bed Days: 80 x 1.8 = 144
Overall, there was an £8,500 benefit, and it released 144 bed days.
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How to make this sustainable

The trust recognises that its clinical leads are central to
continuous improvement strategy which also aligns closely
to NHS Improvement’s condition 3 for continuous
improvement ‘Knowledge of improvement methods and
how to use them at all levels.’

Clinical leads are engaged in:

1. Selecting five SMART metrics at any one time for their
speciality as a focus for improvement

2. Setting up a schedule for those improvements with
regular updates with the trust MD in months 1-6 – and
repeating until established as business as usual (BAU)

3. Trust-wise use of an Improvement Tracker for
measuring progress.

Clinical leads have a devolved responsibility to set their
own priorities and take full ownership of their projects,
supported with genuine executive leadership, i.e. the
projects are closely overseen by the MD with the clinical
leads regularly reporting in to the MD.

This trust aligns with NHS Improvement’s continuous
improvement condition 3 and is demonstrating ways of
putting strategy 5 into practice:
5. To enhance clinician and manager collaboration.
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Hospitals working together to improve care

West Yorkshire Association of Acute Trusts

The West Yorkshire Association of Acute Trusts
(WYAAT) was established in 2016 and is a partnership
which brings together the six NHS trusts which deliver
acute hospital services across West Yorkshire
and Harrogate:

1. Airedale NHS Foundation Trust

2. Bradford Teaching Hospitals NHS Foundation Trust

3. Calderdale and Huddersfield NHS Foundation Trust

4. Harrogate and District NHS Foundation Trust

5. Leeds Teaching Hospitals NHS Trust

6. Mid Yorkshire Hospitals NHS Trust.

The aim of the association is to work as a system, rather
than as individual organisations, to deliver integrated,
high quality, cost effective care for patients in West
Yorkshire and Harrogate.

All the WYAAT Trusts are part of the West Yorkshire
and Harrogate Health and Care Partnership (WY&H
HCP), the name of the integrated care system in WY&H.
Through WYAAT the acute trusts are able to provide a
strong and consistent voice into the HCP and also
deliver the ‘Hospitals Working Together’ portfolio
which is one of the HCP’s priority programmes. The
Hospitals Working Together portfolio currently consists
of 12 programmes covering the full range of activities in
the hospitals from support services, such as
procurement and information technology, to clinical
support services, such as pharmacy, and clinical services
such as elective orthopaedics.
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WYAAT
WYH Clinical
Strategy

Corporate
Services
Programmes

Clinical Support
Programmes

Clinical Services
Programme

Workforce

Pharmacy

Service
Sustainability

Procurement

Imaging
Collaborative

WY Vascular
Service

IM&T

Pathology

Elective Surgery
(Orthopaedics)

Estates &
Facilities

Scan for Safety

HDFT HASU

WYAAT's 'Hospitals Working Together' portfolio of 12 programmes.

WYAAT’s purpose and principles

WYAAT’s purpose, as set out in its Memorandum of Understanding agreed by
all six trusts, is to work together on behalf of patients and the population to
deliver the best possible experience and outcomes within the available
resources for corporate and acute services across the WYAAT service area.
This purpose and its effects align with the NHS Improvement conditions for
continuous improvement, such as condition 1: ‘leaders equipped to develop
high quality local health and care systems in partnership.’
The association also agreed its approach to collaboration in five principles:

1. Standardisation to drive out variation in quality and efficiency based on
best practice and the GIRFT approach

2. Clinical networks and alliances to protect local access for patients and
increase resilience

3. Centres of excellence for higher acuity specialties to reduce duplication
and enable standardisation

4. Workforce planning at scale, including free movement of staff between
organisations

5. Economies of scale in corporate and clinical support services, such as
procurement, pathology.

The aim is to organise around the needs of the WY&H population, rather than
planning at individual organisational level, so as to deliver more integrated,
high quality, cost effective care for patients.

How are decisions made?

Fundamental to WYAAT’s approach is that it is the combination of the trusts,
not a separate organisation; WYAAT does not deliver programmes for the
trusts, the trusts deliver them together supported by the WYAAT programme
management office (PMO). No powers have been delegated from trust boards
to WYAAT, but the WYAAT governance structure and processes facilitate
coordinated decision making by the trusts.

the objective of an acute provider transformation to a more collaborative model
of care for the WYAAT service area, the intention being to deliver a system
model, operating as a network, that is coherent, integrated, consistent (reducing
unwanted variation) and focused on quality and value for the population and
patients.’

Each WYAAT programme is led by a chief executive and develops a Case for
Change and, later, a Business Case setting out why there is a need to change
and recommending the best option to deliver the identified benefits. After
rigorous scrutiny of the cases by trust executive directors considering their
clinical, financial and operational implications, the chief executives make a
recommendation to the CIC. The CIC will consider the case and, if supported,
will recommend its approval by the individual trust boards.

Clinicians and managers: working together

By bringing together the wide range of skills and expertise across West
Yorkshire and Harrogate, WYAAT has an immense opportunity to work
innovatively to improve care. In every programme, clinicians, from all
professions, and managers are working together to develop a culture of
collaboration for continuous improvement:
building relationships and trust between individuals and teams

sharing the best of what they do

reducing variation and duplication in the way that they work

identifying new ideas, innovations and technologies

creating clinical networks to share expertise and resources for the whole
population, and where appropriate develop centres of excellence for the most
complex services.

Central to this approach is the importance of clinical leadership (from all
professions) and staff engagement and involvement in the programmes.

WYAAT’s Committee in Common (CIC) brings together the chairs and chief
executives of the six trusts to provide strategic leadership to its portfolio of
collaborative projects. The CIC is specifically charged in the MOU with,
‘overseeing a comprehensive system wide collaborative programme to deliver
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Using workstreams to implement change

Similar to the way in which GIRFT targets improvements through
clinical expertise in workstreams, WYAAT has 12 programmes
supported by a Programme Management Office including a clinical lead,
finance lead and programme and project managers. Each programme
has a leadership team led by one of the WYAAT Chief Executives as
Senior Responsible Officer, with an Executive Director lead, a lead
Medical Director, Finance Director and potentially other directors as
necessary, supported by programme and project management from the
PMO. Some examples of WYAAT’s programmes are set out below.

1. West Yorkshire Vascular Service - developing a ‘single
service’ to make best use of expertise and workforce.

Through WYAAT, the trusts have agreed to create a ‘single service’ for
specialist vascular services in West Yorkshire, bringing together the five
separate trust services. Supported by the WYAAT PMO, vascular
clinicians developed a shared vision for a West Yorkshire vascular
service which was agreed by the Chief Executives. The aim is to make
best use of the expertise and workforce across West Yorkshire to
increase resilience, maintain local access to services while consolidating
the most complex procedures into two arterial centres which can meet
all the national requirements for high quality care.
A Clinical Director, General Manager and Head of Nursing for the
service have been appointed to bring the services together and,
ultimately, lead the single service.

The strength of the relationships within WYAAT, underpinned by its
robust governance and clear decision making, also enabled the trusts to
make a unanimous recommendation to NHS England about how to
reduce the number of arterial centres in West Yorkshire from three to
two. An options appraisal process involving clinicians and managers
from all the services considered a range of factors to assess the options
and made a recommendation to the CIC.
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2. Elective Surgery Programme – clinical standardisation and
networking for elective orthopaedics to reduce unwarranted
variation and increase efficiency

The WYAAT Elective Surgery programme is striving to establish the
West Yorkshire & Harrogate Elective Orthopaedic Service as a national
centre of excellence in order to drive up quality and optimise
operational efficiency across the region. This is a joint service
improvement programme which will standardise clinical pathways and
procurement and optimise estate utilisation for elective hip and knee
replacement procedures. This will increase the capacity and efficiency
of orthopaedic services in the area with the aim that all patients,
anywhere in the area, receive the same, high standard of care. The
programme was launched on in October 2017 with a joint GIRFT event
attended by over 100 surgeons from across WYAAT. It continues to
maintain close links to the GIRFT programme, and promotes GIRFT
recommendations to reduce unwarranted variation in care across all six
trusts. For instance, WYAAT is standardising patient information for
pre-surgery preparation which positively impacts length of stay and
recovery afterwards.
The programme has also increased surgical capacity by improving the
efficiency of theatre lists. Through a process of experimentation and
testing, the teams have developed ‘optimised lists’ which, by increasing
the theatre team by one, smooths the process and increases capacity
from four to five patients per list for standard hip and knee
replacements. Each trust is now in the process of implementing
‘optimised lists’ as business as usual.
The programme has been built on the strong engagement and
leadership of the clinicians who are now using their shared data to
identify new areas to work on. For instance, the clinicians have
identified opportunities to reduce costs by standardising the range of
prostheses they use, supported by the GIRFT procurement team.

This approach based on: shared data; clinical leadership; distributed,
multidisciplinary teams; and service improvement methodology is being
replicated in other specialties such as ophthalmology which GIRFT
supported with another whole system event in November 2018.

3. Clinical support – reviewing pathology, radiology and pharmacy systems
and processes to identify benefits of working together and in the same ways.
Pharmacy. Working together, the six WYAAT trusts plus three regional partner
trusts, are seeking to establish a single pharmacy supply chain serving all nine
trusts to reduce operational costs, improve service levels, manage supply chain
risk, drive further innovation and ensure the medicines supply chain is fit for the
future. This would be a national first and the programme is in the final stages of a
procurement process for its supply chain partner. Working together on the
programme has already delivered benefits, such as a reduction in total stock
holdings across the trusts.

Scan4Safety. Building on the success of the Leeds Teaching Hospital Trust
demonstrator site, WYAAT is implementing Scan4Safety across all WYAAT trusts.
Scan4Safety provides standard barcode and scanning technology to improve
patient safety and experience by ensuring 'right patient, right product, right
treatment.' One benefit demonstrated in Leeds is real-time patient tracking enabling
staff to know where every patient is all of the time which improves efficiency and
patient experience. The system improves data quality in patient records and
administrative systems, for instance stock control. Based on Department of Health
and Social Care estimates the programme is expected to deliver substantial annual
financial savings across WYAAT, as well as improving patient care.

Radiology. The Yorkshire Imaging Collaborative (Y-IC) consists of the WYAAT
trusts plus three regional partners. Y-IC has two programmes, both overseen by a
single Programme Board and the same SRO and Executive Lead to ensure they are
aligned. The Technology Programme is implementing a common radiology picture
archiving and communications system (PACS), Agfa Healthcare’s Enterprise
Imaging (EI) solution, across eight of the member trusts. This will deliver benefits
such as reduced annual licence cost, improved analytical tools, electronic dose
management, electronic peer review and instant visibility of a patient’s imaging
anywhere in the collaborative. The Transformation Programme will build on the
common PACS to develop a standardised, highly productive, shared radiology
service across all 26 hospitals in the nine member trusts. A key priority is
standardisation of imaging protocols and a number of specialty based ‘Special
Interest Groups’ are being established. Standardised protocols are a necessary
step to enable shared reporting of images anywhere in the network and in 2018
WYAAT was awarded £6.1m to implement a shared radiology reporting system for
the trusts.
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4. Corporate services – looking at back office functions to share learning and identify any
benefits of bringing together ways of working, teams and services.

This approach supports initiatives within areas like Procurement, where WYAAT has delivered £1.2 million
in savings through collaboration between the trusts, with a pipeline of other savings coming through. Other
initiatives for working in common to improve in this area are as follows:

Procurement. By working collaboratively to standardise products and use the purchasing power of all
six trusts, WYAAT has already delivered over £1 million of procurement savings, with an ongoing pipeline
of other savings constantly under development. Building on this collaboration, the procurement teams
are now developing a proposal for a shared procurement function for West Yorkshire and Harrogate to
reduce costs and make best use of the procurement expertise across the trusts.
Workforce. A key principle of collaboration in WYAAT is workforce planning at scale and the trusts are
working on a number of projects to enable staff to work flexibly across all trusts. This will support a
number of other programmes such as vascular and radiology, as well as making short term operational
support easier. Underpinning this ability is an agreement between the WYAAT trusts to recognise each
other’s recruitment checks and mandatory training to allow staff employed by any WYAAT trust to work
on the site of any other WYAAT trust with the minimum bureaucracy. Secondly, the trusts have started a
process of standardising job descriptions, initially for clinical support roles where over 80 different job
descriptions were identified! Thirdly the trusts are seeking to establish a collaborative medical bank so
that medical staff from across WYAAT can fill shifts anywhere in the region and reduce agency costs. The
workforce challenges in all trusts and the complex clinical, operational and financial risks of a shared,
standardised bank have made this an incredibly complex and sensitive project. WYAAT is now working to
agree standard rates and escalation processes and to put in place a comprehensive data collection to
understand exactly what is happening now.

In conclusion WYAAT’s portfolio of 12 programmes is leading to improvements in multiple areas increasing
efficiency, staff workflow, patient care, procurement costs, to name but a few. The evident success of this
collaboration between trusts which service a large population and geographical area is one to watch.

This trust aligns with NHS Improvement’s continuous improvement conditions 1 through 5
and is demonstrating ways of putting strategies 5 and 6 into practice:
5. To enhance clinician and manager collaboration.

6. To develop methods of collaboration and programmes of work in common between trusts that
align regulations, learning and support systems which increase efficiencies of care over time.
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Triumvirate leadership model

Royal National Orthopaedic Hospital Trust
In 2016 the RNOH introduced a triumvirate leadership model
based on ‘shoulder to shoulder’ operational and clinical leadership
to address its increasing challenges: to lead the front line delivery of
providing excellent clinical care within ever tighter resource
constraints. This is evidenced through measured outcomes.
The drive is to achieve improved operational efficiency that
supports the trust’s sustainability, and a need to engage more fully
in external partnerships.
The triumvirate structure gives RNOH operational leadership with
strength and depth, capable of confidently addressing the
improvement challenges.
This structure is replicated across three leadership levels Executive, Operational and Divisional - as shown here:

Medical
Director

Director of
Nursing

Chief Operating
Officer

TRUST WIDE OPERATIONAL TRIUMVIRATE
Head of
Operations /
Deputy COO

Head of
Nursing /
Deputy DON

DIVISIONAL TRIUMVIRATE

Clinical Director

Divisional
General Manager

Divisional Head of Nursing

Each triumvirate is supported by corresponding business partners in Finance and
Human Resources to create a leadership team. Therefore:

The Triumvirate = the 3 accountable team members: medical, nursing and operational
The Leadership Team = the triumvirate, plus the finance and HR Business Partners

Triumvirate

HR & Finance
Business
Partners

Divisional
Leadership
Team

GIRFT principles

EXECUTIVE TRIUMVIRATE

Clinical Director
for Clinical
Governance

‘‘

This model is an excellent model...we work really well together, we all
three of us contribute, so it really works. Synergy between us is good.

Divisional
Nursing Head

In 2018 the model was enhanced by strengthening the interface with GIRFT
principles and Quality Improvement methodology. The Medical Director is the GIRFT
champion, supported by a Head of Medical Directorate as the GIRFT lead. This role
brings together the opportunities identified by the GIRFT methodology, such as
reducing variation in surgical implants, with the Quality Improvement strategy of the
overall trust, to ensure that GIRFT recommendations are embedded into the front
line Divisional Triumvirate priorities.

Parallel operational and governance model

The operational model delegates ownership, authority and responsibility to the front
line promoting principles of earned autonomy. The governance model is kept as light
touch as possible with escalation of key risks and shared learning from the Divisional
Triumvirate through to the RNOH trust wide Operational Triumvirate, up to the
Executive Triumvirate and ultimately the Chief Executive Officer and RNOH Trust
Board. The trust also has a strong and active patient group involved at all levels of the
model including participation in both the agreement of improvement plans and
monitoring oversight at the RNOH Trust Board. The specific aims and objectives for
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In addition to specific short, medium and long-term strategic objectives, each
triumvirate is responsible and accountable for:
the delivery of safe, high quality patient care,

the effective management and wellbeing of staff, and

the appropriate use of finite resources to support the sustainability of the RNOH.

Members of the triumvirate may be responsible for different aspects of these
objectives. However all are jointly accountable for the delivery of all objectives.
Therefore horizontally within each triumvirate, all members are jointly accountable for
all elements of delivery and performance. Triumvirate members share a number of
similar individual appraisal objectives to reflect this. This shared accountability is
supplemented by clear processes that apply a ‘chain of command’ for specific issues, e.g.
clear roles and responsibilities for individuals in major incidents and clear processes for
decision making that are applicable to individual case dependent circumstances. For
example, wider learning from incidents or the approval of a new consultant
appointment.
A key objective for each Triumvirate member at each level (Divisional, Operational and
Executive) is to ensure they discuss, clarify and communicate specific lead
responsibilities for key workstreams so that the wider organisation is clear about who
holds first-line responsibility. These may change over time to reflect individual
triumvirate members’ strengths, interests and development needs.

Impact

Following the introduction of the triumvirate shared leadership model, RNOH has seen
improvements at scale and at pace in delivery of a wide range of objectives, from
improvements in quality of care, learning from incidents, staff engagement scores
across the trust reported in the NHS Staff Survey, appraisal rates and delivery of access
targets. The absolute staff survey scores and rate of improvement have been
consistently amongst the highest in the country.

A review of the triumvirate model was undertaken as part of an MBA dissertation and
the subject of significant scrutiny in a recent CQC Well Led inspection.
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‘‘
‘‘

Divisional General Manager

Individuals felt empowered and embraced the model to
work together to drive decision-making and progress.
There was a clear theme around clinical leadership,
whereby developing clinical leaders and leadership
roles adds richness to the triumvirate and is a key
ingredient to influence decision-making. However, it
was acknowledged that it also creates extra work.

Overall, the evidence revealed that the triumvirate model
'works' and members enjoyed working as part of it. The
shared decision-making was embraced and there
appeared to be tight cohesive Divisional Leadership
Teams. The majority of the feedback was very positive
with regard to the triumvirate model, which after two
years appears to be developing and growing stronger.
CQC

‘‘

Objectives

There has been some real bringing together.

‘‘

each triumvirate flow from the agreed strategic and operational objectives for the trust,
which have been co-produced with staff and patients.

The RNOH is rated Good under the CQC well led domain, with
outstanding ratings for aspects of the effectiveness of its service.
The CQC commented in their report that ‘Divisional leadership
structures were clear to all staff and worked well in governance,
performance management and quality monitoring. Staff
commented positively on changes that had been made since the
change to a divisional structure. Across the core services we found
highly dedicated staff who were very positive, knowledgeable and
passionate about their work.’

Standardising patient care across nine hospitals with clinician expertise
Manchester University NHS Foundation Trust

Manchester University NHS Foundation Trust (MFT) is a group trust formed
of nine hospitals located across South and Central Manchester. It was
established in 2017 as a merger between Central Manchester University
Hospitals NHS Foundation Trust and University Hospital of South
Manchester NHS Foundation Trust.

The GIRFT programme was building momentum just as the organisation was
considering how best to ensure that, through standardisation, patients would
receive a consistent, high quality experience followed by effective outcomes,
regardless of the site or service in which they were seen and treated.

Together MFT and GIRFT, in its programme to reduce variations, embody the
third of the NHS Improvement’s conditions (2016) for continuous improvement
in care: ‘Knowledge of improvement methods and how to use them at all levels.’

Developing three Clinical Standards Groups

One way in which MFT has built a structure to deliver consistency has been by
the recent formation of three Clinical Standards Groups (CSG) (Surgery,
Medicine, Heart & Lung). The GIRFT principle of improving quality of care by
removing unwarranted variations sits perfectly alongside this approach,
specifically identifying opportunities for the groups to consider tackling.
Effectively any departmental recommendations are owned and implemented by
the clinical lead for the department; and where recommendations are linked to
overarching pathways, or specialty-wide themes exist, these are delivered
through the CSG’s.

The group continues to develop, with an imminent takeover of elements of the
Pennine Acute Hospitals NHS FT, although the efforts outlaid in building a
robust governance process around GIRFT will result in a simple roll-out of
current processes. The trust works hard to ensure that the significant
challenges brought about by its changes in size and structure, are outweighed
by the improvements in patient experience and outcomes, and had already
placed considerable effort into embedding its own safer, outpatient and elective
standards. The standards had been constructed by groups of clinicians, and

hence clinically-led improvements were a key feature of the trust.

Having been recognised as a key enabler of change, in order to ensure that
GIRFT was visible and prioritised, MFT took a number of steps to incorporate:
1. the governance structure

2. the operational approach to delivery
3. communications.

The governance structure related to GIRFT ensures that hospital medical
directors are each responsible for ensuring GIRFT recommendations are
implemented in their hospital. CSG leads are then responsible for introducing
standardisation across the nine hospitals.
Medical directors and CSG leads plus other senior clinical staff and executive
directors form a Clinical Advisory Committee (CAC), reporting directly to the
Group Executive Management Board. Effectively, the CAC oversees the
implementation and embedding of clinical standardisation, standards
and outcomes.
There is a GIRFT strategy document which was ratified by the Clinical
Advisory Committee and an operational approach to embedding GIRFT was
also supported. Measures of success identified within the strategy include
evidencing how well the programme has been embraced and embedded, and
recommendations implemented.

Tailoring the local operational approach

The size and complexity of the hospitals is different – some are single GIRFT
specialty whereas others cover a large number. Therefore, local operational
delivery does differ slightly. Both for this reason, and to ensure medical
directors feel involved in setting the direction, local approaches to delivery
are in accordance with how they want it to work for them. This does include
joint working, whereby multi-site service provision within different areas of
managerial control are brought together, with combined national clinical lead
visits taking place, followed by joint ownership of actions for consistency.
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Engaging through communications

Communications is also a vital part of ensuring GIRFT’s success within the
trust, and this is why there are regular updates within the staff newsletter,
iNews. This includes elements such as recent and upcoming visits as well as
improvements that have been made.
Whilst it currently has its own place within the governance structure, one
measure of success will be when it is not a separate focus, but becomes
business as usual. Until then, the trust has put in place real time reports to
track progress against every GIRFT recommendation.

By having a clear vision of the benefits that GIRFT can bring to MFT, engaging
the staff through communicating that vision, and ensuring that the processes
are designed in a way that is not burdensome for the clinicians, the trust has
been able to fully embrace GIRFT as a key enabler towards delivering a cycle
of continuous improvement for their patients.

GIRFT is not a nationally mandated programme, however MFT has clearly set
out its position very strongly. Whilst unwarranted variation continues to exist,
the trust will positively engage and embed the programme.

This trust aligns with NHS Improvement’s continuous improvement
conditions 1, 3 and 5 and is demonstrating ways of putting strategies
5 and 6
5. To enhance clinician and manager collaboration.

6. To develop methods of collaboration and programmes of work in
common between trusts that align regulations, learning and support
systems which increase efficiencies of care over time.
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Further examples of good practice
NHS Improvement’s Developing People –Improving Care: A national framework for action on
improvement and leadership development in NHS-funded services has already identified the
need for continuous improvement, which aligns with the GIRFT model of improving patient
care through reducing variations across trusts within clinical workstreams.

The current GIRFT reports have identified that, where clinicians and management work
together to reduce variations in care, improvements in patient pathways can be made with
the added benefit that, through working together, clinicians and management become more
effective.
GIRFT is supporting this way of working as best practice for trusts during the implementing of
GIRFT recommendations which the case studies in this document evidence, though these
are not isolated cases of best practice – as the following list demonstrates:

Gloucestershire NHS Trust has put in place a Governance and Management structure in
place to support GIRFT in the organisation. The governance process and reporting process
has ensured there is continued grip, progress and support when required to achieve
success for patients and the organisation. The specialty formulates an action plan to reflect
the recommendations of a GIRFT review. This is then embedded into the governance
processes for the specialty. The specialties identify five actions to prioritise. The specialty
has regular support from the PMO team who will help to set out the actions, assist with data
resource and advice regarding process.

Salisbury NHS Foundation Trust (similar example to Plymouth) has put in place a ‘joined up’
governance process to manage GIRFT implementation ensuring critical clinical engagement
is embedded to support maximum achievement. It is closely linked with the overall Trust
strategies and plans for quality, operational and financial efficiency. This process is
supporting successful implementation of the agreed trust actions and continued high levels
of clinician and other staff engagement, giving the trust good visibility of its achievements,
challenges to achievement and opportunities, both internally and on a wider scale. It also
supports any business case development opportunities.

25

Ashford & St. Peter' Hospitals NHS Foundation Trust has implemented a good
governance and management structure to support the GIRFT programme in
the organisation. A small dedicated team embeds the trust's GIRFT
implementation which includes clinical champions and a dedicated programme
manager. These have been key in developing and supporting the GIRFT
approach throughout the trust.
East Sussex Healthcare NHS Trust actively encourages and supports the
attendance by the multi-disciplinary team at a GIRFT deep dive through
governance and particularly Medical Director ownership of improvement
work. Aligned to the particular speciality this team includes clinical leads,
consultants, other medical and nursing staff, managers, and information
management and coders. The Medical Director (who is the SRO for GIRFT
within the trust) also attends.

The North Cumbria NHS Trust is short of surgeons and nurses which is
creating some challenges. The trust is meeting the demand by developing
HCPs with expanded roles including nurse injectors, glaucoma nurses and
optometrists. There is a trust policy to develop competencies and training in
expanded roles. The trust has a nurse specialist with an MSc in glaucoma as
well as a sister and an optometrist who have extended roles in glaucoma. The
trust are expanding their competency and training policy to also developing
extended roles in ophthalmology.
St Helens and Knowsley Teaching Hospitals NHS Trust are improving
recruitment and retention of specialty doctors for ophthalmology. Recently
the service targeted those doctors who have not been eligible to apply for
CCST by offering training in surgery in return for flexible service. At the last
interviews the trust had received 17 appointable applications. The provision
of training has also reduced the turn-over in specialty doctors. The stable
staffing levels have seen a reduction of the first to follow up ratio in
outpatients by 20%.

Our network of GIRFT regional hubs will stand ready to help trusts who
would like to compare their current practices in leadership to find the optimal
paths for continuous improvement suited to their trust and quantify the
changes and resources required to emulate other trusts where
improvements, such as those shown here, evidence quantifiable benefits for
trust staff development and retention, patient pathways, and costs.
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Contacts
North East, North
Cumbria and
Yorkshire

For enquiries about the good practice examples:

GIRFT Regional Hubs
East Midlands and East of England Hub (EMEE)
Karen Hansed: Karen.hansed@nhs.net

London Hub (L)

Graham Lomax: Graham.lomax@nhs.net

North East, North Cumbria and Yorkshire Hub (NENCY)
Liz Lingard: Liz.lingard@nhs.net

North
West

North West Hub (NW)

Ruth Tyrrell: Ruth.tyrrell@nhs.net

South East Hub (SE)

East Midlands and
East of England
(EMEE)

Michael Dickson: Michael.dickson4@nhs.net

South West Hub (SW)

Eiri Jones: Eiri.jones@nhs.net

West Midlands Hub (WM)

Ian Donnelly: Ian.donnelly1@nhs.net

For enquiries about the rest of the pack:

GIRFT National Team

West
Midlands

South West

London

Director of Policy and Engagement
Will Pank: w.pank@nhs.net

South East
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Conclusion
In the course of 1,600 plus deep dive visits over recent
years the GIRFT team has seen management activity
across the country and understands that the very
challenging role they undertake is more vital than ever.

Indeed, in an organisation the scale and size of the NHS,
management, leadership and the supporting administrative
infrastructure will always be a fundamental component.
What this contributes to the delivery of front line services
and improving efficiency should be both recognised and
always open to review and evaluation. The development of
national standards for management would support this.

By working ‘shoulder to shoulder’ leaders, managers and
clinicians can ensure that the focus is always on improving
patient care, continuous quality improvement rooted in
engagement, even within financially constrained
circumstances. The GIRFT programme has demonstrated
that improved quality delivers better value and this needs
to be at the centre of leadership and management thinking.
In order to do this effectively, trusts can use the NHS
Improvement National clinical leadership and management
development programme to deliver the training and support
for a more joined-up approach.
Also, as referenced in the NHS long-term plan, we believe
that there would be real value in professionalising the
training and governance of NHS management as a career
and that this will also improve the retention of
management staff.
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Strategies to improve leadership
Trusts:

1. Expand and formalise managerial training within leadership development
programmes.

2. Strengthen the focus on the retention of trust staff through the professionalising of
management roles and the development of expanded training for clinical roles.

NHS Improvement:

3. Establish a clearer set of standards on what ‘good’ looks like for NHS managers.

Regulators:

4. Set up an equivalent body to the General Medical Council (GMC) and other
professional body regulators.

Trusts to continue:

5. To enhance clinician and manager collaboration, i.e. working ‘shoulder to shoulder’
as a central tenet of every trust.

6. To develop methods of collaboration and programmes of work in common between
trusts that align regulations, learning and support systems which increase efficiencies
of care over time.

Further reading
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ii

iv

v

vi

Tackling variations in clinical care: Assessing the Getting It
Right First Time (GIRFT) programme, by Nicolas Timmins:
https://www.kingsfund.org.uk/publications/tacklingvariations-clinical-care

Better Leadership for Tomorrow: An NHS leadership review,
written by Lord Rose in 2015 outlining the challenges in
management within the NHS:
https://assets.publishing.service.gov.uk/government/
uploads/system/uploads/attachment_data/file/445738/
Lord_Rose_NHS_Report_acc.pdf

The Kark review of the Fit and Proper Persons Test
https://assets.publishing.service.gov.uk/government/uploa
ds/system/uploads/attachment_data/file/777336/karkreview-on-the-fit-and-proper-persons-test.pdf
NHS Improvement's framework for continuous
improvement in leadership to guide local, regional and
national action on developing NHS-funded staff:
Developing People – Improving Care: A national framework for
action on improvement and leadership development in NHSfunded services; NHS Improvement, National Improvement
and Leadership Development Board; (2016).
NHS Improvement's development of the Lean programme
with 7 trusts in partnership with the Virginia Mason
Institute: https://improvement.nhs.uk/news-alerts/seventrusts-take-part-our-lean-programme/
The Care Quality Commission's report into sharing the
learning from trusts on quality improvement:
Quality improvement in hospital trusts: Sharing learning from
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