HULL AND EAST YORKSHIRE HOSPITALS NHS TRUST
TRUST BOARD
TUESDAY 13 NOVEMBER 2018, THE BOARDROOM, HULL ROYAL INFIRMARY
9.00AM
AGENDA: MEETING TO BE HELD IN PUBLIC

Opening Matters
Apologies verbal Chair — Terry Moran

Declarations of interests verbal Chair — Terry Moran
2.1 Changes to Directors’ interests since the last meeting

2.2 To consider any conflicts of interest arising from this

agenda
Minutes of the meeting of 11 September 2018 attached Chair — Terry Moran
Matters Arising verbal Chair — Terry Moran
4.1 Action Tracker attached Director of Corporate
4.2 Board Reporting Framework 2018/19 Affairs — Carla Ramsay
4.3 Board Development Framework 2018/19
4.4 Any other matters arising from the minutes verbal Chair — Terry Moran
Chairs Opening Remarks verbal Chair — Terry Moran
Chief Executive’s Briefing attached Chief Financial Officer
6.1 Establishment Order (amendment) — Trust name on behalf of CEO — Lee
change Bond
Patient Story verbal Interim Chief Medical
Officer — Makani Purva
Board Assurance Framework attached Director of Corporate

Affairs — Carla Ramsay
Top Risk Areas

8.2 BAF 6 partnership working RR16 Director of Strategy and
Planning — Jacqueline
Myers

8.3 BAF 7.2 infrastructure RR 20 Chief Financial Officer —
Lee Bond

Director Reports

9.1 Quality Report attached Chief Nurse — Mike
Wright
9.1.1 Mortality Q2 Report attached Interim Chief Medical

Officer — Makani Purva

9.2 Nurse and Midwifery Staffing Report attached Chief Nurse — Mike
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9.3 Quality Committee Minutes September/October 2018

9.4 Performance and Finance Report

9.4.1 Financial Plan 2019/20

9.4.2 Winter Plan 2018/19

9.5 Performance and Finance Minutes
September/October 2018

9.6 National Patient Surveys

9.7 Freedom to Speak Up Report

9.8 Guardian of Safe Working Report

Governance and Assurance
10.1 Standing Orders Report

10.2 Director of Infection Prevention and Control Report
10.3 Health and Safety Report

Charitable Funds 29 October 2018

11.1 HEY Charity Accounts for information

Brexit

Any Other Business

Any questions from members of the public

Date and time of the next meeting:

Tuesday 29" January 2019, 9.00am — 1.00pm, The
Boardroom, HRI

attached

attached

attached

attached

attached

attached

attached

attached

attached

attached

attached

attached

attached

Wright

Chair of the Committee —
Martin Veysey

Chief Operating Officer —
Ellen Ryabov/Teresa
Cope — Chief Financial
Officer Lee Bond

Chief Financial Officer —
Lee Bond

Director of Strategy and
Planning — Jacqueline
Myers

Chair of the Committee —
Stuart Hall

Chief Nurse — Mike
Wright

Director of Corporate
Affairs — Carla Ramsay

Dr Muthukumar —
Guardian of Safe
Working

Director of Corporate
Affairs — Carla Ramsay

Lead Infection Control
Nurse — Greta Johnson

Chief Nurse — Mike
Wright

Chair of Committee —
Andy Snowden

Director of Corporate
Affairs — Carla Ramsay
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Hull and East Yorkshire Hospitals NHS Trust
Minutes of the Trust Board
Held on 11 September 2018

Present: Mr T Moran CB Chairman (Chair)
Mr A Snowden Vice Chair/Non-Executive Director
Mrs V Walker Non-Executive Director
Mrs T Christmas Non-Executive Director
Mr M Gore Non-Executive Director
Mr S Hall Non-Executive Director
Prof. M Veysey Non-Executive Director
Prof J Jomeen Associate Non-Executive Director
Mr C Long Chief Executive Officer
Mr M Wright Chief Nurse
Mrs E Ryabov Chief Operating Officer
Dr M Purva Interim Chief Medical Officer
In Attendance: Mr S Evans Deputy Director of Finance
Mr S Nearney Director of Workforce and OD
Ms J Myers Director of Strategy and Planning
Mr C Norman Deputy Director of Estates, Facilities and

Development
Mrs R Thompson Corporate Affairs Manager (Minutes)

No Item Action
1 Apologies:
Apologies were received from Mr L Bond, Chief Financial Officer and Carla
Ramsay, Director of Corporate Affairs

2 Declarations of Interests
2.1 Changes to Directors’ interests since the last meeting
There were no declarations made.

2.2 To consider any conflicts of interest arising from this agenda
There were no declarations made.

3 Minutes of the meeting held 10 July 2018

e The minutes were not related to the Private Session of the Board
and this reference would be removed.

e Chief Executive Officer Briefing — Mr Nearney changed paragraph
2 to read: He added that the Trust was also working with China.

e BAF 2 — paragraph 1 Mr Nearney reported that the Trust was now
taking greater responsibility for workforce planning previously
undertaken by Health Education England.

e BAF 6 — paragraph 1 the sentence should read: Ms Myers
presented the paper and highlighted the key aims as system wide
leadership, acute provider sustainability and working with local
services to enhance service provision.

¢ Operational Plan update — sentence should read, the hospital did
not have the capacity and support to care for patients so more
community support was required.



Following the above amendments the minutes were approved as an
accurate record of the meeting.

Matters Arising

Mrs Ryabov spoke about the waiting list size and advised that validation
work was ongoing and the Trust was focussing on the front end of the
pathways and patients waiting for their first appointment. A detailed report
would be received at the Performance and Finance Committee in
September 2018.

4.1 Action Tracker
Mr Wright advised that there were no issues with patients receiving their
correct medication on discharge.

Mr Snowden reported that he was reviewing the balanced scorecard with
Ms Myers and would bring any changes made to the Board for discussion.

4.2 Board Reporting Framework 2018/19
The Board Reporting Framework was received by the Committee.

4.3 Board Development Framework 2018/19

The Never Event deep dive discussion to be added to the framework. Mr
Moran and Mr Long to discuss a programme of work to be discussed at
future development sessions.

4.4 Any other Matters Arising

Mr Gore asked about the Fire Improvements bid that had been submitted
relating to the Tower Block and expressed concern regarding the
timescales. Mr Evans advised that it had been approved by NHS
Improvement and was with the Department of Health for final approval. Mr
Evans agreed to chase the progress of the bid and report back to the next
Board meeting.

Chair’s Opening Remarks

Mr Moran informed the Board that Mr Snowden would be leaving the Trust
with effect from 1 January 2019 and stepping down from being Vice Chair
at the end of September 2018. He expressed his sincere thanks and said
there would be other opportunities later in the year to recognise Mr
Snowden'’s significant contribution. Mr Moran reported that Mrs Walker
would take the position of Vice Chair from 1 October 2018 and
congratulated her on behalf of the Board. Mr Snowden would retain his
Senior Independent Director role until the end of December 2018 and Mrs
Walker would take over on 1 January 2019.

Mr Moran also reported that Mrs Christmas had been re-appointed until 30
September 2019 and Prof Jomeen would become a Non-Executive
Director on 1 January 2019 in succession to Mr Snowden. A new
Associate Non-Executive Director recruitment would get underway in
October 2018.

Mr Moran had also been re-appointed until 31 March 2022 and stated that
he was delighted to work for the Trust for a further term of office.

Mr Moran formally welcomed Dr Purva to the Board in her new role as
Interim Chief Medical Officer.
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Chief Executive’s Briefing

Mr Long spoke about the North of England Specialised Commissioning
Group and how they were recommending a third Trans catheter Aortic
Valve Implantation (TAVI) for patients in the Humber, Coast and Vale STP
area, would be established at the Trust. This meant that patients would
not need to travel to Leeds and Sheffield for such treatment and
procedures.

Mr Long congratulated Hull Clinical Commissioning Group on their recent
outstanding rating.

Mr Gore asked if there were more opportunities to use positive PR and
advertising through social media to entice medics to the Trust and Mr Long
advised that the Trust was using social media and marketing campaigns.

Mr Long also advised that additional funding had been received to enable
an additional ward to be built at the rear of the Emergency Department to
relocate the discharge lounge and house a primary care stream. He
advised that Mr Taylor was leading the planning for the new service model
which would increase capacity. The main issue would be around staffing
the new facility.

Mr Long reported that the ‘flu vaccination campaign was about to be
launched with a drive to get 100% of all staff to have the vaccination. Mr
Moran added that the Board would do its best to support the campaign by
collectively having the vaccination to support the publicity.

Mr Snowden asked about the NHS forward plan and how the Trust was
involved. Mr Long advised that nationally a panel had been established to
review the issues around the workforce, technology and finances.

Patient Story

Dr Purva spoke about an elderly patient who had travelled 25 miles to
have a long investigation carried out at the hospital. When he arrived
there was no-one there to greet him and could not find anyone to help him
so he left and went home.

The Patient Experience team have since contacted the patient and
arranged a further appointment with a member of staff who waited to greet
him with a wheelchair. Dr Purva stressed that the whole patient pathway
must be reviewed and not just the clinical investigation.

Dr Purva also reported that an elderly gentleman’s ) daughter had written
to the ward to thank them for not just looking after her father but allowing
him to keep his dignity and make decisions regarding his end of life care.
She also thanked the ward for allowing her to be there, not making her feel
that she was a hindrance and for caring for her whilst she was with her
father. She had also witnessed staff looking after each other.

Mr Hall stated that he had read about patients with learning difficulties and
eyesight problems not being able to use the self-checking facilities and
what was the Trust doing to recognise this. Mr Wright agreed to review
what our procedures involved to make reasonable adjustments for such
patients and report back as a matter arising to the next meeting. He added



8.1

8.2

that the volunteers would be used to help people who were finding the
technology difficult.

The agenda was taken out of order at this point

BAF 1

Mr Nearney presented the report and advised that staff engagement and
the culture of the organisation was an improving picture but with more
work to do.

He spoke about the Chief Executive briefings which focussed on
communication,engagement and leadership behaviours. More support
was being given to managers who lead complex teams in challenging
areas. He added that the pioneer team projects were being re-launched
and would work alongside the improvement team.

Prof. Jomeen asked what the response rate was regarding the staff survey
and Mr Nearney advised that 48% of staff had responded. Mrs Walker
asked about stress management and mental health issues and how the
Trust was raising awareness in this area and Mr Nearney agreed to meet
with Mrs Walker to discuss these areas further.

Mr Hall asked about appraisals and the quality of the discussions. Mr
Nearney advised that a formal training programme was in place and work
was ongoing with managers to ensure appraisals were meaningful and
development plans were set.

There was a discussion around communication and how managers
spending time with their teams has a great impact to resolve issues and
offer support. Mr Long stated that he wanted more staff to speak to each
other rather than send emails. Mr Wright added that busy nurses do not
have time to read and respond to emails.

The Board also discussed bullying and harassment and although the Trust
had made huge improvements in this areas there was still work to do. Mr
Moran said whilst acknowledging the significant progress made in these
areas the most recent results remained a concern. The 10 areas where
we remained in the bottom 20% of all trusts need to remain areas of
priority.

Mr Nearney recommended that the risk rating for BAF 1 remained
unchanged.

Resolved:
The Board received the report and agreed that the risk rating remained at
12.

BAF 3

Mr Wright gave a presentation regarding improving the quality of patient
care. He highlighted a number of concerns that included Never Events,
WHO checklist, VTE assessments, pressure ulcers and nutrition.

Mr Wright highlighted a number of areas that were addressing the risks
such as: the medical leadership programme, the Quality Improvement
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Programme, committee structures and the quality impact of CRES
process.

He spoke about the Operational Quality Committee and how Health
Groups were reporting their evidence relating to learning from incidents.

The ‘Stop the Line’ initiative was discussed which gave any member of
staff the right to pause and make sure all necessary checks have taken
place.

Mr Wright reported that the Quality Improvement Plan had been reviewed
and the milestones checked for appropriateness. It had also been
streamlined with the Hospital Improvement Team’s programme.

The Trust’s aim was to improve its CQC rating to ‘Good’. Other Trusts with
a rating of ‘Good’ and above where being reviewed for learning and links
with the Improvement Academy developed. Mr Wright added that there
was good engagement with the CQC and the Trust had regular
relationship meetings.

The Patient Council was now re-established with members joining key
committees as well as being involved with audits and the fundamental
standard audits. The Trust was looking to recruit more young members for
the patient council.

Prof. Veysey stated that the Trust was developing great quality projects
and needed to raise the profile of these projects, which would have a
positive impact on the workforce.

Mr Wright recommended that the risk rating remained at 9 as good
progress was being made to achieve the Trust's ambition to achieve a
‘Good’ CQC rating.

Resolved:
The Board received the presentation and agreed that the risk rating should
remain at 9.

Board Assurance Framework

Mr Moran presented the Board Assurance Framework and asked the
Board to review the current risk levels and decide whether any should be
revised.

Mr Gore stated that BAF 4 had now seen 4 months of poor performance
and targets not being met. He added that the risk rating of 16 should
remain as the teams were working to meet the targets.

Mrs Thompson added that BAF risks relating to the STP and Capital
Expenditure would be addressed at the Board meeting in November 2018.

Resolved:
The Board received and accepted the report.

The agenda returned to order at this point
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Standing Orders

9.1 Remuneration Terms of Reference

Mr Moran presented the items and requested approval from the Board
regarding the changes made to the Remuneration Committee’ s Terms of
Reference, the changes to the Charitable Funds process that would impact
on the Trust’'s Standing Orders and the use of the Trust seal.

Resolved:
The Committee received and approved:
e The changes to the Remuneration Committee’s Terms of
Reference
¢ The changes to the Charitable Funds process
e The use of the Trust seal

Emergency Preparedness
Ms Myers presented the report which highlighted that the Trust was
substantially compliant in its emergency preparedness.

Ms Myers reported that a new set of standards had been introduced and a
thorough assessment had taken place. She advised that the team had
worked with the regional partners and she was comfortable with the 5
exceptions and agreed there was more work to do in these areas.

Mr Moran added that a discussion may need to take place to review
whether any investment was needed regarding the location of the
alternative incident control.

Resolved:
The Board received and accepted the assurance rating highlighted in the
report.

Workforce Race Equality Standards

Mr Nearney presented the item and advised that it was a National template
that the Trust was required to complete. The information in the report was
taken from the ESR system.

Mr Nearney spoke of the recruitment of BME staff and the Trust’s stance
on equality and diversity and how it was being addressed. There was an
action plan in place to improve behaviours and educate members of staff
about the needs of different faiths and cultures.

There was a discussion around some of the data in relation to staff from
BME backgrounds when expressing their concerns. Mr Nearney agreed to
concern whether external facilitation of focus groups might be more
successful in eliciting more information that could lead to improvement
actions.

Mr Moran suggested that further discussion in this area was necessary
and that a Board development session would allow a more detailed
discussion of the work in hand and options going forward.

Resolved:
The Board received the report and approved the WRES submission.
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Responsible Officer Report

Dr Purva presented the report and highlighted that the Trust complied with
all regulations and had achieved more than the national average of doctor
revalidations. There was a robust appraisal process in place with a trained
body of appraisers with a high completion rate.

Mr Gore asked about the policy regarding locum doctors and Dr Purva
advised that any locums working directly for the Trust would follow Trust
policy but agency locums were the responsibility of agencies.

Prof. Veysey asked why some appraisals were deferred and how they
were managed and Dr Purva advised that there were a variety of reasons
from failure to engage to sickness although the number was small. Each
case was looked at individually.

Resolved:
The Board received the report and approved the statement in Annex E of
the document.

Risk Policy

Mr Wright presented the policy and advised that it had previously been
scrutinised at the Audit Committee and the Executive Management
Committee.

Mr Wright advised that very few changes had been made; the main
change was that he was now responsible for Quality Governance within
the Trust.

Resolved:
The Board received and approved the policy.

Energy Business Case

Mr Norman presented the business case to the Board. He advised that
the document had been scrutinised and had been recommended for
approval by the Performance and Finance Committee at a previous
meeting.

He reported that the scheme had been through the correct specification
process and the only slight amendment was regarding the Salix funding. It
had been agreed that the Department of Health capital loan was the option
that would be preferred. Mr Norman highlighted that the Trust could save
£39m if the business case was implemented. He added that the Trust was
operating at risk currently due to the old and obsolete equipment on site.

Mr Norman was confident that the team could deliver the project and the
date for completion would be September 2019. The scheme would realise
41% energy savings over time.

Prof. Veysey asked what would happen if the loan was not approved by
the Department and Mr Norman advised that the backlog maintenance
funds would have to be redirected to replacement boilers.

Resolved:
The Board received and approved the business case.
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People Strategy Update
Mr Nearney presented the report which gave a 6 monthly update relating
to the Trust’s People Strategy.

He reported that the strategy was coming to the end of its 3 years and
work had begun to refresh and re-focus the priorities.

Mr Nearney spoke about the Remarkable People recruitment campaign
and also the work ongoing to recruit to nurse associates and nurse
apprenticeships roles. There was work ongoing with the University and
also recruitment drives outside of the area.

He reported that the values-based recruitment campaign had been re-
launched and the Quality Committee had formally reviewed the process.
The Trust had introduced an access referral scheme to allow staff
members to get appointments quickly to ensure time away from work was
minimal.

Mr Nearney also spoke about the Golden Hearts Awards, the flu
vaccination campaign and Health Expo 2018 as success stories as well as
the modernisation of back office services.

There was work to do around were the Trust was placed nationally
following the staff survey results but it was the Trust's aim to be in the top
20% in the next 3 years.

There was a discussion around recruiting to difficult-to-recruit staff groups
and Mr Nearney advised that a new recruitment manager had been
appointed to address the more difficult to recruit to groups.

Resolved:
The Board received and accepted the report.

Quality Report

Mr Wright presented the report and advised that the Never Event relating
to the insulin syringe was no longer classified as such having examined
the details. He wanted to assure the board that the patient had not
suffered any harm.

He reported that the Serious Incident learning was now included in the
Quality Committee report.

Mr Wright highlighted the infection section of the report and reported that
the Trust had no cases of MRSA and was performing well with C Difficile.
E-Coli was above threshold and the 23 cases were being reviewed to
ensure staff were aware of the issues and could learn from the
investigations. Mrs Johnson, the lead Nurse for Infection Control, added
that the Trust was nationally in the mid-range. She advised that the
increase in cases found was due to more robust sepsis screening.

He also spoke about the increased number of MSSA Bacteraemia cases
and that these were being reviewed at the Infection Reduction Committee.

Mr Wright highlighted that the possible reduction in the CNST premium
was ongoing — the Trust had challenged the decision not to reduce the
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premium. Mr Wright will update the Board once he was clear on the
position.

There had been a discussion at the Quality Committee in relation to the
the harm free care figures and pressure ulcers. Mr Wright advised that the
figures took into account the patients that had come into the hospital with
pressure ulcers and most patients had not acquired them during their stay.
He added that the harm free care indicator on the Safety Thermometer
audits was at 97%.

Mr Wright reported that he had attended the Hull and East Riding
Overview and Scrutiny Committee to go through the Trust’s CQC report
and assure the members of the actions in place to address any issues
raised. The attendance had been very well received.

Resolved:
The Board received and accepted the report.

Nursing and Midwifery Report

Mr Wright presented the report to the Board highlighting the new layout
which incorporated new responsibilities relating to Nursing and Midwifery
staffing levels.

He stated that the new Care Hours Per Patient Day (CHPPD), an initiative
that Lord Carter had introduced, was being used with Trusts submitting
monthly returns for safe staffing. A risk rating system for each ward had
also been added to the report.

Mr Gore asked if trend analysis could be added to the reports and Mr
Wright advised that this was being reviewed.

Resolved:
The Board received and accepted the report.

Fundamental Standards

Mr Wright presented the report to the Board. He advised that the quarterly
update showed good improvements and work was ongoing with the wards
to improve further.

Mr Wright advised that not all wards would be measured against every
standard where, for example, they were not relevant e.g. nutrition would
not be an appropriate measure in ED.

Mr Wright suggested that the report would be useful when visiting wards
as informed questions could be asked. Mr Snowden added that the
Quality Committee had scrutinised the report at its last meeting and were
assured that Mr Wright was managing achievement of the standards well.

Resolved:
The Board received and accepted the report.

Quality Minutes July/August 2018
The Committee received the minutes.
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Performance Report

20.1 Update on Elective Care Performance

Mrs Ryabov presented the performance report and highlighted A&E, RTT
and cancer performance.

A&E performance was improving but attendances were down due to the
summer so planning was ongoing for winter and the new ward.

RTT was a concern and was being impacted by difficult to recruit to areas
such as anaesthetics, radiology and diagnostics. The Trust had a
trajectory of 85% by the end of the year and Mrs Ryabov advised that
elective pathways could suffer as a result of winter pressures. The Trust
had also failed its 52 week wait standard. The main driver over the
summer was patients not attending due to holidays and incorrect clock
stops.

Mrs Ryabov expressed her concerns regarding the cancer standards and
the high volumes in diagnostics that were impacting on performance.
There were also issues regarding staff recruitment and old kit. The Cancer
62 day RTT adjusted figure was the worst it has been in 6 months.

Dr Goldstone, Consultant Radiologist present at the meeting, added that
the aging scanners were costing the Trust money as MRI vans were being
hired at high cost, there was no capacity in the system and demand was
high.

Mrs Ryabov added that the waiting lists were being validated and York
Trust has its own cardiac CT scanning now in place, which had lightened
the workload at this Trust to enable the teams to address the backlog.

Mr Moran expressed his concern and asked what needed to be done. Mrs
Ryabov advised that what needed to be done was clear but with lack of
staff available along with old equipment, high volumes of work and little
funding it was difficult to see the end point of improving the overall
position.

Mr Moran offered to speak to the centre on behalf of the Trust to play his
part in the process and Prof. Veysey added that Trusts should collectively
raise their concerns, locally and regionally.

The Board agreed that due to the issues raised, performance should be
discussed at the next Board Development session in September 2018.

Resolved:
The Board received and accepted the report.

Performance and Finance Minutes July/August 2018
The Board received and accepted the minutes.

Any Other Business
There was no other business discussed.

Questions from members of the public
There were no questions asked by members of the public.

10
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Date and time of the next meeting:
Tuesday 13" November 2018, 9am — 12pm, The Boardroom, Hull Royal
Infirmary

11



HULL AND EAST YORKSHIRE HOSPITALS NHS TRUST
TRUST BOARD ACTION TRACKING LIST (September 2018)

Actions arising from Board meetings

Action NO | PAPER ACTION LEAD | TARGET NEW | STATUS/
DATE DATE | COMMENT
September 2018
01.09 BAF 4: Operational | Confirmation of the validation work and current list size to be agreed TC Sept Update
Planning 2018
March 2018
02.03 CEO Briefing Balanced scorecard to be reviewed CL/AS/ Sept Update
IM 2018
COMPLETED
01.05 Quality Report Percentage of patients that received their correct medication on discharge | MW July 2018 Completed July
to be clarified 2018
Actions referred to other Committees
Action NO | PAPER ACTION LEAD TARGET NEW STATUS/
DATE DATE | COMMENT




Trust Board Annual Cycle of Business 2017 - 2018 - 2019 2017 2018 2019
Focus Iltem Frequency Apr May Jun July Aug Sept Oct Nov Dec Jan Mar Apr May May Ext. |July Sept Nov Jan Mar
Strategy and Planning | Operating Framework annual X
Operating plan bi annual X
Trust Strategy Refresh annual X X
Financial plan annual X X X X X X X X
Capital Plan annual X X
Performance against operating plan (IPR) each meeting X X X X X X X X X X X X X
Winter plan annual X
IM&T Strategy new strategy X X
R&D Strategy new strategy
Scan4Safety Charter new item
Equality, Diversity and Inclusion Strategy new strategy X
Digital Exemplar new item
Trust Strategy Implementation Update annual X X
People Strategy inc OD annual X X X
Estates Strategy inc. sustainabilty and backlog maintenance annual X X X
Research and Innovation Strategy annual X
IM&T Strategy annual X
Patient story each meeting X X X X X X X X X X X X X
Quality Report each meeting X X X X X X X X X X X X X
Nurse staffing monthly X X X X X X X X X
Fundamental Standards (Nursing) quarterly X X X X X X X
Quality Accounts bi-annual X X X X
National Patient survey annual X X X
Other patient surveys annual X
National Staff survey annual X X
Quiality Improvement Plan (inc. Quality Accounts and CQC actions) quaterly X X X X
Safeguarding annual reports annual X
Regulatory Annual accounts annual
Annual report annual X
DIPC Annual Report annual X
Responsible Officer Report annual X
Guardian of Safe Working Report quarterly X X X X X X
Statement of elimination of mixed sex accommodation annual X
Audit letter annual X
Mortality (quarterly from Q2 17-18) quarterly X X X X
Workforce Race Equality Standards annual X X
Modern Slavery annual X X X
Emergency Preparedness Statement of Assurance annual X
Information Governance Update (new item Jan 18) bi-annual X X X
Corporate H&S Annual report annual X X
Chairman's report each meeting X X X X X X X X X X X X X X
Chief Executive's report each meeting X X X X X X X X X X X X
Board Committee reports each meeting X X X X X X X X X X X X
Cultural Transformation bi annual X X X X X X X
Annual Governance Self Declaration annual X
Standing Orders as required X X X X X X X
Board Reporting Framework monthly X X X X X X X X X X X
Board Development Framework monthly X X X X X X X
Board calendar of meetings annual X X
Board Assurance Framework quarterly X X X X X X
Review of directors' interests annual
Gender Pay Gap annual X
Fit and Proper person annual X X X
Freedom to Speak up Report quarterly X X X X X X
Going concern review annual X X
Review of Board & Committee effectiveness annual




HULL AND EAST YORKSHIRE HOSPITALS NHS TRUST BOARD DEVELOPMENT PROGRAMME 2017-19
Overarching aims:
* The Board to be focussed on the Vision, Values and Goals of the Trust in all that it does

* To provide strategic direction and leadership for the Trust to be rated as ‘outstanding’ by 2021-22

Board Development
Dates 2017-19

Strategy Refresh

Honest, caring and
accountable culture

Valued, skilled and
sufficient workforce

High quality care

Great local services

Great specialist services

Partnership and
integrated services

Financial Sustainability

25-May-17 Area 2 and BAF 5:
Strategic discussion - role
of Trust with partner
organisation

04 July 2017 Area 1: Trust Board - Area 2 and BAF 3: Trust

updated Insights profile

Strategy Refresh and
appraoch to Quality
Improvement

10 October 2017

Area 1 and BAF 1: Cultural
Transformation and
organisational values

Area 2 and BAF 5:
Strategic discussion - role
of Trust with partner
organisation

28 November 2017

Area 2 and BAF 2 -
Nursing staffing risks and
strategic approach to
solutions

Area 4 and BAF 4 - Trust
position on diagnostic
capacity - short-term
impact and long-term
issues; 62 day cancer

Area 1: Risk Appetitie -
Trust Board to set the
Trust's risk appetite
against key risk areas

05 December 2017

Area 1: High Performing
Board and BAF 3 - CQC
self-assessment and
characteristics of
‘'outstanding’

16 January 2018

Area 2 and BAF 4, 5, 6:
Strategy refresh -
overview, process to
review, key considerations

Area 4 and BAF 2 - People
Strategy update

Area 4 and BAF 4 -
Tracking Access

30 January 2018

Area 2 and BAF 4, 5, 6:
Strategy refresh - key
considerations and
strategy delivery

Area 2 and BAF 2 - People
Strategy update

Area 2 and BAF 7.1-7.3 -
Financial plan and delivery
2017-18 and financial
planning 2018-19

20 February 2018

Area 2 and BAF 4,5, 6 :

Key strategies to achieve
our vision and goals and
vision for the STP

Extra meeting

Areas 2 and BAF 4 & 5:
Strategy refresh -STP
deliberations and direction
of travel




27 March 2018

Areas 2 and BAF 4 & 5:
Strategy refresh - key
strategic issues
(partnerships,
infrastructure)

17 April 2018

Area 2 and BAF 6 & 7.2:
Strategy refresh and
operational plan

Area 4 and BAF 1: General
Data Protection
Requirements 2018

Area 2 and BAF 3:
Research and
Development strategy

Area 1 and BAF 1: Draft
2018-19 BAF

24 May 2018

Area 2 and BAF 6: Chris
O'Neill, STP Programme
Director

Area 1 and BAF 1: Deep
Dive in to Never Events
and Serious Incidents

Area 2 and BAF 7.1: Tower
Block strategy

Area 1 and BAF 1: Draft
2018-19 BAF

18/07/2018 - at EMC

Area 2 and BAF 6 & 7.2:
Strategy refresh - clincial
strategy

31 July 2018

Area 4 and BAF 3: Deep
Dive - Never Events

Area 1 and BAF 7.1:
Financial strategy including
STP and ICO

Area 3 and BAF 3 & 4:
Elective Care e-Learning
RTT

25 September 2018

Area 1 and BAF 1: What
does the Board spend its
time on?

Area 1 and BAF 3: Journey
to Outstanding

27 November 2018

Area 1 and BAF 1: People
Strategy Refresh

[ 29 January 2019

[ 26 March 2019

Other topics to schedule:
Revised Financial Plan
Performance Deep Dive

Strategy Refresh

Honest, caring and

accountable culture

Valued, skilled and
sufficient workforce

High quality care

Great local services

Great specialist services

Partnership and
integrated services

Financial Sustainability




BAF1 : There is a risk that
staff engagement does not
continue to improve

The Trust has set a target to
increase its engagement
score to 3.88 by the 2018 staff
survey

The staff engagement score is
used as a proxy measure to
understand whether staff
culture on honest, caring and
accountable services
continues to improve

What could prevent the Trust
from achieving this goal?
Failure to develop and deliver
an effective staff survey action
plan would risk achievement
of this goal

Failure to act on new issues
and themes from the quarterly
staff barometer survey would
risk achievement

Risk of adverse national
media coverage that impacts
on patient, staff and
stakeholder confidence

BAF 2: There is a risk that
retirement rates in the next 5
years will lead to staffing
shortages in key clinical areas
There are recurring risks of
under-recruitment and under-
availability of staff to key
staffing groups

There is a risk that the Trust
continues to have shortfalls in
medical staffing

What could prevent the Trust
from achieving this goal?
Failure to put robust and
creative solutions in place to
meet each specific need
Failure to analyse available
data for future retirements and
shortages and act on this
intelligence

BAF 3: There is a risk that the
Trust does not move to a
‘good’ then ‘outstanding’ CQC
rating in the next 3 years

What could prevent the Trust
from achieving this goal?
Lack of progress against
Quality Improvement Plan
That Quality Improvement
Plan is not designed around
moving to good and
outstanding

That the Trust is too insular to
know what good or
outstanding looks like

BAF 4: There is a risk that the
Trust does not meet national
waiting time targets against
2017-18 trajectories standards
and/or fails to meet updated
ED trajectory for 17-18,also
diagnostic, RTT and cancer
waiting time requirements

What could prevent the Trust
from achieving this goal?

For 18 weeks, the Trust needs
to reduce waiting times to
achieve sustainable waiting
list sizes and there is a
question on deliverability of
reduced waiting times and
pathway redesign in some
areas

The level of activity on current
pathways for full 18-week
compliance is not affordable to
commissioners

ED performance is improved
and new pathways and
resources are becoming more
embedded, but performance is
affected by small differences/
issues each day that need
further work

In all waiting time areas,
diagnostic capacity is a

BAF 5: There is a risk that
changes to the Trust’s tertiary
patient flows change to the
detriment of sustainability of
the Trust's specialist services
In addition, there is a risk to
Trust's reputation and/or
damage to relationships

What could prevent the Trust
from achieving this goal?
Actions relating to this risk will
be taken by other
organisations rather than
directly by the Trust — the
Trust may lack input or chance
to influence this decision-
making

Role of regulators in local
change management and STP

BAF 6: that the Trust's
relationship with the STP does
not deliver the changes
needed to the local health
economy to support high-
quality local services delivered
efficiently and in partnership;
that the STP and the Trust
cannot articulate the
outcomes required from
secondary and tertiary care in
the STP footprint and a lack of
clarity on the Trust's role

What could prevent the Trust
from achieving this goal?

The Trust being enabled, and
taking the opportunities to lead
as a system partner in the
STP

The effectiveness of STP
delivery, of which the Trust is
one part

BAF 7.1: There is a risk that
the Trust does not achieve its
financial plan for 2017-18

What could prevent the Trust
from achieving this goal?
Planning and achieving an
acceptable amount of CRES
Failure by Health Groups and
corporate services to work
within their budgets and
increase the risk to the Trust's
underlying deficit

Failure of local health
economy to stem demand for
services

BAF 7.2: Principal risk:

There is a risk of failure of
critical infrastructure
(buildings, IT, equipment) that
threatens service resilience
and/or viability

What could prevent the Trust
from achieving this goal?
Lack of sufficient capital and
revenue funds for

investment to match growth,
wear and tear, to support
service reconfiguration, to
replace equipment

BAF 7.3: Principal risk:

There is a reputational risk as
a result of the Trust's ability to
service creditors on time, with
the onward risk that
businesses refuse to supply

What could prevent the Trust
from achieving this goal?
Lack of sufficient cashflow




Principles for the Board Development Framework 2017 onwards

Key framework areas for development (The Healthy NHS Board 2013, NHS Leadership Academy) looks at both the roles and building blocks for a healthy board.
With the blue segment highlight the core roles and the crimson segments defining the building blocks of high-performing Trust Boards.

Overarching aim:
e The Board to be focussed on the Vision, Values and Goals of the Trust in all that it does

e To provide strategic direction and leadership for the Trust to be rated as ‘outstanding’ by 2021-22

Formulate
Strategy

Area 1 — High Performing Board
e Do we understand what a high performing board looks like?
e |s there a clear alignment and a shared view on the Trust Board’s common purpose?
e Is there an understanding the impact the Trust Board has on the success of the organisation?
e Do we use the skills and strengths we bring in service of the Trust’s purpose?
e How can we stop any deterioration in our conversations and ensure we continually improve them?
e How can we build further resilience, trust and honesty into our relationships?
e Does the Trust Board understand the trajectory that it is on and the journey needed to move from its current position to an outstanding-rated Trust?
e What is required in Trust Board leadership to contribute to an ‘outstanding’-rated Trust?

Our recent cultural survey (Barrett Values) gave us a clear blueprint of the culture that our staff desire. This is also embedded within our Trust Values and Staff Charter defining the behaviours we expect
from everyone in order to have a culture that delivers outstanding patient care

e Is this reflected at Trust Board level? Do Trust Board members act as consistent role-models for these values and behaviours?

e What else is needed at Trust Board level in respect of behaviours? Towards each other? To other staff in the organisation?

Area 2 — Strategy Development
Strategy refresh commenced
e Outcome: for the Trust Board to have shared understanding and ownership of the Trust’s strategy and supporting strategic plans, and oversee delivery of these, to be rated ‘outstanding’ by 2021-22
e Whatis the role of the Trust in the communities it serves? What is the Trust Board’s role in public engagement?
e How does the Trust Board discharge its public accountability?
e Tolink this to Area 4 (exceptions and knowledge development) as needed

Area 3 — Looking Outward/Board education

Providing opportunity for Board development using external visits and external speakers, to provide additional knowledge, openness to challenge and support for the Board’s development and trajectory
e Outcome: to provide opportunities for Board knowledge development as well as opportunities for the Board to be constructively challenged and underlying working assumptions to be challenged
e To provide an external focus to the Board not just for development but also to address the inward-facing perception reported by the Board itself as well as by the CQC

Area 4 — Deep Dive and exceptions
Internal exceptions that require Board discussion and knowledge development and ownership of issues, as they relate to the Trust's vision and delivery of the strategic goals
e Outcome: Board to challenge internal exceptions
e Board to confirm its risk appetite against achievement of the strategic goals and the over-arching aim of becoming high-performing Trust Board and ‘outstanding’ rated organisation by 2021-22

Engagement




HULL AND EAST YORKSHIRE HOSPITALS NHS TRUST

TRUST BOARD

13 NOVEMBER 2018

Title: Chief Executive Report

Responsible Chief Executive — Chris Long

Director:

Author: Chief Executive — Chris Long

Purpose: Inform the Board of key news items during the previous month and
excellent staff performance.

BAF Risk: N/A
Honest, caring and accountable culture v

Strategic Goals:

Valued, skilled and sufficient staff

High quality care

Great local services

Great specialist services

Partnership and integrated services

Financial sustainability

Key Summary of
Issues:

Winter communications campaign begins. Simulation "living autopsy’
held at HRI. Flu jab campaign success story. Record number of
Moments of Magic entries.

3

Recommendation:

That the board note significant news items for the Trust and media
performance.




HULL AND EAST YORKSHIRE HOSPITALS NHS TRUST
CHIEF EXECUTIVE BRIEFING
NOVEMBER 2018 TRUST BOARD
1. KEY NEWS ITEMS

Local media lend their support to winter communications plan

All of our local and regional media outlets attended an event at our ED on Friday 5™
November 2018. Reporters were given access to treatment areas, medical and nursing
teams and some patients in an attempt to promote the message that ED is for the seriously
injured and emergencies.

A wide-ranging campaign has been launched in partnership with the CCGs, local authorities,
Humber, Yorkshire Ambulance Service and City Health Care Partnership. This will focus on
getting this vital message out via social and traditional media to our local population across
the whole winter period. Schools are signing up to partner us in this regard with pupils being
given information about more appropriate ways to access care. The focus is on longer-term
behavioural change as well as reducing number of attendances this winter.

Staff in the Emergency Department will appear in a new video urging people to use
alternative services over winter if they need urgent medical attention. NHS England is
featuring our frontline team in the video, due to be released in December.

Teenagers watched ‘living autopsy’ at Hull Royal Infirmary
Around 200 students watched a “living autopsy” on Wednesday 7" November 2018 as part
of this year’s National Pathology Week.

The simulation autopsy was performed by one of the country’s leading pathologists to help
people to understand the perils of modern living. Described as the “public face of pathology”
by the Health Service Journal, Dr Suzy Lishman CBE was named one of the 50 most
inspirational women in health care in 2013. She was only the second women to be elected
President of the Royal College of Pathologists, holding the post from 2014 to November
2017.

Dr Lishman performed the simulation autopsy on a volunteer (Dan Bond from Education and
Development) who bravely dressed in only his underwear. Dr Lishman used Dan’s body to
illustrate what happens during an autopsy.

This was an inspirational and fascinating event. Thanks to everyone who helped to make it
happen.

Thousands of hospital staff protecting patients from flu
More than half of all frontline healthcare staff working across Hull Royal Infirmary and Castle
Hill Hospital have been vaccinated against flu in under four weeks.

Since the launch of our staff flu vaccination campaign, we have seen 4,600 staff, including
53% of all those who are involved in providing direct care to patients, protected against this
season’s most likely strain of the virus.

The Occupational Health team has been supported to deliver the vaccinations by a network
of volunteer vaccinators, working round the clock to protect colleagues in their immediate
teams and workplaces; this has enabled staff in different locations, working different shift
patterns, to receive this essential protection. The volunteer teams have been vaccinating
colleagues during their shifts and holding special drop-in flu jab clinics across both hospital



sites, while Occupational Health staff have offered one-to-one appointments in their
department. The flu vaccine is available to all staff, including back-office and corporate staff;
the Trust Board has received flu vaccines in the last 2 months also. The Trust is asking staff
who do not wish to be vaccinated the reasons why; NHS England would like feedback as to
why some NHS staff do not take up flu vaccines to help with planning next year’'s campaign.

Women and Children’s Hospital team praised for delivering most babies in a single
month in 2018

Staff at our Women and Children’s Hospital have been praised for helping women through
more complex pregnancies to deliver the most babies born in a single month this year.

Midwives and doctors have helped women give birth to 480 babies in September.

September is traditionally a busy time for maternity hospitals but almost 50 more babies
were born in Hull last month compared to August, including 22 in a single day.

Although the annual birth rate had fallen from 5,505 in 2016/17 to 5,285 in 2017/18, 2,676
babies have already been born since April this year.

More women have experienced complicated pregnancies, requiring admission to the
hospital’s antenatal ward before giving birth, and more have had caesarean sections,
meaning they stay longer on post natal wards after their babies are born.

Thank you to all of our staff in maternity services.

Hull patients to benefit from new technology in cataract surgery
Hundreds of patients awaiting the removal of cataracts are set to benefit after we partnered
with US eye health giant Bausch and Lomb to trial new laser technology.

Our Eye Hospital has just taken delivery of the Victus 3rd Generation Femtosecond Laser
Platform. Surgeons at our Trust will use the technology to operate on patients undergoing
cataract removal surgery for the next month.

The laser emits pulses lasting one quadrillionth of a second, allowing incisions to be made
with increased precision. The ultra-short pulses also assist the surgeon by breaking down
the cataract into small pieces before the procedure to remove it begins.

New nursing roles created to help people ‘earn while they learn’
Three new roles have been introduced in our region where people can earn while they learn
to achieve their dreams of careers in nursing.

We have partnered with the University of Hull and Hull College to promote alternative
pathways into nursing alongside the traditional three-year nursing degree course. Students
have just begun a Trainee Nursing Associate programme in conjunction with the University
of Hull, combining four days of hospital-based experience with classroom learning while
earning a wage.

Other students have also started three-year nurse apprenticeships, a new route into nursing
where they will be paid to work at Hull Royal Infirmary and Castle Hill Hospital at the same
time as attending university.

In November 15 health care support worker apprentices are now earning a salary during an
18-month educational programme run by Hull College, the University of Hull and the trust to
gain a Level 3 BTEC in Health Care whilst receiving hands-on training in the trust.



We anticipate that these new roles will help us to fill our vacancy gaps in nursing roles into
the future.

Trust receives Silver Award for services to Armed Forces
Our Trust has received a Silver Award under the Employer Recognition Scheme (ERS) for
its work supporting the Armed Forces.

The ERS was launched to reward employers who support Defence People objectives and
encourage others to exhibit the same behaviours.

Now, the trust will be presented with the Silver Award at a ceremony at the Guildhall in Hull
in November.

2. MEDIA COVERAGE
The Communications team issued 20 news releases in October.

37 articles out of 56 generated were positive (66%). This dip in performance was largely due
to the release of bowel screening waiting times data, car parking issues and a story on lack
of transparency in clinical trials.

Facebook
Total “reach” for all posts on trust Facebook pages (September 852,318)
. Hull Women and Children’s Hospital 129,956 (September 280,989)
. Hull and East Yorkshire Hospitals Trust — 29,064 (September 144,329)
. Castle Hill Hospital — 115,369 (September 140,685)
. HEY Jobs page — 14, 155 (September 92,126)
. Hull Royal Infirmary — 180,983 (September 194,189)

Total followers:
. Hull Royal Infirmary: 7,070 (September 7,059)
Hull Women and Children’s Hospital: 7,662 (September 7,519)
Castle Hill Hospital: 3,549 (September 3,547)
Hull and East Yorkshire Hospitals NHS Trust: 3,796 (September 3,742)
HEY Jobs: 3,830 ( September 3,845)

Instagram
Followers: 993 (September 920)

Twitter
@HEYNHS
Followers: 5,905 (September 5,811)
. Impressions 82,100 (September 103,900)

@AllisonCoggan 49,300 impressions from the Tweets about the Jean Bishop ICC

3. MOMENTS OF MAGIC

Moments of Magic nominations enable staff and patients to post examples of great care and
compassion as well as the efforts of individuals and teams which go above and beyond the
call of duty. They illustrate our values at work and remind us that our workforce is made up
from thousands of Remarkable People.

In September 2018 we received 88 Moments of Magic nominations. This is the highest
number of nominations we have received since launching the scheme in December 2010
(see chart below).

Please visit the intranet to read the most recent nominations.



https://pattie.info/Interact/Pages/Content/Document.aspx?id=7862
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HEY LONG TERM GOALS - September 2018 data
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Hull and East Yorkshire Hospitals NHS Trust

Trust Board

13 November 2018

Title: Trust Name Change — Draft Established Amendment Order

Responsible Chief Executive — Chris Long (presented by Lee Bond)

Director:

Author: Director of Corporate Affairs - Carla Ramsay

Purpose: To present the draft Establishment Amendment Order to the
Trust Board to agreement.

BAF Risk: BAF 2 — staff

Strategic Goals:

Honest, caring and accountable culture

Valued, skilled and sufficient staff 4
High quality care

Great local services v
Great specialist services v

Partnership and integrated services

Financial sustainability

Summary Key of
Issues:

The Department of Health and Social Care has forwarded the
draft Establishment Amendment Order, through which the Trust
would change its name to Hull University Teaching Hospitals
NHS Trust. This is the new organisational name agreed by the
Trust Board.

The only other change brought about by the Establishment
Amendment Order is that one of the Non-Executive Directors in
future will be appointed by the University of Hull. This is
standard practice for University NHS Trusts.

The effective date of this Establishment Amendment order will
be 1 February 2019.

Recommendation:

The Trust Board is recommended to accept this Establishment
Amendment Order to affect the planned name change of the
Trust on 1 February 2019




STATUTORY INSTRUMENTS

2018 No.
NATIONAL HEALTH SERVICE,

Hull and East Yorkshire Hospitals National Health Service Trust
(Establishment) (Amendment) Order 2018

Made - - - - *kk

Coming into force - - Hokok

The Secretary of State for Health and Social Care makes the following Order in exercise of the
powers conferred by sections 25(1), 272(7)(a) and (8)(a) of the National Health Service Act
2006(a).

In accordance with section 25(3) of that Act, the consultation prescribed in regulations(b) made
under that section has been completed.

Citation, commencement and interpretation
1.—(1) This Order may be cited as the Hull and East Yorkshire Hospitals National Health
Service Trust (Establishment) (Amendment) Order 2018 and comes into force on [***] 2018.

(2) In this Order, “the Establishment Order” means the Hull and East Yorkshire Hospitals
National Health Service Trust (Establishment) Order 1999(c).

Change to interpretation provision

2. In Article 1(2) of the Establishment Order (interpretation), omit the definition of “the Act”.

Change of name and savings
3.—(1) In article 1(2) of the Establishment Order, in the definition of “the trust”, for “and East
Yorkshire” substitute “University Teaching”.

(2) In article 2 of the Establishment Order (establishment and name of trust), for “and East
Yorkshire” substitute “University Teaching”.

(3) The change of name effected by paragraphs (1) and (2) does not—
(a) affect any right or obligation of any person; or

(b) invalidate any instrument (whether made before, on or after the day on which this Order
comes into force) which refers to the Hull and East Yorkshire Hospitals National Health
Service Trust, and all instruments or other documents which refer to that name must be

(@) 2006 c.41 (“the 2006 Act”). Section 179(2) of the Health and Social Care Act 2012 (c.7) provides for the repeal of section
25 of the 2006 Act but this provision is not yet in force.

(b) S.1. 2010/743, to which there are amendments not relevant to this Order. The prescribed consultation under regulation 2(2)
of S.I. 2010/743 is, before making an order under section 25(1) of the 2006 Act in relation to an NHS trust, consultation by
the Secretary of State with that NHS trust.

(c) S.1.1999/2675



construed as referring to the Hull University Teaching Hospitals National Health Service
Trust.
Change to nature and functions of the trust
4. For article 3 of the Establishment Order (nature and functions of the trust) substitute—

“3. The trust’s functions are to provide goods and services, namely hospital
accommodation and services and community health services, for the purposes of the health
service”

Change of requirement relating to director

5. For article 4 of the Establishment Order (directors of the trust) substitute—

“4.—(1) The trust must have, in addition to the chairman, 5 executive directors and 6
non-executive directors.

(2) Since the trust is to be regarded as having a significant teaching commitment, one of
the non-executive directors must be appointed from the University of Hull.”
Removal of specification of operational date

6.—(1) In the heading of article 5 of the Establishment Order, for “Operational date and
accounting” substitute “Accounting”.

(2) Omit article 5(1) of the Establishment Order.

Revocation of expired provisions

7. Article 6 of the Establishment Order (restriction on disposal of assets) is revoked.
Signed by the authority of the Secretary of State for Health and Social Care.

Name

Minister of State,

Date Department of Health and Social Care
EXPLANATORY NOTE

(This note is not part of the Order)

This Order amends the Hull and East Yorkshire Hospitals National Health Service Trust
(Establishment) Order 1999, which established the Hull and East Yorkshire Hospitals National
Health Service Trust (“the trust™).

Avrticle 3 changes the name of the trust to the Hull University Teaching Hospitals National Health
Service Trust.

Acrticle 4 sets out the nature and functions of the trust as being to provide hospital accommodation
and services and community health services.

Article 5 requires one of the non-executive directors of the trust to be appointed from the
University of Hull.

Article 6 omits the specification of the trust’s “operational date” as it ceases to be relevant.

Article 7 revokes articles 6 of the Hull and East Yorkshire Hospitals National Health Service Trust
(Establishment) Order 1999 as it is no longer relevant.

A full impact assessment has not been produced for this instrument as it has no effect on private
sector or civil society organisations, and no significant effect on the public sector.






Hull and East Yorkshire Hospitals NHS Trust
Trust Board

Tuesday 13 November 2018

Title: Board Assurance Framework

Responsible Carla Ramsay — Director of Corporate Affairs

Director:

Author: Carla Ramsay — Director of Corporate Affairs

Purpose: The purpose of this report is to present the 2018-19 Board Assurance
Framework, to highlight any positive assurance or areas requiring
further assurance and to raise any specific points of feedback from the
Trust Board’s committees.

BAF Risk: N/A

Strategic Goals:

Honest, caring and accountable culture

Valued, skilled and sufficient staff

High quality care

Great local services

Great specialist services

Partnership and integrated services

ANENENENENENEN

Financial sustainability

Summary of Key
Issues:

The Trust Board has held detailed discussions on most BAF risk areas
year to date, including those with the highest risk ratings. At Q2, the
risk ratings were agreed by the Trust Board per the version of the BAF
attached. During this financial year, BAF 2: Staffing was increased
following discussion at the July 2018 Board meeting from a rating of 16
to 20. All other risk ratings have remained the same year to date.

The process by which the BAF is used by the Trust Board to inform the
Board’s meeting agenda has changed during 2018-19, and is used
more pro-actively to lead discussion areas at public Trust Board
meetings.

As an early flag, the Performance and Finance Committee at its
October 2018 reviewed BAF 7.2 relating to capital funding in 2017-18
and BAF 4 relating to the ability of the Trust to meet waiting time
targets; the Committee may recommend an increase in BAF 4’s risk
rating at the end of Q3 respectively.

Recommendation:

The Trust Board is asked to review the current risk areas on the Board

Assurance Framework and determine whether:

e There are any particular gaps in assurance requiring further review
by the Trust Board

e There is positive assurance from the Board’s discussions to add to
the BAF




Hull and East Yorkshire Hospitals NHS Trust
Trust Board November 2018

1. Purpose of this report

The purpose of this report is to present the 2018-19 Board Assurance Framework, to
highlight any positive assurance or areas requiring further assurance and to raise any
specific points of feedback from the Trust Board’s committees.

2. Background

The Trust Board is responsible for setting its assurance framework, to capture the key risks
to achieving the Trust’s strategic goals, and detail the level, or lack, of assurance during the
year as to what extent the level of risk is being managed. The Board Assurance Framework
(BAF) also determines what an acceptable level of risk would be. The BAF is a key
governance mechanism to measure and monitor the level of strategic risk in the organisation.

The Trust has put in place a ‘ward to board’ process for risk management, for the BAF to
include reference to relevant risks form the Corporate Risk Register, which is reviewed and
agreed by the Executive Management Committee. This provides the opportunity to link
corporate-level risks where they impact on the strategy and achievement of the Trust’s over-
arching goals.

The Board spent time at its development session in May 2018 on the use of the Board
Assurance Framework and determined that Board discussions should be framed more
around the Trust’s strategic objectives and risks to their achievement. How this is enacted in
practice is described below.

Page 1 of the Board Assurance Framework now consists of a visual to group the strategic
risks in to 5 domains. This can help as an aide-memoire as to where a discussion its’ in
terms of strategic discussion. The BAF can be populated through discussions framed
around risks and assurance to the strategic objectives.

3. Board Assurance Framework (BAF) 2018-19

At the Trust Board in July 2018, the Board discussed four of the BAF risks with the highest
risk ratings in Q1:

BAF 2 — staffing. Q1 risk rating = 15, increased to 20

BAF 4 — performance. Q1 risk rating = 16

BAF 6 — STP and partnership working = 16, review again in 3 months’ time

BAF 7.1 — achievement of financial plan = 20

At the Trust Board in September 2018, the Board discussed two further BAF risk areas:
BAF 1 — Staff engagement and organisational culture = 12
BAF 3 — Quality of patient care = 9

At today’s Board meeting, the Trust Board will discuss:
BAF 6 — Partnership working = 16
BAF 7.2 — Capital funding 2017-18 = 20

Through these detailed discussions, the Board increased the risk rating of BAF 2 — staffing
and agreed to increase the risk rating to 20. The Board recognised the work already in place
and ongoing and agreed that this would be reviewed with a view of reducing it providing the
Board were assured that actions in place mitigated the risk satisfactorily.

The other risk ratings were unchanged for Q2. In respect of BAF 7.1, the Board agreed to
leave the risk rating at 20 but there was concern around the end-of-year loading to achieve



the CRES. The Performance and Finance Committee is to keep monitoring the situation and
escalate any emerging issues.

As an early flag, the Performance and Finance Committee at its October 2018 reviewed BAF
7.2 relating to capital funding in 2017-18 and this is on today’s agenda for more detailed
discussion. The Performance and Finance Committee may recommend an increase in risk
rating in Quarter 3 for BAF 4 relating to local services and the ability of the Trust to meet
waiting time targets from a rating of 16 to 20 (increase in likelihood); an extraordinary
Performance and Finance Committee meeting is being considered to focus on 18-week RTT
and its related issues, to bring a Board-level discussion on the Trust’s ability to manage its
waiting list.

All BAF risk areas have been reviewed and positive assurance, gaps in assurance and
control measures have been updated, per the version of the BAF attached. The Board has
met three times and the Performance and Finance and Quality Committees six times this
financial year. There are no other particular areas of risk or assurance that have been
escalated during this time other than the notes above. There are some particular pressure
points that will need active monitoring by Board Committees, particularly capital and
infrastructure, and making quality improvements and a safety culture, as well as a long-term
staffing plan. These will form Board and Committee discussions during the year.

The updated Corporate Risk Register is reviewed monthly by the Executive Management
Committee at operational level. There are currently 21 risks on the corporate risk register.
Of these 21 risks, all map to risk areas on the BAF, as follows:

BAF 1 staff culture = 0 corporate risks

BAF 2 sufficient staff = 7 corporate risks

BAF 3 quality of care =5 corporate risks (will increase by one new risk)
BAF 4 performance = 4 corporate risks

BAF 5 specialist services = 0 corporate risks

BAF 6 partnership working = O corporate risks

BAF 7.1 financial plan= 0 corporate risks (reduction of 2 risks)

BAF 7.2 infrastructure = 5 corporate risks

Mapping corporate risks helps to show the link between operational and strategic risk; if the
number of corporate risks in a particular BAF area increases, it could indicate that strategic
issues are starting to have an operational effect on patients and staff; like, the number of
corporate risks in a BAF area suggests that there are already operational effects from a
strategic issue and increases can be indicative of a risk escalating.

The number of corporate risks relating to the financial plan achievement has reduced by 2,
following a review by the two HG raising risks before on achievement of the financial plan for
this financial year (both risks related to achievement of last year’s plan). In August 2018, the
Executive Management Team agreed a new corporate risk relating to the ReSPECT process
(patients expressing their care preferences and do not resuscitate status). This risk has
been drawn up for EMC approval and will map to BAF 3.

The number of infrastructure risks (BAF 7.2) has risen from 1 to 5 in the last 12 months.
The number of staffing risks if the highest level corporate risk and is also the highest-rated
BAF risk. The number of staff corporate risks has increased by 3 since the start of 2018-19.

business.

4, Recommendations
The Trust Board is asked to review the current risk areas on the Board



Assurance Framework and determine whether:

e There are any particular gaps in assurance requiring further review by the Trust Board
e There is positive assurance from the Board’s discussions to add to the BAF

Carla Ramsay
Director of Corporate Affairs

November 2018



PEOPLE
Honest, caring and accountable culture
Valued, skilled and sufficient staff

Strategic risks:
Staff do not come on the journey of improvement — seen in staff
engagement and staff FFT scores

Work on medical engagement and leadership fails to increase staff
engagement and satisfaction

Lack of affordable five-year plan for ‘sufficient’ and ‘skilled’ staff

FINANCE
Financial sustainability

Strategic risks:
Failure to deliver 2018-19 financial plan and associated increase in
regulatory attention

That the Trust is not able to formulate and implement a three-year
financial recovery plan to leads to financial sustainability, and that this
failure impacts negatively on patient care

Strategic risks:

INFRASTRUCTURE
High quality care
Financial sustainability

High quality care
Great local services
Great specialist services

Failure to continuously improve quality

Failure to embed a safety culture

Failure to address waiting time standards and deliver
required trajectories — increased risk of patient harm
and poorer patient and staff experience

PATIENTS

PARTNERS
Partnership and integrated services

Strategic risks:
Growing risk of failure of critical infrastructure

(buildings, IT, equipment) that threatens service resilience and/or
viability

Lack of sufficient capital and revenue funds for investment to match
growth, wear and tear, to support service reconfiguration, to replace
equipment

Linked to three-year financial recovery plan — risk that capital
requirements cannot be met and pose an increased risk to financial
recovery

Strategic risks:
Risks posed by changes in population base for services

Lack of pace in acute service/pathway reviews and agreement on
partnership working

Risk of lack of credible and effective STP plans to improve services in
the local area within the resources available, and a lack of influence by
the Trust in these plans

STP rated in lowest quartile by regulator




BOARD ASSURANCE FRAMEWORK 2018-19 AS PRESENTED TO THE NOVEMBER 2018 TRUST BOARD AND BOARD COMMITTEES

GOAL 1 - HONEST, CARING AND ACCOUNTABLE CULTURE

BAF Accountable Principal Risk & Corporate Initial Risk Mitigating Actions 2018/19risk ratings Target Effectiveness of mitigation as detailed to the Trust
Risk Chief / what could risks on Risk Rating (no What is being done to What controls are QL | Q2 [ Q3 | 04 risk Board or one of its Committees
Ref: Director. prevent the Trust Register that controls) manage the risk? still needed or not rating
Responsible from achieving relate to this (controls) working (Imp x
Committee this goal? risk effectively? likeliho
od)
Positive assurance
1 Chief Principal Risk: None 4 (impact) Staff Survey Working Action to address 12 12 4x1= Positive receipt by clinicians of the Never Event session —
Executive There is a risk that Group overseeing staff identified areas of 4 to follow up
staff engagement 3 survey action plan poor behaviours, as
does not continue (likelihood) Focus on enablers to determined by Detailed discussion at September 2018 on staff culture
to improve improve staff culture consistently low staff and the People Strategy — positive assurance about
=12 (appraisals, errors and engagements scores continued progress on workforce, including increases in

The Trust has set
atarget to increase
its engagement
score to 3.88 by
the 2018 staff
survey

There is a risk that
the Trust fails to
embed a safety
culture

What could
prevent the Trust
from achieving this
goal?

Risk that staff do
not continue to
support the Trust's
open and honest
reporting culture

Failure to act on
new issues and
themes from the
quarterly staff
barometer survey
would risk
achievement

Risk that some
staff continue not
to engage

Risk that some
staff do not
acknowledge their
role in valuing their
colleagues

incident reporting, etc),
Equality and Diversity,
Job satisfaction and
health and well-being,
Medical engagement
and accountability, and
specific staffing groups
less engaged than
others

Staff Survey action plan
linked to key aims of
People Strategy —
annual reporting to
Trust Board on
progress

Engagement of Unions
via JNCC and LNC on
staff survey action plan

Chief Executive cultural
briefings in 2018 on
management
behaviours and ‘stop
the line’

Board Development
Plan includes
development of unitary
board and leaders by
example

Leadership
Development
Programme
commenced April 2017
to develop managers to
become leaders able to
engage, develop and

Continuous
examples and feed
back to staff as to
how speaking up
makes a difference

engagement score and workstreams underpinning the
People Strategy to continuously improve staff
engagement.

Further assurance required

Recent staff engagement score shows some slowing of
progress — whilst the score is on an upward trend, there
are concerns about continued progress




inspire staff
Risk that some
staff or putting Integrated approach to
patient safety first Quality Improvement

Trust acknowledged by
commissioners and
regulator to be open
and honest regarding
patient safety and
staffing numbers

Regular reports to the
Trust Board on the
People Strategy

Risk Appetite

The Trust has been managing and mitigating the level of risk posed by staff culture since 2014, and has been on a journey of improvement on staff engagement. There needs to be a renewed focus on staff culture to bring about a new
level of improvement. The appetite for risk is high, insofar as the Trust has worked in a high-risk environment regarding staff culture, which has been mitigated over time as a result of acknowledging the poor staff culture in 2014 and
putting a robust plan in place to engage with staff ever since. The Trust wants to mitigate this to a lower-level risk in respect of the impact that poor engagement and poor behaviours have; the Trust is not prepared to take risks with
staff culture where this jeopardises patient care or staff welfare.




GOAL 2 - VALUED, SKILLED AND SUFFICIENT STAFF

BAF Accountable Principal Risk & Corporate Initial Risk Mitigating Actions 2018/19 risk ratings Target Effectiveness of mitigation as detailed to the Trust
Risk Chief/ what could risk_s on Risk Rating (no What is being done to What controls are o1 Q2 Q3 | 04 risk Board or one of its Committees
" | Racsematie. | bamacnona | Foteer iy [ ™| manage nerisi” | sl nssdec o o
Con?mittee this goal? g risk (controls) Workmg
effectively?
Positive assurance
BAF Director of Principal risk: F&WHG: 5 (impact) People Strategy 2016- Need clarity as to 15 5x2= New roles being put in place and supported by the Trust
2 Workforce and | Staff do not come anaesthetic 18 in place what ‘skilled’ staffing 10 in 18-19 including Physicians Associates, further ACPs,
Organisational | on the journey of cover for 3 looks like and how nursing apprenticeships
Development improvement — under-two’s (likelihood) | Workforce this is measured:
seen in staff out of hours Transformation 1) measured in terms Progress on recruitment during 18-19 with qualified
Support from engagement and =15 Committee — of having capacity to nursing staff — recruitment from university graduates and
Chief Medical staff FFT scores SHG: introduction of new deliver a safe service international recruitment
Officer and registered roles to support the per contracted levels
Chief Nurse Work on medical nurse, OPD workforce and reduce 2) measured in terms New programme being put in place with trainee doctors
engagement and vacancies risk of recurrent gaps in | of skills across a safe from Pakistan
leadership fails to recruitment, including and high quality
increase staff Cancer and Associate Nurses, service
engagement and Clinical apprentices (including 3) measured in terms
satisfaction Support HG: nursing); Advanced of staff permanently
junior doctor Clinical Practitioners employed with an
Lack of affordable levels in and Physicians associated reduction Further assurance required
five-yt_aar Plan for Queen’s Associates being ) in agency spend and Variable pay spend predicted to continue during 18-19;
sufﬁment and Centre deployed anq recruited variable pay costs some HGs already under some pressure even with re-set
‘skilled’ staff to cover Junior Doctor budgets
Medicine HG: and nursing roles, in
What could prevent | Risk that addition the Trust has Reviewed in detail at July 2018 Trust Board — risk rating
the Trust from patient introduced new roles

achieving this goal?
Failure to put
robust and creative
solutions in place
to meet each
specific need.

Failure to analyse
available data on
turnover, exit
interviews, etc, to
inform retention
plans

experience is
compromised
due to an
Inability to
recruit and
retain
sufficient
nursing staff
across the HG

F&WHG -
inability to
access dietetic
review of
paediatric
patients —
staffing

Medicine HG:
multiple junior
doctor

such as Recreational
Assistances and
Progress Chasers, to
help manage workload
and improve patient
flow and experience

Increased resources in
to recruitment:
Overseas recruitment
and University
recruitment plans in 18-
19; Remarkable
People, Extraordinary
Place campaign —
targeted recruitment to
specific staff
groups/roles

Golden Hearts — annual
awards and monthly

vacancies Moments of Magic —
valued staff

F&WHG:

Shortage of Health Group

Breast Workforce Plans in

pathologists place to account at

increased, to be reviewed in September 2018 with a view
to the risk rating coming back down after mitigating
actions — reviewed at September 2018 and not yet to
decrease. Nursing fill rates improved with new intake of
graduate nurses but still not in better quartile.




monthly performance
management meetings
on progress to attract
and recruit suitable
staff and reduce
agency spend

Improvement in
environment and
training to junior
doctors so that the
Trust is a destination of
choice during and
following completion of
training

Nursing safety brief
several times daily to
ensure safe staffing
numbers on each day

Employment of
additional junior doctor
staff to fill junior doctor
gaps

Regular reports to the
Trust Board from the
Guardian of Safe
Working

Risk Appetite
There is a link between patient safety and finances; the Trust draws a ‘red line’ as compromising quality of care and has part of the overspent position in 2017-18 was to maintain safety of services due to staffing shortfalls. The Trust

needs to reduce the risk to its financial sustainability posed by quality and patient safety but without compromising the Trust’s position on patient safety. The Trust is putting a plan in place to encompass new clinical training roles and
build these in to workforce plans, so is demonstrating a good appetite to adapt and change to further mitigate this risk. The Trust will need to show some agility and willingness to invest as part of this risk appetite.




GOAL 3 - HIGH, QUALITY CARE

BAF Accountable Principal Risk & Corporate Initial Risk Mitigating Actions 2018/19 risk ratings Target Effectiveness of mitigation as detailed to the Trust
Risk Chief / what could risks on Risk Rating (no What is being done to What controls are QL Q2 | Q3 | 04 risk Board or one of its Committees
Ref: Director. prevent the Trust Register that controls) manage the risk? still needed or not rating
Responsible from achieving relate to this (controls) working
Committee this goal? risk effectively?
Positive assurance
BAF Chief Medical Principal risk: Corporate risk: | 3 (impact) Setting expectations on Needs organisational 9 9 3x2= Detailed understanding at Board development on next
3 Officer There Is arisk that management a safety culture in the ownership of the 6 steps to reach good and outstanding — shared
Chief Nurse the Trust is not of consent 3 Trust — Never Event underlying issues understanding with Board and EMC on the progress that
able to make policy and (likelihood) | session to be followed within each team of is required; underscores ambition to be outstanding by
progress in patient up by Chief Executive the Trust; the CQC 2021-22
continuously records =9 briefings sessions and commented in Feb
improving the the ‘Stop The Line’ 17 that Trust has the
quality of patient MHG: Hyper campaign right systems and

care

What could prevent
the Trust from
achieving this goal?

That the Trust
does not develop
its learning culture

That the Trust
does not set out
clear expectations
on patient safety
and quality
improvement

Lack of progress
against Quality
Improvement Plan

That Quality
Improvement Plan
is not designed
around moving to
good and
outstanding

That the Trust is
too insular to know
what good or
outstanding looks
like

That the Trust
does not increase
its public, patient
and stakeholder

Acute Stroke
Unit capacity

CCSHG: lack
of compliance
with blood
transfusion
competency
assessments

Corporate risk:

risk of harm
from tracking
access issues

CCSHG: Risk
to patient
safety
involving
discharge
medicines

Quiality Improvement
Plan (QIP) was
updated in light of latest
CQC report and has
been further updated
from the new CQC
report published in
Summer 2018

Trust has an integrated
approach to quality
improvement

The Trust has put in
place all requirements
to date on Learning
from Deaths

The Trust regularly
monitors quality and
safety data to
understand quality of
care and where further
response is required —

Fundamental standards
in nursing care on
wards are being out to
outpatients and
theatres; will be
monitored at the Trust
Board and Quality
Committee

processes in place
but does not
consistently comply
or record compliance

Always a feeling that
more can be done to
develop a learning
and pro-active
culture around
safety and quality - to
factor in to
organisational
development (links to
BAF1)

Further assurance required

CQC rating of ‘requires improvement’ — shows a lot of
progress since last report but still work to do to progress
to ‘good’ overall

10




engagement,
detailed in a
strategy

Risk Appetite

The Trust remains focussed on delivery of high quality services for its patients; the Trust does not want to compromise patient care and does not have an appetite to take risks with quality of care. The Trust acknowledges that the risk

environment is increasing in relation to the Trust’s financial position and ability to invest in services, and that the Trust has an underlying run-rate issue to address.

11




GOAL 4 - GREAT LOCAL SERVICES

2018/19 risk ratings

BAF Accountable Principal Risk & Corporate Initial Risk Mitigating Actions
Risk Chief/ what could risk_s on Risk Rating (no What is being done to What controls are
" | Racsomatie | bamacnona | FoSeer i [ ™| manage mersic” | sl nssdd o o
Con!namittee this goal? g risk (controls) Workmg
effectively?
Principal risk:
BAF Chief There is a risk that Cancer and 4 (impact) Trajectories set against Management of
4 Operating the Trust does not Clinical sustainable waiting lists | individual waiting lists
Officer meet operational Support HG: 4 for each service, to to make maximum
planning guidance risk of (likelihood) move the Trust closer impact — i.e.
requirements for diagnostic to 18-weeks identified work to
ED, RTT, capacity vs. =16 incrementally decreasing waiting
diagnostic and 62- continued times at front-end of
day cancer waiting increases in Further improvement non-admitted
times in 18-19, demand and embedding in ED pathways for 18-
with an associated as well as with wards week trajectories
risk of distress F&WHG: and other services to
caused to patients Delays in improve patient flow
and the ability of Ophthalmolog and ownership of
the Trust to secure | vy follow-up issues
STF monies. service due to
capacity Capacity and demand
What could prevent work in cancer
the Trust from F&WHG pathways
achieving this goal? | Capacity of
intra-vitreal
For 18 weeks, the injection
Trust needs to service
reduce its list size
compared to the MHG:
position at 31 crowding
March 2018; this (space) in ED
will require leading to
targeted work by inefficient
each specialty patient flows
and delays
ED performance impacting 4
did improve hour target
following a period
of intensive
support and
improvement focus

but performance is
affected by small
differences/ issues
each day that need
further work

In all waiting time
areas, diagnostic
capacity is a
specific limiting
factor of being able
to reduce waiting
times, reduce

QL | Q2 | Q3 | Q4

Target Effectiveness of mitigation as detailed to the Trust
risk Board or one of its Committees
rating
Positive assurance
4x2=
8

Eurther assurance required
Full suite of Performance targets not met in the first half of
the year; variable performance month-to-month.

Reviewed in detail at July 2018 Trust Board; detailed
understanding of current actions and underlying issues.

Specific services reviewed at September and October
2018 Performance and Finance Committee meetings in
respect of RTT — extraordinary P&F Committee being
considered to bring shared understanding and
recommendation to the Trust Board on how to progress
with RTT.

12




backlogs and
maintain
sustainable list
sizes; this is
compounded by
staffing and capital
issues

A focus on 62-day
cancer targets has
brought about
improvements and
a continued focus
is required to make
further gains

Risk Appetite

A range of plans are being put in place to further manage these issues in to 2018-19. This will need further focus in 2018-19, including the completion of the work and investigation relating to the tracking access issue. The Trust wants
to decrease waiting times as the particular concern in this is the anxiety and concern caused to patients having to wait. The Trust will need to consider how to make improvements in waiting times without compromising quality of care;

this will need to fit in to the resource envelope of the Aligned Incentives Contract where the activity comes under the local commissioners’ contracts, and fit within the funding from NHS England for specialised commissioning services.
There is an appetite to take risks if this would improve quality of care and use resources more efficiently; this will require innovation as well as consideration of pathway change, some of which may need to be bigger schemes.
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GOAL 5 - GREAT SPECIALIST SERVICES

BAF Accountable Principal Risk & Corporate Initial Risk Mitigating Actions 2018/19 risk ratings Target Effectiveness of mitigation as detailed to the Trust
Risk Chief/ what could risk; on Risk Rating (no What is being done to What controls are o1 Q2 Q3 | 04 risk Board or one of its Committees
" | Racsomatie | bamacnona | FoSeeri [ ™| manage mersic” | sl nsadec o o
Con?mittee this goal? g risk (controls) Workmg
effectively?
Positive assurance
BAF Director of Principal risk: None 3 (impact) The Trust chairs the Ongoing discussions 12 12 4x2= Engagement work with acute partners in the STP — active
5 Strategy and There is a risk that HCAV STP Hospital and evolution of the 8 participation in 2 x acute services reviews
Planning reductions in the 4 partnership Board STP and also its links
Trust's patient (likelihood) to local health Positive relationship with NHS England as commissioner
population for The Trust has taken up economy of specialised services
(some) of its =12 key leadership roles in programmes of work
specialist services the reformed STP
may present governance structure,
sustainability so has 3 seats on the
challenges. Executive group; digital
lead (CEO), finance
What could lead(CFO) and local
prevent the Trust maternity system lead
from achieving this (CMO)
goal?
) i The Trust is a member Further assurance required
A(_:tlo_ns relating to of the Yorksh|r_e and Role and pace of change achievable through STP
this risk may be Humber Oversight
taken by other Group for Specialised
organisations than Commissioning
the Trust and the
Trust may struggle
to influence these
decisions,
particularly in
relation to patient
populations
beyond the
Humber
geography.
Risk Appetite

The Trust may need to take some risks in order to secure the correct strategic positioning; however, this would not be to compromise the Trust's strategy or delivery to patients; this area if an emerging picture and the Trust is positioned
to play a key role in STP developments and the way in which this delivers better quality care across the local health economy
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GOAL 6 - PARTNERSHIP AND INTEGRATED SERVICES

2018/19 risk ratings

QL | Q2 | Q3 | Q4

BAF Accountable Principal Risk & Corporate Initial Risk Mitigating Actions
Risk Chief / what could risks on Risk Rating (no What is being done to What controls are
Ref: Director. prevent the Trust Register that controls) manage the risk? still needed or not
Responsible from achieving relate to this (controls) working
Committee this goal? risk effectively?
BAF Director of Principal risk: None 4 (impact) The Trust has taken up
6 Strategy and That the Humber, key leadership roles in
Planning Coast and Vale 4 the reformed STP
STP does not (likelihood) | governance structure,
develop and so has 3 seats on the
deliver credible =16 Executive group; digital

and effective plans
to improve the
health and care for
its population
within the
resources
available and that
the Trust is not
able to influence
this. In particular,
that the lack of a
mature partnership
both at local ‘place’
and across the
STP will hamper
the quality of care
and services the
Trust is able to
provide, as it will
slow progress in
the development of
integrated services
and access to
transformation
funds.

What could prevent
the Trust from
achieving this goal?
The Trust being
enabled, and

taking the
opportunities to
lead as a system
partner in the STP

The effectiveness

of STP delivery, of
which the Trust is

one part

lead (CEO), finance
lead(CFO) and local
maternity system lead
(CMO)

The Trust is playing a
key role in the Humber
Acute Review (CEO
and DOSP)

The Trust is playing a
key role in the STP
workforce workstream
(DOWOD)

The Trust has a seat on
the Hull Place Board
(CEO)

The Trust is
participating in the East
Riding Place Based
initiatives

The Trust has a
partnership meeting
with CHCP

Target Effectiveness of mitigation as detailed to the Trust
risk Board or one of its Committees
rating
Positive assurance
4x2=
8

Further assurance required

Reviewed in detail at July 2018 Trust Board; detailed
understanding of current position and actions being taken
—gap in assurance on scale and pace of
change/partnership development

15




Risk Appetite
The Trust may need to take some risks in order to secure the correct strategic positioning; however, this would not be to compromise the Trust’s strategy or delivery to patients; this area if an emerging picture and the Trust is positioned
to play a key role in STP developments and the way in which this delivers better quality care across the local health economy
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GOAL7 — FINANCIAL SUSTAINABILITY

2018/19 risk ratings

QL | Q2 | Q3 | Q4

BAF Accountable Principal Risk & Corporate Initial Risk Mitigating Actions
Risk Chief / what could risks on Risk Rating (no What is being done to What controls are
Ref: Director. prevent the Trust Register that controls) manage the risk? still needed or not
Responsible from achieving relate to this (controls) working
Committee this goal? risk effectively?
BAF Chief Principal risk: None 5 (impact) Health Group budgets Assurance over grip
7.1 Financial There is a risk that revisited for 2018-19 and control of cost
Officer the Trust does not 4 and right-sized, base; underlying run-
achieve its (likelihood) | depending on activity rates increasing
financial plan for requirements and pressures
2018-19 =20 underlying recurrent

What could prevent
the Trust from
achieving this goal?

Planning and
achieving an
acceptable amount
of CRES

Failure by Health
Groups and
corporate services
to work within their
budgets and
increase the risk to
the Trust’s
underlying deficit

Failure of local
health economy to
stem demand for
services

pressures.
Theoretically, the risk is
now centred on CRES.

Weekly Productivity
and Efficiency Board
(PEB) in place; outputs
monitored by
Performance and
Finance Committee

HG held to account on
financial and
performance delivery at
monthly Performance
reviews; HGs hold own
performance meetings

Use of NHSI
benchmarking and
Carter metrics to
determine further
CRES opportunities

Year 2 of Aligned
Incentives Contract
with local
commissioners;
consistent approach to
income

Investment in staffing
shortfalls and
recruitment to drive
reductions in variable

pay

Will start discussions
with CCG colleagues
on system solutions

Discussions with NHSI
over control total re:

Managing concerns
around senior doctor
availability and the
limited ability of the
Trust to control this
national position

Target Effectiveness of mitigation as detailed to the Trust
risk Board or one of its Committees
rating
Positive assurance
5x3= Financial position to month 6 in line with plan
15

Further assurance required

Reviewed in detail at July 2018 Trust Board and further
review at month 6 identifies issues that require solutions,
including gaps in achievement of financial plan through:
non-development of SPV this year (£2.9m), CNST
premium (£0.5m), Hep C CQUIN (£0.6m) and health
group forecasts

17




SPV

Risk Appetite
The Trust is willing to review any CRES proposal and has a robust Quality Impact Assessment in place to understand any change posed to quality and safety as a result of a new CRES scheme. The Trust will not put in significant
CRES schemes that would compromise patient safety. The aim of any CRES scheme is to maintain or ideally improve quality.
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GOAL7 — FINANCIAL SUSTAINABILITY

2018/19 risk ratings

BAF Accountable Principal Risk & Corporate Initial Risk Mitigating Actions
Risk Chief / what could risks on Risk Rating (no What is being done to What controls are
Ref: Director. prevent the Trust Register that controls) manage the risk? still needed or not
Responsible from achieving relate to this (controls) working
Committee this goal? risk effectively?
BAF Chief Principal risk: Corporate risk: | 5 (impact) Risk assessed as part Insufficient funds to
7.2 Financial There is a risk of Telephony of the capital manage the totality of
Officer failure of critical resilience 4 programme risk at the current
infrastructure (likelihood) time
(buildings, IT, Corporate risk: Comprehensive
equipment) that IM&T =20 maintenance Programme enables
threatens service infrastructure programme in place the Trust to run on a
resilience and/or resilience and backlog day-to-day basis but

viability

What could prevent
the Trust from
achieving this goal?

Lack of sufficient
capital and
revenue funds for
investment to
match growth,
wear and tear, to
support service
reconfiguration, to
replace equipment

Corporate risk:

switchboard
resilience

Corporate risk:

risk of Fire
Safety
Prohibition
Notice

Corporate risk:

cyber-security

maintenance
requirements being
updated

Ability of Capital
Resource Allocation
Committee to divert
funds

Service-level business
continuity plans

Equipment
Management Group in
place with delegated
budget from Capital
Resource Allocation
Committee to manage
equipment replacement
and equipment failure
requirements —
managing critical and
urgent equipment
replacement in 18-19

Remedial fire works
undertaken in the short-
term — also secured
£4.9m capital funding
for works

Applied for £2.6m
emergency capital

Applied to convert
£3.7m bonus PSF
received in 2017-18 to
capital

is not addressing the
root causes
sufficiently, such as
fire safety — the level
of risk increases as
the Trust manages
‘as is’

QL | Q2 | Q3 | Q4

Target Effectiveness of mitigation as detailed to the Trust
risk Board or one of its Committees
rating
Positive assurance
5x2= No major issues so far this financial year — tightly
10 managed capital position and no new issues to overcome

Further assurance required
Need response to funding applications

Lack of headroom to manage further system problems,
e.g. unexpected equipment failure
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Risk Appetite
The Trust is balancing a number of risks in relation to capital; the amount of capital available to the Trust is very limited compared with the calls on capital that the Trust has quantified —i.e. backlog maintenance, equipment replacement,
capital development requirements for safe patient environments, quality of sanitary accommodation; the longer the Trust manages its estates as it is, the increase of non-compliance risks with regulatory requirements
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Purpose: The purpose of this report is to apprise the Board of the latest developments in
relation to the Trust’s key strategic partnerships and to review progress in
managing the risk to the delivery of the Trust’s long term goal: ‘Partnerships
and integrated services'.

BAF Risk: GOAL 6 — PARTNERSHIP AND INTEGRATED SERVICES

Strategic Goals:

Honest, caring and accountable culture

Valued, skilled and sufficient staff

High quality care

Great local services

Great specialist services

Partnership and integrated services X

Financial sustainability

Key Summary of
Issues:

The Trust is taking a wide range of actions to address this risk, focussing in 3
key areas: the Humber Coast and Vale Health and Care Partnership, acute
services sustainability and supporting the development of the Hull and East
Riding Place Based Programmes and provider collaboration.

In the last quarter, we have seen positive progress in the following areas:
e The strategy for the HCAV HCP to progress to an ICS
e Agreement to establish an ICP locally on the Hull and East Riding
footprint
e Joint projects established with Hull and East Riding GPs
¢ Improved focus in the HASR and an agreed timeline.

Recommendation:

1. That the risk score for Goal 6, partnership and integrated services, is
changed to 3 likelihood x 4 impact = 12 (reduced from likelihood 4 x
impact 4=16), based progress outlined in the paper.

2. That the actions that have been taken to manage this risk are added to
the BAF and a further review is undertaken in 3 months.
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TRUST BOARD
STRATEGIC PARTNERSHIPS REPORT

Purpose

The purpose of this report is to apprise the Board of the latest developments in relation
to the Trust’s key strategic partnerships. This report covers:

The Humber, Coast and Vale Health and Care Partnership

The Humber Acute Services Review

The Hull and East Riding Place Based Programmes and provider collaboration
The Scarborough Acute Services Review

Development of a Paediatric Surgery Operational Delivery Network

This report also reviews progress in managing the risk to delivery of our long term goal
of partnership and integrated services and makes a recommendation for the Q3
2018/19 risk rating.

The Humber, Coast and Vale Health and Care Partnership (HCAV HCP)

The key development in the HCAV HCP in the last 3 months is the decision to progress
the development of an Integrated Care System (ICS) on the Partnership footprint,
supported by 3 or 4 locality based Integrated Care Partnerships (ICPs).

As reported in the last paper relating to this BAF risk, the Operational Planning
Guidance issued jointly by NHSE and | for 2018/19, made it clear that the direction of
travel was for more of the population to be covered by ICSs and ICPs. Wave 2 of the
ICS sites in England was announced in May 2018 and a 3™ wave was expected to be
during this year. Depending on the timing of any announcement the aim is to submit
an application to be part of this next wave.

The risks and benefits of becoming part of an ICS and or ICP are still emerging.
Shared financial risk though a system control total is a mandatory part of any
arrangement. Shared accountability for planning and delivering services, for a defined
population, aimed at improving population health, rather than just treating presenting
conditions, is the other key feature of those systems so far established. Recent
messages given by the Secretary of State for Health and the Chief Executives of
NHSE and | and threaded through the Prime Minister’s speech to announce the new
NHS funding settlement, all emphasised that these new models of health care delivery
are expected to become the standard approach over time.

In relation to the Integrated Care Partnerships, it has been concluded that one of these
should be for the Hull and East Riding geography combined.

Hull and East Riding based partnership developments

A detailed summary of these plans and programmes was provided in the last report
and they remain relevant. In the last 3 months, the following developments have
occurred:

HEY/JMyers/TBStrategicPartnershipsReport20181106 Page 2
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As a first step towards establishing the Hull and East Riding ICP, the CEOs of City
Healthcare Partnership, Humber Foundation NHS Trust and this Trust have issued a
letter of intent which sets out a commitment to work together, with other health and
care partners in the patch, to form into an Integrated Care Partnership. A Board has
been established to further this work, with the first meeting scheduled for 10
December.

The partners for this proto-ICP have already determined that improving the integration
and sustainability of community paediatrics is the top priority. To this end a workshop
took place on 19 October and an early win agreed was to have a fully integrated
medical workforce across community and acute paediatrics, hosted by this Trust.

As part of the work being led by Dr Patmore to strengthen links between the Trust
clinicians and the 5 GP groups in Hull, visits have taken place by HEY to each of the 5
groups and a ‘Building Bridges’ workshop is scheduled for 9 November.

In Hull, the Integrated Care Centre Steering Group is developing of integrated
Congestive Obstructive Pulmonary Disease and Parkinson Disease pathways, based
in the Centre, and HEY teams are closely involved in this work.

In East Riding, the Holderness Primary Care Home Project has launched, with 7
system partners participating. This project has chosen Diabetes prevention and care
as its focus and again, HEY clinicians and managers are working closely in the
development of these plans.

Finally, we have held an Executive to Executive meeting with Hull Clinical
Commissioning Group and also a Board to Board with East Riding Clinical
Commissioning Group.

The Humber Acute Services Review (HASR)
Progress since the last report:

The plan for the integrated Haematology Service is fully developed and currently
passing through the NHSE assurance process for service change. It is anticipated
that, following this, the changes will be implemented before the end of the calendar
year.

Within Northern Lincolnshire and Goole Foundation NHS Trust, they are in the process
of finalising their proposed options for the future provision of emergency services at
Grimsby and Scunthorpe. A commitment has been made to maintain both an
emergency ‘front door’ and maternity services as part of the range of future services on
both of these sites.

Engagement and service review work has commenced in the six specialties that have
HEY/JMyers/TBStrategicPartnershipsReport20181106 Page 3
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been identified as a priority for collaboration across the Humber geography, with a
timeline that looks to have any proposals for new ways of working and/or service
configuration, fully worked up, ready for any formal public consultation, by the end of
March 2019. There is of course patient and public involvement in the development of
these proposals prior to that stage.

The six specialties are: Oncology, Cardiology, Stroke, Neurology, Specialist
Rehabilitation and Critical Care.

Wider engagement that just the Humber partners is taking place as appropriate, for
example in Critical Care, Specialist Rehabilitation and on elements of Oncology and
Cardiology.

The Scarborough Acute Services Review

This review is aiming to develop clinical models for the long term sustainability of acute
services in Scarborough. The hospital services are challenged by a number of
workforce shortages. HEY has been invited to participate in this review as a key
partner and provider of services on the Scarborough site. Travel time mapping
indicates that HEY hospitals are the next nearest site for 30% of the population
currently services by Scarborough Hospital.

It is the intention to have some proposals to take forward by the end of December
2018.

Development of a Yorkshire and Humber Paediatric Surgery Operational Delivery
Network (ODN)

Building on the work led by the Family and Women'’s Health Group to address the
forecast long term sustainability issues in the Paediatric Surgery Service, the Trust is
part of a successful bid to create a Yorkshire and Humber Paediatric Surgery ODN;
one of only two in the country. This will involve working with Sheffield and Leeds
Children’s Hospitals and the Specialised Commissioners to develop collaborative
solutions to the sustainability issues across the region.

Review of the BAF risk
The risk to our long term for partnerships and integration is:

That the Humber, Coast and Vale STP does not develop and deliver credible and
effective plans to improve the health and care for its population within the resources
available and that the Trust is not able to influence this. In particular, that the lack of a
mature partnership both at local ‘place’ and across the STP will hamper the quality of
care and services the Trust is able to provide, as it will slow progress in the
development of integrated services and access to transformation funds.

As this paper sets out, the Trust is taking a wide range of actions to address this risk,
focussing in 3 key areas: the HCAV HCP, acute services sustainability and supporting
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the development of the Hull and East Riding Place Based Programmes and provider
collaboration.

In the last quarter, we have seen positive progress in the following areas:
e The strategy for the HCAV HCP to progress to an ICS
¢ Agreement to establish an ICP locally on the Hull and East Riding footprint
e Joint projects established with Hull and East Riding GPs
e Improved focus in the HASR and an agreed timeline.

The multi-agency nature and complexity of this work means that progress is likely to be
slow, relative to programmes of work which lie entirely in the Trust’s sphere of control.

Recommendations

1. That the risk score for Goal 6, partnership and integrated services, is changed
to 3 likelihood x 4 impact = 12 (reduced from likelihood 4 x impact 4=16), based
progress outlined in the paper.

2. That the actions that have been taken to manage this risk are added to the BAF
and a further review is undertaken in 3 months,

3. That Trust Board notes the contents of the paper and indicates any areas
where further action or assurance is sought.
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Purpose: The purpose of the report is to update the Board on BAF risk 7.2
concerning the failure of capital infrastructure (buildings, IT, equipment)
and the threat to service resilience and viability

BAF Risk: BAF 7.2

Strategic Goals:

Honest, caring and accountable culture

Valued, skilled and sufficient staff

High quality care v

Great local services

Great specialist services

Partnership and integrated services

Financial sustainability v

Summary Key
of Issues:

In terms of the immediate risks posed by our critical infrastructure, Trust
management are doing what they can to manage the risks.

It is considered unlikely that we will have a failure of such magnitude in
the latter half of the year that we will not be able to manage from the
resources that we have available to us. However, it is also acknowledged
that this risk is growing in terms of likelihood as the availability of funding
becomes ever more restricted.

At this point, whilst not ideal, the receipt of additional funding is helping
manage these issues such that it is proposed that the risk rating be
reduced to 12. (likelihood of 3 with a consequence of 4).

The Board are asked to accept a reduction in the risk rating for the
remainder of the financial year. The proposed rating would be 12.

The Board are also asked to consider how best they can influence the
debate at a national level concerning the existing NHS capital funding
regime such that the issues we are facing are tackled on a more
systematic and sustainable basis

Recommendation:

The Board is asked to accept a reduction in the risk rating for the
remainder of the financial year. The proposed rating would be 12.




Hull and East Yorkshire Hospitals NHS Trust
Tuesday 13" November 2018
Report to update the Board on BAF Risk 7.2

1. Background
The 2018/19 Board Assurance Framework (BAF) includes a specific risk relating to the
failure of critical infrastructure within the Trust and the impact that could have on our ability
to provide clinical services on a sustainable basis.

The Trust has a significant backlog maintenance burden associated with its asset base. In
building and plant terms alone this is estimated at circa £60m.

In a commercial environment organisations are required to finance this type of investment
from two sources: annual operating profits and depreciation budgets. This Trust has been
making operating losses for a number of years now and as such the only cash available to
finance the servicing of our asset infrastructure is via the depreciation budget, supplemented
by ad-hoc loans and centrally (Department of Health) held allocations. Unfortunately this
problem is compounded by the fact that the Trust has a humber of significant loan
repayment obligations which act as a pre commitment to the annual capital program. For
2019/20 it is anticipated that almost 50% of the available depreciation will be subsumed by
existing loan obligations.

As a result of these factors the level of “backlog” facing the Trust is increasing and as such
there is a growing risk that at we will see a material failure in our infrastructure which could

have extremely significant consequences in the form of service provision. At the start of the
year, this risk was graded at a potential score of 20 (probability of 4 and consequence of 5).
This paper has been prepared to advise the Board of the work taken in year to manage this
issue and to propose a revised risk rating for the remaining part of the year.

2. Management Action
Management action taken in year has revolved around a strategic, risk based, deployment of

the capital program. The funding available to the Trust at the start of the year from internally
generated funds totalled £9.46m, of this £1.8m was considered to be high risk as it was
dependant on the Trust achieving a planned SOCI(revenue) surplus in 2018/19. The nett
figure was therefore £7.66m. This has been supplemented with the receipt of £4.9m of
monies related to fire improvement, £1.7m for a new Linear Accelerator, and will hopefully
be bolstered by a further £3.6m in the next month or so. This latter allocation relates to the
bonus sustainability funding (PSF) that the Trust received at the end of 2017/18 which we
have applied to have converted to capital resource. If successful, that will bring the annual
spend on backlog issues to approx £17.86m. The sum total of these monies is being
deployed in managing the existing the entirety of the infrastructure risk. Principally these
break down into three broad categories:-

i.  Medical Equipment replacement. This issue is managed via a medical equipment
group which works across the Health Groups to prioritise the Trusts most urgent
areas of spend. The single biggest items of spend this year has been a replacement



MRI scanner with a value of just over £1.6m and a replacement Linear Accelerator
costing £1.7m.

Backlog Maintenance. There is a dedicated sum within the capital plan which will be
used to manage the estate related issues (£3.2m). This is risk assessed and
managed by the Director of EF&D and his teams. The Fire monies will be managed
within this process to ensure that this risk is mitigated.

IT replacement/development. A dedicated sum for IT system replacement exists. The
main focus this year has been on the Cardiology system replacement, the
deployment of the replacement Radiology system, and essential improvements to the
core network infrastructure and further optimisation of the Lorenzo product. By the
end of the financial year it is expected that the network at Castle Hill will have been
completely renewed and upgraded as well as the first three floors and the overall
server infrastructure for Hull Royal Infirmary.

Beyond this level, a further emergency capital application totalling a further £3.6m has
also been submitted to the NHSI which, if successful, will bolster the equipment
allocation with essential items of equipment which are urgently needed.

In addition to this a business case valued at circa £11m was been submitted to NHSI for
the introduction of various energy management solutions. If successful this will also help
mitigate the existing backlogs in these areas.

3. Current position and assessment of risk

The key risk in the immediate short term relates to urgent equipment replacements as a
result of failure. Only this week a vital component in one of the Linear Accelerators failed
which will cost £60k to replace. However, this risk is not confined to the cost of replacing
items that have completely failed. we constantly live with equipment that is costing the
organisation in terms of lost efficiency. At the November Capital Committee it was
reported that the existing gamma Cameras are now operating at circa 30% capacity due
to regular and sustained equipment downtime. Clearly this has a significant impact on
our ability to push patients through their clinical pathways and causes considerable
expense and inefficiency in terms of patients’ treatment times. The cost of replacing our
three cameras is estimated at just in excess of £4m.

Unfortunately the medical equipment allocation is fully committed this year and as such

any failures on the remaining months of the financial year could be very problematic.

In order to mitigate this risk the £3.6m of funding (linked to the 17/18 bonus PSF) which
we widely expect to receive has not been fully committed, and as such there is a small
sum that remains available to cater for emergencies in the final two quarters.

It is considered unlikely that we will have a failure of such magnitude in the latter half of
the year that we will not be able to manage from the resources that we have available to
us. However, it is also acknowledged that this risk is growing in terms of likelihood as the
availability of funding becomes ever more restricted.



5. Conclusion
In terms of the immediate risks posed by our critical infrastructure Trust management are
doing what they can to manage the risks. At this point, whilst not ideal, the receipt of
additional funding is helping manage these issues such that it is proposed that the risk rating
be reduced to 12. (likelihood of 3 with a consequence of 4).

Clearly, as we move into 2019/20 this risk will have to be revisited as the available funding
will diminish and as such the ability of the Trust to manage the entirety of the risk will also
reduce.

6. Recommendation
The Board are asked to accept a reduction in the risk rating for the remainder of the financial
year. The proposed rating would be 12.

The Board are also asked to consider how best they can influence the debate at a national
level concerning the existing NHS capital funding regime such that the issues we are facing
are tackled on a more systematic and sustainable basis

Lee Bond
Chief Financial Officer
8" November 2018
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The purpose of this report is to provide information and assurance to
Purpose the Trust Board in relation to matters relating to service quality (patient
safety, service effectiveness and patient experience)
BAF Risk BAF Risk 3: There Is a risk that the Trust is not able to make progress

in continuously improving the quality of patient care

Strategic Goals

Honest, caring and accountable culture

Valued, skilled and sufficient staff

High quality care

Great local services

< |=<|=<|=<]=<

Great specialist services

Partnership and integrated services

Financial sustainability

Key Summary
of Issues

Information is provided in the report on the following topics:

Patient Safety Matters including Never Events and Serious Incidents
Safety Thermometer

Healthcare Associated Infections (HCAI)

Patient Experience Matters

Care Quality Commission

Learning from Deaths

Healthcare Safety Investigation Branch (HSIB) Maternity
Investigations

Areas of good practice are presented alongside those that require
actions and improvement.

Recommendation

The Trust Board is requested to receive this report and:

o Decide if this report provides sufficient information and assurance
e Decide if any further information and/or actions are required
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EXECUTIVE SUMMARY
The purpose of this report is to inform the Trust Board of the current position in relation to:

Patient Safety Matters including Never Events and Serious Incidents
Safety Thermometer

Healthcare Associated Infections (HCAI)

Patient Experience Matters

Care Quality Commission

Learning from Deaths

Healthcare Safety Investigation Branch (HSIB) Maternity Investigations

Areas of good practice are presented alongside those that require actions and improvement.

The Trust Board is requested to receive this report and:

o Decide if this report provides sufficient information and assurance
e Decide if any further information and/or actions are required
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NOVEMBER 2018

1. PURPOSE OF THIS REPORT
The purpose of this report is to inform the Trust Board of the current position in relation to:

Patient Safety Matters including Never Events and Serious Incidents
Safety Thermometer

Healthcare Associated Infections (HCAI)

Patient Experience Matters

Care Quality Commission

Learning from Deaths

Healthcare Safety Investigation Branch (HSIB) Maternity Investigations

Areas of good practice are presented alongside those that require actions and improvement.
The Trust Board is requested to receive this report and:

¢ Decide if this report provides sufficient information and assurance
e Decide if any further information and/or actions are required

This report covers the reporting period September 2018 and October 2018, where possible. Any
other known matters of relevance since then will be described, also.

2. PATIENT SAFETY

2.1 Never Events (NE) — W178482

The September 2018 Quality Report included information on a new Never Event in relation to
‘Overdose of insulin due to abbreviations or incorrect device’. This was based on initial information,
which indicated that there had been an overdose of insulin due to not using an insulin syringe [this is
one of the very specific criterion required for this to be a Never vent]. On further investigation, it was
identified that an insulin syringe was used, and that confusion arose related to a communication
failure between the two staff members involved in administering the insulin. Whilst the patient was
actually given a higher than required dose of insulin, the mistake was identified and corrected
immediately. No apparent harm was caused to the patient and the incident was stepped down as
both a Never Event and Serious Incident and is being treated as a standard incident. The two staff
members involved have accepted their responsibilities for the error.

In response to this incident a corporate Quality & Safety Bulletin was issued. Also, the Trust was
commended by each of its regulators and commissioners for the open and transparent dialogue and
prompt reporting of this event in the first instance. As such, all stakeholders were in agreement to
de-escalate this matter.

Work continues on the actions arising from the Never Events declared in 2017/18, and the Trust is
finalising the arrangements for the ratification and introduction of the ‘Stop the Line’ policy.

2.2 Serious Incidents reporting rates

To date in 2018/19, the Trust has declared 46 Serious Incidents. The following graph shows the
Serious Incident reporting rate, with Never Events highlighted specifically, and the Tracking Access
Plan Sl noted, also.



Graph 1: Serious Incident SPC chart
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2.4 Serious Incidents declared in September and October 2018
The outcomes of all Serious Incident investigations are reported to the Trust Board’s Quality
Committee where more detailed discussions about each of them takes place.

A summary of the incidents declared during September and October is contained in the following
tables and each of these is now under investigation. Anything of significance from them will be
reported to the Quality Committee in due course and anything of undue concern will be escalated to

the Trust Board as required.
The Trust declared 8 Serious Incidents in September 2018.

Table 1: Serious Incidents declared September 2018

Ref

during eye surgery

Number Type of SI Health Group

21571 Hospital acquired Pressure Ulcer Surgery

21653 Treatment Delay — X-ray result not actioned Medicine

21657 Treatment Delay — patient did not receive timely Medicine
treatment

21919 VTE - delay in treatment for DVT Medicine

29249 Surgical/lnvasive Procedure — incorrect lens inserted Family 8Women’s

treatment

22824 Hospital acquired Pressure Ulcer Surgery

22843 Environmental Inmdent — adverse effect of cleaning Medicine
products on patients

23064 Treatment Delay — patient did not receive timely Medicine

The Trust declared 6 Serious Incidents in October 2018.

Table 2: Serious Incidents declared October 2018

diagnosed with HIE

Ref
Number Type of SI Health Group
24607 Maternity/Obstetric Incident — Twin pregnancy; twin 2 Family & Women’s

Sub-Optimal Care of the Deteriorating Patient —

admitted to ICU with diabetic ketoacidosis

25143 missed opportunities to post operatively identify and Surgery
treat sepsis
Sub-Optimal Care of the Deteriorating Patient —
25148 missed opportunities to post operatively identify and Surgery
treat sepsis
25419 Treatment Delf'iy — Patient did not receive timely Medicine
blood transfusion
25659 Treatment Del_ay —_Patlent was not referred for Clinical Support
hysteroscopy in a timely manner
26147 Maternity/Obstetric Incident — diabetic mother Family & Women’s




2.5 National Reporting and Learning System (NRLS) Benchmarking Information

The latest NRLS report was received in September 2018. The report is produced every 6 months
and the latest report provided details of incidents reported between 1* October 2017 and 31* March
2018.

The median reporting rate for the cluster of Acute (non-specialist) organisations is 42.55 incidents
per 1,000 bed days. This Trust reported 8,691 incidents in the reporting period, which equates to
51.29 incidents per 1,000 bed days. As shown as the highlighted green line on the chart below, the
Trust is in the highest 25% of reporting organisations, which suggests the Trust has a positive
reporting culture.

Graph 1: Comparative reporting rate (October 17 to March 18)

Comparative reporting rate, per 1,000 bed days for 134 Acute (non-specialist) organisations
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Graph 2 below gives positive assurance that the Trust is reporting the severity of incidents more or
less in line with similar organisations (N.B. low and no harm categories tend to cancel one another
out).

Graph 2: Reporting by severity (October 17 to March 18)
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3. SAFETY THERMOMETER - HARM FREE CARE

The NHS Safety Thermometer (ST) is a series of point prevalence audits that were established to
measure the four most commonly reported harms to patients in hospital. Each month, all inpatients
are assessed for the existence of any of the four harms that have occurred either before they came
into hospital or whilst in hospital. Each month, all inpatients on that day are assessed for the
existence of any of the four harms.

The NHS Safety Thermometer point prevalence audit results for October 2018 are attached as
Appendix One.

From the 898 in-patients surveyed on Friday 12" October, the results are as follows:

e 94.88% of patients received ‘harm free’ care (none of the four harms either before coming into
hospital or after coming into hospital)

o 2.0% [n=18] patients suffered a ‘New Harm’ (whilst in hospital), with the remainder not suffering
any new harms, resulting in a New Harm Free Care rating at 98.0%. This is positive overall
performance against this indicator.

o VTE risk assessments reviewed on the day. Of the 898 patients, 66 did not require a VTE risk
assessment. Of the remainder, 770/832 had a VTE risk assessment undertaken. This is 92.5%
compliance on the day. VTE incidence on the day of audit was 6 patients; 4 of which were with
a pulmonary embolism and 2 were with a deep vein thrombosis.

e There were 7 new pressure ulcers on the census day, all at Grade 2. However, 27 patients had
pre-hospital admission pressure ulcers (25 at Grade 2, 1 at Grade 3 and 1 at Grade 4). These
have now been fed back to commissioners to manage. In addition, a health-economy wide
group is now in place to look how best to manage and work to prevent the significant number of
patients that come into hospital with pre-existing pressure damage. The Trust is a member of
this group.

o There were 6 patient falls recorded within three days of the audit day, all of which resulted in No
Harm.

e Patients with a catheter and a urinary tract infection were low in number at 7/169 patients with a
catheter (4.13%). Of the 8 patients with infections, 6 of these were infections that occurred
whilst the patient was in hospital.

Overall, performance with the Safety Thermometer remains positive, but continues to be reviewed
monthly. Each ward receives its individual feedback and results.

Each ward receives its own results and feedback and ward sisters/charge nurses develop actions to
address these.



4. HEALTHCARE ASSOCIATED INFECTIONS (HCAI)

4.1 HCAI performance 2018/19 as at 30" September 2018

The Trust is required to report monthly on performance in relation to six key HCAIl's. These are
summarised in the following table.

Organism 2018/19 Threshold | 2018/19 Performance
(Trust Apportioned)
Post 72-hour Clostridium difficile 52 19
infections (locally agreed CCG (37% of threshold)
stretch target of 45)
MRSA bacteraemia infections Zero 1 case
(post 48 hours) reported October 5" 2018

(over threshold)

MSSA bacteraemia 44 33
(75% of threshold)

Gram Negative Bacteraemia

E.coli bacteraemia 73 58

(79% of threshold)
Klebsiella 4 Baseline monitoring period
Pseudomonas aeruginosa 1 Baseline monitoring period

The current performance against the upper threshold for each are reported in more detail, by
organism:

4.1.1. Clostridium difficile

Clostridium difficile infection is a type of bacterial infection that can affect the digestive system. It
most commonly affects people who have been treated with antibiotics. The symptoms of a C.difficile
infection can range from mild to severe and include: diarrhoea, a high temperature (fever) and
painful abdominal cramps. In extreme cases, C. difficile infections can also lead to life-threatening
complications such as severe swelling of the bowel from a build-up of gas (termed toxic megacolon).
In certain cases they can cause or contribute to the death of a patient. Root cause analysis
investigations are conducted for each infection and outcomes of RCA investigations for all Trust
onset cases shared collaboratively with commissioners, reviewing 3 months prior to the detection of
the case in line with the reporting requirements for 2018/19. A threshold for Trust-apportioned cases
has been set by NHS Improvement at 52 but a stretch target of 45 has been agreed locally with
Commissioners.

At month six, the Trust reported 19 infections against an upper threshold of 52 (37% of threshold),
which is positive performance. Three Trust onset C. difficile cases were reported during August
2018 and a further three during September 2018. From the 1% April 2018, a total of twelve cases are
apportioned to the Medical Health Group, four to the Surgical Health Group and the remaining 3 to
Clinical Support with no cases detected in the Families & Women'’s Health Group. Two further Trust
reported cases relate to patients that have been detected previously with C.difficile infections that
either prevail or have reoccurred. These are not required to be included in the numbers providing
they are repeated on patients already known to be positive to this infection within the month of the
original test. Anything beyond this timeframe counts as another/new case.

Antibiotic stewardship in the Trust continues to be managed very positively and this is scrutinised
each month at the Infection Reduction Committee.



Organism 2018/19 2018/19 Performance | Lapses in practice /

Threshold (Trust apportioned) suboptimal practice cases
Post 72-hour 53 13 All nineteen cases have been
Clostridium difficile (45) (25% of threshold) subject to RCA investigation.
infections Of the nineteen cases, nine have

been reviewed by
Commissioners with eight
deemed no lapses in practice.
One case deemed a lapse in
practice due to suboptimal
antimicrobial prescribing.

The remaining ten cases are
awaiting final RCA meetings with
consultants responsible for their
care.

The following graph highlights the Trust’s performance from 2015/16 to date with this infection:

Clostridium difficile infections 2015-16 to date
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4.1.2 Meticillin Resistant Staphylococcus Aureus (MRSA) bacteraemia

Staphylococcus aureus (also known as staph) is a common type of bacteria. It is often carried on
the skin and inside the nostrils and throat, and can cause mild infections of the skin, such as boils
and abscesses. If the bacteria enter the body through a break in the skin, they can cause life-
threatening infections, such as blood poisoning (bacteraemia). MRSA is a type of bacteria that's
resistant to a number of widely used antibiotics. This means MRSA infections can be more difficult
to treat than other bacterial infections.

The Trust reported one case of MRSA Bacteraemia on 5™ October 2018. This infection relates to a
patient with complex health needs following major colorectal surgery. The patient had been
screened for MRSA multiple times previously, all of which were negative. However, the patient
became unwell on the ward post-operatively and was showing signs of acute infection/sepsis.
MRSA was discovered in the patient’s blood cultures, nose, wound and Hickman Line (venous
catheter).

The patient has responded well to antibiotic treatment and is recovering well overall. The Post
Infection Review investigation is under way to try and determine how this infection occurred. The



findings from this will be reported in due course. As a precaution, all other patients on the ward at
that time have been screened and there are no further cases and no cross infection.

Organism 2018/19 Threshold 2018/19 Performance | Outcome of PIR
(Trust apportioned) Investigation / Final
assignment
MRSA Zero tolerance Zero 1 case
bacteraemia reported October 5" 2018

(over threshold)
Post Infection Review
underway

4.1.3 Meticillin Sensitive Staphylococcus Aureus (MSSA) bacteraemia

Meticillin-Sensitive Staphylococcus aureus is a type of bacteria that lives harmlessly on the skin and
in the nose, in about one third of people. People who have MSSA on their bodies or in their noses
are said to be colonised.

However, MSSA colonisation usually causes them no problems, but can cause an infection when it
gets the opportunity to enter the body. This is more likely to happen in people who are already
unwell. MSSA can cause local infections such as abscesses or boils and it can infect any wound
that has caused a break in the skin e.g. grazes, surgical wounds. MSSA can cause serious
infections called septicaemia (blood poisoning) where it gets into the bloodstream. However unlike
MRSA, MSSA is more sensitive to antibiotics and therefore easier to treat, usually. As can be seen
from the following table, at month 6, the Trust is already at 75% of its upper threshold for this
infection, a trend reported by Public Health England in quarterly reports for Yorkshire & the Humber.
This is of moderate concern at this stage in the year.

Since August 2018, a reduction of MSSA bacteraemia cases has been noted in the Trust. The
results of the Root Cause Analysis Investigations into each of these infections are summarised in
the following table. There are points of learning for the Trust from these, which include the need for
an improved and refreshed focus on vascular line management and care. A task group is in the
process of being established to oversee this, led by Dr Moss, the Director of Infection Prevention
and Control.

Organism 2018/19 Threshold 2018/19 Performance Outcome of RCA
(Trust apportioned) Investigation
(avoidable/ unavoidable)
MSSA bacteraemia 44 33 RCA investigations have

(75% of threshold) been completed on 19 of the
33 reported cases. With the
remaining fourteen
undergoing continued RCA
investigation. Outcomes of
the RCA’s have concluded
that the 19 cases are
preventable, linked to
hospital acquired
pneumonia, complex high
risk surgery and IV device
management. Actions to
mitigate risks include
improved line insertion and
management standards and
improved care pathways or
patient with indwelling
vascular devices.




MSSA bacteraemia performance is provided in the following table. There are no national thresholds
for this infection again for 2018/19 but the need for continued and sustained improvements
regarding this infection remains a priority.

The following graph highlights the Trust’s performance from 2015-16 to date:

Meticillin Sensitive Staphylococcus Aureus (MSSA)
Bacteraemia infections from 2015-16 to date
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4.1.4 Escherichia-coli Bacteraemia

There are many different types of Escherichia coli (E. coli) bacteria, most of which are carried
harmlessly in the gut. These strains of E. coli make up a significant and necessary proportion of the
natural flora in the gut of people and most animals. However, when strains of E. coli are outside their
normal habitat of the gut, they can cause serious infections, several of which can be fatal. Potentially
dangerous E. coli can exist temporarily and harmlessly on the skin, predominantly between the waist
and knees (mainly around the groin and genitalia), but also on other parts of the body, i.e. a
person’s hands after using the toilet.

E. coli is now the commonest cause of bacteraemia reported to Public Health England.
E. coli in the bloodstream is usually a result of acute infection of the kidney, gall bladder or other
organs in the abdomen. However, these can also occur after surgery, for example.

During 2018/19, Trusts are required by NHS Improvement to achieve a 10% reduction in E. coli
bacteraemia cases. Achievement of reductions will be collaborative with joint working with
commissioners, underpinned by joint action plans as required by NHS Improvement. The focus of
attention is on the reduction of urinary tract infections, which are responsible for the largest burden
of E.coli infections. The Trust, along with system partners, is part of an NHS Improvement
collaborative to try and reduce the burden of these infections and this project is under way.

However, at September 2018, the Trust has reported a higher than expected 58 (79% of threshold).
In order to understand the reasons for these more fully, all patients with E.coli blood stream
infections between 1% November 2017 and 30™ April 2018 were reviewed by an infectious diseases
consultant, either at the bedside or through a case-note review. The findings of these are
summarised in the following table.

10



Organism 2018/19 2018/19 No. of cases Outcome of Clinical Investigation
Threshold Performance investigated (avoidable/ unavoidable)
(Trust clinically
apportioned)
E. coli 73 58 Preventable Fifty eight Trust apportioned cases
bacteraemia (after 10% (79% of =18 (not all are distributed across all Health
reduction) threshold) Trust related) | Groups. The majority were within

Possibly
preventable =
13 (not all
Trust related)

Not
preventable =
25

the Surgical Health Group (30
cases), 16 cases in the Medical
HG, 3 cases detected in Families &
Women’s HG and the remaining 9
cases in Clinical Support HG.
Review of cases suggests ongoing
causes related to complex
abdominal and urological surgery,
biliary and urinary sepsis. A review
of the 41 cases has identified 18
cases, which have been deemed
preventable. A process is being
adopted to ensure and embed the
reporting of bacteraemia from
laboratory to ward is robust and
embedded within HG’s.

On a more positive note, the number of cases of this infection recorded in September 2018 is lower
than previous months.

The following graph highlights the Trust’s performance from 2015/16 to date:

Eschericia coli bacteraemia infections 2015-16 to
date
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The long period of hot weather during the summer saw large number elderly patients (with or without
urinary catheters) being admitted with signs and symptoms of dehydration, which is often a
precursor to this infection. However, the main points to address here are the concerns over the high
resistance rates to commonly-used antibiotics and, also, the learning around the care of patients
with urinary catheters and indwelling vascular devices both in hospital and the community. All of
these are areas of increased focus and actions in the coming months.
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4.1.5 Gram negative bacteraemia — reporting for 2018/19

If gram-negative bacteria enter the circulatory system, it can cause a toxic reaction to the patient.
This results in fever, an increased respiratory rate, and low blood pressure. This may lead to life-
threatening condition of septic shock.

NHS England and Public Health England (PHE) introduced a requirement across the health
economy to reduce healthcare associated Gram-negative bloodstream infections by 50% by 2021.
This includes the ongoing reporting of two additional organisms. Surveillance of E. coli bacteraemia
alongside Klebsiella and Pseudomonas continues during 2018/19 although no thresholds have been
published for the latter two GNBSI’s.

Review of cases to date suggests similar risk factors as those found with E.coli bacteraemia, with
Klebsiella related to respiratory infections. Subsequent trends and learning associated with these
infections will be reported in future editions of this report, in spite of low numbers reported.

Klebsiella/ Pseudomonas aeruginosa bacteraemia
infections from 2017 to date
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4.2 Infection Outbreaks
An outbreak is defined by two or more patients with the same infection in the same ward/area.

Ward H9 was affected by an outbreak of diarrhoea and vomiting, confirmed as Norovirus, initially
affecting bays at the end of July 2018, which culminated in the ward been completely closed on the
3rd August 2018. Patients were affected but no staff. The ward was deep cleaned and reopened
fully on the 10th August 2018. In addition, several bay closures due to diarrhoea and vomiting were
experienced throughout August 2018 affecting wards H80, H8, H70 and H5 respectively. No
causative organisms were detected from these and the closures were only for short periods. All
patients have recovered satisfactorily.

4.2.1 Infection incident

A single case of Pseudomonas aeruginosa was reported in a neonate on the Neonatal Intensive
Care Unit. The organism was detected in a blood culture and a sputum sample. The baby, one of
twins, died subsequently from complications of extreme prematurity and overwhelming sepsis. In
response to the case, water sampling was undertaken across the unit. Also, screening of other
babies was undertaken and no additional cases were found. However, environmental samples
identified pseudomonas in some hand wash basins and, also, the washing machine used to launder
individual items of clothing and incubator covers. Isolates from the affected baby and the
environmental swabs were sent to Public Health England for ‘typing’ and were determined as being
distinguishable, i.e. no related or cross infection. A decision to remove and replace the existing
washing machine with a machine suitable for use on an augmented care unit was made. Also,
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enhanced cleaning in the unit has been undertaken and will continue. This includes ensuring that
the cleaning of the drainage outlets in the wash hand basins is undertaken thoroughly to prevent
biofilm build up. Ongoing monitoring of babies on the unit has taken place and weekly screening for
Pseudomonas aeruginosa is in place for all babies. In addition, environmental sampling has been
undertaken and widened to include the post natal wards. These areas will remain under enhanced
surveillance for the time being by the estates and infection prevention teams.

4.2.2 Influenza trends

There we no cases of patients with inflenza during August 2018. However, during September 2018
a single case of Influenza A was detected in an oncology patient who had presented with influenza-
like symptoms in the oncology day unit. The patient was screened accordingly. Contacts of this
patient were provided with appropriate prophylactic treatment.

The influenza vaccination campaign for 2018/19 is now under way.

13



5. PATIENT EXPERIENCE

The following graph sets out comparative complaints data from 2016 to date. There were 50 new
complaints recorded in August 2018 and 51 in September 2018. These figures show a reduction on
the number of complaints received in August 2017 but a slight increase in September 2018 on the
same period for the previous two years. The Patient Experience Team has reviewed the complaints
received to identify any themes and trends and have raised awareness with senior staff when
several complaints have been received within a specific area.

Complaints Received by Month and Year
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Complaints are graded on closure by a senior member of the Health Group using a rating of 1-4. 1
is low, 2 medium, 3 high and 4 a serious incident. Of the 96 complaints closed within August and
September 2018, 12 were level 1 and 74 were level 2. 1 complaint was a level 3 and there were 3
at level 4. During this period, 6 complaints were not investigated as complaints as they were
deescalated.

Complaints usually reflect activity in the previous three months. With regards to the complaints that
were received during August and September 2018, the following tables show the period of time that
they relate to as opposed to the time the complaint was lodged with the Trust. The NHS complaints
guidance suggests that Trusts should only consider complaints within a 12-month time frame before
being ‘out of time’. However, the need to complain may not be apparent until sometime after the
actual event. As such, the Trust takes a pragmatic approach to these.

Incident date relating to complaints

Incident date of complaint received in August 2018 Incident date of complaint received in
14 September 2018
13
9 15 T
10 7 8
5 5 10 5 5
5 3 I I 8 I 2 7 5 3 3 , 4
- 1 1
o - l - m W || 0
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The following table shows the number of complaints received in relation to patient activity at the
Trust since April 2018. As can be seen, these remain relatively low.
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Complaints as a proportion of Episodes of Care
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The following table indicates the number of complaints by subject area that were received for each
Health Group during the months of August and September 2018.

Complaints Received by Health Group and Subject — August/September 2018

Complaints by Health
Group and Subject

(primary)

Attitude
Care and
Comfort
Communication
Delay, Waiting
Times and
Cancellations
Discharge
Safeguarding
Treatment

Corporate Functions
Clinical Support
Family and Women's
Medicine
Surgery
Totals:

Complaints regarding ‘treatment’ remain the highest recorded category for both August and
September. The Patient Experience Team continues to work with all Health Groups to highlight
themes and trends and to ensure a timely response to complainants.
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5.1.1 Examples of outcomes from complaints closed during August and September 2018:

¢ A new born screening test had suggested a diagnosis of congenital hypothyroidism (underactive
thyroid) and, following further tests, the baby was prescribed medication to be given daily. The
baby did not take the medication well and a more concentrated dose was prescribed in order
that a smaller amount could be administered. The mother thought that the previous dose was an
overdose and that the hospital had made a mistake.

Outcome: The mother and father were invited to meet with the Consultant and Endocrine
Specialist Nurse who explained the baby’s diagnosis and treatment plan. The parents
understood more fully what was expected and had the opportunity to ask additional questions.
Suggestions were made by the Endocrine Specialist Nurse to support the family in administering
the medication and contact details were provided if further help was required in the coming
weeks.
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e The patient’s son raised concerns regarding his mother’s surgery and subsequent care, following
repair of a hiatus hernia. This had led to significant weight loss and concerns were raised both
regarding the surgery and subsequent nutritional support from both Dietetics and ward teams.

Outcome: Whilst no errors were identified in relation to the patient’s surgery, the investigation
found that the Trust failed to provide a high quality of care to the patient during her hospital
admissions in respect of her nutritional support and to ensure that appropriate information and
support were provided across local NHS services to avoid the extensive weight loss she
experienced. Apologies were provided for the impact upon the patient’s health. Several actions
were identified across the Trust arising from this complaint, including additional training for Ward
14 and Ward 500 staff in relation to documentation around nutritional support and an alert placed
on the patient’s electronic record to notify staff of the increased risk of further weight loss and the
importance of robust nutritional support during any future admissions.

e A patient expressed concern when his long-term cancer medication was discontinued and as a
result, he believes his cancer recurred.

Outcome: The patient attended a resolution meeting where he was assured that the treatment
plan was the correct one for his condition at that time and that the recurrence of his disease was
not linked to the change in his medications.

e A complex complaint was received from a husband about the care provided to his wife after
childbirth in 2012. He felt that treatment may have contributed to her later cancer diagnosis and
subsequent death. The gentleman was also concerned about several aspects of treatment and
care at the end of his wife’s life.

Outcome: A resolution meeting was held and full explanations were given to the husband that
his wife’s treatment was the best in the circumstances but, regrettably, there was nothing that
could be done to prevent her deterioration and death, which was due to her advanced and
aggressive cancer. At the meeting, various aspects of care were discussed and apologies were
provided that these were not explained fully to the patient’s husband at the time.

¢ The wife and daughter of a patient expressed concern regarding care received by their relative
on C31. This included the discharge of the patient from hospital when his family felt he had
deteriorated, a lack of information regarding discharge medications, a delay in providing
medication for delirium, clarification regarding a bed watch arranged for the patient and no
consideration of hospice care rather than nursing home care for the patient.

Outcome: A resolution meeting was held and full apologies were extended for poor
communication and failure to follow discharge procedures in relation to the patient’'s medication.
Treatment of the patient’s delirium was also explained. It was noted that at that time, the patient
was not deemed to be imminently terminally ill, therefore, the hospice was not appropriate.
However, it is acknowledged that staff could have considered a referral for the future so that the
patient and his family were known to the hospice during his end of life care.

Discharge medications have been an issue in two out of the three complaints closed in
September across the Clinical Support Health Group, therefore further work is being undertaken
in this area.

5.1.2 Performance against the 40-working day complaint response standard

The standard is for 85% of complaints to be closed within 40 working days. In the month of August
88% of complaints were closed within this timescale and 87% in September.

Complaints closed within 40 working days 2018/19 (whole Trust):
80% [83% [82% |90% |[88% |87%
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The following tables indicate performance by Health Group and the outcome of the complaint for the
months of August and September 2018.

August 2018 Clgl:ed Wi(tjr;i)|/1$40 Upheld 5;;2?; Not Upheld Inves’,\ltci)g;ated Re-opened
Corporate Functions 0 0 (100%) 0 0 0 0
Clinical Support 7 7 (100%) 1 4 2 0 1
Family and Women's 10 9 (90%) 1 6 3 0 2
Medicine 11 9(82%) 6 4 0 1 4
Surgery 14 12(86%) 3 9 2 1 2
Totals: 42 37(88%) 11 23 7 1 9
September 2018 Clc’)\l:ed Wig;i;;lo Upheld 5;:2?& Not Upheld Inveglt(ijg;ated Re-opened
Corporate Functions 2 2 (100%) 0 0 0 0 0
Clinical Support 4 3 (75%) 1 2 0 1 0
Family and Women's 12 11 (92%) 2 6 2 2 1
Medicine 17 14 (82%) 6 8 2 3 1
Surgery 19 17 (89%) 2 15 1 1 2
Totals: 54 A7 (87%) 11 31 3 7 4

As can be seen from the previous tables, performance is variable across the Health Groups, with
Clinical Support achieving 100% of complaints closed within 40 working days in the month of August
but only 75% in September. The Medicine Health Group has achieved 82% in both months. Family
and Women’s and Surgery Health Groups met the standard in August and September. This will
continue to be managed through the monthly performance and accountability meetings with Health
Groups.

5.2 Patient Advice and Liaison Service (PALS)

In the month of August 2018, PALS received 203 concerns, 8 compliments and 46 general advice
issues. September 2018 saw a small reduction in contacts with the PALS team with 190 concerns,
8 compliments and 6 regarding general advice. This information has been shared with the Health
Groups in order that they can review and consider any actions that are necessary.

The number of general advice issues recorded by the PALS team has reduced due to the decision
mid-August to no longer log ‘signposting’ enquiries onto the Datix system. An example of this would
be a request for a CCG’s contact details to raise concerns regarding a GP, or advice on directions to
the hospital, etc. This enables the PALS team to concentrate and follow through on concerns that
require a more urgent response.

The following graph illustrates that the number of concerns received by PALS has been steady over

the last three months at around 200, similar to the number of contacts received for the same period
in 2017.

PALS Concerns Received by Month and Year
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PALS by Health
Group and Subject
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5.2.1 Examples of outcomes from PALS contacts:

e The mother of a 29 year old patient had been trying to meet with the Consultant responsible for
her daughter’s treatment but had been unsuccessful and felt she was being ignored. There were
also concerns relating to nursing care and attention, as the patient had experienced two falls on
the ward. The patient had swelling on her brain and had suffered two strokes, so communication
with her was difficult.

Outcome — The PALS team contacted the Senior Matron, following which the Ward Sister met
with the mother of the patient that same afternoon. They discussed the fall and nursing issues
and the Ward Sister implemented supervision plans to further reduce the risk of falls with a 1:1
care assistant being put in place. The ward Registrar informed the patient and her mother of the
MRI and lumber puncture results and provided reassurance. Both the patient and her mother
felt a lot happier.

5.2.2 Compliments

e A patient that was expecting her first baby expressed her gratitude to Mr Biervliet, Consultant
Gynaecologist and Obstetrician. She said that her treatment under his care had been
exceptional. He had put her at ease and supported her partner and her throughout the
pregnancy. “He gave excellent advice and guidance and | felt he genuinely cared and noticed
how | was feeling. It's nice to have a doctor talk to your face rather than the computer screen. He
has been a great help and | felt it should be recognised ....I couldn't have made decisions
without him”. The patient also extended her appreciation to all of the doctors/nurses/midwives
she met as they had been very caring and professional.

e A gentleman who had been discharged from the Brocklehurst Diabetic Foot Clinic, following
treatment for a toe ulcer, said that thanking the podiatrist he saw at his last appointment would in
no way convey his full appreciation for the treatment he had received since being diagnosed in
February 2018. “In these times of criticism, | want to highlight the fact that there are caring
people who work hard to make the hospital experience, of whatever kind, as positive as
possible. Over the 6 months, | have been treated by people who are enthusiastic, dedicated and
willing to give support and help. All concerned were unfailingly cheerful, positive, sympathetic
and above all, patient. It was reassuring to see such friendly, welcoming and familiar faces on
my many visits to the clinic”.

o A GP wrote to PALS to advise that his father had suffered a heart attack in August. At the time,
he was a passenger in his sister's car, being driven back from his holiday. The episode took
18



place while on the M62, about 15 miles west of Hull. From the time it occurred, including his
transfer to ED at HRI, then to CHH for an angioplasty and stent and onward to the ward to
recover, took just over 6 hours. The patient’s son said he was really impressed with both the

speed of the service and the care shown to his father and the family. All staff (paramedics, the

cleaner at HRI who helped the family with bags for his dad’s clothes, staff in ED, staff on CMU

and all clinicians) were kind and efficient. “My dad had a good couple of days when recovery

looked possible and he enjoyed these and his interactions with the staff on the ward. Again, he

was well cared for, and when he suddenly deteriorated on Wednesday 15 August, we were
contacted so that his death could be peaceful and in accordance with his wishes. This was a

world class service, and | am deeply grateful. | am so proud of the NHS and how it was able to
help my dad when he most needed it. He was also a GP before he retired and | know he would

have been proud too”.

5.3 Friends and Family Test (FFT)

The Trust’s Friends and Family test for all areas, including the Emergency Department, had a higher

number of responses for September 2018 with 5,159, compared to August 2018 when 5,020 were
received. The September 2018 inpatient results indicate that 98.80% were extremely likely/likely to

recommend the Trust to friends and family, which is above the nationally set-target of 95%. The
Patient Experience Team is working with wards to collect patient feedback on a daily basis

5.3.1 Inpatient Summary — all areas

Inpatients Recommendation % v Response Rate
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5.3.2 Friends and Family Emergency Department (ED)

1,560 patients who attended the Emergency Department in August 2018 responded to the Friends

and Family Test with 84.36% of patients giving positive feedback and 7.31% negative feedback.
1,497 patients that attended the Emergency Department in September 2018 responded to the
Friends and Family Test with 85.50% of patients giving positive feedback and 7.62% negative
feedback. The remainder were neither positive nor negative.
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5.4 Parliamentary and Health Service Ombudsman (PHSO)
The Trust currently has 9 cases with the PHSO. During the months of August and September one
new investigation was opened and two cases were closed, both being partly upheld.

5.5 Adult Volunteers

Voluntary services are continuing to recruit new volunteers. This will enable the Patient Experience
team to continue to support the wards and departments as well as providing an opportunity for
members of the public to be involved in the hospital services. A Christmas lunch will be held for all
the volunteers helping in the Trust to say thank you for their hard work and dedication throughout

the year.

6. OTHER QUALITY UPDATES

6.1 Care Quality Commission (CQC) - Well-Led and Core Services Inspections

The CQC has undertaken two focus groups with staff. The programme for these is detailed in the
table below. CQC has advised that these are not part of the formal inspection regime. The Trust

has not received any feedback from them at this time.

Date and Location

Time

Staff group

Wednesday 31°' October

Hull Royal Infirmary Site

Boardroom, Alderson House

9.30am —10.30am

Band 5 — 6 therapy staff

10.45am — 11.45am

Band 2 - 4 nursing staff

12.00pm —1.00pm

Middle managers

Lunch break

1.30pm —2.30pm

Band 5 - 6 nursing staff

2.45pm - 3.45pm

Matrons

[IMonday 5" November

|Castle Hill Hospital Site

Boardroom, Admin Building,
(Between Entrance 1 and 2)

9.30am —10.30am

Band 5 — 6 therapy staff

10.45am — 11.45am

Band 2 - 4 nursing staff

12.00pm —1.00pm

Middle managers

Lunch break

1.30pm —2.30pm

Band 5 - 6 nursing staff

2.45pm —3.45pm

Matrons
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6.2 Learning from Deaths

The Trust will be implementing a medical examiner system under the auspices of the Chief Medical
Officer from April 2019. The medical examiner system is being introduced in England and Wales
through an Act of Parliament to reform the death certification process following concerns raised after
the Shipman crimes. Medical examiners will be senior doctors, specifically trained for this role, who
will evaluate the cause of death proposed by the attending doctor on the basis of proportionate
scrutiny of the medical records and an interview with the next of kin.

Initial pilots in Sheffield and Gloucester have revealed the following advantages:

Accuracy of death certification improves

Referrals to the coroner are more consistent and appropriate

Rejection of the medical certificate of the cause of death by the Registrar is eliminated
Input from relatives is assured.

Crucially, the medical examiner system has revealed two further advantages. The first is the
independent provision of information relevant to clinical governance. This has resulted in raising
concerns earlier in the system by identifying problems in care and quality more quickly. It is possible
that the role could also identify ‘avoidable deaths’ in NHS hospitals and act as a measure of the
guality of care. The second is ensuring that the bereaved receive explanations and answers to their
guestions from an authoritative and independent source. This also ensures that both complaints
and compliments are heard and fed back to the system in a more systematic and consistent
manner.

The Medical Examiner role will be implemented nationally in 2 stages. Stage 1 — the non-statutory
phase from April 1% 2019. During stage 1, the Medical Examiner role will be funded by redirecting
funds from cremation forms, although further directive from Department of Health is awaited on this
point. It is not yet confirmed when stage 2 — the statutory phase, will be commenced but it is
believed that it will be in two years.

An Associate CMO reporting to the CMO has been appointed to oversee the implementation of this
process in this Trust.

6.3 Healthcare Safety Investigation Branch (HSIB) Maternity Investigations

Introduction and background to HSIB

HSIB is an organisation that was created in April 2017. It is funded by the Department of Health and
is hosted by NHS Improvement, however, it operates independently. Also, HSIB is independent from
regulatory bodies such as the Care Quality Commission (CQC).

The Healthcare Safety Investigation Branch (HSIB) was established by an expert advisory group
following recommendations from a government inquiry into clinical incident investigations. The
purpose is to conduct effective investigations, and by sharing learning, improve patient safety, raise
standards, and support learning across the healthcare system in England.

6.3.1 Maternity investigations background

In November 2017, the Secretary of State for Health announced a new national maternity safety
strategy. As part of this, the strategy called on HSIB to undertake approximately 1,000 independent
maternity investigations and make recommendations in order to help improve maternity safety.

The HSIB wrote to this Trust in October 2018 to inform it that they will commence maternity
investigations in Hull and East Yorkshire Hospitals NHS Trust from 3 December 2018.

6.3.2 What will HSIB investigate?
HSIB will undertake maternity investigations identified as Serious Incidents (SlI), which meet the
following criteria:
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e All SI'siininvolving all ‘term’ babies (at least 37+0 completed weeks of gestation) that are born
following labour and that have one of the following outcomes:
o Intrapartum stillbirth: where the baby was thought to be alive at the start of labour but
was born with no signs of life.
o Early neonatal death: when the baby died within the first week of life (0-6) days of any
cause.
o Severe brain injury diagnosed in the first 7 days of life, when the baby:
e Was diagnosed with grade Ill hypoxic ischaemic encephalopathy (HIE); or
o Was therapeutically cooled (active cooling only); or
e Had decreased central tone and was comatose and had seizures of any kind.
e Maternal Deaths: Direct or indirect maternal deaths in the perinatal period (during or within 42
days of the end of pregnancy). Coincidental maternal deaths will not be investigated.

There is an identified HSIB lead for the Trust and a meeting is being established in November to
work through the practicalities of the new arrangements.

There are some concerns that this could result in some ‘double-running’ of Sl investigations, which
could result in different findings and different/conflicting recommendations, especially as HSIB has
no contractual responsibility to commissioners, regulators or back to the Trust and, also, will be
working to much longer timeframes than the Trust is allowed to. These matters will be discussed
with HSIB and further detail or ongoing matters of concern will be provided in the next version of this
report.

7. RECOMMENDATION
The Trust Board is requested to receive this report and:

o Decide if this report provides sufficient information and assurance
e Decide if any further information and/or actions are required

Mike Wright Makani Purva
Chief Nurse Chief Medical Officer

November 2018

Appendix One: Safety Thermometer — October 2018
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Hull and East Yorkshire Hospitals [IIIB

NHS Trust

SAFETY THERMOMETER

Absence of harm from

Pressure

ulcers

Urinary
infections

(in

NEWSLETTER October 2018
== Harmfreecare

The NHS Safety Thermometer tool measures four high-volume patient safety issues (pressure ulcers, fall, urinary
infection (inpatients with a catheter) and treatment for venous thromboembolism. It requires surveying of all appropriate
patients on a single day every month. This survey data was collected on Friday 12™ October on both hospital sites. 898

patients were surveyed

94.88% of our patients received HARM FREE CARE

Harm Free Care is defined as the number/percentage of patients who have not suffered any of the
four harms measured by the safety thermometer before or since admission to hospital.

2.0% (18) of our patients
suffered a New Harm

New Harm is defined as the number/
percentage of patients who have suffered or
have started treatment for one of the four
harms measured by the safety thermometer
since admission to hospital

98% Of our Patients received

NO NEW HARM

No New Harm is defined as the number/
percentage of patients who have not suffered any
of the four harms measured by the safety
thermometer since admission to hospital.

HARM FREE CARE %: How is HEY performing May 18 — October 18

May 18 June 17 July 18 Aug 18 Sept 18 Oct 18
Harm Free Care % 93.5% 92.5% 95% 93.5% 94.2% 94.8%
Sample: Number of patients 874 864 844 878 833 898
Total Number of
16 20 22 14 23 18
New Harm
NEW HARM FREE
98.1% 97.69% | 97.39% | 98.4% | 97.24% 98%
CARE %
Harm Descriptor: Venous PE DVT
. Number 0% Pulmonary | Deep Vein | OTHER
Thromboembolism Embolism | Thrombosius
Total Number/Proportion of patients treated
for a NEW VTE
A new VTE is defined as treatment starting for the VTE after the 6 0.67% 4 2 0
patient was admitted to hospital. Four of these patients where
admitted with a primary diagnosis of pulmonary embolism
Total Number/Proportion of patients documented with a 66 7 3% % once not applicable
VTE RISK ASSESSMENT not applicable 970 patients removed
Total Number/Proportion of patients documented with a
VTE RISK ASSESSMENT 770 | 85.7% | 92.5%
Total Number/Proportion of patients with NO documented 0
VTE RISK ASSESSMENT 62 6.9% 7 . 5




Harm Descriptor: Pressure Ulcers Number | % Cat2 | Cat3 | Cat4
ota ber/Proportion of Pre s s 33 3.67% 31 1 1
Ota per/Proportion of OLD Pre e e
An OLD pre e e defined as being prese e e patie 27 301% 25 1 1
ame OO0 are, or aeveiopea O OT ad O
ota per/Proportion o
Pre e Ulcers that were classed & 7 |0.78% 7 0 0
A pre e e ae ed d aeveloping O e
ad O
Harm Descriptor: Falls
A fall is defined as an unplanned or unintentional descent to the floor, Number %
without or without injury, regardless of cause
Total Number/Proportion of patients recorded with a Fall 6 0.67%
(During the last 3 days whilst an inpatient) '
Severity NOo Harm: fall occurred but with no harm to the patient 6 0.67%
Severity LOw Harm: patient required first aid, minor treatment, 0 0%
extra observation or medication
Severity Moderate Harm: longer stay in hospital 0 0.%
Severity Severe Harm; permanent harm. 0%
Severity Death; direct result of fall 0%
Number % of patients
Harm Descriptor: Catheters and Urinary Tract of % of Total WL ML TR
. . Patients catheter insitu
Infections patients Surveyed on day of
surveyed survey
Total Number/Proportion of patients recorded with a Catheter 169 18.82%
Total Number/Proportion of patients recorded with a Urinary Tract 0 0
Infection with a urinary catheter insitu 7 0.78% 4.13%
Total Number/Proportion of patients recorded with an OLD Urinary
Tract Infection with a urinary catheter insitu o 0
An OLD urinary tract infection is defined as diagnosis or treatment 2 0.22% 1.18%
started before the patient was admitted to hospital
Total Number/Proportion of patients recorded with a NEW UTI with a
urinary catheter insitu
5 0.56% 2.95%

An NEW urinary tract infection is defined as diagnosis or treatment
which started after the patient was admitted to hospital

Next Classic SAFETY THERMOMETER DATA COLLECTION DAY IS:

Friday 9" November 2018
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Purpose: continuing commitment to learning from patient mortality and improving
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_ BAF Risk 3: There Is a risk that the Trust is not able to make progress
BAF Risk: in continuously improving the quality of patient care
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e Thematic Analysis
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e Any other updates
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The Trust Board is requested to receive this report and:

e Decide if this report provides sufficient information and assurance
e Decide if any further information and/or actions are required
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EXECUTIVE SUMMARY
The purpose of this report is to inform the Trust Board of the current position in relation to:

Mortality

Thematic Analysis
Quiality Improvement
Any other updates

The Trust Board is requested to receive this report and:

o Decide if this report provides sufficient information and assurance
e Decide if any further information and/or actions are required



LEARNING FROM DEATHS REPORT
QUARTER 2
NOVEMBER 2018
PURPOSE OF THE REPORT
This report is to update and inform the Board of the Trusts continuing commitment to
learning from patient mortality and improving quality.

All information within this report relates to the second financial quarter of 2018 (1* July to
30" September).

MORTALITY STATISTICS
During Quarter 2 of 2018 there were a total of 532 deaths that occurred within the Trust.
This is 14 more deaths than Quarter 2 during the previous year.

Of these 532 deaths, the Trust undertook full Structured Judgement Reviews on 103 cases
(19.3%). National recommendations state that trusts should aim to review around 10% of all
deaths.

The following table illustrates the breakdown of cases into tier 1, tier 2 and Triumvirate
escalation:

SJR Cases
declared as a
Serious Incident
in Q2

Number of cases
escalated to
Triumvirate in Q2

Number of cases
requiring Tier 2
review in Q2

Number of cases
receiving Tier 1 review

in Q2

103 8 4 1

Escalated Serious Incident Case

The case that was escalated to the Triumvirate for Sl decision was relating to a patient who
died after having elective surgery to repair a hernia. There were issues surrounding delays in
recognising patient deterioration and missed opportunities to treat infection (Sepsis). The
case has now be declared as a Serious Incident and be fully investigated.

THEMATIC ANALYSIS

The following themes are identified by undertaking analysis of the completed structured
judgement reviews, in addition to the themes and trends templates that are currently rolling
out across the Trust.

The table below provides a breakdown of patients receiving poor, adequate and excellent
care, for each care phase:

Phase of Care

Percentage of
cases reflecting
excellent practice

Percentage of
cases reflecting
adequate practice

Percentage of
cases reflecting
poor practice

Initial

81.6%

11.6%

6.8%




Ongoing 65.1% 22.3% 12.6%
Procedural/Perioperative 91.27% 6.79% 1.94%
End of Life 71.86% 26.2% 1.94%
Overall 64.1% 23.3% 12.6%

The following provides details on the main themes that were identified from each phase of
care.

Criteria - Excellent care: Cases that scored a4 or 5
Poor Care: Cases that scored 1 or 2

Themes ldentified from Initial Care (first 24 Hours)
Poor Practice: 7 out of 103 cases reflect poor practice, including:
e Not recognising infection / screening for sepsis.

e Delay in the administration of antibiotics
Excellent Practice: 83 out of 103 cases reflect excellent practice, including:
¢ Thorough management and treatment plans documented properly

e Prompt resuscitation delivered to patients with excellent communication with
family members

Themes Identified from Ongoing Care
Poor Practice: 13 out of 103 cases reflect poor practice, including:
¢ Inadequate documentation within patient case-notes, including legible printing of
attending doctor/consultant name and timed entries.

¢ Delay in recognition and escalation of patient deterioration.
Excellent Practice: 67 out of 103 cases reflect excellent practice, including:
e Good communication between multidisciplinary teams

e Good ongoing management of patient’s best interest in relation to end of life
care, including good palliative team input.

Themes ldentified from Procedural Care/Perioperative Care Phase

Poor Practice: There were no themes relating to bad practice, however 2 out of 103 cases
reflected issues surrounding:

e Delays in acquiring clotting factors (1 case).
Excellent Practice: 94 out of 103 cases reflect excellent practice, including:

o Excellent documentation and observations undertaken during theatre.




e Quick access to theatre and surgical procedure completed in good time.

Themes Identified from End of Life Care
Poor Practice: There were no themes relating to bad practice, however 2 out of 103 cases
reflected issues surrounding:

e Missing Documentation, including missing ReSPECT form.

Excellent Practice: 74 out of 103 cases reflect excellent practice, including:

e Excellent ongoing communication with the family delivered in a compassionate
manner.

e Ceiling of care recognised in good time with appropriate palliative care team
referrals made.

Newly Emerging Theme
During Quarter 2 2018/19 a new theme emerged relating to the care of patients with
Parkinson’s disease. The main concerns identified are:

e The need to provide better education to ED staff on managing this patient type.

¢ No Parkinson’s specialist review delivered (patient had swallowing problems).
o Missed dose of Parkinson’s medication due to patient being nil-by-mouth.

The Department of Medical Elderly recognised this theme and as a result a QIP (Quality
Improvement Plan) is currently under development within the Speciality to identify key
improvement work that will be undertaken in the future aimed at this patient cohort.

Text Analysis
Due to the nature of the free-text element of the SJR, analysis is very difficult. However, it

can be undertaken to some extent via text analysis/data mining software that allows key
words or phrases to be highlighted and given context. The analysis of free text is still under
development; however the information below provides 4 recurring key words (Poor, Delay
Excellent and Good) and gives some examples of context to their use:

. Poor documentation by
: admitting junior doctor
|
1

| Poor communication | “Poor”
i surrounding patient i<— Appears 14 times
| discharge — IDL !
| incomplete :
‘o 7
T TTmTEmEETE \

| Poor quality of notes,
|

1 hot contemporaneous
| « .

I and notes missing

e e ——



Delay in commencing
patient investigations

- =,

NS ————— -
\
4

Delay in the

\
| 1
_______________ 1 1
: recognition and I
1
| escalation of the !
l l
\

“Delay” deteriorating patient
/
Appears 27 times

\/ _________________ \

. . |

. Delay in commencing |

| L . |

| Delay in referralto | . antibiotics |

|

| palliative care team | | )
| |
| |

e o ——

Excellent care delivered

during the End of Life Phase Excellent documentation by

\ / Advanced Care Practitioner

“Excellent”

Appears 23 times

/ T~ Excellent ongoing

communication with
Excellent multidisciplinary the family

team input available from the
start of admission

Good record keeping of

readil ilabl
management and events of Good, readily available

all CICU2 staff input from Specialist during

AN 7

llGoodII

out-of-hours

Appears 158 times

Overall care was good and Good communication
responsive to changing between clinical teams and
clinical situation. collaborative decisions

made about care



QUALITY IMPROVEMENT

The Trust has adopted the Yorkshire Contributory Factors Framework, which is a tool
which has an evidence base for optimizing learning and addressing causes of patient
safety incidents by helping clinicians, risk managers and patient safety officers identify
contributory factors of patient safety incidents, which in turn can lead to well-informed
quality improvement work. Incidents that occur in a hospital setting have been well studied
and all contributory factors have been mapped.

The Yorkshire Contributory Factors Framework

B Active failures
Situational Factors

Active failures Local Working Conditions

mistakes,

slips/lapses and

violations

Latent/Organisational Factors

Latent/External Factors

Themes and trends are identified from not only patient mortality, but also from safety
incidents and complaints.

Looking forward to Q3 2018/19, this framework will be implemented to help direct quality
improvement work.

UPDATES

Surgery Mortality Steering Group

The second steering group took place in September 2018 and was well attended. The
Triumvirate case was discussed and the group decided that escalation was definitely
required.




Key discussions took place around the importance of delivering positive change as a result
of mortality review and a subsequent plan was drawn up to be put into action by the group
members.
The key discussions included:
* The importance of sharing learning and outcomes with the correct teams and via the
proper channels.
e The importance of having Trust-wide, standardised M&M meetings that include
formulation of traceable actions to implement positive change.
¢ The importance of capitalising learning from significant learning events, such as cases
that required a Tier 2 SJR but did not trigger an Sl. It was agreed that these cases will
have a plethora of learning opportunity.

Themes and Trends Template Implementation

The themes and trends template has begun roll out across the Trust with 6 Specialities
currently using the template within their M&M meetings. This template will allow for a
structured and standardised method to be used to collect themes and trends and the
sharing of good practice across the Trust.

E-Learning

The eLearning package went live in September 2018 and is available via the HEY247 web
portal. A global email is to be circulated inviting potential reviewers to undertake the
training which takes approximately 45 minutes to an hour to complete.

CONCLUSION

The Learning from Deaths model is how moving into the quality improvement phase.
Themes and trends have been identified and focus is shifting onto the “so what” element. A
number of projects are currently in the planning phase, some of which will implement the
Yorkshire Contributory Factor Framework.

RECOMMENDATION
The Trust Board is requested to receive this report and:

¢ Decide if this report provides sufficient information and assurance
¢ Decide if any further information and/or actions are required
Makani Purva

Interim Chief Medical Officer

November 2018
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HULL AND EAST YORKSHIRE HOSPITALS NHS TRUST
NURSING AND MIDWIFERY STAFFING REPORT

1. PURPOSE OF THIS REPORT
The purpose of this report is to inform the Trust Board of the latest position in relation
to Nursing and Midwifery staffing in line with the expectations of NHS England
(National Quality Board — NQB’s Ten Expectations)®?, NHS Improvement® and the
Care Quality Commission.

This report now follows the required new format for reporting safer staffing metrics
and uses the Care Hours Per Patient Day (CHPPD) methodology.

2. BACKGROUND
In July 2016, the National Quality Board updated its guidance for provider Trusts,
which set out revised responsibilities and accountabilities for Trust Boards for
ensuring safe, sustainable and productive nursing and midwifery staffing levels. Trust
Boards are also responsible for ensuring proactive, robust and consistent
approaches to measurement and continuous improvement, including the use of a
local quality framework for staffing that will support safe, effective, caring, responsive
and well-led care.

The last report on this topic was presented to the Trust Board in September 2018
(June/July 2018 position).

In February 2016, Lord Carter of Coles published his report into Operational
Productivity and Performance within the NHS in England®. In this report, Lord Carter
describes one of the obstacles to eliminating unwarranted variation in nursing and
care staff distribution across and within the NHS provider sector as being due to the
absence of a single means of consistently recording, reporting and monitoring staff
deployment. This led to the development of benchmarks and indicators to enable
comparison across peer trusts as well as wards and the introduction of the Care
Hours per Patient Day (CHPPD) measure is in line with the second of Lord Carter's
recommendations. CHPPD has since become the principal measure of nursing,
midwifery and healthcare support staff deployment on inpatient wards. This replaces
the ‘planned versus actual’ methodology used previously.

This report presents the ‘safer staffing’ positions for August and September 2018
using this revised approach. This report also confirms on-going compliance with the
requirement to publish monthly planned and actual staffing levels for nursing,
midwifery and care assistant staff.

! National Quality Board (2012) How to ensure the right people, with the right skills, are in the right place at the right time - A guide to nursing,
midwifery and care staffing capacity and capability

2 National Quality Board (July 2016) Supporting NHS providers to deliver the right staff, with the right skills, in the right place at the right time —
Safe sustainable and productive staffing

2 NHS Improvement (June 2018) Care hours Per patient Day (CHPPD) Guidance for acute and acute specialist trusts

* When Trust Boards meet in public

5 An independent report for the Department of Health by Lord Carter of Coles. Operational productivity and performance in English NHS acute
hospitals: Unwarranted variations



CARE HOURS PER PATIENT DAY
Appendix Four provides the description of Care Hours Per Patient Day and its
calculation/methodology.

NHS Improvement’'s Model Hospital Website provides comparison information
pertaining to CHPPD and other associated quality metrics. However, trusts are not
yet permitted to use these data or publish them until they are confirmed as being
reliable. Therefore, for the time being, the Trust’s trend analysis for reported CHPPD
since the July 2018 publication date is provided in the following table.

CHPPD
7 —
2 . O
= 6
2
P> Jun-18 Jul-18 Aug-18
Jun-18 Jul-18 Aug-18
=== CHPPD 6.57 6.56 6.93

CHPPD provides just a number that needs to be considered alongside other
gualitative and quantitative information, which is described in the next section. It is
important not to reach conclusions by considering this number and its trends in
isolation.

It is also important to add that further work is needed in the Trust to ensure that all
appropriate and available staff are included in its CHPPD calculation. As an
example, these data can include all care giving staff that work under the direction of a
registered nurse or midwife for the totality of their shift on that ward. For this Trust,
this means that it will be able to include staff such as patient discharge assistants,
ward hygienists and nutritional apprentices. All of these will help to increase the
CHPPD metric. Work is being undertaken to include these going forward.

PROFESSIONAL STAFFING SAFETY RISK ASSESSMENTS

As the Trust Board has been advised in previous editions of this report, there are
many things to consider in determining whether a ward has safe staffing or not.
These include, but not exclusively, the following factors:

Establishment levels

Vacancy rates, sickness and absence levels

Patient acuity

Skill mix (level of experience of the nursing/midwifery staff)

Mitigation (other roles, additional support, other professionals, variable pay)
Level of bed occupancy

Care hours per patient day (CHPPD)

Leadership — quality and consistency

Team dynamics

Ward systems and processes

It is important that all of these are considered in context alongside an over-arching
professional judgement. Also, whilst patient harms such as avoidable hospital
acquired pressure ulcers, falls etc. are of serious concern, for the purposes of safe
staffing analysis, an assessment needs to be undertaken to establish whether any of



these harms are linked to staffing levels, either as a direct/related consequence or
not.

In order to try and simplify this and set it all into context, the Chief Nurse, Deputy
Chief Nurse and Nurse Directors have developed an overall ‘Professional Staffing
Safety Risk Assessment (after mitigation)’. The idea behind this is to identify any
areas where patient care may be compromised or potentially compromised as a
consequence of staffing levels. For example, a ward may have good staffing levels
and yet still be seeing high levels of patient harm. Conversely, another ward may be
carrying a lot of vacancies and have a high use of temporary staff but with no care
guality concerns. As such, it is important not to make assumptions either way
without considering the fuller picture for each ward.

Appendix One provides the Nursing Staffing Key metrics for August 2018.
Appendix Two is the same information for September 2018.
Appendix Three provides the Nurse Staffing Quality Indicators — September 2018

The following tables take all of these metrics into consideration and show the current
positon of each inpatient area in relation safe staffing as determined and summarised
by the Chief Nurse, Deputy Chief Nurse and Nurse Directors.

The Risk Ratings have been agreed as follows:

Risk Rating Description

LOW No staffing related quality concerns

MEDIUM This could mean:

e Although not triggering on quality issues, nursing staff
vacancies are thought to be affecting/possibly affecting the
quality of care being provided.

¢ Ward is under review/watchful observation by the nurse
director and senior matron.

e Potential risks as a result of high bank/agency usage

HIGH Serious quality concerns where there are evident links to staffing
levels




4.1 Nursing and Midwifery Staffing Risk Assessments — September 2018
4.1.1 Medicine Health Group

Ward Professional Rationale for risk Comments/Mitigation
Staffing Safety assessment
Risk
Assessment
(after
mitigation)
AMU LOW No staffing related quality Staff support from H1 on rotation, support from nurse
concerns bank and agency. All beds staffed as assessment
care level beds.
EAU MEDIUM Although not triggering on 1 RN from another health group, bank and agency
quality issues, nursing staff utilised.
vacancies are thought to be
affecting continuity of care.
Under review.
H1 LOW No staffing related quality
concerns
H5/RHoB LOW No staffing related quality
concerns
H50 LOW No staffing related quality
concerns
H500 MEDIUM This ward requires a high Support gained from nurse bank and overtime and
presence from the Senior Senior Matron support
Matron the quality of care is
under surveillance
H70 MEDIUM This ward requires a high Actions under way looking at the overall functioning of
presence from the Senior this ward. Utilising some agency and bank. B6s and
Matron to support the ward B7 staff providing weekend cover and Senior Matron
focus on quality concerns. support. Additional A/N’s in post.
Under surveillance
H8 LOW No staffing related quality Additional non-registered staff in post.
concerns
H80 MEDIUM 1 red fundamental standards | Senior Matron supporting the ward. 2 RNs from other
score although not thought to | health group. An additional Band 6 RN from EAU to
be related to staffing levels. support the ward therefore increasing senior nurse
Under surveillance. cover.
PDU H9 LOW No staffing related quality
concerns
H90 LOW No staffing related quality Additional A/Ns in post.
concerns
H11 MEDIUM No evidence of harm but the | Recruitment of additional HCA'’s will be in post in
ward needs a lot of senior August. Bank and agency utilised.
support. Under review
H110 MEDIUM Not able to open additional Recruitment of additional HCA'’s will be in post in
HASU beds due to staffing August. Bank and agency utilised.
levels.
Cbu LOW No staffing related quality
concerns
C26 LOW No staffing related quality 2.2 WTE vacancies with high unavailability (maternity
concerns leave). Additional support obtained to cover maternity
leave from nurse bank and from staff within
cardiology.
C28/CMU LOW No staffing related quality

concerns




4.1.2 Surgery Health Group

Ward Professional Rationale for risk rating Actions
Staffing Safety
Risk
Assessment
(after
mitigation)

H4 LOW No staffing related quality Using bank and agency plus support from H40.
concerns Recruitment plan to rotate new RN’s with 12" floor

H40 LOW No staffing related quality Maternity Leave and Vacancy, X2 international nurses
concerns starting Oct-18

H6 LOW No staffing related quality Using bank and agency plus mutual support with H6.
concerns New starters due September 2018

H60 LOW No staffing related quality
concerns

H7 MEDIUM No staffing related quality New staff requiring supervision. ‘Short term’ agency
concerns staff in place.

H100 LOW No staffing related quality Red fundamental standards for nutrition, although not
concerns related to staffing levels.

H12 LOW No staffing related quality
concerns

H120 LOW No staffing related quality
concerns

HICU LOW No staffing related quality
concerns

C9 LOW No staffing related quality
concerns

C10 LOW No staffing related quality
concerns

C11 LOW No staffing related quality
concerns

Cl14 LOW No staffing related quality ‘Short term’ agency staff in place.
concerns

C15 MEDIUM No staffing related quality 4 WTE maternity leave, Ward Sister vacancy. SI
concerns Pressure Ulcer. Increasing service demands

c27 LOW No staffing related quality
concerns

Cicu MEDIUM Not triggering any quality New staff requiring extended periods of supervision

concerns but under review




4.1.3 Family and Women’s Health Group

Ward Professional Rationale for risk rating Actions
Staffing Safety
Risk
Assessment
(after
mitigation)
C16 LOW No staffing related quality Utilising bank and agency, overtime and excess hours
concerns to cover vacancies.
H130 LOW No staffing related quality Staff in the children’s wards are flexed according to
concerns patient need, so these should be considered
collectively. Utilising overtime hours to cover across
the 13" Floor and Acorn. Successful recruitment will
lead to full establishment of registered nurses.
Cedar H30 LOW No staffing related quality Utilising bank and agency on occasion.
concerns
Maple H31 LOW No staffing related quality
concerns
Rowan H33 LOW No staffing related quality
concerns
Acorn H34 LOW No staffing related quality
concerns
H35 LOW No staffing related quality Utilising bank and agency when required.
concerns
NICU LOW No staffing related quality Vacancies covered with Bank and overtime and
concerns flexing paediatric staff. Recent recruitment of
registered nurses will fill majority of vacancies.
PAU LOW No staffing related quality
concerns
PHDU LOW No staffing related quality
concerns
Labour LOW No staffing related quality Midwife to birth ratio 1:32. Undertaking Birth rate plus

concerns

results due in November 2018




4.1 4 Clinical Support Health Group

Ward

Professional Rationale for risk rating Actions
Risk
Assessment

Cc7

LOW Not triggering any quality
indicators and no staffing
issues so deemed to be
safely staffed

C29

LOW Not triggering any quality
indicators and although
supporting DME with a RN,
deemed to be safely staffed

C30

LOW Despite 24.8% RN vacancies
not triggering any quality
indicators therefore deemed
to be safely staffed

C31

MEDIUM This ward has 29.3% RN Utilising bank and agency, support from other
vacancies & 6.6% ML. inpatient wards, 5 beds currently closed.
Actions taken have mitigated
the risk & no quality
indicators are triggering
currently; this continues to
be closely monitored

C32

MEDIUM This ward has 4.7% RN Utilising bank and agency, support from other
vacancies & 5.6% ML; no inpatient wards

quality indicators are
triggering

C33

MEDIUM This ward has 18.4% RN Utilising bank and agency, support from other
vacancies & high ML at inpatient wards and have over recruited to non-
22.9%; the actions taken are | registered posts to support

supporting the ward and no
quality indicators are
triggering; this continues to
be closely monitored

5. RECRUITMENT AND RETENTION

Robust recruitment continues within a number of specialities through the
development of bespoke advertising campaigns and rotational programmes.

112 newly qualified nurses commenced in post from the University of Hull in
September 2018. These nurses have undertaken their induction and have now
commenced their preceptorship on the wards. Over the next few months they will
each get their NMC PIN numbers whereupon they can practise as fully-registered
nurses. Until then, they are counted in the non-registered staffing numbers (but still
within CHPPD).

The first 19 Registered Nursing Associates quality in May 2019.

Fifteen new Trainee Nursing Associates commenced their two-year programme in
September 2018. In addition, fifteen student nursing apprentices started their
programme in September 2018.

With regards to international recruitment, the Trust now has 27 nurses working as
fully-registered nurses from the Philippines (having passed their OSCE’s); a further
six are due to undertake their OSCE’s in November and a further 10 nurses have
been deployed to the UK in the last two weeks and are preparing for their OSCE'’s.

The Trust has also developed a unique Health Care Support Worker Apprenticeship
programme with Hull College and the University of Hull (Fifteen places). Thisis a




circa. two year programme aimed at 16-18 year olds that ultimately want to become
registered nurses. The programme will provide the academic and practical
underpinning to allow them to ultimately step into either traditional student nurse
training or registered nursing apprenticeships at 18, subject to the attainment of the
required academic qualifications (at BTEC equivalent). This is a way of getting these
people into gainful health employment as soon as they leave school at 16.

These developments are all really positive news in terms of helping to secure the
workforce of the future.

ENSURING SAFE STAFFING

The safety brief reviews continue and are completed six times each day. They are
led by a Senior Matron with input from a Health Group Nurse Director (or Site Matron
at nights and weekends) in order to ensure at least minimum safe staffing in all
areas. This is always achieved but is extremely challenging on some occasions.
The Trust has a minimum standard, whereby no ward is ever left with fewer than two
registered nurses/midwives on any shift. Staffing levels are assessed directly from
the live e-roster and SafeCare software and this system is working well.

Other factors that are taken into consideration before determining if a ward is safe or
not, include:

e The numbers, skill mix, capability and levels of experience of the staff on duty

o Harm rates (falls, pressure ulcers, etc.) and activity levels

e The self-declaration by the shift leader on each ward as to their professional view
on the safety and staffing levels that day

e The physical layout of the ward

e The availability of other staff — e.g. bank/pool, matron, specialist nurses,
speciality co-ordinators and allied health professionals.

e The balance of risk across the organisation.

RED FLAGS AS IDENTIFIED BY NICE (2014)

Incorporated into the nursing staffing safety briefs collected through SafeCare are a
number of "Nursing Red Flags™ as determined by the National Institute of Health and
Clinical Excellence (NICE 2014). 4

Essentially, ‘Red Flags’ are intended to record a delay/omission in care, a 25%
shortfall in Registered Nurse Hours or fewer than 2 x RN's present on a ward during
any shift. They are designed to support the nurse in charge of the shift to assess
systematically that the available nursing staff for each shift, or at least each 24-hour
period, is adequate to meet the actual nursing needs of patients on that ward.

When a ‘Red Flag’ event occurs, it requires an immediate escalation response by the
Registered Nurse in charge of the ward. The event is recorded in SafeCare and all
appropriate actions to address them are recorded in SafeCare, which provides an
audit trail. Actions may include the allocation or redeployment of additional nursing
staff to the ward. These issues are addressed at each safety brief.

In addition, it is important to keep records of the on-the-day assessments of actual
nursing staffing requirements and reported red flag events so that they can be used
to inform future planning of ward nursing staff establishments or any other
appropriate action(s).



The ‘red flags’ suggested by NICE, are:

Unplanned omission in providing patient medications.

Delay of more than 30 minutes in providing pain relief.

Patient vital signs not assessed or recorded as outlined in the care plan.

Delay or omission of regular checks on patients to ensure that their fundamental

care needs are met as outlined in the care plan. Carrying out these checks is

often referred to as 'intentional rounding' and covers aspects of care such as:

¢ Pain: asking patients to describe their level of pain level using the local pain
assessment tool.

o Personal needs: such as scheduling patient visits to the toilet or bathroom to
avoid risk of falls and providing hydration.

¢ Placement: making sure that the items a patient needs are within easy reach.

Positioning: making sure that the patient is comfortable and the risk of pressure

ulcers is assessed and minimised.

The following table illustrates the number of ‘Red Flags’ identified during July 2018.
The Trust is not yet able to collect data on all of these categories as the systems
required to capture them are not yet available, e.g. e-prescribing. This is accepted by
the National Quality Board. In addition, work is required to ensure that any mitigation
is recorded accurately, following professional review. The sophistication of this will be
developed over time.

EVENTS
Sep-18 RED FLAG TYPE [SHIETS] %
1:1 Supervision provided by external carer 11 3%
1:1 Supervision provided by Mental Health 55 15%
1:1 Supervision provided by Ward/Bank/Agency 77 21%
Clinical Judgement Override 3 1%
Delay in Initiating Treatments 2 1%
Deprivation of Liberty 47 13%
Enhanced Care Team Assigned (Level 4) 33 9%
Less than 2 RNs on shift 0 0%
Missed ‘intentional rounding’ 1 0%
Patient Under Police Guard 2 1%
Patient Watch Assigned (Level 5) 34 9%
Safe Guarding 46 13%
Shortfall in RN time 56 15%
TOTAL: 367 100%

RED FLAG EVENTS PER SHIFTS - Sep-18

SEVENTS [SHIFTS]
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As illustrated earlier, the most frequently reported red flag that requires extra nursing
time is related to the requirement for 1:1 supervision of some sort for patients. As
indicated in the previous Board Reports, this is being addressed through the
implementation of the Enhanced Care Team (ECT), which is in the process of being
established substantively following a successful trial.

8. ESTABLISHMENT LEVELS
The nursing and midwifery establishments are set and funded to good standards and
are reviewed twice a year in line with national guidance. These were last reviewed in
May 2018 and are next due to report in the new calendar year as part of the Trust's
operational planning round.

9. RISK ASSESSMENT
The inability to recruit sufficient numbers of registered nurses in order to meet full
establishment levels remains a concern to the Chief Nurse and senior nurses.
Currently, this is a recorded risk at 16 (Likely 4 x Severity 4) until staffing levels
stabilise more. Also, work is under way to move staff to cater for the additional winter
ward (H10) that is due to open on 3™ December 2018. Managing the safer staffing
risks is a daily occurrence for the senior nursing teams and this will continue as the
Trust enters the winter period. However, this remains a constant challenge for the
organisation.

10. SUMMARY
It is too early to determine if the use of CHPPD will have any significant impact on
helping to determine whether staffing levels are safe or not, especially as there are
so many other variables that need to be considered before reaching a conclusion.
CHPPD is only a number and must be set into context alongside a lot of other data
before it can be meaningful. This will be analysed over time as trends are determined
and when comparisons can be made.

Also, NHS Improvement has issued revised guidance on how trusts are to publish
workforce data from the next financial year onwards. ‘Developing Workforce
Safeguards® sets out the future requirements for reporting staffing levels across a
broader range of professional groups. The Chief Nurse is attending a briefing
session in Birmingham on 11™ November to understand the new requirements more
fully. A further update on this will be provided in the next version of this report.

11. RECOMMENDATION
The Trust Board is requested to:

e Receive this report
o Decide if any if any further actions and/or information are required.

Mike Wright
Executive Chief Nurse
September 2018

Appendix 1: Nurse Staffing Key Metrics — August 2018

Appendix 2: Nurse Staffing Key Metrics — September 2018

Appendix 3: Nurse Staffing Quality Indicators — September 2018
Appendix 4. CHPPD Description, Methodology, Benefits and Limitations

4 ) ' . . . .
October 2018 - NHS Improvement — Developing Workforce Safeguards: supporting providers to deliver high quality care through safe and
effective staffing.

11



APPENDIX FOUR - CHPPD Description, Methodology, Benefits and Limitations

What is Care Hours Per Patient Day (CHPPD)?
CHPPD is a measure of workforce deployment that can be used at ward, service or
aggregated to Trust level.

CHPPD is most useful at ward level where service leaders and managers can
consider the workforce deployment over time, with comparable wards within a trust or
at other trusts as part of a review of staff deployment and overall productivity. This
measure should be used alongside clinical quality and safety outcomes measures to
reduce unwarranted variation and support the delivery of high quality, efficient patient
care.

How is CHPPD calculated?

The Trust is required to submit monthly returns for safe staffing as it has previously.
However, these data are now submitted in a different format using the monthly
aggregated average CHPPD for each ward.

CHPPD is calculated, as follows:

The total number of hours worked by both registered nurses/midwives and non-
registered support staff over a 24 hour period (midnight to 23:59 hours) divided by
the number of patients in beds at 23:59 hours each day.

This is then calculated and averaged across the month in question.

The guidance advises that the 23:59 census is not entirely representative of the total
and fluctuating daily care activity, patient turnover or the peak bed occupancy on a
given ward. However, it advises that what this does do is provide a reliable and
consistent information collection point and a common basis on which productive
comparisons can be made to measure, review and reduce variation at ward level
within organisations and also within similar specialities across different trusts. As
such, there are limitations to its use.

Which staff are included?

In addition to registered nurses, midwives and non-registered care staff, other clinical
staff that provide patient care on a full shift basis under the supervision and direction
of a registered nurse/midwife can now be included in the CHPPD numbers. This
includes allied health professional staff providing they work the full shift on that ward,
e.g. a physiotherapist working a shift on a stroke unit.

Further anticipated benefits of using CHPPD
The guidance advises further that using CHPPD provides:

¢ A single comparable f