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AGENDA

| REFERENCES Only PDFs are attached

1 - Trust Board Agenda July 2023.pdf
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Trust Board in Public
Tuesday 11 July 2023
The Boardroom, Alderson House, HRI

Item Description/Presenter Note/ Time Ref
Approve

Business Matters

1 Apologies and Welcome 09:00 | Verbal
Sean Lyons, Chair

2 Chair’s Opening Remarks Verbal
Sean Lyons, Chair

3 Declarations of Interest Verbal

3.1 Changes to Directors’ interests since
the last meeting
Sean Lyons, Chair

3.2 To consider any conflicts of interest Verbal
arising from this agenda
Sean Lyons, Chair

4 Minutes of the meeting held 9 May 2023 | Approval Attached
4.1 Minutes of the meeting held 21 June | Approval Attached
2023 (Accounts Approval)
Sean Lyons, Chair

4.1 Board Work Programme 2022/23 Approval Attached
Rebecca Thompson, Head of Corporate
Affairs

4.2 Board Development Framework Approval Attached
Rebecca Thompson, Head of Corporate
Affairs

4.3 Matters Arising Verbal
Sean Lyons, Chair

4.4 Action Tracker Approval Attached
Sean Lyons, Chair

Patient Story

5 Patient Story Assurance | 09.10 | Verbal
Makani Purva, Chief Medical Officer

Governance

6 CEO Report Assurance | 09.25 | Attached
Chris Long, Chief Executive Officer

6.1 Development Group Committees in Assurance Attached
Common Summary
Sean Lyons, Chair

6.2 Audit Committee Summary Assurance Attached
Mike Robson, Audit Chair

6.3 Year-end Board and Committee Assurance Attached
Review

Rebecca Thompson, Head of Corporate
Affairs

6.4 Register of Gifts and Interests Assurance Attached
Annual Update

Rebecca Thompson, Head of Corporate
Affairs

6.5 Standing Orders Approval Attached
Rebecca Thompson, Head of Corporate
Affairs

6.6 Health and Safety Annual Report Information Attached
Rebecca Thompson, Head of Corporate
Affairs
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6.7 Summary from the Charitable Funds
Committee
Tony Curry, Charitable Funds Chair

Assurance

Attached

Strategy

7.1 Board Assurance Framework Q1
2023/24

Rebecca Thompson, Head of Corporate
Affairs

Approval

09.40

Attached

Quality

8.1 Quality Report

Makani Purva, Chief Medical Officer/Jo
Ledger, Acting Chief Nurse

8.2 CQC Update

Makani Purva, Chief Medical Officer

Assurance

Assurance

8.3 Infection Prevention and Control
Annual Report

Greta Johnson, Director of Infection
Prevention and Control

8.4 Infection Prevention and Control
Board Assurance Framework

Greta Johnson, Director of Infection
Prevention and Control

Assurance

Assurance

8.5 Annual Review of the Quality
Strategy

Michela Littlewood, Associate Director of
Quality

Assurance

8.6 Summary from the Quality
Committee
Una Macleod, Quality Chair

Assurance

09.50

Attached

Attached

Attached

Verbal

Attached

Attached

Workforce

9.1 Workforce/People Strategy Update
Simon Nearney, Director of Workforce and
oD

9.2 Trade Union Facility Time Reporting
Requirements Regulations 2023 Report
Simon Nearney, Director of Workforce and
oD

9.3 Freedom to Speak Up

Fran Moverley, Head of Freedom to Speak
Up

9.4 Guardian of Safe Working Report
Mahmood Loubani, Guardian of Safe
Working

9.5 Summary from the Workforce,
Education and Culture Committee

Una Macleod, Chair of Workforce,
Education and Culture Committee

Assurance

Approval

Assurance

Assurance

Assurance

10.30

Attached

Attached

Attached

Attached

Attached

Performance

10

Performance Report

Ellen Ryabov, Chief Operating Officer
10.1 Elective Care Priorities

Ellen Ryabov, Chief Operating Officer
10.2 Finance Report

Lee Bond, Chief Financial Officer

Assurance

Assurance

11.00

Attached

Attached
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10.3 Premises Assurance Model Assurance Attached
Mark Green, Head of Information and
Governance
10.4 Summary from the Performance and | Assurance Attached
Finance Committee
Mike Robson, Chair of Performance and
Finance
11 Questions from the public relating to 12.00 | Verbal
today’s agenda
Sean Lyons, Chair
12 Chairman’s summary of the meeting Verbal
Sean Lyons, Chair
13 Any Other Business Verbal
Sean Lyons, Chair
14 Date and time of the next meeting: Verbal
Tuesday 12 September 2023
Attendance 2023/24
Name 09/05 | 21/06 | 11/07 | 12/09 | 14/11 | 13/02 | 12/03 Total
Sean Lyons v v 2/2
S Hall v v 2/2
T Zepherin X X 0/2
T Curry X v 112
U MacLeod X X 0/2
M Robson v v 2/2
L Jackson v v 2/2
A Pathak v v 2/2
D Hughes v v 2/2
C Long v v 2/2
L Bond v v 2/2
M Purva v v 2/2
J Ledger v v 2/2
S Nearney v v 2/2
E Ryabov X X 0/2
| McConnell X v 112
S Rostron v X 112
S McMahon v X 12
R Thompson v v 2/2
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Attendance 2022/23

Name 10/5 | 16/06 | 12/07 | 03/08 | 13/09 | 11/10 | 08/11 4/2 14/03 Total
Sean Lyons v v v v v v v 4 v 9/9
S Hall v v v v v v v X X 7/9
T Christmas v v v X X v v v X 6/9
T Curry v X v v v v v v v 8/9
U MacLeod X v v v v v v v v 8/9
M Robson v v v v v v v v v 9/9
L Jackson X X X v X v v v v 5/9
A Pathak X v v v v X v v v 7/9
D Hughes v v X v v v v v v 8/9
C Long v v v v ” v v v v 8/9
L Bond v v v v v » v v v 8/9
M Purva v X v v v v v v v 8/9
J Ledger v v v v X v v v X 7/9
S Nearney v v v v v v v X X 7/9
E Ryabov ¥ ¥ X v v X v v v 7/9
M Cady 4 4 4 4 v X v v X 7/9
S Rostron v v v v v v v v v 9/9
S McMahon v X v v v v v v v 8/9
R Thompson | ¥ v v v v v v v v 9/9
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APOLOGIES AND WELCOME

Verbal
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DECLARATIONS OF INTEREST

Verbal
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MINUTES OF THE MEETINGS HELD 9 MAY 2023 AND 21 JUNE 2023

| REFERENCES Only PDFs are attached

A
h 4 - Draft Board Minutes May 2023.pdf

A
k 4.1 - Minutes of the EO Board to approve the accounts June 2023.pdf
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Hull University Teaching Hospitals NHS Trust
Minutes of the Trust Board Meeting
Held on 9 May 2023

Present: Mr S Lyons Chairman
Mr S Hall Vice Chair
Mr M Robson Non-Executive Director
Mrs L Jackson Associate Non-Executive Director
Dr A Pathak Associate Non-Executive Director
Mr C Long Chief Executive Officer
Mr L Bond Joint Chief Financial Officer
Mrs J Ledger Interim Chief Nurse
Prof M Purva Chief Medical Officer
Ms J Mizon Deputy Chief Operating Officer (from 12pm)
Mrs S McMahon Joint Chief Information Officer
Mrs S Rostron Director of Quality Governance
Mr S Nearney Joint Director of Workforce and OD
In Attendance: Mrs L Cooper Head of Midwifery

Mrs R Thompson Head of Corporate Affairs (Minutes)

Item Action
Apologies

Apologies were received from Mrs E Ryabov, Chief Operating Officer,

Mr | McConnell, Joint Director of Strategy, Mr Paul Walker, Deputy

Chief Operating Officer, Prof U Macleod, Non-Executive Director, Mrs T
Zepherin, Non-Executive Director and Mr T Curry, Non-Executive

Director

Chair’s Opening Remarks
The Chairman welcomed the Board to the meeting.

Declarations of Interest
3.1 Changes to Directors’ interests since the last meeting
There were not declarations made.

3.2 To consider any conflicts of interest arising from this agenda
There were no conflicts raised.

4.1 Minutes of the meeting held 14 March 2023
Page 2 item 5 — should read open heart surgery.
Dysfunctional was spelt incorrectly

4.1.1 Minutes of the meeting held 30 March 2023
The minutes of the meeting were approved as an accurate record.

4.1.2 Minutes of the meeting held 24 April 2023

Item 2, paragraph 9

Mr Nearney suggested that a vacancy monitoring process be put into
place. This would be for non-clinical staff only due to the amount of
clinical vacancies in the Health Groups.
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4.2 Board Work Programme
The Board reviewed the Work Programme. There were no changes
made.

4.3 Board Development Programme
The Board reviewed the Development Programme.

4.4 Matters Arising
There were no matters arising from the minutes.

4.5 Action Tracker
The action tracker was reviewed by the Board. All actions were on
track

Patient Story

The Board heard 3 patient stories, 2 related to patients with
endovascular aneurysm repair and one related to a Endometriosis
patient who had waited a long time for treatment and was not
communicated to sufficiently during the wait. The patient was very
complimentary about the service once seen. The patient also
mentioned the lack of GP support relating to their care.

The Board discussed how patients were communicated with and how it
improved once a named individual was assigned to them. Urgent
patient pathways were much more efficient than the amber pathways.

Prof Purva advised that some patients would escalate themselves if
they felt unwell but others would wait for their appointments. She added
that harm reviews were being completed in each service and day case
surgery were appropriate would help to clear the backlogs.

The Board agreed have a Board Development session to cover
backlogs, the stratification process and how patients are communicated
with whilst they are waiting.

Action: MP/RT to set up Board Development Session relating to
backlogs.

6.1 Chief Executive Officer Report

Mr Long presented his report and highlighted the Trust Choir and their
recent performance at the Coronation concert. He thanked the team for
doing a fantastic job and being a credit to the Trust.

6.2 CQC Update

Mrs Rostron presented the update and advised that the ED urgent
actions were well underway although the actions were taking time to
embed. The Performance and Finance and Quality Committees were
monitoring these actions.

There was a discussion around the overdue action which was the
implementation of the Ground Floor model. Mr Long advised that there
had been some opposition to the plans and these cultural issues were
being worked through.

Action: The Board agreed to have a Board Development session to
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review the Ground Floor model progress and any issues.

HOB capacity had been opened in AAU and the digital work being
carried out meant the data sets were being received. The Sepsis
training trajectory was on track and patients were being consistently
reviewed.

Mrs Rostron advised that the overall ratings were ‘inadequate’ for safe,
and ‘requires improvement’ for Surgery and Medicine. There was a lot
of work to do and this would be monitored at the Quality Committee.

Mrs Rostron reported that following the Maternity inspection the Trust
had received a section 31 letter of intent. The service had also been
visited by the National Maternity Team. Feedback was expected by the
end of the week, but would mean conditions be added to the Trust’s
registration.

There were 4 actions for well-led which would be monitored at the
Quality Committee. The August Quality Committee will be dedicated to
just the CQC actions and progress and Mrs Rostron invited any Trust
Board member to attend.

The mandatory training compliance and appraisals target had been
changed from 90% to 85% which was in line with the national target.
Resuscitation and Safeguarding training compliance had reduced, but
actions were in place to address both issues.

Mrs Rostron mentioned the QSIR training and quality improvement
work and how the Trust was performing well in these areas.

Assurance visits would be stepped up with Mrs Ledger leading
maternity and ED and Mrs Rostron leading Family and Women’s and
Surgery. The Chief Executive would chair the Safety Oversight Group to
hold leads to account. Mrs Rostron had developed an inspection
training package to allow members of staff to help with the assurance
visits.

Mrs Rostron had asked RSM the internal auditors to check compliance
with the CQC action plans as part of the 2023/24 programme.

The Board discussed training needs for the clinical governance leads
within each service and Mrs Rostron advised that the central
governance team were working with the leads and a Teams channel as
well as training had been developed. Mrs Jackson expressed her
concern regarding the Maternity Service actions that had not been
implemented and Mrs Rostron advised that further support was being
given.

Action: Quality Committee in August invite to be extended to all
Board members.

6.3 Audit Committee Annual Report

Mrs Thompson presented the report which highlighted the work of the
Audit Committee in 2022/23. There were no gaps in governance to
report. The report would form the Audit section of the Trust’s Annual
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Report.

6.4 Audit Committee Summary

Mr Robson presented the summary and advised that RSM had carried
out a pre-CQC Maternity Review which had been given reasonable
assurance and 11 recommended areas for improvement had been
agreed.

The Counter-Fraud Service had been brought back in-house from 155
April 2023 and was now managed by Northern Lincolnshire and Goole
NHS Foundation Trust.

The Annual Accounts had been presented as had the Draft Annual
Governance Statement. Mr Bond stated that it was important to
reference any areas or concerns related to the internal governance
review.

6.5 Trust Self-Certification

Mrs Thompson presented the report and advised that at the time of
writing the compliance statements were a true reflection. Mr Lyons
asked that the CQC sections be re-visited following the current
inspections and subsequent ratings. He added that caveats should be
added for transparency.

Resolved: It was agreed that the statements would be reviewed
off-line and aligned to the Annual Governance Statement.

6.6 Fit and Proper Persons
Mrs Thompson presented the report and advised that all Board
members met the Fit and Proper criteria.

Resolved: The Board approved the report following a number of
slight alterations to the declarations.

6.7 Eliminating Mixed Sex Accomodation

Mrs Ledger presented the statement which highlighted a breach in
January 2023. The breach reflected the capacity issues at the time
January breach as well as the HOB strict discharge criteria.

Mrs Ledger added that the Duty of Candour was carried out.
Resolved: The Board approved the EMSA statement.

6.8 Board Assurance Framework

Mrs Rostron presented the Q4 Board Assurance Framework and
reported that on the whole the Trust did not achieve the target risks
although the finance and capital targets were met.

Mrs Rostron proposed that the risks be extended for 6 months due to
the Group Model although the risks would be monitored and presented
to the Committees and Board as the current process.

The Board discussed the timings of an aligned BAF and agreed it was
not the priority in the next 12 months. Mrs Rostron suggested that the
2023/24 BAF be scoped and presented to the Board Committees for

review and then to the Board for approval. The Board also discussed
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having a Board Development session related to the BAF in Q2.

Action: Board Development Session to cover the 2023/24 BAF to
be organised in Q2.

6.9 Updated Code of Governance for Boards/Division of
Responsibilities

Mrs Thompson presented the updated Code of Governance and
advised that she would further update the Board if any changes were
required.

She also presented the Division of Responsibilities for the Chairman
and Chief Executive Officer.

Mr Long pointed out that 4.1.5 stated that the Trust Secretary’s line
management was shared by the Chair and the CEO but this was not the
case. All members of the management structure report either directly or
indirectly to the Chief Executive as stated in 3.1.2. It was agreed that
section 4.1.5 would be removed.

Resolved: The Trust Board received both reports and the Chair
and CEO approved the Division of Responsibilities once section
4.1.5 was removed.

6.10 Standing Orders
Mrs Thompson presented the paper which set out the use of the Trust
Seal since the last report.

Resolved: The Trust Board retrospectively approved the use of
the Trust Seal.

7.1 Digital Strategy
Mrs McMahon reported that Nerve Centre was rolled out and work was
getting close to a single patient admin system but this was challenging.

Mrs McMahon also talked about linking the clinical programmes, cyber
security incident reporting and Information Governance mandatory
training. Patient Knows Best, the Lab information system and Baginet
were also being implemented and developed.

Work was ongoing regarding staff retention and the staff survey.
Southern organisations were offering higher salaries and remote
working, so staff were taking these opportunities. Mrs McMahon
advised that it was key that staff were engaged and agile with the new
systems so they become embedded quicker.

The Board discussed virtual hospitals and aligning the EPR across the
entire ICS in the future. Mrs McMahon advised that she met regularly
with the other ClOs in the ICS but having a fully standardised system
was a way off yet. She added that the virtual ward programme was
also transformational. Mr Robson added that having a shared sense of
direction and standardised systems would help patient care greatly.

7.2 Research and Innovation Annual Report
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The report was presented for information to the Board. Mr Lyons
highlighted the Research Celebration Event and how it was a very
uplifting day with lots of great work being carried out.

Mr Bond asked about the Joint working with NLAG and the level of
ambition involved. Prof Purva advised that there was more to do but
that there was huge potential. She added that a level of investment was
required to elevate R&l to the next level.

Mr Hall highlighted and commended that fact that recruitment for last
year was 68% above target.

Quality Report

Mrs Rostron presented the report and advised that PSIRF had gone live
on 1% April 2023 and other Trusts were interested in learning from the
programme and processes. Mrs Rostron offered support to Northern
Lincolnshire and Goole NHS FT should they require it.

Mrs Rostron was keen to inform the Board that although Serious
Incidents were no longer declared there were still processes in place for
unexpected deaths and Never Events.

Mrs Ledger advised that there had been an increase in pressure ulcers
with many being related to devices. A development video had been
launched and would be shared with relevant staff during May 2023.

Mrs Ledger reported that although falls numbers were reducing there
had been 8 patients who had suffered harm due to falls and resulting in
fractured neck of femurs. Training was being stepped up across all
disciplines but data was suggesting that the majority of falls related to
patients with cognitive impairment. Different ways of working were
being reviewed as was changing visiting times to ensure patients could
have someone with them for longer. Prof Purva added that falls training
had now been made mandatory for Junior Doctors.

Mrs Rostron advised that a new Model Complaints Standards Group
had been developed and the 90 complaints overdue was now down to
36. A review of the process had been undertaken and more complaints
were being managed using the early resolution process.

Mrs Rostron added that the Quality Accounts had been out to
stakeholders and the priorities were set.

Resolved: The Board approved delegating authority to the Quality
Commiittee to sign off the Quality Accounts in June 2023.

Maternity Update

Mrs Cooper presented 4 reports the first was perinatal mortality national
reporting standards and the Trust was reporting 100% compliance for
Q4 with the indicators.

The second was Avoiding Term Admissions into NICU. The Trust was

reporting 2.5% per 1000 births in Q4. The national standard was less
than 6% per 1000.
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The report relating to monitoring growth restriction highlighted 5 true
missed cases and work was ongoing with the sonographers to review
these cases.

Action: An update regarding the missed cases to the September
2023 Trust Board.

The forth report highlighted midwifery staffing. Mrs Cooper advised that
the vacancy rate was 10.37% and there were a large number of staff on
maternity leave.

There were 22 new starters commencing in September 2023 and 11
candidates were being interviewed from overseas as part of the
International Recruitment programme.

Mrs Cooper advised that the service had carried out a successful 15
steps programme which included some fathers, Mr Curry and BAME
representatives.

The CQC recommendations were being reviewed and actions
implemented and monitored at the Maternity Incident Review Oversight
Group.

Mr Lyons offered the Board’s support to Mrs Cooper and the service
adding that it was important to help get the teams and service into a
better place.

8.3 Learning from deaths

Prof Purva presented the report and highlighted that SHIMI was
improving and the Trust was no longer an outlier. There had been
further improvements in Sepsis, Pneumonia and Stroke services and
Subject Judgement Reviews were ongoing and slightly higher than
usual.

Quality Improvement projects and interventions relating to Sepsis were
in place and the Trust had invested in additional sepsis nurse support to
assist with training and the steering group.

There was also a Quality Improvement project to review trauma
mortality data and the common themes, one being fluid balance issues.

The Medical Examiner service was improving along with the completion
of death certificates.

Mr Bond asked when the programme outcomes and results would be
expected and Prof Purva advised that the data was now available to
tracking it would be much easier. Changes seen over the next 6
months would be key before the winter pressures arrived.

8.4 Quality Committee Summary
Mr Robson advised that Prof Macloed was now Chair of the Committee
and he had joined as the NED.

Mr Robson advised that the Committee had discussed the Consultant
cover in ED during the Junior Doctor strike and how this had impacted

Overall page 15 of 488



10

on patient flow due to quick and efficient decision making. Mr Long
advised that it was key to balance JD training and consultant input and
Prof Purva reminded the Board that elective work had been cancelled
during the strike which also had an impact.

9.1 Our people
Mr Nearney presented the report and advised that sickness absence
had reduced from 6.7% to 4.4%.

The Agenda4Change one off pay award and increase would be going
through although the Junior Doctor pay increase was still being
discussed. This meant more strike action was likely.

The vacancy position was at 1.7% and this included international
nurses.

The Group CEO interviews were being held 16 May 2023.

Mrs Rostron advised that the 90 Projects programme was working
really well and was going to incorporate the Human Factors training in
the future.

Prof Purva advised that a Junior Doctor Quality Improvement event was
being held in May 2023.

9.2 Workforce Education and Culture Summary Report

Mr Nearney presented the report and advised that the key issue
discussed was the Staff Survey results. An 8 point action plan was in
place and the issues were being tackled on both the North and South
bank.

Mr Nearney spoke of the e-rostering programme and how some doctors
were still using paper methods. Mr Bond asked how long it would be
before the programme was completed and Mr Nearney advised that it
would take a year. Mrs McMahon expressed her concern regarding the
length of the programme and Mr Nearney advised that a cultural shift
was also required which took longer.

Ms Mizon joined the meeting

Performance Report

Ms Mizon advised that work was ongoing to meet the trajectory of the 4
hour delivery target, the Trust had been stepped down from Tier 1 to a
Tier 2 for elective and cancer recovery.

Outpatient follow up work was developing and transformational and the
Day Case Surgery Unit at Castle Hill was commencing well.

Ms Mizon advised that she was working with the Hull PLACE director to
review Primary Care delivery and support.

10.1 Finance Report Month 12
Mr Bond advised that the draft accounts were now being prepared and
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11

12

13

14

that the Trust had ended the year with a surplus of £68k.

Mr Bond added that the main concern was the underlying position of
£52.1m which was made up of non-recurrent CRES and additional in-
year pressures.

The Month 1 financial position was showing a £1.5m deficit which was
made up of £600k for the Junior Doctor strike and £900k of Health
Group unidentified CRES.

10.2 Performance and Finance Summary
Mr Robson presented the summary and advised that the items had
been covered off during the meeting.

Questions from the public relating to today’s agenda
There were no members of the public present.

Chairman’s Summary of the meeting

Any Other Business
There was no other business discussed

Date and time of the next meeting:
Tuesday 11 July 2023, 9am — 12pm

Overall page 17 of 488



Hull University Teaching Hospitals NHS Trust
Minutes of the Extra Ordinary Trust Board to approve the Annual Accounts 2022/23
Held on 21 June 2023

Present: Mr S Lyons Chairman
Mr S Hall Vice-Chair
Mr T Curry Non-Executive Director
Mr M Robson Non-Executive Director
Dr A Pathak Associate Non-Executive Director
Mr C Long Chief Executive Officer
Mr L Bond Chief Financial Officer
Mrs J Ledger Interim Chief Nurse
Prof M Purva Chief Medical Officer
Mr S Nearney Director of Workforce and OD
Mr | McConnell Joint Director of Strategy
Mr J Johal Joint Director of Estates
In attendance: Mrs R Thompson Head of Corporate Affairs (Minutes)
No Item Action

1 Apologies:
Apologies were received by Mrs T Christmas, Non-Executive Director,
Prof U Macleod, Non-Executive Director, Mrs S Rostron, Director of
Quality Governance, Mrs E Ryabov, Chief Operating Officer, Mrs S
McMahon, Joint Chief Information Officer

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 conflicts raised.

3 Audited Accounts 2022/23
3.1 Audit Findings Report (Mazars)
Mr Bond presented the Audited Accounts and findings report from
Mazars, the Trust’s external auditors.

He advised that turnover had increased to £846m, the adjusted deficit
of £7m meant the Trust had a surplus of £74k with £53m in the bank
and there had been significant investment of £44m relating to fixed
asset additions.

There was £39m of PFI obligations remaining with last year’s unitary
payment being £13m. There was a 9 to 13 year commitment left of PFI
payments.

Mr Bond added that the £425 provision to NHS Resolution had reduced
to £323m.

Mr Robson reported that the Audit Committee had accepted the
Accounts and recommended approval by the Trust Board. He added
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that there were final checks being carried out and requested that the
Board delegated authority to Mr Bond to make any final changes to the
Accounts.

Mr Hall asked about 2023/24 preparations and Mr Bond advised that
provisions were being made for any known issues. He added that there
would be financial pressures relating to the pay and non-pay awards in
2023/24.

Mr Lyons asked about the misstatement extrapolation techniques and
Mr McConnell advised that this was a popular crude technique to test
the confidence level of the Auditors.

Mr Bond advised that the External Auditors had added an opinion as
part of the Value for Money section of their statement relating to the
risks around the CQC inspection, the section 31 letter and the
inadequate rating for safe. He reported that this was consistent with the
Annual Governance Statement.

Mr Robson advised that the Annual Governance Statement had been
presented by the Chief Executive Officer at the Audit Committee, had
been reviewed by both sets of Auditors and was recommended for
approval by the Board.

Resolved:

e The Board approved the accounts and agreed to delegate
responsibility to Mr Bond to make any final changes
necessary. This would not include major changes to the
Accounts.

e The Board approved the Annual Governance Statement

Letter of Representation

Mr Bond presented the letter of representation. He advised that the
letter was drafted by the External Auditors and was standard to all
Trusts.

Mr Robson advised that the Audit Committee had recommended
approval of the letter.

Resolved: The letter of representation was approved by the Board.

Annual Report 2022/23

Mrs Thompson presented the annual report and advised that subject to
any changes following the Accounts audit, the Annual Report would be
prepared for publication on the Trust’'s website.

Subject to minor typo corrections, it was agreed that the report could be
taken forward to the next stage ready for publication.

The Board agreed that the Annual report was a great showcase for the
Trust and was reflective of the challenges and the extensive
investments in the last year. He thanked all contributors for their hard
work.
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6 Any Other Business
There was no other business discussed.
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BOARD WORK PROGRAMME

| REFERENCES Only PDFs are attached

A
!] 4.2 - Trust Board Work Programme 2023.xlsx
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BOARD DEVELOPMENT FRAMEWORK

| REFERENCES Only PDFs are attached

A
4.3 - Board Development Framework 2023.pdf
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Overarching aims:

Hull University Teaching Hospitals NHS Trust
Board Development Programme 2023

e The Board to focus on the vision, values and goals of the Trust in all that it does
e The Board to provide strategic direction and leadership for the Trust to be rated as ‘outstanding’ by 2023

Board Development | Strategy High quality Great clinical Partnership and Other
Dates 2022/23 Refresh care services integrated
services
February 2023 Freedom to
Speak Up
April 2023 Trust Strategy
June 2023 BAF 3.2: BAF 4: Risks to Staff Survey
Patient recovery plan
Harm/Recovery
August 2023 BAF 1: Board BAF 7: Board
Leadership/ Financial Assurance
Leadership and sustainability Framework
culture
October 2023 BAF 2: Staffing Waiting list BAF 5: ICS IPC
ensuring patient
safety - MP
December 2023 BAF 3.1: High BAF 6:
Quality Care Research and
Innovation

Other topics for discussion:

Group Model

cQcC

Winter Pressures

Quality Improvements (Deep Dives)
Performance issues
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Principles for the Board Development Framework

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.

Overarching aim:
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

Area 1 — High Performing Board
Do we understand what a high performing board looks like?
Is there a clear alignment and a shared view on the Trust Board’s common purpose?
Is there an understanding the impact the Trust Board has on the success of the organisation?
Do we use the skills and strengths we bring in service of the Trust’s purpose?
How can we stop any deterioration in our conversations and ensure we continually improve them?

How can we build further resilience, trust and honesty into our relationships?
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?

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

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

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

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

What is the role of the Trust in the communities it serves? What is the Trust Board’s role in public engagement?

How does the Trust Board discharge its public accountability?
To link this to Area 4 (exceptions and knowledge development) as needed
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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

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

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

Outcome: Board to challenge internal exceptions

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
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MATTERS ARISING

Verbal
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ACTION TRACKER

| REFERENCES Only PDFs are attached

A
4.5 - Action Tracker July 2023.pdf
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Hull University Teaching Hospitals NHS Trust
Trust Board Action Tracking List (July 2023)

Actions arising from Board meetings

Action NO | PAPER ACTION LEAD TARGET NEW | STATUS/
DATE DATE | COMMENT
May 2023
01/05 Patient Story Patient backlog Board Development session date to be agreed MP October
2023
02/05 CQC Update Ground Floor model Board Development session date to be agreed SL/RT August
2023
Quality Committee CQC focus meeting invite to all Board Members RT August
2023
03/05 Board Assurance BAF development session to be held at the August Board Development RT August
Framework session 2023
04/05 Maternity Update Monitoring growth restriction missed cases — update to the Board LC September
2023
COMPLETED
03/03 Maternity Update Maternity reports to be reviewed and presented differently to the Board LC May 2023
04/03 PSIRP Bitesize Board to be set up to review the PSIRP RT/SR July 2023
Actions referred to other Committees
Action NO | PAPER ACTION LEAD | TARGET NEW | STATUS/
DATE DATE | COMMENT
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PATIENT STORY
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CEO REPORT

| REFERENCES Only PDFs are attached

A
2023 07 04 Chief Executive report July 2023.pdf
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Hull University Teaching Hospitals NHS Trust
Trust Board

11* July 2023

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
media coverage.

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

Strategic Goals: Valued, skilled and sufficient staff v
High quality care v
Great clinical services
Partnership and integrated services v
Research and Innovation v
Financial sustainability

Key Summary of
Issues:

Day Surgery Centre, rehab plan for Covid patients, external visitors
to solar field

Recommendation:

That the board note significant communications items for the Trust and
media coverage
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Hull University Teaching Hospitals NHS Trust
Chief Executive’s Report
Trust Board 11™ July 2023

Communications strategic objective:

To support the Trust’s mission statement, which is: “to be a provider of outstanding
treatment and care and contribute to improved population health, by being a great employer
and partner, living our values and using resources wisely”

Priority areas 2021-2025:
e Compassionate care of patients and staff
e Equality, diversity and inclusion
¢ Research, development and innovation
e Sustainability — Zero30

1. KEY MESSAGES FROM MARCH AND APRIL 2023
COMPASSIONATE CARE

Trust opens new ultra-modern Day Surgery Centre

In May the Trust was delighted to announce the opening of our state-of-the-art Day Surgery
Centre. The £10 million Centre will support our elective recovery programme in addressing
the challenges posed by the backlog of surgical cases resulting from the Covid-19
pandemic.

Located at Castle Hill Hospital, the facility marks the first phase of expansion, introducing
four new cutting-edge theatres into operation, enhancing the Trust’s capacity to deliver high-
quality care and expedite surgical procedures for patients with surgery as a day case as the
default.

The Centre will provide additional theatre capacity at for patients across Hull and the East
Riding and beyond, who need a planned procedure. The Centre includes pre-assessment
facilities ensuring a seamless transition for patients requiring day case surgery, reducing
waiting times and improving overall patient experience from booking to recovery.

The four new theatres have been designed to provide an optimal environment for both
patients and medical professionals, incorporating the latest advancements in medical
technology and patient care. The theatres will open on a phased basis — phase one ENT &
MaxFax; phase two Breast & Vascular; phase three orthopaedics and phase four
neurosurgery. This will be done on a rolling two-week programme with patients already
booked in to receive their pre-assessments.

Phase one of the Day Surgery Centre is part of a comprehensive expansion plan, with the
second phase set to further bolster the Trust’s surgical capabilities with 10 theatres.

The trust has also recruited four degree apprentices in Radiotherapy Services, offering
courses in conjunction with Sheffield Hallam University.
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RESEARCH, DEVELOPMENT AND INNOVATION

New research trial shows rehab plan for patients recovering from Covid-19 improves
physical and mental health

A research trial has been completed by the University of Hull, Hull York Medical School and
Hull University Teaching Hospital NHS Trust to determine rehabilitation practices for those
who have shown ongoing effects of Covid-19, including fatigue, dyspnoea, joint pain, chest
pain and cough, amongst others.

Researchers at the University of Hull and HUTH conducted the first randomised, wait-list
controlled trial of group-based pulmonary telerehabilitation during recovery from Covid-19.
Pulmonary telerehabilitation is an exercise and education programme, which is delivered
remotely, primarily used by people with lung disease who experience symptoms of
breathlessness.

The results of the six-week trial showed clear improvements in exercise capacity, respiratory
symptoms, quality of life, fatigue and depression. These improvements were accelerated by
early telerehabilitation, highlighting the need to offer this in a timely manner.

This has shown, for the first time, that group-based telerehabilitation is feasible, safe,
beneficial and well-received with people recovering from Covid-19.

HUTH IR Consultants travel to India to share skills

In a significant collaboration, a team of IR consultants from the Trust and the Christian
Medical College in Vellore recently led an Interventional Radiology (IR) advanced practice
course on vascular interventions in India.

This pioneering initiative provided postgraduate trainees in IR with the opportunity to
enhance their knowledge and skills in the field. The course marked a crucial milestone in
advancing IR practices and fostering international cooperation in medical education between
the two healthcare providers.

HUTH and CMC Vellore have a long and well-established relationship with teaching visits
which began in 1998 to encourage further development of IR and higher studies in
diagnostic imaging. Across India, IR is still a very new specialty and there is notable under
provision of services except in major centres.

IR is a rapidly evolving field that employs minimally invasive techniques to diagnose and
treat a wide range of medical conditions including stroke, pulmonary embolism and aortic
aneurysms. It involves using image-guided procedures to perform therapeutic interventions
within the body, eliminating or reducing the need for traditional open surgeries. The benefits
of these techniques include reduced patient trauma, shorter hospital stays, quicker recovery
times, and improved outcomes overall.

The collaboration between our Trust, which enjoys one of the best reputations in the UK for
IR and the CMC brought together experts from both organisations, to facilitate the sharing of
knowledge, expertise and best practices, to enrich the educational experience for
participants.

ZERO30
Visitors welcomed for fact-finding mission

Colleagues from our estates and capital teams welcomed a very special set of visitors to
Castle Hill Hospital during June.
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Representatives of Reckitts and the Oh Yes! Net Zero collaborative visited Cottingham to
see our solar field and learn from our experience of setting it up.

The Trust joined the Oh Yes! Zero (OYNZ) collaborative just over a year ago as an outward
demonstration of our commitment to sustainability issues and in order to share learning and
best practice. OYNZ is made up of businesses and organisations from across the Hull and
Humber region, public and private sector, working together to reduce carbon emissions and
promote positive change.

Alex Best, Marc Beaumont, Nick Harrison and Tom Wilson from the Trust were on hand to
share our learning from the solar field construction, including bidding for funding, cleaning
and maintenance, supply chain issues and the additional challenges which Covid-19 brought
about.

A team of Reckitts’ estates and engagement staff joined their Global Public Policy &
Stakeholder Management Director, Peter Edwards, on the visit, which took in both solar
fields A and B plus a look behind the scenes in the inverter rooms.

2. MEDIA/SOCIAL MEDIA ACTIVITY
In May there were 47 articles published/broadcast about the Trust, with a target of 80%
positive coverage:

e 36 positive (88%)

e 1 factual (2%)

e 4 negative (10%)

Social media

Facebook

Total “reach” for Facebook posts on all Trust pages in May — 237,363
Hull Women and Children’s Hospital — 72,220

Castle Hill Hospital — 57,458
Hull Royal Infirmary — 86,788
Hull University Teaching Hospitals NHS Trust — 20,897

Twitter @HullHospitals

380,000 impressions in May 2023

10,899 followers

Tweets with highest number of impressions related to the opening of our junior doctors
mess and the retirement of Pat Watts, midwifery assistant, after 66 years’ service
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JOINT DEVELOPMENT GROUP COMMITTEES IN COMMON SUMMARY

| REFERENCES Only PDFs are attached

A
6.1 Joint Development Group CIC Summary to the Board.pdf
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Report to the Board in Public
Group Development Committees in Common
held on 31 May 2023

Item: Humber Acute Services Review update | Level of assurance gained: Reasonable

The HASR was at a critical stage and that the consultation would be in either July or September 2023.
The proposals would be presented to the ICB Board in June and July for consultation approval. He added that the consultation was not a provider led but a commissioner led

programme.

Key risks: Delays in the progress due to the General Election

Item: Progress with the Humber Clinical Level of assurance gained: Reasonable
Collaboration Programme

There were still 10 fragile services and the governance structures, which had multiple layers, were being reviewed. There would be a focus on Cardiology and Neurology to
ascertain what went well and any to capture any learning.

ICS clinical networks also had a part to play regarding local and system performance.

Both CMOQO'’s were working with their consultant bodies to keep the momentum going and encourage the joint working arrangements.

Item: Development of the Group Leadership Model Level of assurance gained: Reasonable

The Committee discussed the Group Leadership Model and the work relating to the Governance workstreams. The new Committees in Common structure was
discussed and it was agreed that rather than having two separate Audit Committees there would be one.
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AUDIT COMMITTEE SUMMARY

| REFERENCES Only PDFs are attached

A
6.2 - Audit Committee Summary to the Board - June 2023 - Public.pdf
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Report to the Board in Public
Audit Committee June 2023

Item: Audited Annual Accounts 2022/23

Assurance: Good

The audited Annual Accounts for 2022/23 were received, with the main changes to the draft accounts highlighted to the Committee but also noting that the
overall financial position had not changed from the draft accounts. The Chief Financial Officer drew out the headlines including the fact that the Trust’s turnover
had increased again this year. The audited Annual Accounts were endorsed by the Committee for recommending approval/formal sign off to the Trust Board

meeting taking place immediately after the Audit Committee meeting on 21 June 2023.

Item: Audit Completion Report / Letter of
Representation 2022/23

Assurance: Good

The Trust’'s External Auditor gave an unqualified opinion, without modification, on the Trust’s financial statements for 2022/23. One VFM significant weakness
was reported in relation to the 2022 CQC Inspection findings, and the External Auditor recommended that the Trust needs to fully address the issues identified
by the CQC. The Committee were content to endorse the Management Letter of Representation for formal signing by the Chief Executive.

Item: Annual Governance Statement 2022/23

Assurance: Good

The final version of the Annual Governance Statement (AGS) was presented by the Chief Executive. No further comments were received and the Committee

approved the AGS for inclusion in the Trust’s Annual Report.

Item: Annual Internal Audit Report inc. Head of
Internal Audit Opinion 2022/23

Assurance: Good

The draft Annual Internal Audit Report was presented to the Committee, with three reports requiring finalisation (currently at draft report stage). The final Head
of Internal Audit Opinion (HOIAO) remained unchanged from the draft received at the April Audit Committee meeting — namely, a positive opinion (adequate
and effective framework for risk management, governance and internal control, with further enhancements identified to ensure it remains so).

Item: Trust Annual Report 2022/23

Assurance: Good

The Trust’s Annual Report 2022/23 was received by the Committee and advised that it was virtually complete, had been reviewed by the Auditors and would be

sent to the Communications Team for formatting / publication in due course.

Overall page 38 of 488



YEAR-END BOARD AND COMMITTEE REVIEW

| REFERENCES Only PDFs are attached

A

k 6.3 -Year end Governance Review 202223 - SR comments.pdf
A

h Appendix 6.1 Committee Effectiveness 2022 23.pdf

P 6.3.2- NED roles March 2023.pdf

ﬁ 6.3.3 - Stat and Mand Roles July 23.pdf
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Agenda Meeting | Trust Board Meeting 11.07.23
Item Date
Title Board and Committee Year-End Review
Lead Suzanne Rostron, Director of Quality Governance
Director
Author Rebecca Thompson, Head of Corporate Affairs
Report
previously | This report to be considered by the Board annually
considered
by (date)
Purpose of the Reason for Link to CQC Link to Trust Strategic
Report submission to the Domain Objectives 2021/22
Trust Board private
session
Trust Board Commercial Safe Honest Caring and
Approval Confidentiality Accountable Future
Committee Patient Effective Valued, Skilled and
Agreement Confidentiality Sufficient Staff
Assurance Staff Confidentiality Caring High Quality Care
Information Only Other Exceptional Responsive Great Clinical
Circumstance Services
Well-led Partnerships and

Integrated Services

Research and
Innovation

Financial
Sustainability

Key Recommendations to be considered:

The Trust Board is requested to:
¢ review the contents of the report and request any further information or
assurance as required.
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Year-End Board and Committee Review

1. Purpose of the paper

To present the Committee Terms of Reference and Workplans and to report on the outcome
of the annual review of Board Committees.

2. Board Committee Review
Attached at Appendix A are the Terms of Reference, Workplans and Committee
effectiveness reviews for the following Committees:

¢ Audit Committee

e Quality Committee

¢ Performance and Finance Committee

e Workforce, Education and Culture Committee
e Remuneration Committee

e Charitable Funds Committee

The minutes of each of the Committees are reviewed by the Audit Committee at each
meeting to ensure that all Committees are discharging their responsibilities in line with their
Terms of Reference. There have been no issues raised at the Audit Committee in 2022/23.

2.1 Quality Committee

The Quality Committee had a discussion around assurance at its May 2023 meeting and the
Chair raised concerns that the committee was not effective due to the changes in priorities,

such as the recent CQC inspections, and needed to consider how to become more effective
and reactive with the correct assurance.

Following this discussion an in-depth review of effectiveness, highlighting reports received
at the Quality Committee as well as the Board and other Committees was presented to the
It was requested that there was a focus on what the Quality
Committee knew about maternity and ED and what was escalated to Board. This is

June 2023 Quality Committee.

summarised in the table below:

The following table shows what we knew and discussed in 2022/23.

ED

Maternity

Surgery

Enhanced monitoring (NHSEI) for
Quality in relation to Urgent and
Emergency Care since May 21 with
regular updates to Quality
Committee. These meetings stopped
whilst the ICB were building their
structures.

Risk of overcrowding in ED raised to
25 in October 2022 — the only risk on
the risk register to have this rating.
HUTH’s version of the Bristol Model
was the immediate response to this.

A cluster of Sis in ED in October
2022 demonstrating harm caused by
failure to monitor the deteriorating
patient.

Consistent non-achievement of A&E
targets.

12 hour breaches following years of
this never happening.

NSHEI external review of Ockenden
actions positive — however an action
arising from this was the
implementation of BSOTS via
Badgernet. This has been delayed on
a number of occasions.

Quarterly reports (as required for
ICNST and Ockenden) detailing PMRT
outputs.

All maternity Sls to the Trust Board.

East Kent presentation to QC and
Board (Oct and Nov 22) — clearly
showing similarities in some areas.

Maternity Thematic Review presented
to QC in November 2022 — again with
the action to implement BSOTS.

IVF footprint agreed to be used to
separate ADU and triage — lengthy
delays due to being a PFI building

Enhanced monitoring (NHSEI) for
Quality in relation to elective recover
since May 21 with regular updates to
Quality Committee. These meetings
stopped whilst the ICB were building
their structures.

7 Never Events

Thematic review of Never Events to
QC.

Negative internal assurance visit.
owest staff survey results since

2015 (which then deteriorated
further)
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ED

Maternity Surgery

Between 170-200 no criteria to reside [raised with a plan to address over a

patients continuously. number of years — the ask was for 12
additional consultants which could not

Lowest staff survey results since be met immediately.

2015 (which then deteriorated

further) Board approval to pause continuity of
carer due to patient safety and not

Whistleblower to the CQC August enough midwives to run the service.

2022

Medical staffing challenges regularly

Poor patient survey.

Lowest staff survey results since 2015
(which then deteriorated further)

High profile case striking a midwife off
the register highlighting the cultural
challenges in the department.

\Whistleblower to the CQC (October
2022)

Cultural programme and leadership
development in response to cultural
concerns

The Committee was asked what further information or changes in presentation could be
made going forwards. This discussion resulted concluded the following:

Escalation to the Board: whilst this had occurred, it could be strengthened. For
example, the East Kent gap analysis provided clear examples of similarities and
differences with HUTH. However, the assurance rating was on the process that had
been undertaken rather than on the findings. This is something the Committee and
Chair will review.

A suggestion was made that further detail on the risk register would be useful,
particularly for high risks. Whilst the Committee was aware that the overcrowding in
ED was the only risk rated 25 and that the Trust was under enhanced monitoring
since May 21 with the then CCG and NHSEI prior to the ICB forming, it agreed that
more time to discuss this risk could have been helpful.

On reflection the Committee concluded that the ED CQC findings were not
unexpected but despite receiving a significant amount of maternity information and
the key findings of the CQC being included in these reports the S31 was not
expected. A discussion was held about highlighting key parts of the reports to help
distil this information.

The Trust’s standard effectiveness questionnaire and scores was also presented which
showed that, onthe whole, the Quality Committee was effective. However, it was agreed
that 2 hours was no longer sufficient to cover the agenda. This has been extended to 2.5
hours in the first instance.

In response to the feedback received, a number of actions were agreed. The actions were:

Papers to be received at least 5 days before the meeting to give members time to
read them

Information packs to include the monthly Quality Report and any detail behind the
deep dives (e.g. Quality Improvement Plan and any associated reports to other
committees)

CQC report to be presented as the presentation to the Quality Improvement Group.
This will incorporate the deep dives related to the CQC for that month (again the full
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report and appendices will be provided but will be taken as read with the presentation
highlighting key issues and committee members expected to ask questions)

e Expectation that all Committee members liaise with their Executive sponsor with
responsibility for their area as to what their report/presentation should contain when
asked to present information or prepare a deep dive

The paper received by the Quality Committee is attached at the appendices.

The Quality sub-committees are the operational committees and relevant information
is escalated for assurance to be gained.
The Sub-Committees are:

e Operational Risk and Compliance Committee

e Patient Experience

e Patient Safety and Effectiveness Committee

¢ Non-Clinical Quality Committee

3. Board
The Trust Board met on 10 occasions during 2022/23, including an extraordinary Trust
Board meeting in June 2022 to approve the annual report and accounts. A record of
attendance is kept for each Board meeting and is attached to each Board agenda.

The Board has also met jointly with NLAG as part of the Group Model and work continues in
relation to the governance work streams and Board and Committees in Common.

4. Executive and Non-Executive Director Roles
Appendix B shows the Executive and Non-Executive roles in 2022/23.

5. Meeting Dates 2023/24
Due to the commencement of the Group Model and the new Board and Committees in
Common, the dates for 2023/24 have not yet been finalised.

The dates will be approved by the Joint Board and then circulated for inclusion in diaries.

6. Recommendation
The Trust Board is requested to:
¢ review the contents of the report and request if any further information or assurance
is required.

Rebecca Thompson

Head of Corporate Affairs
July 2023
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Hull University Teaching Hospitals NHS Trust

1.1

1.2

1.3

1.4

AUDIT COMMITTEE
TERMS OF REFERENCE
Constitution

Establishment

The Trust Board has established an Audit Committee (The Committee). The
Committee is a non-executive Committee of the Board and has no executive
powers, other than those specifically delegated in these terms of reference. This
Committee reports directly to the Board.

Membership

The Committee shall be appointed by the Board from amongst the Non-
Executive Directors of Hull University Teaching Hospitals NHS Trust (“the Trust”)
and shall consist of not less than three members. The Chair of the Trust shall
not be a member of the Audit Committee. Appointments to this Committee shall
be made by the Board in consultation with the Audit Committee Chair.
Appointments to be for an initial period of up to 3 years, extendable by no more
than one additional 3-year period.

Quoracy
A quorum shall be two members. A quorum must be maintained at all meetings.

Attendance

(a) The Chief Financial Officer, Director of Quality Governance, Head of
Corporate Affairs, Head of Internal Audit, the Trust’'s nominated Local
Counter Fraud Specialist and representatives of the External Auditors
shall normally attend meetings advising the Committee on pertinent
issues / areas.

(b) The Committee will meet in private with External and Internal Auditors
without any Executive Directors or members of the Trust staff present at
least once a year. Other private meetings will take place at the request
of members or Auditors.

(c) The Head of Internal Audit, representatives of External Audit and the
Local Counter Fraud Specialist have a right of direct access to the Chair
of the Committee.

(d) The Chief Executive, other Directors or lead officers may be invited to
attend, but particularly when the Committee is discussing areas of risk or
operation that are the responsibility of that individual.

(e) The Chief Executive will be invited to attend, at least annually, to discuss
with the Audit Committee the process for assurance that supports the
Annual Governance Statement.

(f) The Assistant Director of Finance — Compliance and Counter Fraud

shall be Secretary to the Committee and shall provide appropriate
support to the Chair of Committee and its members.
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Hull University Teaching Hospitals NHS Trust

1.5

2.1

3.1

Meetings

Meetings shall be held not less than five times a year. The Chair of the
Committee can call additional meetings as required to discuss urgent business.
Members are expected to attend at least 75% of meetings per year.

Authority

Authority to investigate and seek information

(a) The Committee is authorised by the Trust Board to investigate any
activity within its terms of reference. It is authorised to seek any
information it requires from any employee and all employees are directed
to co-operate with any request made by the Committee.

(b) The Committee is authorised by the Board to obtain outside legal or other
independent professional advice and to secure the attendance of
outsiders with relevant expertise if it considers this necessary.

Role and Purpose of the Audit Committee
The general duties of the Committee are to support the Board by:

o Assessing the Trust’s overarching framework of governance, risk and control

o Obtaining assurances about the design and operation of internal controls

o Seeking assurances about the underlying data (upon which assurances are
based) to assess their reliability, security and accuracy

o Challenging poor and/or unreliable sources of assurance

o Challenging relevant managers when controls are not working, or data are
unreliable

The duties / responsibilities of the Committee are categorised as follows:

Governance, Risk Management and Internal Control

The Committee shall review the establishment and maintenance of an effective
system of integrated governance, risk management and internal control, across
the whole of the organisation’s activities (both clinical and non clinical), that
supports the achievement of the organisation’s objectives.

In particular, the Committee will review the adequacy of:-

(a) All risk and control related disclosure statements (in particular the Annual
Governance Statement), together with any accompanying Head of
Internal Audit statement, external audit opinion or other appropriate
independent assurances, prior to submission to the Board.

(b) The structures, processes and responsibilities for identifying and
managing key risks facing the organisation in particular the Board
Assurance Framework -including the link with the corporate risk register.

(c) The underlying control and assurance processes that indicate the degree
of the achievement of strategic objectives, the effectiveness of the
management of principal risks and the appropriateness of the disclosure
statements.

(d) The policies for ensuring compliance with relevant regulatory, legal and code
of conduct requirements and related reporting and self-certifications.

2
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Hull University Teaching Hospitals NHS Trust

3.2

3.3

(e) The policies and procedures for all work related to fraud and corruption
as set out in Secretary of State Directions and as required by the NHS
Counter Fraud Authority (NHSCFA).

(f) Consider and review the Annual Information Governance Toolkit (or
replacement requirements) and the Data Quality Reports.

(9) Trust arrangements to meet the requirements of the General Data
Protection Regulations that apply from 25 May 2018

Power to seek reports and assurances

In carrying out this work the Committee will primarily utilise the work of Internal
Audit, Counter fraud, External Audit and other assurance functions, but will not
be limited to these sources. It may also seek reports and assurances from
Directors and managers as appropriate, concentrating on the overarching
systems of integrated governance, risk management and internal control,
together with indicators of their effectiveness. The Committee will receive the
minutes of the Board’s Performance and Finance Committee, Quality
Committee, Workforce, Education and Culture Committee and Charitable Funds
Committee to inform its assurance work.

This will be evidenced through the Committee’s use of an effective Assurance
Framework to guide its work and that of the audit and assurance functions that
report to it.

Internal Audit

The Committee shall ensure that there is an effective internal audit function
established by management; that meets mandatory NHS Internal Audit
Standards and provides appropriate independent assurance to the Audit
Committee. It will:-

(a) Recommend the appointment of the Internal Auditors to the Board,
approve the annual fee and consider any questions of resignation and
dismissal.

(b) Review and approve the Internal Audit strategy, the annual operational
plan and more detailed programme of work, ensuring that this is
consistent with the audit needs of the organisation as identified in the
Assurance Framework and Strategic Plans.

(c) Consider-the major findings of internal audit work (and management’s
response), and ensure co-ordination between the Internal and External
Auditors to optimise audit resources.

(d) To review progress on implementing internal audit recommendations within
agreed timescales, and where concerns exist in relation to the lack of
implementation in a particular area the Committee can request the relevant
operational manager to attend a meeting and give explanation.

(e) Ensure that the Internal Audit function is adequately resourced and has
appropriate standing within the organisation.

) Monitor the effectiveness of internal audit through their annual review.
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3.4

3.5

External Audit

The Committee shall review the work and findings of the External Auditor-and
consider the implications and management’s responses to their work. This will
be achieved by:-

(a) Recommending to the Trust Board the appointment of the External
Auditor.

(b) Discussion and agreement with the External Auditor, before the audit
commences, of the nature and scope of the audit as set out in the Annual
Plan.

(c) Discussion with the External Auditors of their local evaluation of audit
risks and assessment of the Trust and associated impact on the audit
fee.

(d) Reviewing all External Audit reports, including the report to those
charged with governance, agreement of the annual audit letter before
submission to the Board and any work undertaken alongside the annual
audit plan together with the appropriateness of management responses.

(e) Review and monitor the external auditor’s independence and objectivity,
and the effectiveness of the audit process, taking into account relevant
UK professional and regulatory requirements.

() Establishing a clear policy for the engagement of external auditors to supply
non-audit services, and for scrutinising and where appropriate approving
uses of, or exceptions to, this policy.

Risk Management

The Committee shall request and review reports and assurance from directors and
managers as to the effectiveness of arrangements to identify and monitor risk, for
any risks the Committee considers it is appropriate to do so. This will include:

o Reviewing the Trust’s information governance and cyber security
arrangements, in order to provide assurance to the Board that the
organisation is properly managing its information and cyber risks and has
appropriate risk mitigation strategies

o Reviewing arrangements for new mergers and acquisitions, in order to seek
assurance on processes in place to identify significant risks, risk owners and
subsequent management of such risks

o Overseeing actions plans relating to regulatory requirements in terms of the
NHS Oversight Framework and Use of Resources

o Providing the Board with assurance over developing partnership
arrangements (e.g., integrated care systems) and mitigation of risks which
may arise at the borders between such organisations. The Health and Care
Act 2022 introduced new requirements for NHS bodies to work together to
meet joint financial objectives and duties, and as such the Audit Committee
will need to take a wider view when considering audit and assurance.
Organisations need to agree together how best to recognise and manage
risk across a system, including what assurances the Audit Committee will
need and where these will come from

The Board will however retain the responsibility for routinely reviewing specific
risks.
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3.6

3.7
3.7.1

3.7.2

3.7.3

3.74

3.7.5

Financial Reporting
The Audit Committee shall review the Annual Report and Financial Statements
before submission to the Board, focusing particularly on:-

(a) The wording in the Annual Governance Statement and other disclosures
relevant to the terms of reference of the Committee.

(b) Changes in, and compliance with, accounting policies, practices and
estimation techniques.

(c) Unadjusted mis-statements in the financial statements.

(d) Letter of Representation.

(e) Significant judgements in preparation of the financial statements.
(f) Significant adjustments resulting from the audit.

9) Explanations for significant variances.

Other Assurance Functions

The Audit Committee shall review the findings of other significant assurance
functions, both internal and external to the organisation and consider the
implications to the governance of the organisation. These will include, but will
not be limited to, any reviews by Department of Health Arms Length Bodies or
Regulators/Inspectors (e.g. Care Quality Commission, NHS England, NHS
Resolution etc.), professional bodies with responsibility for the performance of
staff or functions (e.g. Royal Colleges, accreditation bodies, etc.).

In addition, the Committee will consider the work of other committees within the
organisation, whose work can provide relevant assurance to the Audit
Committee’s own scope of work. This Committee also needs to review the
assurances gained from clinical audit activities in the organisation.

The Committee shall satisfy itself that the organisation has adequate
arrangements in place for countering fraud that meet the NHSCFA’s
standards and shall review the outcomes of counter fraud work. The
Committee shall receive the annual report and annual work plan from the
Local Counter Fraud Specialist and shall also receive regular progress
reports on counter fraud activities.

The Committee will seek annual assurance that a current, clear and effective
Whistleblowing or Protected Disclosures Policy is in place and that all Trust staff
have access to this policy. One Non-Executive Director under the current policy
(reference CP169) will be one of a number of internal contacts available to
consult and be the “Whistleblowing Champion” of the Trust. The Trust’s
Freedom to Speak Up Guardian, or his or her nominated deputy, shall attend
the Committee at least annually to provide assurance on the design and
operation of the function.

The Committee’s stakeholders are the Trust Board, Board Committees,

Chief Executive Officer, Chief Financial Officer, Audit Partners and any party
with interest in changes to the Trust’s accounting systems, business processes
and external stakeholders.
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3.8 Reporting

3.8.1  The minutes of each Audit Committee meeting shall be submitted to the next
meeting for formal approval as a true record of that meeting and submitted to
the next meeting of the Board. The Chair of the Committee shall draw to the
attention of the Board any issues that require disclosure to the full Board, or
require executive action.

3.8.2 The Committee will report to the Board annually to describe how the
Committee has fulfilled its terms of reference and its work in support of the
Annual Governance Statement, specifically commenting on the fitness for
purpose of the Board Assurance Framework, the completeness and
effectiveness of risk management in the organisation and the integration of
governance arrangements.

3.8.3 The Committee will maintain an annual workplan capturing its main items of
business at each scheduled meeting. This will be updated throughout the
year as the Committee sees fit. Ad-hoc reports, in addition to those set out in
its work plan, may also be requested by the Committee as necessary.

3.9 Administration

The Committee shall be supported administratively by the Assistant Director of

Finance — Compliance and Counter Fraud. Their duties in this respect will

include:

e Agreement of each agenda with the Committee Chair;

e Arranging secretarial support for the collation of papers and taking of the
minutes;

e Keeping a record of matters arising and issues to be carried forward (action
log);

e Advising the Committee on pertinent issues;

e Enabling the development and training of Committee members.

Agenda papers will be circulated to all members of the Committee no less than
seven calendar days prior to each meeting. Late papers may only be circulated, or
tabled at the meeting, with the prior approval of the Chair.

Monitoring Compliance with these Terms of Reference

4.1 In accordance with the requirements of good governance and in order to ensure its
ongoing effectiveness, the Audit Committee will undertake an annual evaluation of
its performance and attendance levels.

4.2 The Committee will carry out an annual self-assessment exercise that is based on
the good practice guide found in the HFMA NHS Audit Committee Handbook
(HMFA, 2018 and 2022 Supplement).

4.3 As part of the annual evaluation process, the Committee will formally review
performance against core duties, completion of the actions outlined in the action log
and effectiveness of the work programme.

4.4 Where gaps in compliance are identified arising from this evaluation, an action plan
will be developed, and implementation will be monitored by the Committee.

4.5 The results from the annual evaluation exercise, including any agreed actions, will
be reported to the Trust Board for information.

4.6 The Assistant Director of Finance — Compliance and Counter Fraud and the Chair
of the Committee have a joint responsibility for ensuring compliance with these
Terms of Reference. Any member or person in attendance who considers
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compliance with these Terms of Reference is at risk should bring their concerns to
the attention of the Assistant Director of Finance — Compliance and Counter
Fraud.

Review

The Committee will review its Terms of Reference annually, or as necessary in the
intervening period, to ensure that they remain fit for purpose and best facilitate the
discharge of its duties. It shall recommend any changes to the Trust Board for
approval.

Next Scheduled Review date: April 2024
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AUDIT COMMITTEE WORK PLAN

Item of Business Apr 23 Jun 23 Jul 23 Oct 23 Feb 24
(Public
Disclosure
Statements)

Audit Committee - Annual Review of Terms of Reference X
Audit Committee - Annual Review of Work Plan X
Audit Committee - Annual Self-Assessment Exercise & Results X
Audit Committee - Annual Report to Trust Board X
Audit Committee - Annual meeting dates/times/locations for coming year X
Audit Committee - Annual Review of External Auditor Performance X
Private Discussion with Auditors (internal and external) as needed as needed as needed X as needed
Receive minutes from Board Sub-committees X X X X
Receive half yearly governance report from Quality and Remuneration Committees X X
External Audit - Audit Strategy Memorandum (Audit plan / timetable / fee) X
External Audit - Routine Progress Reports and Sector Updates X X X X
External Audit - Letter of Representation X
External Audit — Audit Completion Report (and follow-up of any recommendations) X
External Audit — Auditors Annual Report X
External Audit - Changes to service provider as needed as needed as needed as needed
Internal Audit - Review and approve Annual Internal Audit Plan X
Internal Audit - Routine Progress Reports X X X X
Internal Audit - Head of Internal Audit Opinion X (Draft) X (Final)
Internal Audit - Internal Audit Annual Report / review of effectiveness (KPI's) X
Internal Audit - Receive Status Report on Implementation of IA Recommendations - - X X X
Internal Audit - Changes to service provider as needed - as needed as needed as needed
Public Disclosure Statements:
Review changes to Accounting Policies X
Update on Financial Overview and Going Concern X X
Draft annual accounts X
Audited annual accounts X
Annual Governance Statement X (Draft) X (Final)
Trust Annual Report X (update only) X
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Item of Business

Apr 24

Jun 23
(Public
Disclosure
Statements)

Jul 23

Oct 23

Feb 24

LCFS - Annual Counter Fraud Operational Plan

LCFS - Annual Counter Fraud Report

LCFS - Written Progress Reports

LCFS - Annual review of Fraud and Corruption Policy

LCFS - Results of Staff Fraud Awareness Survey - every 2 years

LCFS - Review effectiveness of Counter Fraud service

Clinical Audit - Receive Annual Report inc. Annual Plan and Effectiveness Review

XXX XXX

Review of Single Source Tender Waivers and Contract Renewals

X

Review of Losses, Special Payments and Write Offs

X (@33 Q4)

X (Q18Q2)

Review of Gifts, Hospitality and Declarations of Interest

Review of Credit Card Spending

X

XX

X

Review of Debts >£50k and over 3 months old

X (Q3 & Q4)

X (Q18Q2)

Review of Legal Fees

Review Draft Quality Accounts

Update on Quality Account Delivery (QIP Delivery)

Clinical Negligence Claims (Claims Annual Report)

IG Committee Highlight Report inc. Data Security and Protection Toolkit Report

Annual Review of Declaring Gifts and External Interests Policy

Annual Review of Risk Management Strategy

Annual Review of Board Assurance Framework (BAF) Process

X IX|X|[X]| |X]|X

Annual Review of Whistle Blowing procedures / FTSU Guardian

Annual Review of SFI's and Standing Orders

Annual Review of Policy for Engagement of External Auditors for Non-Audit Work

New HFMA NHS Audit Committee Handbook Items — July 2018

Cyber security — Review the Trust’s information governance and cyber security
arrangements annually (Private agenda item)

as needed

as needed

X

as needed

as needed

Mergers and acquisitions — review new arrangements

as needed

as needed

as needed

as needed

as needed

Working with regulators - oversee action plans relating to regulatory requirements
(e.g. NHS oversight framework; use of resources)

as needed

as needed

as needed

as needed

as needed

Working at Scale — oversee developing partnership arrangements (e.g. ICSs)

as needed

as needed

as needed

as needed

as needed
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Agenda Meeting | Audit Committee Meeting 16.02.23
Item Date
Title Self-Assessment Review of Committee Processes — HFMA NHS Audit
Committee Handbook, 2018
Lead Suzanne Rostron, Director of Quality Governance
Director
Author Rebecca Thompson, Head of Corporate Affairs
Report
previously | This report has not been previously received at the Audit Committee.
considered
by (date)
Purpose of the Reason for Link to CQC Link to Trust Strategic
Report submission to the Domain Objectives 2021/22
Trust Board private
session
Trust Board Commercial Safe Honest Caring and v
Approval Confidentiality Accountable Future
Committee Patient Effective Valued, Skilled and
Agreement Confidentiality Sufficient Staff
Assurance Staff Confidentiality Caring High Quality Care
Information Only Other Exceptional Responsive Great Clinical
Circumstance Services
Well-led Partnerships and

Integrated Services

Research and

Innovation

Financial

Sustainability

Key Recommendations to be considered:

The Committee is asked to review the self-assessment and consider if the evidence

provided is sufficient to approve the document.
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Audit Committee
Self-Assessment Review of Committee Processes — HFMA NHS Audit Committee
Handbook, 2018

1. Purpose of the Report
The purpose of the report is for the Audit Committee members to consider the HFMA
Audit Committee self-assessment and decide whether the evidence provided is
sufficient for approval.

2. Background
The HFMA NHS Handbook 2018 helps NHS audit committees review and continually
re-assess their systems of governance, risk management and control to ensure it
remains effective and fit for purpose.

3. Self-Assessment Checklist
The self-assessment checklist is attached at Appendix 1 for review by the Audit
Committee. Evidence to support the responses has been added in the comments
sections by the Head of Corporate Affairs.

There are 3 areas that will require further discussion, these are:

o Does the head of internal audit have a right of access to the committee and
its chair at any time? The answer to this question is yes but it is not outlined
in the Terms of Reference.

¢ Do those working on counter fraud activity have a right of direct access to the
committee and its chair? The answer to this question is yes but it is not
outlined in the Terms of Reference.

¢ Has the committee approved a policy to govern the value and nature of non-
audit work carried out by the external auditors? Northern Lincolnshire and
Goole NHS FT have this policy in place and it is the intension that the Trust
adopts this policy for approval in April.

4. Next Steps
If the Committee is happy with the self-assessment, this will be adopted annually and
will be presented to the Board following endorsement at the Audit Committee.

5. Recommendation
The Committee is asked to review the self-assessment and consider if the evidence
provided is sufficient to approve the document.

Rebecca Thompson
Head of Corporate Affairs
February 2023
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Self-Assessment Review of Committee Processes - HFMA NHS Audit Committee Handbook, 2018

16 February 2023

Areal Question Yes | No | Comments/Action

Composition, establishment and duties

Does the audit committee have written terms of \ Last approved by the Trust Board in

reference and have they been approved by the July 2022.

governing body?

Are the terms of reference reviewed annually? \ Part of the Committee’s annual work
plan. Next review will be April 2023
for approval by the Board in July
2023.

Has the committee formally considered how it \ The Committee’s ToR specifically

integrates with other committees that are reviewing refers to how it integrates with other

risk? Trust Board Assurance sub-
committees. It received all risk and
control related disclosures through
the Annual Governance Statement
and receives a Risk Management
update annually.

Are committee members independent of the \ The Committee’s membership

management team? comprises 3 Non-Executive Directors.

Are the outcomes of each meeting and any internal \ Summary reports submitted to Trust

control issues reported to the next governing body Board.

meeting?

Does the committee prepare an annual report on \ The Trust Annual report (which

its work and performance for the governing body? includes the Audit annual report) is
submitted to the Trust Board.

Has the committee established a plan of matters to \ Formal work plan is agreed in April

be dealt with across the year? annually.

Are committee papers distributed in sufficient time \ Generally 5 working days before each

for members to give them due consideration? meeting.

Has the committee been quorate for each meeting \ Yes all meetings in 2022 were

this year? quorate.

Internal control and risk management

Has the committee reviewed the effectiveness of v Through internal audit annual review.

the organisation’s assurance framework?

The Committee receive the BAF
governance review annually.
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Areal Question Yes | No | Comments/Action

Does the committee receive and review the \ Through minutes from other sub-

evidence required to demonstrate compliance with committees.

regulatory requirements - for example, as set by

the Care Quality Commission?

Has the committee reviewed the accuracy of the \ The Committee endorses the AGS

draft annual governance statement? before it is presented to the Board in
June.

Has the committee reviewed key data against the \ External audit review performance

data quality dimensions?

indicators as directed by NHSI as part
of their year-end audit work, and
report the results accordingly to the
Committee. The Committee also
receives reports from Internal Audit
on the outcome of reviews of
targeted KPI’s as part of the IA annual
plan.

Annual report and accounts and disclosure statements

Does the committee receive and review a draft of v Annual Report and Annual Accounts
the organisation’s annual report and accounts? are endorsed by the Committee
before being approved at the Trust
Board annually.
Does the committee specifically review: Facilitated as necessary through
e The going concern assessment repqrts el F_inanc_e/ B .
« Changes in accounting policies Audlt.or and discussion at Committee
¢ Changes in accounting practice due to meetings.
changes in accounting standards
e Changes in estimation techniques y
e Significant judgements made in preparing
the accounts
¢ Significant adjustments resulting from the
audit
o Explanations for any significant variances?
Is a committee meeting scheduled to discuss any \ Yes this is part of the Annual
proposed adjustments to the accounts and audit Accounts discussions prior to
issues? submission to NHSE/I.
Does the committee ensure it receives v Robust discussions involving annual

explanations for any unadjusted errors in the
accounts found by the external auditors?

accounts. Letter of Representation
includes explanations for areas of
non-adjustment.

2|Page
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Areal Question Yes | No | Comments/Action

Internal audit

Is there a formal ‘charter’ or terms of reference, v Yes, this is included in the

defining internal audit’s objectives and Committee’s TOR

responsibilities?

Does the committee review and approve the \ Annual and strategic plans are

internal audit plan, and any changes to the plan? approved prior to the beginning of
each financial year.

Is the committee confident that the audit plan is \ Plan derived from Internal Audit’s

derived from a clear risk assessment process? individual discussions with Trust
Board members, followed by
discussion of draft plan at an
Executive Team meeting.

Does the committee receive periodic progress v At each meeting.

reports from the head of internal audit?

Does the committee effectively monitor the \ At each meeting.

implementation of management actions arising

from internal audit reports?

Does the head of internal audit have a right of v Yes, although this is not outlined in

access to the committee and its chair at any time? the TOR

Is the committee confident that internal audit is free v Could be raised at the annual private

of any scope restrictions, or operational meeting between the auditors and

responsibilities? the Committee.

Has the committee evaluated whether internal \ The TOR states that the work carried

audit complies with the Public Sector Internal Audit out will meet NHS Internal Audit

Standards? Standards which is monitored and
assurance given by the Trust’s
Internal Auditors

Does the committee receive and review the head v Yes, this is evidenced in the minutes

of internal audit’s annual opinion? of the Audit Committee.

External audit

Do the external auditors present their audit plan to \ Audit Committee minutes will show

the committee for agreement and approval? that this is received and approved.

Does the committee review the external auditor’'s \ The Audit Completion Report at the

ISA 260 report (the report to those charged with end of the financial statements

governance)? covers the requirements of ISA 260

Does the committee review the external auditor’s v Audit Committee minutes will

value for money conclusion?

evidence this.

3|Page
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Areal Question Yes | No | Comments/Action

Does the committee review the external auditor’s \ Audit Committee minutes will
opinion on the quality account when necessary? evidence this.

[Note: this question is not relevant for CCGs]

Does the committee hold periodic private \ Once a year if deemed necessary
discussions with the external auditors?

Does the committee assess the performance of v On-going assessment by exception.
external audit?

Does the committee require assurance from \ Formal confirmation in audit
external audit about its policies for ensuring strategy/fee documentation.
independence?

Has the committee approved a policy to govern the v This policy to be added in April 2023.
value and nature of non-audit work carried out by

the external auditors?

Areal Question Yes | No | Comments/Action

Clinical audit [Note: this section is only relevant

for providers]

If the committee is NOT responsible for monitoring \ The clinical audit annual Report is
clinical audit, does it receive appropriate assurance received by the Audit Committee for
from the relevant committee? assurance
If the committee is responsible for monitoring
clinical audit has it:
e Reviewed an annual clinical audit plan?
o Received regular progress reports?
e Monitored the implementation of N/A | N/A
management actions?
e Received a report over the quality
assurance processes covered by clinical
audit activity?
Counter fraud
Does the committee review and approve the \ Plan agreed with Chief Financial
counter fraud work plans, and any changes to the Officer and received by the Audit
plans? Committee for review.
Is the committee satisfied that the work plan is \ Counter fraud work plan informed by
derived an appropriate risk assessment and that register of fraud risks, internal audit,
coverage is adequate? NHS Counter Fraud Authority (NHS
CFA) intelligence reports, etc.
Does the audit committee receive periodic reports v Standing agenda item for written

counter fraud progress reports from

4|Page
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Areal Question Yes | No | Comments/Action

about counter fraud activity? the LCFS at each Audit Committee
meeting.

Does the committee effectively monitor the \ Audit Committee minutes will

implementation of management actions arising evidence this where appropriate.

from counter fraud reports?

Do those working on counter fraud activity have a \ Yes, although this is not outlined in

right of direct access to the committee and its the TOR.

chair?

Does the committee receive and review an annual v Yes, this is evidenced in the Audit

report on counter fraud activity? Committee minutes.

Does the committee receive and discuss reports \ Audit Committee minutes will

arising from quality inspections by NHSCFA?

evidence this where appropriate.
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Quality Committee
Terms of Reference

Formation of this committee

The Board has established a committee, known as the Quality Committee reporting
to the Board, in accordance with Corporate Policy CP105 Standing Orders,
Reservation and Delegation of Powers and Standing Financial Instructions.

The Committee shall have terms of reference and powers and be subject to
conditions such as reporting back to the Board, as the Board shall decide and shall
act in accordance with any legislation, regulation or direction issued by the
regulators.

The committee is a committee of the Board and has executive powers delegated
specifically in these terms of reference. The Terms of Reference can only be
amended with the approval of the Board.

Role

The Committee is responsible for providing the Board with assurance concerning all

aspects of quality and safety relating to patient care and identifying quality

improvement measures. The specific responsibilities are to:

¢ Monitor delivery of Trust strategies as delegated by the Board to this committee.

¢ Advise the Board on appropriate quality and safety indicators and benchmarks for
inclusion in the Trust’s Corporate Performance Report and keep these under
regular review.

e Propose Quality Accounts priorities for consideration by the Board and maintain
oversight of delivery.

e Scrutinise performance against quality targets, highlighting risks and exceptions
to the Board.

e Regularly review compliance with Care Quality Commission requirements and
receive assurance that agreed actions are being progressed.

e Regularly review progress with the Trust’s Quality Improvement Plan, as the
Trust’s over-arching plan on driving improvement in quality of care, including any
issues highlighted by the Care Quality Commission

o To assure the Board that where there are risk and issues that might jeopardise
the Trust’s ability to deliver excellent quality care that these are being managed in
a controlled and timely way.

o Receive assurance that the Trust's Cost Improvement Programme is not
adversely impacting on quality.

e Monitor the information being received from patient feedback and adverse
incidents to demonstrate that the Trust is learning and making improvements.

e Learning and compliance from national and local reviews.

Regularly review outcomes, themes and trends from mortality reviews and to
receive assurance on meeting national guidance on Learning from Deaths

e Toreceive regular updates on the delivery of the People Strategy and its link with
quality and safety

Membership of the Committee

The committee shall comprise:

Non Executive Director (Chair)

Non Executive Director (Vice Chair)

2 x Non-Executive Directors + Associate Non-Executive Director (if determined by the
Trust Chairman)
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Chief Nurse

Chief Medical Officer

Chief Pharmacist

Director of Quality Governance
Lead Allied Health Professional
Patient Council Representative
Head of Corporate Affairs

It is expected that all members will attend 9 out of 12 committee meetings per
financial year. If Directors are unable to attend a meeting they will send a deputy.

An attendance record will be submitted to the committee for information and action at
each meeting.

The Trust Board will ensure that the Committee membership is refreshed and that
undue reliance is not placed on particular individuals when undertaking the
responsibilities of the committee.

The Director of Workforce and Organisational Development will attend on a quarterly
basis to present an update on the People Strategy and the links between workforce
and patient care, quality and safety.

Chairman of the Committee
The Chairman of the Committee shall be a Non Executive Director and the Vice
Chairman shall be a Non Executive Director.

Quorum

The quorum shall be a minimum of 6 members, to include at least one Executive
Director and two Non Executives. Associate Non-Executive Directors will count for
quoracy and decision making purposes.

Meetings
The Quality Committee will meet 12 times per year on a monthly basis. Additional
meetings will be called at the request of the Chair of the Committee.

Attendance at meetings

Other senior employees may be invited to attend by the chair, particularly when the
committee is discussing an issue that is the responsibility of that employee. The
following staff will be expected to attend meetings at the invitation of the Chair:
Chief Operating Officer

Health Group Triumvirate Directors

Assistant Director of Information

R&D Manager

The Committee will be open to all Non Executive Directors to attend as observers.

Notice of meetings

Meetings of the committee shall be set prior to the start of the calendar year by the
Quality Governance Officer. Notice of each meeting, including an agenda and
supporting papers, shall be forwarded to each member of the committee not less
than five days before the date of the meeting.
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Agenda and action points

The agenda will be agreed with the Chairman of the committee. The agenda and
action points of all meetings of the committee shall be produced in the standard
agreed format of the Trust and kept by the Quality Governance Officer.

Reporting arrangements

The proceedings of each meeting of the committee shall be reported to next meeting
of the Board. The Chairman of the meeting shall draw the attention of the Board to
any issues that require disclosure or require executive action. The Chairman is
required to inform the Board on any exceptions to the annual work plan.

Duties and Responsibilities of the Committee
The committee is required to fulfil the following responsibilities:

11.1  Meet the annual objectives of the committee.

11.2  Produce an annual work plan in the agreed Trust format in line with the
objectives.

11.3 Report to the Trust Board any exceptions to the achievement of the annual
work plan and resulting risks.

11.4 Produce an annual report setting out the achievements of the committee and
any gaps in control, effectiveness of reporting arrangements from sub-
committees and to the Board, responding to actions delegated from the Trust
Board and achievement of the Terms of Reference.

11.5 Monitor, review and recommend any changes to the terms of reference
annually to the Trust Board.

Authority

The Committee is authorised by the Board to investigate any activity within its terms
of reference. Itis authorised to seek the information it requires from any employee,
and all employees are directed to co-operate with any request made by the
committee.

The committee is authorised by the Trust Board to obtain independent professional
advice and to secure the attendance of people/organisations from outside the Trust.

Relationships with other committees
The committee receives escalation reports from the:
e Patient Safety and Clinical Effectiveness Committee
e Patient Experience Committee
e Operational Risk and Compliance Committee
¢ Non-Clinical Quality Committee

This committee must escalate any issues to the Trust Board by presenting the
minutes following each meeting.

Actions escalated to the committee must be recorded within the minutes/report to the
Quality Committee and highlighted to the committee.

The committee shall have a standing agenda item for matters delegated from the
Trust Board.
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Administration

The committee shall be supported administratively by the Quality Governance Officer
who will agree the agenda with the Chairman, collate all necessary papers, attend
meetings to take minutes, keep a record of matters arising and issues to be carried
forward and generally provide support to the Chairman and members of the
committee.

Date previous approved by Trust Board: July 2022
Date updates received by Trust Board:
Review date:  July 2023
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QUALITY COMMITTEE WORKPLAN 2023/24

AGENDA ITEM WHO MAR | APR | MAY | JUN | JUL | AUG | SEPT | OCT | NOV | DEC | JAN | FEB | MAR
Quality Governance

Annual Committee Report and Effectiveness Review SR X

Board Assurance Framework SR/RT X X X X

Care Quality Commission Update SR X X X X X X X X X X X X
Quality Strategy Updates SR X X X X
Risk Strategy Update SR/RT X X

Quality Accounts (Jan — progress / Apr process / Jun draft approval) SR X X X X

Fundamental Standards (twice a year) JL X X

Infection Prevention and Control Board Assurance Framework JL X X X X
Workforce Report JL X X X X X X X X X X X
CQUIN (Quarterly Updates) SR X X X X
Patient Safety

Quality Report JL X X X X X X X X X X X X
Patient Safety Quarterly Update SR X X X X X
Mortality - Learning from Deaths framework (inc Medical Examiner) MP X X X X
Infection Prevention and Control Update JL X X X
Maternity Report inc CNST and Maternity Safety Champions LC X

Medicines Safety and Optimisation — Bi-Annual report JG X X

Emergency Medicine Safety Champions Quarterly Update

Patient Experience

Patient Experience Quarterly Update SR X X X
Safeguarding Update JL X X X X X
Safeguarding Annual Report and Action Plan JL X

Clinical Effectiveness

Research and Innovation Strategy MP X X

Effectiveness Quarterly Update SR X X X X

Clinical Assurance of CRES/QIA JL X X

Committee Escalation Reports

Patient Experience Sub-Committee JL X X X X X X
Patient Safety and Clinical Effectiveness Sub-Committee MP X X X X X X
Operational Risk and Compliance Sub-Committee SR X X X X X

Non Clinical Quality Sub-Committee SR X X X

Safety Oversight Group SR X X X X X X X X X X X X
Deep Dive / Escalation Reports Overaltpage-64-of

488



Mental Health Patients JLKR X

Falls Annual Report JL/RH

Tissue Viability JL/ DF X
Neonatal AM X

VTE MP X
Medication Errors JG

Sepsis / Early Assessment MP

Work Stream Updates

Theatres Work Stream inc NatSSips2 and Medicine Management MP

Consent Work Stream MP

Digital Work Stream X
Nutrition JL X
Health Group Governance SR X
Policies and Procedures SR
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Hull University Teaching Hospitals NHS Trust

Agenda Meeting | Quality Committee Meeting 26 June 2023

Item Date

Title Quality Committee Effectiveness Review

Lead Suzanne Rostron, Director of Quality Governance

Director

Author Rebecca Thompson, Head of Corporate Affairs

Report

previously | The report is considered annually by the Committee and the Trust Board

considered

by (date)

Purpose of the Report Reason for submission to the Link to CQC Domain Link to Trust Strategic Objectives

Trust Board private session 2022/23

Trust Board Approval Commercial Confidentiality Safe v Honest Caring and Accountable Future | ¥

Committee Agreement v Patient Confidentiality Effective v" | Valued, Skilled and Sufficient Staff v

Assurance v Staff Confidentiality Caring v High Quality Care v

Information Only Other Exceptional Circumstance Responsive v Great Clinical Services v

Well-led v Partnerships and Integrated Services | ¥

v
v

Research and Innovation

Financial Sustainability

Key Recommendations to be considered:

The Quality Committee is asked to:
e Review the information in this report
e Agree the proposed actions in item 6
e Decide if any further information/assurance is required.
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1. Purpose of the report
To highlight the reports received by the Quality Committee for assurance purposes during 2022/23. To highlight other areas of assurance
received at the Trust Board, Board Development, the NED meeting and Performance and Finance Committee.

2. Background
In July 2022 the effectiveness review of the Quality Committee was presented to the Trust Board. The results were positive with comments
including the alignment of the Board Assurance Framework to the work of the Quality committee and alignment of the Quality and Trust

Strategies.

Hull University Teaching Hospitals NHS Trust

June 2023

Quality Committee Effectiveness/Assurance 2022/23

The Quality Committee reviews the workplan at every meeting and can request any changes/additions at any time. There is also an annual
review of the Terms of Reference.

3. Assurance that the Quality Committee received 2022/23

Table 1 highlights the assurance received in 2022/23 at the Quality Committee.

Table 1.

April 2022 | Quality Committee | Quality Report BAF —
BAF — Quality Quality
Risks Risks
CQC Update
Quality
Accounts
May 2022 | Quality Committee | Quality Report Enhanced | Cardiology Learning from deaths
monitoring | Update ORCsC highlight report
— Quality Ophthalmology Sl thematic review
Delivery
Group
paper
June 2022 | Quality Committee | Annual Falls CNST Maternity Patient Safety | Cardiology Update Report
report Scheme Report Quarterly Dementia and Delirium
Atain Report Update
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BAF — Quality
Risks
Safeguarding
Report
Quality Report

July 2022

Quality Committee

CQC Update
Report
Safeguarding
Adults/Children
annual reports
Quality Report

CQl and Quality Strategy
IPC Quality Report
ORCsC highlight report
NCQC highlight report

August
2022

Quality Committee

Safeguarding
report
Quality Report

CNST Report
PMRT Report
MCOC Report
PQSAG Report

Anti-microbial Stewardship
Mortality and learning from deaths
PSCEsC highlight report

September
2022

Quality Committee

Patient Safety
Update
Fundamental
Standards
Update
Safeguarding
Report

Quality Report

Patient Safety
Quarterly
Update

CQUIN

October
2022

Quality Committee

Quality Report
National
Inpatient
Survey Report
CQC Update
BAF Quality
Risks

Neonatal Quality
Indicators/GIRFT
Update

ATAIN

CNST

PMRT

East Kent review

IPC Update

Research and Innovation Update
ORCsC highlight report

NCQC highlight report

PSCEsc highlight report

November
2022

Quality Committee

CQC Concerns
Action Plan
Quality Report
Quality
Strategy
Safety
Oversight
Group TOR

Maternity
Services
Thematic
Review

Cardiology
Update
Report

Learning from Morbidity and Mortality
Risk Management Strategy
ORCsc highlight report
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December
2022

Quality Committee

Quality Report
Patient Safety
Quarterly
Update
Safeguarding
Report
Clinical
Effectiveness
Update
Quality
Strategy

CcQC
Report/urgent
CQC concerns
action plan
Safety
Oversight
Group
Assurance
Report

PQSAG

ED
Assurance
Report

Patient Safety
Quarterly
Update

Medical certificate cause of death delays
PSCE highlight report
NCQC highlight report

January
2023

Quality Committee

Clinical
Effectiveness
CQC Update
Quality Report
Safety
Oversight
Group
Assurance

CQC-ED
Assurance
report

MD, LD and Autism Strategy
IPC Report

Risk Management Strategy
CQUIN Update

PSCEsc highlight report
Complaints recovery plan

February
2023

Quality Committee

Quality BAF
risks

CQC report
Safety
Oversight
Group report
Quality
Assurance
visits

Quality Report

ATAIN
CNST
PMRT

CQCED
assurance
report

VTE Report

Tissue Viability presentation

PSIRF transition

Learning from deaths

Patient Experience and Engagement report
PSCEsc highlight report
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2023

Quality Committee

CQC Report
Quality
Accounts
Fundamental
standards
report

Quality report
Safety
Oversight
Group

CQC Maternity
Action Plan

CQC ED
assurance
report

Patient Safety
Update Report

IPC BAF
ORCsc highlight report

4. Further Assurance
Table 2 highlights further assurance received by the Board and NEDs in 2022/23.

Table 2

NED Meetings

CEO Update
every meeting

East Kent Report
Review of Maternity

CEO Update every
meeting
ED Action Plan

Staff Morale
Zero 30

Weekly NED Flash

ED Performance

Other performance indicators

Development

CQC Inspection

Criteria to reside

Report Ambulance Handovers

Trust Board CQC Reports Maternity Reports, Performance Report, TAVI Finance Report, every meeting
CNST, PMRT, ATAIN every meeting presentation BAF Report quarterly
Ockenden Update, and review
Maternity Sis

Board CQC Well-Led Patients with No Board Assurance Framework

Strategic Objectives

National Staff Survey

Elective Recovery

Mortality

Health Inequalities

Dementia

PSIRP

Antimicrobial Resistance

Mental Health, Learning Disabilities and Autism
Organ Donation

Performance and
Finance

Performance Report,
every meeting
ED Presentation

Finance Report, every meeting
BAF Report quarterly
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The following table shows what we knew and discussed in 2022/23.

ED

Maternity

Surgery

Enhanced monitoring (NHSEI) for Quality in relation
to Urgent and Emergency Care since May 21 with
regular updates to Quality Committee. These
meetings stopped whilst the ICB were building their
structures.

Risk of overcrowding in ED raised to 25 in October

2022 — the only risk on the risk register to have this

rating. HUTH’s version of the Bristol Model was the
immediate response to this.

A cluster of Sis in ED in October 2022 demonstrating
harm caused by failure to monitor the deteriorating
patient.

Consistent non-achievement of A&E targets.

12 hour breaches following years of this never
happening.

Between 170-200 no criteria to reside patients
continuously.

Lowest staff survey results since 2015 (which then
deteriorated further)

Whistleblower to the CQC August 2022

NSHEI external review of Ockenden actions positive
— however an action arising from this was the
implementation of BSOTS via Badgernet. This has
been delayed on a number of occasions.

Quarterly reports (as required for CNST and
Ockenden) detailing PMRT outputs.

All maternity Sls to the Trust Board.

East Kent presentation to QC and Board (Oct and
Nov 22) — clearly showing similarities in some
areas.

Maternity Thematic Review presented to QC in
November 2022 — again with the action to
implement BSOTS.

IVF footprint agreed to be used to separate ADU
and triage — lengthy delays due to being a PFI
building

Medical staffing challenges regularly raised with a
plan to address over a number of years — the ask
was for 12 additional consultants which could not be
met immediately.

Board approval to pause continuity of carer due to
patient safety and not enough midwives to run the
service.

Poor patient survey.

Lowest staff survey results since 2015 (which then
deteriorated further)

High profile case striking a midwife off the register
highlighting the cultural challenges in the
department.

Whistleblower to the CQC (October 2022)

Cultural programme and leadership development in
response to cultural concerns

Enhanced monitoring (NHSEI) for Quality in relation to
elective recover since May 21 with regular updates to Quality
Committee. These meetings stopped whilst the ICB were
building their structures.

7 Never Events

Thematic review of Never Events to QC.

Negative internal assurance visit.

Lowest staff survey results since 2015 (which then
deteriorated further)
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5. 2022/23 Effectiveness Review Results
It is good governance practice to review the effectiveness of the Trust Board and its reporting committees periodically. The Trust undertakes
this annually and has adapted a more detailed pro forma for this year’s review to gain greater levels of feedback.

Each Committee member has been asked to complete a questionnaire regarding the effectiveness of the Quality Committee. Responses are
anonymous to give confidence in providing narrative comments as well as scores. The scores for each statement are from 1 (poor or never) to
5 (excellent or always). The amalgamated and averaged scores are attached at appendix 1 for review and verbatim comments have been
included for the Committee’s information below. The amalgamated scores show that the Committee is effective due to scoring being 3 and
above, with the majority of scores being 4.

There were 7 responses submitted. Each response gave a score to each question.

There are some narrative comments to draw the Committee’s attention to:
e Open channels of communication — NED reporting to the Board to provide assurance could be strengthened
¢ Meetings and administration — current challenges/meet often enough but agenda content often large/the meeting meets often but the
agendas are busy and sometimes difficult to get through
Committee Chair - Recent change and recognises that time is a factor and is trying to establish processes to move this forward
Risk and control frameworks - This is developing with new ways of working with PSIRF
Composition - Internal skill mix seems right
Meetings and administration — Time is a challenge, even allowing that paper are pre-read it is hard for all matters to be covered
Quality and quantity of information — Lots of data which isn’t always explained or summarised
Timeliness of information — Items often arrive too late to properly review
Agenda items — As a presenter to the committee it has been unclear what information is expected from an annual report or deep dive
e.g presentation or report and timeframe to deliver
Annual reporting — question not clear
e Managing Committee meetings and discussions — This is better now with in the room discussions but was difficult on teams
¢ Risk Management — Board Assurance Framework is presented quarterly/ICB quality attendance could be strengthened. Lay rep
perhaps have 2 people to ensure attendance

These comments, once discussed at the Quality Committee will be presented to the Board in July and any improvements agreed will be
actioned by the Corporate Team for the coming year.

6. Actions following the review
We are proposing the following actions to improve effectiveness in 2023/24
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o Papers to be received at least 5 days before the meeting to give members time to read them

¢ Information packs to include the monthly Quality Report and any detail behind the deep dives (e.g. Quality Improvement Plan and any
associated reports to other committees)

e CQC report to be presented as the presentation to the Quality Improvement Group. This will incorporate the deep dives related to the
CQC for that month (again the full report and appendices will be provided but will be taken as read with the presentation highlighting key
issues and committee members expected to ask questions)

o Expectation that all Committee members liaise with their Executive sponsor with responsibility for their area as to what their
report/presentation should contain when asked to present information or prepare a deep dive

7. Recommendations
The Quality Committee is asked to:
e Review the information in this report
e Agree the proposed actions in item 6
e Decide if any further information/assurance is required.

Rebecca Thompson
Head of Corporate Affairs
June 2023
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Assessment of the effectiveness of Board Committees

NAME OF COMMITTEE YOUR REVIEW RELATES TO: Quality Committee — amalgamated average scores (7 responses)

Key

ORwWN=

Hardly ever / poor

Occasionally / below average
Some of the time / average

Most of the time / above average
All of the time / fully satisfactory

Please give each question a score or N/A by entering ‘X’ in the appropriate box. You can provide comments against any question to give examples, illustrate
what improvement would look like or describe something that is done well, and you would want to see remain the same.

Behaviours

Question

N/A

Comment

1.

Strategy

All Committee members have a clear understanding of the
orgainisation’s strategy, and how the work of the Committee links to
it.

2. | Managing Committee meetings and discussions
Committee meetings encourage a high quality of debate with robust
and probing discussions.

3. | Managing internal relationships
Committee members make decisions objectively in the best interests
of the organisation and feel collectively responsible for achieving
organisational success.

4. | Consideration of impact
Consideration is given to the impact of decisions on
stakeholders/patients.

5. | Committee members’ own skills
Committee members recognise the role which they and each of their
colleagues is expected to play and have the appropriate skills and
experience for that role.

6. | Reaction to events

The Committee responds positively and constructively to events in
order to enable effective decisions and implementation and to
encourage transparency.
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Question

N/A

Comment

There are no surprises
Committee members are kept fully informed of relevant sensitive and
difficult issues.

Committee Chairman

The Committee Chairman’s leadership style and tone promotes
effective decision-making constructive debate and ensures that the
Committee works as a team.

Decisions
After a decision has been made, it is clear who is responsible for
implementing it, and by when.

10.

Attendance and contribution to meetings
All Committee members attend and actively contribute at meetings.

11.

Open channel of communications
The Committee has open channels of communication with the Board
and others and is properly briefed.

12.

Risk and control frameworks

The Committee’s approach to reviewing risk in the organisation is
open and questioning, and looks to learning points from events,
rather than blame.
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Processes

Question

N/A

Comment

Composition
The Committee is the right size and has the best mix of skills to
ensure its optimum effectiveness.

Terms of reference

The terms of reference for the Committee are appropriate, with
clearly defined roles and responsibilities, ensuring the right issues
are being addressed.

Secretariat
The secretariat functions acts as an appropriate conduit for the
provision of information to the Committee..

Meetings and administration
The Committee meets sufficiently often, such that agenda items can
be properly covered in the time allocated.

Quality and Quantity of information
The quality and quantity of information received is appropriate and
helps Committee members fulfil their role.

Timeliness of information
Information is received in sufficient time to allow for proper
consideration, with scope for additional briefing if necessary.

Agenda items
The Committee cycle agenda covers all matters of importance to the
Committee and to the Trust.

Annual reporting
The Committee makes best use of its annual reporting.

Stakeholders
The Committee has defined its stakeholders and ensures that the
organisation has the right level of contact with them.

10.

Risk management

The Committee uses an active and well-structured process to
manage risk, taking account of the organisation’s activities and the
breadth of functions across the business.
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Agenda Meeting | Performance and Finance Committee | Meeting 22.05.23
Item Date
Title Performance and Finance Committee Terms of Reference
Lead Suzanne Rostron, Director of Quality Governance
Director
Author Rebecca Thompson, Head of Corporate Affairs
Report
previously | The TOR are considered annually by the Committee
considered
by (date)
Purpose of the Reason for Link to CQC Link to Trust Strategic
Report submission to the Domain Objectives 2021/22
Trust Board private
session
Trust Board Commercial Safe Honest Caring and
Approval Confidentiality Accountable Future
Committee Patient Effective Valued, Skilled and
Agreement Confidentiality Sufficient Staff
Assurance Staff Confidentiality Caring High Quality Care
Information Only Other Exceptional Responsive Great Clinical
Circumstance Services
Well-led Partnerships and

Integrated Services

Research and
Innovation

Financial
Sustainability

Key Recommendations to be considered:

The Committee is asked to:
e Consider the changes made in the document

e Agree the Terms of Reference and recommend approval at the July 2023 Trust Board
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Hull University Teaching Hospitals NHS Trust
Performance and Finance Committee
Terms of Reference

Formation of this Committee

The Performance and Finance Committee is a Committee of the Trust Board and has
been established in accordance with Corporate Policy CP105 Standing Orders,
Reservation and Delegation of Powers and Standing Financial Instructions.

The Committee has formal terms of reference and powers as delegated by the Trust
Board.

Role

The Committee is responsible for seeking assurance on the planning and successful
delivery of key performance measures both financial and operational, with a focus on
sustained performance and future delivery.

The key performance measures which fall within the remit of the Performance and
Finance Committee are the NHS Constitution standards relating to access and
indicators relating to the delivery of the Trust’s financial plan.

In line with the Trust’s scheme of delegation the Committee is charged with reviewing
and authorising business cases or recommending business cases to the Board for
authorisation, if beyond the Committee’s delegated limit.

Responsibilities

NHS Constitution standards (access)

3.1 To gain assurance that the organisation has, at all times, robust and effective
operational planning systems in place (including demand and capacity) for
delivering contract levels of activity

3.2 To gain assurance that the organisation has, at all times, robust and effective
performance management systems in place relating to delivery of the access
targets.

3.2 To seek assurance that controls are in place, and operating effectively to

mitigate the risks to the successful delivery of access targets

3.3 Review the plans for winter and make recommendations to the Board for
adoption. Monitor delivery of the plans.

3.4 To ensure that the Board is informed of significant issues, underperformance,
deviation from plans and to provide assurance on action being taken

3.5 To seek assurance that agreed recovery plans are being implemented in a
timely fashion and delivering the required outcomes

Financial Performance
3.6 To seek assurance that the organisation has a robust and effective financial
planning and performance management systems in place.

3.7 To seek assurance on the production and implementation of long term financial
plans (including capital) having regard to relevant national guidance,
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commissioning plans, and resource availability both internally and within the local
health economy in order to support the Board in its decision making.

3.8 To consider loan applications prior to recommending approval by the Trust Board
3.9 To seek assurance that controls are in place and operating effectively to mitigate
the risks to the successful delivery of financial performance, including cash

releasing efficiency schemes (CRES) and agency caps.

3.10 To ensure that the Board is informed of significant issues, underperformance,
deviation from plans and to provide assurance on action being taken

3.11 To seek assurance that agreed recovery plans are implemented in a timely
fashion and resulting in improved outcomes

3.12 To receive assurance that Service Line Management is in place and Patient level
costing is being developed and used to support delivery of the Trust's financial
objectives

3.14 To receive assurance on the work being undertaken in relation to GIRFT

Overall Financial & Operational Planning

3.16 To provide overview and scrutiny to the development of the Trust’s annual and
longer term plans (as required by relevant National Guidance) for financial and
operational performance and is line with the Trust Strategy, ensuring that the
Trust’s financial plan is consistent with the Trust’s operational plan and reflective
of the Trust’s goals

3.17 Ensure that the annual plans (operations, revenue and capital) are consistent
with, and supportive of, relevant Trust wide strategies - Clinical Services, IM&T
and Estates

3.18 To recommend to the Trust Board the approval of the Annual Operating Plan in
relation to operational performance and financial plans.

3.19 Review the risks on the Board Assurance Framework relevant to the remit of the
Committee (NHS Constitution Standards and Finance) to ensure that controls are
in place and mitigating action is effective

Investment

3.20 In line with the Trust’s approved scheme of delegation scrutinise all business
cases for proposed capital investment that require either Performance and
Finance Committee or Trust Board approval, ensuring that outcomes and
benefits are clearly defined, are measurable and support delivery of the Trust’s
goals

3.21 Evaluate, scrutinise and approve investment (and dis-investment) proposals within

delegated limits, making recommendations to the Board in line with Standing
Orders, Standing Financial Instructions
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10.

3.22 To receive assurance from the Capital Resource Allocation Committee that in-
year capital investment is being spent as planned and delivering planned benefits.

Membership of the Committee
The Committee shall comprise:

Non-Executive Director (Chair)

2 Non-Executive Directors (one of whom will be designated as vice chair)
Chief Financial Officer

Chief Operating Officer

Deputy Director of Finance

Operational Director of Finance

Other officers will be invited to attend the Committee to speak to specific agenda items:
¢ Director of Estates, Facilities and Development

e Director of Strategy

e Programme Director for Scan4Safety

¢ Joint Chief Information Officer

It is expected that all members will attend at least 10 out of 12 committee meetings per
financial year. If Executive Directors are unable to attend a meeting they will be
represented by a deputy who has the authority to make decisions on their behalf.

An attendance record will be submitted to the Committee for information and action at
each meeting.

The Trust Board will ensure that the Committee membership is refreshed and that
undue reliance is not placed on particular individuals when undertaking the
responsibilities of the Committee.

Chairman of the Committee
The Chairman and Vice Chairman of the committee shall be Non Executive Directors.

Quorum
The quorum shall be a minimum of 4 out of 6 members. Of these 2 must be Non
Executive Directors, one Executive Director and one other officer.

Meetings
The Committee shall meet 12 times a year. The chair may at any time convene
additional meetings of the Committee to consider business that requires urgent
attention.

Attendance at meetings
Other senior employees may be invited to attend by the chair, particularly when the
Committee is discussing an issue that is the responsibility of that employee.

Notice of meetings

Meetings of the Committee shall be set at the start of the calendar year by the Head of
Corporate Affairs. Notice of each meeting, including an agenda and supporting papers,
shall be forwarded to each member of the Committee not less than five working days
before the date of the meeting.

Agenda and action points

The agenda and action points of all meetings of the Committee shall be produced in
the standard agreed format of the Trust and kept by the Head of Corporate Affairs.
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1.

12

13.

14.

Reporting Arrangements

The proceedings of each meeting of the Committee shall be reported to next meeting
of the Board following production of the minutes. The Chair of the meeting shall draw
the attention of the Board to any issues that require disclosure or require Board action.
The Chair is required to inform the Board on any exceptions to the annual work plan or
strategy.

The committees reporting in to the Performance and Finance Committee are Capital
Resource Allocation Committee and the Carter Steering Group.

Duties and Responsibilities of the Committee
The Committee is required to fulfil the following responsibilities:

12.1 Produce an annual work plan in the agreed Trust format, in line with the
objectives set, for approval by the Trust Board.

12.2 Produce an annual report setting out the achievements of the committee and any
gaps in control or effectiveness of reporting arrangements

12.3 Communicate and consult with the Health Groups and Directorates in achieving
the objectives of the annual work plan, policy or strategy.

12.4 Monitor, review and recommend any changes to the terms of reference annually
to the Trust Board

Scheme of Delegation
The Performance and Finance Committee will have delegated responsibility as
follows:

Capital Cost Approving Board / Committee
£3m+ Trust Board
£3m — Less than £3m Performance and Finance Committee
£0.5m — Less than £2m Executive Management Board
£5k — Less than £0.5m Capital Resource Allocation Committee

Note: Any business case deemed to be a high financial risk per Trust Business Case
Guidance will also require approval at the next level of authority.

Additional external approval is currently required for schemes with a capital cost
above £5m as follows:

e NHS Improvement (NHSI) over £5m
o NHSI, Department of Health and Treasury over £50m

Authority

The Committee is authorised by the Board to investigate any activity within its terms of
reference. It is authorised to seek the information it requires from any employee, and
all employees are directed to co-operate with any request made by the committee,
including representation where appropriate at Committee Meetings.

The Committee is authorised by the Trust Board to obtain independent professional
advice and to secure the attendance of people/organisations from outside the Trust.
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15.

16.

Relationship with Other Committees

The Committee receives information and assurances from the Trust’s internal
performance review processes and meetings The Committee will receive updates from
the Capital Resource Allocation Committee.

The Committee works closely with the Trust’s Quality Committee. The Trust Board is
responsible for ensuring that clarity exists between the Performance & Finance
Committee and the Quality Committee in terms of which measures each Committee is
responsible for monitoring performance against. It is the responsibility of the respective
Chairs of each Committee to ensure that issues of common interest or overlap are
effectively communicated and managed between the Committees.

The Performance and Finance Committee may refer issues to the Audit Committee or
be requested to consider issues raised by the Audit Committee.

Administration

The Committee is supported administratively by the Head of Corporate Affairs, who will
agree the agenda with the Chairman, collate all necessary papers, attend meetings to
take minutes, keep a record of matters arising and issues to be carried forward and
generally provide support to the Chairman and members of the Committee.

Date previously approved by Trust Board: July 2022
Date updates received by Trust Board: July 2022
Review date: May 2023
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PLANNING

Financial Planning Process inc budgets
Operational Planning

Winter Planning Process

Long Term Financial Planning
Procurement Strategy

IM&T inc. digital exemplar

Capital Planning 2023/24
CONTRACTING

Demand, Capacity and Activity
PERFORMANCE

Performance Report / Elective Recovery
Screening Programme Update
Changes in Performance Standards
FINANCE REPORTS

Finance Report

Productivity and Efficiency

Costing

Nursing Workforce Meeting
ASSURANCE AND GOVERNANCE
Board Assurance Framework

Business Cases

Investment and Disinvestment

Capital Resource Allocation Committee
Scan4Safety

Getting it right first time (GIRFT)
Contract Approval

Terms of Reference

Review of Committee Effectiveness

SE
JR
JR
SE
EJ

SM
AD

ER
JM
ER

SE
SE
AD
JL

RT
AD
RE
MP

RT
RT

JIi I}
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Hull University Teaching Hospitals NHS Trust

Agenda Meeting | Performance and Finance Meeting | 26.06.23
Item Committee Date
Title Committee Effectiveness Review
Lead Suzanne Rostron, Director of Quality Governance
Director
Author Rachel Boulton, Quality Governance Officer
Report
previously | The effectiveness review is carried out annually.
considered
by (date)
Purpose of the Reason for Link to CQC Link to Trust Strategic
Report submission to the Domain Objectives 2021/22
Trust Board private
session
Trust Board Commercial Safe Honest Caring and
Approval Confidentiality Accountable Future
Committee v | Patient Effective Valued, Skilled and
Agreement Confidentiality Sufficient Staff
Assurance v | Staff Confidentiality Caring High Quality Care
Information Only Other Exceptional Responsive Great Clinical
Circumstance Services
Well-led Partnerships and

Integrated Services

Research and
Innovation

Financial
Sustainability

Key Recommendations to be considered:

The Committee is asked to review the attached report and mean average scores and
agree any relevant improvement actions that should be taken in response. The
Committee is also asked if there are any recommendations to make to the Trust Board.
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Hull University Teaching Hospitals NHS Trust

Performance and Finance Committee
Committee Effectiveness Review

1. Background

It is good governance practice to review the effectiveness of the Trust Board and its
reporting committees periodically. The Trust undertakes this annually and has adapted a
more detailed pro forma for this year’s review to gain greater levels of feedback.

2. Process

Each Committee member has been asked to complete the pro forma overleaf.
Responses are anonymous to give confidence in providing narrative comments as well
as scores. The scores for each statement are from 1 (poor or never) to 5 (excellent or
always).

The attached pro forma includes all questions asked and the mean average of the
scores given by committee members in respect of these meetings.

The verbatim comments are taken directly from forms. Each sentence represent one
person’s individual view, where offered.

There were 4 responses submitted out of a possible 7. Each response gave a score to
each question.

3. Summary of feedback
Of the members and attendees that responded the Committee scored mainly a mixture
of 4’s and 5’ across the review.

Areas scoring less than a 4 or 5 were:
¢ Quantity of information (no comment attached)

¢ Consideration of impact on patients and stakeholders (no comment attached)

e There are no surprises (no comment attached)

o Composition (largely made up of the Trust Board members)

e Timeliness (information is usually out of date due to data submission timeframes
which are nationally mandated but members contribute with latest, most up to
date additional information)

e Stakeholders (not sure who the stakeholders are and/or whether the contact is
appropriate/the relationship with new ICS stakeholders is not yet mature)

4. Recommendation

The Committee is asked to review the attached report and mean average scores and
agree any relevant improvement actions that should be taken in response. The
Committee is also asked if there are any recommendations to make to the Trust Board.

Rebecca Thompson

Head of Corporate Affairs
June 2023
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Assessment of the effectiveness of Board Committees

NAME OF COMMITTEE YOUR REVIEW RELATES TO: Performance and Finance Committee

Key

ORWN=

Hardly ever / poor

Occasionally / below average
Some of the time / average

Most of the time / above average
All of the time / fully satisfactory

Please give each question a score or N/A by entering ‘X’ in the appropriate box. You can provide comments against any question to give examples, illustrate
what improvement would look like or describe something that is done well, and you would want to see remain the same.

Behaviours

Question

N/A

Comment

1.

Strategy

All Committee members have a clear understanding of the
organisation’s strategy, and how the work of the Committee links to
it.

2. | Managing Committee meetings and discussions
Committee meetings encourage a high quality of debate with robust
and probing discussions.

3. | Managing internal relationships
Committee members make decisions objectively in the best interests
of the organisation and feel collectively responsible for achieving
organisational success.

4. | Consideration of impact
Consideration is given to the impact of decisions on
stakeholders/patients.

5. | Committee members’ own skills
Committee members recognise the role which they and each of their
colleagues is expected to play and have the appropriate skills and
experience for that role.

6. | Reaction to events

The Committee responds positively and constructively to events in
order to enable effective decisions and implementation and to
encourage transparency.
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Question

N/A

Comment

There are no surprises
Committee members are kept fully informed of relevant sensitive and
difficult issues.

Committee Chairman

The Committee Chairman’s leadership style and tone promotes
effective decision-making constructive debate and ensures that the
Committee works as a team.

Decisions
After a decision has been made, it is clear who is responsible for
implementing it, and by when.

10.

Attendance and contribution to meetings
All Committee members attend and actively contribute at meetings.

11.

Open channel of communications
The Committee has open channels of communication with the Board
and others and is properly briefed.

12.

Risk and control frameworks

The Committee’s approach to reviewing risk in the organisation is
open and questioning, and looks to learning points from events,
rather than blame.

Processes

Question

N/A

Comment

Composition
The Committee is the right size and has the best mix of skills to
ensure its optimum effectiveness.

Terms of reference

The terms of reference for the Committee are appropriate, with
clearly defined roles and responsibilities, ensuring the right issues
are being addressed.

Secretariat
The secretariat functions acts as an appropriate conduit for the
provision of information to the Committee.
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Meetings and administration
The Committee meets sufficiently often, such that agenda items can
be properly covered in the time allocated.

Quantity of information
The quantity of information received is appropriate and helps
Committee members fulfil their role.

Quality of information
The quality of information received is appropriate and helps
Committee members fulfil their role.

Timeliness of information
Information is received in sufficient time to allow for proper
consideration, with scope for additional briefing if necessary.

Agenda items
The Committee cycle agenda covers all matters of importance to the
Committee and to the Trust.

Annual reporting
The Committee makes best use of its annual reporting.

Question

N/A

Comment

10.

Stakeholders
The Committee has defined its stakeholders and ensures that the
organisation has the right level of contact with them.

The relationship with new ICS stakeholders
is not yet mature

11.

Risk management

The Committee uses an active and well-structured process to
manage risk, taking account of the organisation’s activities and the
breadth of functions across the business.
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Assessment of the effectiveness of Board Committees

NAME OF COMMITTEE YOUR REVIEW RELATES TO: Performance and Finance Committee

Key

ORWN=

Hardly ever / poor

Occasionally / below average
Some of the time / average

Most of the time / above average
All of the time / fully satisfactory

Please give each question a score or N/A by entering ‘X’ in the appropriate box. You can provide comments against any question to give examples, illustrate
what improvement would look like or describe something that is done well, and you would want to see remain the same.

Behaviours

Question

N/A

Comment

1.

Strategy

All Committee members have a clear understanding of the
organisation’s strategy, and how the work of the Committee links to
it.

2. | Managing Committee meetings and discussions
Committee meetings encourage a high quality of debate with robust
and probing discussions.

3. | Managing internal relationships
Committee members make decisions objectively in the best interests
of the organisation and feel collectively responsible for achieving
organisational success.

4. | Consideration of impact
Consideration is given to the impact of decisions on
stakeholders/patients.

5. | Committee members’ own skills
Committee members recognise the role which they and each of their
colleagues is expected to play and have the appropriate skills and
experience for that role.

6. | Reaction to events

The Committee responds positively and constructively to events in
order to enable effective decisions and implementation and to
encourage transparency.
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Question

N/A

Comment

There are no surprises
Committee members are kept fully informed of relevant sensitive and
difficult issues.

Committee Chairman

The Committee Chairman’s leadership style and tone promotes
effective decision-making constructive debate and ensures that the
Committee works as a team.

Decisions
After a decision has been made, it is clear who is responsible for
implementing it, and by when.

10.

Attendance and contribution to meetings
All Committee members attend and actively contribute at meetings.

11.

Open channel of communications
The Committee has open channels of communication with the Board
and others and is properly briefed.

12.

Risk and control frameworks

The Committee’s approach to reviewing risk in the organisation is
open and questioning, and looks to learning points from events,
rather than blame.

Processes

Question

N/A

Comment

Composition
The Committee is the right size and has the best mix of skills to
ensure its optimum effectiveness.

Terms of reference

The terms of reference for the Committee are appropriate, with
clearly defined roles and responsibilities, ensuring the right issues
are being addressed.

Secretariat
The secretariat functions acts as an appropriate conduit for the
provision of information to the Committee.
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Meetings and administration
The Committee meets sufficiently often, such that agenda items can
be properly covered in the time allocated.

Quantity of information
The quantity of information received is appropriate and helps
Committee members fulfil their role.

Quality of information
The quality of information received is appropriate and helps
Committee members fulfil their role.

Timeliness of information
Information is received in sufficient time to allow for proper
consideration, with scope for additional briefing if necessary.

Agenda items
The Committee cycle agenda covers all matters of importance to the
Committee and to the Trust.

Annual reporting
The Committee makes best use of its annual reporting.

Question

N/A

Comment

10.

Stakeholders
The Committee has defined its stakeholders and ensures that the
organisation has the right level of contact with them.

11.

Risk management

The Committee uses an active and well-structured process to
manage risk, taking account of the organisation’s activities and the
breadth of functions across the business.
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Assessment of the effectiveness of Board Committees

NAME OF COMMITTEE YOUR REVIEW RELATES TO: Performance and Finance Committee

Key

ORWN=

Hardly ever / poor

Occasionally / below average
Some of the time / average

Most of the time / above average
All of the time / fully satisfactory

Please give each question a score or N/A by entering ‘X’ in the appropriate box. You can provide comments against any question to give examples, illustrate
what improvement would look like or describe something that is done well, and you would want to see remain the same.

Behaviours

Question

N/A

Comment

1.

Strategy

All Committee members have a clear understanding of the
organisation’s strategy, and how the work of the Committee links to
it.

2. | Managing Committee meetings and discussions
Committee meetings encourage a high quality of debate with robust
and probing discussions.

3. | Managing internal relationships
Committee members make decisions objectively in the best interests
of the organisation and feel collectively responsible for achieving
organisational success.

4. | Consideration of impact
Consideration is given to the impact of decisions on
stakeholders/patients.

5. | Committee members’ own skills
Committee members recognise the role which they and each of their
colleagues is expected to play and have the appropriate skills and
experience for that role.

6. | Reaction to events

The Committee responds positively and constructively to events in
order to enable effective decisions and implementation and to
encourage transparency.
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Question

N/A

Comment

There are no surprises
Committee members are kept fully informed of relevant sensitive and
difficult issues.

Committee Chairman

The Committee Chairman’s leadership style and tone promotes
effective decision-making constructive debate and ensures that the
Committee works as a team.

Decisions
After a decision has been made, it is clear who is responsible for
implementing it, and by when.

10.

Attendance and contribution to meetings
All Committee members attend and actively contribute at meetings.

11.

Open channel of communications
The Committee has open channels of communication with the Board
and others and is properly briefed.

12.

Risk and control frameworks

The Committee’s approach to reviewing risk in the organisation is
open and questioning, and looks to learning points from events,
rather than blame.

Processes

Question

N/A

Comment

Composition
The Committee is the right size and has the best mix of skills to
ensure its optimum effectiveness.

Largely made up of Trust Board members

Terms of reference

The terms of reference for the Committee are appropriate, with
clearly defined roles and responsibilities, ensuring the right issues
are being addressed.

Secretariat
The secretariat functions acts as an appropriate conduit for the
provision of information to the Committee.
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Meetings and administration
The Committee meets sufficiently often, such that agenda items can
be properly covered in the time allocated.

Quantity of information
The quantity of information received is appropriate and helps
Committee members fulfil their role.

Quality of information
The quality of information received is appropriate and helps
Committee members fulfil their role.

Timeliness of information
Information is received in sufficient time to allow for proper
consideration, with scope for additional briefing if necessary.

Information is usually out of date due to data
submission timeframes which are nationally
mandated but members contribute with
latest, most up to date additional information.

Agenda items
The Committee cycle agenda covers all matters of importance to the
Committee and to the Trust.

Annual reporting
The Committee makes best use of its annual reporting.

Question

N/A

Comment

10.

Stakeholders
The Committee has defined its stakeholders and ensures that the
organisation has the right level of contact with them.

Not sure who the stakeholders are and/or
whether the contact is appropriate

11.

Risk management

The Committee uses an active and well-structured process to
manage risk, taking account of the organisation’s activities and the
breadth of functions across the business.
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Assessment of the effectiveness of Board Committees

NAME OF COMMITTEE YOUR REVIEW RELATES TO: Performance and Finance Committee

Key

ORWN=

Hardly ever / poor

Occasionally / below average
Some of the time / average

Most of the time / above average
All of the time / fully satisfactory

Please give each question a score or N/A by entering ‘X’ in the appropriate box. You can provide comments against any question to give examples, illustrate
what improvement would look like or describe something that is done well, and you would want to see remain the same.

Behaviours

Question

N/A

Comment

1.

Strategy

All Committee members have a clear understanding of the
organisation’s strategy, and how the work of the Committee links to
it.

2. | Managing Committee meetings and discussions
Committee meetings encourage a high quality of debate with robust
and probing discussions.

3. | Managing internal relationships
Committee members make decisions objectively in the best interests
of the organisation and feel collectively responsible for achieving
organisational success.

4. | Consideration of impact
Consideration is given to the impact of decisions on
stakeholders/patients.

5. | Committee members’ own skills
Committee members recognise the role which they and each of their
colleagues is expected to play and have the appropriate skills and
experience for that role.

6. | Reaction to events

The Committee responds positively and constructively to events in
order to enable effective decisions and implementation and to
encourage transparency.
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Question

N/A

Comment

There are no surprises
Committee members are kept fully informed of relevant sensitive and
difficult issues.

Committee Chairman

The Committee Chairman’s leadership style and tone promotes
effective decision-making constructive debate and ensures that the
Committee works as a team.

Decisions
After a decision has been made, it is clear who is responsible for
implementing it, and by when.

10.

Attendance and contribution to meetings
All Committee members attend and actively contribute at meetings.

11.

Open channel of communications
The Committee has open channels of communication with the Board
and others and is properly briefed.

12.

Risk and control frameworks

The Committee’s approach to reviewing risk in the organisation is
open and questioning, and looks to learning points from events,
rather than blame.

Processes

Question

N/A

Comment

Composition
The Committee is the right size and has the best mix of skills to
ensure its optimum effectiveness.

Terms of reference

The terms of reference for the Committee are appropriate, with
clearly defined roles and responsibilities, ensuring the right issues
are being addressed.

Secretariat
The secretariat functions acts as an appropriate conduit for the
provision of information to the Committee.

Qverall page 96 of 488
Lt~




Meetings and administration
The Committee meets sufficiently often, such that agenda items can
be properly covered in the time allocated.

Quantity of information
The quantity of information received is appropriate and helps
Committee members fulfil their role.

Quality of information
The quality of information received is appropriate and helps
Committee members fulfil their role.

Timeliness of information
Information is received in sufficient time to allow for proper
consideration, with scope for additional briefing if necessary.

Agenda items
The Committee cycle agenda covers all matters of importance to the
Committee and to the Trust.

Annual reporting
The Committee makes best use of its annual reporting.

Question

N/A

Comment

10.

Stakeholders
The Committee has defined its stakeholders and ensures that the
organisation has the right level of contact with them.

11.

Risk management

The Committee uses an active and well-structured process to
manage risk, taking account of the organisation’s activities and the
breadth of functions across the business.
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Hull University Teaching Hospitals NHS Trust
Trust Board Workforce, Education and Culture Committee
Terms of Reference

1. Formation of this Committee
The Workforce, Education and Culture Committee is a Committee of the Trust Board and has
been established in accordance with Corporate Policy CP105 Standing Orders, Reservation
and Delegation of Powers and Standing Financial Instructions.

The Committee has formal terms of reference and powers as delegated by the Trust Board.

2. Role
The Committee is responsible for seeking assurance on the delivery of the Trust’'s People
Strategy, the quality of teaching and education within the Trust and the ongoing work to
improve staff engagement and the culture of the organisation.

3. Responsibilities
3.1 To gain regular assurance on the People Strategy, including key workforce metrics as
well as the key objectives and strands within the Strategy

3.2 To gain regular assurance on the Trust’s current workforce position as it relates to the
People Strategy and plans for delivery, as well as the Trust’s agency spend position, to
flag up any financial or delivery issues impacted by workforce

3.3 To gain regular assurance on the results of the Trust’s Staff Surveys, the annual staff
survey and quarterly survey's and to link this to the delivery and outputs required of the
People Strategy, particularly with regard to equality, inclusion and wellbeing

3.4 To support the Trust’s organisational development and work on leadership, staff
engagement, staff culture and becoming a learning organisation, through review, action
planning and assurance processes

3.5 To gain regular assurance on the quality of medical and non-medical education and
training within the organisation, including staff satisfaction, the delivery of action plans to
address any gaps identified through feedback, and feedback on quality of placements.

3.6 To review items of workforce planning and statutory workforce compliance on behalf of
the Board, including lessons learned and action plans, for recommendation to be
approved at the Trust Board

3.7 To ensure that the Board is informed of significant issues, underperformance, and
deviation from plans that would constitute a particular risk to the delivery of the Trust’s
People Strategy, and to provide assurance on action being taken

3.8 To seek assurance that agreed delivery plans are being implemented in a timely fashion
and delivering the required outcomes

3.9 To provide oversight of progress against the Trust’s Research and Innovation strategy,
including key enablers and risks

3.10 Review the risks on the Board Assurance Framework relevant to the remit of the
Committee ensure that controls are in place and mitigating action is effective, and that
positive assurance is received where appropriate

Trust Board Workforce, Education and Culture Committee
Version 1
28 January 2020
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4. Membership of the Committee
The Committee shall comprise:
o Non-Executive Director (Chair)
2 Non-Executive Directors (one of whom will be designated as vice chair)
Director of Workforce & Organisational Development
Chief Medical Officer
Chief Nurse Officer
Staff Side Representative

Of the Non-Executive Director members, one will be the Non-Executive Director appointed by
the University of Hull.

Other officers will be invited to attend the Committee to speak to specific agenda items, which
can include, amongst others:

o Director of Post Graduate Medical Education

o Director of Undergraduate Medical Education

J Guardian of Safe Working

o Freedom to Speak up Guardian

It is expected that all members will attend at least 4 out of 6 committee meetings per financial
year. |If Executive Directors are unable to attend a meeting they will be represented by a
deputy who has the authority to make decisions on their behalf.

An attendance record will be submitted to the Committee for information and action at each
meeting.

The Trust Board will ensure that the Committee membership is refreshed and that undue
reliance is not placed on particular individuals when undertaking the responsibilities of the
Committee.

5. Chairman of the Committee
The Chairman and Vice Chairman of the committee shall be Non-Executive Directors.

6. Quorum
The quorum shall be a minimum of 3 out of 6 members. Of these, two must be Non-Executive
Directors as well as one Executive Director. In the event of a vote being taken where an equal
number of Non-Executive and Executive Directors are in attendance, the Non-Executive
Chairman will have a casting vote.

7. Meetings
The Committee shall meet 6 times a year. The chair may at any time convene additional
meetings of the Committee to consider business that requires urgent attention.

8. Attendance at meetings
Other senior employees may be invited to attend by the chair, particularly when the Committee
is discussing an issue that is the responsibility of that post-holder.

9. Notice of meetings
Meetings of the Committee shall be set in advance of the calendar year by the Corporate
Affairs team. Notice of each meeting, including an agenda and supporting papers, shall be
forwarded to each member of the Committee not less than five working days before the date of
the meeting.

10. Agenda and action points
The agenda and action points of all meetings of the Committee shall be produced in the
standard agreed format of the Trust and kept by the Corporate Affairs team.

Trust Board Workforce, Education and Culture Committee
Version 1
28 January 2020
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11. Reporting Arrangements
The proceedings of each meeting of the Committee shall be reported to next meeting of the
Board following production of the minutes. The Chair of the meeting shall draw the attention of
the Board to any issues that require disclosure or require Board action. The Chair is required
to inform the Board on any exceptions to the annual work plan or strategy.

12. Duties and Responsibilities of the Committee
The Committee is required to fulfil the following responsibilities:

12.1 Produce an annual work plan in the agreed Trust format, in line with the objectives set,
for approval by the Trust Board.

12.2 Produce an annual report setting out the achievements of the committee and any gaps in
control or effectiveness of reporting arrangements

12.3 Communicate and consult with the Health Groups and Directorates in achieving the
objectives of the annual work plan, policy or strategy.

12.4 Monitor, review and recommend any changes to the terms of reference annually to the
Trust Board

13. Authority
The Committee is authorised by the Board to investigate any activity within its terms of
reference. It is authorised to seek the information it requires from any employee, and all
employees are directed to co-operate with any request made by the committee, including
representation where appropriate at Committee Meetings.

The Committee is authorised by the Trust Board to obtain independent professional advice
and to secure the attendance of people/organisations from outside the Trust.

14. Relationship with Other Committees
The Committee will work closely with the Trust’s Quality Committee, for the link between
workforce and high quality care. The Committee should work with the Performance and
Finance Committee where any significant or growing risk exists around performance, service
delivery and the People Strategy.

The Committee may refer issues to the Audit Committee or be requested to consider issues
raised by the Audit Committee.

15. Administration
The Committee is supported administratively by the Corporate Affairs team, who will agree the
agenda with the Chairman, collate all necessary papers, attend meetings to take minutes,
keep a record of matters arising and issues to be carried forward and generally provide
support to the Chairman and members of the Committee.

Date last approved by Trust Board: 28 January 2020
Date updates received by Trust Board: July 2022
Review date: June 2023

Trust Board Workforce, Education and Culture Committee
Version 1
28 January 2020
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Workforce Education and Culture Committee Workplan 2023

AGENDA ITEM WHO 13-Feb 03-Apr 12-Jun 24-Jul 09-Oct 11-Dec 12-Feb
People Strategy Performance Report SN X X X X X X X
RECRUITMENT AND RETENTION OF STAFF

Variable Pay Report SN X X
Nursing and Midwifery Staffing Report JL X X X X X X X
LEADERSHIP, CAPABILITY & CAPACITY

Leadership Programme Update LV X X

Talent Management LV X X
INNOVATION, LEARNING AND CONTINOUS IMPROVEMENT

Apprenticeship Programme LV X X X X
Medical Undergraduate Progress Report RD X X
Medical Education Progress Report JK X X
Non-Medical Learning and Development Progress Report LV X X X X
Organisational and Cultural Development (National Staff Survey) SN X

EQUALITY, INCLUSION AND DIVERSITY

Workforce Race Equality Standard (WRES) HK X

Workforce Disability Equality Standard (WDES) HK X

Modern Day Slavery Report SN X

Gender Pay Report SN X X
LGBTQ+ Network Objectives (Update Report) HK/ TR X

Equality Delivery System 2022 (EDS 2022) HK/MJ X

Trade Union Facility Time Publication Requirements HK X

Equality, Diversity and Inclusion (Annual Report) HK/M)J X

HEALTH AND WELLBEING

Covid and Flu Vaccination Progress Report SN X X X X
Health and Wellbeing Programme Report LV/MH X

Occupational Health Annual Report CH X

Staff Support Services Update LV X X X X
Menopause Steering Group SR X X
EMPLOYEE ENGAGEMENT, COMMUNCATION AND RECOGNITION

Freedom to Speak Up Guardian Report FM X X X

Guardian of Safe Working Report ML X X X X X
Employee Relations Progress Report SN X X

Responsible Officer Report MP X

Quarterly Staff Survey SN/MH X X X X X
MODERNISING THE WAY WE WORK

Non-Medical E-Rostering (Project Update) HK X

Medical E-Rostering (Project Update) HK X X

Remarkable Bank (Medical Staff) HK X
Consultant Job Planning MP X

Governance
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Hull University Teaching Hospitals NHS Trust

Agenda Meeting | Workforce, Education and Culture Meeting
Item Committee Date
Title Committee Effectiveness Review
Lead Suzanne Rostron, Director of Quality Governance
Director
Author Amy Slaughter, Personal Assistant
Report
previously | The effectiveness review is carried out annually.
considered
by (date)
Purpose of the Reason for Link to CQC Link to Trust Strategic
Report submission to the Domain Objectives 2021/22
Trust Board private
session
Trust Board Commercial Safe Honest Caring and
Approval Confidentiality Accountable Future
Committee Patient Effective Valued, Skilled and
Agreement Confidentiality Sufficient Staff
Assurance Staff Confidentiality Caring High Quality Care
Information Only Other Exceptional Responsive Great Clinical
Circumstance Services
Well-led Partnerships and

Integrated Services

Research and
Innovation

Financial
Sustainability

Key Recommendations to be considered:

The Committee is asked to review the attached report and mean average scores and
agree any relevant improvement actions that should be taken in response. The
Committee is also asked if there are any recommendations to make to the Trust Board.
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Hull University Teaching Hospitals NHS Trust

Workforce, Education and Culture Committee
Committee Effectiveness Review

1. Background

It is good governance practice to review the effectiveness of the Trust Board and its
reporting committees periodically. The Trust undertakes this annually and has adapted a
more detailed pro forma for this year’s review to gain greater levels of feedback.

2. Process

Each Committee member has been asked to complete the pro forma overleaf.
Responses are anonymous to give confidence in providing narrative comments as well
as scores. The scores for each statement are from 1 (poor or never) to 5 (excellent or
always).

The attached pro forma includes all questions asked and the mean average of the
scores given by committee members in respect of these meetings.

The verbatim comments are taken directly from forms. Each sentence represent one
person’s individual view, where offered.

There were 5 responses submitted out of a possible 14. Each response gave a score to
each question.

3. Summary of feedback
The majority of the responses were scored at a 4 or a 5 suggesting that the Committee is
effective in discharging its responsibilities.

The areas that scored 3 or below were:

¢ Managing Committee meetings and discussions
e Consideration of impact

Risk and control frameworks

e Committee Chairman

The responses and verbatim comments are shown in Appendix 1.

4. Recommendation

The Committee is asked to review the attached report and agree any relevant
improvement actions that should be taken in response. The Committee is also asked if
there are any recommendations to make to the Trust Board.

Amy Slaughter

Personal Assistant
June 2023
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Assessment of the effectiveness of Board Committees

NAME OF COMMITTEE YOUR REVIEW RELATES TO: Workforce & Education Culture Committee

Key

ORwWN=

Hardly ever / poor

Occasionally / below average
Some of the time / average

Most of the time / above average
All of the time / fully satisfactory

Please give each question a score or N/A by entering ‘X’ in the appropriate box. You can provide comments against any question to give examples, illustrate
what improvement would look like or describe something that is done well, and you would want to see remain the same.

Behaviours
Question N/A 5 Comment

1. | Strategy X
All Committee members have a clear understanding of the
orgainisation’s strategy, and how the work of the Committee links to
it.

2. | Managing Committee meetings and discussions X | attend for my item biannually, and always
Committee meetings encourage a high quality of debate with robust receive questions and discussion.
and probing discussions.

3. | Managing internal relationships X
Committee members make decisions objectively in the best interests
of the organisation and feel collectively responsible for achieving
organisational success.

4. | Consideration of impact X The Committee always asks the question
Consideration is given to the impact of decisions on ‘are we assured’ by the report | present.
stakeholders/patients.

5. | Committee members’ own skills X
Committee members recognise the role which they and each of their
colleagues is expected to play and have the appropriate skills and
experience for that role.

6. | Reaction to events X

The Committee responds positively and constructively to events in
order to enable effective decisions and implementation and to
encourage transparency.
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Question

N/A

Comment

There are no surprises
Committee members are kept fully informed of relevant sensitive and
difficult issues.

X|on

Committee Chairman

The Committee Chairman’s leadership style and tone promotes
effective decision-making constructive debate and ensures that the
Committee works as a team.

The Chair always asks the committee always
asks the question ‘are we assured’ by the
report | present.

Decisions
After a decision has been made, it is clear who is responsible for
implementing it, and by when.

10.

Attendance and contribution to meetings
All Committee members attend and actively contribute at meetings.

| always receive a range of questions from
Committee members when | attend.

11.

Open channel of communications
The Committee has open channels of communication with the Board
and others and is properly briefed.

12.

Risk and control frameworks

The Committee’s approach to reviewing risk in the organisation is
open and questioning, and looks to learning points from events,
rather than blame.

Overall page 105 of 488




Processes

Question

N/A

Comment

Composition
The Committee is the right size and has the best mix of skills to
ensure its optimum effectiveness.

Xl

Terms of reference

The terms of reference for the Committee are appropriate, with
clearly defined roles and responsibilities, ensuring the right issues
are being addressed.

Secretariat
The secretariat functions acts as an appropriate conduit for the
provision of information to the Committee..

Meetings and administration
The Committee meets sufficiently often, such that agenda items can
be properly covered in the time allocated.

Quality and Quantity of information
The quality and quantity of information received is appropriate and
helps Committee members fulfil their role.

Cannot comment

Timeliness of information
Information is received in sufficient time to allow for proper
consideration, with scope for additional briefing if necessary.

Cannot comment

Agenda items
The Committee cycle agenda covers all matters of importance to the
Committee and to the Trust.

Annual reporting
The Committee makes best use of its annual reporting.

Cannot comment

Stakeholders
The Committee has defined its stakeholders and ensures that the
organisation has the right level of contact with them.

Cannot comment

10.

Risk management

The Committee uses an active and well-structured process to
manage risk, taking account of the organisation’s activities and the
breadth of functions across the business.

Cannot comment
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Assessment of the effectiveness of Board Committees

NAME OF COMMITTEE YOUR REVIEW RELATES TO:

Key

1. Hardly ever / poor

2. Occasionally / below average

3. Some of the time / average

4. Most of the time / above average
5. All of the time / fully satisfactory

Please give each question a score ar N/A by entering ‘%' in the appropriate box. You can provide comments against any question to give examples, illustrate
what improvement would look like or describe something that is done well, and you would want to see remain the same.

haviours

Question

N/A|1

3/4/5/Comment,

Py

.|Strategy

All Committee members have a clear understanding of the
orgainisation’s strategy, and how the work of the Committee links to it.

.|Managing Committee meetings and discussions

Committee meetings encourage a high quality of debate with robust
and probing discussions.

.|Managing internal relationships

Committee members make decisions objectively in the best interests of
the organisation and feel collectively responsible for achieving
organisational success.

.|Consideration of impact

Consideration is given to the impact of decisions on
stakeholders/patients.

.[Committee members’ own skills

Committee members recognise the role which they and each of their
colleagues is expected to play and have the appropriate skills and
experience for that role.

.|Reaction to events

The Committee responds positively and constructively to events in
order to enable effective decisions and implementation and to

encourage fransparency.

Question

N/A

3(4/5/Comment

There are no surprises
Committee members are kept fully informed of relevant sensitive and
difficult issues.

Committee Chairman

The Committee Chairman’s leadership style and tone promotes
effective decision-making constructive debate and ensures that the
Committee works as a team.

Decisions
\After a decision has been made, it is clear who is responsible for
implementing it, and by when.

10.

Attendance and contribution to

meetings

All Committee members attend and actively contribute at
meetings.

1.

Open channel of communications
The Committee has open channels of communication with the Board

Jand others and is properly briefed.

12

.|Risk and control frameworks

The Commitiee’s approach to reviewing risk in the organisation is open
and questioning, and looks to learning points from events, rather than
blame.

AgendA  FELT VELY

7 tusied &1 THE EnD mND

C6ve  ImpRThg IsSugs NOT GLVEN
Enoust TIME .

Processes

Question

N/A

3/4/5/Comment|

Composition
The Committee is the right size and has the best mix of skills to ensure
its optimum effectiveness.

. |Terms of reference

The terms of reference for the Committee are appropriate, with clearly
defined roles and responsibilities, ensuring the right issues are being
addressed.

Secretariat
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The secretariat functions acts as an appropriate conduit for the
provision of information to the Committee..

Meetings and administration
The Committes meets sufficiantly often, such that agsnda iteme can be
properly covered in the time allocated.

Aot L X

hGEROK QusHEp KT e
P ENC OF THE LhST MEETING

Quality and Quantity of information
The quality and quantity of information received is appropriate and
helps Committee members fulfil their role.

Timeliness of information
Information is received in sufficient time to allow for proper
consideration, with scope for additional briefing if necessary.

Agenda items
The Committee cycle agenda covers all matters of importance to the
Committee and to the Trust.

Annual reporting
The Committee makes best use of its annual reporting.

Stakeholders
The Committee has defined its stakeholders and ensures that the
organisation has the right level of contact with them.

10.

Risk management
The Committee uses an active and well-structured process to manage
risk, taking account of the organisation’s activities and the breadth of

functions across the business.
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Assessment of the effectiveness of Board Committees

NAME OF COMMITTEE YOUR REVIEW RELATES TO: WECC

Key

ORwWN=

Hardly ever / poor

Occasionally / below average
Some of the time / average

Most of the time / above average
All of the time / fully satisfactory

Please give each question a score or N/A by entering ‘X’ in the appropriate box. You can provide comments against any question to give examples, illustrate
what improvement would look like or describe something that is done well, and you would want to see remain the same.

Behaviours

Question

N/A

Comment

1.

Strategy

All Committee members have a clear understanding of the
orgainisation’s strategy, and how the work of the Committee links to
it.

2. | Managing Committee meetings and discussions
Committee meetings encourage a high quality of debate with robust
and probing discussions.

3. | Managing internal relationships
Committee members make decisions objectively in the best interests
of the organisation and feel collectively responsible for achieving
organisational success.

4. | Consideration of impact
Consideration is given to the impact of decisions on
stakeholders/patients.

5. | Committee members’ own skills
Committee members recognise the role which they and each of their
colleagues is expected to play and have the appropriate skills and
experience for that role.

6. | Reaction to events

The Committee responds positively and constructively to events in
order to enable effective decisions and implementation and to
encourage transparency.
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Question

N/A

Comment

There are no surprises
Committee members are kept fully informed of relevant sensitive and
difficult issues.

Committee Chairman

The Committee Chairman’s leadership style and tone promotes
effective decision-making constructive debate and ensures that the
Committee works as a team.

Decisions
After a decision has been made, it is clear who is responsible for
implementing it, and by when.

10.

Attendance and contribution to meetings
All Committee members attend and actively contribute at meetings.

11.

Open channel of communications
The Committee has open channels of communication with the Board
and others and is properly briefed.

12.

Risk and control frameworks

The Committee’s approach to reviewing risk in the organisation is
open and questioning, and looks to learning points from events,
rather than blame.
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Processes

Question

N/A

Comment

Composition
The Committee is the right size and has the best mix of skills to
ensure its optimum effectiveness.

Terms of reference

The terms of reference for the Committee are appropriate, with
clearly defined roles and responsibilities, ensuring the right issues
are being addressed.

Secretariat
The secretariat functions acts as an appropriate conduit for the
provision of information to the Committee..

Meetings and administration
The Committee meets sufficiently often, such that agenda items can
be properly covered in the time allocated.

Quality and Quantity of information
The quality and quantity of information received is appropriate and
helps Committee members fulfil their role.

Timeliness of information
Information is received in sufficient time to allow for proper
consideration, with scope for additional briefing if necessary.

Agenda items
The Committee cycle agenda covers all matters of importance to the
Committee and to the Trust.

Annual reporting
The Committee makes best use of its annual reporting.

Stakeholders
The Committee has defined its stakeholders and ensures that the
organisation has the right level of contact with them.

10.

Risk management

The Committee uses an active and well-structured process to
manage risk, taking account of the organisation’s activities and the
breadth of functions across the business.
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Assessment of the effectiveness of Board Committees

NAME OF COMMITTEE YOUR REVIEW RELATES TO:

Key

ORwWN=

Hardly ever / poor

Occasionally / below average
Some of the time / average

Most of the time / above average
All of the time / fully satisfactory

Please give each question a score or N/A by entering ‘X’ in the appropriate box. You can provide comments against any question to give examples, illustrate
what improvement would look like or describe something that is done well, and you would want to see remain the same.

Behaviours

Question

N/A

Comment

1.

Strategy

All Committee members have a clear understanding of the
orgainisation’s strategy, and how the work of the Committee links to
it.

2. | Managing Committee meetings and discussions
Committee meetings encourage a high quality of debate with robust
and probing discussions.

3. | Managing internal relationships
Committee members make decisions objectively in the best interests
of the organisation and feel collectively responsible for achieving
organisational success.

4. | Consideration of impact
Consideration is given to the impact of decisions on
stakeholders/patients.

5. | Committee members’ own skills
Committee members recognise the role which they and each of their
colleagues is expected to play and have the appropriate skills and
experience for that role.

6. | Reaction to events

The Committee responds positively and constructively to events in
order to enable effective decisions and implementation and to
encourage transparency.
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Question

N/A

Comment

There are no surprises
Committee members are kept fully informed of relevant sensitive and
difficult issues.

Committee Chairman

The Committee Chairman’s leadership style and tone promotes
effective decision-making constructive debate and ensures that the
Committee works as a team.

Decisions
After a decision has been made, it is clear who is responsible for
implementing it, and by when.

10.

Attendance and contribution to meetings
All Committee members attend and actively contribute at meetings.

11.

Open channel of communications
The Committee has open channels of communication with the Board
and others and is properly briefed.

12.

Risk and control frameworks

The Committee’s approach to reviewing risk in the organisation is
open and questioning, and looks to learning points from events,
rather than blame.

Overall page 117 of 488



Processes

Question

N/A

Comment

Composition
The Committee is the right size and has the best mix of skills to
ensure its optimum effectiveness.

Terms of reference

The terms of reference for the Committee are appropriate, with
clearly defined roles and responsibilities, ensuring the right issues
are being addressed.

Secretariat
The secretariat functions acts as an appropriate conduit for the
provision of information to the Committee..

Meetings and administration
The Committee meets sufficiently often, such that agenda items can
be properly covered in the time allocated.

Quality and Quantity of information
The quality and quantity of information received is appropriate and
helps Committee members fulfil their role.

Timeliness of information
Information is received in sufficient time to allow for proper
consideration, with scope for additional briefing if necessary.

Agenda items
The Committee cycle agenda covers all matters of importance to the
Committee and to the Trust.

Annual reporting
The Committee makes best use of its annual reporting.

Stakeholders
The Committee has defined its stakeholders and ensures that the
organisation has the right level of contact with them.

XX

10.

Risk management

The Committee uses an active and well-structured process to
manage risk, taking account of the organisation’s activities and the
breadth of functions across the business.
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Hull University Teaching Hospitals NHS Trust

Remuneration Committee
Terms of Reference

Formation of this committee

The Board has established the Remuneration Committee, in accordance with Corporate
Policy CP105 Standing Orders, Reservation and Delegation of Powers and Standing
Financial Instructions.

The Committee shall have terms of reference and powers and be subject to conditions
that the Board decides, and shall act in accordance with any legislation, regulation or
direction issued by the regulator.

The Remuneration Committee is a committee of the Board and has executive powers
delegated specifically in these terms of reference.

Role
The role of the Remuneration Committee is set out below, subject to amendments at
future Board meetings.

2.1 Remuneration
2.1.1 To approve the terms and conditions of the Chief Executive, Chief posts and
Directors that report directly to the Chief Executive in accordance with Trust
policies and following consultation with the Chief Executive, including;
e Salary, including any performance related pay or bonus
e Provision for other benefits, including pensions
e Allowances

2.1.2 To receive benchmarking information on the salaries of the posts in section
2.1.1 in order to determine the overall market positioning of the remuneration
package

2.1.3 The Chief Executive is responsible for putting in place effective and fair
appraisal arrangements for his/her direct reports and for reporting his/her
decisions formally by a paper to the Committee at least annually. In making
his/her decision on the level of overall performance, Committee Members will
have had the opportunity to provide feedback on individuals to inform the
Chief Executive’s overall assessment.

2.1.4 To adhere to all relevant laws, regulations and Trust policy in all respects,
including (but not limited to) determining levels of remuneration that are
sufficient to attract, retain and motivate Chief/Directors (2.1.1) whilst
remaining cost effective.

2.1.5 To approve any changes to the standard contract of employment for
Chiefs/Directors in section 2.1.1

2.1.6 To agree and review the extent to which a full time Board Director takes on a
Non-Executive Director or Chairman role of another organisation.

2.1.7 To approve any payments to staff which are outside of Trust policy.
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2.1.8 To monitor the level and structure of remuneration for Very Senior Managers
and note annually the remuneration trends across the Trust

2.1.9 To approve severance payments in line with NHS Improvement (NHSI)
guidance

2.1.10 To approve MAR schemes and ensure that NHSI guidance is followed for
individual staff applications.

2.1.11 To receive information on:

e Any Trust post where there is a termination clause of more than 6 months
Highest paid employees in the Trust (20 individuals) - annually
Staff earning over £100,000 - annually
Any special pension arrangements for any employee
All bonus schemes (i.e. Trust earnings not paid in to salary) in operation
in the Trust

2.2 Nomination
2.2.1 Toreview the structure, size and composition of the Board and make
recommendations for changes as appropriate

2.2.2 Before an appointment is made evaluate the balance of skills, knowledge and
experience on the Board and its diversity and on the basis of the evaluation
prepare a description of the role and capabilities required for appointment of
Executive Directors.

2.2.3 To give full consideration to and make plans for succession planning for the
Chief Executive and other Board Directors (Chiefs) taking into account the
challenges and opportunities facing the Trust and the skills and expertise
needed on the Board in the future.

2.2.4 Keep the leadership needs of the Trust under review at executive level to
ensure the continued ability of the Trust to operate effectively in the health
economy.

2.2.5 Ensure that a proposed executive director’s other significant commitments (if
applicable) are disclosed before appointment and that any changes to their
commitments are reported to the Board as they arise

2.2.6 Consider any matter relating to the continuation in office of any Executive
Director (Chief Executive, Chief Financial Officer, Chief Nurse, Chief Medical Officer,
and Chief Operating Officer) including the suspension and termination of service
of an individual as an employee of the Trust, subject to the provisions of the
law and their service contract.

2.2.7 To receive assurance on the succession plans for Vey Senior Managers.
Membership of the Committee
The Committee shall comprise:

. Trust Chairman
. All Non Executive Directors
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10.

Meetings of the Remuneration Committee may be attended by the invitation of the
committee:
o The Chief Executive
o Director of Workforce and Organisational Development and any other
Executive at the invitation of the Committee Chair
o Head of Corporate Affairs (minutes)

The Chief Executive and Director of Workforce and Organisational Development shall
leave the meeting when their own terms and conditions or performance is discussed

Chairman of the committee
The Chairman of the Committee will be the Trust Chairman

Quorum
The quorum shall be three, one of whom must be the Trust Chair (or in their absence the
Vice Chair)

Meetings

The Committee shall meet at least four times a year. The Chair may at any time
convene additional meetings of the Committee to consider business that requires urgent
attention. Members are expected to attend at least 75% of arranged meetings.

Notice of meetings

Meetings of the Committee shall be set at the start of the calendar year by the Head of
Corporate Affairs, in liaison with the Committee Chair. Notice of each meeting, including
an agenda and supporting papers, shall be forwarded to each member of the Committee
not less than five working days before the date of the meeting.

Agenda and action points
The agenda and action points of all meetings of the Committee shall be produced in the
standard agreed format of the Trust and kept by the Trust Secretary’s Office.

Reporting arrangements

The proceedings of each meeting of the Committee shall be reported to the next meeting
of the Board. The Chair of the meeting shall draw the attention of the Board to any
issues that require disclosure or require executive action. The Chair is required to inform
the Board on any exceptions to the annual work plan.

To receive minutes for information from the Trust Pay, Terms and Conditions Group after
each meeting

Duties and Responsibilities of the Committee
The Committee is required to fulfil the following responsibilities:

10.1  Produce an annual work plan in the agreed Trust format, in line with the
objectives set, for approval by the Trust Board.

10.2  Give due consideration to the Public Sector Equality Duty and the NHS
Constitution in undertaking its duties.

10.3 Identify and assess any risks that may prevent the achievement of the work plan.

3
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11.

10.4 Produce an annual report in the required format for the Trust’s Annual report

10.5 Monitor, review and recommend any changes to the terms of reference annually
to the Trust Board.

Authority

The Remuneration Committee is authorised by the Board to instruct professional
advisors and request attendance of individuals and authorities outside the Trust with
relevant experience and expertise if it considers it necessary for or expedient to the
exercise of its functions.

The Committee is authorised to obtain such internal information from any employee as is
necessary and expedient to the fulfilment of its functions.

Approved by the Board: July 2022
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Hull University Teaching Hospitals NHS Trust

Remuneration and Terms of Service Committee

Committee Work Plan 2023/24

Item

18/05/23

26/05/23

24/08/23

23/11/23

22/02/24

Workplan 2023/24

X

New Chief, VSM appointments (as
and when they occur)

NHS Providers’ salary benchmark
information (taken at first meeting
when new data available)

Top 20 earners and gross pay over
£100,000

Annual pay gap audit

Chief Executive direct reports’
appraisals

Committee review of effectiveness

Chief Executive Appraisal

Structure of Executive portfolios —
strategic overview

Pensions

Succession planning
(strategic/pipeline annual
discussion)

Retention

Cost of Living — proposal for Execs
for previous year

Potential Redundancies (as and
when required)

Succession planning (as posts
come available)

Trust Pay, Terms and Conditions
Group
(as and when required)

Requirement to meet 4 times as a minimum per financial year
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Hull University Teaching Hospitals NHS Trust

Agenda Meeting | Audit Committee Meeting 27.04.23
Item Date
Title Update from Quality and Remuneration Committees on governance and
control issues discussed
Lead Suzanne Rostron, Director of Quality Governance
Director
Author Rebecca Thompson, Head of Corporate Affairs
Report
previously | The report is received twice per year at the Audit Committee.
considered
by (date)
Purpose of the Reason for Link to CQC Link to Trust Strategic
Report submission to the Domain Objectives 2021/22
Trust Board private
session
Trust Board Commercial Safe Honest Caring and
Approval Confidentiality Accountable Future
Committee Patient Effective Valued, Skilled and
Agreement Confidentiality Sufficient Staff
Assurance v | Staff Caring High Quality Care v
Confidentiality
Information Other Exceptional Responsive Great Clinical
Only Circumstance Services
Well-led Partnerships and

Integrated Services

Research and
Innovation

Financial

Sustainability

Key Recommendations to be considered:

¢ The requirement to review every half year any governance or control issues from the
Remuneration or Quality Committees has come from the Audit Committee review of

effectiveness

e There are no significant control issues identified through these Committees to date

The Committee is asked to receive and accept this update, and to request any further

information or areas of assurance
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Hull University Teaching Hospitals NHS Trust
Audit Committee

Update from Quality and Remuneration Committees on governance and control issues
discussed

1.  Purpose of the paper
The purpose of this paper is to provide a review of the agenda items considered by the
Quality and Remuneration Committees from October 2022 to April 2023 and to
highlight any gaps in control or governance that have been raised.

2.  Introduction
As part of its effectiveness review and to reflect best practice, the Audit Committee
agreed that it should receive a six-monthly update on any governance and/or control
issues raised at these Committees. This was last received by this Committee in
October 2022.

3.  Summary of any issues
Attached to this paper at Appendix 1 are the workplans showing scheduled agenda
items at both Committees. The Audit Committee is welcome to ask any questions
about specific details on any agenda item that might contain any governance or control
issues.

3.1 Remuneration Committee

The Remuneration Committee has considered some agenda items that have required
the correct application of governance and control measures in the last 6 months. This
paper confirms that this has been successfully done and there are no issues of concern
to report to this Committee.

The specific agenda items that this has concerned have included the appointment of a
joint Director of Workforce (with NLAG), details of the VSM pay uplifts, the top 20
earners and the joint Chief Executive appointment process, remuneration package and
communications plan. The Committee have also approved an interim Joint Director of
Strategy.

3.2 Quality Committee

The Quality Committee continue to review the Quality Improvements and a thematic
review was presented relating to Maternity Services. Other deep dives included; Tissue
Viability, Patient Safety Incident Reporting Plan, Patient Experience and Pharmacy and
Medicines Optimisation.

Following the Ockenden Report the Quality Committee have focussed on maternity
incidents and actions in place following the review. The Board is also sighted on
maternity incidents at each meeting.

Following the CQC inspection in October in which Emergency Medicine, Medicine and
Surgery were audited, regular updates relating to the action plan and implementation of
actions are received and scrutinised by the Quality Committee.

The Quality Committee regularly reviews Serious Incidents, patient falls, pressure
ulcers, learning from deaths, patient safety incidents and any other emerging quality
issues.

The Committee summary report is reported to each Board meeting.
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The Trust has reported 7 Never Events this financial year. This does not represent a
gap in reporting or governance, but were clinical incidents that required reporting and
investigation.

Themes and trends from Serious Incident and Near Misses are routinely reviewed at
the Serious Incident Committee.

Recommendation

The Committee is asked to receive and accept this update, and to request any further
information or areas of assurance

Rebecca Thompson

Head of Corporate Affairs
April 2023
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1.

Hull University Teaching Hospitals NHS Trust
Charitable Funds Committee
Terms of Reference

Formation of this committee

In line with its role as a corporate trustee, the Board has established a committee
known as Charitable Funds Committee reporting to the Board, in accordance with
Corporate Policy CP105 Standing Orders, Reservation and Delegation of Powers
and Standing Financial Instructions.

The Committee has Terms of Reference and powers and is subject to conditions
such as reporting back to the Board, as the Board determines and will act in
accordance with any legislation, regulation or direction issued by the regulator.

The Committee has delegated powers from the Trust Board, for the management
(including investment) of funds held on trust by Hull University Teaching Hospitals
NHS Trust.

Role

The Committee is responsible for providing information and making
recommendations to the Trust Board on charitable fund issues and for providing
assurance that these are being managed safely. The specific responsibilities are to:

2.1 To ensure that the Trust’s charitable funds are established and operated in
accordance with Charities Law.

2.2 To ensure that any fund raising activity carried out by or on behalf of the
charity is properly undertaken and that all funds are properly accounted for
in line with the Trust policy.

2.3 Recognising the changed responsibilities for both fundraising and funds
management, with the creation of the Working Independently for Hull
Hospitals charity (WISHH), ensure the efficient and effective management
and application of residual funds.

24 To ensure that funds not needed for immediate expenditure are invested or
deposited to earn interest to protect the real value of the asset whilst
generating a reasonable level of income.

2.5 To ensure that audited accounts, as laid down in the 2011 Charities Act are
submitted to the Trust Board and to the Charities Commission annually and
made available for the public.

2.6 To manage and monitor expenditure from charitable funds in accordance
with Standing Financial Instructions and the Scheme of Delegation

2.7 To receive information on grants against general funds which are less than
£10,000. To approve bids of £10,000 or greater in line with the Scheme of
Delegation.

2.8 To oversee the relationship and governance arrangements between the
Trust’s Charitable Funds and the Working Independently to Support Hull
Hospitals (WISHH) Charity (registered charity no. 1162414 Hull and East
Yorkshire Hospitals Health Charity). At least one meeting involving the
Committee and WISHH trustees to be held annually.

1
Overall page 127 of 488



2.8 To oversee the Trust’s hospital arts strategy, specifically the use of
charitable funds in the delivery of this strategy.

2.9 To oversee the Trust’s broader Corporate Social Responsibility role, in
particular the Trust’s role to support the well-being of the local community,
which may be supported through charitable funds.

Membership of the Committee

The committee shall comprise:
Chairman (Non Executive Director)
Non-Executive Director
Chief Financial Officer

In attendance:
Deputy Director of Finance (Finance and Business Management)
Project Director — Fundraising
Head of Corporate Affairs

It is expected that all members will attend three quarters of the meetings per
financial year. If Executive Directors are unable to attend a meeting they will send a
deputy.

An attendance record will be submitted to the Committee for information and action
at each meeting.

The Trust Board will ensure that the Committee members have appropriate skills,
knowledge and training to undertake the duties. The Board will also ensure that
undue reliance is not placed on particular individuals when undertaking the
responsibilities of the committee.

Chairman of the Committee
The Chairman of the Committee shall be a Non-Executive Director.

Quorum
The quorum shall be a minimum of 2 members, to include a Non-Executive Director
and the Chief Financial Officer (or nominated deputy).

Meetings

The Committee shall meet a minimum of 3 times a year. The Chairman may at any
time convene additional meetings of the Committee to consider business that
requires urgent attention.

. Attendance at meetings
Other senior employees may be invited to attend by the Chairman, particularly when
the Committee is discussing an issue that is the responsibility of that employee.

Notice of meetings

Meetings of the Committee shall be set at the start of the financial year by the
Governance Team. Notice of each meeting, including an agenda and supporting
papers, shall be forwarded to each member of the Committee not less than five
working days before the date of the meeting.

. Agenda and action points
The agenda and action points of all meetings of the Committee shall be produced in
the standard agreed format of the Trust and kept by the Governance Team.

2
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11.

12.

13.

14.

10. Reporting arrangements

The proceedings of each meeting of the Committee shall be reported to next
meeting of the Board following production of the minutes. The Chair of the meeting
shall draw the attention of the Board any issues that require disclosure or require
executive action. The Chair is required to inform the Board on any exceptions to the
annual work plan or strategy.

Duties and Responsibilities of the Committee
The Committee is required to fulfil the following responsibilities:

11.1  Produce an annual work plan.
Provide an annual report and accounts to the Trust Board.

11.3 Communicate and consult with the Health Groups and Directorates of the
Trust in achieving the objectives of the annual work plan, policy or strategy.

11.4 Monitor, review and recommend any changes to the Terms of Reference
annually to the Trust Board.

Authority

The Committee is authorised by the Board to investigate any activity within its
Terms of Reference. It is authorised to seek the information it requires from any
employee, and all employees are directed to co-operate with any request made by
the Committee.

The Committee is authorised by the Trust Board to obtain independent professional
advice and to secure the attendance of people/organisations from outside the Trust.

Relationships with other committees
This Committee does not receive minutes of other committees.

Administration

The Committee is supported administratively by the Deputy Director of Finance and
the Corporate Affairs Team. The Corporate Affairs team will agree the agenda with
the Chairman, collate all necessary papers, attend meetings to take minutes, keep a
record of matters arising and issues to be carried forward and generally provide
support to the Chairman and members of the committee.

Date revised by Committee: 18 May 2023

Date approved by the Trust Board:

Review date: May 2024

3
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Hull University Teaching Hospitals NHS Trust

Charitable Funds Committee

Workplan 2022/23
Nov Feb May Aug Nov
2022 2023 2023 2023 2023
Bids for general funds v v v v v
Fundraising Register v v v
Project Director’s Report v v v v v
WISHH Progress Report v v
Financial Report v v v v v
Fund balances v v v v v
Review of procedures & policies v v
Spending plans and Fund Balances review v v
Legacy update v v
Running Costs Budget v
COIF v v v
Year-end accounts and annual Governance
report v v
Other current or technical Issues -as
applicable v v v v v
Internal Audit Report (as applicable) v v
Committee Terms of Reference review v

Requirement to meet a minimum of three times per year
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Hull University Teaching Hospitals NHS Trust

Agenda Meeting | Charitable Funds Meeting 18.05.23
Item Date
Title Committee Effectiveness Review
Lead Suzanne Rostron, Director of Quality Governance
Director
Author Rachel Boulton, Compliance Manager
Report
previously | The effectiveness review is carried out annually.
considered
by (date)
Purpose of the Reason for Link to CQC Link to Trust Strategic
Report submission to the Domain Objectives 2021/22
Trust Board private
session
Trust Board Commercial Safe Honest Caring and
Approval Confidentiality Accountable Future
Committee Patient Effective Valued, Skilled and
Agreement Confidentiality Sufficient Staff
Assurance Staff Confidentiality Caring High Quality Care
Information Only Other Exceptional Responsive Great Clinical
Circumstance Services
Well-led Partnerships and

Integrated Services

Research and
Innovation

Financial
Sustainability

Key Recommendations to be considered:

The Committee is asked to review the attached report and mean average scores and
agree any relevant improvement actions that should be taken in response. The
Committee is also asked if there are any recommendations to make to the Trust Board.
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Hull University Teaching Hospitals NHS Trust

Charitable Funds Committee
Committee Effectiveness Review

1. Background

It is good governance practice to review the effectiveness of the Trust Board and its
reporting committees periodically. The Trust undertakes this annually and has adapted a
more detailed pro forma for this year’s review to gain greater levels of feedback.

2. Process

Each Committee member has been asked to complete the pro forma overleaf.
Responses are anonymous to give confidence in providing narrative comments as well
as scores. The scores for each statement are from 1 (poor or never) to 5 (excellent or
always).

The attached pro forma includes all questions asked and the mean average of the
scores given by committee members in respect of these meetings.

The verbatim comments are taken directly from forms. Each sentence represent one
person’s individual view, where offered.

There were 3 responses submitted out of a possible 5. Each response gave a score to
each question.

3. Summary of feedback
The majority of the responses were scored at a 4 or a 5 suggesting that the Committee is
effective in discharging its responsibilities.

The areas that scored 3 or below are:
e Stakeholders
e Risk and control frameworks
¢ Risk Management

The responses and verbatim comments are show at Appendix 1.
4. Recommendation
The Committee is asked to review the attached questionnaires and agree any relevant

improvement actions that should be taken in response.

The Committee to agree the revision to the Terms of Reference in relation to the
balance transfer to WISHH.

The Committee is also asked if there are any recommendations to make to the Trust
Board.

Rachel Boulton
Compliance Manager

May 2023
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Assessment of the effectiveness of Board Committees

NAME OF COMMITTEE YOUR REVIEW RELATES TO: Charitable Funds

Key

ORwWN=

Hardly ever / poor

Occasionally / below average
Some of the time / average

Most of the time / above average
All of the time / fully satisfactory

Please give each question a score or N/A by entering ‘X’ in the appropriate box. You can provide comments against any question to give examples, illustrate
what improvement would look like or describe something that is done well, and you would want to see remain the same.

Behaviours
Question N/A 5 Comment
1. | Strategy N
All Committee members have a clear understanding of the
orgainisation’s strategy, and how the work of the Committee links to
it.
2. | Managing Committee meetings and discussions N
Committee meetings encourage a high quality of debate with robust
and probing discussions.
3. | Managing internal relationships N
Committee members make decisions objectively in the best interests
of the organisation and feel collectively responsible for achieving
organisational success.
4. | Consideration of impact N
Consideration is given to the impact of decisions on
stakeholders/patients.
5. | Committee members’ own skills N
Committee members recognise the role which they and each of their
colleagues is expected to play and have the appropriate skills and
experience for that role.
6. | Reaction to events N
The Committee responds positively and constructively to events in
order to enable effective decisions and implementation and to
encourage transparency.
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Question

N/A

Comment

There are no surprises
Committee members are kept fully informed of relevant sensitive and
difficult issues.

<l

Committee Chairman

The Committee Chairman’s leadership style and tone promotes
effective decision-making constructive debate and ensures that the
Committee works as a team.

Decisions
After a decision has been made, it is clear who is responsible for
implementing it, and by when.

10.

Attendance and contribution to meetings
All Committee members attend and actively contribute at meetings.

11.

Open channel of communications
The Committee has open channels of communication with the Board
and others and is properly briefed.

12.

Risk and control frameworks

The Committee’s approach to reviewing risk in the organisation is
open and questioning, and looks to learning points from events,
rather than blame.
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Processes

Question

N/A

Comment

Composition
The Committee is the right size and has the best mix of skills to
ensure its optimum effectiveness.

<l

Terms of reference

The terms of reference for the Committee are appropriate, with
clearly defined roles and responsibilities, ensuring the right issues
are being addressed.

In light of changes taking place terms of
reference need to be revisited and future role
of Committee redefined.

Secretariat
The secretariat functions acts as an appropriate conduit for the
provision of information to the Committee.

Meetings and administration
The Committee meets sufficiently often, such that agenda items can
be properly covered in the time allocated.

Quality and Quantity of information
The quality and quantity of information received is appropriate and
helps Committee members fulfil their role.

Timeliness of information
Information is received in sufficient time to allow for proper
consideration, with scope for additional briefing if necessary.

Agenda items
The Committee cycle agenda covers all matters of importance to the
Committee and to the Trust.

Annual reporting
The Committee makes best use of its annual reporting.

Stakeholders
The Committee has defined its stakeholders and ensures that the
organisation has the right level of contact with them.

| do not believe we have defined our
stakeholders, as a committee

10.

Risk management

The Committee uses an active and well-structured process to
manage risk, taking account of the organisation’s activities and the
breadth of functions across the business.

Not a significant aspect in respect of this
Committee’s activities
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Assessment of the effectiveness of Board Committees

NAME OF COMMITTEE YOUR REVIEW RELATES TO: Charitable Funds

Key

ORwWN=

Hardly ever / poor

Occasionally / below average
Some of the time / average

Most of the time / above average
All of the time / fully satisfactory

Please give each question a score or N/A by entering ‘X’ in the appropriate box. You can provide comments against any question to give examples, illustrate
what improvement would look like or describe something that is done well, and you would want to see remain the same.

Behaviours
Question N/A Comment

1. | Strategy
All Committee members have a clear understanding of the
orgainisation’s strategy, and how the work of the Committee links to
it.

2. | Managing Committee meetings and discussions
Committee meetings encourage a high quality of debate with robust
and probing discussions.

3. | Managing internal relationships
Committee members make decisions objectively in the best interests
of the organisation and feel collectively responsible for achieving
organisational success.

4. | Consideration of impact
Consideration is given to the impact of decisions on
stakeholders/patients.

5. | Committee members’ own skills
Committee members recognise the role which they and each of their
colleagues is expected to play and have the appropriate skills and
experience for that role.

6. | Reaction to events
The Committee responds positively and constructively to events in
order to enable effective decisions and implementation and to
encourage transparency.
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Question

N/A

Comment

There are no surprises
Committee members are kept fully informed of relevant sensitive and
difficult issues.

X|on

Committee Chairman

The Committee Chairman’s leadership style and tone promotes
effective decision-making constructive debate and ensures that the
Committee works as a team.

Decisions
After a decision has been made, it is clear who is responsible for
implementing it, and by when.

10.

Attendance and contribution to meetings
All Committee members attend and actively contribute at meetings.

11.

Open channel of communications
The Committee has open channels of communication with the Board
and others and is properly briefed.

12.

Risk and control frameworks

The Committee’s approach to reviewing risk in the organisation is
open and questioning, and looks to learning points from events,
rather than blame.
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Processes

Question

N/A

Comment

Composition
The Committee is the right size and has the best mix of skills to
ensure its optimum effectiveness.

Terms of reference

The terms of reference for the Committee are appropriate, with
clearly defined roles and responsibilities, ensuring the right issues
are being addressed.

Secretariat
The secretariat functions acts as an appropriate conduit for the
provision of information to the Committee.

Meetings and administration
The Committee meets sufficiently often, such that agenda items can
be properly covered in the time allocated.

Quality and Quantity of information
The quality and quantity of information received is appropriate and
helps Committee members fulfil their role.

Timeliness of information
Information is received in sufficient time to allow for proper
consideration, with scope for additional briefing if necessary.

Agenda items
The Committee cycle agenda covers all matters of importance to the
Committee and to the Trust.

Annual reporting
The Committee makes best use of its annual reporting.

Stakeholders
The Committee has defined its stakeholders and ensures that the
organisation has the right level of contact with them.

10.

Risk management

The Committee uses an active and well-structured process to
manage risk, taking account of the organisation’s activities and the
breadth of functions across the business.
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Assessment of the effectiveness of Board Committees

NAME OF COMMITTEE YOUR REVIEW RELATES TO: Charitable Funds

Key

ORwWN=

Hardly ever / poor

Occasionally / below average
Some of the time / average

Most of the time / above average
All of the time / fully satisfactory

Please give each question a score or N/A by entering ‘X’ in the appropriate box. You can provide comments against any question to give examples, illustrate
what improvement would look like or describe something that is done well, and you would want to see remain the same.

Behaviours
Question N/A Comment

1. | Strategy
All Committee members have a clear understanding of the
orgainisation’s strategy, and how the work of the Committee links to
it.

2. | Managing Committee meetings and discussions
Committee meetings encourage a high quality of debate with robust
and probing discussions.

3. | Managing internal relationships
Committee members make decisions objectively in the best interests
of the organisation and feel collectively responsible for achieving
organisational success.

4. | Consideration of impact
Consideration is given to the impact of decisions on
stakeholders/patients.

5. | Committee members’ own skills
Committee members recognise the role which they and each of their
colleagues is expected to play and have the appropriate skills and
experience for that role.

6. | Reaction to events
The Committee responds positively and constructively to events in
order to enable effective decisions and implementation and to
encourage transparency.
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Question

N/A

Comment

There are no surprises
Committee members are kept fully informed of relevant sensitive and
difficult issues.

Committee Chairman

The Committee Chairman’s leadership style and tone promotes
effective decision-making constructive debate and ensures that the
Committee works as a team.

Decisions
After a decision has been made, it is clear who is responsible for
implementing it, and by when.

10.

Attendance and contribution to meetings
All Committee members attend and actively contribute at meetings.

11.

Open channel of communications
The Committee has open channels of communication with the Board
and others and is properly briefed.

12.

Risk and control frameworks

The Committee’s approach to reviewing risk in the organisation is
open and questioning, and looks to learning points from events,
rather than blame.
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Processes

Question

N/A

Comment

Composition
The Committee is the right size and has the best mix of skills to
ensure its optimum effectiveness.

Terms of reference

The terms of reference for the Committee are appropriate, with
clearly defined roles and responsibilities, ensuring the right issues
are being addressed.

Will probably need review when funds have
been transferred to WISHH

Secretariat
The secretariat functions acts as an appropriate conduit for the
provision of information to the Committee.

Meetings and administration
The Committee meets sufficiently often, such that agenda items can
be properly covered in the time allocated.

Quality and Quantity of information
The quality and quantity of information received is appropriate and
helps Committee members fulfil their role.

Timeliness of information
Information is received in sufficient time to allow for proper
consideration, with scope for additional briefing if necessary.

Agenda items
The Committee cycle agenda covers all matters of importance to the
Committee and to the Trust.

Annual reporting
The Committee makes best use of its annual reporting.

Stakeholders
The Committee has defined its stakeholders and ensures that the
organisation has the right level of contact with them.

The recent meeting with WISHH trustees
was very valuable

10.

Risk management

The Committee uses an active and well-structured process to
manage risk, taking account of the organisation’s activities and the
breadth of functions across the business.
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Hull University Teaching Hospitals NHS Trust

Non-Executive Directors’ Terms of Office and Committee Membership 2023

Name Title Committee Membership Other Trust Roles
Sean Lyons Chair
Stuart Hall Vice Chair/ Remuneration Lead for RTT
NED Quality Deputy Lead ICS
Performance and Finance
Tracey NED/SID Remuneration Speaking Up/Whistleblowing Champion
Christmas Audit (Chair) Transition child/adult lead
Performance and Finance Champion for Safeguarding
Tony Curry A/NED Remuneration Performance and Finance (Chair) Lead for Digital & IT
NED Charitable Funds (Chair) Non-Executive Champion for
Scan4Safety
Mike Robson NED Remuneration Non-Executive Champion for GIRFT
Audit
Performance and Finance
Charitable Funds Committee
Una McLeod NED Remuneration Lead for Hull University partnership
Quality Champion for End of Life Care
Workforce, Education and Culture Committee
(Chair)
Linda Jackson A/NED Attends:
Remuneration
Quality
Ashok Pathak A/NED Attends:
Remuneration
Quality
David Hughes NED Quality (Chair) Maternity Champion

Remuneration
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AREA ROLE REFERENCE LEAD
Overall Responsibility for the Accountable Officer NHS Act 2006 Chris Long
Trust
Board Composition Executive Nurse/Midwife NHS Act 2006 Jo Ledger
Executive Medical/Dental Officer NHS Act 2006 Makani Purva
Emergency Preparedness Accountable Officer for Emergency Emergency Preparedness Resilience and Response (EPRR), Ellen Ryabov
Preparedness NHS England
NED Lead for Emergency Preparedness | EPRR, NHS England
Accountable Officer for the Part 2 of The Controlled Drugs (Supervision of Management | Jo Goode
Destruction of Controlled Drugs and Use) Regulations 2013 (SI (2013/373)
Accountable Officer for Controlled Part 2 of The Controlled Drugs (Supervision of Management | Jo Goode

Medicines Management

Drugs

and Use) Regulations 2013 (Sl (2013/373)

Medicines Safety Officer

Patient Safety Alert NHS/PSA/D/2014/005

Simon Gaines

Non-Medical Prescribing Lead

NMC Code of Conduct/Standards

Caroline Grantham

Accounting Officer NHS Act 2006 Lee Bond
Counter Fraud Board Lead (Executive) Directions to NHS Bodies on Counter Fraud 2004 Lee Bond
Counter Fraud Board Lead (Non- Directions to NHS Bodies on Counter Fraud 2004 Tracey Zepherin

Finance Executive)
Local Counter Fraud Specialist Directions to NHS Bodies on Counter Fraud 2004 Sally Stevenson
Security Management Director Secretary of State Directions March 2005 Jug Johal
Security Management Non-Executive Secretary of State Directions March 2005
Director
Local Security Management Specialist Secretary of State Directions March 2005
Senior Compliance Officer Bribery Act 2010 Jane Osman
Procurement Non-Executive Director NHS TDA Mike Robson
Hospital Pharmacy and Medicines NHSI, Carter Project Makani Purva
Optimisation Executive Lead
Caldicott Guardian HSC1999/012 Alastair Pickering
Senior Information Risk Officer (SIRO) Information Governance Toolkit Lee Bond
Information Information Governance Lead NHS Standard Contract Alastair Pickering

Management/Governance

Chief Clinical Information Officer

NHS Information Strategy

Steve Jessop

Data Protection Officer

Data Protection Act and General Data Protection Regulations

Taryn Milton

Executive Board member for data and
cyber security

Data Protection Act and General Data Protection Regulations

Shauna McMahon

Lead Executive for Health & Safety

Health & Safety at Work Act 1974

Suzanne Rostron
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Health & Safety

Trust Competent Person

Health & Safety at Work Act 1974

Christine Richards

Fire Safety Lead

Firecode; Fire Safety in the NHS

Christine Richards

Advisor for RIDDOR/COSHH

Health & Safety at Work Act 1974

Christine Richards

lonising Radiation (Medical Exposure)
Lead

(where organisations provide
radiotherapy services)

lonising Radiation (Medical Exposure)
Regulations 2000

John Saunderson

Radiation Protection Advisor

lonising Radiation Regulations 1999

Infection Control

Director of Infection Prevention &
Control (DIPC)

Health & Social Care Act 2008 Code of Practice on Control of
Infection

Greta Johnson

Decontamination Lead

Health & Social Care Act 2008 Code of Practice on Control of
Infection

Safeguarding

Safeguarding Executive Lead

Safeguarding Accountability Assurance Framework
NHS Standard Contract

Lead Professional for Safeguarding

Safeguarding Accountability Assurance Framework

Kate Rudston

Designated Doctor for Child Protection

Safeguarding Accountability Assurance Framework

Christopher Wood

Designated Doctor for Safeguarding
Adults

Safeguarding Accountability Assurance Framework

Christopher Wood

Named Nurse for Safeguarding Adults

Safeguarding Accountability Assurance Framework

Christine Davidson
Patricia Darley (Children)

Designated Midwife for Safeguarding

Safeguarding Accountability Assurance Framework

Paula Peacock

Deprivation of Liberty & Safeguarding
(DoLS) Lead

Mental Capacity Act 2005

Rachel Hoggarth

Mental Health Act Administrator

Mental Capacity Act 2005

Jayne Wilson

Prevent Lead

Counter-Terrorism and Security Act 2015
NHS Standard Contract

Paula Longley

Freedom of Information Act

Freedom of Information Act Lead

Freedom of Information Act

Myles Howell

Qualified Person for FOIA

Freedom of Information Act

Freedom to Speak Up

Freedom to Speak Up Guardian

NHSE Requirement & requirement of NHS Standard Contract

Fran Moverley

Executive Lead for FTSU

HSC 1999/198
Freedom to Speak Up Review/Francis Inquiry

Suzanne Rostron

NED for Raising Concerns HSC 1999/198 Tracey Zepherin
Freedom to Speak Up Review/Francis Inquiry
Quality - Executive Lead Francis Inquiry Jo Ledger/Makani

Purva/Suzanne Rostron

Quality - Non-Executive Lead

Francis Inquiry
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Quality/Patient Safety

Executive Lead for End of Life Care

More Care, Less Care Report 2013

Jo Ledger

Non-Executive Lead for End of Life
Care

More Care, Less Care Report 2013

Una Macleod

Non-Executive Lead for Complaints

NHS Complaints Regulations

Responsible Person for Compliance
with Complaints Regulations

NHS Complaints Regulations

Kate Rudston

Complaints Manager

NHS Complaints Regulations

Leah Coneyworth

Falls Lead (Non-Executive Director)

Falls and Fragility Audit Programme

Rosie Hoyle

Hip Fracture Non-Executive Lead

Hip Fracture Review 2016

Guardian of Safe Working Hours

NHS Employers

Mamhoud Loubani

Medicines Devices Safety Officer

Patient Safety Alert NHS/PSA/D/2014/006

Simon Gaines

Central Alerting System (CAS) Liaison

Officer

NHS England - Introduction to the National Patient Safety
Alerting System

Christine Richards

Responsible Officer for Revalidation

General Medical Council

Makani Purva

NED responsible for Doctors
Disciplinary

General Medical Council

Sean Lyons

NED Lead for Mortality

Learning from Deaths Report 2017; NHS England

Quality Review Service Lead

NHS England

Suzanne Rostron

Maternity Champion

Safer Maternity Care

Jo Ledger

Patient Safety Specialist

NHS England Patient Safety Strategy
https://www.england.nhs.uk/wp-content/uploads/2020/08/

identifying-patient-safety-specialists-v2.pdf

Donna Pickering

NED for Maternity Services

Ockenden review OCKENDEN REPORT - MATERNITY SERVICES AT

THE SHREWSBURY AND TELFORD HOSPITAL NHS TRUST
(ockendenmaternityreview.org.uk)

Stuart Hall

Human Tissue Authority

Designated Individual

Human Tissue Act

lan Smith

Human Fertility & Embryology

Responsible Person

Human Fertility & Embryology Act

Keith Cunningham

Care Quality Commission

CQC Nominated Individual

Health & Social Care Act 2014

Suzanne Rostron

Sustainability

Trust Board Lead (Executive)

NHS Carbon Reduction Strategy 2009

Lee Bond

Equality & Diversity

Board Executive Lead

Equality Act 2010

Simon Nearney

Executive Board Lead for Tackling
Inequality

NHS England

Phase 3 of the Covid response
https://www.england.nhs.uk/wp-content/uploads/
2020/08/implementing-phase-3-of-the-nhs-response-to-
covid-19.pdf

Simon Nearney
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REGISTER OF GIFTS AND INTERESTS ANNUAL UPDATE

| REFERENCES Only PDFs are attached

6.4 - Register of Gifts and hospitality and interests paper July 2023.pdf
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Agenda Meeting | Trust Board Meeting 12.07.23
Item Date
Title Gifts Hospitality and Sponsorship, Declarations of Interest
Lead Suzanne Rostron, Director of Quality Governance
Director
Author Rebecca Thompson, Head of Corporate Affairs
Report
previously | The report is received by the Audit Committee annually
considered
by (date)
Purpose of the Reason for Link to CQC Link to Trust Strategic
Report submission to the Domain Objectives 2021/22
Trust Board private
session
Trust Board Commercial Safe Honest Caring and v
Approval Confidentiality Accountable Future
Committee Patient Confidentiality Effective Valued, Skilled and
Agreement Sufficient Staff
Assurance v | Staff Confidentiality Caring High Quality Care v
Information Only Other Exceptional Responsive Great Clinical Services
Circumstance
Well-led Partnerships and

Integrated Services

Research and
Innovation

Financial Sustainability | ¥

Key Recommendations to be considered:

The Trust Board is requested to:
¢ review the report and decide if there is assurance that the governance processes are in
place to ensure compliance with the Trust policy
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1.

Hull University Teaching Hospitals NHS Trust
Gifts, Hospitality and Sponsorship, Declarations of Interest

Purpose of the paper
The purpose of the report is to present the Register of Gifts, Hospitality and
Sponsorship 2022/23 to the Trust Board.

Background

Systems are in place to proactively request from senior managers and other appropriate staff
declarations regarding any gifts or hospitality and declarations of interest, on a quarterly
basis. This includes all Health Group managers (triumvirate and divisional teams), senior
pharmacists, senior supplies staff, medical education, finance and capital development. All
responses are reviewed by the Head of Corporate Affairs against the Trust’s policy, for
appropriateness and to raise any queries on declarations.

The Trust’s policy and processes on gifts, hospitality, sponsorship and declarations of
interest have been subject to a recent internal audit. The Trust also works closely with the
Counter Fraud Team regarding declarations received.

Declarations of Gifts, Hospitality and Sponsorship

Declarations of gifts, hospitality and sponsorship come under the Trust’s Declarations Policy.
This policy was updated in line with the new NHS England Managing Conflicts of Interest
guidance, which was mandated from 1 June 2017. It was also updated in April 2018
following an internal audit report, to adopt further best practice. Further suggestions for best
practice have been suggested by the Trust’s Anti-fraud lead, and an updated version of the
policy is presented on today’s agenda for approval.

Staff are reminded on a regular basis via Pattie and corporate email to declare gifts and
hospitality and the Corporate Affairs Team offer guidance to staff were necessary. Board
members are periodically asked to provide an update on any gifts, hospitality and
sponsorship, including making a nil return.

The full register of declarations of gifts, hospitality and sponsorship for 2022/23 is available
and is scrutinised by the Audit Committee.

The full register is reviewed on a regular basis. This includes reviewing sources of
sponsorship, gifts and hospitality and maintaining oversight of the levels of contribution being
made from single sources. There are no particular queries or concerns to draw to the
Committee’s attention. The Audit Committee is asked for feedback against the attached
register for any other queries to be followed up.

The Head of Corporate Affairs works closely with the Counter Fraud Team to review the
registers as well as ensuring that any disclosures made by the Association of the British
Pharmaceutical Industry match declarations made.

Declarations of Interests

Periodic reminders are also sent for declaration of interest forms to be reviewed and
updated. All new starters are required to declare any relevant interests. The annual Fit and
Proper Persons check on Board members took place in March and was reported at the May
2023 Trust Board meeting.

The Trust publishes on its website the business interests (or nil returns) and receipt of gifts,
hospitality and sponsorship of all Board members as well as the declared interests of Deputy
Directors/significant decision makers. The policy has been recently amended so that all
Bands from 8A above are requested to provide a declaration or a nil return.

Overall page 149 of 488



The register is reviewed on a regular basis. This includes checking whether Consultant
colleagues are making declarations or nil returns on private practice and reviewing any
company directorship declared for potential conflicts of interest.

The Audit Committee is asked for feedback against the attached registers for any other
queries to be followed up.

5. Recommendation
The Trust Board is requested to:
¢ review the report and decide if there is assurance that the governance processes are in
place to ensure compliance with the Trust policy

Rebecca Thompson
Head of Corporate Affairs
July 2023
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Hull University Teaching Hospitals NHS Trust

Agenda Meeting | Trust Board Meeting 11.07.23
Item Date
Title Standing Orders
Lead Suzanne Rostron, Director of Quality Governance
Director
Author Rebecca Thompson, Head of Corporate Affairs
Report
previously | The report was previously considered at the May 2023 Trust Board
considered
by (date)
Purpose of the Reason for Link to CQC Link to Trust Strategic
Report submission to the Domain Objectives 2021/22
Trust Board private
session
Trust Board Commercial Safe Honest Caring and
Approval Confidentiality Accountable Future
Committee Patient Effective Valued, Skilled and
Agreement Confidentiality Sufficient Staff
Assurance Staff Confidentiality Caring High Quality Care
Information Only Other Exceptional Responsive Great Clinical Services | ¥
Circumstance
Well-led Partnerships and

Integrated Services

Research and

Innovation

Financial Sustainability | ¥’

Key Recommendations to be considered:

The Trust Board is requested to:
e Authorise the use of the Trust’s seal
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Hull University Teaching Hospitals NHS Trust

Trust Board

Standing Orders May 2023

1 Purpose of the Report
To approve those matters reserved to the Trust Board in accordance with the Trust’'s Standing
Orders and Standing Financial Instructions.

2 Approval of signing and sealing of documents

The Trust Board is requested to authorise the use of the Trust seal as follows: This paper
summarises all use of the Trust seal since May 2023.

SEAL DESCRIPTION OF DOCUMENTS SEALED DATE DIRECTORS
2023/05 | Hull University Teaching Hospitals NHS Trust | 26/06/23 Chris Long — Chief
and the Hull and East Yorkshire Medical Executive Officer
Research Centre — Third variation agreement Lee Bond — Chief
relating to a development agreement for Financial Officer
lease and underlease in respect of the
construction and letting of premises known as
the new cyclotron and radio pharmacy facility
at Castle Hill.
3 Recommendation

The Trust Board is requested to:
e Authorise the use of the Trust’s seal

Rebecca Thompson
Head of Corporate Affairs

July 2023
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HEALTH AND SAFETY ANNUAL REPORT

| REFERENCES Only PDFs are attached

A
6.6 - 2022 - 2023 Trust Safety Team Report.pdf
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HULL UNIVERSITY TEACHING HOSPITALS NHS TRUST

Safety Team Annual Report 2022/23

Title:

Safety Team Annual Report 2022/23

Responsible

Director of Governance

Director:

Author: lan Stanley, Deputy Safety Manager

Purpose The purpose of this report is to provide information and assurance to
the Trust Board and others, in relation to matters relating to the
management of Safety within the Trust.

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

Financial sustainability

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

Key Summary
of Issues

Information is provided in the report on the following topics:

Safety Dept. KPI's

General RIDDOR Reportable Incidents
RIDDOR: Occupational Health

Annual incidents by Health Group
Reportable slip trip falls
Non-reportable slip trip falls
Timeliness of Reporting of incidents to the HSE
Site inspections

Staff incidents reported by severity
Quarterly safety inspections

EL / PL Claims

Manual Handling

Obijectives for 2022/2023

SUMMARY

Page 1 of 18
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Health Safety Executive:

¢ The Trust maintained its excellent record with the Health and Safety
regulator during 2022/2023.

Face Fit Testing:

In October 2021, the management of the Face Fit Testing service was transferred
from the Infection Control team to the Safety department.

Since taking charge of the service, it has been the subject of much focus which
has seen the introduction of mandatory testing for all clinical staff a fully traceable
booking system via HEY 24/7 and its progression to being the regionals best
performing Trust for best part of the past nine months with approximately 3600
staff tested.

Because of additional demands and pressures on the Safety team, it has been
decided that the management of the face fit testing would be transferred back to
the Infection Control team as of February 2023.

Reportable Incidents:
e The Trust’'s Safety team reported (28) incidents to the HSE under the requirements of
the RIDDOR Regulations 2013 in 2022/23. The most common causes were slip, trip
and falls incidents with (13) - (4) Slips (4) Trips and (5) falls.

This will result in an increased focus on the management of this hazard. Paradoxically,
the incidence of less serious cases of slips, trips and falls (Non-RIDDOR reportable
incidents) has increased in 2022/23:40 compared with 28 in 2021/22.

¢ In terms of timeliness of reporting to the HSE, (9) of the (28) incidents were reported
after the 15 day target: and is an increase of (4) on the previous year by (5).

¢ The Trust’'s Occupational Health Team reported (11) incidents to HSE which is an
increase of (3) with (9) Needle-stick injuries and (2) Exposure to blood borne viruses.
There were no reported cases of work-related dermatitis for the seventh year running,
overall this is an increase of (3) incidents when compared to the previous year (8).

Claims:
e 20 Employee Liability Claims were opened within the financial year 2022/2023. This is
an increase of 9 from the previous financial year.

Moving Handling:
e |n July 2022, it was agreed Manual Handling be moved from the Safety department to
Corporate Nursing.

Safety Focus — 2023/24

e Key areas of safety management focus in 2023/24 include

e Afocus on slips trips and falls prevention.

¢ Provide a course for managers to enable them to undertake risk assessments and
inspection in their own areas and when to report accidents etc. along with training for
new Safety Focal persons and updates.

¢ We have also recognised that due to COVID, organisational changes and the
reduction of the Safety teams resources, there has been a drop in general risk
assessments and the review of those assessments which will be a focus moving
forward.

Page 2 of 18
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Safety Department Annual Report, 2022 / 2023

Contents:

Executive summary

KPIs

General RIDDOR Reportable Incidents

Annual RIDDOR incidents by Health Group
RIDDOR Reportable slip trip falls

Non reportable slip trip falls

RIDDOR: Occupational Health

Timeliness of Reporting of incidents to the HSE
Quarterly Site Inspections

Staff incidents reported by severity

10. Quarterly Physical Inspections

11. Safety Focal Persons

12. EL / PL Claims

1.

KPI's
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Key Performance Indicators (KPI’s) — Monitored quarterly - and covering the following
topics:

e Number (and rate — No. / 7932 employees x 100) of RIDDOR reportable incidents.
This is selected as a reactive KPI because of the reliability of the reporting: these
incidents are less likely to go un-reported that more minor incidents and near-misses.
The target for RIDDOR reportable incidents should always be as few as possible,
though an organisation as large and complex as HUTH would certainly alert the
regulator (HSE) if no such incidents were reported.

e Total staff slips, trips and falls incident rate (not just RIDDOR). The justification for
this choice of KPI is that it is the single biggest cause of staff injury. The target
improvement here would be a steady decrease, though with caution regarding incident
reporting rates generally.

e EL /PL Claims — new employees’ / public liability claims received (non-clinical).

¢ Numbers of hazards identified by site quarterly inspections by the Safety Team; a
pro-active measure. We would want to see a reduction in the number of hazards
identified in any given area upon subsequent inspections if the corrective actions have
been taken.

o Staff accidents reported by severity. Numbers of those classed as either severe or
catastrophic. A good reporting culture in the organisation would have staff recording
high numbers of near misses, no harm or minor harm incidents. For this reason, an
increase in overall staff incidents should not necessarily be seen as a negative
outcome. However, we would want to see low numbers of those incidents classed as
major or catastrophic, as such incidents are unlikely to go unreported.

2. Reporting of Injuries, Diseases and Dangerous Occurrence Regulations
(RIDDOR) 2013

General RIDDOR Reportable Incidents: totals and rates (per headcount x 100):
Page 4 of 18
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Table 1: Quarter 4

FTE 7932

Quarter 1

Quarter 2

Quarter 3

Quarter 4

28 |

We have witnessed (6) incident which is an increase of (2) incident during quarter 4 when
compared to quarter 3 (6).

Table 2: Annual

RIDDOR [Nl Quarter 2 Quarter 4 RIDDOR
Apr 2022 - Mar 2023 Apr Jul | Aug sep Decl Ll
Slip- trip fall 2111 13 12
-] 2 1
Struck by or against something 3 2
- 0
Contact with sharp material or object non medical - - - 1 1
2] -1 8 3
Contact other medical sharps - - - 1 1
Exposure to harmful agent e.g. radiation, substance, bio agent, 2

—— e JERERED AR
FTE 7932 7 11 4 6

Slip trip falls equates to (13) of the (28) reportable incidents for the year 2022 — 2023, however
there remains a significant decrease of Moving Handling incidents with just (2) being reported.

Table 3: Three-Year Comparison

2020 - 2021 [ 172] 2022 - 2023
Quarter 1 5 | 6 ] 7 18
Quarter 2 4 3 11 18
“Quarters | 7 | 6 | 4 | [17
Quarter 4 6 7 6 19

7 = [ 3 ] [7]

When compared to the previous year 2021 — 2022 (22) we have witnessed a slight increase
during 2022 — 2023 (28).

Graph 1: twelve-year comparison 2011 — 2023.
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Yearly comparrison
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The above graph shows the total of reportable incidents over the past twelve years
with a collective total being 362 reportable incidents.

In 2011 we reported (54) incidents, since then we have witnessed a steady decrease
with 2019 being the exceptional with the lowest ever on record with the reporting of

just (10) incidents.

The main factors for the increase for the past year is Slip trip fall's (13).

Graph 2: Year on year comparison for slip trip falls 2011 — 2023.
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The above graph shows that we have witnessed a total of (13) slip trip falls - slip (4)
trips (4) and falls (5) during 2022 — 2023.

3. Annual RIDDOR incidents by Health Group:
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Table 4: Quarter 4

e e

Jan 2 0.02
Quarter 4 Feb 1 5 0.01
Mar 2 0.02

w
m
=
I
g
—
D
!

Q

—
[}

During quarter 4 we witnessed (5) incidents which was a slight increase of (2) when compared
to quarter 3 (3).

Table 5: Annual

FTE 7032 cs S WA
Apr - 3 1 - - 4 0.05
Quarter 1 May - - 1 1 - 2 7 0.02
Jun - 1 - - - 1 0.01
1 1 1 4 0.05
Quarter 2 4 - - 4 11 0.05
1 2 3 0.03
1 - 2 0.02
Quarter 3 - 1 3 0.01
1 2
Quarter 4 - 1
1 2

0.02

5 0.01

0.02

DT [ 5 [ 6 [ 4 [ 2 ] | % |
Corporate (13) Medicine (6) Surgery (4) FWH (2) CS (1)

Table 6: Three-Year Comparison

| FTE cs S [ FwH
2020 - 2021 7430 3 4 5 8 2
7932 4 7 7 4 -
7932 1 13 6 4 2

L8 [ 24 [ 18 [ 16 | 4 |

When looking back over the past three years Corporate has had the most incidents with (24)
and Medicine having the second most incidents with (18) and Surgery third with (16) incidents.

4. RIDDOR Reportable slip trip falls:
Page 7 of 18
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Table 7: Quarter 4

5 N W~ I 1 -

Jan - - - - -
Quarter 4 Feb - 1 1 2 0.02
Mar - - - - -

There was a slight increase during quarter 4 with (2) incidents reported when compared to
quarter 3 when (1) was reported.

Table 8: Annual

FTE 7932 Slip Tip [ Fal |
1 2

Apr 1 - 0.02
Quarter 1 May

0.01
0.01

1
1
1 0.01
K 0.03
2 0.02

Quarter 3 1 0.01

Quarter 2

Quarter 4

T o R ) S TR

During 2022 — 2023 we have reported (4) slips and (4) trips and (5) falls.

Table 9: Three-Year Comparison

ST
2020 - 2021 3 3 - 6 0.06
5 3 4 12 0.13
4 4 5 13 0.16
7 0 [ 5 ] s ]

During 2022 — 2023, we have witnessed a slight increase of (1) when compared to 2021 —
2022.

Table 10: Overview of reportable slips 2022 — 2023
Page 8 of 18
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Slips |
Slip on loose gravel in car park — Plan in place to monitor and maintain carpark.

2 Slip on wet floor in sterile service area — staff made aware to clean any spills.

Slip on spill of water when jugs of water are taken from the fridge— Staff made aware
3 | of the accident and reminded to clean any spills.

Slip on spilled liquid, source unknown in main foyer of the Tower block.

Table 11: Overview of reportable trips for 2022 — 2023

Trips |

Trip on broken paving stone — Stone reported to the Estates department for repair.
1

Trip from catching foot in open floor duct — duct cover replaced.
2

Trip over the foot of the heras fence — Informed capital and contractor.
3

Tripped when stubbed foot on uneven flooring — Estates aware of flooring issue and is
4 | waiting for a suitable time to gain access to Ward 500.

Table 12: Overview of reportable falls for 2022 — 2023

Falls |

Fall from delivery vehicle — Port fell from vehicle while working.
1

Patient unwitnessed fall in side room.
2

Fall on footpath leading in to the main site- area monitored and is part of the quarterly
3 inspections for identifying defects.

Patient fell from the last step of the main stair case — Stairs inspected no defects found
4 | external team also inspected stairs and was satisfied with current lay out.

Fall following stubbing foot on uneven floor covering on main corridor — Floor has
5 | since been repaired.

Page 9 of 18
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5. Non-RIDDOR reportable slip trip falls:
Table 13: Quarter 4

Quarer ST I -
1770 - 1 - 1 0.01

1876 1 3 - 4 0.04

1341 - - 1 1 0.04

1852 1 - - 1 0.01

FWH 1093 2 1 - 3 0.03

e 4 [ 5 T 7 ] [ ]

Quarter 4 showed no changed (10) when compared to the previous quarter (10).

Table 14: Annual

7932 Slip . 7 [ Tota Rate
- 2

Apr 2 0.02
Quarter 1 May
Jun

0.01
0.06

1
6
2 0.02
K 0.03
6 0.06

5 0.05
3 0.03
2 0.02
4
1

0.04

0.01

5 005
14 [ 25 | 1 || 40 |

There have been (40) non-reportable staff slips trip falls over the past twelve months; this is
an increase of (12) on the previous year (28).

Quarter 2

Quarter 3

Quarter 4

NN ESTNIEY S SN

4
1
2
5
4
1
7
2
3

Table 15: Three-Year Comparison

Slip Trip
2020 - 2021 28 12 2 42
Fmﬁ 10 12 6 28
2022 - 2023 14 25 1 40

EECER 52 [ 4 [ 9 [ 0 |
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6. RIDDOR - reported by the Occupational Health Department:

Table 16: Quarter 4

Needlestick EBBV Dermatitis Total Rate

Jan - - - - -
Quarter 4 Feb 1 - - 1 2 0.01
Mar 1 - - 1 0.01

During quarter 4 we witnessed (2) incident which is a decrease of (1) against quarter 3 (3).

| FTE 7932

Table 17: Annual

FTE 7032
Apr - - - - -
Quarter 1 May 1 1 - 2 3 0.02
Jun 1 - - 1 0.01
Quarter 2 1 1 3 0.01
2 2 0.02
1 1 0.01
Quarter 3 1 1 3 0.01
- 1 0.01

0.01
0.01

T T e N S

Quarter 4 1

—_

—

During 2022 — 2023, we witnessed (9) needle stick injuries and (2) Exposure to Blood Born
Viruses with no reported cases of dermatitis.

Table 18: Three-Year Comparison

2020 - 2021 | Zor2k
Needlestick 7

EBBV 4 3 2
Dermatitis - - -

BN v [ 8 [ 1 ]

We have witnessed (11) reportable incidents giving us an increase of (3) when compared to
the previous 12 months it should also be noted that for the seventh consecutive year running
(12/2015), there have been no reportable cases of Dermatitis.

- 2022

Page 11 of 18

Overall page 165 of 488



Agenda ltem — 2019.17

7. Timeliness of Reporting of incidents to the HSE:

The reporting of incidents in accordance to regulation 4.2 of the RIDDOR Regulations 2013 -
within 15 days

NB: The following information does not include Occupational Health reportable incidents

Table 19: Quarter 4

| Quarterd 24 [

Quarter 4 shows there were (4) late reporting and (2) on time reported to the HSE, this was
largely due to the incident being reported late to the Safety team.

Table 20: Annual

On time

Quarter 1 4 7
Quarter 2 9 2 11
C Quarter3 | 4 | - ] 4 The number of incidents reported from
Quarter 4 2 4 6 the previous year is (22) We have
witnessed an increase over the past
19 | 9 | [ 28 | twelve months for the late reporting of

incidents by (6) incidents meaning we
have reported (28).

Table 21: Three-Year Comparison:

| 2020 - 2021 | 15 | 7| | 22 |
2021 - 2022 17 | 5 | | 22 |
[ 2022 - 2023 | 19 | 9 | [ 28 |

EREE s [ 21 | [72 ]

We have witnessed an increase of incidents reported late during the past year with (9) against
(5) for the previous year.

The main reasons for the late reporting is that the Safety team had not been notified of the
incident within the specified period of 15 days.

8. Quarterly Site Inspections:

Hull Royal Infirmary:
Page 12 of 18
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Table 22: Type of defects found over the past year:

Paving stones
Potholes
kerb edgings

Bollards
WETS
Fencing
Service covers
Vegitation

The above shows common defects found across two quarterly inspections, Potholes showing as
the most common defect this is mainly evident in the Argyle street car park.

Table 23: Defects found.

Risk rating Quarter 1 [HOIIETE Quarter 3 [FL@IIETE
g - - -
Moderate 5 4 26
Low - 2 4
Very low - - 1

Tota 600 IR 14 31 ]

During the past 12 months, the majority of defects identified carried a risk rating of a moderate,
with no risk identified as being high.

Castle Hill Hospital:

Table 24: Type of defects found over the past year:

Paving stone

Pot holes
kerb edgings

Bollards I

WWELS

Fencing - - - -

Service covers - - -
Vegitation - - - -

The above shows common defects found across all four quarterly inspections with potholes

identified in each of the temporary car parks along with a number of broken paving stones on
footpaths.

Table 25: Defects found:
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Defects found
Riskrating | Quarter 1 eIl Quarter 4

- B
¢ HEEE o 27
o 5 ]
I

Moderate
Low 4
Very low -

Table 26: Combined annual defects found and acted upon at HRI and CHH.

5 2 11

HRI - CHH Combined

Risk rating Quarter 2 Quarter 4

High

. :
1 18 7
: 4 16
0 :

As a combined total we identified (95) defects across HRI and CHH with (26) being acted
upon leaving (8).

9. Staff incidents reported by severity:

Table 27: Quarterly incident by severity

Risk Rating Quarter 1 Quarter 2 Quarter 4
No harm 18 26 29 35 108
Minor 50 40 40 94 224
Moderate 2 3 1 6 6
Major - - - 1 1

70 [ & [ 70 [ 1% | [3%]

The above pattern is seen as encouraging: given that, high reporting combined with low severity
rating is seen as a positive indicator of organisational safety culture, the fact that we have seen
an increase in reported low severity ratings, combined with no major or catastrophic, is
welcomed.

Table 28: Annual incident severity

Risk Rating 2022 - 2023

No harm 35
Minor 94
Moderate 6

Major 1
Catastrophic -
Total: 136

Table 29: Three-year comparison incident by severity
Page 14 of 18
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Risk Rating

2020 - 2021 | Zo e 2022 - 2023 Total

No harm 131 90 35 256
Minor 283 207 94 584
Moderate 17 17 6 40

Major 1 - 1 2
Catastrophic - - - -
Total: 432 314 136 882

10. Quarterly Physical Inspections:

Table 30: Quarterly and three-year comparison of quarterly physical inspections: CHH

Castle Hill Hospital

Quarter 2 Quarter 4
[ 2020-2021 [ 21 28 24
2021 - 2022 30 27
[2022-2023 | 25 17 32 101
86 | 75 [ 719 [ 83 | [ 323 ]

Table 31: Three-year comparison of quarterly physical inspections: HRI

Hull Royal Infirmary
Quarter 2 Quarter 4 e The above shows the

number of physical

| 2020-2021 | 29 29 25 112 inspections carried out

Wards and departments
2021 - 2022 38 i 19 | aquarterly basis and

shows the totals for the

| 2022-2023 | 27 19 51 142 past three years.

o7 | 8 | 9 | 9 | 373 | However, due to COVID

19, we experienced a number of ward movements along with major disruption across the Trust,
which has affected significantly on the number of inspections carried out and received.

by
on

However, the above shows a steady increase in numbers as services and staff resume back to
some level of normality.

11. Safety Focal Person’s:

Due to COVID there has been no further training of new Safety Focal Person’s for the
past year, however, there is a delegate waiting list and once the Trust reaches some
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normality and staff are available for training and training can resume, then those who are
on the waiting list will be contacted for training.

12 Employers Liability / Public Liability Claims

EL Claims 2022/2023:

20 Employee Liability Claims were opened within the financial year 2022/2023. This is an
increase of 9 from the previous financial year.

The common theme over the past year has been incidents involving violence and
injuries inflicted by patients. There have also been numerous claims involving slips,
trips and falls.

Summaries Below

The staff member was attacked by a patient with a metal bar that he had pulled out from
the bed. The patient had a history of aggressive behaviour.

Alleged, staff member assaulted whilst stopping patient climbing into bed with female
patient. Level 5 security had been requested but not implemented.

Staff Nurse writing notes when a patient came out of his room wielding a drip stand and hit
her across the back of her head with the base of the drip stand. The stand then broke and
the patient continued to hit the staff member with the pole of the drip stand.

Alleged injury to pectoral muscle and suspected broken ribs from a fall due to excessive
debris/mud on a pavement.

Member of staff was working in room 3 of the endoscopy unit preparing a patient for a
procedure. As the Claimant approached the patient, she tripped over a power cable trailing
from the equipment to the plug socket on the wall. As a consequence she fell forwards,
striking her face on a metal clinical waste bin.

Alleged torn ligament on left foot resulting in pain and swelling because of an oxygen
cylinder that fell on claimant's foot while trying to moving a patient.

The Claimant was working on the elderly dementia ward at HRI as a Hygienist. A patient
had been admitted to the ward and was known to be verbally and physically violent
towards others. The patient was attempting to leave the ward with another member of
staff. The Claimant was concerned for her colleagues safety and so assisted them. In
doing so, the patient attacked the Claimant.

Employee walking between Daisy DSU and the canteen entrance towards office 18/19
when a paving slab sunk, causing an uneven level. As a consequence she fell to the
ground and sustained injury.
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Alleged fracture to middle finger when attending to patient with high BMI.

Staff member walking from main tower block and tripped over the base of a railing.

Alleged breach of confidential information resulting in stress at work.

Employee walking through the main lift lobby of HRI tower block and slipped on liquid on
the floor.

Claimant was walking from the car park to the rear of the cardiology building. She crossed
a grassed area and slipped on the grass. As a consequence she fractured her ankle.

Member of staff sat working at a computer when a patient rolled up a towel and wrapped it
around the Claimant's neck. In doing so the patient pulled the Claimant backwards and
told her of his intention to kill her. She was dragged to the floor by the patient and as a
consequence sustained injury and loss.

Staff member walking through ground floor waiting area (near pod G) and slipped on wet
floor.

Water on floor was due to roof windows open and raining. Windows did not close in time.

Alleged puncture to finger by a used sharp instrument (clip) when clearing operating sets
from the previous day that had been left out.

Claimant and a porter transferring a patient on a bed. The claimant alleges that the porter
failed to slow down despite the request made by the Claimant. This resulted in a collision
on a door by the bed. The bed bounced back hitting the Claimant's lower leg.

Employee attempting to sit down at computer chair when said chair rolled away. She fell
backwards and hit her head and neck on the chair.

The Claimant slipped on an open duct on the helipad at HRI.

Employee stood up from nurses station when her foot became caught on trailing wires
underneath the desk causing her to fall to the ground.

PL Claims 2019/2020
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7 Public Liability Claims were opened in the financial year 2022/2023. This is an increase of 1
from the previous financial year.

Alleged trip up step outside of OCS office (near entrance 1B, CHH) when going to clock off
from her shift. Employed by OCS.

Claimant was changing a clinical waste bag when a sharp was protruding the bag and
pierced the Claimant's finger.

Alleged data breach regarding medical records from infectious diseases being sent to GP,
despite patient's request to not send.

Alleged loss of 6 rings whilst admitted to ward 7, HRI.

Alleged data breach. Clinic letters sent to GP in error.

Alleged data breach following Claimant's instructions to not send ID clinic letters to GP.

Alleged data breach claim. Claimant's medical records were mixed up with another
patient's medical records. The records were disclosed to Tri Star Medicals who sent the
records to the other patient. The other patient has had sight of the Claimant's records.

Closed Claims

There were 19 EL claims closed in the financial year 2022/2023, 8 of which were settled, the
remaining 11 were denied and/or withdrawn. 5 Public liability claims were closed within the
same period, 2 were settled and 3 were denied and/or withdrawn.

Page 18 of 18
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CHARITABLE FUNDS SUMMARY

| REFERENCES Only PDFs are attached

6.7 - Charitable Funds Summary May23.pdf
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Report to the Board in Public
Charitable Funds Committee May 2023

Item: Financial Report including Fund Balances | Level of assurance gained: Reasonable

The Committee agreed reasonable assurance. The committee received a comprehensive update on the charities funds including the balance sheet.

It was noted that there had not been a lot of changes since the previous committee, the lack of activity on the balances supported the previous discussions
to transfer remaining balances to the WISHH Charity to manage.

Item: General Purpose Funds | Level of assurance gained: Reasonable

The Committee agreed reasonable assurance.

The paper shared with the committee provided the background in relation to WISHH Charity and the proposed actions to be taken in transferring to the
balances. The committee was in agreement that the transfer proposal would be submitted to the July board for approval.

Item: Project Director’s Report | Level of assurance gained: Reasonable

The Committee agreed reasonable assurance.

The committee received a comprehensive overview of the funding proposals, investment management arrangements and the development of working
arrangements to provide a better understand the charity’s purpose and the needs of the Trust.

The Project Director of Fundraising also provided an update on existing benefactor funded developments, which are

Allam Diabetes Centre — Hull Royal Infirmary
Endoscopy/Digestive Diseases Development — Castle Hill Hospital
Twin Robotic Theatre — Castle Hill Hospital

Molecular Imaging Research Centre And Radiopharmacy

PET/CT Scanning Capacity

Hospital Arts Strategy

The committee also reviewed the terms of reference and discussed the effectiveness review.
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BOARD ASSURANCE FRAMEWORK - Q1 2023/24

| REFERENCES Only PDFs are attached
PS 7.1-BAF Q1 July 2023 SR.pdf

ﬁ 7.2 - CRR ORC May 2023 inc June updates.pdf

-

7.3 - BAF 1 - Culture Risk.pdf

-

7.4 - BAF 2 - Workforce Risk.pdf

-

7.5 - BAF 3.1 - Quality.pdf

-

7.6 - BAF 3.2 - Harm Free Care.pdf

-

7.7 - BAF 4 - Performance Risk.pdf

-

7.8 - BAF 5 - Partnership Risk.pdf

-

7.9 - BAF 6 - Research an Innovation Risk.pdf

-

7.9.1 - BAF 7.1 - Finance Risk.pdf

-

7.9.2 - BAF 7.2 - Underlying Financial Position Risk.pdf

-

7.9.3 - BAF 7.3 - Capital Risk.pdf

-

7.9.4 - Assurance Rating.pdf

-

7.9.5 - Risk Matrix.pdf
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Agenda Meeting | Quality Committee Meeting 11.07.23
Item Date
Title Board Assurance Framework
Lead Suzanne Rostron, Director of Quality Governance
Director
Author Rebecca Thompson, Head of Corporate Affairs
Report
previously | The Board Assurance Framework is received quarterly at the Board
considered | Committees and the Trust Board
by (date)
Purpose of the Reason for Link to CQC Link to Trust
Report submission to the Domain Strategic Objectives
Trust Board private 2021/22
session
Trust Board 4 | Commercial Safe &5 | Honest Caring and 5
Approval Confidentiality Accountable Future
Committee Patient Effective &4 | Valued, Skilled and =)
Agreement Confidentiality Sufficient Staff
Assurance & | Staff Confidentiality Caring &2 | High Quality Care =
Information Only Other Exceptional Responsive &3 | Great Clinical S
Circumstance Services
Well-led & | Partnerships and =
Integrated Services
Research and =)
Innovation
Financial =
Sustainability

Key Recommendations to be considered:

The Committee is asked to:

*  Approve the Q1 risk ratings

* Approve the risk appetite scores in Table 1

» Decide if sufficient assurance has been provided
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Hull University Teaching Hospitals NHS Trust

Quality Committee
Board Assurance Framework Q1 2023/24

1. Purpose of the Report
The purpose of the report is to present the Q1 Board Assurance Framework to the
Trust Board.

2. Background
The Board agreed at its meeting in May 2023 that the 2022/23 Q4 risks would be carried over into
the first 6 months of 2023/24 due to the Group Model development and potentially new strategic
objectives. It was agreed that a Board Assurance Framework Development session would be
held in Quarter 2.

3. Current Status of the Board Assurance Framework
An overview of all BAF risks is provided in the table below. The risks are considered, discussed
and challenged at the appropriate Board Committees and with meetings held between the Head
of Corporate Affairs and the named Executive lead. The full Board Assurance Framework is
appended to this report.

Q1 Risk Ratings
The table below shows all risks and risk ratings for Q1 2023/24. Section 5 in this report gives
a brief overview of the risks.

Table 1

Risk Inheren Current Risk Target Risk
(Lx1) Risk Appetite

BAF 1 - The Trust does not make progress
towards further improving a positive working

culture this year 3x4=12 | Low

BAF 2 - The Trust does not effectively
manage its risks around staffing levels, both
quantitative and quality of staff, across the
Trust

3x4=12 Low

BAF 3.1 — There is a risk that the quality
improvement measures set out in the Quality
Strategy are not met, which would result in the
Trust not achieving its aim of a ‘good’ CQC
rating.

3x4=12 Low

BAF Risk 3.2 — There is a risk that patients
suffer unintended or avoidable harm due to
actions within the Trust’s control. Crowding
in ED and Patients with No Criteria to

Reside require partnership working to Low
determine improvement plans.
BAF 4 - There is a risk to access to Trust

Low

Services following the residual impact of
Covid

BAF 5 - That the Trust will not be able to fully
contribute to the development and
implementation of the Integrated Care System
due to recovery, primary care and social care
constraints

2x3=6 Moderate

BAF 6 — There is a risk that Research and
Innovation support service is not delivered
operationally to its full potential due to lack of
investment

2x4=8 Moderate
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BAF 7.1 - There is a risk that the Trust does not
achieve its financial plan for 2022/23

BAF 7.2 - There is a risk that the Trust does not
plan or make progress against addressing its
underlying financial position over the next 3
years, including this year

BAF 7.3 - There is a risk over the next 3 years
of failure of critical infrastructure (buildings, IT,
equipment) that threatens service resilience
and/or viability

Risk Appetite Matrix

Appetite MNone

Tolerance MMinimal — risks Low — very
will not be limited risks
taken with no

significant
impact

Target Risk Reduction Reducticon
Rating planned/expec  plannedfexpec
ted ted

4. Actions Update

Moderate

2x4=8

Low

2x5=10 Moderate

DUt arly
high
probability of
predicting the

outcome

Reduction
planned/expec
ted

Significant

achieve the
strategic
objective

Rating likely to Rating may
stay the sarme increase during
in year the yvear

A number of actions have been taken in Quarter 1 and these are shown in the Appendices.

5. Risk ratings

Following discussions at each of the Committees and with the Executive leads the following year-end

risk ratings are proposed:

BAF 1 — Honest, caring and accountable culture
Due to the staff survey results and what staff are reporting, redeployment and high sickness levels,
the opinion is that the risk has not been mitigated. Work to address this risk has begun and will be
monitored through the Workforce, Education and Culture Committee.

The recommendation is that the risk remains the same for Q1.

BAF 2 — Valued, skilled and sufficient staff

The Workforce, Education and Culture Committee discussed the risk and highlighted the Trust’s
vacancy rates are in a good position but pressures in the hospital are still causing capacity issues

and staff sickness.

The recommendation is that the risk remains the same for Q1.

BAF 3.1 — High Quality Care

The proposed risk rating has is due to a number of concerns raised by the CQC in relation to
patient safety, both in ED and Maternity Services resulting in a section 31 letter. Action plans are
in place and are being scrutinised by external support, the ICB and the CQC. The Quality
Committee and the Board are receiving updates against the action plans at each meeting.

A Quality session has been established in the Private Board meeting to discuss the quality issues

with the Health Group leadership teams.

The Quality Committee recommend that the Risk Rating remains the same for Q1 but the wording
of the risk be changed to reflect the aim of a ‘good’ CQC rating rather than ‘outstanding’. The
Committee also recommend that the risk appetite be changed to low.
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BAF 3.2 — Harm Free Care

The Quality Committee discussed the ED rating on the Corporate Risk Register (Appendix 2) and
agreed that the risk rating on the BAF should be linked and increased to 25 as there are still major
issues relating to over-crowding and access to services. The ED risk on the Corporate Risk
Register is rated at 25. There was also ongoing operational pressures regarding the patients with
no criteria to reside.

Therefore the Quality Committee are recommending that BAF risk 3.2 is uplifted to 5 x 5 = 25 and
the target rating be uplifted to 4 x 4 = 16. This will be reviewed on a quarterly basis.

The Quality Committee also recommended removing Mental Health from the risk description due to
the opening of the Mental Health Hub.

BAF 4 — Great Clinical Services
The Performance and Finance Committee discussed performance and the measures in place to
mitigate this risk.

Issues that remain include patients with no criteria to reside, ambulance handovers and flow
through the hospital meaning that the 4 hour target is still not at the required standard.

The Committee discussed a number of initiatives that should begin to show improved performance
which included: the Mental Health patient hub opening, the new sepsis pathway, the opening of
Rosmore 2 and the new Day Surgery Unit opening at Castle Hill Hospital.

The Committee recommends the risk rating remains the same for Q1.

BAF 5 — Partnerships

The Trust is fully engaged with the ICS as well as the development of the Group Model with
Northern Lincolnshire and Goole NHS Foundation Trust. Work is progressing through the Joint
Boards and Group Development Committees in Common.

The Humber Acute Services review has changed to the Humber Clinical Collaborative Programme
and the learning from the services already working together captured.

However there are still recovery issues being impacted by Primary Care and Social Care
constraints.

It is recommended that the Q1 risk rating remains the same.

BAF 6 — Research and Innovation

There has not yet been a definitive change to secure recurrent investment/funding from the Trust to
underwrite research and innovation activities. This is compounded further by anticipated financial
pressures for the Trust in 2023/24 and the likely continuation of clinical pressures stretching the
already limited resources and associated delivery and support services.

It is recommended that the Q1 risk rating remains the same.
BAF 7.1 — Finance
The risk will be monitored at the Performance and Finance Committee against the 2023/24

financial plan.

The Performance and Finance Committee recommends a risk rating of 16 in Q1 with a view that
this will improve each quarter if the financial plan is achieved.

BAF 7.2 — Underlying Financial Position
The underlying deficit will be monitored at the Performance and Finance Committee. The key
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issues are linked to in-year pressures and un-identified CRES.

The Performance and Finance Committee recommends a risk rating of 20 due to the ongoing
underlying issues.

BAF 7.3 — Capital and Infrastructure
The risk will be monitored at the Performance and Finance Committee against the 2023/24 capital
plan.

The Performance and Finance Committee recommends a risk rating of 15 in Q1 with a view that
this will improve each quarter if the capital plan is achieved.

6. Timetable

The Committees will continue to review the risk ratings in Q2 in the usual way and these will be
presented to the September 2023 Board meeting. A Board Assurance Framework development
session will be held in Q2.

7. Corporate Risk Register

Attached at Appendix 2 is the Corporate Risk Register for information and review. This is attached
to ensure the Board and Committees can see the high level risks and how they are being managed
and mitigated.

8. Recommendations
The Committee is asked to:
* Approve the Q1 risk ratings
* Approve the risk appetite scores in Table 1
» Decide if sufficient assurance has been provided

Rebecca Thompson

Head of Corporate Affairs
July 2023
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Appendix 1
BAF Risk movement throughout 2023/24

BAF 1 Culture
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BAF 5 Partnerships
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Appendix 2

Agenda Meeting | Operational Risk and Meeting 10 May
Item Compliance Sub-Committee Date 2023
Title Corporate Risk Register
Lead Suzanne Rostron, Director of Quality Governance
Director
Author Chris Richards, Risk Manager
Report
previously | The reportis considered at The Executive Management Committee bi-
considered | monthly
by (date)
Purpose of the Reason for Link to CQC Link to Trust Strategic
Report submission to the Domain Objectives 2022/23
Trust Board private
session
Trust Board Commercial Safe Honest Caring and v
Approval Confidentiality Accountable Future
Committee Patient Effective Valued, Skilled and v
Agreement Confidentiality Sufficient Staff
Assurance Staff Confidentiality Caring High Quality Care v
Information Only Other Exceptional Responsive Great Clinical v
Circumstance Services
Well-led Partnerships and v
Integrated Services
Research and
Innovation
Financial v

Sustainability

Key Recommendations to be considered:

The Operational Risk and Compliance Sub-Committee is asked to:
e Receive the Corporate Risk Register and offer any challenge to the movement,

risk ratings or mitigating actions.

e Advise if any more information or scrutiny is required.
e Review High Operational risks for possible escalation onto the Corporate Risk

Register for EMC oversight.

e 4031 current risk rating amended from 20 High to 12 Moderate. De-escalated onto

the operational Risk Register
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Appendix 2

Hull University Teaching Hospitals NHS Trust
Corporate Risk Register Report
Operational Risk and Compliance Committee
May 2023 - (Updated June 2023)
1. Open Risks on the Corporate Risk Register

There are currently 11 open risks on the Corporate Risk Register. Full details can be found
in Appendix 1.

Open risks on the Corporate Risk Register by Health Group:

Corporate Functions
Clinical Support - Health
Group

Emergency Medicine -
Health Group

Family and Women's
Health - Health Group

Medicine - Health Group

Trustwide

Total

Infection Patient Safety Regulatory
Prevention & Quality of inc. Health
& Control Care and Safety
Clinical Support - Health Group
Emergency Medicine - Health Group
Family and Women's Health - Health
Group
Trustwide
Total

2. Closed Risks
There have been no risks closed off the Corporate Risk Register since the last report.
3. De-escalated from Corporate Risk Register Back to the Operational Risk Register

There have been no risks de-escalated from the Corporate Risk Register back to the
Operational Risk Register since the last report.

4. Changes to Risks and Risk Ratings
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Appendix 2

March

4031 - Patient transmitting hospital acquired infections due to inadequate bed spacing.
Review with Senior IPC Matron Current RR amended from 20 High to 12 Moderate. Target
RR amended from 10 to 6 Low.

5. Operational Risks Escalated for Inclusion on the Corporate Risk Register

There have been no risks escalated for inclusion onto the Corporate Risk Register since the
last report.

6. Risks on the Corporate Risk Register Over Two Years Old

Rating

Risk Type ID Opened Title (current)

Patients may suffer irreversible loss of
Clinical 2789 16/12/2014 vision due to the lack of capacity in the 16
intra-vitreal injection service

Clinical 3044 18/01/2017 Shortage of Breast Pathologist 16

Crowding in the Emergency
Department

25

Clinical 3439 04/09/2019

7. Operational High Risks - for information only (Appendix 2)
There are currently 47 High risks on the Operational Risk Register that have not been
escalated for inclusion onto the Corporate Risk.

8. Risk Management — Areas of Ongoing Improvement

1. Following a Risk Maturity Review in March, work and education around the quality of
the risk title and descriptors has been a key focus.

2. Action plans are not always utilised to maximise focus and movement of the risks.

3. Although improvements are being seen, risks are not always reviewed within
timescales.

Risk Management training has commenced covering fundamentals and the risk register.
This has so far been well received and improvements have already been seen in the quality
and management of some risks.

9. Recommendations

The Operational Risk and Compliance Committee is asked to:

¢ Receive the Corporate Risk Register and offer any challenge to the movement, risk
ratings or mitigating actions.

¢ Advise if any more information or scrutiny is required.
Review High Operational risks for possible escalation onto the Corporate Risk
Register for EMC oversight.

e 4031 current risk rating amended from 20 High to 12 Moderate. De-escalated back
onto the operational Risk Register

Chris Richards
Risk Manager
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Appendix 1 — Corporate Risk Register Open Risks

Appendix 2

2789 - Patients may suffer irreversible loss of vision due to the lack of capacity in the intra-vitreal injection service (F&W)

Condition: Patients may
suffer irreversible loss of
vision due to the lack of
capacity in the intra-vitreal
injection service

Within the Ophthalmology
Department the capacity for
intra-vitreal injections has
been limited for a number of
years. The target for a new
patient is to be seen and
treated within 2 weeks of the
date of referral and the
follow up injection must be
performed in a timely
manner or there is a risk of
disease reactivation
/progression with resulting
sight loss.

Cause: Additional causes to
this risk are:

1. The significant expansion
in the numbers of retinal

Downey, Ms
Louise

16/12/2014

4 x2

Links
Strategic Goal 2 — Valued, skilled and sufficient
workforce

BAF Risk 3.2 — There is a risk that patients suffer
unintended or avoidable harm

Linked Risks - 2665, 1817

Updates

February 2023
Reviewed at Speciality Governance. Awaiting

submission and approval of business case. Risk
remains the same.

Open Actions
Action 2 - Recruit to nursing, medical and technical

staff.
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diseases that can be treated
with this therapy.

2. Difficulties with
recruitment and retention of
Consultant staff.

3. Issues with Nursing
capacity to support this
service

Consequence: The
consequence of this risk is
that there is a delay in
patients receiving their
treatment which could
adversely affect their vision.

Appendix 2

3044 - Shortage of Breast Pathologists (F&W)

Condition: The Trust has 2
Consultant Pathologists who
do Breast pathology. The
crisis has been precipitated
by one Consultant going off
with a long term illness.

Cause: The service is
dependent on one
Consultant, if she were to go
off for any reason, not only
will the symptomatic breast
service collapse the breast
screening service would
also.

Brendan
Wooler

18/01/2017

4x2

Links
Strategic Goal 2 — Valued, skilled and sufficient
workforce

BAF Risk 2 — The Trust does not effectively manage its
risks around staffing levels

Updates

March 2023

Current breast pathologist due to leave the Trust on
10.03.23. Escalate to Health Group that the trust has
one consultant pathologist. Anything suspicious of
cancer check for receptors. Any screening results
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Consequence: There is
likely to be a delay in
turnaround time for biopsies
and resection specimens
that can potentially lead to
cancer breaches and delay
in treatment.

Appendix 2

3439 - Crowding in the Emergency Department (EM)

cannot go to outsourcing. The service to check.

May 2023

Risk discussed at specialty. Currently down 1
consultant in Pathology. Require a plan from clinical
support as to if they are appointing. A meeting with
Angela Carling to be arranged. Reports not being
finalised on Lorenzo.

Open Actions

Condition: There is an Rayner, Dr | 04/09/2019
issue that patient care is Ben
compromised due to the
emergency department
being crowded.

Cause:

1. Mismatch between
demand and capacity
2. Flow through the
department

3. Exit block

Consequence:
1.Increased Mortality

2. Increased length of stay
3. Reduced quality of care
4. Poor Patient experience
5. Staff Burnout

6. Difficulty in recruiting and

None
6 Links
3Xx2 | Strategic Goal 2 — Valued, skilled and sufficient

workforce
Strategic Goal 3 — High Quality Care
Strategic Goal 4 — Great Clinical Services

BAF Risk 3.2 — There is a risk that patients suffer
unintended or avoidable harm

BAF Risk 4 - There is a risk to access to Trust services
due to the impact of Covid-19

Linked Risks — 4056, C3044, 3295, 3296, 3646, 3991,
4008, 3607, 2906, 4002, 2960, 4010, 2898,

Updates

June 2023

ED monthly risk meeting

Crowding and flow still in issue, increase in 12HR DTAs
in May, no update currently
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Appendix 2

retaining staff

May 2023

ED monthly risk meeting

Despite a reduction of 12HR DTAs in April - crowding
still an issue - evident in the 12hr DTAs logged already
in May. This is an ongoing issue which is been
managed on a shift to shift basis depending on demand
and capacity.

Open Actions
None

3994 - Discharges and Patient Flow with impact on quality and safety (Trustwide)

Condition: There is a risk
to quality of care and patient
safety as a result of delayed
discharges and poor patient
flow

Cause: Delay in discharge
impacts on patient flow
which contributes to delays
in access to treatment

Consequence:
Deterioration in the health of
patients and their Risk and
poorer clinical outcomes.
Poor patient experience and
possible regulatory action

Paul Walker

09/09/2021

3x2

Links
Strategic Goal 3 — High quality care
Strategic Goal 4 — Great clinical services

BAF Risk 3.2 - There is a risk that patients suffer
unintended or avoidable harm

Updates

May 2023

Summary taken from March Performance and Activity
Report:

In March the daily average of NCTR patients increased
slightly from February to 207 per day. This is 19% of
general and acute beds and 31% of HRI beds.

From April DCOO (Urgent and Emergency Care) has a
daily meeting with HGs to reduce delays for patients on
Pathway 0 with NCTR. Good progress meant that 2 of
the 4 Health Groups were stood down from this process
wef 11 April 2023.
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Appendix 2

Open Actions
None

3997 - Persistent failure of A&E target - Percentage of patients who spent 4 hours or less in A&E (EM)

Condition: There is a risk
that patients may come to
unintended harm

Cause: Prolonged waiting
times within the ED in
excess of the 4-hour target

Consequence:
Deterioration of Risks,
poorer clinical outcomes,
delays in access to
specialist treatment and
possible regulatory action

Ramsay,
Carla

09/09/2021

10
5x2

Links

Strategic Goal 3 — High quality care

Strategic Goal 4 — Great clinical services

Strategic Goal 5 — Partnership and integrated services

BAF Risk 3.2 - There is a risk that patients suffer
unintended or avoidable harm

Linked Risks — 4056, 3683, 3687

Updates

June 2023

ED monthly risk meeting

did not meet target - 49.3% for May 23 - despite this,
department is feeling a bit better and work is still
ongoing. mapping work being done on the pt journey to
find where time is wasted in the timeline. this risk is
directly effected by crowding issue. no update to rating

May 2023

ED monthly risk meeting

Improvements in meeting the 4 hour target are still
being made but remain dependent on demand and
space across the organisation as this links with the ED
crowding risk. Targets were met in April 23 at 54% and
a target of 56% was made for May 23. Improvements
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Appendix 2

across the department are being managed within the
task and finish groups held within the department.

Open Actions

3998 - Quality issues identified due to handover delays (Trustswide)

Risk: Quality issues Paul Walker | 09/09/2021
identified due to handover
delays causing unintentional
harm to patients

Cause: Number of
ambulances waiting at A&E
due to lack of Community
Care, GPs and Urgent Care
Treatment Centres.

Consequence:
Unintentional patient harm

None
9 Links
3 x3 | Strategic Goal 3 — High quality care

Strategic Goal 4 — Great clinical services

BAF Risk 3.2 - Quality issues identified due to handover
delays

Updates

March 2023

Summary from March 2023 Performance and Activity
Report;

March position - increased numbers of delayed
handovers from February due to lodged patients in ED
but time reduced from 1:06hr to 53 minutes.

The use of cohorting has increased and use of the
Atrium continues (risk assessed).

NCR continues to be single largest factor affecting
performance with daily average of 207 patients with no
medical need for acute services.
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Open Actions

None

4110 - There is arisk to patient safety as a result of the Pharmacy aseptic unit being unable to meet the required service demands (CS)

Condition:

There is a risk that the
aseptic unit is on the verge
of collapse, partial or totally.

Cause:

As a highly regulated area,
the pharmacy aseptic unit
needs to meet strict criteria
to ensure low risk of harm to
the patients. This is
assessed by the EL(97)52
audit regularly undertaken
by the QA regional team.
Our unit has always enjoyed
as low risk status and the
“issues found” have mostly
been able to be resolved
easily. Our quality and
safety has always been
paramount.

Unfortunately there are
many contributing factors
that are putting the aseptic
unit at risk:

The list comprise:
-Increased number of

Antonio
Ramirez

21/09/2022

4
2x2

Links

Strategic Goal 3 — Valued, skilled and sufficient
workforce

Strategic Goal 4 — Great clinical services

BAF Risk 3.1 — There is a risk that the Trust is not able
to make progress in continuously improving the quality
of patient care and reach its long term aim of an
‘outstanding’ rating.

BAF Risk 3.2 — There is a risk that patients suffer
unintended or avoidable harm.

Updates

March 2023
Risk to be included in IPC reports for oversight.

March 2023

Advertised twice for assistants and initially managed to
over recruit, all new staff need training and validation.
The business case for day unit and aseptics has been
approved and we can go out to advertise again. The air
handling unit had an unplanned shutdown during the
first week in March forcing us to do a full cleaning and
to cancel over 40 chemotherapy treatments for the day.
It's a symptom of the lack of regular maintenance and
planned shutdowns during the year due to pressures
but that will need to be addressed
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patients

-External compounders
unable to meet market
demand

-Insufficient staff levels
-Poor performance and
quality of the isolators
-Poor performance of the
unit’s air handling unit (AHU)
and need for replacement,
including unit’s closure
-Radiopharmacy pressures

Consequence:

If the service continues as it
is, there is a possibility that
during the next audit visit
(scheduled for October
2022) our quality systems
prove insufficient and the
risk rating could increase
from low to moderate or
high. . If that happens, we
would need to invest more
staff resources to achieve
low risk again, reducing our
manufacturing capacity
furthermore. There is also
the possibility of total or
partial closure of the unit for
some time, the reduction of
the expiry dates for our
products (making

April 2023

Reviewed Pharmacy Governance. 3 new band 3 and 1
band 2, however 1 band 3 has handed in notice. They
are in the process of being trained. The number of
bought in products has been reviewed and a list of
drugs available from every provider compiled. Once the
Aseptic unit shut down has been completed, this piece
of work will be taken forwards. Fluorouracil pumps and
paclitaxel pumps, have been sourced for purchase, so
will no longer need to be made in the Aseptic Unit.

Open Actions
Action 1 — Appoint an Assistant

Action 2 — increase bought in drugs
Action 3 — update isolators replacement programme
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preplanning near to
impossible) or the reduction
of number of items we can
prepare.

Appendix 2

4178 - Delivering the improvement trajectories for screening programmes delivered by the Trust (Trust wide)

Condition:

There is a risk of
unintended or avoidable
harm to patients if the
timeframe for the delivery of
screening to patients is
delayed/outside of the
screening round length.

Cause:

Extended screening round
length as a result of the
organisation responding to
Covid-19 when screening
programmes were
paused/delayed.

Consequence:

Potential deterioration in
patient conditions which
impacts on quality of life,
i.e. loss of vision,
undetected cancer, leading
to increased mortality and
morbidity

Julia Mizon

Date
opened

13/02/2023

12

4 Major
X
Possible 3

6

3
Moderate
X
2 Unlikely

Links

Strategic Goal 3 — High quality care

Strategic Goal 4 — Great clinical services
Strategic Goal 5 — Partnership and integrated
services

BAF Risk 3.1 — There is a risk that the Trust is not
able to make progress in continuously improving the
quality of patient care and reach its long-term aim of
an ‘outstanding’ rating.

BAF Risk 3.2 — There is a risk that patients suffer
unintended or avoidable harm

BAF Risk 4 - There is a risk to access Trust services
following the pandemic and during the recovery of
elective services

Linked Risks — 3999, 4008, 2668, 2960, 3128, 4011,
4013

Open Actions
None

4179 - Delivering on the Operational Plan requirement to reduce the backlog of long-waiting patients (Trust wide)
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Appendix 2

Condition:

There has been increase in
the number of patients on
the Trust's waiting list, which
has impacted on the number
of long-waiting patients who
are at risk of breaching the
operational plan target, as a
result of the organisation
responding to Covid-19, the
demand for acute, P2 &
cancer cases, and the
number of patients with no
criteria to reside in the bed
base at HRI & CHH.

Cause:

Delayed access to clinical
services i.e. ICU beds, base
ward beds, outpatient 1st
and follow-ups and
diagnostic testing.

Consequence:

Increased numbers of
patients waiting >78 weeks
(by March 2023) and >65
weeks (by March 2024)
waiting for treatment with
the potential for clinical
harm.

Julia Mizon

Date
opened

13/02/2023

12

4 Major
X
Possible 3

6

3
Moderate
X
2
Unlikely

Links

Strategic Goal 3 — High quality care

Strategic Goal 4 — Great clinical services

Strategic Goal 5 — Partnership and integrated services

BAF Risk 3.1 — There is a risk that the Trust is not able
to make progress in continuously improving the quality
of patient care and reach its long-term aim of an
‘outstanding’ rating.

BAF Risk 3.2 — There is a risk that patients suffer
unintended or avoidable harm

Update
New risk to replace 3995 - Significant waiting list

issues including access to screening and follow-up
programmes

Open Actions
None
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Appendix 2

4180 — Risk of avoidable harm for patients who have waited 63+ days for a 1st definitive cancer treatment (Trust wide)

Condition:

The number of patients who
have waited 63+ days for a
1st definitive treatment for
cancer is higher than the
trajectory agreed in the
Operating Plan.

Cause:

Delayed access to clinical
services partly as a result of
the organisation responding
to Covid-19, i.e. ICU beds,
base ward beds, outpatient
1st and follow-ups and
diagnostic testing, and
increased 2WW referrals.

Consequence:
Deterioration in patient
conditions/delayed
treatment with potential for
clinical harm.

Julia Mizon

Date
opened

13/02/2023

12

4 Major
X
Possible 3

6

3
Moderate
X
2
Unlikely

Links

Strategic Goal 3 — High quality care

Strategic Goal 4 — Great clinical services

Strategic Goal 5 — Partnership and integrated services

BAF Risk 3.1 — There is a risk that the Trust is not able
to make progress in continuously improving the quality
of patient care and reach its long-term aim of an
‘outstanding’ rating.

BAF Risk 3.2 — There is a risk that patients suffer
unintended or avoidable harm

BAF Risk 4 - There is a risk to access Trust services
following the pandemic and during the recovery of
elective services

Linked Risks — 4000, C3996, 2898, 4010, 2960, 4002,
2906, 3607, C3044, 3295, 3296, 3646, 3991, 3205,
4008

Updates

New risk to replace risk 4000 as now out of date.

Open Actions
None
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Appendix 2

Appendix 2 — For Information Only - Operational High Risks not escalated for inclusion onto the Corporate Risk Register

Specialty

Clinical . ) .
3646 Haematology (Ward) Haematology Medical Staffing locally and regionally 25
2982 Paediatric Surgery Lack of Anaesthetic cover for Under 2's out of hours 20
4163 Aand E Patient safety measures vs. flow in the Emergency Department | 20
4032 Radiotherapy Po’gentlal_ non c_:om_phance with the IR(ME)R_IeglsIanon for o5
incident investigation and mandatory reporting
4068 Orthopaedics Risk to patient safety due to reduction in ability to treat elective 20
(Elective) Orthopaedic & Neurosurgery (Spinal) patients @ CHH
Risk to patient safety due to the urgent replacement of
4122 Theatres Air/Oxygen gas blenders for the heart lung machines. 20
. There is a risk that patients assessment and therapy
Occupational . - ; oo .
4071 Th requirements within OT are not identified due to capacity and 25
erapy .
demand issues
. There is a risk to patient safety, accreditation, and quality of the
3983 Radiotherapy Rt Physics service due to insufficient staff establishment 25
414g | Diabetes and Capcity Shortfalls in DEXA scanning 20
Endocrinology
4207 Aand E Crowding in the Paediatric ED 20
4002 Gynaecology Delayed gynaecology cancer pathways 12
Oncology (inherent RR being checked)
E-Radiology Results System: Results not being Actioned
3919 . 16
Appropriately
4120 Systems and Inability for HUTH to meet the NHSx mandate of one EPR for 16
Applications the ICS by March 2025
3918 Acute Medicine Lack_ c_>f Adequate Substantive Consultant Workforce in Acute 16
Medicine
4037 Cardiology I_I__2(S:It<I r:)(; Suitably Trained Staff to Perform Cardiac Stress 16

Risk level
(initial)
Rating

(current)

N
o

N
o

N
o

—_ — — — = | N N (NN DN
o » » (o] o [ OO O o o [O|O| O

Moderate | 1

Risk level

(crirrent)

Risk level

8 Moderate
10 Moderate
8 Moderate
5 Low
10 Moderate
4 Low
6 Low
8 Moderate
8 Moderate
8 Moderate
4 Low
4 Low
1 Very Low
4 Low
1 Very Low
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3988 Radiotherapy Lack of Therapeutic Radiographer Staffing 20
3125 Multiple junior doctor vacancies - risk to patient safety and care | 20
Systems and Network shares (passwords in clear text, sensitive patient data,
4141 o . 16
Applications backups, logs, world writable shares, etc)
Patient safety is being compromised due to long stays in the
4208 Aand E ED causing pressure sores on trolleys that are unfit for 16
prolonged
Reduced medical staffing numbers (doctors, ACP’s etc)
4056 Aand E leading to increased waiting time for patients and workload on | 20
existing cl
Risk of increased morbidity and mortality for elderly MTC
4170 Major Trauma patients due to inadequate DME support for Major Trauma 25
Centre
4169 Cardiology Risk to Continuity of TAVI service due to staffing shortfalls 16
4041 Orthopaedics Risk to patient outcomes from delays due to bed capacity for 16
(Trauma) Priority 1b trauma patients
. The risk is patient harm and/or impact on long-term outcomes
4076 Radiotherapy due to the timeliness of receiving radiotherapy from DTT 20
3945 Infection Control There isa risk tha_\t patle_nts de\{elop_a preventa_lble He_althcare 20
Associated Infection during an inpatient/outpatient episode
3946 Nuclear Medicine There is a risk to patient _safet_y due to the inability to meet the 20
current demand for mps imaging
4030 Nuclear Medicine There is a risk to service contmwty within Nuclear Medicine 20
due to a lack of technical staffing
4134 Systgmg and Weak passwords (Domain Users) 16
Applications
4160 Cardiology Absence of 8A Matron support within Cardiology at HUTH 15
4137 Business Accuracy of Data of Business Decision Making 15

—_
»

—_

Appendix 2
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Intelligence and

Information
4138 Systgms., and Annual Penetration Testing Delayed 15
Applications
3962 Radiology Cardiac CT demand outstripping capacity 15
Clinical risk to patients referred as new patients into new
4013 Ophthalmology Medical Retina patient assessment clinic due to lack of 20
capacity iss
4012 Ophthalmology Clinical risk to patients .referred as new patients into the new 20
wet macular degeneration pathway
4011 Ophthalmology Cllmca_l risk to patients requiring sub-spe_mallst Medical Retina 20
outpatient follow-up due to lack of capacity
3475 Gynaecology Concerns surrounding RCOG Trainee Curriculum - Obstetrics 20
and Gynaecology
4132 | Systemsand Cyber Security vulnerabilities 15
Applications
Ear Nose and Throat
4115 (use this one) ENT Laser replacement 15
3291 Radiotherapy Failure to update the Dosimetry Check Patient Transit Dose 15
System
4203 Neurosurgery Ingblllty to cgnsstgptly provide complex neurosurgery due to 15
microscope instability.
Community Increased risk of harm to patients and families due to
4200 Paediatrics inadequate co-located psychology support to children and 20
young people.
4173 Chest Medicine Nmteglanlt_) Change in guidance |mp_act|ng on clinical capacity 15
to deliver increasing numbers of patients
3979 Radiology Patient care is being compromised within General Radiology 15
because of staff shortages
3952 Ophthalmology Patients with Diabetic Eye Disease are experiencing delays in 15

assessment and treatment resulting in potential loss of sight

—_

-

Appendix 2
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Appendix 2

Potential inability to deliver Colorectal Contact Radiotherapy

4033 Radiotherapy due to equipment related issues 25
: Risk to Patient safety and outcomes due to lack of dedicated
Orthopaedics . : .
4067 ' operating lists for ortho-plastic cases & impact on trauma 25
(Elective) capacity
Staff working in the Emergency Care Area feel vulnerable
3416 Aand E when there are violent and aggressive patients in the 15

department
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Strategic Theme: Culture

Appetite: Low

Risk: 1

Strategic objective: Honest, caring and accountable culture
Assurance Committee: Workforce Education and Culture Committee
Executive Lead: CEO

CQC Domain: Well-Led

Enabling Strategies/Plans: People Strategy

Strategic risk:
Condition:

The Trust does not make progress
towards further improving a positive
working culture this year.

Cause:

Staff behaviours

Low staff engagement Workforce
engagement with ICS/HASR

Consequence:
Trust unable to achieve Outstanding
CQC rating and Well Led domain

Trust People Plan
2019/22 approved and in
place

Work being carried out
around recruitment and
retention

Staff Development
programmes

Leadership Development
programmes

Staff wellbeing services
during the recovery phase

Positive relationships with
JNCC and LNC (Trade
Unions)

Monthly Health Group
Performance and
Accountability meetings to
ensure workforce targets
are being met

Health Group and
Directorate management
manage workforce KPls

Wellbeing Centre opened
at CHH — September 2021

Freedom to Speak up
Zero Tolerance Policy

Established BAME
network

Diversity in recruitment
implemented

Staff survey —
engagement scores have
reduced

Workforce, Education and
Culture Committee

Workforce Transformation
Committee

Rise and Shine
programme

— emerging leaders to
commence 2021/22

Disability Network
established

Recovery processes —
returning to business as
usual

Flexible working must be
embedded (work/life
balance)

Junior Doctor Training
Line managers creating
the right environment —
culture issues

Trust is not meeting its
target for Turnover

Staff Survey 2022

Long term effects of Covid

Review and relaunch of
the staff charter. This is
well underway and will be
ratified at Workforce
Transformation
Committee

Relaunching the PACT
training. This will be
mandatory for all staff. All
staff will receive a 90
minute session on civility,
the relaunched staff
charter and expectations
of managers. The session
contains a new section on
how to raise concerns and
challenge behaviours. We
are identifying staff to
deliver the training
including clinical and
medical leaders.

Briefing all 700 B6/B7+
managers at the trust in a
series of sessions
throughout July and
August on the staff charter
and PACT training. This
will set out, clearly,
expectations of managers
in challenging and dealing
with poor behaviours.

Launching a reporting tool
(piloted in maternity and
cardiology). This will be
rolled out across the Trust
and has input and support
from HR, FTSUG, and
OD.Staff can report
anonymously or ‘on the
record’ and receive
support for tackling
issues.

Marketing campaign —
BAD BEHAVIOUR
DOESN'T WORK - to go
out in the next couple of
months, promoting the
charter, the reporting tool
and highlighting poor
behaviours and their
impact.
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Risks from Risk Register:
There are no direct risks on the
Corporate Risk Register

Likelihood

5

Likelihood

Metrics:
Performance against
People Strategy

Quarterly and National
Staff Survey Results

People Report monitoring/
Board and Workforce
committees

Independent / semi-
independent:
NHSE/I

cQcC

Internal Audits

4

Outcomes:

Staff Survey 2022
37% of staff (3160)
completed the survey
compared with 2021
(44%)

The Trust is below the
national average for all of
the 9 key themes in the
Staff Survey

Likelihood

3
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Strategic objective: Valued, skilled and sufficient staff
Assurance Committee: Workforce Education and Culture
Executive Lead: Director of Workforce and OD

CQC Domain: Safe, effective, well-led
Enabling Strategies/Plans: People Strategy

Strategic risk:
Condition: The Trust does not
effectively manage its risks around
staffing levels, both quantitative and
quality of staff, across the Trust

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

Cause:

National and international shortages
Impact of Brexit on availability of
international workers

Covid impact on staff health including
long term trauma and burnout

Consequence: Insufficient staff to
deliver services

Risks from Risk Register:

2789 — Capacity in the intra-vitreal
injection service

3439 — ED staff recruitment

3990 - Shortage of staff is a serious
issue in the department of
cardiothoracic surgery

3044 — Consultant Pathologist
shortages (Breast Pathology)
4110 — Pharmacy Aseptic staffing
issues

People plan in place
which sets out the
changing workforce
requirements

Remarkable People,
Extraordinary Place brand
— targeted recruitment

Golden Hearts, Moments
of Magic rewards

Monthly monitoring of
Health Group plans —
Performance and
Accountability meetings

Nurse safety brief to
ensure safe staffing

Guardian of Safe Working
reports to the Workforce
Committee and Board

Focus on staff wellbeing

Workforce planning forms
part of business plan to
understand and predict
workforce trends

Freedom to speak up

International nurse PINs
due by the end of August

New University registrants
on last placement & will
start Sept, with their PINs
being gained by the end
of October

Medical staffing levels
including Junior Doctors

Variable (agency and
overtime) pay

Absence of WiFi in
educational buildings

Maintenance of time for
training for both trainees
and trainers in the light of
service recovery

Sickness/absence levels

Continuity of Carer —
challenges around pay
uplifts, number of
midwives required,
upskilling of midwives.

Monitoring of Workforce
assurances through the
Workforce Transformation
Committee and Workforce
Education and Culture
Committee

Vacancy position reported
in every Board meeting

Certain medical
specialities struggle to
recruit due to
national/international
shortages

Managers thinking
innovatively about new
roles to new ways of
working (ACP/PA)

Obstetric workforce risk —
3 consultants recruited

Nurse safe care briefings
held 4 times per day

Late Matron pastoral role
now in post to support
staff and help on wards,
Mon-Fri

Task and finish group set
up to facilitate Ward
Sisters being involved in
staffing decisions Trust
wide

Same Task and finish
group also reviewing how
we can facilitate Sisters to
work weekend shifts on a
rota basis, to support and
carry out wellbeing checks
with staff

People Strategy Refresh

Lets get Started™ Induction
programmes for RN's &
‘Where Care Begins’ for
the Nursing Assistants.

Keep in touch days for all
newly
qualified/International
Nurses throughout the
year

Matron late shift (till 10pm
Mon — Fri) to visit wards
and deliver pastoral
care/support to staff

Non Registered
Development
Programme/Induction and
Preceptorship Programme

Clinical Lead
Physiotherapy —
Integration of Critical Care
and Surgery Therapy
Services to create joint
services and a shared
vision. Work is ongoing to
expand the project across
the services.

Strategic Theme: Workforce

Appetite: Low
Risk: 2

Metrics:
Staff Survey

People Performance
Report

Independent / semi-
independent:

cQcC

NHS
England/Improvement
Internal Audits

Outcomes:

Q1

Trust adjusted vacancy
rate =2.1%

Turnover 11.9% against a
target of 9.3%

Less than 1 year leavers =
21.3%

Consultant job plans =
77.8%

Sickness = 4.5%

Appraisals Medical =
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Likelihood

4

Likelihood

4

92.9%

Appraisals AFC staff =
68.4%

Likelihood

3

12
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High Quality Care

Strategic Theme:
Appetite: Low
Risk: 3.1

Strategic objective: We will achieve a rating of ‘Good’ in the next 5 years
Assurance Committee: Quality Committee
Executive Lead: CMO/CN/DQG

CQC Domain: All/Well-led

Enabling Strategies/Plans: Quality, Patient Safety, Improvement

Strategic risk:
Taken from the Trust’s strategy:
The Trust has a well embedded
approach to monitoring and improving
the fundamental standards of nursing
and midwifery care in its inpatient and
outpatient areas

Condition:

There is a risk that the quality
improvement measures set out in the
Quality Strategy are not met, which
would result in the Trust not achieving
its aim of an ‘outstanding’ rating.

Cause:

The Trust does not develop its patient
safety culture and become a learning
organisation

Insufficient focus, resource and
capacity for continuous quality
improvement for quality and safety
matters

Poor governance arrangements

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

Consequence:

Patients do not receive the level of care
and clinical outcomes that we strive to
provide

Quality committee
structure & work-plans

Health Group Governance

Performance
Management
Meetings

Patient Safety Specialist
role IPC arrangements

Safeguarding processes

Fundamental Standards
programme

Quality Strategy/Quality
Improvement Plan

Serious Incident
Management Clinical
Audit programme

CQC improvement plans

External agency register
and process

Horizon scanning

Integrated Performance
Report — Bl Reporting

Support from the Health
Groups via the Weekly
Patient Safety Summit
(WPSS) in the support of
timely completion of Rapid
Review Reports (RRR)
and early identification of
statement
providers/memory capture
and immediate

Safety Oversight Group

CQC Action Plans in place

Greater scrutiny required

for clinical audits,
improvement plans and
outlier reports

VTE Compliance
Mental Health Services

Ambulance turnaround
times and the impact on
patients

ED Crowding

NCTR wards — extra
staffing required

Increase in Falls in
December — Falls
Committee reviewing
whether this is due to
patients having multiple
falls and increased length
of stays

PALS increased activity
continues, the main
themes are delays,
waiting times and
cancellations

Reports to Quality
Committee

Quality/outcome data
Self-assessments

Infection Control Annual
Report

Quality Accounts

Associate Director of
Quality appointed

Operational Risk and
Compliance Committee

Learning from Deaths
Reports

CQC Inspection

Internal Audit Reports

Management assurance:

CQC Report — Requires
Improvement rating

ED, Medicine and Surgery
inspections result
‘inadequate’ for safe

CQC Maternity Inspection
— Section 31 imposing
conditions on the Trust’s
registration

Transition to PSIRF from
April 2023.

Targeted work with HGs
regarding complaints is
ongoing.

Implementation of new
PHSO complaints framework
underway

Development of a CQl public
facing website commenced

Development of Human
Factors Hub to commence
and launched in April 2023

Tissue viability — eLFH
modules 1 and 2 have been
added to HEY 24/7 and a
draft template has been
developed for each
directorate to report to the
Safer Skin Committee to
identify actions to reduce
pressure damage incidents

cQcC

ED1.2: Sepsis training and
competencies.
Implementation commenced
as planned in November
2022. However, sufficient
training has not yet been
provided. The competency
sign off and training started
from a 0% position. At the
time of writing, this has
increased to 62% and is on
trajectory for 90% by the end
of May 2023.

ED3.2: This action was not
completed as stated because
the staff were moved to H130
as part of opening additional
capacity for patients with no
criteria to reside. This is
remaining under review as
part of the gold command
meetings. Once the
intermediate discharge unit is
in place, this action will be
reviewed.

ED5.4: The task and finish
group was up and running
from December 2022 as per
the action. It was decided to
keep this action under review
due to the vast amount of
work being undertaken. An
update report was presented
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to the February 2023 Quality
Committee. If Board
members would find a copy
of this useful, it can be found
in the upload from February
23 in the shared area.

The following actions have
been undertaken since the
implementation of the digital
task and finish group:
All ED Digital Nursing
Records reviewed and
revised, now in live with
integrated clinical notes
populating clinical record:
e ED Safeguarding
¢ Mental Health Triage
e ED Nursing
Assessment
e ED Infection
e ED Moving & Handling
e Purpose -T [pressure
ulcer prevention
e SPACES - Intentional

rounding
e Acuity
e Sepsis

Introduction of Clinical
Dashboards
e ED Overview
e ED Safety Huddle
e ED Sepsis

Clinical Escalations is
planned to be rolled out in
ED by the end of April 2023
[automated escalations of
NEWS2 score to ED Safety
Dr and ED Safety Nurse]

Manchester Triage —
currently in test with plan to
review mid-April.

All of the above work has
been supported by
appropriate training and
support for staff.

The following action has
been completed as planned;
however, there is a further
update to add and is reported
below.

ED5.5: This relates to the
cohorting of patients waiting
with an ambulance crew.
This action was completed as
planned; however, a further
update to this and following
the ICB assurance review in
ED was for the glass in the
Atrium to be frosted, this has
now been completed.

CQC Trustwide actions
T'W1: The trust must ensure
care and treatment of service
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users must only be provided
with the consent of the relevant
person. (Regulation 11 (1) (2)

3) (4))-

T'W2: The trust must ensure
hat mandatory training
compliance, including training,
meets the trust target.
Regulation 12 (1) (2) (c)).

F'W3: The trust must ensure
hat persons providing care or
reatment to service users
have the qualifications,
competence, skills and
experience to do so safely.
Regulation 12 (2) (c)).

TW4: The trust must
ensure where responsibility for
he care and treatment of
service users is shared with,
ransferred to other persons, or
working with such other
bersons, service users and
bther appropriate persons that
imely care planning takes
blace to ensure the health,
safety and welfare of the
service users. (Regulation 12

2) (i))-

Risks from Risk Register:
3460 - Availability of Radiology
Support for Paediatric &
Neonatal Services.

3282 - Failure in the Trust systems to
ensure requested test results,
pathology and radiology, are
reviewed & actioned by the requester

3450 - There is a risk of increased
pressure damage to patients due to
failing or lack of pressure relieving
mattresses

Likelihood

4

Likelihood

Metrics:

National Audit
Benchmarking Harm Free
Care

Patient Experience Survey

Independent / semi-
independent:

CQC inspections
Internal audits
External reviews (e.g.
NHSEI)

4

Outcomes:

Q1 PSIRF now in place —
the weekly patient safety
summit continue to meet
to review patient safety
incidents.

Likelihood

3
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High Quality Care/Great Clinical Services

Strategic Theme:
Appetite: Low
Risk: 3.2

Strategic objective: We will increase harm free care
Assurance Committee: Quality Committee
Executive Lead: CMO/CN

CQC Domain: Safe

Enabling Strategies/Plans: Recovery Plan and work-streams, Patient Safety

Strategic risk:
Taken from the Trust’s strategy: The
Trust is the only local provider of
secondary emergency and elective
healthcare services for a population of
600,000. These people rely on us to
provide timely, accessible, appropriate
care and look after them and their
families at times of great vulnerability
and stress.

Condition:

There is a risk that patients suffer
unintended or avoidable harm due to
actions within the Trust’s control.
Crowding in ED, Ambulance handovers
and Patients with No Criteria to Reside
require partnership working to
determine improvement plans.

Cause:

Delayed access to services due to the
increased waiting lists as part of the
pandemic, patient flow, human error,
clinical guidance not adhered to, poor
compliance with fundamental
standards.

Consequence:

Deterioration of conditions for patients,
poor quality of life, loss of sight.
Patient experience, clinical outcomes,
timely access to treatment and
regulatory action.

Clinical harm review
process

Prioritisation of P1
patients

Fundamental Standards

programme

CHCP Community Beds
Patient Access Team

Weekly Patient Safety

Summit

Quality Strategy

Integrated Performance

Report

Clinical Harm Reviews —
not possible to review
every patient

Crowding in ED/Flow
Radiology capacity issues
104 week waits
performance

52 week waits
performance

Ophthalmology
experiencing a delay in
meeting outpatient
appointments

Cardiology staffing — plan

for 4 wte HUTH and 4wte
NLAG

Obstetrics staffing
Complaints backlog
The ED targets and the
ambulance handover

times

Patients with no criteria to
reside

CHCP Bed model still
being agreed

Cancer 2ww referrals
have increased by 6.6%

Reports to Quality
Committee

Clinical harm data and

reports

Performance Reports to
the Performance and
Finance Committee

CQC Reports

Management assurance:

Diagnostic waiting times

GP Capacity and
increased referrals

The RTT trajectory

CQC Report actions
HUTH Flow Model (Bristol
Model) implemented.

RAT and Epic role fully
embedded in department
and positive feedback
from staff.

Board rounds are
completed every 4 hours,

There is an awareness of
who is in ambulances and
the escalation and board
are working well.

Additional work identified
to ensure no loss of
oversight of medical in-
reach patients

60 bedded area for
patients with no criteria to
reside being built on the
old helicopter site — due to
be opened July 2023

Targeted speciality
meetings continue to
support the achievement
of a Trust internal
milestone of no patient
waiting more than 70-
weeks at 31 March 2023
(national target is zero
+78-week at 31 March
2023).

Capacity alerts in x6
pressured specialities are
live — with monitoring
arrangements to consider
the effectiveness and
impact (2x specialities —
referrals have increased)

Clinical Admin Service
continue to proactively
contact patients with
TCls/appointments to

Transition to PSIRF from
April 2023 will transform
the approach to patient
safety investigations

Confirm outstanding
competency check
requirements for ED staff

Continue assurance visits
and Safety Oversight
Group for February,
considering any changes
required for ensuring
actions are sustained and
outcomes achieved.

Continue with the close
monitoring of the delivery
of the fundamentals of
care in a timely response

Tissue Viability Nurses to
review the impact of any
delayed skin assessments
on patient outcomes

Continue with the interim
support arrangements
from the Deputy Chief
Nurse

Continually review the
impact of the HOB
opened on the 13th floor
and agree the
requirements for a HOB
on the Acute Assessment
Unit

Continue with the plans to
introduce the 90 day plan
of the ground floor model

designated mental health
assessment area adjacent
to ED now open
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check they are attending/if
treatment is still required —
small number of removals

Progressing mutual aid
support from providers
within and without of
H&NY and continuing to
in-source capacity where
possible to support
pressured specialities

Risks from Risk Register:

2675 - Insufficient capacity within
Radiology to accommodate increasing
demand

Likelihood

5

Likelihood

Metrics:
Patient Safety incidents
Waiting list numbers

Reduction in Trust
preventable infections and
complications

Independent / semi-
independent:

CQC inspections Internal
audits — Waiting

lists, recovery included in
schedule

5

Outcomes:

Q1

4 hour performance =
66.6%

Waiting list = 69,263
104 week wait =0

380 over 60 minute
ambulance handovers

167 breaches - 12 hour
trolley waits

patients per day with no
criteria to reside = 209

78 week breaches = 77
The number of patients
waiting to start treatment
on 62 pathway has
reduced to 1,325

1 of 9 cancer standards
were met in April 2023

Likelihood

4
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Strategic objective: Great Clinical Services
Assurance Committee: Performance and Finance
Executive Lead: COO

CQC Domain: Effective

Enabling Strategies/Plans: Operating Plan

Strategic risk:
There is a risk to access to Trust
services

Performance and
Accountability meetings

Clinical harm reviews

Mismatch between
demand and capacity

Flow through the ED

Monthly performance
report to the Performance
and Finance Committee

Trust Recovery Plans

Paragon Suite
rehabilitation facility

Continued focus at speciality
level of patients dated and/or
risks now focussed to
achieve and maintain zero
104-week waits.

Strategic Theme: Performance

Appetite: Low
Risk: 4

Condition: taking place department Bi-monthly Board Report
There is a level of uncertainty regarc_jing _ _ _ _ _ Waiting list Clinical Admin Service
the scale and pace of recovery that is Partnership working with Patients with NCTR Health Group continue to proactively
possible and the impact of national ICS/HCCP Performance and contact patients with
guidance Ambulance handover Accountability meetings TCls/appointments to check
Clinical triage of all new position monitor recovery plans in they are attending/if
Planning guidance being released in referrals to ensure place treatment is still required —
stages across the year patients/GPs receive Cancer performance small number of removals
advice and guidance and P . wal aid
Cause: diagnostics where 12 hour trolley wait rogressing mutua‘aid
. : . . support from providers within
Delayed access to services available whilst awaiting standard changed to 12 and without of H&NY and
first appointment hours from arrival in ED continuing to in-source
Consequence: leading to an increase in capacity where possible to
Deterioration of conditions for patients Trust Escalation Policy breaches. support pressured
specialities Improvement in
The 4-hour delivery action the Lower Gl triage
plan continues to be processes will shorten the
further developed, and pz:?g\r,r?;ﬁgg ilria(:(:\?ement
a§soci§ted service change ﬁon-recurrent furr’wding in
will be implemented rolled place; will need recurrent
out alongside an support from the 23/24 &
implementation plan for an 24/25 growth for cancer
UTC type facility on the
HRI site. Increasing numbers of 2WW
referrals received with a FIT
test result will enable more
patients to be effectively
triaged; locally at +60%
which continues to be
monitored and on-going
discussions with primary care
planned to further improve
uptake by GPs
Risks from Risk Register: Metrics: Outcomes:
3439 - There is an issue that patient Health Group recovery Q1

care is compromised due to the
emergency department being crowded
3960 - Risks associated with Mental
Health patients managed in the
Emergency Department

3994 - There is a risk to quality of care
and patient safety as a result of
delayed discharges and poor patient
flow

3995 - Significant waiting list issues
including access to screening and
follow-up programmes — risk of patient
harm

3997 - Persistent failure of A&E target -
Percentage of patients who spent 4
hours or less in A&E

3998 - Quality issues identified due to
handover delays

plan trajectories

Independent / semi-
independent:
NHSE/I

cQcC

Internal Audit
External Audit

Waiting list 69,263

Ambulance handover
position 64.9% in less than
30 minutes

104 week wait =0
78 week wait = 77

Patients with no criteria to
reside = 209 per day

1 out of 9 cancer waiting
times national standards
achieved
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3999 - > 52 week wait

4000 - HGB - Maximum 62-day wait for
first treatment from an urgent GP
referral for suspected cancer. NHS
cancer screening referral

4031 - Patient transmitting hospital
acquired infections due to inadequate
bed spacing

4110 - There is a risk to patient safety
as a result of the Pharmacy aseptic unit
being unable to meet the required
service demands

Likelihood

5

Likelihood

4

Likelihood

4
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Strategic objective: Partnerships and Integrated Services
Assurance Committee: Trust Board
Executive Lead: Director of Strategy and Planning

CQC Domain: Well-led, Effective, Safe

Enabling Strategies/Plans: Trust Strategy

Strategic risk:

Condition:

That the Trust will not be able to fully
contribute to the development and
implementation of the Integrated Care
System and Humber Clinical
Collaborative Programme due to
recovery constraints

Cause:

The recovery programme slows down
the progress to become an Integrated
Care System

Consequence:

Reputational damage

Relationships with other care providers
are not forged

Acute Workforce
Maternity models

Models delivering
improvements for
Constitutional and Clinical
standards

Assurance Reviews

Digital enablers

Delays and timing of
implementation of
services/deliverability of
models

Out of hospital programme

at various stages of
development

Bi-monthly reports

Group Development

June 2023

detailing progress to the
Committees in Common

Committees in Common

Joint Board meeting 28

Out of hospital care
Impact of displacement to
neighbouring
areas/systems

Travel and accessibility of
services

Cost and resourcing of
multiple business cases

Cost of external support
e.g financial and legal

Political challenge

Lack of ability to influence

Cardiology

Cardiac CT working group
established and work plan
under development

NLAG validation to prevent
duplicate/repeat echo
requests now embedded

Agreement to progress with
Heart Failure workstream
with project team support

Dermatology

Service Strategy approved at
FWHG and Medicine
Divisional Board

Activity profile and baseline
metrics for 2022/23 received

ENT

Development of specialty
level Delivery Group and
Operational Groups to
mobilise planned activities

Time out to be arranged for
HUTH and NLAG clinical,
nursing and operational
teams.

Gastroenterology
Scoping meetings held with
NLAG and HUTH clinicians

QIP to review current
processes for suspected
cancer pathways

Risks from Risk Register:
There are no direct risks on the
Corporate Risk Register

Strategic Theme: Strategy
Appetite: Moderate

o)
¥
D
'

Likelihood Impact
4 4

Likelihood

Metrics:

Recovery rate
Outcomes of Service
Reviews

Independent / semi-
independent:

NHS E/I

cQcC

ICS

HASR

Acute Collaborative

Impact

Score

Outcomes:

Humber Acute Services
Review has changed to
Humber Clinical Collaborative
Programme

Likelihood

Impact

Score

3

4

12

2
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Strategic Theme: Research and Innovation

Appetite: Moderate

Risk: 6

Strategic objective: Research and Innovation
Assurance Committee: Quality Committee
Executive Lead: CMO

CQC Domain: Safe

Enabling Strategies/Plans: Research and Innovation Strategy

Strategic risk:
There is a risk that R&l support service
is not delivered operationally to its full
potential due to lack of investment

Cause:
Funding is unavailable

Consequence:
Impact on R&l Investment Impact on
R&l capacity

Strengthened
partnership with the
University of Hull
Infection Research Group

ICS Research Strategy

Reduction in support services
due to activity delivery

Loss of commercial research
income as well as other
income as non-Covid activity
was paused

Additional research due to
Covid without additional
investment in staff

The inevitable reduction of
support services capacity
(i.e. imaging, labs, pharmacy)
dealing with clinical service
delivery backlogs which may
limit the ability to take on
some new research activity
as well as slowing down
existing activities. This is
being addressed on a
national level by DHSC and
NIHR but local strategies are
needed.

Legacy of COVID activity and
follow-ups — the success of
our COVID research activity
means we will have the
burden of additional workload
into early 2022-23. Without
additional investment in
delivery staff, this will impact
upon research specialties in
the delivery of their existing
and planned activities. 2021-
22 has shown our staff have
worked incredibly hard to
ensure our recovery from a
‘COVID legacy’ is ahead of
trajectory.

Service pressures resulting in
issues with the recruitment
and retention of staff.
Opportunities for staff to join
research teams via
secondments ad other
shared models is becoming
increasingly difficult, creating
challenges for the
deployment of suitable staff
across research vacancies.

Capital developments will
need to ensure research and
innovation activities can be
accommodated and staff
appropriately housed.

Demand for IT and Digital
innovation is increasing. This
brings an inevitable increase
in the demand for the

Successful portfolio of
Covid studies managed in
2020/21 2316 patients
involved in clinical
research as at August
2021

Continuing working with
HYMS and the ICS

Scale of ambition vs
deliverability

Current research capacity
hampered due to the
recovery plan

Funding availability

Consideration of the
development and
implementation of an
agreed R&l investment
strategy covering the next
3 years (protected
research time for staff,
providing core budgets for
increased admin and other
costs) is critical in taking
the next step on this
journey of development
and supporting the
research collaborations as
a leading partner in the
Humber and North
Yorkshire Health and Care
Partnership.

Major risk is that without
investment we will reach a
ceiling point in our
capacity which in turn will
limit new activity from
collaborators and this
could spark a decline in
activity in the coming
years as we are forced to
decline participation in
studies. This is not the
current position in Q2 but
is something we are
monitoring closely.

Demand for IT and Digital
innovation is increasing.
This brings an inevitable
increase in the demand for
the associated skills in the
workforce and from our
dedicated H-Digital
Teams.

Joint RDI working between
HUTH and NLAG

Joint strategy to be agreed

Overall page 214 of 488



associated skills in the
workforce and from our
dedicated H-Digital Teams.

Risks from Risk Register: Metrics: Outcomes:
No risks highlighted Recovery Activity R&I

Capacity

Independent / semi-
independent:

NHS E/I

HASR

cQcC

ICS

Likelihood Impact “ Likelihood Impact Score Likelihood Impact Score

4 4 3 4 12 2 4 8
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Strategic objective: Financial Sustainability
Assurance Committee: Performance and Finance
Executive Lead: CFO

CQC Domain: Effective

Enabling Strategies/Plans: Financial Plan 2022/23

Strategic risk:

Health Group Budgets in

Ongoing development of

Performance Committee

Divisional awareness of

The Trust has a planned

Condition: place 2022/23 accountability of Health and Boards spend within new deficit of £7.2m for
Expenditure incurred exceeds income Groups — further structures as budget 2023/24
by greater than agreed control total Financial Performance improvements required Finance Performance centres have shifted
Review meetings in place Reviews with Health
Cause: with Health Groups Gap in identified CRES Groups Clarity of ownership of
Health Groups and Corporate schemes and required schemes
Departments do not deliver services Monthly scrutiny of the level
within agreed budgets and do not Balance Sheet by the Pace of delivery
achieve Cash Releasing Efficiency Performance and Finance
Savings Capped and block contract Committee The struggle to identify
arrangements limit scope for payment efficiency schemes
Additional activity delivered may not Realistic and achievable
result in increased income; plan in place developed Junior Doctor operational
due to levels of activity or coding issues | with staff input and pressures
sustainability funds
Consequence: identified Locums in Clinical Support
Impact on investment in quality Inability (Oncology and
to meet regulatory requirements Haematology)
Reputational damage Impact upon
recruitment Lung Health check
Risks from Risk Register: Metrics: Outcomes:
No direct risks on the Corporate Risk Run rate Deficit of £1.7m reported
— Register I&E position at month 1, £1.4m worse
.© CRES position than plan
8 Activity performance
© against plan
e Cash flow
o
o © Independent / semi-
c o independent:
o 8 NHSE/I
I-E = cQc
@ 2 — Internal Audit
Sy 2 ~ External Audit
o9 .. Local Count_er.
© QX Fraud Specialist
502
nCx
Likelihood Impact “ Likelihood Impact m Likelihood Impact Score
5 4 4 4 2 4
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Strategic objective: Financial Sustainability
Assurance Committee: Performance and Finance
Executive Lead: CFO

CQC Domain: Effective

Enabling Strategies/Plans: Financial Plan 2022/23

Strategic risk:

Condition:

There is a risk that the Trust does not
plan or make progress against
addressing its underlying financial
position over the next 3 years, including
this year.

Cause:

Lack of achievement of sufficient
recurrent CRES or make efficiencies
Impact of Covid-19 finances and
recovery planning

Consequence:

The Trust does not achieve its
Financial Plan or make efficiency
savings

Financial Plan

NHS Finance sees
performance being
measured at a system
(ICS) level

CRES Schemes

Balanced Financial plan

Ability to deliver a 2-3
year plan to tackle
underlying financial

level control and
contribution

to ensure resources are
of the developing acute

service reviews

CRES delivery

position relies on system-

Need to agree a process

transferred appropriately
between Trusts as a result

the Performance and
Finance Committee

Regular update reports to

Lost income due to Junior
Doctors strike

Ongoing development of
accountability of Health
Groups

Risks from Risk Register:
No direct risks on the Corporate Risk
Register

Strategic Theme: Finance

2
(@)
|
o N
-"_.G—:,)'l\
X
Sw
<Y

Likelihood Impact
4 5

Likelihood

Metrics:

Run rate

I&E position

CRES position
Activity performance
against plan

Cash flow

Independent/semi-
independent:
NHSE/I

cQcC

Internal Audit
External Audit

Local Counter Fraud
Specialist

Impact

4

5

Outcomes:

reported deficit of £1.7m
at month 1, £1.4m worse
than plan

Likelihood

Impact

4
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Strategic objective: Financial Sustainability
Assurance Committee: Performance and Finance
Executive Lead: CFO

CQC Domain: Effective

Enabling Strategies/Plans: Capital Plan 2022-2025

Strategic risk:

Condition:

There is a risk over the next 3 years of
failure of critical infrastructure
(buildings, IT, equipment) that
threatens service resilience and/or
viability

Cause:

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

Consequence:
Lack of capital funding impacting on
services

Lack of investment impacting on patient
and staff safety

Capital programme in
place and risk assessed

Comprehensive
maintenance programme
in place

Capital Resource
Allocation Committee in
place to allocate funds

Service level business
continuity plans in place

Supplier price increases
and delays to building
works to be managed

Energy and
Decarbonisation funding
not yet secured

Monthly updates to the
Performance and Finance
Committee

Regular updates to the
Board

Building works impacting
on patients and staff

Capital Plan

Phase 1 of Day Surgery

Scheme

Risks from Risk Register:
4078 - In year achievement of the
Capital plan

1747 - Backlog maintenance issues
impacting on Clinical Service Delivery

Strategic Theme: Financial
Appetite: Moderate

Risk: 7.3

Likelihood
4 5

Likelihood

Metrics:

Capital performance and
expenditure against the
plan

Independent / semi-
independent:

NHSE/I

CcQcC

Internal Audit External
Audit

Local Counter Fraud

Specialist

Impact Score

Outcomes:

Likelihood

Impact

Score

3

5 15

2
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Actions taken, planned and draft assurance rating (AR)

BAF Risk 1 Culture
The Trust does not make progress towards further improving a positive working culture this year.
Inherent Risk Rating Current Risk Rating Target Risk Rating
5x4=20 4x4=16 3x4=12
Q1 Actions AR | Q2 Actions AR | Q3 Actions AR | Q4 Actions AR | Year End Position

Review and relaunch of the staff
charter. This is well underway and will
be ratified at Workforce
Transformation Committee

Relaunching the PACT training. This
will be mandatory for all staff. All staff
will receive a 90 minute session on
civility, the relaunched staff charter
and expectations of managers. The
session contains a new section on
how to raise concerns and challenge
behaviours. We are identifying staff to
deliver the training including clinical
and medical leaders.

Briefing all 700 B6/B7+ managers at
the trust in a series of sessions
throughout July and August on the
staff charter and PACT training. This
will set out, clearly, expectations of
managers in challenging and dealing
with poor behaviours.

Launching a reporting tool (piloted in
maternity and cardiology). This will be
rolled out across the Trust and has
input and support from HR, FTSUG,
and OD.Staff can report anonymously
or ‘on the record’ and receive support
for tackling issues.

Marketing campaign — BAD
BEHAVIOUR DOESN’'T WORK - to
go out in the next couple of months,
promoting the charter, the reporting
tool and highlighting poor behaviours
and their impact.

Target risk unlikely to be met — insufficient or

ineffective actions taken by Trust.

Target risk may not be met — actions
required outside of Trust’s control or
circumstances outside of Trust's control

On track to achieve target risk rating

Target risk rating achieved.
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BAF Risk 2 Workforce
The Trust does not effectively manage its risks around staffing levels in both quality and quantity of staff across Trust
Inherent Risk Rating Current Risk Rating Target Risk Rating
4x5=20 4x4=16 3x4=12
Q1 Actions AR | Q2 Actions AR | Q3 Actions AR | Q4 Actions AR | Year End Position

People Strategy Refresh

Lets get Started™ Induction
programmes for RN's & ‘Where Care
Begins’ for the Nursing Assistants.

Keep in touch days for all newly
qualified/International Nurses
throughout the year

Matron late shift (till 10pm Mon — Fri)
to visit wards and deliver pastoral
care/support to staff

Non Registered Development
Programme/Induction and
Preceptorship Programme

Clinical Lead Physiotherapy —
Integration of Critical Care and
Surgery Therapy Services to create
joint services and a shared vision.
Work is ongoing to expand the project
across the services.

Amber Target risk may not be met — actions
required outside of Trust’s control or
circumstances outside of Trust's control

Target risk unlikely to be met — insufficient or
ineffective actions taken by Trust.

On track to achieve target risk rating
Target risk rating achieved.
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BAF Risk 3.1 High Quality Care
There is a risk that the quality improvement measures set out in the Quality Strategy are not met, which would result in the Trust not achieving its aim of a ‘good’ rating

Inherent Risk Rating Current Risk Rating Target Risk Rating
4x4=16 4x4=16 3x4=12
Q1 Actions A | Q2 Actions AR | Q3 Actions AR | Q4 Actions AR | Year End Position
R
cQc

ED1.2: Sepsis training and competencies.
Implementation commenced as planned in
November 2022. However, sufficient
training has not yet been provided. The
competency sign off and training started
from a 0% position. At the time of writing,
this has increased to 62% and is on
trajectory for 90% by the end of May 2023.
ED3.2: This action was not completed as
stated because the staff were moved to
H130 as part of opening additional
capacity for patients with no criteria to
reside. This is remaining under review as
part of the gold command meetings. Once
the intermediate discharge unit is in place,
this action will be reviewed.

ED5.4: The task and finish group was up
and running from December 2022 as per
the action. It was decided to keep this
action under review due to the vast
amount of work being undertaken.

The following actions have been

undertaken since the implementation of

the digital task and finish group:

All ED Digital Nursing Records reviewed

and revised, now in live with integrated

clinical notes populating clinical record:
e ED Safeguarding

Mental Health Triage

ED Nursing Assessment

ED Infection

ED Moving & Handling

Purpose -T [pressure ulcer

prevention

SPACES - Intentional rounding

e Acuity

e Sepsis

Introduction of Clinical Dashboards
e ED Overview
e ED Safety Huddle
e ED Sepsis

Clinical Escalations is planned to be rolled
out in ED by the end of April 2023
[automated escalations of NEWS2 score
to ED Safety Dr and ED Safety Nurse]

Manchester Triage — currently in test with
plan to review mid-April.

All of the above work has been supported
by appropriate training and support for
staff.

The following action has been completed
as planned; however, there is a further
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update to add and is reported below.

EDS5.5: This relates to the cohorting of
patients waiting with an ambulance crew.
This action was completed as planned;
however, a further update to this and
following the ICB assurance review in ED
was for the glass in the Atrium to be
frosted, this has now been completed.

CQC Trustwide actions

TW1: The trust must ensure care and
treatment of service users must only be
provided with the consent of the relevant
person.

TW2: The trust must ensure that
mandatory training compliance, including
training, meets the trust target.

TW3: The trust must ensure that persons
providing care or treatment to service
users have the qualifications, competence,
skills and experience to do so safely.

TW4:The trust must ensure where
responsibility for the care and treatment of
service users is shared with, transferred to
other persons, or working with such other
persons, service users and other
appropriate persons that timely care
planning takes place to ensure the health,
safety and welfare of the service users.

Target risk unlikely to be met — insufficient or

ineffective actions taken by Trust.

Target risk may not be met — actions
required outside of Trust’s control or
circumstances outside of Trust's control

On track to achieve target risk rating

Target risk rating achieved.

Overall page 222 of 488



BAF Risk 3.2 Harm Free Care
There is a risk that patients suffer unintended or avoidable harm due to actions within the Trust’s control. Crowding in ED, Ambulance handovers, Patients with No Criteria
to Reside and Mental Health patients require partnership working to determine improvement plans.
Inherent Risk Rating Current Risk Rating Target Risk Rating
5x5=25 5x5=25 4x4=16
Q1 Actions A | Q2 Actions AR | Q3 Actions A | Q4 Actions AR | Year End Position
R R

Transition to PSIRF from April 2023
will transform the approach to patient
safety investigations

Confirm outstanding competency
check requirements for ED staff

Continue assurance visits and Safety
Oversight Group for February,
considering any changes required for
ensuring actions are sustained and
outcomes achieved.

Continue with the close monitoring of
the delivery of the fundamentals of
care in a timely response

Tissue Viability Nurses to review the
impact of any delayed skin
assessments on patient outcomes

Continue with the interim support
arrangements from the Deputy Chief
Nurse

Continually review the impact of the
HOB opened on the 13th floor and
agree the requirements for a HOB on
the Acute Assessment Unit

Continue with the plans to introduce
the 90 day plan of the ground floor
model

Continue to raise awareness of and
deliver the MCA training

Work to continue with the
development of the designated mental
health assessment area adjacent to
ED

ineffective actions taken by Trust.

Target risk unlikely to be met — insufficient or

Target risk may not be met — actions
required outside of Trust’s control or

circumstances outside of Trust’s control

On track to achieve target risk rating

Target risk rating achieved.
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BAF Risk 4 Great Clinical Services
There is a risk to access to Trust Services
Inherent Risk Rating Current Risk Rating Target Risk Rating
5x5=25 4x5=20 4x4=16
Q1 Actions Q2 Actions AR | Q3 Actions AR | Q4 Actions AR | Year End Position

A >

CDU for Nurse Led pathways to be
implemented from 22™ May 2023.
These pathways historically breach in
ECA as awaiting timed
treatment/results.

Mental Health Streaming facility to
open by end of May 2023, expecting
to reduce breaches by 1 per day but
significantly improve the patient
experience.

From 10" April 2023 day-time
cohorting was provided by HUTH

From 10™ April 2023, a 2" Nurse was
allocated to work in Initial Assessment
to be able to take concurrent
handovers.

An initial meeting was held on the 27"
March 2023 to agree a joint Rapid
Programme Improvement supported
by both YAS and HUTH QI teams.
Date currently being agreed to
commence 8 week observation period
followed by a 5-day workshop in
June/July 2023. This has been
delayed YAS have a number of
improvement programmes to be
prioritised.

A trajectory of improvement has been
agreed for the percentage of
Ambulances released within 30mins of
arrival; the target for April 2023 is
53.5%. we delivered 64.9%

PSC have been commissioned by the
system to provide project support for
delivery of a Discharge to Assess
(D2A) process. Working groups have
begun and are currently exploring
current issues for prioritisation.

Targeted HG & speciality meetings
continue to reduce waiting

Internal milestones set to reduce
maximum waits
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Mutual aid/in-sourcing and out-
sourcing to support the total WLV
reduction.

Capacity alerts in x6 pressured
specialities are live — monitoring
arrangements to consider the
effectiveness and impact (5x
specialities — referral rate reducing,
with ENT referral rate flat)

Additional support for Gynaecology
was prioritised with capacity on-
stream in March 2023 and continuing
in April, into May 2023. This will be
required into Q2.

Text validation delivered as a
business as usual validation process
for the remainder of 2022/23 & into
baseline from 2023/24.

RTT pathway training to 1,700 staff
across the Trust who are primarily
involved with pathway management
has commenced through Learn RTT
e-learning.

Target risk unlikely to be met — insufficient or

ineffective actions taken by Trust.

Target risk may not be met — actions
required outside of Trust’s control or
circumstances outside of Trust’s control

On track to achieve target risk rating

Target risk rating achieved.
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BAF Risk 5

Partnerships
There is a risk to the development of the ICS and HCCP due to recovery constraints

Inherent Risk Rating

Current Risk Rating

Target Risk Rating

4x4=16

3x4=12

2x3=6

Q1 Actions

A >

Q2 Actions AR

Q3 Actions

AR | Q4 Actions

A >

Year End Position

Cardiology
Cardiac CT working group established and
work plan under development

NLAG validation to prevent
duplicate/repeat echo requests now
embedded

Agreement to progress with Heart Failure
workstream with project team support

Dermatology
Service Strategy approved at FWHG and
Medicine Divisional Board

Activity profile and baseline metrics for
2022/23 received

ENT

Development of specialty level Delivery
Group and Operational Groups to mobilise
planned activities

Time out to be arranged for HUTH and
NLAG clinical, nursing and operational
teams.

Gastroenterology
Scoping meetings held with NLAG and
HUTH clinicians

QIP to review current processes for
suspected cancer pathways

Pause and review of Humber Clinical
Collaborative Programme

Amber

Target risk unlikely to be met — insufficient or

ineffective actions taken by Trust.

Target risk may not be met — actions
required outside of Trust’s control or

circumstances outside of Trust’s control

On track to achieve target risk rating

Target risk rating achieved.
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BAF Risk 6 Research and Innovation
There is a risk that Research and Innovation support service is not delivered operationally to its full potential due to lack of investment
Inherent Risk Rating Current Risk Rating Target Risk Rating
4x4=16 3x4=12 2x4=8
Q1 Actions AR | Q2 Actions AR | Q3 Actions AR | Q4 Actions AR | Year End Position

Joint RDI working between HUTH and
NLAG

Joint strategy to be agreed

Amber Target risk may not be met — actions
required outside of Trust’s control or
circumstances outside of Trust’s control

Target risk unlikely to be met — insufficient or
ineffective actions taken by Trust.

On track to achieve target risk rating
Target risk rating achieved.

Overall page 227 of 488



BAF Risk 7.1

Financial

Expenditure incurred exceeds income by greater than agreed control total

Inherent Risk Rating

Current Risk Rating

Target Risk Rating

5x4=20

4x4=16

2x4=8

Q1 Actions

A >

Q2 Actions

AR

Q3 Actions

AR | Q4 Actions

AR

Year End Position

The Trust has a planned deficit of
£7.2m for 2023/24

Target risk unlikely to be met — insufficient or

ineffective actions taken by Trust.

Target risk may not be met — actions
required outside of Trust’s control or
circumstances outside of Trust’s control

On track to achieve target risk rating

Target risk rating achieved.
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BAF Risk 7.2 Financial Sustainability
The Trust does not plan or make progress against addressing its underlying financial position over the next 3 years
Inherent Risk Rating Current Risk Rating Target Risk Rating
4x5=20 4x5=20 4x5=20
Q1 Actions A | Q2 Actions AR | Q3 Actions A | Q4 Actions AR | Year End Position
R R

Ongoing development of
accountability of Health Groups

The Trust started the year with an
underlying deficit of £43.5m
(assuming ERF and Covid19 income
are non-recurrent). Including the level
of non-recurrent CRES (£4.4m) and
additional in-year pressures has
moved this to a position of £51.2m.

Amber Target risk may not be met — actions
required outside of Trust’s control or
circumstances outside of Trust's control

Target risk unlikely to be met — insufficient or
ineffective actions taken by Trust.

On track to achieve target risk rating
Target risk rating achieved.
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BAF Risk 7.3 Financial Sustainability
Failure of critical infrastructure (buildings, IT, equipment) that threatens service resilience and/or viability
Inherent Risk Rating Current Risk Rating Target Risk Rating
4x5=20 3x5=15 2x5=10
Q1 Actions A | Q2 Actions AR | Q3 Actions A | Q4 Actions AR | Year End Position
R R
Capital Plan

The initial programme for 2023/24 is
an assessment based on a “do
minimum” basis and makes provision
for base allocations for Medical
Equipment (£2.5m); IM&T (£2.5m)
and Backlog Maintenance (£2.5m).

Target risk unlikely to be met — insufficient or

ineffective actions taken by Trust.

Target risk may not be met — actions
required outside of Trust’s control or

circumstances outside of Trust’s control

On track to achieve target risk rating

Target risk rating achieved.
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Appendix 5

Impact Score

11 2 | 3 | 4| 5
1 | 1| 2 | 3 | 4| 5
| | EmEEEm—
£ 2 | 4| 8
|
5 | 51| 10

Likelihood Descriptions

Rare This will probably never happen / 1
recur. Not expected to occur for
years.

Do not expect it to happen / recur but it is possible it may do 2

so. Expected to occur at least annually.

Unlikely

Possible Might happen or recur 3
occasionally. Expected to occur
at least monthly.

Will probably happen / recur but it is not a persisting 4

issue. Expected to occur at least weekly.

Likely
Impact Score and Examples of Descriptions
3 4

Impact 1 2

Will undoubtedly happen / recur, possibly
frequently. Expected to occur at least daily.

Domains

Impact on the
safety of
patients, staff
or public
(physical /
psychological
harm)

Quality /
Equality /
Complaints /
Audit

Negligible

Minor

Moderate

Major

Minimal injury
requiring
no/minimal
intervention or
treatment.

No time off work

Minor injury or
iliness, requiring
minor intervention

Requiring time off
work for >3 days

Increase in length of
hospital stay by 1-3
days

Moderate injury
requiring
professional
intervention

Requiring time off
work for 4-14 days

Increase in length of
hospital stay by 4-15
days

RIDDOR/agency
reportable incident

An event which
impacts on a small
number of patients

Major injury leading to
long-term
incapacity/disability

Requiring time off work
for >14 days

Increase in length of
hospital stay by >15
days

Mismanagement of
patient care with long-
term effects

Incident leading to
death

Multiple permanent
injuries or irreversible
health effects

An event which impacts
on a large number of
patients

Peripheral
element of
treatment or
service
suboptimal

Informal
complaint/inquiry

Overall treatment or
service suboptimal

Formal complaint
(stage 1)

Local resolution

Single failure to meet
internal standards

Minor implications for
patient safety if
unresolved

Reduced
performance rating if
unresolved

Treatment or service
has significantly
reduced
effectiveness

Formal complaint
(stage 2) complaint

Local resolution (with
potential to go to
independent review)

Repeated failure to
meet internal
standards

Major patient safety
implications if
findings are not
acted on

Non-compliance with
national standards with
significant risk to
patients if unresolved

Multiple complaints/
independent review

Low performance rating

Critical report

Totally unacceptable
level or quality of
treatment/service

Gross failure of patient
safety if findings not
acted on

Inquest/ombudsman
inquiry

Gross failure to meet
national standards
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Impact
Domains

Impact
Domains

Negligible

Minor

Moderate

Major

Short-term low
staffing level that
temporarily
reduces service
quality (< 1 day)

Low staffing level
that reduces the
service quality

Late delivery of key
objective/ service
due to lack of staff

Unsafe staffing level
or competence (>1
day)

Low staff morale
Poor staff attendance

for mandatory/key
training

Uncertain delivery of
key objective/service
due to lack of staff

Unsafe staffing level or
competence (>5 days)

Loss of key staff
Very low staff morale

No staff attending
mandatory/ key training

Non-delivery of key
objective/service due to
lack of staff

Ongoing unsafe staffing
levels or competence

Loss of several key staff

No staff attending
mandatory training /key
training on an ongoing
basis

No or minimal
impact or breech

Breech of statutory
legislation

Single breech in
statutory duty

Enforcement action

Multiple breeches in
statutory duty

Multiple breeches in
statutory duty

Prosecution

Complete systems

Rumours

Potential for
public concern

short-term reduction
in public confidence

Elements of public

Local media
coverage —
long-term reduction
in public confidence

National media
coverage with <3 days
service well below
reasonable public

of guidance/ Reduced Challenging external |Improvement notices :
statutory duty performance rating if [ recommendations/ change required
unresolved improvement notice |Low performance rating .
Zero performance rating
Critical report .
Severely critical report
National media
Local media coverage with >3 days
coverage — service well below

reasonable public
expectation. MP
concerned (gquestions in
the House)

expectation not being (BN
met Total loss of public
confidence
s e 5
Negligible Minor Moderate Major

Insignificant cost
increase/
schedule

slippage

<5 per cent over
project budget

Schedule slippage

5-10 per cent over
project budget

Schedule slippage

Non-compliance with
national 10-25 per cent
over project budget
Schedule slippage

Key objectives not met

Incident leading >25 per
cent over project budget

Schedule slippage

Key objectives not met

Small loss Risk
of claim remote

Loss of 0.1-0.25 per
cent of budget

Claim less than
£10,000

Loss of 0.25-0.5 per
cent of budget

Claim(s) between
£10,000 and
£100,000

Uncertain delivery of
key objective/Loss of
0.5—1.0 per cent of
budget

Claim(s) between
£100,000 and £1 million

Purchasers failing to
pay on time

Non-delivery of key
objective/ Loss of >1 per
cent of budget

Failure to meet
specification/ slippage

Loss of contract /
payment by results

Claim(s) >£1 million

Loss/interruption
of >1 hour

Minimal or no
impact on the
environment

No impact on
other services

Lossl/interruption of
>8 hours

Minor impact on
environment

Impact on other
services within the
Division

Lossl/interruption of
>1 day

Moderate impact on
environment

Impact on services
within other Divisions

Lossl/interruption of >1
week

Major impact on
environment

Impact on all Divisions

Permanent loss of
service or facility

Catastrophic impact on
environment

Impact on services
external to the Trust

Potential breach
of confidentiality
with less than 5
people affected

Encrypted files

Serious potential
breach of
confidentiality with 6
— 20 people affected
Unencrypted clinical
records lost

Serious breach of
confidentiality with 21
— 100 people
affected

Inadequately
protected PCs,
laptops and remote
device

Serious breach of
confidentiality with 101
— 1000 people affected

Particularly sensitive
details (i.e. sexual
health)

Serious breach of
confidentiality with over
1001 people affected

Potential for ID theft
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HULL UNIVERSITY TEACHING HOSPITALS NHS TRUST

Agenda ltem

Meeting

Quality Committee

Meeting
Date

June 2023

Title

Quality Report

Lead Director

Suzanne Rostron, Director of Quality Governance, Jo Ledger, Chief Nurse and Prof

Makani Purva, Chief Medical Officer

Author Michela Littlewood - Associate Director of Quality
Donna Pickering — Head of Patient Safety and Improvement,
Leah Coneyworth — Head of Quality Compliance and Patient Experience
Kelly Northcott-Orr Head of Continuous Quality Improvement

Report

previously

considered by
(date)

This report has not previously been considered

Purpose of the Reason for submission | Link to CQC Link to Trust Strategic
Report to the Trust Board Domain Objectives 2021/22
private session
Trust Board Commercial Safe (® | Honest Caring and @
Approval Confidentiality Accountable Future
Committee Patient Effective (® | Valued, Skilled and @
Agreement Confidentiality Sufficient Staff
Assurance (® | Staff Confidentiality Caring (® | High Quality Care @
Information Only Other Exceptional Responsive @ | Great Clinical Services | ®
Circumstance
Well-led (® | Partnerships and @
Integrated Services
Research and
Innovation
Financial Sustainability | (®

Key Recommendations:

The Quality Committee is recommended to review the executive summary of the key indicators and
decide if sufficient assurance has been received with the actions taken to address the concern areas.

In addition to confirm if any further action is required.
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1. EXECUTIVE SUMMARY

1.1 ESCALATION OF KEY INDICATORS

The following table provides an executive summary of the key indicators that require escalation from the performance in April 2023.

Safe Domain

Indicator
Patient
Safety
Incident
Reporting

Serious
Incidents

Successes

The Trust has a positive patient
safety reporting culture (high
volume, low harm)

First thematic review undertaken
using PSIRF

Transition to PSIRF took place as
planned on the 1%t April 2023.

Risks / Challenges

There has been a slight decrease in the
incidents that are being reported.

Incidents causing moderate harm or above
have increased but remain within control
limits

There are still a number of Sls that
have been open for more than 100
days.

The Trust has set a new trajectory to clear
the open Sls declared in line with the
Serious Incident Framework (2015) by
August 2023.

Actions / Future Plans

The learning from incidents is shared
through various avenues in the Trust to
communicate key information and key
learning and to share and celebrate
success.

Key quality improvement programmes
linked to the Quality Strategy are
informed by incident data.

All open Sl investigations are reviewed
weekly and additional focus and support
is given to the oldest open investigations,
this has resulted in an overall downward
trend of SI's open over 100 days.

All incidents are discussed at the Weekly
Patient Safety Summit (WPSS). From 1st
April the format has changed in line with
PSIRF and the focus is on different
investigation and learning responses.

Approaches used are AAR, Safety
Huddles, and Thematic Reviews to identify
if there are other improvement
opportunities. PSlls are declared if they
meet the learning responses set in the
PSIRP.

The Patient Safety Team support the
Health Groups with learning responses
during the transition period.

4]

Overall page 237 of 488



Effectiveness
Domain

Indicator
HSMR

SHMI

Stroke

Structured
Judgement

Successes

Risks / Challenges

Actions / Future Plans

The rolling HSMR is 116.07 and the s T EarinEs (o e manetEim & LR The Sepsis and Pneumonia steering

monthly (January 2023) HSMR is
108.56 which has decreased
compared to the previous month.

The rolling HSMR is showing a
steady rate and displays no sudden
elevations

Trust SHMI has continued on a
downwards trend since the end of
2021 and in November 2022 has
dropped further to 1.08.

Pneumonia SHMI continues to
remain “as expected” and has
remained at 1.03 since August 2022

Sepsis SHMI continues to
demonstrate higher than expected’
performance is demonstrating an
improving journey from its highest
point of 1.47 in August 2021 to 1.25
in November 2022.

Stroke is marginally higher than the
National Level of 1.0 at 1.07; Stroke
SHMI is continually reducing and is
very close to the “as expected”
range.

25% of deaths have had a
Structure Judgement Review,

with “higher than expected” deaths and is
therefore an outlier in HSMR.

Sepsis, stroke and pneumonia are the
Trusts 3 most prevalent clinical condition
diagnoses at the time of patient death.

HUTH is one of the middle performing
Trusts when compared to its peers against
stroke.

Development of feedback mechanisms,

identified by RSM Auditors, minor action for

groups continue to provide insight data,
with detailed action plans being delivered
in order to further improve outcomes for
these patient cohorts.

The Trust continues to monitor HSMR
data via regular reporting and committee
meetings, whilst streaming into bespoke
and overarching quality improvement
work plans.

Regular updates in relation to Stroke
mortality given to the Trust Mortality and
Morbidity Committee.

Action identified by a recent audit of the
Learning from Deaths framework,

S
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Responsive
Domain

Indicator
Reviews

Indicator
PALS and
Complaints

Successes

which has continued to improve
following increased engagement
from clinicians since late 2022

Successes

Eliminated the complaints to be
logged backlog, with no complaints
overdue for logging by the end of
May 2023

The Model Complaints Standards
Steering Group had its second
meeting. Approved changes to the
Early Resolution and Consent
processes

Continue to implement the early
resolution process with the aim of
addressing concerns in a quicker
timeframe with a reduction in the
number of concerns that are
escalated to a formal complaint.

Leadership from Nurse Directors in
the Health Groups to increase the
number of complaints closed within
40 days whilst also reducing the
number of complaints overdue

Increase in the number of
complaints now also closed within
0-29 and 30-40 days

Reduction in the backlog of
overdue complaints within
Medicine. In December 2022,
Medicine had 41 overdue
complaints with the longest one
open at 434 days. In May 2022,

Risks / Challenges

improvement following the Mortality and
Learning from Death internal audit.

Risks / Challenges

Maintaining 3 working day timeframe for
acknowledging and logging complaints

Maintain improvements against the planned
outcomes

Main theme continues to be cancellations,
delays and waiting times — no changes to
the main themes

Actions / Future Plans

undertaken by RMS, a quality control to
check the quality of the SJR against the
expectations set out by Trust policy, as
well as the National Quality Board. From
April 2023 quarterly audit undertaken on a
sample of SIR’s

Actions / Future Plans

Implement a reflective practice group
with NED engagement

Undertake a deep dive into the
complaint re-opened and the reasons
why to identify areas for improvement in
the responses provided to complainants
and the quality

Continue to deliver the NHS Model
Complaint Standards via the Steering
Group

Improve triangulation of data to inform
more focussed learning from patient
experience

Agree the process for the Patient
Experience Team to co-ordinate cross-
Health Group complaints to ensure a
joined up approach is undertaken and all
questions are answered in a timely
manner

Use complainant feedback on the

complaints process to continually
improve practice

6]
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Well-led Domain

Indicator

Continuous
Quality
Improvement

Successes

Medicine had 6 overdue
complaints with the longest one
open at 85 days

Reduction in the backlog of
overdue complaints within Surgery.
In December 2022, Surgery had
57 overdue complaints with the
longest one open at 450 days. In
May 2022, Surgery had 16
overdue complaints with the
longest one open at 261 days

Cohort 5 QSIR Practitioner is being
delivered by the Trust and is been
supported by associates from a
range of areas including Medical QI
Leads, Operational Improvement
Team, Pharmacy and Quality
Governance

Just culture work has been
undertaken to include staff
feedback.

Risks / Challenges

Actions / Future Plans

Continued development of the CQIl website. The Quality Improvement Team are

working with the Nurse Directors to improve
the patient experience based on three key
themes taken from concerns and
complaints. These are around
communication, visiting times and nutrition.

Progress is being made with a number of
QI projects. Think Tank Initiatives are being
rolled out.

Just culture work will be presented in a
future quality report

Progress is being made with Getting It
Right First Time (GIRFT) with face to face
Deep Dive visit on 24 April 2023 for Acute
and General Medicine. On 10 May 2023, a
Trust level Gateway Review (Deep Dive)
took place virtually for Gynaecology
services.

7]
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1.2 EXECUTIVE SUMMARY SCORECARD

The following provides a high level executive summary of the number of Quality Indicators which are achieving, those which are displaying variance
between achieving and failing and those that are consistently failing as detailed on the Integrated Performance Report April 2023.

Upper Contrel bimit —s oo o
L] »?
C. b
Centre Line - . ¥ - T

x L ] -

Lower Contred Limit — =  ——--- 51-'—'1-'—4--—-;-.— ------------------------------------- -

"

.Spe:l-ll cause variation i _, Common cause variation

Rule 1: 8 + consccutive poings T~ .- the centreline
Rule 2: 5 + consccutive points Tl
Rule 3: 2¢3 out of secondary range

Rule 4: Point ocatside the contral limies

Statistical Process Control (SPC) is an established analytical technique that plots data over a period of time to help us understand variation and assurance and
as a result directing us to the correct area of improvement for the appropriate action to be taken to make a difference. The charts also allow us to monitor the
relevant KPIs and determine if they are improving.

A minimum of 15 data points are required for an SPC to be meaningful and inform decision making, improvements and change. This is completed in line with
NHS Improvement ‘Making Data Count’
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Variation Assurance
@ |©|®®| @ @
Common Special Special cause | Vanation Vanation Variation
cause - cause of of improving indicates indicates indicates
no conceming nature or inconsistently | consistently | consistently
significant nature or lower passingand | (P)assing (Falling
change higher pressure due | falling short | thetarget | short of the
pressure due | o (H)igher or | of the target target
to (H)igher or (Lyower
(L)ower values
values
Target

Upper Control Limit

Mean Control Limit

Lowser Control Limit

. Common Cause
s Nosignificant change

@ improvement
# Consecutive Increase

. Concem

¢ Consecutive decrease

Inside control limits

-

Above mean
Above UCL[as
appropriate)

Below mean
Below LCL (as
appropriate)

9|Page

Overall page 242 of 488



DSAFEDOMAN

2.1 PATIENT SAFETY INCIDENT REPORT AND INCIDENTS CAUSING HARM

Patient Incidents Reported

Mar 2022

Patient Incidents p1000bd

Mar 2023

Mar 2022

Mar 2023

What is the charts are telling us:

* There were 48 patient safety incidents per 1000 bed days recorded in May 2023
(n=1669); 3.2 (per 1000 bed days) incidents resulted in moderate, severe or

catastrophic harm to the patient.

The number of incidents being reported against all severities per 1000 bed days

has seen a reduction over the last 6 months to below the mean

The number of incidents causing harm to patients (per 1000 bed days) is showing

an upward trend overall with the number reported in May outside of the upper
control limits.

Successes:
The Trust has a positive patient safety reporting culture (high volume, low harm).

* The Trust continues to sustain incident-reporting levels above the national

average of 45 with a mean of ~50 per 1000 bed days.

The WPSS continues to meet to discuss patient safety incidents for learning;
the format has changed slightly from the 1% April 2023 in line with PSIRP and
the different investigation and learning responses are discussed positively.

» The Patient Safety Team continued to facilitate a AARs in May.
Key Risks and Challenges:

The highest reported harms to patients were hospital acquired pressure

ulcers including device related harms followed by slips, trips and falls.

There were fewer incidents of other incident types reported, with the next highest
group being treatment and care incidents with 15 reported.

There were 6 incidents causing harm reported for moisture associated skin damage
incidents.

MHG had the highest number of incidents overall, and SHG the most that
resulted in harm.

There were 5 patient deaths reported in May, 3 in MHG, and 2 in FWHG.

Proportion harm may appear higher as the number of incident being reported is
lower, further incident reporting work will take place to address this.
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A review has been undertaken of the maternity incident risk rating and further review

x-Chart Moderate and above Patient Incidents p1000bd N - planr]ed to look at mmor and I’IIO har.m mmdepts.

o * Maternity have established a daily incident review process to ensure the correct

320 It . grading.

300 T TTTTTTTTTTTTTTT "-T""'"""""'"""""""""""""""

2.30 {1 .

260 /- \ . .~ e y J Actions / Future Plans for Improvement:

j:g T '-._ | 4 * Quality Improvement Project underway to increase the number of patient safety

2:00 N events being reported and this will incorporate work to integrate the transition

I N from the NRLS to Learn from Patient Safety Events service (LFPSE) from April

2023.

1.60 |

1a0| N * QI work streams aligned to Quality Strategy strategic ambitions for harm free care
§ 5 5 5 &5 & B B B B B § B M NS § A BREBR A . A . . .
EEEEERAEEEEEEIEENERAEREEE * Incidents resulting in death where care is identified as a contributory factor are
32 &5 228222853785 2888 2 2 ¢

discussed at Weekly Patient Safety Summit (WPSS) for investigating as PSlls
focussing on system errors.
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2.2 PATIENT SAFETY INCIDENT INVESTIGATIONS (PSlis) DECLARED

Number of Serious Incidents and PSlls reported Aim: To investigate PSlIs with the aim of learning how to reduce risk and
Serious Incidents/PSlls per 1000 bed days associated harm and ensure supportive systems and process are in place
through continuous improvement

What is the chart telling us:

* The Trust did not declare any serious incidents or PSlIs in May 2023.

Mumber of Serious Incidents/PSlls

B
a
@)

* There was a maternity still birth, an After Action Review was undertaken
and referred to HSIB for investigation.

* The graphs show a shift change in the number of Sls reported over the
last 8 months.

Successes:

[~~~ - -
O KW B O @

m

* The WPSS reviews patient harms and allows for discussion on emerging
themes and immediate learning, improvement opportunities and differing
approaches to investigation methods e.g. AAR, Safety Huddles, and
Thematic Reviews required.

* The WPSS allows for timely identification of serious incidents and sharing
information across the HGs.

Serious Incidents PSiis per 1000 bed days * The WPSS has been used as a forum to discuss and escalate externally
— reported incidents through multidisciplinary discussion.

oe (O, * The Trust began transition from the S| Framework (2015) to PSIRF from 1%

0.5 April 2023.

* PSIRF information and investigations toolkit is available on Pattie.

Key Risks and Challenges:

[ = T YR S ]
FSIRF

nat
May 21
2
21
,
21
Mar22
May 22
3
New 22
2
Mar23
May 23

a
Mardl
Nav

* Although there were no serious incidents declared in May there is still the

0.2 — - s . possibility that there are incidents where harm has not yet been recognised
with the potential to still declare Sls retrospectively in line with the SIF,
2015.

* 2 patient deaths were included in a thematic review being undertaken for
deaths of patients on the TAVI waiting list.

PSIRE

Mar21
May 21
Mar22
May 22

'

|
Mar23
May 23

Actions / Future Plans for Improvement:

* To engage with patients, families and staff affected by the incident to contribute
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to learning responses and continuous improvement.

* To apply a range of systems-based approaches to learning from patient safety
incidents, strengthening awareness of SIEPS and other systems-based
methodology.

* To learn from thematic reviews in no harm and near miss incidents (Safety II).

* To grow the Patient Safety Champion network and number of Learning Response
Leads for strengthened ward to board learning.
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Average number of days to investigate serious incidents Trajectory
for closing all open serious incidents

Future plan that these charts will not be included and only a narrative
will be provided until the end of August 2023

Average number of days to investigate Sl- starting 01/04/18

300
250
200

150

e on o © 3 W
100 / 1T
W . W— i ——— Covid 2nd
_____________________ Wave/Redeployment of QG = = o= = = =
50 staff T
T Trajectory met
e m % 2522 & o o Coyd/50 day "ESCE! 553 mmmmmmmmmmmmmmmm
o

Aug

Mean 1] Process limits - 30

Special cause - improvement == ==Target #® special cause neither

Special cause - concern

Trajectory of reducing open Sis declared pre PSIRF

Aim: For no serious incident investigation to be open for more than 100
days

Target: For all serious incidents declared prior to transition to the PSIRF
to be investigated by August 2023

What is the chart telling us:

The number of open investigations at the end of May was 23 and

within the agreed tolerance levels with ~25 open.

The number of Serious Incidents that have been open over 100 days
remained at 10.

The average number of days taken to investigate Sls in the month was 100.
Both longest open and newest declared are investigated simultaneously.

Successes:

In April 2022 a trajectory was set with an aim be in a stable position,
within agreed tolerance limits, by October 2022 with a sustainable case
load of ~35 open Sls at any time and for no serious incident investigation
to take more than 100 days to investigate.

The trajectory has been met for the number of investigations open at
any one time with 23 open at the end of May 2023 and the number
continues to decrease.

Key Risks and Challenges:

The number of Sls that still remain open means that it will be at least a
couple of months before the Trust can fully transition to the new way of
investigating PSlls and moving towards a Safety Il culture.

Actions / Future Plans for Improvement:

A new trajectory has been set for all serious incidents declared prior to the
transition to PSIRF to be investigated by August 2023; those declared
during the transition period will be investigated within 60 day timescales.
Work continues focus on the investigations open over 100 days and to
ensure families are kept updated.

Responding to patient safety events that require PSlIs will ensure

learning is driven from a systems and human factors approach and that

learning is communicated to all areas within the Trust and improvement
is identified are embedded.
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2.4 HOSPITAL ACQUIRED PRESSURE ULCERS CAUSING HARM

Hospital acquired pressure ulcers
Deep Tissue Injury pressure ulcers
Category 2 pressure ulcers

x-Chart ospital Acquired Pressures Ulcers reportad

x-Chart D==p Tizzus Inju ospital Acguired Pressures Ulcers reported

Aim: To have a zero tolerance approach to hospital acquired pressure ulcers

Target: To reduce the number of hospital acquired pressure ulcers to below the
mean

What is the chart telling us:

There were 1.70 pressure ulcers per 1,000 bed days resulting in moderate and

above harm in April (n=62).

Category 2 pressure ulcers now at 37; this is on the upper control limit.

DTlIs have increased in April to 18; these remain within the control limits.

Unstageable pressure ulcers have decreased to 6 incidents, this is within control limits.

Whilst the chart appears to show an overall increase in Hospital Acquired Pressure
Ulcers which is above the upper control limit for the second time in three months, there
are anomalies in the data and once validated by the TVN team the overall trend is
downwards (54 in May, 48 in April and 55 in March).

The charts include incidents which are still under investigation and have yet to be
validated which may account for some of the anomalies

NB the SPC charts do not include device related pressure damage

Successes:

Fundamental Standards Audit has seen an improvement in the red scores (13 in
February to 6 in June). Amber is still the predominant score.
Tissue Viability Improvement video has been launched with actions to be
implemented from July.
Assurance will gained through HG reports submitted via Safer Skin Committee.
Skin Champions study days successful (19 attendances) with more planned for the
year.
Link Nurse study days are a success with more booked going into the next year.
Housekeeper study day with IPC, Falls and Meds Management very successful
with more planned throughout the year — places highly sought after.
Bi-monthly mattress audit compliance has increased.
Increase in digital photography of wounds across the organisation leading to timely
treatment of wounds and evidence in safeguarding cases.
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Hospital acquired pressure ulcers
Deep Tissue Injury pressure ulcers
Category 2 pressure ulcers

x-Chart Catzgory 2 Hospital Acguired Pressures Uloers reports

Aim: To have a zero tolerance approach to hospital acquired pressure ulcers

Target: To reduce the number of hospital acquired pressure ulcers to below the
mean

* Maternity specific study day planned for July.
* More dates for nursing assistant face to face training planned.
* The Tissue Viability Strategy has been aligned with PSIRF processes.

Key Risks and Challenges:

* There were 37 Category 2 pressure ulcers reported (plus 6 device related); 0
Category 3 pressure ulcers, 18 Deep Tissue Injuries (DTI) (plus 3 device related)
and 6 unstageable pressure injuries (plus 1 device related).

*  CQUINN number 12 potentially will not be achieved as individualised care plans do
not have patient preference question so not evidenced.

Actions / Future Plans for Improvement:

* Task and finish group has finished.

* QR codes for beds and profiling have been applied to Medstrom Solo beds and the
rest are due to be completed in July.

* Paediatric specific study day to be confirmed.

* Video for bi-monthly mattress audit procedure to be uploaded to Pattie.

* Allregistered nurses to complete a full skin inspection for every patient at least
once a shift.

* Nurse in charge to check all high risk patients and review documentation to ensure
the correct plan of care is in place.

e The CQUIN Steering group will work with TV Matron to try and achieve CQUIN 12.
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2.5 INPATIENT FALLS CAUSING HARM

Inpatient falls per 1000 bed days
Inpatient falls resulting in harm per 1000 bed days

x-Chart |npatient Falls p1000bd

Aim: To reduce the number of inpatient falls resulting in harm

Target: To reduce the number of inpatient falls to below the mean

What is the chart telling us:

* There were 6.8 inpatient falls per 1000 bed days in April 2023 (n= 300)
* 0.23 (per1000 bed days) inpatient falls that resulted in moderate, severe or

catastrophic harm to the patient.

* The number of falls being reported over the last month, is still above the upper
control limit, with 44.4% noted to have some degree of cognitive impairment on

admission.

* The number of inpatient falls per 1000 bed days has continued to increase during April

2023.
Successes:

* 130 staff received face to face training in April.
* Falls training overall has increased from 56.1% to 59.5%.

Staff training continues across the Trust, both online and face to face, Trust target is
85% of staff having completed training in line with their role. This includes staff from

Radiology and Ophthalmology.

Topic Certified | Not certified | Grand Total
Falls Prevention 446 858 1304
Preventing Falls in Hospital: Carefall 44 23 67
Preventing Falls in Hospital: Fallsafe 2071 861 2932

Grand Total 2561 1742 4303

The first Falls Champion training session was held on the 5" April for the champions in
Oncology. It was a successful day and incorporated a full package of training support and

general falls prevention information using the Padlet platform. GBUK came and facilitated a

train the trainer session for Flojac flat lifting equipment. This proved to be well received and

appreciated by all staff in attendance.
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Key Risks and Challenges:

¢ No additional falls information has been provided for April, this will be discussed with
the falls team.

e Training rooms still to be identified at HRI.

Actions / Future Plans for Improvement:

e A business case for flat lifting equipment has been sent to the Chief Nurse and the
Deputy Chief Nurse.

18|Page

Overall page 251 of 488



AEFFECIVENESSDOMAN

3.1 MORTALITY

What is the chart telling us:
® HSMR reporting period to January 2023.

Hospital Standardised Mortality Ratio (HSMR) * HSMR continues to demonstrate ‘higher than expected deaths’ and is above the
national average and target of 100.
150 ® The rolling HSMR is 116.07 and the monthly (January 2023) HSMR is 108.56 which

has decreased compared to the previous month.

W Successes:

e e The rolling HSMR is showing a steady rate and displays no sudden elevations.
2020 2021 202z 2023
@ Raling HSMR 4 Monthly HSMR Key Risks and Challenges:
* The Trust continues to demonstrate a HSMR with “higher than expected” deaths and is
therefore an outlier in HSMR.
Deaths and Crude Mortality

Cond Status @ Nt Tested @2 NEGHETE @4, Faste @ Srce Motay Actions / Future Plans for Improvement:

* Continual improvement work streams are formed and monitored via the Trust Mortality
and Morbidity Committee, with careful and continuous monitoring taking place on a
regular basis.

* The Sepsis and Pneumonia steering groups continue to provide better insight data,
along with detailed action plans being delivered in order to further improve outcomes
for these patient cohorts.
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Summary Hospital-level Mortality Indicator (SHMI)

This is the previous data set for information, this was in the previous
report

Trust SHM SHMI Values (rolling 12 months)

SHMI Actual and Expected Deaths (rolling 12 months)

.H—.I—i—_l_*
L
*.._* ‘iﬁﬂ‘—ﬂi—ﬂ—lr-ﬁ .1

Septicaemia SHM

Corngarizon Lower
Zanding 0 Higher than

Aim: To reduce the SHMI to below the national average of 1.0 and improve
patient outcomes

Target: Below 1.0
What is the chart telling us:

* Charts are displaying performance for a rolling 12 month period. Latest data is
November 2022

* Trust SHMI has continued on a downwards trend since the end of 2021 and in
November 2022 has dropped further to 1.08.

* The out of hospital deaths remain consistent against the SHMI.

* Pneumonia SHMI continues to remain “as expected” and has remained at 1.03
since August 2022.

» Sepsis SHMI continues to demonstrate ‘higher than expected deaths’ with an
excess of 40 deaths in November 2022. Although it remains ‘higher than
expected’ performance is demonstrating an improving journey from its highest
point of 1.47 in August 2021 to 1.25 in November 2022.

» Stroke SHMI has remained at 1.07 in November 2022.

Successes:

* The overall Trust SHMI has decreased slightly compared to the previous month
and is now 1.08 above the national average of 1.0 and the reduction of excess
death from 260 to 225.

* Although the pneumonia SHMI remains above the national average of 1.0 it
remains only slightly elevated at 1.03 with the excess deaths at 10.

* Sepsis SHMI has reduced again to 1.25.

Key Risks and Challenges:

* The top 3 common clinical conditions remain Sepsis, Pneumonia and Stroke

Actions / Future Plans for Improvement:

e The Trust continues to monitor HSMR data via regular reporting and
committee meetings, whilst streaming into bespoke and overarching quality
improvement work plans.
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* Continual delivery of the Stroke improvement plan, improving service

Pneumonia SHMI Preumnonia SHMI Values (rolling 12 months) and outcomes for stroke patients.
e Continual review of stroke deaths, including discussions at Stroke

Latest Mow-22 1.2 . M&M meetings.

=i :13 * Regular updates in relation to Stroke mortality given to the Trust Mortality

0 and Morbidity Committee.
10

Comparisen Lower .

Eanding ) Az

Stroke SHMI Stroke SHMI Values (rolling 12 months)

Latest Mov-22

SHM 107

Obszrved 155

Exp 145

Encess 10

Comparizon Mo Change

Banding
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ssnap score |-

Case ascertainment A:90%+
Audit compliance A:90%+

D5:0ccupational Therapy “ “
D8:Multidisciplinary team working “
D9:Standards by Discharge “ “

Patient centred Team centred

D4:Specialist Assessments

D10:Discharge Process

Source: SSNAP Jan to Mar 2023
Team level results Team 173

A- Indicates highest score to E- lowest
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3.3 STROKE

SHMI

2.00
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SHMI for Acute Cerebrovascular Disease, Rolling 12 Menths Periods

I s NS

01/10/2021 |
01/11/2021 |
01/12/2021 |
01/01/2022 |
01/02/2022 |
01/03/2022 |
01/04/2022 |
01/05/2022 |
01/06/2022 |
01/07/2022 |
01/08/2022 |
01/09/2022 |
01/10/2022 |
01/11/2022 |
01/12/2022 |
01/01/2023 |

01/08/2021
o1gfzoz1 ]

01/04/2019 |
01/05/2019 |
01/06/2019 |
01/07/2019 |
01/08/2019 |
01/09/2019 |
01/10/2019 |
01/11/2019 |
01/12/2019 |
01/01/2020 |
01/02/2020
01/03/2020 |
01/04/2020 |
01/05/2020 |
01/10/2020 |
01/11/2020 |
01/12/2020 |
01/01/2021 |
01/05/2021 |
01/06/2021 |

What is the chart telling us:

As detailed in the Mortality section of this report the SHMI for Stroke is marginally
higher than the National Level of 1.0 at 1.07; however as both charts demonstrate, the
Stroke SHMI is continually reducing and is very close to the “as expected” range.

Successes:

Stroke SHMI is the lowest it has been in 4 years.

The Stroke service continues to deliver structured judgement reviews on all of

its deceased patients.

Key Risks and Challenges:

The SHMI for Stroke continues to be higher than the average national figure, it is

reducing overall.

23|Page

Overall page 256 of 488



3.4 STRUCTURED JUDGEMENT REVIEWS (SJR)

Structured Judgement Reviews Completed and Staff Trained Aim: To increase the number of SIR completed to inform learning from deaths
Target: 10%

What is the chart telling us:
@ Structured Judgement Reviews ——5IR % Total Deaths e The chart shows a positive uptake in the number of Structured Judgement Reviews being
30% completed, as an overall monthly percent against the total number of in-hospital deaths. The
Trust aims to review at least 10% of deaths per month, via the SJIR methodology, in addition to
the M&M approach led by each Specialty.

Successes:

e 25% of deaths have had a Structure Judgement Review, which has continued to improve
following increased engagement from clinicians since late 2022

e 434 members of staff have undertook the online (HEY247) SJR training module since January
2022. The training is directed at ST5 and above grade clinicians, in addition to Specialist nurses
and Matrons. This has, in turn, had a positive impact on the number of SIR’s being completed to a
high level of quality.

w3 Key Risks and Challenges:
e Development of feedback mechanisms, also identified by RSM Auditors as a minor action for
improvement following the Mortality and Learning from Death internal audit.

Actions / Future Plans for Improvement:

e As aresult of an action identified by a recent audit of the Learning from Deaths framework,
undertaken by RMS, a quality control process is required to check the quality of the SJR against
the expectations set out by Trust policy, as well as the National Quality Board. A regular quarterly
audit will now be undertaken on a sample of completed SJR’s to check that they contain the
expected quality of content, as well as ensuring any pertinent actions flagged from review were in
fact carried out. This audit will also present opportunity to give constructive guidance to any staff
who need assistance. This audit will commence from April 2023.
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4.1 COMPLAINTS RECEIVED
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Trust (exc EMHG) - Complaints received in month
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What is the chart telling us:

There was 42 complaints were received in May 2023, 8 of which were seconds

Successes:

Eliminated the complaints to be logged backlog, with no complaints
overdue for logging by the end of May 2023

The Model Complaints Standards Steering Group had its second meeting.
Approved changes to the Early Resolution and Consent processes

Continue to implement the early resolution process with the aim of
addressing concerns in a quicker timeframe with a reduction in the number
of concerns that are escalated to a formal complaint.

Key Risks and Challenges:

Maintaining 3 working day timeframe for acknowledging and logging
complaints

Actions / Future Plans for Improvement:

Implement a reflective practice group with NED engagement

Undertake a deep dive into the complaint re-opened and the reasons why to
identify areas for improvement in the responses provided to complainants and
the quality

Continue to deliver the NHS Model Complaint Standards via the Steering
Group

Improve triangulation of data to inform more focussed learning from patient
experience
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Trust (exc EMHG) - Complaints received per 1000 FCEs
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4.2 COMPLAINTS CLOSED

% of complaints closed within 40 days

% of complaints closed within 40 days
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Aim: Increase % of complaints closed within 40 day target
Target: 80%

What is the chart telling us:

The charts demonstrates continued improvements against the closing of
complaints within 40 days. Although the target of 80% has not yet been
achieved 54% of complaints were closed within 40 days in May 2023.

Surgery and Medicine increasing the number of complaints closed within 40
days

Number of complaints closed between 0 — 40 days increased from December
2022 with 152 closed — broken down between 0 — 29 days and 30 — 40 days

Increase in complaints closed that were over 41 days to over 100 days
Reduction in the backlog of overdue complaints within Medicine and Surgery

Successes:

Leadership from Nurse Directors in the Health Groups to increase the number of
complaints closed within 40 days whilst also reducing the number of complaints
overdue

Increase in the number of complaints now also closed within 0-29 and 30-40
days

Reduction in the backlog of overdue complaints within Medicine. In December
2022, Medicine had 41 overdue complaints with the longest one open at 434
days. In May 2022, Medicine had 6 overdue complaints with the longest one
open at 85 days

Reduction in the backlog of overdue complaints within Surgery. In December
2022, Surgery had 57 overdue complaints with the longest one open at 450
days. In May 2022, Surgery had 16 overdue complaints with the longest one
open at 261 days

Key Risks and Challenges:

Maintain improvements against the planned outcomes
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Actions / Future Plans for Improvement:

Continue weekly challenge meetings with Medicine, Surgery and Family
and Women’s.

Agree the process for the Patient Experience Team to co-ordinate cross-
Health Group complaints to ensure a joined up approach is undertaken and
all questions are answered in a timely manner

Use complainant feedback on the complaints process to continually
improve practice
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Medicine Health Group Backlog Reduction
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What is the chart telling us:
Trust (exc EMHG) - PALs received per 1000 FCEs * Received 213 PALS Trust-wide and 26 for Emergency Medicine Health Group.
~ Therefore, a total of 239 PALS received in April 2023
=0 o* N
|
200 § ® ot Successes:
--------------------- e Tt ekt | Ln
St o ® « Early resolutions introduced
150 L
- L
sote Poq ) .
100 .-! d 0’.. s o Key Risks and Challenges:
P g ™ o + Main theme continues to be cancellations, delays and waiting times — no
5.0 changes to the main themes
00 o o o O
=] P e - [ B B, I I, M
3§553588888 888888 88¢€
R EFS § 35 8EFS 3B R EEFS G BEREE
- =z = w2 S ZE = wZ2 S ZE = wZ S = =

Emergency Medicine HG - PALs received in month

50

&

30
25 % 4
20 P — , [ ] .. ﬁ P
15 @ ® -

10 ] ® .

Mar 2020
Nav 2020

Jan 2021
Mar 2021
Nov 2021
Nowv 2022
Mar 2023

29|Page

Overall page 264 of 488



=
o

O B N W Hh U1 O N © O

Clinical Support Emergency

- Health Group

Medicine -
Health Group

Family and Medicine - Surgery -
Women's Health Group  Health Group
Health - Health

Group

What is the chart telling us:
» 28 compliments received via the PALS team in May 2023

Successes:

* The main theme detailed within the compliments is the care and comfort
(including privacy and dignity) provided to our patients by staff. This shines
through in all Health Groups.

Key Risks and Challenges:

* None

Actions / Future Plans for Improvement:

» Continue to share all compliments received to the relevant areas for good
practice to be acknowledged and staff/teams thanked as required.

30|Page

Overall page 265 of 488



CONTINUOUS QUALITY IMPROVEMENT

5.1 TRAINING

Delivery of 2023/24 Quality, Service Improvement and Redesign (QSIR) programmes continues to progress well. Cohort 5 of the QSIR Practitioner
course is due to finish on 21 June 2023 resulting in a further 15 members of staff completing the course.

QSIR VIRTUAL

The first collaborative QSIR Virtual session with the North West and North East System Improvement Team and other QSIR Faculties across the
region took place on 8 June 2023 and over 100 members of staff across the region attended. The final session will take place on 29 June 2023 and
evaluation of the success of the training will be reviewed, this will inform whether a collaborative approach will continue moving forward.

Development for the 2024/25 QSIR training programme is currently underway. The development of the training programme will
include how we can build and strengthen our training capability across the Trust to make sure staff are supported to undertake and
lead on improvement whilst taking into consideration, what steps are needed to assess and support a return on investment following
training. The final training programme will be shared with the Quality Committee by September 2023.

5.2 QUALITY IMPROVEMENT

78 QIPS have been shared with the CQI team with a majority received from Junior Doctors who are required to undertake improvement projects a part
of their career progression.

Following the QI Kick Start Improvement workshop for the Emergency Department in April 2023, there has been fantastic progress with the
development of a High Acuity Bay to support the deteriorating patient. The bay is on track to commence from the end of June 2023.

Members of staff from the Trust attended the International Forum on Quality and Safety in Healthcare. The forum was held in Copenhagen in May

2023 and CMO, Prof. Makani Purva, Deputy CMO, Mr Peter Sedman, Medical QI Leads, Miss Noemi Kelemen and Dr Sanjay Gupta, L