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Countess of Chester Hospital !1!.I11i 
NHS Foundation Trust 

MEETING OF THE BOARD OF DIRECTORS 

TUESDAY, 2ND FEBRUARY 2015 AT 1.15PM 

LECTURE HALL 

AGENDA 

FORMAL BUSINESS 

1. Welcome and Apologies 

2. Declarations of Interest 

Chairman 

Chairman 

3. To receive and approve the Board of Directors minutes of meeting Chairman 
held on 14th December 2015, BoD action tracker (December 2015) 
and matters arising 

QUALITY & ASSURANCE 

4. To receive a Patient feedback/story Director of Nursing and 
Quality 

5. To review the Integrated Performance Report to month 9 Executive Team 
(Attached) 

6. To receive and approve the Board Assurance Framework (BAF) Chief Executive 
(Attached) 

7. To receive details of the 6 monthly nurse staffing establishment Director of Nursing and 
(Attached) Quality 

8. To receive an update on Speak out safely and process changes Director of Human 
(Attached) Resources and 

Organisational 
Development 

9. To receive a update on Never Events and Serious Untoward Incidents Director of Nursing and 
Quality 

STRATEGIC DEVELOPMENT 

10. To receive the Chief Executive's Report (verbal) Chief Executive 

11. To receive an update on Governor Matters (verbal) Director of Corporate & 
Legal Services 
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FOR NOTING & RECEIPT 
PLEASE NOTE THESE DOCUMENTS ARE AVAILABLE ON REQUEST ONLY 

12. To receive the Q3 letter to Monitor Deputy Chief Finance 
(To follow, post submission) Officer 

13. To receive the minutes of the Quality, Safety and Patient Experience Director of Nursing and 
Committee 16th November 2015 and 14th December 2015 Quality 

14. To receive the minutes of the People and Organisational Director of Human 
Development Committee — 24th November 2015 Resources and 

Organisational 
Development 

15. To receive the minutes of the Audit Committee — 19th October 2015 Director of Corporate and 
Legal Services 

16. To receive the minutes of the Charitable Funds Committee — 27th Director of Corporate and 
October 2015 Legal Services 

17. To receive Corporate Infection Prevention and Control Assurance — Director of Corporate and 
Quarterly Report (retrospective report based upon August 2015 Legal Services 
quarterly data update) 

18. Date and Time of Next Meeting: 

Board of Directors Meeting 
Tuesday 3 d̀ May 2016 @ Time TBC - Training Room 3 & 4 
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Countess of Chester Hospital !i!1Ii 
NITS Foundation Trust 

BOARD OF DIRECTORS 

MINUTES OF THE MEETING HELD ON MONDAY, 
14TH DECEMBER 2015 at 2.15PM 

BOARDROOM 

Attendance 

Chairman Sir D Nichol Q 

Non Executive Director Mr A Higgins Q 

Non Executive Director MnJ Wilkie Q 

Non Executive Director Mr E Oliver Q 

Non Executive Director Mrs R Hopwood Q 

Non Executive Director Dr E McMahon

Chief Executive Mr T Chambers Q 

Medical Director Mr I Harvey

Chief Finance Officer Mrs D O'Neill

Director of Nursing & Quality Mrs A Kelly Q 

Director of Planning, Partnerships & 
Development 

Mr M Brandreth Q 

Director of Human Resources and 
Organisational Development 

Mrs S Hodkinson Q 

Director of Corporate & Legal Services Mr S P Cross Q 

Interim Director of Operations Ms L Burnett Q 

In attendance: 
Mrs C Raggett — Secretary to the Board 
Mr I Bett, Associate Director of Performance and Planning 

FORMAL BUSINESS 

B102/15 WELCOME AND APOLOGIES 

Sir Duncan welcomed all attendees to the meeting. 

Apologies were received from Mrs O'Neill, Dr McMahon and Mr Harvey. 

B103/15 DECLARATIONS OF INTEREST 

There were no declarations of interest. 
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B104/15 TO RECEIVE AND APPROVE THE MINUTES OF BOARD OF DIRECTORS' MEETING 
HELD ON 13Th  OCTOBER 2015 AND BOARD ACTION TRACKER AS AT END 
NOVEMBER 2015 

The Board of Directors minutes of the meeting held on 13th October 2015 were 
received as a true and accurate record. 

The Board noted the Board Action Tracker as at end of November 2015. 

MATTERS ARISING 
There were no matters arising. 

QUALITY & ASSURANCE 

B105/15 TO RECEIVE A PATIENT'S STORY TO INCLUDE: 
A PRESENTATION ON THE PATIENT SERVICE CENTRE PROJECT 

The Board received details of a patient's experience when booking appointments 
and some of the issues the patient had encountered. 

Presentation on the Patient Service Centre Project 

Mr Brandreth stated that following feedback from the Council of Governors 
regarding patients receiving numerous letters for one appointment, a review of 
the service was undertaken and a number of problems were identified. 

Mr Bett gave a presentation on the Patient Service Centre Project and detailed 
the issues and the actions being taken to address them. 
(Slides attached) 

Mr Brandreth reported that 30% of new outpatient appointments are cancelled 
and re-booked which costs the Trust approximately £2.5m. 

Mr Brandreth stated that the Trust was expecting to be able to demonstrate 
improvements in the service from April 2016. 

Mrs Hopwood asked if the Trust was engaged with primary care to help improve 
the service. Mr Bett replied that the Trust had identified 2 GP practices to work 
with to understand the best way forward from both perspectives. 

Mr Wilkie asked why these issues had not been previously identified. Mr 
Brandreth replied that whilst the Trust was aware of some issues, the launch of 
the new reminder system created a large increase of calls to the appointments 
hotline. This had not been anticipated and when the problem was investigated, 
this identified that the issues were worse than expected. A full review has been 
undertaken and a lot of positive progress has been made including dashboards 
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being developed to show a real time view of calls. 

In response to a question from Sir Duncan, Mr Brandreth stated that a staged 
implementation plan was in place and that the model hospital work would also 

•   'I I •••i i i.ii.ii

The Board received details on the key issues within the integrated performance 
report to Month 7 and the following points were raised: 

Mr Wilkie referred to the sickness information noting that 11 staff members had 
flu and he asked if the staff had received the flu vaccination. Mrs Hodkinson 
replied that 2522 staff had received the flu vaccination and that whilst it was not 
known if the individuals had received the vaccination, the Trust is putting on 
further flu vaccination sessions for staff. 

In response to a question from Mr Wilkie, a discussion took place regarding the 
variable pay being rated as red and the CRS being rated as green and the impact 
of the medical agency spend cap from Monitor. Mr Chambers added that 
negotiations were taking place nationally and regional ly to ensure a consistent 
rate for medical agency staff from the new year. 

Mrs Hopwood asked why the levels of medically optimised patients had 
increased. Ms Burnett stated that this was due to one of the main care homes 
voluntarily closing to admissions in November 2015. Ms Burnett has raised this 
with social care and they are recognising the problem and supporting where 
possible. 

In response to a question from Sir Duncan and Mr Wilkie, a ful l discussion took 
place regarding the Trust's financial planned deficit of £10.5m and MR Chambers 
gave a detailed account of how this would be achieved. 

itnr g ii 

CR6 15/16 — Mr Chambers stated that this risk related to the long term financial 

and savings recovery plan for the health system , however following the 

announcement of the spending review which stated that there would be an 

increase in NHS funding, this would have an impact on the short term financial 

position. This gives the Trust the potential opportunity to be in a balance position 

in the next 12-18 months however, there is a need to continue with efficiency 
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savings and to take the model hospital forward. 

CR1 15/16 — Mrs Kel ly stated that this related to patient experience, there are a 

number of medically optimised patients and it is important that the Trust 

maintains the quality and safety for these patients. It is also important that staff 

are supported during pressures. There have been issues with patient 

identification and there is a need to ensure that the Trust has the right processes 

and culture in place and linking into the right consent process for every patient. 

These areas are reviewed at the Quality, Safety and Patient Experience 

Committee which is chaired by Mr Higgins on a monthly basis. 

CR4 15/16 — Mrs Hodkinson stated that this related to culture and staff and the 

risk was reviewed at each People and Organisational Development Committee 

and is a key part of the model hospital. The Trust is putting in place coaching 

sessions from January 2016 and has support from the North West Leadship 

Academy. The Trust is also receiving feedback and having concerns raised via 

Speak Out Safely. 

Mr Chambers stated that the Trust's risks were in line with being safe, kind and 

effective and that the organisation would need to deliver some of the actions at a 

pace over the next 12 — 18 months. 

In response to comments from Mr Higgins, a full discussion took place regarding 

the risks for informatics and if there was a need for specific monitoring. Mr 

Brandreth stated that the Informatics Strategy would be presented to the 

Informatics Board in the new year and would then come to the Board for 

approval in due course. 

Mr Cross presented the Trust's Fit and Proper Persons Policy (for Board members) 
and stated that the policy now incorporated the CQC guidance. 

Mr Cross and Mrs Raggett are undertaking an audit of the Board members 
personnel files over the next few weeks. 

El
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Mrs Kelly reported that there had been a never event in maternity relating to a 
retained tampon, an investigation was being undertaken into the never event. 

Mrs Kelly reported that in November 2015 there were 2level 2 investigations. 
The outcome of these investigations would be reviewed by QSPEC. 

• The Trust's stroke service has been awarded the team of the year for research 
and innovation as most innovative team and achieved an 'A' rating for its 
service, one of only two organisations in England to achieve this. 

• The Santa dash held at the beginning of December 2015 had been a great 
success with Mr Brandreth and his family and Mrs Clifton, Public Governor 
and her family taking part. 

• The Trust held its Celebration of Achievement Awards Event on 27th

November 2015 at Chester Race Course. This had been a fantastic evening 
demonstrating the great work of staff. 

• The Countess Choir had also performed at the event and were amazing. 

Mr Chambers, on behalf of the Board of Directors thanked al l the staff for their 
continued hard work throughout the year and wished them all a very Merry 
Christmas and Happy New Year. 

Mr Cross was pleased to see so many Governors attending the Board and 
thanked them for their continued support. 

Mr Cross reported that the Council of Governors had approved the 
reappointment of Mr Hemmerdinger as deputy Chair of Governors for a further 
12 month period to the end of 2016. 

Mr Cross reported that the next meeting of the Governors' Quality Forum will be 
held on Friday 8th January 2016 and Governors were looking forward to the year 
ahead. 
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The Board received and noted the Q2 feedback letter from Monitor. 

B113/15 TO RECEIVE THE RISK AND PATIENT SAFETY ANNUAL REPORT 2014/15 

The Board received and noted the Risk And Patient Safety Annual Report 2014/15. 

Mrs Kelly stated that the report demonstrated the work undertaken over the last 12 
months and thanked the team for their hardwork. 

B114/15 TO RECEIVE THE MINUTES OF THE QUALITY, SAFETY AND PATIENT EXPERIENCE 
COMMITTEE — 21ST SEPTEMBER AND 19"" OCTOBER 2015 

The Board received and noted the minutes of the Quality, Safety and Patient 
Experience Committee — 215` September 2015 and 19th October 2015. 

B115/15 TO RECEIVE THE MINUTES OF THE PEOPLE AND ORGANISATIONAL DEVELOPMENT 
COMMITTEE —22 -SEPTEMBER  2015 

The Board received and noted the minutes of the People and Organisational 
Development Committee — 22"d September 2015. 

B116/15 TO RECEIVE THE MINUTES OF THE CHARITABLE FUNDS COMMITTEE — 28T—" JULY 
2015 

The Board received and noted the minutes of the Charitable Funds Committee — 28th

July 2015. 

B117/15 TO RECEIVE THE RISK MANAGEMENT STRATEGY — DECEMBER 2015 

The Board received and noted the Risk Management Strategy — December 2015. 

B118/15 TO RECEIVE THE EMERGENCY PREPAREDNESS RESILIENCE RESPONSE PROCESS 
2015 

The Board received and noted the Emergency Preparedness Resilience Response 
Process 2015. 

Mrs Kelly stated that Trust is required to complete a self-assessment against the 
required standards. The Trust has identified 3 gaps however these actions will be 
completed by the end of December 2015. The trust will also be part of a pandemic 
flu exercise in the new year. 

B119/15 TO RECEIVE THE DETAILS OF FREEDOM OF INFORMATION REQUESTS — AUGUST 
2015 — OCTOBER 2015 

The Board received and noted the details of Freedom Of Information Requests — 
August 2015 — October 2015. 
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Tuesday 2nd February 2016 — 1.15pm in the Lecture Hall, Countess of Chester 
Hospital. 
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Countess of Chester Hospital 
NHS Foundation Trust 

BOARD OF DIRECTORS ACTION LOG 2015/16 

Meeting 
Date 

Minute 
Ref: 

Issue Action Update Responsibility Target 
Date 

14.10.15 To receive feedback following the root cause analysis 
of the 2 MRSA cases in August 2015 

Ian Harvey 

Stephen Cross 

Sue Hodkinson 

TBC 

March 2016 

March 2016 

14.10.15 To receive details of the review of spend on furniture 
and computer equipment 

Mr Cross to gather information as part of the 
non-pay work. 

14.10.15 To receive an update on the Culture Work at the 
Trust with particular focus on communication 

14.12.15 To receive the Informatics Strategy for approval Mark Brandreth March 2016 

Action hassllpped 

Action is not yet complete but on track 

Action complete 

* Moved with agreement 

11 Page 
BOD AL (CER) January 2016 
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Countess of Chester Hospital 
NHS Foundation Trust 

1
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Integrated Board Report - December 2015 

Contents 

Metrics by CQC domain: 
Safe 
Effective 
Caring 
Responsive 
Well led 

Exception reports: 
eDischarge 
Safeguarding training 
Falls with harm 
Diagnostic waits 
RTT incomplete patients 
A&E 4 hour standard 
Normalised Net Surplus/Deficit 
CRS 
Sickness absence 
Mandatory training 
Staff with completed appraisal 
Turnover 
Variable pay 

Appendices: 
Safe staffing 
Cancer Assurance Report 
Changes to report 

Page I 1 

Page number: 
2-4 
5 
6 
7-9 
10-14 

15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
26 
27 

28-30 
31-33 
34-35 
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Are we 
safe? 

Page 1 2 

BAF ref: 

Countess of Chester Hospital Board Assurance metrics 
CR1 CR

R2,
6, 

NHS foundation Trust December 2015 CR
CR7, CRIO 

Description Current position/comments Trend Target 
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BAF ref:

~-~7-~-~ Are we Countess of Chester Hospital E►: 
Board Assurance metrics CR1, CR2, 

safe? NHS Foundation Trust December 2015 CR3, CR6, 

I CR7, CR1O 

Description Current position/comments Trend Target 

Page 1 3 
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Are we Countess of Chester Hospital Board Assurance metrics 
safe?  J NHS Foundation Trust December 2015 

BAF ref:
CR1, CR2, 
CR3, CR6, 
CR7, CR10 

Description Current position/comments Trend Target 

Page I4 

I NQ0015531 _0015 



BAF ref' 'ore we J Countess of Chester Hospital ® 
Board Assurance metrics CR3, CR7, 

L effect/Ve_ NHS foundation Trust December 2015 CR10 

Description Current position/comments 13 month rolling trend Target 

Page 1 5 
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Are we 
ref: 

Countess of Chester Hospital Board Assurance metrics CR1, CR4, 

caring? NHS Foundation Trust December 2015 I CR6, CR7, 
CR10 

Page 6 

Description Current position/comments Trend 

hi:. 
4 \yh N 'J0 

-1 Pi 

n 

A&E ❑ IP 

Target 
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Are we Countess of Chester Hospital ®Board Assurance metrics 

responsive?J 
NHS Foundation Trust December 2015 

BAF ref: 
CR3, CRS, 
CR6, CR7, 
CR8, CR9, 
CR10 

Description Current position/comments 13 month rolling trend Target 

Page 1 7 
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Are we 
responsive? 

Page 1 8 

BAF ref: 

Countess of Chester Hospital Board Assurance metrics C6, ca% 
NHS Foundation Trust December 2015 CRB, CR9, 

CR10 

Description Current position/comments Trend Target 
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Are we 
responsive? 

Page 1 9 

BAF ref: 

►-!7r~~ Board Assurance metrics CR3, CR5,Countess of Chester Hospital C►11L~ CR7, 
NHS Foundation Trust December 2015 CR8, CR9, 

CR10 

Description Current position/comments 13 month rolling trend Target 
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are we Board Assurance metrics Countess of Chester Hospital 
well led? NHS Foundation Trust December 2015 

Description Current position/comments 

Page 1 10 

BAF ref: 
CR3, CRS, 
CR6, CR7, 
CR8, CR9, 
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Are we 
well led? 

Page 1 11 

BAF ref; 

Countess of Chester Hospital Board Assurance metrics CR3, CRS,
® CR6, CR7, 

NHS Foundation Trust December 2015 CR8, CR9, 

Description Current position/comments 

fl   e U O N 
LLn

Lctual-Plan -Forecast-Actual (Prior Year) 
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Are we 
well led? 

Page 1 12 

BAF ref: 

Countess of Chester Hospital LA:L 
~7~ Board Assurance metrics CR3, CR5,

~~  
NHS Foundation Tru 

CR6,CR7,
st December 2015 CRS, CR9, 

Description Current position/comments 

I NQ0015531 _0023 



Are we 
well led? 

Page 1 13 

BAF ref: 

Countess of Chester Hospital Board Assurance metrics CR3, CR4,
® CR6, CR7, 

NHS Foundation Trust December 2015 CRII 

Description Current position/comments 13 month rolling trend Target 
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Are we 
well led? 

Page 1 14 

BAF ref; 

Countess of Chester Hospital ® 
Board Assurance metrics CR3, CR4,

CR6, CR7, 
NHS Foundation Trust December 2015 CR11 

Description Current position/comments Breakdown by type by month Target 
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EXCEPTION REPORT 
Indicator: eDischarge 

Forecast for improvement: 

01 Q2 03 04 

Page 1 15 

100% 

u 95% 

90%-I 0 
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EXCEPTION REPORT 
Indicator: Safeguarding training 

Forecast for improvement: 

Q1 Q2 03 Q4 

Page 1 16 

100`% 

S0 

6 

4IJfO 

Ln Ln Ln Ln Ln LI, LIB LIB 
~I s -d r-! s-tl r1 r -I rl r-1 
7 1 1 I 1 ] I I 

Adult Children —Target 
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EXCEPTION REPORT 
Indicator: Falls with harm 

10 

8 

4 
Q 4 3 3 

2 1 1 1 1 

lJ 

■ falls with harm 

Forecast for improvement: 
Q1 02 Q3 04 

Page 1 17 
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EXCEPTION REPORT 
Indicator: Diagnostic 6 week wait 

Forecast for improvement: 
Q1 Q2 Q3 Q4 

Page 1 18 

Enq%b-16- h rM0w a6wwla 

Dash End Snapshot Dec 14 4w -IS Feh•15 hb, I5 Ap 15 I j 15 nn 15 Ju115 IW9.1S Sep IS Oc .15 1 -1S D.c IS 

IAvg1o1c Rssmanca Imapng 1 __  2 3 1 6 5 8 
CcvntsurdTamavadly 3 1 1 7 8 10 5 
r c bn-obstet ~Aba~oun0 U 

__ 
15 1 1 1 8 1 

AAdogy-Aud.dogyAs4»9tmwr4 1 1 6 6 2 5 27 
Cardobgj- echocardogaplry 4 6 3 Si 114 84 130 96 42 62 18 64 137 
Respratvy plrysdagj sleep etudes 

Rem sgmarOoscaw 
C',Sb.Op/ 2 1 16 11 5 7 B 4 1 9 2 29 
C•7S085COwr 5 1
Tatdpavamswauq u11Q 2774 3193 3798 3317 3236 3353 3729 3887 402? 4237 4295 4567

%eltttuls 11.4% 1143 158% 91.8% 11.1% i.2% 864% N.1% 882% HIS 119% 915% I5% 
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EXCEPTION REPORT 
Indicator: RTT 18 weeks incomplete patients/over 52 week waiters 

c18 Ms Total J 
General Surgery 1817 2375, 76.5196 
Urology 926 1027 90.17%, 
Trauma & Orthopaedics 965 1160 83.19% 
Ear, Nose & Throat (ENT) 1792 1938. 92.47% 
Ophthalmology 1581 1699. 9305%I 
Oral Surgery 571 615; 9285%1 
Neurosurgery 0 0- 
Plastic Surgery 506 599., 84.47%] 
Cardiothoracic Surgery 0 0, 1 
General Medicine 361 361 100.00%] 
Gastroenterology 704 704 100.00%; 
Cardiology 549 549 100.00%] 
Dennatology 585 596 98.15%] 
Thoracic Medcine 518 518 100.00% 
Neurology  0 0 
Rheumatology 163 163 100.00% 
Geriatric Medicine 137 137 100.00%1 
Gynaecology 733 772 94.95%1 
Other 1037 1064 97.46%l 
Total 12945 14277 90.67%1

Forecast for improvement: 
Q1 Q2 Q3 04 

Page 1 19 
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Indicator: A&E 4 hour standard 

Forecast for improvement: 
Q1 02 Q3 04 

Page 1 20 

Numherof MedIcaIIVoptimised 
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Medially 0ptrmised — — UCL - • - - LCL Mean 

96 of patients attending A&E who are seen within 4 hour target 

100% (includes Urgent Care Unit) 

9" 
906 
94% 
92% 
9076 
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8816 
8476 
82% 
8076 - 
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to&E 4 hour wait (inc UCC) —Target - A&E 4 hour wait (bx UCC) 
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EXCEPTION REPORT 
Indicator: Normalised Net Surplus / Deficit 

Forecast for improvement: 

Ql 02 03 04 

Page 1 21 

COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST 

FINANCIAL PERFORMANCE AS AT 31ST DECEMBER 2015 

KEY VARIANCES 
In Month YTD 

£0005 £0005 

PAY 

Nursing 140 614 

Medical 74 1,009 
Admin & Clerical (145) 

PTA/PTB 3 (76) 
Other 13 (98) 

PBR notional funding .ii) (797) 
TOTAL PAY 71 507 

NON PAY 

Drugs 86 474 
Med &Surgical Equipment 179 

Patient Appliances 44 

Laundry & Cleaning Equipment 19 56 

Outsourcing 5 54 
Equipment Hire 0 29 

Furniture & Office Equipment 7 43 
Computer Hardware &Software 21 47 

Other (inc Lab Equip &Consumables £116k, Building 86 366 

PBR notional funding 19 (286) 

TOTAL NON PAY 225 1,006 

CRS (33) 457 

INCOME (307) (1,966) 

GRAND TOTAL (44) 4 
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EXCEPTION REPORT 
Indicator: CRS in Year & Recurrently 

Forecast For improvement: 

QI Q2 Q3 Q4 

Page 1 22 

2015/16 EFFICIENCY PROGRAMME PERFORMANCE AS AT DECEMBER 15 

IN YEAR 

2015/16 St Year 

Division/ Department CRS Target aL I Outstanding Green Amber 

Planned Care f 2,200,000 f 1,245,364 f 97,878 E 83,550 

Urgent Care f 2,200,000 f 1,084,868 E 160,834 E 56,691 

D&P F 580,030 f 253,944 E 15,500 E 11,000 5 5 5 

Estates&Facilities f 520,000 f 148,819 E 5,177 E -

Nurse Mgmt f 36,000 -f 0 -E 0 E -

Medicel Photography f 3,000 f - E - E -

Corner &Engagement f 3,000 E - E - E -

Corporate Clinical f 8,O30 -f 254 -E 0 E -
IM&T f 200,000 f 37,041 E 37,041 E -

HR f 107,000 f 22,048 E 48 E -

TructAdminlstration f 28,000 f 18,500 E 2,635 E 6,388 165 

PPD f 20,030 f 0 E 0 E -

Flnance f 55,ODO f 0 E 0 E -

Procurement f 40,000 f - E - E -

Central -E 1,341,842 E - 
-

E  05 

TOTAL E 6,000,000 E 1,468,489 E 319,113 E 157,629 

24% 5% 3% 

2015/16 EFFICIENCY PROGRAMME PERFORMANCE AS AT DECEMBER 15 

RECURRENT 

2015/16 

Recurrent CRS 

Division/ Department Target Outstanding Green Amber 

Planned Care f 2,200,000 f 1,550,456 E 76,593 E 431,930 

Urgent Care f 2,200,000 f 1,480,603 E 416,116 E 346,424 

D&P f 580,000 f 219,411 E 72,000 E 65,000 

Estate, & Facilities f 520,000 f 56,201 E 8,176 E 15,000 

Nurse Mgmt f 36,0O0 f 36,003 E 20,000 E 10,000 

Medical Photography f 3,000 ss r f - E - E -

Corner &Engagement f 3,000 
555

f  - E - E -

Corporate Clinical f 8,000 r f - E - E - 
IM&T f 200,000 f 86,873 E 73,467 E -

HR f 107,000 r f 42,500 E - E 10,000 5105 r 

TrustAdministretion f 28,000 55 f 22,500 E 1,000 E 6,388 

PPD f 20,000 5 555 f - E - E -

Flnance f 55,000 555 f - E - E -

Procurement f 40,000 f - E - E -

Central f - f - E - E -

TOTAL E 6,000,000 E 3,516,145 E 667,352 E 884,742 

59% 11% 15% 

2015/16 EFFICIENCY PROGRAMME PERFORMANCE - MOVEMENT- IN YEAR& RECURRENT 

2015/16 In 

Ye ar CRS 

IN YEAR Target Outstanding Green Amber 

November E 6,800,000 E 1,808,269 E 542,618 E 181,678 

December E 6,000,000 E 1,46%489 E 319,113 E 157,629 

Movement r -E 339,780 ,505 -E 24,049 

2015/16 

Rea rent 

RECURRENT CRSTarget Outstanding Green 

November E 6,000,000 E 3,677,971 E 762,290 

:A.ber 

December E 6,000,000 E 3,516,145 E 667,352 

Movement • -E 161,826 -E 94,938 
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EXCEPTION REPORT 
Indicator: Monthly Sickness Absence rate 

Forecast for improvement: 
Q1 Q2 03 04 

Page 1 23 

Sickness Absence Analysis (Target, 3 65% Dec. 2014 - Dec 2015) 
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EXCEPTION REPORT 
Indicator: Mandatory Training Completed In The Last 12 Months 

Forecast for improvement: 
Q1 Q2 03 04 

Page 1 24 

Mandatary Training & DcpartmcotaJ Induction Compliance 
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EXCEPTION REPORT 
Indicator: Appraisals Completed In The Last 12 Months 

Forecast for improvement: 
Q1 Q2 03 04 

Page 1 25 
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EXCEPTION REPORT 
Indicator: Turnover 

Forecast for improvement: 
Q1 02 03 04 

Page 1 26 

Turnover 12 Month Trust Rate (Headcount) 
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Division - Jan. 15 - Dec. 15 Turnover Staff Group - Jan. 15 - Dec. 15 Turnover 
Excludes Tempera ry Staff % Excludes Temporary Staff % 

COCH & WUTH Collaboration 16.00 
Add Prof Scientific and Technic 21.13 Corporate Clinical 16.67 

Corporate Non Clinical 4.35 Additional Clinical Ser.ices 7.59 
Diag., Therapies & Pharmacy 7.12 Administrative and Clerical 11.52 
Estates Division 7.14 

Allied Health Professionals 6.70 
Facilities Division 5.39 

Estates and Ancillary 7.92 Finance & Performance 7.91 
Healthcare Scientists 7.32 Human Resources 8.16 

Nurse Management 2.56 Medical and Dental 
Nursing and Midwifery Registered 

11.11 
11.36 

Planned Care Diusion 
Urgent Care Division 

11.32 
11.51 

Trust Totals & Rate 10.27% Trust Totals & Rate 10.27% 
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EXCEPTION REPORT 
Indicator: Variable Pay 

Forecast for improvement: 
Q1 02 03 04 
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Appendix 1 — Safe staffing 

Safe Nurse and Midwifery Staffing Level December 2015 

1.0 Purpose 
The purpose of this paper is to provide an overview of the monitoring and management of nursing and 
midwifery staffing in the month of December 2015. 

2.0 Background 
The Trust is committed to ensuring levels of staffing; including registered nurses, midwives and nursing 
assistants and other clinical ward support staff, match the acuity and dependency needs of patients within 
clinical ward areas in the Trust. This includes an appropriate level and skill mix of nursing staff to provide 
safe and effective care. These staffing levels are viewed along with reported outcome measures, required 
to provide safe and effective patient care. 

3.0 'Real Time' management of staffing levels to mitigate risk 
Safe staffing levels are managed on a daily basis. At the 08.30 flow meeting, the Heads of 
Nursing/Midwifery and Matrons are provided with an overall view of all our in patients wards for the day 
by shift, registered and unregistered workforce numbers and ratios. Consideration is given to our patient's 
needs, the bed capacity, occupancy and operational activity within the Trust which may have impacted on 
safe staffing. Actions are agreed to ensure that all areas are made safe. Any staffing incidents are 
reviewed daily by the Risk and Safety Team and are reviewed weekly by the Incident Review Panel with the 
Director of Nursing and Medical Director present (analysis is also provided in a monthly report), 
particularly in respect of any harm caused — non articulated/attributed 

4.0 How did we do in December? 
The hospital continues to constantly recruit and this will continue for the foreseeable future. 
Capacity challenges have led to the opening of additional beds which have at times pressured the staffing. 
Nurse Specialists have been requested to support the inpatient wards. The Trust has seen an increased 
use of nursing agency to support the care needed for the additional patients in the Hospital 
The Trust is continuing to monitor any impact of the nursing vacancies via its safety team. The Director of 
Nursing maintains oversight at a weekly established meeting. 

5.0 Individual Wards 
Below are results for our wards in December 
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Appendix 2 

Cancer Board Assurance Report 

December 2015 

Overview of finalised performance for all cancer targets 

The following table provides performance for all cancer standards. 

Apr May Jun Quarter 1 July Aug Sept Quarter 2 Oct Nov 

14 Day (93%) 96.10% 95.65% 97.15% 96.35% 96.68% 96.42% 95.47% 96.19% 95.90% 97.21% 

14 Day - Breast Symptomatic (93%) 98.11% 96.08% 94.67% 96.09% 95.74% 95.83% 94.86% 95.08% 95.60% 

31 Day - Diagnosis to Treatment (96%) 100.00% 98.84% 96.70% 98.46% 100.00% 98.95% 99.00% 99.35% 97.87% 100.00% 

31 Day - Surgery (94%) 100.00% 100.00% 94.12% 97.67% 100.00% 93. 100.00% 97.83% 100.00% 100.00% 

31 Day - Drugs (98%) 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 

62 Day - Referral to Treatment (85%) 86.21% 82.86% 79.83% 82.94% 94.96% 81.98% 89.74% 89.05% 7W 79.80% 

62 Day - Screening (90%) 100.00% 100.00% 90.48% 94.59% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 

62 Day - Upgrade (85%) 100.00% 94.59% 91.30% 95.04% 92.86% 93.33% 89.10% 100.00% 

December Position 

The following data is the current December provisional position and subject to validation. 

Standard Target Trust Patients 
Treated/Seen 

Patients 
Breached 

14 Day 93% 98.57% 767 11 
14 Day - Breast Symptomatic 93% 0 64 7 
31 Day - Diagnosis to Treatment 96% 100% 83 0 
31 Day - Surgery 94% 100% 14 0 
31 Day - Drugs 98% 100% 4 0 
62 Day - Referral to Treatment 85% 45 10 
62 Day -Screening 90% 100% 11 0 
62 Day - Upgrade 89% 96.67% 15 0.5 

14 Day - Breast Symptomatic 

The under performance in the month of December predominantly relates to patients 
choosing to wait beyond the 14 days. The December performance does not place the 
quarter 3 at risk and therefore is expected to achieve the quarter. 

62 Day Referral to Treatment December Performance 

Performance details 

There were 10 breaches in December that will now be validated and is subject to 
reallocations. Initial findings show breaches are broken down under the following specialties: 

• Gynaecology - 1 breach 
• Head & Neck - 3 breaches 
• Lower GI - 1 breach 

Page 1 31 

INQ0015531_0042 



• Lung — 3 breaches 
• Upper GI — 1 breach 
• Urology — 1 breach 

The following chart provides an updated summary of the current progress in relation to the 
number of suspected patients over 62 days. 

Numbers of patients over 62 days 
with suspected cancer 
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0 
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The following table provides a summary of the PTL position week ending 24/12/15 for 
patients waiting above 62 days and identifies the number of patients over 104 days. 

Speciality PTL between 
63-103 days 

PTL above 
104+ Days 

Total PTL 
over 62+ days 

Breast 0 
Colorectal 4 4 
Gynaecology 1 1 
Haematology 1 1 
Head & Neck 8 3 11 
Lung 3 1 4 

Skin 1 1 
Upper GI 20 8 28 
Urology 3 4 7 
Grand Total 40 17 57 

The number of patients waiting over 104 days has increased by 6 patients in the last month 
to 17 patients. 10 of these patients have currently been referred to other NHS Acute 
Providers and are awaiting treatment. These patients continue to be tracked and chased 
with the appropriate providers to ensure diagnosis/treatment can be commenced as soon as 
possible. 

The remaining seven patients are as follows: 
• Haematology — A late referral from the Head & Neck pathway for treatment and 

patient then has chosen to wait further with a date for an Outpatient appointment in 
late January. 
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Urology — Patient choice for diagnostics (TRUS Bx) in January. 
UGI — 5 patients are currently waiting for the following reasons; 

o Diagnostics, patient booked for barium swallow in early January 
o Patient awaiting MDT review for further clinical decision 

o Awaiting an outpatient clinic appointment 
o Outpatient clinic appointment booked for early January 
o TCI date scheduled for stent in December 

The Trust has recently reviewed its process for ensuring all patients over 104 days are 
clinically reviewed as to ensure lessons are learnt, delays are understood, and no 
unnecessary harm has come to the patient. This process will compliment current Trust 
governance processes and will involve a detailed review of each patient by the tumour site 
lead Consultant and the lead Cancer Clinician. Any lessons learnt will be fed back through 
existing governance reporting structures and where pathways cut across a number of Trusts, 
lessons will be shared with those Trusts. 

Actions to address performance 

Urology continues to be the main concern in relation to achieving performance with now 11 
breaches over the last three months. Work with the Urology team continues to streamline the 
pathway with aims to identify further actions to improve as soon as possible. Current issues 
remain with capacity for diagnostics including cystoscopy and trus biopsies. The Planned 
Care Division is currently looking to increase capacity in these areas through additional 
sessions and the private sector (where clinically appropriate). 

Upper GI has shown an increase in patients waiting over 62 days. Meetings have taken 
place with the clinical team, and plan has been developed to increase capacity in clinics to 
review patients on the PTL. Highlights of these actions include: 

• Additional clinics (including weekends) in January and February this month to see the 
longest waiting patients 

• Review specialist nurse support with aim to increase Outpatient follow up capacity on 
a routine basis. 

• Recruitment to begin on additional Upper GI Consultant vacancy post. 

A performance meeting has occurred with Head and Neck (ENT team) to identify 
improvements. Actions included: 

• Extra designated fast track slots for review patients within outpatients 
• Review of patients on their PTL to identify if patients can be removed from the fast 

track pathway. Potentially there are a number of patients on the suspected cancer 
waiting list that do not require to be treated on a cancer pathway. 

• From review of the patients above, identify further pathway improvements. 

Page 1 33 

INQ0015531_0044 



Appendix 3 Changes to report 

Forecast for Improvement 

The following table provides a summary of the forecast for improvement for the remainder of the 
year. 

An additional forecast has been added this month in relation to diagnostics and turnover. 

Changes have been made this month to the forecast to the following measures: 

• 62 day Cancer 
• Appraisals 
• Mandatory Training 
• Variable pay 

Area of underperformance 
(Exception report provided) 

Improvement trajectory 

Serious Untoward Incidents Forecast for improvement: 
Q1 Q2 Q3 Q4 

Mixed Sex Accommodation Forecast for improvement: 
Q1 02 Q3 Q4 

Safety Thermometer Forecast for improvement: 
Q1 02 Q3 Q4 

E-Discharge Forecast for improvement: 
€k1 Qz Q3 14 

Safeguarding Fa recast for ion provement: 

Q1 02 a3 Q4 

Friends and Family (response 
rate) 

Forecast for improvement: 
Q1 Q2 Q3 Q4 

Diagnostics Forecast for improvement: 

Ql 0 Q4 

Falls with harm Forecast for improvement: 
Q1 Q2 Q3 Q4 

Infection Control (Cdif and 
MRSA) 

Forecast for improvement: 
Q1 02 03 Q4 

62 day Cancer Forecast for improvement: 
Q1 02 Q3 Q4 
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18 weeks Incomplete Pathway Forecast for improvement: 
Q1 02 03 Q4 

A&E 4 hour standard r improvement: 

" U's,

02 Q3 0.4 

Normalised net surplus/deficit Forecast for improvement: 
Q1 02 43 Q4 

CRS delivery Forecast for improvement: 
Q1 02 03 04 

Sickness Absence Forecast for improvement: 
01 02 03 04 

Appraisals Forecast for improvement: 
Q1 02 Q3 04 

Mandatory Training Forecast for improvement: 
Q1 02 Q3 Q4 

Variable Pay Forecast for improvement: 
Q1 02 03 04 

Urgent Cancellations Forecast for improvement: 
Q1 02 03 Q4

p 

Changes to measures 

There were no changes to any measures this month 
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COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST 

ASSURANCE FRAMEWORK 

Q3 - 2015/16 

Presented to Board of Directors 14th December 2015 
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COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST 

ASSURANCE FRAMEWORK 

CONTENTS 

REF STRATEGIC RISK EXECUTIVE DIRECTOR BOARD COMMITTEE Q1 15/16 Q2 15/16 Q3 15116 Q4 15116 

Failure to maintain and enhance the quality and 
CR1 15/16 safety of the patient experience and ensure Medical Director / Director of Nursing and Quality Quality, Safety and Patient Experience 4x2=8 4x2=8 4x2=8 

compliance with CQC Standards 

CR2 15/16 Inability to effectively stabilise acute patient flow Deputy Chief Executive Finance and Integrated Governance 4=16 4x4=1 

CR3 15/16 
Failure to maintain, innovate and transform the 

Medical Director / Deputy Chief Executive Finance and Integrated Governance 4x3=12 4x3=12 4x3=12 Trust's clinical services 

CR4 15/16 
Failure to develop and deliver the Trust's culture, Director of HR and OD People and Organisational Development 4x3=12 4x3=12 4x3=12
values and staff engagement plan. 

CR5 15/16 
Failure to deliver in year financial plan and manage Chief Finance Officer Finance and Integrated Governance 4x3=12 4x3=12 4x3=12
consequences of delivering a deficit budget 

Failure to develop and deliver a robust long-term 
CR6 15/16 whole health economy service, workforce and Chief Executive Finance and Integrated Governance 

financial savings and recovery plan 

CR7 15/16 
Failure to comply with Monitor's Compliance 

Deputy Chief Executive Finance and Integrated Governance 
Framework - Governance 

CR8 15/16 
Failure to maintain robust corporate governance Director of Corporate and Legal Services Board of Directors 3x2=6 3x1=3 3x1=3
and overall assurance 

CR9 15/16 
Failure to maintain Information Governance 

Medical Director Finance and Integrated Governance 3x4=12 3x4=12 3x4=12 
standards 

Failure to provide appropriate Informatics 
CR10 15116 infrastructure, systems and services that support Chief Finance Officer Finance and Integrated Governance 4x3=12 4x3=12 4x3=12 

the business objectives of the Trust 

CR11 15/16 Failure to recruit and retain professional staff Director of HR & OD People and Organisational Development 4x3=12 4x3=12 4x3=12 
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COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST 
ASSURANCE FRAMEWORK - KEY 
This Assurance Framework assesses the most important risks that the Trust faces to date, and 
which have the highest potential for external impact. Such risks differ in magnitude and 
complexity to operational risks and often require comprehensive risk mitigation plans which span 
over a longer timescale than most operational risks. The Trust defines strategic risk as a 
strategic control issue that could: 

• Close down a service / services. 
• Seriously prejudice or threaten achievement of a principal objective. 
• Threaten the safety of service users. 

Threaten the reputation of the Trust/NHS. 
• Lead to significant financial imbalance and/or the need to seek additional funding to allow to 
be resolved and/or result in significant diversion of resources from another aspect of the 
Strategic risks will be reviewed as part of the annual business planning process and can also be 
identified in-year. They are managed as part of a complex process as opposed to discrete 
events. The Trust Board needs to be satisfied that strategic risks are being properly identified and 
managed robustly. 

Risk score= consequencelimpact x likelihood 
The matrix below can be used to calculate a risk score, which will determine what category the 
risk falls within, that score informing follow up action, its urgency, and the required performance 
management to ensure the risk is managed effectively. 

LIKELIHOOD 

CONSEQUENCE! IMPACT 
Negligible Minor Moderate Major Catastrophic 
Almost no 
impact on 

achievement of 
objectives 

Small impact Sgnificant 
on achievement impact on the 

of objectives achievement of 
objectives 

Major impact on 
the 

achievement of 
objectives 

Objectives 
could not be 

achieved 

I Rare 1 2 3 4 6 
2 Unlikely 2 4 6 8 10 
3 Possible 3 6 9 12 15 
4 Likely 4 8 12 16 20 
5 Almost Certain 5 10 

Likelihood score 1 2 3 4 5 

Descriptor Rare Unlikely Possible Likely Almost certain 
This wi ll Do not expect it Might happen Will probably Will 

Frequency(broad probably never to happen/recur or recur happen/recur undoubtedly 
descriptors of happen/recur but it is possible occasionally but it is not a happen/recur, 

frequency) it may do so persisting issue possibly 
frequently 

A fuller description and explaination of the impact and likelihood categories are contained within 
the Risk Management Strategy and Policy 

mpact Level of Risk Potential/Actual Origins 
The extent to which the actual origins of the risk currently impact on the strategic risk. 
■The origin of the strategic risk is significantly impacting on the risk. 

■The origin of the strategic risk is still impacting on the risk to a limited extent. 

■The origin of the strategic risk is no longer impacting on the risk. 

The extent to which the controls in place are satisfactory impacting on the mitigation of the strategic 
risk. 
■ Effective control partially in place and thus only impacting in a limited way on the mitigation of the 

strategic risk. 
Effective control in place but only partially impacting on the mitigation of the strategic risk. 

1  Effective control in place and positively impacting on the mitigation of the strategic risk. 

ng 

The extent to which the reporting to a committee is providing assurance against each of the controls. 

■Reporting to a committee is in place, but is not regular and only provides limited assurance against each 
of the controls. 

■Reporting to a committee is in place, regular but not always providing assurance against each of the 
controls. 

• Reporting to a committee is in place, regular and providing assurance against each of the controls. 

The direction from last reported quarter 
y Indicates improvement from last reported quarter 

Indicates same level from last reported quarter 

T Indicates slippage or further required work from last reported quarter 
* New item added since last quarter 
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STRATEGIC RISKS 

IMPACT x LIKELIHOOD = RISK SCORE 

CURRENT 
ASSURED 

LEVEL 

_ These are the POSITIVE ASSURANCES actually received... 
INITIAL 

RISK SCORE 
PREVIOUS QUARTER 

RISK SCORE 
CURRENT 

RISK SCORE 
TARGET RISK 

AF x-15 

SCORE 

Mar-16 What are the key cteial the assurances received through reporting a to 20 that a control has remained effective. a posit g po g(p ) 

N/A N/A 4x2=8 4x2=8 3x2=6 REPOR 
T REF 

POSITIVE ASSURANCE DATE LAST REPORTED 
TO COMMITTEE What is the strategic risk to be controlled? 

EXECUTIVE DIRECTOR BOARD COMMITTEE 
What is the report received that provided that assurance? 

REF STRATEGIC RISK RH/Rg Integrated Performance report dashboard 01-Sep-15 

15-16 
5-1 

Failure to maintain and enhance the quality and safety O 

the patient experience and ensure compliance with CQC 
Standards 

Medical NusinDirector! ualityor of 
Nursing and Quality 

Quality, Safety mmitteet 
Experience Committee 

Amber y' 
RIlR6 Francis Report Action Plan 07-Jul-15 

R6 Picker Inpatient Survey Results 07-Jul-15 

R6 Saville Report Update 07-Jul-15 

R6 Adult Safeguarding Annual Roper 07-Jul-15 

LINKED CORPORATE PRIORITIES (up to top 3/ POTENTIAL CONSEQUENCES OF THE RISK RI Morecombe Bay/Airkup Report local response 20-Jul-15 

Transforming Care for Patients 
REF What are the key potential consequences (up to 4) of the risk? R6 6 Monthly Sater Staffing Review 01-Sep-15 

PC1 Non compliance with regulatory & commissioner contracts 
R6 6 Monthly Nursing and Midwifery Strategy Update 01-Sep-15 

Concentrating on the right services to meet the needs of our patients 
R6 Patient & Staff Stories 07/07/2015 & 1s- Sept 15 

PC2 Risk to Registration & Licence to operate 
R6 Safeguarding Childrens Annual Report 01-Sep-15 

Understanding patient erryerience 
R6 Domestic Abuse Annual Report 01 Sep-15 

PC3 P r e ton Trust re utation 0o pa bent xperience- impact P 
RI Sign up to Safety Q1 Report 20-Jul-15 

R1/R6 Risk and Patient Safety Annual Report 20-Jul-15 

PC4 Breach of Monitors terms of authorisation as a Foundation Trust R1 Human Tissue Authority Insepetion Report 20-Jul-15 

RI Patient Experience Annual Report 21Seb-15 

RI Patient Experience Operational Group 21-Sep-15 
Based on those reported to Executive Committee on 12 August 2015 IMPACT 

LEVEL 
RI Aggregated Complaints, Claims and Incidents Report 21-S.D-15 

R1 Aqua Safety Report (Q1) 21-Sep-15 

Red 

Amber 
Green Potential or actual origins that have led to the risk... What are the most significant origins (up to 10) which could or 

have led to the risk? 

REF ORIGIN RAG 
01 Kirkup Report Amber 3 

1 02 ILampard/Saville Roper I Amber 1 41 
03 Berwick Report Amber The GAPS IN CONTROL / NEGATIVE ASSURANCES are... 04 CQC Fundame ntal Amber 
05 Compliance with Trust policies and procedures Amber 4 What are the remaining key gaps (up to f0) in the controls or negative ass es despite the stated controls and positive assurances in 
06 Failure to observe Trus- values -cultural issues Amber 4 

REF GAP ACTION PLAN 
AGREED 

DEADLINE 
REVISED 

DEADLINE 07 Demographic/needs of local population Amber + 
08 Environment needs,'estates issuesiuse of space Amber t 

51 Lack of Side Rooms 
Esaes Strategy includes a plan for the increase in side
rooms. Initial plans in place to supoprt the SMART centre to 
reduce incidences of HCAI 

02 15/16 Estates 
Stmtegy- on 09 Capacity' issues - patient exfoerienee Amber 4 

010 Workforce skills/rnmpetencies Amber 4 

Gz Mpnality (ontuenn weekend Mortality) 
Revise mortality process, link to Patio system, emheded new 
trencnma king inedel to suppprt timely revew et deaths and 

End 02 
15/16 

completed 
The risks are CONTROLLED by... Strength The REPORTING mechanisms are... Strength 

E 
trends. 

What are the key controls (up to /0)/h U are in place to mitigate 
Red What are the key reporting mechanisms (up to 1C) that will Red 

Poor Safeguarding Training Compliance 
Specific actions plans in place to improve compliance above 

Review 02 (on track) 
these risks? 

Amber provide assurances that the key controls are effective? (E) Amber > G3 
(Adult &Children) 

target of 85%(momhly review in place with Director of 
15/16 Q4 15/16 

Green - External assurance. Green g° Nursing & Quality 

REF CONTROL RAG REF REPORTING MECHANISM FREQUENC RAG 
G4 Poor Compliance with Consent Processes 

Consent Group in place with action plan. Policy currently 
under review✓. Furher clinical engagement required to 03 15/16 Completion and regular review of prouder compliance Quarterly, Safety & Patient 

C1 
assunanen (PCA) framework Green 4 

R1 
Experience Committee (NED Chair) 

Men"hly Green 4 ensure good compliance. Emphasis on MCA compliance 

C2 Monitoring of performance with commissioners Including Process has been r dewed, prioritising risk assessment but 
Ns@s 

Green R2 Quality Compliance Group Bi-monthly Green 
G5 

DoLS-new legislation in place re 
definition of consent 

full implemen-a-ion required. Renew end 
02 15/16 

Q415/16 

C3 Regular reviews CQC IV reports & fundamental standards Green 4 R3 COG quality performance meetings Mon-hly Green 4 

G6 
Poor Compliance with correct Patient 

Trust Action Plan in place. Clinical lead identified. Close 
monitoring of Incidents being undertaken. Policy under 04 15/16 

C4 Ducterlcy CQC relationship meetings Green 4 R4 Council of Governors Bi-monthly Green 4 Identification (3 Never Events) review 

Open communication with commissioners and COO re any Action Plan in place, aligning audit plan with that of theatres 
CS 

Is identified b the True 
y

Green 4 R5 Trust/ overnors Quality Forum ho eekly Green 4 G7 Poor compliance of WHO checklist within 
the Interventional Radioogy Pep' 

WHO audit. Team develo t underwa y. Further clinical pp y 
engagement required to support culture change 

Q3 15/18 

C6 Staff engagement programme Amber 4 R6 Board of Directors Bi-monthly Green 

G8 
Capacity issues due to lack of social care 
provision (Demographic changes in the 

Opera ions meetings in place, purchasing extra capacity for 
Winter, risk of increased patient harm due to delays in Review Q3 

External Stakeholders osits€ e.g. 
C7 Monti  quaterly metrics and KPIs review Green R7 

Healthwatch 
As required Green population) transfers of care/discharges. Stabilisation plan in place 15/16 

Francis report recommendations embedded into dedicated 
Various groups reporting to ho 

Month -
C8 

worketreams 
Green 4 R8 Quality, Safety & Patient Experience 

monthly Green 4 GO Committee i.e. safeguarding strategy 

CO Clinical Rounds/unannounced clincial reviews Green 4 RB Corporate Directors Group Mo¢hly Green 4 

010 R10 
Patient Experience Operational 

Mon-hly Green *F-

I

Group
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IMPACT x LIKELIHOOD = RISK SCORE 

INITIAL STRATEGIC RISKS PREVIOUS QUARTER CURRENT TARGET RISK SCORE These are the POSITIVE ASSURANCES actually received... 

RISK SCORE RISK SCORE RISK SCORE Apr-15 Mar-16 CURRENT E What are the key actual positive assurances received through reporting (up to 20) that a control has remained effective. 

N/A N/A 4X4=16 4x3=12 4x2=8 ASSURED 
REPORT POSITIVE ASSURANCE DATE LAST REPORTED LEVEL 

REF TO COMMITTEE What is the strategic nsk to be controlled? 
EXECUTIVE DIRECTOR BOARD COMMITTEE 

What is the report received that provided that assurance? 

REF STRATEGIC RISK 41 Integrated Performance Report 04.02.15 

CR2 15 Inability to effectively stabilise acute patient flow Depdy Chie16 xecutive 
Finance and Integrated 

• 

+ 

47 

R1 

Contract meeting update 

STAR Chamber meetings 

Jan-15 

Doc'4rJan 15 16 Governance 
R2 Approval of performance management system implementation 28.01.15 
R4 ESIT report with ED Mar-15 

LINKED CORPORATE PRIORITIES up to top 3) POTENTIAL CONSEQUENCES OF THE RISK R2 Introduction of weekly Operation Performance Meeting (Chaired by DOD) Mav-15 

REF What are the key potential consequences up to 4, of the risk? R2 Stabilisation to Transform Paper Jun-15 
Drill integrated care in Western Cheshire 

PC1 Demand exceeds capacity leading to long waiting dunes needs nor detail? 
R3 
R3 

Emergency Department update to Board 
Jpdate to Board 

Aug-' 55
Oct

Promoting sustainable partnerships 
on winter planning -15 

PC2 Failure to achieve waiting time and financial targets 

Transforming care for patients 
PC3 Impact on overall viability of the Trust 

Eased on those reported to Executive Committee on 12 August 2015 IMPACT 
LEVEL 

Red 

Potential or actual origins that have led to the risk... What are the most significant origins (up to 10) which could or 
have led to the nsk? 

Amber 
Green 

REF ORIGIN RAG 
01 Resilience of community and voluntary soarer Amber 

02 Cross border issues Amber 4 
03 Demographic of local population Amber 4 
04 Local authority and health constraints on budgets Amber 4 
05 Historical failure of commissioners to deliver demand managemem approaches Red 4 
06 Insufficient understanding of the organisational capacity/specialist staff shortage Amber i 
07 Number of medically optimised patients and delayed transfers of care Red i 
08 High cost of agency / locum staff (Nursing I Medical Groups) Red 4 
09 Operational pressures and impact an retenticnlhealth and wellbeing appraisals, mandatory training etc Amber 4 
016 

The risks are CONTROLLED by... Strength 

What are the key controls (up to 10) that are in place to mitigate 
these 4s1(s? 

Red 
Amber 
Green 

e 
z 

REF CONTROL RAG 

Cl Agreed capacity and demand analysis Amber 4 

C2 
Daily monitoring of perfromance and improved escalation 
process Green -1 

C3 Ambulatory Care /Frailty Service Green i 

04 Early supported discharge Green 4 

C5 Specialty Business Packs/Plans Green 4 

C6 Winter Resilience Planning Amber 4 

C7 

C8 

C9 

013 

The REPORTING mechanisms are... Strength 

What are the key reporting mechanisms (up to 10) that will 
provide assurances that the key controls are effective? (E) = 
External assurance. 

Red 
Amber 
Green 

E 
X 

REF REPORTING MECHANISM FREQUENC RAG 

R1 
Finance and Integrated Governance 
Committee 

Bi -Monthly Green 4 

R2 Corporate Directors Group Monthly Green 4 

R3 Board of Directors Bi -Monthly Green i 

R4 Daily reporting Jaily Green 4 

R5 Weeklyreporting Weekly Green 4 

R6 S:abilination Leadership Board Monthly Amber 3 

R7 
Quarterly performance Reviews with 
divis 

Quarterly Green 4 

R8 Reporting to Commissioners & 
Monitor 

As required Green 4 

R9 Monitor 2 day review visit As required Green i 

413 

The GAPS IN CONTROL / NEGATIVE ASSURANCES are... 

What are the remaining key gaas (up to 10) in the controls or negative assuraooee despite the states controls and positive assurances in place? 

REF GAP ACTION PLAN 
AGREED 

DEADLINE 
REVISED 
DEADLINE 

GI Review of patient flow across health system ES IT review commissioned by COG 02 15116 Complete 

G2 Stabilisation across health system 
Roll out of Stabilisation programme of work including urgent 
oare hub, oampleoaere, elective pathways, infection control. 
medicines management 

02 15/16 Complete 

G3 'atients being discharged appropriately Roll ad of Discharge to Assess 02 15/16 Complete 

G4 Lack of Community bed capacity and 
rears in demand 

Escalated to System Resilience Group Q3 15/16 

G5 Lack of community beds Potential Trust commissioning of additional community 
capacity 

04 14/15 

G6 

G7 

GB 

G9 

G'O 
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STRATEGIC RISKS 

IMPACTx LIKELIHOOD= RISK SCORE 

CURRENT 
ASSURED 

LEVEL 

_ 

' 
51

These are the POSITIVE ASSURANCES actually received... 
INITIAL 

RISK SCORE 
PREVIOUSQUARTER 

RISK SCORE 
CURRENT 

RISK SCORE 

TARGET RISK 

AA r-15 

SCORE 

Mar-16 positive assurances  g po g (up to ) What are the key actual received through rtin 20 that a control has remained effective. 

N/A NIA 4x3=12 403=12 451=4 REPORT 
REF 

POSITIVE ASSURANCE RANCE DATE LAST REPORTED 
TO COMMITTEE What is the strategic risk tube controlled? 

EXECUTIVE DIRECTOR BOARD COMMITTEE 
What is the report received that provided that assurance? 

REF STRATEGIC RISK R1 Urology Business use Mar-15 

CR3 

15-16

Failure to maintain, innovate and transform the Trust's 
clinical services 

Medical Director/ Deputy Chief 
Executive 

Finance & Integrated 
Governance Committee 

Amber + 
68 Urology, Clinical Haematology and Orthoapedlcs service reviews Feb-15 
R3 Bariatrie Paper Mar-15 

I Integrated Therapies paper LL i51 

foundations for change to happen 
REF What are the trey potential consequences 

PC1 Future organisational sustainability 

centrating on the right services to meet the needs of our patients 
PC2 Inability t deliver services to commissioner specification or local need 

focused on improving health 
Failure to develo to ted Ian leadin to lit d safe bein ked b 

PC3 
pin gre p g qua y an y g ris y 

approach to financial savings 

PC4 
Short term based decision making putting the long term viability of the organisation at 

Based on those reported to Executive Committee on 12 August 2015 IMPACT 
LEVEL 

RCA 

What are the mostsignifcantorigins (up to 10) which could or Potential or actual origins that have led to the risk.., have led to the risk? 
Amber
Green 

REF ORIGIN RAG 

01 Long term contractual and commissioning intentions / regional local Amber 4 
02 National specialised service specifications! Royal College standards Amber 3 
03 Maintaining 24/7 acute rotas/ EWTD / Limitations of A4C / Doctor contracts / 7 day services Amber Ht 
04 Planning for Demographics (Patient and Workforce) Amber d 
05 Maintaining market share Amber + 

06 Future tariff/ Pbr framework / Better Care Fund Amber 3 
07 Cross border protocols Amber Ht 
08 Lack of integrated system wide plan (strategy, finance and workforce) Amber d 
Og Future skills shortages Amber d 

The risks are CONTROLLED by... Strength 

E 
The REPORTING mechanisms are... Strength 

£ 
11
3 

What are the key controls (up to 10) that are in place to mitigate 
these risks? 

Red 
Amber 
Green 

What are the key reporting mechanisms (up fo 10) that will 
provide assurances that the key controls are effective? (E) = 
External assurance. 

Red 
Amber 
Green 

REF CONTROL RAG REF REPORTING MECHANISM FREQUENC RAG 

Cl Operational plan process and production Green 4 R1 Corporate Director Group Monthly Green + 

C2 Annual refreshed five year LTFVI Green 4 R2 
Finance and Integrated Governance 
Committee 

3i-Monthly Green 4 

03 
Financial assumptions based on a shared understanding 
with commissioners 

Green 4 63 Board of Directors Meeting di-Monthly Green 4 

C4 People & OD Strategy Amber 4 R4 Annual General Meeting Annual Green 4 

C5 Various partner workshops and networks Green 4 65 Monitor APR process Annual Green 4 

C6 Nurse staffing review Green 4 66 CCG review meetings Monthly Green 4 

C7 Systematic service review process; Countess 20:20 Green 4 R7 External submissions As required Green 3 

C8 Governor workshops Green 4 R8 CoCH and Wirral Team to Team As required Green 3 

Cg 5 year Strategic Plan Green 4 RS Strategic Leaders Group Monthly Green 4 

C10 R10 CRS Working Group Weekly Green 4 

The GAPS IN CONTROL / NEGATIVE ASSURANCES are... 

What are the remaining key gaps (up to 10) in the controls or negative assurances despite the stated controls and positive assurances in place? 

REF GAP ACTION PLAN 
AGREED 

DEADLINE 
REVISED 

DEADLINE 

G1 Informatics Strategy Develop strategy and ERR replacement plan 04 04 15/16 

G2 Long Term Efficiency plan 
Development of now CRS approach- external support being 
considered 

03 0315116 

G3 
People and OD Strategy not communicated 

toss the organisation 

To be communicated to all staff groups inline with review of 
organisation culture. Annual Plan agreed for 15/16. To be 
discussed at POD March 2015. 

02 01 15/16 

G4 Innovation working Roll out of Innovation work with University 0215118 0415116 

G5 Stabilisation and Transformation of services Roll out of Stahilisation workstreams 02 15116 

G6 

G7 

G8 

GO 

310 
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IMPACTx LIKELIHOOD= RISK SCORE These are the POSITIVE ASSURANCES actually received... 
INITIAL PREVIOUS QUARTER CURRENT TARGET RISK SCORE 

STRATEGIC RISKS What are the key actual positive assurances received through reporting (up to 20) that a control has remained eftective. RISK SCORE RISK SCORE RISK SCORE Apr-15 Mar-16 CURRENT z 
ASSURED 

LEVEL ' N/A N/A 4x3=12 4x3=12 3x3=9 REPORT 
REF 

POSITIVE ASSURANCE DATE LAST REPORTED 
TO COMMITTEE What is the strategic nsk to be controlled? 

EXECUTIVE DIRECTOR BOARD COMMITTEE 
What is the report received that provided that assurance? 

REF STRATEGIC RISK R1/ 53 Informal Board and SPF workshops undertaken reviewing colorer staff experience/engagement 01-Mar-15 

CR4 Failure to develop and deliver the Trust's culture, People and R1/R7 Shaping our Culture- Investment in our future. Resourcing paper to CDG agreement to proceed 22-Apr-15 
R2/R3 People & OD Committee / SPF- How are we doing for our people monthly report 24-Nov-15 15/16 Director 

values and staff engagement plan. 
of HR&0D Organisational 

Development 
Amber 4 

RI /R2 Staff Survey/SFFT Roper to Board of Directors with associated action plan. Monitored by POD. 24-Nov-15 

R2/R3 NED support- NED Chair and another NED member of People & OD Comm. NED Chair SPF. 24Nov-15 

INKED CORPORATE PRIORITIES (up to top 3) POTENTIAL CONSEQUENCES OF THE RISK CS Staff Engagement- Team Countess Newsletter 24-Nov-1S 

REF What are the bey potential consequences (up to 4) of the risk? C7 Master class series - planned throughout the year. Next date planned 28110/15 28-Oct-15 
The foundations for change to happen 

PC1 Poor Staff Experience- impart on Trust reputation and ability to recruit and retain 
R2/R9 Leadership Programmes in place - 20:20, Clinical _eaders, Releasing Potential 15-Sep-15 

RI /R2 Recognition and Celebration of Achievements informal and formal systems in place 27-Nov-15 
Concentra-ing on -he righ- services to meet the needs of our patients 

PC2 Poor Patient Experience - impact at Trust reputation/ increase in complaints 
C5 Health & Well Being Strategy and Steering group with associated activities and support in place 23-Sep-1S 

C5 Implementation of Schwartz Rounds, with a commitment to support for 2 years 01-Feb-15 
Understanding pa-ient experience 

PC3 Non-compliance with regulatory/commissioners contracts e.g. Ill II Led domain CQC 
0102/RI Compliance Reports (Appraisal/Mandatory Training! LocaI Induction ) BOD, People & OD, MDEC 24Nov-15 

C4 Student Experience/Satisfaction Surveys - open all year Multi -Prof Practice Placement meeting 22-Se5-15 

C4/R9 GMCTrainee Survey- reposed 'o Multi-Disciplinary Education Committee 02-Jul-15 
PC4 Possible reduction in Safety/Quality/Pertormance/Staffing indicators 

C5 Staff Open Forums. monthly 18-Nov-15 

07 Focus groups & trust wide surveyto support model hospital programme 00-Dec-15 

Based on those reported to Executive Committee on 12 August 2015 IMPACT 
LEVEL 

C5 Implementation of Countess Brief & cascade process, supplemented by new intranet 21-Sep-15 

06 Exec attendance at monthly education programmes e.g. CHAPS for SOS discussion. 07-Sep-15 

Red 
Amber 

07 Barometer group established as part of Model Hospital programme, 54th focus groups undertaken 09/12/2015 

Potential or actual origins that have led to the risk... 
 re

o 
the most significant origins cup to 10) which could or 

:t:1 
d the risk? Green 

REF ORIGIN RAG 

01 Academic research impact of staff experiences on patient experiences Green x 

02 CQC Well Led Domain requirements & key lines of enquiry Green sL 

03 Qualiy Safety, Financial & Operational metrics: Never Events/SUrs 

e
Gren The GAPS IN CONTROL /NEGATIVE ASSURANCES are... 

04 Feedback from National SOS/SFFT/GMC Trainee Survey,'Student Satisfaction Survey Green ~L 

05 Operational pressures and impact on culture / values / behaviours / appraisals / leadership Amber 4 What are the remaining key gaps (up to 10, in the controls or negative assurances despite the stated controls and positive assurances in place? 

06 Pron oting openness and honesty - Speak cut Safely, Duty of Candour Green + REF GAP ACTION PLAN 
AGREED 

DEADLINE 
REVISED 

DEADLINE 07 Research from Model Hospital programme - levels of bullying & harassmentwithin the NHS /000F/, feedback from focus groups Green x 

08 
GI 

Coaching skills prog. and 
Coaches)Mentors/Buddy schemes being 
developed/Implemented. 

Commence delivery of schemes from October 2015 onwards, 
follovdng recruitment of resources. Supporting in NWLA 
ooaohing skills programme. 

Q315/16 09 
010 

G2 
Middle Manager/Team Leader 
programmes. support and skills pathways in 

Scoping commenced October 2015 onwards, following 
recruitment of resources. Will complement CLP, Countess Q3 15/16 

The risks are CONTROLLED b y"' 
Strength The REPORTING mechanisms are... Strength 

E E 

development/ implemented 2020 & Releasing Potential programmes. 

Red Whatare the key reporting mechanisms (up to 10) that will Red MSC support to champion -including 
Whar are the key controls (up to 10) that are in place to mitigate 

fi b er pr ovide assurances that the key controls are effective? (E) = Amber m G3 e. Expressions of Interest asked for esece
Topic discussed at June MSC. Expressions of Interest are 

02 15/16 
these rislrs? 

Green g External assurance. Green g at recent meeting 
waited - follow up at next MSC. 

REF CONTROL RAG REF REPORTING MECHANISM FREQUENC RAG 
04 

Creation of Listening points being 
developed including Shadowing/walkabout 

Initial plans developed & delivery of schemes from November 
0215/16 Board for Shaping our Culture with Exec and Non- 

C1 
Exec Leads incl. Exec walkabouts 

eads in
Green 4 R1 Board of Directors reports Bi-monthly Green programme 

2015 onwards, following recruitment of resources. 

C2 
SPF/MSC support to champion - including resource Regular 

Green R2 People and OD Committee Si-monthly Green Improved Comms/Engagement -reaching Joint Patient / Staff Exp Comns & Culture group established 
shadowing,twalkabouts- SPF /MSC/Head of L&D GS front line staff, Team Briefing, Staff Stories 

being developed 
with joint working across Director of Nursing & Qualiy & 
Director of HR & OD, wi'h key leads. 

02 15/16 

Creation of Livening points across the Trust including Partnership Forum / Local Negotiating 
C3 

promotion of Speak out Safely and Sign up to Safety 
Green k3 

Committee 
M 'hl on y Green 

Gtr 
Refreshetl Speak oat Safely programme to 

Review of processes and concerns raised to date undertaken 
bj OS steerin June 2015). Nextphase of 1 S g group ( p Q2 15/16 Re ular Pulse Checkin SFFT/SOS/GMC trainee g g via Cz

surveys/Student  Exp surveys communication Green + R4 Senior Management Team Mon-hly Green + be launched 
under development. 

Improving Communication to front line staff, Countess 
-L • Cukure Journey/ Staff Draft being produced for discussion vdth stakeholders during C5 

Briefin Staff Stories, Health & Wein-Bein support g, g
Green R5 Council of Governors Bi-monthty Green 

G7 EngagementrExperience strategy to be 
developed 

July 2015, undertaken in conjunction with revised Learning, 
Education & Developmen- strategy 

02 15/16 

Leadership Development Programmes- Countess 20:20, 
CO 

Clinical Leaders Del'. Prog & Releasing Potential Prog. 
Green 3 R6 HR Performance Board Bi-monthly Green 

G8 
capacity and surer on staff 

Additional standing agenda item added to POD meeting 
fordkisions to raise concerns. Supported by regular OH & 1st of 02 15/16 

C7 Master Class Programme Green R7 Corporate Directors Group Mon'hly Green and 
toof 

and ability to manage pressures 
Month walkabouts & other interventons. 

C8 
Development of Coaching skills prog. and 

Amb R8 
GMC Trainee Survey ( E ) Student Annual/ open Green SH & IH commissioning supper, project plan and soles of 

Coachce/Mentom/Buddy schemes 
er 

Erpericnm Survey all year 05 
ure project eveope as Performance Cult d l d 

part of Model Hospital programme 
actions to focus on development of values, behaviours & 
pro/ectto support Performance Culture. 

Q3 15/16 

Development of Middle Manager 'Team Leader Multi Disciplinary Education 
C9 

programmes, support and skills pathways 
Green R9 

Committee 
Bi-monthly Green 

G10 
C10 

Re4ewing the process for recognising our people & 
Green • RIO SOS and SFFT Surveys 

Annual/Quan 
Green 

Celebration of Achievement Awards erly 
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STRATEGIC RISKS 
IMPACT x UKELIHOOD a RISK SCORE 

CURRENT 
~SURED 

LEVEL 

E v

0 

These are the POSITIVE ASSURANCES actually received... 
INITIAL 

RISK SCORE 
PREVIOUS QUARTER 

RISK SCORE 
CURRENT 

RISK SCORE 

TARGET RISK SCORE 

Mar-16 Mar-17 What are the key actual positi✓eassdrances received through reporting(up'o20) that a control has remained effective. 

453e12 453e12 453=12 452=8 403e12 REPORT 
REF 

POSRNE ASSURANCE DATE LAST REPORTED 
TO COMMITTEE What is the strategic risk to becontrolled? 

EXECUTIVE DIRECTOR BOARD COMMITTEE 
Whaler the report received that provided that aosurance? 

REF STRATEGIC RISK Ri Integrated performance Report including exceptions k/IontbJ 

CRC 
15 .16 Governance 

Failure to deliver in yearfinancial plan and 

manage consequences of delivering a deficit 

~budget 
i i cbel F-Dance oncar 

Finance&Integrated 
mm Committee 

AapDer 4 

Rt Annual Budget and Efficiency Plans Need dale or treguenc, 
R3 Pertnrmance Rr~nrt In Cnmmissioner Mx9ings iyenthh,

R6 MonftorTemplatts&Report MonNh~ 

on the rirlol services It nicer the needs tf out patinas 

is for change to happen 
impact on local economy 

PC3 I Inability io maintain safe and effective local services 

I orn (Potential liquidity impact and therefore abilityto pay staff and suppliers and fund future I 

Potential or actual origins that have led to the risk... 
Whataretothemostsignircam onglns(up laid) shmh corridor Amber 
have led  the risk? Green 

03 o-mestmentIn 7 day services Amber i 
04 Recurrenlfunding of existing transitional schemes Red i 

The GAPS IN CONTROL) NEGATIVE ASSURANCES are... 

05  ennficanon and Operational celcery of e'riciency schemes Rec i What are the remaining key gaps (w lofty in the controls or negative assurances despite the stated controls aid! Ova assurances in place? 
06 Increased demand in emergeneycare, impact on flaw ant successful implementation of D2A model Rec • 

REF GAP ACTION PLAN 
AGREED 

DEADLINE 
REVISED 

DEADLINE 07 Medical& nursing pay pressures - gaps and acuity leading to high agencyusage Rec 00
on Poor budgerary management and corRrol Amber 

Gt ON' ani high risk of efficiency puns 
itlon[6iod [o d'ac 

Tobe. risk assessed and monthly meet np with departnmis 
[o continue [o idcn[ily further plans 

On-gan g Oh ncrea se In elective demand Impacting on exlslting capacity to deliver Amber i 
010 Commissioner af'oMabilivy, consequen[in[m[ions and special measurss Amber 

02

Impact of lack of information an Junior 
docmr rotational gaps and medical 

pro-active management to articpan potential gaps anti 
On-sting The risks are CONTROLLED by... Strength 

m 

The REPORTING mechanisms are... Strength 

m 

vaca 
escalation process with Deanery 

Whet a re the key ontrols (up to 10) that are in place to mitigate 
Red at are the reporting mechanisms(u to l0) that Oct key p Red 

affordabilityUnknov impact and dability of 70 1 
these risks? 

Nnbw-
Green 

> 
g 

provide assurances that the key controls e e iffective_?(E)will = 
r

Externalassdoode. 
Amber 
Green g 

GS 
rvices 

Clinical service review, On-gclng 

REF CONTROL RAG REF REPORTING MECHANISM FREQUENC RAG 
G4 

Control of volumes of medically optimistic 
Agreement of D2A model 02 75ri6 Roduction of Annual Budges and Horror Forward Plan; ant Ci

Tcmplat^_s 
Green .p tot Board of Directors Bi-montnty Green i patients impacting on financial position 

C2 
Rmcfive. hori~an scanning of pMential tend, fn identify risks 

Green R2 
Finace & Integrated covernance 

BI-Mon[hfy Kneen CCGco tmation l to n ,with existing and oppodun¢ics Comninci, GS 
transfnrmatonal schemes 

-d, 
COCh nfluence and communication of impact if discontinued Q3 15r16 

C3 Robust pertormance monitoring and financial management 
Amber i R3 

Commissioner contract meetings (VJC Monthly Green-. 

GO Failure to deliver pertormance 
and Divisional ac Ion plan in place to deliver WIT Q31 5r16 

control / BCU / NHSE) (E i 

schemes including stock take meetings lhrou gh the 
Pero rce Framework, weal OFW G meetings and 

Amber i R4 Finance Sub Committee Monthly ream i nsequen[ impact of penalties 

CO Variable Pay and Non Pay Control working groups Amber i R5 Monter (E) Monthly Green i 

CO Workforce planning and international recruitment Amber i R3 Divisional Board Meetings Monthly Green i 

C7 
Rome, cnntrachul monitoring information It inform tort tact 

Green i R7 
Qt0ity Safe/ & Patient Foretrence Monthly -in

negotiators Committee 
Kneen 

CO /tacit repopsrassessnentsuteviews Green i R5 Council of Governors Quarterly Green i 

C9 Project group established to assess the impact of seven day 
Green i R3 Corporate Directors Group Monthly Green-; 

R10 Audit Canmitlee Quaooiy Green i 
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STRATEGIC RISKS 

IMPACT x LIKELIHOOD = RISK SCORE 
TARGET RISK SCORE 

Apr-16 Mar-17 CURRENT 

4x4=16 3z4=12 
ASSURED 

LEVEL 

BOARD COMMITTEE 

z,

' 

These are the POSITIVE ASSURANCES actually received... 
INITIAL 

RISK SCORE 
PREVIOUS QUARTER 

RISK SCORE 
CURRENT 

RISK SCORE What are the key actual positive assurances rece,ved through reporting (up to 20) that a control has remained effective. 

NIA N/A 4x4=16 REPORT 
REF 

POSITIVE ASSURANCE DATE LAST REPORTED 
TO COMMITTEE What is the strategic nsk to be controlled? 

EXECUTIVE DIRECTOR 
What is the raped received that provided that assurance? 

REF STRATEGIC RISK R1 Chief Executive update to Board of Directors 05.05.2015 

15/6 
151 

Failure to develop and deliver a robust long-term whole 
health economy service, workforce and financial savings 
and recovery Ian 

Chief Executive 
Finance & I tt grated 

Governance Committee 
4 

R3 West Cheshire Strategic Partnership Board update paper on stab'iisaien program 10.06.15 

R3 West Cheshire Strategic Partnership6 d  update paper on MSCP 10.06.15 

R3 Legal advice (Hampson's Report) on establishment agreement for Strategic _eadershlp Group 10.06.15 

R6 Corporate Directors Group - discussion and next steps planning for stabilisation program 2406.15 

INKED CORPORATE PRIORITIES (up to top 3) POTENTIAL CONSEQUENCES OF THE RISK Lord Carter Rodeos Paper published 01-Jun-15 

Driving integrated care in Western Cheshire 
REF What are the key potential consequences (up to 4) of the risk? RI Board Workshop - Model Hospi-al 14-Dec-15 

PCI Failure to maintain Monitor Licensing conditions 
R4 Relationship Proamiy Leadership Workshop 2015 December 

Promo'irg sustainable partnerships 
PC2 Loss of organisatioral autonomy and central of our oewr destiny 

Not expanding the hospital site 
PC3 

Inability uence provision to maintain/Infl the of safe and effective local acute health 
st-

Based  on those reported to Executive Committee on 12 August 2015 IMPACT 
LEVEL 

Red 

Amber 
Green Potential or actual origins that have led to the risk... Whatarethen,ostsigniseartorigins (up to 19) w-heh cuuldor 

have led to the risk? 

REF ORIGIN RAG 

01 £22bn gap in NHSfinances. NET of £8bn additional funding by 2019/ 20 Red 3 

02 Actual and increasing forecast for underlying recurren- deficits for the Acute sector in West Cheshire - c£23.5m by 2019(20 ReQ ->

03 40% growthinthenumbersofover85slivinginWestCheshireoverthenext5yeare Red The GAPS IN CONTROL !NEGATIVE ASSURANCES are... 
04 12% increase in long term conditions and continued year on year growth in Emergency Admissions (3.553 year on year) Red + 
05 Funding reduc'ions in public health c£200m 2015/tb Amber -t What are the remaining key gaps (up to 10,` in the controls ornegatve assurances despite the stated controls and positive assurances in place? 

06 Continued austerity and funding gaps within social care causing knock on pressure in healthcare Red + REF GAP ACTION PLAN 
AGREED 

DEADLINE 
REVISED 

DEADLINE 07 Workforce demographics, availabilityand ongoing rota gaps etc. Red 3 
08 Continued challenge to deliver co-ordinated and integrated health and care services Rod 4 

GI Real time data and system response Part of rollout work following Lord Carter Renew 03 15/16 00 Lack of ability to see the integrated picture of the operational reality of our system in real time Red 4 
010 

G2 Invest to save plan c£20m 
Workforce, finance, planning, operational and Lord 

Carter 
team to produce initial program 

14 12 15 
The risks are CONTROLLED by... Strength 

E 
g 

The REPORTING mechanisms are... Strength 

m 

g 

What are the key controls (up to 10) that are in place to mitigate 
these risks? 

Red 
Amber 
Green 

What are the key reporting mechanisms (up to (0) that will 
erovide assurances that the key controls are effective? (E) = 
External assurance. 

Red
Amber 
Green 

G3 Whole system long tern financial model Part of the system stabilisation plan Dec-15 Apr-16 

REF CONTROL RAG REF REPORTING MECHANISM FREQUENC RAG 
04 18/17 Planning Guidance by Dec 15 Part 1 plan March 2016 and Part 2 System Plan by Q2 2018 022016 

Cl Established West Cheshire Strategic Leadership Group Green 3 R1 Board of Directors Bi-monthly Green 3 

C2 S-abilisation-a Transform Program Amber Hi R2 Finance & Integrated Governance 
Committee 

Or-monthly Green 3 
G5 

(/3 Western Cheshire MSCP Vanguard Program Amber + R3 
West Cheshire's Strategic 

Partnership
Board 

Monhly Amber -t 

06 
Cu West Cheshire long term financial model Rod + R4 Stabilisation Delivery Committee Monhly R d 

C5 West Cheshire Workforce Development Plan Red 3 65 Transformation Delivery Committee Monhly Red 3 G7

C6 Centre for Integrated Health Care Science (Bache Hall) Amber 3 R6 Corporate Directors Group Monhly Green 4 

G8 
C7 Lord Carer Review and ongoing work Amber R7 

C8 R8 
GO 

Ct RH 

G10 
C10 R1C 
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STRATEGIC RISKS 

IMPACT  LIKELIHOOD a RISK SCORE 

CURRENT 
ASSURED 

LEVEL _ I 

These are the POSITIVE ASSURANCES actually received... 
INITIAL 

PoSK SCORE 
PREVIOUS QUARTER 

RISK SCORE 
CURRENT 

RISK SCORE 
TARGET RISK SCORE 
Apr-15 Mx-16 What are the key actualposifive assurances received through reporting (up /020) theta control flee remained e//ecfive. 

N/A WA 4X4-16 402e8 402=8 REPORT 
REF 

POSRNE ASSURANCE DATE LAST REPORTEDTO 
COMMITTEE What is the strategic risk to be controlled? 

EXECUTIVE DIRECTOR BOARD COMMRTEE 
What is the report received that provided that assurance? 

REF STRATEGIC RISK RI Inte3mted perform once Report/keyerceptions & Risk Register 

CR7 
15.16 

Failure to comply with Monitor's Compliance 
Framework - Governance 

Deputy Chef Executive 
Corporate Directors 

Grou P 
Red 

R2 Integrated performance Report& Risk Register to FIGC Bimonthly 

R3 Integrated pertormance Report [e BOD 
Rq Peformance Report to WC Quality& Performance meating Monthly 

Trans'orming
PC1 Monitor escalalon process from action plans toformal Intervention 

Concentrating on the right senices to — the needs of our patients 
PC2 Escalation with Commrs,onersiAreg Team/CQC 

Uncer-riling patient experience 
PG3 Negative publicily S reputational damage 

PC1 Negative Impact on staff/palent experience 

Based on those reported to Execulive Committee on 12 August 2015 IMPACT 
LEVEL 

Potential or actual origins that have led to the risk... What are the most sfgnament odglns (up to 10) whfeh romn or 
he,, led fo fhe risk? 

Amber 
Green 

REF ORIGIN RAG 

01 Belseryol CdiYtargeWMenitorBcad Statement i 
02 DelNery of Cancer target 62 day Amber - 

03 Delivery of ABEtatget Red i 
O4 DelNery of the l6 week RTT Red 4 
05 Lumber of medically optimi ec patents and delayed transfers of care R,ed, 3 

06 

07 
08 

Og 
010 

The risks are CONTROLLED by... Strength The REPORTING mechanisms are... Strength 

m 

Red 
What are the key controls (up to 10) that are in place to in get e 

Red 'Wnaf are fhe key reporting mechanisms (up fo 10) that will 

these risks? 
Amber provide assurances that the key controls are eriectve?(E) = Amber 
Green g Extemalass narce. Green g 

RAG REF CONTROL RAG REF REPORTING MECHANISM FREQUENCY 

Cl Daily bed meeting Green -3 R1 Corporate Directors Group Monthly Green 

C2 ECIST Review of 4hr target Amber 3 R2 
Finance&integrated Governance 

Bimonthly Green 
ConmrM1tee 

C3 Clinical Streaming in A8E Green 3 R3 Board of Directors Bi-month) Green 

C4 
Ambulatory Care and Early supported discharge to ad patient 

Green • Rq Commissioner contract meetings (WC( 
Monthly Green 

C5 
Daily montoring 0/ cancer patients and improve, escalation 
pro, 

Green -3 R5 Monitor Quarterly Green 

C6 Root Cause Analysis for each case or Cdifficile Green 3 R6 
Quality, Safety & Patient Ezperience 
ConmrM1tee Monthly Green 

C7 Intensive hygiene regime and monitoring Green 3 R7 nfection Control Committee Quarterly Green 

C8 Introduction of Alamac'Kitbag' Green 3 R8 Council cf Governors Quarterly Green 

Cg 3 Ca Urgent care Working Group ( E) Monthly Green 

C10 R10 

The GAPS IN CONTROL / NEGATIVE ASSURANCES are... 
What are the remaining key gaps (up to 10) in the contra's or negative assurances despite fhe orate  controls andposifive assurances in place? 

REF GAP ACTION PLAN AGREED REVISED 
DEADLINE DEADLINE 

Gl Lack of validity of PTL (18 weeks) NHS England on site 01 14/15 Complete 

G2 
Medically optimised patients / delayer 

Due dili 300 uiousl beds on Q2 15/16 Complete 
transfers M care patient 

gence on going p 

0,3 Cancer pernrmanne Implementtion of key actims identi'ie.1 in action plop 0314/15 Ongoing 

G4 Perormarce report Review anc implementation of pertormance report I I/it//tO I Complete 

G5 18 week rules RevLeu of current rules and action plan 01 15/16 Complete 

Stabilisation plan for ED doctor breaches in relation to middle 
G6 ED performance relation to workforce 

grove do— papa 
Q2 15/16 Complete 

G7 18 week feikre 0 incorplrte pathway 
De.elepnent of actions m address t8 weeks and longest 

0315/[6 

G8 I Lack ofcommunlrybeds Potential Trust commissioning of addRonal community capacltyI 0`14/15 

Iltlee>im 
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STRATEGIC RISKS 

IMPACT x LIKELIHOOD a RISK SCORE 

CURRENT 
ASSURED 

LEVEL 

` 

— 

These are the POSITIVE ASSURANCES actually received... 
INITIAL 

PoSK SCORE ISK SCORE 
QUARTER PREVIOUS

RISKR 
CURRENT 

RISK SCORE 

TARGET RISK SCORE 

Al Mx-16 Whet are the key actual positive assurances received through reporTng (up to 20) theta control has remained effective. 

N/A 3x103 3x103 3x2=6 3x2=6 REPORT 
REF 

POSrTWEASSURAN CE DATE LAST REPORTED TO 
COMMITTEE What is the strategic risk to be ,otmff dl 

EXECUTIVE DIRECTOR BOARD COMMRTEE 
What it the report received that provided boat assurance? 

REF STRATEGIC RISK RS Provided an update et [he Weekly Executive meeting 1-Auo-15 

CEO 
1516 

Failure to maintain robust corporate governance 
and overall assurance 

Director of CorporatE & Legal 
Affairs 

Board of Di el Gree 4 
R1 Provitl ed an update to the Board or Directors 01.09.15 

R2 Provided an upda m the Cattail M GoverrorsiGovemors Quality Forum 64.00.15 

Regular comtrunication and discussion with the Chairman 04.09.15 

R1 Ful refresh of the Board Assurance Framework 1-Do1-15 

LINKED CORPORATE PRIORITIES (up to top )) POTESTLOL CONSEQUENCES OF ThE ROts RI Provided update to Audit Committee 18.04.15 

Unrerstaniing patient eep=_rience 
REF 'Wnaf are the key potential consequences (up to 4) of the risk? Fulreview M Risk Management Strategy 2201.14 

Pd i Signecant increase in NHSLA contributions 
55 Executive Team Development Programme underway 0708.15 

Concentrating on the right senices to meet the needs of our patients 
R1 Corporate Governance Manual presented to Board 64.03.14 

PC2 Folure to maintain Provlcer Licence 
55 Corporate Directors Group -role of group reviewed and deaeloped 25.02.15 

The foundations for charge to happen 55 Planning rot corporate governance sdf assessment 1-Feb-15 

PC3 Impact on Trusts overall pertormance 
People and Organisational Development Comm approved as formal Board Sub-Commhtee 03.03.15 

PC4 Reputation of Tmst 

Based se those reported to Executive Committee on 12 August 2015 IMPACT 
LEVEL 

Red 

Amber 
Green Potential or actual origins that have led to the risk... What are themostsignineantnrigms(upto 10) whfehemmoor 

have led fo the risk? 

REF ORIGIN RAG 

01 Signiivant number of changes to Board or Directors membership Green i 
02 Review of the Governance Framework Gre=_n 4 

03 Fdllure to triangulate outcomes of 803m committees 
Grm" The GAPS IN CONTROL /NEGATIVE ASSURANCES are... 

(M health and Social Care 2012 -training for Governors Grmn 

05 Board development Green .3 What are the rematning key gaps (up to !O) In the controls or rngelive essureruns despite the sterad controls and positive assurances In place? 
06 

REF GAP ACTION PLAN 
AGREED 

DEADLINE 
REVISED 

DEADLINE 07 
06 

G1 
Flow ofdatafromoperational meetings 
through [he Governance Framework 

SPCb communivoiewi[h Board committee chairslF .ec Team 
to I ise Neflow of  Ott ron operallonaI conmilless 
reporting up to Board Com mittees 

Q11516 Q215/16 09 
oic 

G2 
The risks are CONTROLLED by... Strength 

m 

g 

The REPORTING mechanisms are... Strength 

a T 
g 

What are the key controls (up to 10) that are in place to to got
these risks? 

Red 
Amber 
Green 

'Nnaf are the key reporting mechanisms (up fo 10) that will 
provide assurances that the key controls are erf dC,,?(E) = 
Extemel assurance. 

Red 
Amber 
Green 

G3 

REF CONTROL RAG REF REPORTING MECHANISM FREQUENCY RAG 

r' 4C1 Board Assurance Framework rtotes Green i R1 
Regular updates t0 Board of Directors 
and Boats committees 

fulonthly Green i 

C2 Revising stating structure clinical and non-clinical risk teams Green -3 52 
Regulerupdeteet000uncilef 

rnrrsrGovamors.-Illy Forum As required Green 4 
G5 

CO Control bythe Fxecufrve Team/COGBOD Green -3 53 Updates to Senior Management Team Bi-monthlrr Green • 

G6C4 
Discussions with MIAA and KPMG regarcing the Governance 
Framework 

Green -3 54 Monitor / CQC /WC CCG As required Green 4 

C5 Legal services claim management reports Green -3 55 Weekly reporting to Execs As required Green 
G7 

C6 R6 

GBC7 R7 

CO R8 
1,9 

CO 59 

910 
C10 R10 
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IMPACT x LIKELIHOOD = RISK SCORE 
These are the POSITIVE ASSURANCES actually received... 

INITIAL PREVIOUS QUARTER CURRENT TARGET RISK SCORE 
STRATEGIC RISKS CURRENT What are the key a ual positive assurances received through reporting (up to 20) that a control has remained effective RISK SCORE RISK SCORE RISK SCORE Mar-16 Mar-17 

ASSURED 
404=16 3x4=12 3x4=12 304=12 3x4=12 REPOR 

T REF 

POSITIVE ASSURANCE DATE LAST REPORTED 

TO COMMITTEE 
LEVEL ~ 

S What is the strategic risk to be controlled? 
EXECUTIVE DIRECTOR BOARD COMMITTEE 

What is the report received that provided that assurance? 

REF STRATEGIC RISK Al Independent review' of Information Governance presented to Executive Directors Dec-13 

Al ICO Data Protection Audit Report (Limited Assurance) Jul-13 

CR9 Failure to maintain Information Governance standards Medical Director 
Finance 8, Integrated 

amber A3 IT Health Check (including Penetration Test) report received AUg-14 
Governance 

A4 Routine email communications relating to IG alers and threats On-Seim❑ 

A5 IcllAA IGT Audit - mandatory (Significant Assurance) fvAar-15 

IMPACT ON CORPORATE OBJECTIVES (up to top 3) POTENTIAL CONSEQUENCES OF THE RISK A6 2014/15 Information Governance Toolkf Submission 72% - Level 2 Compliance Mar-15 

REF What are the key potential consequences (up to 4) of the risk? A? Si Annual Information Governance report received by Informatics Board JUI-15 

PCl 
Unable to share clinical data effectively with partner organisations to support the 
delivery of integrated clinical services 

A8 Annual Caldicott report received by Informatics Board Nov-15 

At Ic1IAA Core IT Infrastructure Renew (Significant Assurance) Jan-15 

PC2 Patient confidence in the Trust adversely impacted 
A10 NHS.Net email secure encryption implemented; reviewed and approved bythe IG Panel Jun-15 

All Intormaion Security Officer - Qualified Healthcare Information Securiy and Privacy Practitioner Nov-15 

PC3 Adverse impact on Trust's reputation resulting from adverse publicity 
IMPACT ON CQC CORE OUTCOMES 

What are the Outcome Reference Numbers? PO4 Infomratien Connnissieners Office (ICO) impose a fine 

REFERENCES OF KEY OPERATIONAL RISKS IMPACTING ON THIS STRATEGIC RISK IMPACT 
Based on those reported to Informatics Board 

25/11/2015 
LEVEL 

E Red 
Amber

Potential or actual origins that have led to the risk... 
What are the most significant origins (up to 10) which could or 
have led to the risk? Green g°

REF ORIGIN RAG 
01 Unintended loss of confidential or valuable data (clinical, corporate & employee) c.g. lost ward moreover sheet amber 
02 Misdirection of confidential or valuable data to an individual or individuals e.g. inoorruotly addressed letter amber 
03 Incorrect disposal of data media or its content the- does not protect confidentiality e.g. confidential waste in a non-confidential bin amber y 

The GAPS IN CONTROL / NEGATIVE ASSURANCES are... 04 Inadequate security practices that enable inappropriate access to confidentialivaluable data e.g. generic usernames and passwords amber 1 
05 Inadequate security controls -hat enable inappropriate access to confidential/valuable data e.g. paper records accessed on a yard amber What are the remaining key gaps (up to 10) in the controls or negative a Tc es despite the stated controls and positive assurances in 
OR Access to confidentialNaluable data is incorrectlyprovided to individuals e.g. staff granted system access beyond role hated needs green 

REF GAP ACTION  PLAN 
AGREED 

DEADLINE 
REVISED 

DEADLINE 07 Contidential,'valuable data shared to a public domain or an unsecured area inappropriately e.g. provision of payroll details for mailshot green 

08 Confidential or valuable data retained for longer than is mandated by the Department of Health e.g. Meditech records kept indefinitely amber I 
03 

Secure die I of sensitive, confidential pose 
and person identifiable paper waste 

Le- new contract for secure confidential waste bins and 
disposal 

Of 14/15 Q4 15/16 09 Security controls/data media used puts at risk aceses.'Isglbility/accuracy of data e.g. temporary staff without legitimate data access green 
010 Intentional diuna disposal/transfer of confidentialNaluable data, inappropriately hild records weeded at 7 rs (approve pproved) die pose ppropria ye.g.c y amber 

34 Extend data flow mapping 
Continue work w  on data flout mapping, assess progress 04 

15/16 
The risks are CONTROLLED by... Strength 

E
E 

The REPORTING mechanisms are... Strength 

E 

nually 

What are the key controls (up to 10) that are in place to mifigate 
Red What are the key reporting mechanisms (up to f0) that will Red 

these risks? 
Amber provide assurances that the key controls are effective? (E) Amber 05 Extend Information Asset Register Continue work on Asset Register, assess progress annually 04 15/16 
Green = External assurance. Green

REF CONTROL RAG REF REPORTING MECHANISM 
FREQUENC 

Y RAG 
G6 

Ivlembers of the Information Governance 
Panel and Caldicott complete 15/16 Appropriate online training undertaken by all panel members 04 15/16 05% of staff undertook Information Governance training Risks and incidenttrends repored -o 

C1 
vnthin the last 2p05-year

1 R1 
the Informatics Board 

monthly green training 

C2 Information Governance and IT Securitypolicies and 
green R2 

Risks and incidents reviewed by the 
monthly green Outgoing roller- of digital dicaion and replacement of procedures Caldicott & ISPanel G7 Dictation devices not encrypted 

dirtation devres without encryption 
04 16/17 

C3 
Use of technology and data sharing agreements to support 

R3 
di-Annual IG and Annual Caldicott bi-annual/ 

secure transmission and sharing of data 
green ~ 

reports to the Intormaics Board annual 
green 

39 
Electronic equipment including medical 
devices disposed of without removal of 

Undertake review of electronic equipment, including medical 
devices, to understand the risk of unencrypted confidential 03 14/15 04 15/16 Significant incidents reported through C4 Use of encryption to secure data on portable devices ember R4 

STEIS 
As required green onenerypted confidentialpatient data pa-ien ei g pose ppropria y 1 data not being die d appropriately 

CS 
Secure disposal of sensitive, confidential and person 

amber I R5 
Significant incidents reported to the 

As required green 
identifiable waste (paper and electronic) Information Commissioners Office 

C6 Data flaw mapping amber R6 
Audits reviewed by the Informatics 

As required green 
Board and Action Plans tracked 

Information Governance plan 
C7 Maintain up-to-date Information Asset Register amber I R7 

updates -o the Informatics Board 
Quarerly green 

C8 Members oldie Information Governance Panel and 
green R8 

Exec Team receives updates on 
Weekly green 

frilly trained Caldicott Panel fu significant risks and issues 

C9 A ro riatel pp p y qualified Intormaion Governance Manager green I R9 
Finance & Integrated Governance 

Hi-Monthly green 
es Informatics Board minutes 

010 Identified and trained Caldicott Guardian and Senior 
green R10 

Audit & research data requests 
monthly green 

Information Risk Owner renewed by Caldicott Panel 
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STRATEGIC RISKS 

LIKELIHOOD a RISK SCORE 

CURRENT 
ASSURED 

LEVEL 

` 

— 

These are the POSITIVE ASSURANCES actually received... 
INITULL 

PoSK SCORE 
PREVIOUSQUARTERPRERIOUS CORE

RISK SCORE 
CURRENT 

RISK SCORE 

TARGET RISK SCORE 

Mar-16 Mx-17 Whst are the key .dual positive assurances received through reporting (up to 20) that a coned has remained affective 

454516 454=16 4x3512 4x3512 402.6 REPORT 
REF 

POSITIVE ASSURANCE DATE LAST REPORTED TO 
COMMITTEE Wharfs the strategic risk to be ronfrolledl 

EXECUTIVE DIRECTOR BOARD COMMITTEE 
Whorl is the report recelvetl that provided that assurance? 

REF STRATEGIC RISK At Independent revew of Information Governance presentee to Executive Directors 11-Dec-13 

CR10 

al We to provI a appropriate l010rniatiCS In ray TUC ure, 

systems and services that effect high quality patient care in- 

line with the business DID ectives Ot the Trust 

Chief Financial Officer 
Finance s Integralea 

Governance 
amber 

A2 ICO Data Protection Audlt Report iLimted Assurance) 22J a-13 
AS IT Health Check (including Penetration Test) report received aAum14 

A4 ClI  Asset Management Audit (Significant Assurance) 1-Apr-13 

A5 WaKing List Management Report 1-Dac-13 

IMPACT ON CORPORATE OBJECTIVES(up to top 3) POTENTLUL CONSEQUENCES OP ThE ff516 AS Participated in national Bustng Bureaucracy revimv of dna collection 1-Nov-13 

REF 'Wnaf are the key potential consequences(uo 104) o/the risk? A7 IT Service Continuity Review (SigeCcant Assurance 27-Man14 

PC1 That patients receive poor quality care or experience avoidable barn 
AS MIAA IGT AWE(Significant Assurance) 31-Mar15 

qe 2014116 Infornatian Governance Toolkit Submission 7210- Level 2 Compliance 31-Met15 

PC2 
That patients experiences poor quality clinical outcomes which are helnw plhlished 
nationeland internatlonalatandarda 

413 Quarterly In'onmaties Stock take undertaken with the Executive Directors _Akguit
All MIAA VOIPAude(Significantkaeurance) 16-Dec-14 

PC3 
TFatthe staffuserexperence is sllhophmoi and does nor farilitxe the delivery if high 
quality tarn 

412 MIAA Core IT Infrastructure Revieh (Significant Assurance) 18Jan-15 
IMPACT ON COO CORE OUTCOMES A13 HSCIC IT Health Check Report 30-Nov-14 

What are the Outcome Raeareece Numbers? 
PEA 

That the organisation is unable in taker curmM services e fi-ienity and/or plan to meet 
lotus sarvica rcquiramanls 

REFERENCES OF KEY OPERATIONAL RISKS IMPACTING ON THIS STRATEGIC RISK Wit 1,2015 
Band c on those reported to InformOics Board 

IMPACT 
LEVEL 

E Red 
Amber 
Green Potential or actual origins that have led to the risk... What are the moll signnmantengms(upto 10) 

which
 room or 

have led fo the risk? 

REF ORIGIN RAG 

01 Failure m provide operational conlinuity(and resilience lo'autts), initial training and refresher traningservices amber 
02 Failure to provide timeN, efficient accurate and value for money lnfamaties services to agreed levels amber 
03 Pailureroprovide developmern arrviceamiderniy and expmit availauelecnnology amber 

— The GAPS IN CONTROL I NEGATIVE ASSURANCES are... 
(M Failure to provide development services to implement technology' that enables change with managed risk amber 

05 Failure ro enable the organisation to realise full benefits of the technology assets under management red Whaler the remarnlng key gaps (up to !O) In the controls or regelive assua ro es despite the stated ntrols and positive assurances In place? 
06 Failure to provide technology that enablesthe integration required to supportthedelkeryofheafthcare amber REF GAP

ACTION PLAN 
AGREED 

DEADLINE 
REVISED 

DEADLINE 07 Failure m provide an iformaion reporting service (operational and corporate governance) ambers 
08 Failure to provide Informatics services in-line with corporate and regulatory standards amber 1 

G3 
Disaster recovery and business continuity 
plans net deveope]or tested 

Develop timetable for review and testing or plans Q415'16 Q5 Failure to prwiue a heatthnecwds service that supports the delivery of healthcare amber 
010 Failure to provide strategic leadership in the use and exploitgion of technology amber 

Senior Informatics team roles, 

fit for purpose 
hi d mspansl ltiea an secures nrn anrrently 

Review and update job descriptions, bedding, and structcre v 
the senior Intormancs tear, 

(3114th  °31'/16 
The risks are CONTROLLED by... Strength 

m 

> 
g 

The REPORTING mechanisms are... StrengthStrength
G4 

a 

> 
g 

Whet.%the key rontrols (up to 10) theta% in place to mitigate 
these risks? 

Red 
Amber 
Green 

'Nnaf are the key reporting mechanisms (uP fo 10) that will 
provide asa.re,ces that the key controls are e/iect've?(E) = 
External assurance. 

Red 
Amber 
Green 

G5 
Inadeq I I I  staff development 
and no prMessional accreditation 

Develop Informatics as a profes 
q:hieve founddion level lSD accred'Ra[im 

041415 Q415/16 

REF CONTROL RAG REF REPORTING MECHANISM FREQUENCY RAG 
G11 Ah.senrr. of lninrmrnics,'Di Ral Spate N 

MDirecors prosen[new lniorma[ics/Digital Straegym Board 
of Directors 

Q41415 031 /10 
Cl 

stand d [ Indus) programme an projec governance (e. g. ry
standard ne[hodclogios, business change & benefits) 

amber Ri 
nformatics strafe d [he gy review= by 
nformatics Board 

an nual netl 

C2 
Information Governance, IT Security and Informatics Services 
policies, plans and procedures 

green 02 
Annual Ran revieeved and approved by 
niomrrnics Board 

uarter 
q ry

green 
(313 Inadequate lnlormalon reporting tools 

pee reporting solution for 18wks and Im l entnew Qlikview 
Qualify 

0215/16 Q315/16 

C3 
Appropriate membership and governance a eangements for 
the Ilro mfrs Board and its sub-aroups 

green R3 
nformatics Board monitoring project 
progress (value>E50k) 

s required green 

C4 
Proactive approach m risk mgt, KPI nonttoring, Incident 
I eVlew, acts on plann asilg, dis ter recwery & conunuioy 

amber 04 
nformatics service Key Farrar—Pefformance 
ntlicators 

quarterly green 

C5 
Clinical engagemeM through Chief Clinical Information OYicer, 
Divisional CIO's and Clinical Advisory Grwp 

netl 05 
Ar.d'Rs reviewed by the In anoreb05 
Board and Action Plan acFlails tracked -

s required green 

C6 
LP-mdate and fit for purpose nformatics StrMegywhich is 

wuetl by [he business 
netl R6 

Finance 8 integrated Governance 
es Iniomratics Board minutes 

bi-Monthly green 

C7 
Audit programme including Pen Testing, Coding, Backup & 
Resilience, IGT, Asset Managarout Data Quality, etc. 

green R7 
Risks and incidents reported and 

awed at IMonrafics So.,d etc. 
monthly green 

CB 
IT infrastructure, desktop and mobile assets supported, 

ainlained on,replaced in-line with best practice 
amber R8 

nformatics Stocklake with Erecutive 
Directors 

quarterly green 

C9 Comprehensive user training programme (initial and refresher) 
avrosssflsssrtsurdrr maagement 

red Re 3/0 Capital Plan reviewed one 
approved by Informatics Board 

3 monthly green 

C10 
Appropriately resourced, qualdied, knowledgroble, nofivated, 
well trained and sustainable workforce 

amber RIO 
Receives minutes &updates from 
appropriate Informallcs sub-groups 

rou0nely green 
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STRATEGIC RISKS 
IMPACT x LIKELIHOOD = RISK SCORE 

CURRENT 
ASSURED 

LEVEL 
v 

g 

These are the POSITIVE ASSURANCES actually received... 
NITIAL 

RISK SCORE 
PREVIOUS QUARTER 

RISK SCORE 
CURRENT 

RISK SCORE 
TARGET RISK 
Apr-15 

SCORE 
Mar-16 What are the key actual posifVe assurances received througn reporting (up to 20) that a control has remained effective. 

N/A N/A 4x3=12 403=12 3x3=9 REPORT 
REF 

POSITIVE ASSURANCE DATE LAST REPORTED 
TO COMMITTEE What is the strategic risk to be controlled? g 

EXECUTIVE DIRECTOR BOARD COMMITTEE 
What is the report  received that provided that assurance? 

REF STRATEGIC RISK RI R3 Reporting on agency & variable pay spend. Governance & Steering group established. 24-Nov-15 

OR11 
15-16 Failure to recruit and retain professional staff Director of HR and OD 

People and 
Organisational 
Development 

Amber 4 
R1/R3 Reporting to Board /POD on workforce KPIs 24-Nov-15 

R3/R4 Nursing and midwifery workforce strategic and operational group 11-Nov-15 

R3 Reporting on educational support & performance from Mufti-Disciplinary Education Committee 2-Jul-15 

R5 Partnership Forum. Staff engagement/staff srtrveytstrff experience/SFFT reviewed monthly 3-Dec-15 
LINKED CORPORATE PRIORITIES (up to top 3) POTENTIAL CONSEQUENCES OF THE RISK RI R3 Staff survey reported to Board of Directors, with associated action plan in place. 1-Mar-15 

Concentrating on the right services to meet the needs of our patients 
REF Whar are the key potential consequences (up to 4) of the risk? R3 Sign off Heath Education England return 2015 People & OD Committee Jul -15 

Pot Possible reduction in services and poor patent experience / staff experience 
R3 NED Chair for People and OD Committee - March 2015 onwards 9 -Jul-15 

The foundations for change to happen 
R1 Appraisal Performance increases to 89.1 % (August 20151 1 

P02 Use of agency staff / increased costs 
07 Monthly monitoring of safer staffing & 6 monthly report to the BOD 11

Transforming care for patients 
R2 Medical Staffing / Nurse Staffing / Nurse revalidation papers presence] to POD 22

P03 Risk to patients / risk to staff, if inadequate cover 
010 Occupational Health visits reported to POD Comm ltee/Partnership Forum including H&WB Strategy 24-Nov-15 

R6 we'1 st of the MOINI walkabouts reported to EDG 01-Dec-15 

PO4 Requirement to outsource activities 07 Master class series - planned throughout the year. Next date planned 28/10/15 e 28-Oct-15 
G10 Implementation of Schwartz Rounds 01-Feb-15 

010 Development & Launch of Carers Strategyto support members of staff as carers. 01-Jurv15 

Based on those reported to Executive Committee on 12 August 2015 IMPACT 
LEVEL 

R5 Lxit Interview/ How are wedoing interuews implemented. Feedback to 5PF July 2015. 02-Jul-15 

R4 Recruitment of nursing internationally - second cohort undertaken with good evels of retention 11-Nov-15 
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1.0 Introduction 

The purpose of this paper is to ensure the Board receives assurance that patient 
safety is being maintained in regard to staffing numbers and skills. 

The report is also to provide an assurance both internally and externally, that ward 
establishments are safe, and that staff are able to provide appropriate levels of care 
to patients. 

This is the fifth nursing establishment review following the publication of the Francis 
Report and its recommendations,. The last was in July 2015. The Trust has a duty to 
ensure that ward staffing levels are adequate and that patients are cared for safely 
by appropriately qualified and experienced staff. Reviews must be carried out twice a 
year in line with the national recommendations. The opportunity has been taken to 
also include non-ward areas, however on this occasion the Emergency Department 
staffing has been omitted as a separate whole multi-professional workforce review is 
being undertaken in this area. 

2.0 Summary of Key recommendations and actions taken from the July 2015 
nurse staffing establishment review: 

• Care Metrics review 

Full review of the care metrics and roll out in the inpatient areas alongside ongoing 
work to specialty areas. Improvement standards to be set in January 2016 

• Overseas recruitment to support the vacancy challenge 

Two overseas recruitment events have taken place. Two experienced members of 
our recruitment team have been to Spain. Between 20 and 30 Spanish RNs have 
been recruited; some have started and the rest will commence over the next few 
months. 

• Winter planning involving the Ward Managers 

Ward Managers have participated in a workshop. Ideas and suggestion have been 
used to support the winter plan that the Trust has prepared 

• Ongoing Skill mix review in specialist areas 

Reviews undertaken by the Urgent Care Division have supported the NNU to convert 
some unregistered staff hours to RN hours. This will ensure the unit meets BAPM 
standards when the unit is occupied. 

• Participating in the DH efficiency work programme 

This is an area that is now gathering momentum. The wards are keen to be part of 
the work that allows them to work efficiently and release time. The wards have 
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gathered data relating to Nursing Hours per Patient per Day (NHPD) to support this 
work. This data once agreed will allow the wards to match hours of staffing to the 
acuity of the patient. It will be more accurate if the case for e-rostering is successful. 

The hospital is also reviewing the 'specialing' of patients as part of the DH 
collaborative work. 

3.0 Methodology 

As in previous reviews it must be remembered that the most important factor in any 
review is the professional judgment of the senior nurses. Their views have supported 
the use of the following objective information: 

• Establishments were compared to July 2015 

• Patient Acuity information using the Safer Nursing Care Tool (SNCT) to acute 
adult inpatient wards (as per national guidance) 

• National standards for specialty wards e.g. Intensive Care 

• Review of Registered to unregistered staff ratios 

• Review of staff to bed ratios in line with current national guidance 

• Utilisation of beds and bed occupancy 

• Use of nursing quality indicators and key safety and outcome measures 

• The review covered the general wards on sites as well as the Emergency 
Department, Intensive Care Unit and Midwifery services 

4.0 Establishments were compared to January 2015 

In the last 6 months some increase in staffing has been agreed and additional non 
recurrent funded posts have been given to individual wards. This has been following 
discussion with the Heads of Nursing for example: Ward 51 (Frailty Unit) 

All inpatient wards have been reviewed, with the Heads of Nursing closely 
supporting their own Divisional areas throughout this process. 

The process to report staffing to the DH is well embedded and is underpinned by an 
agreed policy. 

Overall the Trust reports an acceptable level of hours planned against actual the 
over 95% for 9 months (Appendixl) 
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It has set its own internal rating — many Trusts have set less than 85% as being a 
red we have used 90%. The areas that are reporting less staff or in some cases 
additional staff required are also outlined in the paper 

5.0 Review of the bank nurse pay costs versus agency pay rates 

The Heads of Nursing review all bank and agency expenditure monthly. They take 
account of staffing expenditure and cost pressures across both Planned and Urgent 
Care Divisions. 

Agency staff are only approved by the HON/ Matron once all other actions have 
been taken to address nursing gaps using the Trusts Safe Nursing & Midwifery 
staffing policy. 

As Divisions continue to experience a high level of vacancies, it remains a challenge 
to recruit to Registered nursing posts, despite going overseas to attract staff. 

The impact of this has resulted in an increase in bank and agency expenditure We 
continue to monitor the fill rate for bank shifts daily and the gaps that remain in 
certain areas. 

The Heads of Nursing monitor their vacancies across the workforce (which have 
increased again, as we have not been able to recruit to the level required. This has 
resulted in an increasing reliance on bank and agency staff to cover gaps in order to 
maintain patient safety. 

Nationally there is evidence that demonstrates that an over reliance on temporary 
staffing does impact on clinical outcomes. This is due to those staff not being familiar 
with the specialty or able to carry out the necessary skills required. Divisions have 
offered some short term temporary contracts to certain agency staff who frequently 
work in the Trust. They are also provided with some additional training this to 
mitigate the risk of any adverse outcomes. 

6.0 Acuity 

The Divisions have progressed with some acuity measurement across the inpatient 
wards. However, this process still requires refinement as the data is not always an 
accurate reflection of what is actually happening. The Heads of Nursing will mandate 
this with the Ward Managers going forward to ensure the data is more robustly 
captured. However going forward this will also be a pivotal part of the Model Hospital 
matching the nursing workforce to patient needs. 

As previously articulated in other reviews there is no national mandated minimum 
standards for the general adult wards. However NICE guidance in 2015 made 

4 

INQ0015531_0065 



reference to, but stopped short of mandating a 1:8 Registered Nurses to patient ratio 
on day shifts. 

Once again the review does demonstrate that, in the main, this can be achieved with 
the current establishments on day shifts, when there are no staffing issues. 
(Appendix 2) There are times however that this is not achieved and Ward Managers 
are expected to work as part of the 'numbers' in order to maintain patient safety. 

7.0 Divisional Reviews 

7.1 Adult General wards (Planned and Urgent Care) 

The Heads of Nursing have reviewed the staffing establishment with each individual 
Ward Manager and determined the patient ratio numbers. This demonstrates staff to 
patient ratio meets the recommended NICE guidance of 1:8 for day shifts. This ratio 
is then supported by the supernumerary Ward Manager. However, this has been 
challenging to achieve at times due to the number of vacancies. 

Some Ward Managers believe there are specific shifts that need to be reviewed. 
This requires a more in depth review by the Heads of Nursing. (Appendix 3) 

Using existing staff budget the Heads of Nursing have increased the number of Band 
6 Deputy Ward Manager roles on some wards from one to two. This is to enable 
more robust support for the Ward Manager. Deputy Ward Managers do not have any 
'protected time'. However, they will pick up additional responsibilities during their 
shifts 

The Heads of Nursing acknowledge the need to revisit the 5 day supervisory Ward 
Manager role as it is not always working as envisaged. This will be a supported 
piece of work this year. There are managers who despite operational challenges are 
able to achieve a supervisory status. Information from the recently published RCN 
report demonstrates that the role is inconsistently applied, due in the main to staff to 
shortages. It also states that there is varying application from 1-2 days, right up to 
the full five day working week. 

One of the Model Hospital work streams is entitled 'Challenging Bureaucracy'. It is 
envisaged that a number of Ward Managers will be involved in this work to ensure 
processes are streamlined. This will support the review of the role and the work they 
do. 

Following the previous staffing review in July 2015 the Heads of Nursing have taken 
actions to determine and reflect what staffing and skill mix is required across both 
bed owning Divisions with regards to Registered Nurses (RN) and Nursing 
Assistants (NA) 
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Some wards have a higher NA to RN ratio this is due in part to temporarily over 
establishing to cover RN vacancies. However a number of Ward Managers have 
used their professional judgment to implement a permanent skill mix review. 
Examples would be Ward 49 and rehabilitation wards at EPH 

The Divisions are working closely with the DH Nursing Hours per Patient per Day 
(NHPPD) to develop the benchmark to support the hospital. Divisions will use this to 
further support reviewing the workforce requirements to improve efficiencies 

All specialist nurse roles have been / will be reviewed, with an agreed job plans to 
ensure the roles are efficient & productive. 

7.2 Escalation 

There is little doubt that the opening of additional beds for periods of high activity has 
caused staffing problems. The winter plan that the Trust put in place was reliant in 
part on partners supporting this increased acuity which had been identified as likely 
to be the end of November onwards. Unfortunately this has not happened in the way 
the Trust had planned and therefore has led to staffing pressures within the hospital. 
It has therefore complicated the view of monitoring the previously agreed 
establishments versus the temporary workforce to support escalation. 

This increase in escalation has had an impact in that further support has been 
required for staff in respect of health and wellbeing. 

Staffing Incidents 

Staffing Incidents Reported by Month 
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The Trust remains a high reporter of staffing incidents but the relative harm 
associated for the incidents is low. For example, in the timeframe 1/11/15-31/12/15 
there were 169 staffing incidents and of those 153 were logged as no harm and 16 
were low harm. Of the 169 logged incidents the inpatient wards were responsible for 
135. ITU, 53, 33 and AMU are the highest reporters. This also triangulates with the 
red flags file and concurs with the use of beds for escalation on wards 53 and AMU 

8.0 Current Staffing Challenges 

• As is the case with other Trusts, it is challenging to recruit to registered 
nursing and specialist posts such as ICU trained. 

• As with other organisations, the majority of RNs we employ are newly 
qualified, it is recognised that enhanced support is needed for these RNs. 

• Minimum staffing levels are not always being maintained. This is being risk 
assessed on a shift by shift basis. 

• Some areas are not currently meeting national staffing guidelines i.e. 
children's unit, Neonatal Unit. This has been identified on the Divisions risk 
registers and we continue to monitor staffing daily whilst the Trust 
participates in the regional reviews in line with the Vanguard Model. 
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discharges the ward is now mixed in its complexity. There is yet to be an 
agree establishment however the Head of Nursing has supported the ward 
with transferring staff and the numbers of staff on duty are reflective to the 
patient need. However this ward requires a long term plan as to its use and 
then a review of staffing to support the plan. 

r • •' - - • • - • •. - - • -• - ~, • 

p -• . • Al, • •- • .•• • • • . • • . • Ali 

The Division has continued to try and actively recruit to vacant post but have not 
been able to fully achieve this to date. As a result, with the agreement of the 
Divisional Directors we have over established on band 2 nursing assistants in an 
attempt to mitigate the impact of falling below agreed numbers on each ward. 
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• Ward 54 — is the Vascular regional unit and the clinicians feel the ward is not 
conducive to the current case mix given the number of delayed discharges 
out of area. There is a desire to have a post-operative high dependency area 
to reduce the need to admit to ICU this would require a review in the nursing 
staff establishment 

11.0 Other Inpatient Area 

• NNU 
The Lead Nurse in Paediatrics and the NNU Manager have undertaken a detailed 
review which demonstrates national recommended guidance is not always able to be 
achieved. Plans are underway to proactively skill mix existing posts to support the 
shortfall. The NNU is a specialist commissioned service and this is likely to undergo 
a service review as part of the whole health economy and Vanguard Model. The 
Trust will be part of this review and recommendations are likely to come from this. 
Monitoring of the area will continue of the incident trends and themes. The Head of 
Nursing, with the Lead Nurse for Paediatrics/NNU will undertake further analysis of 
the staffing data and risks. 

• Paediatrics 
A detailed review of Paediatrics has been undertaken. The conclusion as follows 
demonstrates that during the summer months the Trust is able to comply with 
staffing guidance and in fact there have been times during the summer months there 
have been no inpatients in part due to the success of the Hospital at Home service. 

The review recommends a number of actions 
➢ Provision of an electronic acuity tool 

Financial support for Advanced Paediatric Nurse Practitioners to be 
transferred form the medical budget 
Review the provision of a flexible workforce using annualised hours 

Once the above work is completed there may be a case for further investment into 
the ward establishment. 

These actions will be monitored by the Lead Nurse and reviewed at the Women and 
Children's Governance Board 

12.0 Quality & Safety 

• Mitigating risk 

The Director of Nursing (DoN) monitors the staffing incidents at the weekly Serious 
Incident panel (SI). The approval of the DH staffing data that is uploaded monthly 
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onto the DH UNIFY portal also enables the Director of Nursing not only to review the 
staffing percentage compliance but also the ward red flags. 

It is well embedded that staffing is discussed at the daily `Patient Flow Meetings'. 
This meeting takes place 3 times a day, and ward dependency, 'one to ones' and 
general staffing gaps are discussed. The following actions are agreed to support a 
reduction of risk: 

➢ Moving staff from one ward to another to cover gaps 

➢ Moving from outpatient areas 

➢ Cohorting patients who require additional support in `zoned areas' 

➢ Heads of Nursing sanctioning additional staff if required due to a patient safety 
risk 

➢ Heads of Nursing agreeing the use of agency 

Urgent Care has also recently set up an 8:45 Safety Huddle for the Ward Manager or 
the nurse in charge to attend. Staffing is discussed alongside patient acuity and any 
safety issues are discussed and actions agreed. 

Planned care huddle involves the Matron meeting with all Ward Managers to review 
the staffing for the whole week (next 7 days). All ward managers then continue to 
meet daily Monday to Friday at 3pm to plan for the following days elective 
admissions and develop a plan for patient allocation, and review all staffing each 
day. The Theatre Clinical Manager meets at 7.30am each day with ITU to discuss 
all issues for admission, discharges and staffing. 

All ward areas and departments run their own safety briefs 

13.0 Nurse sensitive Indicators 

Using Nurse sensitive indicators is a recognised set of balancing measures. These 
are also recommended by NICE 

13.1 Safety Thermometer 

The NHS Safety Thermometer "Classic" allows teams to measure harm and the 
proportion of patients that are 'harm free' from pressure ulcers, falls, urine 
infections (in patients with a catheter) and venous thromboembolism. 

This is a point of care survey that is intended to be carried out on 100% of patients 
on one day each month and is possibly the largest patient safety data collection of its 
kind in the world. 
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One of the most unique aspects is the concept of a 'harm free care' measure, the 
proportion of patients who are free from any of the harm measured. However, some 
of the harms are old and patients are admitted with them. 

The new harms in our care is in the main above the 95% threshold. 

• New harms in our care 

J -15 Feb-15 Mar-15 Apr-15 May-15 Jirr15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 X15 

• All harms — please see appendix 4 

There have been some data errors with regards to the definitions. Falls and Pressure 
Ulcers (PU) have remained a challenge for some wards. These are being monitored 
by the Matrons using the Ward Manager KPIs. The most recent data with regards to 
PUs have shown a steady decline. 

13.2 Falls 

A recent thematic review of falls demonstrated the following: 

Of the 574 falls 8.5% (n=49) were reported as being impacted upon by 
staffing levels; of these the top 3 affected areas were Ward 50 with 18% 
(n=9), Wards 43 and 51 each reported 12% (n=6). The highest sub category 
in these incidents was 'found on floor' (unwitnessed fall) which equates to 
41% (n=20) of the total number of incidents reported as being impacted upon 
by staffing issues. 

Of the 10 incidents reported where a patient sustained harm from the fall, 
none were reported as being impacted upon by staffing levels. 

There is currently no set explanation of particular staffing level issues 
(sickness, unable to get bank staff for example) so it is difficult to accurately 
assess from the numerous free text entries the detail of the issues however it 
appears that obtaining staff for 1-1 supervision or zoned observation is the 
highest documented staffing issue 

Unwitnessed falls are also of concern to the Trust especially if they can be related 
to staffing levels. Further work will be undertaken to ensure that we are capturing 
accurate information regarding what the staffing level issue is. This will also provide 
information in relation to themes for unwitnessed falls, by looking at times of falls, 
area and ward layout to endeavor to reduce this sub category of falls. 
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A number of wards are going to use the measles map to robustly monitor 
incidences. 

13.3 Care metrics 

The ongoing work for care metrics has been completed within the last 6 months. 
The current compliance is 96%. The Ward Managers agree this is a much more 
meaningful and accurate way of monitoring the standards of care they provide on 
their wards and departments in a timely manner. 

14.0 Red Flags 

The monitoring of 'red flag' indicators such as staffing and missing breaks is 
recorded on the S drive. Some wards are more robust at recording these indicators. 

At the point of discharge the Trust also collects information from patients with 
regards other red flags for example — mealtime support and obtaining pain relief in a 
timely fashion. 

14.1 Missed breaks 

➢ Ward 52 has recently reported an increase of staff missing breaks - this is 
being monitored by the Matron 

Ward 50 remains an area that continues to report missed breaks and 
although there has been a downward trend, this needs closer monitoring by 
the Head of Nursing and actions agreed. Work is now underway to look at 
specialty bed capacity- this will support a more in depth staffing review 

The available data is not being reviewed regularly at ward and divisional level. The 
use of these will be mandated and monitored going forward. 

14.2 Overtime 

Overall this has increased over the last 6 months (Appendix 5) — as a red flag indicator 
there are a number of wards that are using this — what is not clear however, is this short 
term absences and/or patient acuity. Nevertheless this need to be addressed in the 
focused reviews and will also be supported by the Model Hospital and e-rostering 
programme of work. 

Ward/Area Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Total 

Total r£21,713 r£25,810 £36,488 r£32,428 r£34,637 r£43,973 £195,049 
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14.3 Patient surveys at discharge 

Patients are asked a small number of questions. Information regarding red flags is 
collected directly from the Ward Manager in addition to a point of discharge short 
survey, carried out in the discharge from hospital lounge (Appendix 6) 

Data is also collected from inpatients at the point of discharge demonstrates the 
following assurance below that: 

When our patients had important questions to ask a nurse, they invariably a 
response that they could understand. 

:- Over the last 12 months, the results of the survey show that patients do feel 
that hospital staff can be approached to discuss their worries and fears with. 

The results also show that when our patients require emotional support, they 
feel that hospital staff are providing this 

15.0 Supervisory Ward Managers 

The Ward Managers now work in a supervisory capacity. However, there are times 
due to staffing challenges, when it is not always achieved. It has been identified 
however, that the expectations of the role on a daily basis requires clarification. In 
light of this, some core principles need to be identified; this will be addressed over 
the next month taking into account the recently published report from the Royal 
College of Nursing. 

16.0 Care Contact Time 

The Trust has started its review of front line areas using the 'Care Contact' document 
for guidance. Two wards have been completed to date and there are plans to 
continue this. Early feedback has demonstrated areas that could be improved upon. 

The results on (Appendix 7) show some discrepancies between the amount of time 
spent on administrative activities between the two ward managers. The results are 
also affected as Ward Manager A did not record whether she felt her activities were 
appropriate to her role for the entire duration of her study. As such, to gain a fuller 
picture, the activity needs to be extended to more ward managers. 

This will continue to be rolled out and it is anticipated most in-patient specialties will 
be completed this year. This will be supported by the Model Hospital approach in 
ensuring the workforce is flexible to the needs of our services and patients. 
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17.0 Challenges & Risks 

17.1 Recruitment and Retention 

Overall the Trust's sickness is lower than the national average, however there are 
identified 'hot spots'- ICU, Diamond Ward at EPH and the Children's Unit are over 
11% with ward 44 being 15% (Appendix 8) 

Retention of staff still requires focus in some areas and exit interviews are being 
performed to establish if there are any themes to be addressed. The overall nursing 
position is illustrated below. 

6 !iiIcrith -r c't.im i 
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17.2 Temporary staffing 

Review of the Temporary Staffing Bank with regards to RNs been completed. The 
following actions have now been completed to increase availability: 

>- rolled up bank and leave payment for the nursing staff 

automatic enrolment onto the temporary staffing bank at commencement 
of employment in the hospital 

D Dedicated action plan in place to review other options to enhance the 
current service 

18.0 Recommendations and Next Steps 

• Utilise the Lord Carter work to review staffing requirements i.e. NHPPD, 
enhanced supervision, e-rostering and agree a timetable for completion 

• Investigate how Allied Healthcare Professionals can help support patient care 

• Review retention and recruitment in wards and departments where turnover 
appears higher 

• Support the development of corporately live `dashboards from f information 
gained through e-rostering, which supports all the information in one place. 

• Monitor the change following the redefinition of the Matrons responsibilities 
and key performance indicators recently agreed 
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• Redefine the roles and responsibilities of a supervisory ward manager along 
with what benefits have been demonstrated 

• Continue to support the corporate recruitment work and agree a longer term 
strategy to reflect the proposed changes and resulting opportunities in the 
nursing bursary 

• Profile posts to demonstrate what the job is, short films on what it is like to 
work in specific areas and roles, the use of social media to highlight vacancies 
and what we are looking for 

• Support a review on how other health professional to support wards i.e. 
pharmacy technicians, physiotherapists as part of the ward establishment-
trialing of Band 5 pharmacy tech on AMU in Spring 

• Heads of Nursing will continually review flexible working arrangements to 
support staff to remain in post and offer flexible retirements in order to retain 
expertise 

• Specialist nurses will continue to support the wards over the winter period 
where job plans allow 

• Heads of Nursing will support the feasibility of cohort wards for medically 
optimised delayed discharge patients in one or two wards. This would allow 
us to review skill mix and reduce the registered nurse requirements with an 
increase in support workers 

• The Heads of Nursing will support the ward manager to use the SCNT tool. 
This will be supported by the Model Hospital project team and enable an 
acuity based workforce 

• Ongoing work with Lord Carter to review staffing requirements i.e. Nursing 
hours per patient per day (NHPPD) an enhanced supervision policy has been 
developed with pilot under way 

• Trust is planning to develop e-rostering system as part of the of the Model 
Hospital plans. The HON will support the project as required 

• Heads of Nursing will support the case for further investment in the dementia 
care team in order to support the wards across both Divisions 

• Matron's responsibilities have been redefined and key performance indicators 
have been agreed. 

• Heads of Nursing will outline the need to support over recruitment. This will 
enable- a timely approach to planning for winter and to have robust plans in 
place by June each year 
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19.0 Conclusion 

There is an emerging theme of some wards requiring additional resources to support 
safe patient care. 

It is also anticipated in spring 2016, the Trust will receive further guidance from the 
National Quality Board (NQB). The guidance is likely to recommend the use of Care 
Hours per Patient per Day. This is similar to NHPPD but will also take into account 
other disciplines such as physiotherapist etc. This is only likely to be achieved to its 
maximum with e-rostering being utilised by all disciplines of staff and not solely 
nursing. 

20.0 Recommendation 

I would recommend that the Board therefore support my proposal that the Heads of 
Nursing for the Divisions lead and develop an action plan going forward in the next 3 
months and ensure any proposed changes are factored into budget setting for their 
own areas. 

The following areas need to be addressed on the identified wards: 

• Robust use of the acuity tool 

• Skill mix review in areas identified 

• Converting bank and agency spend into permanent posts 

In the meantime the Trust will use its current process to support safe staffing 
numbers whilst the transition into the Model Hospital programme of work is 
implemented. 

Alison Kelly 
Director of Nursing and Quality 
January 2016 
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Appendix 1: Staffing Compliance 
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Appendix 2: Ward Nurse Staffing Establishments — December 2015 

Planned Care Number Early Late Night RN to patient RN to patient ratio Support Staff 
beds ratio (days)* (nights) Mon-Friday 

40 11 2/1 2/1 2/inter 1:6 1:6 WC/ 
mittent 
twilight 

41* 19- 4/3(T,W,T) 3/2 3/2 If 1:5 1:9 WC/ 
5 day 4/2(M,F) HDU 
ward open 

2/1 If no 
HDU 

44 28 4/4 3/4 2/2 1:7 1:14 WC/CC 

45 28 4/4 3/4 2/3 1:7 WC/CC 

53 * 14 2/1 2/1 2/1 1:7 1:7 WC/CC 

52* 28 4/3 4/3 2/2 1:7 1:14 WC/CC 

54 30 5/4 4/4 3/3 1:8 1:10 WC/CC 

19 

INO0015531_0080 



Urgent Care Number 
beds 

Early Late Night RN to patient 
ratio (days)* 

RN to patient ratio 
(nights) 

Support Staff 

Mon-Friday 

CCU 10 4/1 3/1 3/0 2:5 & 3:3 1:3 WC 

AMU* 30 6/4 6/4 5/2 1:5 1:6 WC/HK 

33 28 4/5 4/4 3/2 1:7 1:9 WC/HK 

34 28 4/5 3/4 2/3 1:7&1:9 1:14 WC/HK/CC 

42 24 3/3 3/2 2/2 1:8 1:12 WC 

43 28 4/5 3/4 2/3 1:7&1:9 1:14 WC/HK/CC 

48 25 4/4 4/2 3/2 1:6. 1:8 WC/HK/CC 

49 28 3/4 3/3 2/2 1:9 1:14 WC/HK/CC 

50 28 4/4 4/3 2/2 1:7 1:14 WC/HK 

51* 28 3/4 3/4 2/2 1:9 1:14 WC 

Ruby ward * 26 3/5 3/3 2/2 1:8 1:13 Support Staff 

Mon-Friday 

Diamond * 24 3/4 2/5 2/2 1:8 1:12 WC/ 

Emerald* 16 2/4 2/3 2/1 1:8 1:16 +CSC WC/ 
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Patients per RN per shift excludes Supervisory ward manager / Co-ordinator 

*Ward 41- 6 escalation beds open but not funded or staffed recurrently. This is a five day ward 

*Ward 53 —14 beds opened but not fully staffed as per agreed risk assessment. Additional beds are opened without staff under times of bed pressure 

* Ward 52 - 6 escalation beds open but not funded or staffed recurrently 

* AMU - 6 escalation beds open but not funded or staffed recurrently 

* Ward 50 - 12 escalation beds open but not funded or staffed recurrently 

* Ward 51— 28 beds not funded or staffed recurrently 

*EPH — escalation variable depending on pressure 
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Appendix 3: Ward manager Proposals 

Wards Number 
of Beds 

Early Late Night RN to patient 
ratio (days) 

RN to patient ra-
tion nights 

44 28 4/5 3/5 3/2 1:7/1:9 1:9 

45 28 4/5 3/4 2/3 1:7/1:9 1:14 

52* 28 4/4 3/4 3/2 1:7/1:9 1:9 

22 3/3 3/3 2/2 1:7 1:11 

53* 20 3/3 3/3 2/2 1:6 1:10 

26 4/3 3/4 3/2 1:6/1:8 1:8 

54 30 5/4 4/4 4/3 1:6/1:7 1:7 

AMU 30 7/4 7/4 6/2 1:4 1:5 

36 8/5 8/5 7/3 1:4/5 1:5 

43 28 4/6 3/4 2/3 1:7/1:9 1:14 

50 28 4/5 4/4 3/3 1:7 1:9 

51* 28 4/5 3/4 2/3 1:7/1:9 1:14 
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Appendix 4:Safety Thermometer — All harms 

Women's Unit -40 

General Surgery - 41 

General Surgery - 44 

Urologyf Frauma and Orthopaedics - 45 

Gastroenterology -49 

General surgery -52 

Surgery - 53 

General Surgery - 54 

Critical rare medicine - ICU 

Obstetrics -32 

Overall division score 

Care of the Elderly- 34 
Card iology -42 
Care of the Elderly- 43 

Respiratory Medicine -48 

Haernatology/Resp Medicine -50 
Short Stay - 51 

Cardiology - CCU 
Rehab EPH - Diamond 
Rehab EPH - Emerald 

Rehab EPH - Ruby 

Neonatal - NNU 

Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15 Jul -15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 

100% 1 0 100% 100% 100% 100% 100% 1C 0% 

100% 1 00% 100% 100% 100%. 100%I 1009

100% 96% 100% 100% 96% -: _ _ _= 96% 0% 

96% 100% 96% 96% 96% 

96% 96% 100% 100% 100% 100% 96% 100% 100% 

0~~ 96% 0% 

0% 00% 100% 100% 100% 100% 100% 100% 0% 

97% 95% 9 

100% 

0% 0% 0%• 100% 10096 100% 100% 100% 100% 100% 
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Appendix 5: Nursing Spend Overtime 

Staff Group -All 

Ward/Area Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Total 
210Accdent& Emergency €5,190 €7,001 £11,799 £7,395 £10,041 €11,264 £52,690 
210 Acute Medical Unit (Ward 47) £478 £134 £240 £1,318 £2,383 £3,096 £7,650 
210 BARIATRIC UNIT £42 £348 £543 £84 £1,017 
210Bridge Ward 44 £350 £170 £387 £908 
210 Castle Ward (52) £1,475 £274 £187 £124 £91 £2,150 
210Cathedral Ward (42) £911 £668 £680 £2,067 £1,079 £1,198 £6,602 
210Coronary Care Unit £245 £506 £751 
210Critical Care Staffing £810 £1,224 £2,863 £2,644 £1,540 £9,082 
210EPH DIAMONDWARD £414 £1,162 £708 £636 £342 £1,950 £5,212 
210EPH EMERALD WARD £659 £925 £912 £119 £257 £2,872 
210 EPH RUBY WARD £173 E1,035 £252 £142 £86 £727 £2,414 
210 Fore gate Ward (49) - Gastro £977 £142 £1,586 £1,516 £1,970 £2,520 £8,710 
210HaematologyOncologySuite £581 £254 £184 £325 £1,355 
210 Hospital Midwifery £2,542 £6,474 £4,380 £2,534 £3,988 £6,539 £26,458 
210 Newgate Ward (50) £960 £276 £1,375 £861 £956 £482 £4,910 
210 Neonatal Unit £1,057 £322 £546 £1,541 £1,863 £5,329 
210 Northgate Ward (48) £108 £434 £1,610 £547 £490 £3,190 
210 Palace (45) £256 £715 £123 £822 £513 £2,430 
210 Renal Unit (Care) £1,138 £1,051 £1,072 £1,304 €620 £5,195 
210The Childrens' Unit (29 & 30) £60 £329 £642 £3,178 £4,209 
210 Tower Ward (53) £73 £203 £296 £718 £581 £599 £2,469 
210TrinityWard (33) £1,216 £2,593 £3,181 £1,364 £524 £1,395 £10,372 

210 Ward (43) E1,115 £333 £1,475 £3,387 £1,974 £2,084 £10,370 
210 Ward 54 E57 £57 
210 Winter Escalation Ward -Acute Frailty Unit £1,213 £1,364 £3,359 £1,592 £5,561 £3,709 £16,909 
210 Women's Unit £497 £179 £439 £459 £165 £1,739 
Total £21,713 £25,810 £36,488 £32,428 £34,637 £43,973 £195,049 
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Appendix 6: Discharge Survey 

In your opinion, were there enough nurses on 
duty to care for you in hospital? 

100% - — — 7  ■ Not applicable to me 

80% Strongly Disagree 

60% 

 1IIIIiII---------Ii Disagree 

40% 

Neither agree nor 
20% disagree 

0% ■ Agree 

LL ¢ = N o  o ■Strongly Agree 

Did you get enough help from staff to eat your 
meals? 

100% 
90% 
80% 
70% 
60% 
50% 
40% 
30% 
20% 
10% 

0% 

100.00% 

80.00% 

60.00% 

40.00% 

20.00% 

0.00% 

■ Not applicable to me 

Strongly Disagree 

Disagree 

Neither agree nor 
disagree 

■ Agree 

■ Strongly Agree 
V C Q 

O — 4 Ln o o 
Z 

After the call bell button was used, did you feel 
that a member of staff arrived within an 

appropriate time? ■ Not applicable to me 

Ln u'1 Ln u'1 Ln Ln u -1 Ln u'1 Ln vi 

V C Q T C — W C t+ a 
C) Q : cn 0 Z 

Strongly Disagree 

Disagree 

Neither agree nor 
disagree 

■ Agree 

■ Strongly Agree 

25 

INQ0015531_0086 
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80.00% 

60.00% 

40.00% 

20.00% 
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100.00% 

80.00% 

60.00% 

40.00% 

20.00% 
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100% 

80% 

60% 

40% 
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Do you think the hospital staff did everything 
they could to help control your pain? 

■ Not applicable to me 

Ln un un Ln Ln Ln Ln Ln Ln Ln Ln 

V C . '. T

Strongly Disagree 

■ Disagree 

Neither agree ror 
disagree 

■ Agree 

■ Strongly Agree 

Do you feel you got enough emotional support 
from hospital staff during your stay? 

- r ■ Not applicable to me 

Rt Ln Ln Ln Ln Ln Ln Ln Ln Ln Ln Ln 

0  u 0.  < . LA o Z 

Strongly Disagree 

■ Disagree 

N Neither agree nor 
disagree 

■ Agree 

■ Strongly Agree 

Did you find someone in the hospital staff to 
talk to about your worries and fears? 

■ Not applicable to me 

Strongly Disagree 

Ln un un '.n Ln Ln Ln Ln .n Ln Ln a ,-1 r I r, -1 14 14

0 
~s ` _ < 

vi i O 
0 

Disagree 

Neither agree nor 
disagree 

■ Agree 

■ Strongly Agree 
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Appendix 7: Care Contact —pilot results 

Ward Manager A Ward Manager B 

Number of days recorded 9 3

Period recorded 3/8/15 — 3/9/15 1/12/15 — 4/12/15 

Hours of activity recorded 
96.5 28.5 

Hours recorded as either 
appropriate or inappropriate 

19.5 28.5 to role 

Hours of activities recorded 
as appropriate to role 19.5 26.2 

Percentage of total time rec-
orded with appropriateness 
level applied 20.2% 100% 

Percentage of this time rec-
orded felt to be appropriate 100% 92% 

Hours of time spent on ad-
ministrative activities 39.25 23 

Percentage of time spent on 
administrative activity 

40.6% 80.7% 

Hours of time spent on pa-
tient care-focused activities 

57.25 5.5 

Percentage of time spent on 
patient care-focused activi-
ties 59.3% 19.2% 
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Appendix 8: Ward Sickness % 

Dec -15 

Sickness Absence % Turnover % 

All Trust Registered Nursing & Midwife 4.85% 0.61 
All Trust Healthcare Support Staff I 6.09% 1.07 

6 Month Total 

Sickness Absence % Turnover % 

3.79% 6.04 
5.29% 4.80 

Division Area Of Work % Sickness Absence 

Rate (FTE 

Turncvar% 6 Month 

% Sickness Absence 
Rate (FTE) 

6 Month 

Turnover % 

210 PLANNED DIVISION 591% 1.09 473% 
213 PLANNED DIVISION 210 Brid a Ward 44 8.40% 6.08 481% 15.38 
210 PLANNED DIVISION 210 Castle Ward (52) 0.38% 0.00 2.59% 5.71 
210 PLANNED DIVISION 210 Crit Care Staff & Hdu Nan Pay 861% 0.00 6.35% 9.
21D PLANNED DIVISION 210 Palace (45) 4.84% 0.00 3.879'0 2.35 
210 PLANNED DIVISION 210 Tower Ward (53) 5.41% 0.00 3.57% 7.55 
21D PLANNED DIVISION 210 Ward 54 5.91% 2.30 4.479'e 6.96 
210 URGENT CARE DIVISION 5.12% 0.97 4.149'e 
210 URGENT CARE DIVISION 210Accident & Emergency 4.66% 1.01 4.65% 5.18 
210 URGENT CARE DIVISION 210 Acute Medical Unit Ward 47) 2.99% 3.01 3.623' 7.41 
210 URGENT CARE DIVISION 210 Cathedral Ward (42) 1.50% 0.00 2.96% 9.36 
210 URGENT CARE DIVISION 210 Coronary Care Unit 18404% 04001 9.02% 4.00 
210 URGENT CARE DIVISION 210 EPH DIAMOND WARD 5.74% 0.00 5.993' 11.59 
210 URGENT CARE DIVISION 210 EPH EMERALD WARD 7.34% 0.00 5.16% 0.00 
210 URGENT CARE DIVISION 210 EPH RUBY WARD 1.78% 0.00 2.01% 9.52 
210 URGENT CARE DIVISION 210 Fore ateWard (49) - Gastro 5.41% 0.00 5.473' 0.00 
210 URGENT CARE DIVISION 210 Newgate Ward (50) 8.79% 0.00 4.03% 0.00 
210 URGENT CARE DIVISION 210 Nnu 681% 0.00 2-89% 5.25 
210 URGENT CARE DIVISION 210 Priory Ward (34) 3.09% 0.00 1.95% 2.38 
210 URGENT CARE DIVISION 210 The Childrens' Unit (29 & 30) 5.44% 5.66 3.989'a 11.01 
210 URGENT CARE DIVISION 211) Trinity Ward (33) 2-11% 0-00 3.05% 2.08 
213 URGENT CARE DIVISION 210 Ward (43) 6.41% 0.00 5.00% 2.38 
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Countess of Chester Hospital tiLi 
NHS Foundation Trust 

"Speak Out Safely" & Raising Concerns — Progress Review 
(January 2016) 

1.0 Introduction 

The purpose of this paper is to provide a progress report on the implementation of the Nursing Times 
"Speak Out Safely" campaign and the process for members of staff raising concerns within the Trust. 

2.0 Background 

Following successful joint work in late 2013, the Partnership Forum agreed revisions to the 
Whistleblowing Policy. This Policy was reviewed alongside the Raising Concerns about Patient Care 
Policy and the two were amalgamated to ensure clarity for staff. This Policy is a Statutory requirement 
and extremely important in the interests of supporting high quality patient care and in providing a open 
culture which is supportive in enabling staff to raise concerns at work. 

As part of this review, it was agreed that the Trust would commit to supporting the Nursing Times 
campaign on "Speak Out Safely", which is aimed at encouraging a culture where all staff feel able to 
speak out about concerns they may have in relation to patient care. Consequently, the Director of HR & 
OD and Staff Side Chair jointly presented to the Board in February 2014. The Trust has continued to 
implement the above recommendations and the campaign has been supported by the implementation 
of the Nursing & Midwifery Strategy. An update on progress was provided to the Board in December 
2014. 

3.0 Update on progress and actions undertaken to date 
As part of the national campaign "Draw the Line" by NHS England and NHS Employers, we have 
undertaken a self-assessment of our position against 4 elements of review: 

• Organisational Commitment 
• Support for Managers & Staff 
• Communications & Staff engagement 
• Continual review & assurance 

The findings of this assessment are detailed in Appendix 1 and will be captured as part of the actions to 
support our staff further. 

3.1 Concerns raised by members of staff 
In the last review, 15 concerns had been formally logged. A further 9 concerns have since been logged; 
therefore 24 concerns have been logged via this process since its inception. The key themes of the most 
recent concerns are as follows: 

• 3 Anonymous concerns were raised but for all other concerns, members of staff have disclosed 

their details. 

• A range of departments and staff groups have been identified, but as per the previous review, 

no recurring trends have been identified. 

• Concerns have ranged from poor care practices observed, lack of staff, workload, patient safety, 

communication, education & team leadership. 
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• One particular set of concerns resulted in nearly 70 members of being met with over a period of 

months and a detailed review and associated action plan developed. 

All of the concerns raised have been reviewed by the Steering Group with a revision to the process of 
review to include a timely triage process. Members of staff continue to be contacted when concerns 
have been raised to thank them for raising this issue. As per the last review, some members of staff 
have agreed to support in future communication in relation supporting the raising of concerns across 
the Trust. 

3.2 Organisational Commitment 
The Board remains committed to supporting all members of staff to raise concerns safely as part of our 
open and honest culture. We have further developed governance in relation to "Speak out Safely" and 
our Steering Group continues to meet on a quarterly basis. We have enhanced our confidential 
database, to capture additional information to support triangulation against other data sources but it 
recognised that there is further work to do on this, as detailed in the recommendations in section 4. 

The Steering Group have met on the following dates: 
• 16th March 2015 

• 16th June 2015 

• 2nd October 2015 

In addition, as part of a recent workshop with Partnership Forum, we reviewed the current trust policy 

and process in detail. The amendments have been captured and will be considered for approval at a 

future Partnership Forum meeting. 

3.3 Support for Managers & Staff 
Whilst it is encouraging that further concerns have been raised via the "Speak Out Safely" process, it is 
recognised that there is further we can do to support the signposting of how concerns can be raised 
both internally and externally. 

Furthermore, we have acted on feedback that we need to make further methods for raising a concern 
available, alongside Datix, SBAR and the current methods for raising a concern as outlined in the policy. 
Consequently, we have established a confidential and internal helpline which staff can call at any time 
(Tel: 01244 (36) 3495) which will be monitored and logged accordingly. We have also set up a dedicated 
email address as follows: coc-tr.COCH-SpeakOutSafely@nhs.net . These additional methods will require 
a supporting communication and awareness campaign, which is referenced within the 
recommendations in this report. 

3.4 Communication & Staff Engagement 
As part of the regular walkabouts and visits to clinical areas, by Executives, Non-Executives and 
Governors, members of staff are regularly asked if they feel they can raise concerns safely and if they 
are aware of the policy and campaign. This has also been supported by regular discussion within the 
Partnership Forum, and Staff Side colleagues have been extremely supportive of the campaign. Positive 
responses have been received during walkabouts and visits, though it has been identified that further 
work needs to be undertaken to embed the campaign and policy further. 
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In addition, the Director of Nursing & Quality and the Director of HR & Organisational Development 
consistently attend the Clinical Human Factors education sessions held on a monthly basis, where a slot 
is allocated to advise clinical staff attending of the ways of raising a concern. 

It is recognised that our students across all disciplines will often see situations and the level of patient 
care provided in a very different perspective to that of a member of staff. Consequently, as an Executive 
Team, we are regularly engaging and meeting with our students to encourage them to be confident in 
raising concerns, including regular Speak our Safely sessions with our nursing students. This has been 
received extremely positively and we are working with our educational partners and Practice Education 
Facilitators to further encourage this going forward. 

3.5 Continual Review & Assurance 
In line with the NHS England and NHS Employers "Draw the Line" Raising Concerns campaign, the 
organisation self-assessment tool has been completed to assess what we are doing well and where we 
need to focus some further attention. This self-assessment is provided within Appendix One. 

In addition, whilst the Steering Group continually review and adapt the processes supporting all staff to 
raise concerns, it is acknowledged that the self-assessment tool recommends that internal audit review 
of the process may be beneficial. This will be considered by the Steering Group at their next meeting. 

Furthermore, it was recognised that the Director of HR & OD & the Director of Nursing & Quality were 
supporting the review of the concerns very heavily and the Steering Group agreed steps to address this. 
This includes once a concern has been received and logged, a triage review process has been established 
whereby all of the group are made aware of the concern on a timely basis and a series of options for 
progressing the concern are considered. The group have also considered whether there is a Designated 
Officer of the Month, so that workload across the group can be managed more effectively. This will be 
discussed further at their next meeting. 

3.6 Trust Feedback into the Freedom to Speak Up: Whistleblowing policy for the NHS Consultation 
As a result of the "Freedom to Speak Up" Review by Sir Robert Francis QC, a consultation was 
undertaken by NHS England, Monitor and NHS Trust Development Authority on a proposed single 
national whistleblowing policy for the NHS in England. 

The Trust has provided a contribution into the consultation and has considered the consultation when 
making revisions to the revised policy. 

4.0 Recommendations for on-going and future actions 
Whilst it is encouraging that our self-assessment from the "Draw the Line" campaign indicates that we 
have made very good progress on how we support all members of staff to be able to raise concerns, 
when undertaking the assessment as shown in Appendix One, there are number of areas where we 
need to focus some further attention. 

Consequently, a number of recommendations have been identified as follows: 
• It is recommended that more apparent methods for raising concerns, with a supporting 

communication campaign needs to be implemented. This is planned to be delivered by end of 

March 2016 and will include promoting the revised policy, providing examples of when concerns 

have been raised, promoting awareness of the process to our bank staff, agency partners and 
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volunteers, and to provide sign-posting to the various methods of raising a concern internally 

and externally. 

• To review the feedback collated in relation to behaviours, our culture and raising concerns as 

part of the work led by the Model Hospital Organisational Culture work stream. 

• To consider the role of the Staff Governor when supporting the encouragement of raising 

concerns. 

• To develop an agreed process for triangulating data received from SBARs, Datix, Staff Survey, 

Occupational Health & Wellbeing Department Visits, Exit interviews and concerns raised 

through "Speak Out Safely" to identify any potential trends. 

• To review and implement, where appropriate, the recommendations of the "Freedom to Speak 

Up" national whistleblowing policy consultation, when published. 

• For the Steering Group to consider the use of internal audit to review confidence in the policy, 

system and processes, as identified as an action in the "Draw the Line" Assessment Tool. 

5.0 Conclusion 

The Board is asked to receive and note the progress within this report and to support the 
recommendations that have been identified. Progress to the Board will continue to be reported on an 
annual basis with updates provided to the People & Organisational Development Committee on a six 
monthly basis. Further updates will be provided to the Quality & Safety Patient Experience Committee 
as required. 

Prepared by: 

• Sue Hodkinson, Director of Human Resources & Organisational Development 

• Alison Kelly, Director of Nursing & Quality 

January 2016 
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Having a healthy open culture where staff feel empowered and supported to challenge, debate and raise concerns as part of normal employment practice, enables 
organisations to deter wrongdoing and pick up problems early. It also demonstrates to regulators, staff, patients and the public that they are accountable, well managed, 
and are willing to listen and respond to issues raised. Many NHS organisations have policies and procedures in place to support staff to raise concerns but their effectiveness 
will depend on a variety of factors. Following the publication of the Freedom to Speak Up report in February 2015, and subsequent recommendations for implementation 
including the introduction of the Freedom to Speak Up guardian role, many organisations will want to take time to reflect on where they are as an organisation in relation 
to supporting staff to raise concerns. This tool can help you assess what you are doing well, and where you might need to focus some more attention. For further information 
and to access online resources, case studies and the rest of the L  Draw the Line toolkit, please visit the NHS Employers website at: www.nhsemployers.org/raisingconcerns.

We use the term 'staff' throughout this document, but you should also consider how you engage, communicate and support all workers in your organisation including 
undergraduates, trainees and volunteers. 

ORGANISATIONAL COMMITMENT: Being able to show the board or other 
appropriate governance structure commitment to the principles of your 
whistleblowing or raising concerns arrangements gives a strong message to 
staff about the type of culture and behaviours that are acceptable within your 
organisation. Having buy-in and leadership from management and staff side 
is important in achieving this. 

INDICATOR: More 
work Unsure 

required 

The board are committed to promoting 
and championing the importance of raising ✓ 
(whistleblowing) concerns. 

As an organisation, we are committed to 
investigating and taking appropriate action 
where concerns are raised with us, and have 
arrangements, including a Freedom to Speak Up 
guardian or equivalent in place to ensure staff who 
raise concerns are fully supported to do so. 

Our organisation takes a zero tolerance approach 
to bullying and clearly communicate the sanctions 
we will take where staff (at any level) bully or ✓ 
victimise colleagues as a result of them raising 
concerns. 

We make clear that staff are not required to 
evidence proof of their concern and will not be 
penalised if their concern is subsequently found ✓ 
to be misdirected. 

We have clear sanctions in place to deal with 
concerns that are raised with malicious intent. ✓ 

SUPPORT FOR MANAGERS AND STAFF: Formal policies and arrangements 
are an important starting point, but it is equally important to make sure 
that managers and staff fully understand their roles and responsibilities, 
and know how to proceed and respond appropriately to resolve issues quickly. 
Support such as training, mediation, counselling, and stress management are 
key to success. 

INDICATOR: More 
work Unsure 

required 

Our organisation has a separate policy which 
clearly differentiates between a grievance and ✓ 
a (whistleblowing) concern so that staff are clear 
about which process to use. 

Our organisation offers a range of support to staff 
who raise concerns such as mediation, counselling, 
stress management and signposting to where they ✓ 
can seek additional independent advice and support 
e.g. the national Whistleblowing Helpline, legal 
advice etc. 

Our organisation offers a number of informal 
and formal platforms which enable staff to raise 
concerns openly, confidentially and anonymously ✓ 
(e.g. team meetings, staff briefings, as part of the 
appraisal process, confidential helpline etc.). 

Our organisation offers training for managers 
and staff to clearly prepare and outline 
responsibilities to report concerns, and encourage ✓ 
early intervention as part of normal employment 
practice, before the issue escalates into something 
more serious. 

We provide all employees with a route map that 
clearly outlines suitable internal and external ✓ 
reporting routes. 

I NQ0015531 _0097 



COMMUNICATIONS AND STAFF ENGAGEMENT: Raising staff awareness 
about your whistleblowing or raising concerns arrangements is important to 
ensure that staff know when and how to use them. Clear statements from 
senior management about the organisation's support for the reporting of 
wrongdoing through appropriate channels, and openly reporting the type and 
level of concerns raised and resultant actions, will help to build staff confidence 
to speak up. 

INDICATOR: More 
work Unsure , 

required 

Our organisation regularly communicates with all 
staff (including permanent staff, other contracted 
workers and volunteers) to raise the profile and ✓ 
understanding of our raising (whistleblowing) 
concerns policy and arrangements. 

We communicate key findings to staff about the 
level and type of concerns raised and any resultant ✓ 
actions taken, as is appropriate under the scope of 
confidentiality. 

Staff are consulted and encouraged to feed 
into any review of the raising (whistleblowing) 
concerns arrangements to ensure they are fit for 
purpose and fully support staff to raise concerns 
and managers to respond professionally and 
appropriately to concerns raised with them. 

We actively promote good news and success 
stories at staff briefings, team meetings and on 
the intranet to encourage and reassure staff. 

USEFUL LINKS: 

CONTINUAL REVIEW AND ASSURANCE: A well-run organisation will 
periodically review its whistleblowing arrangements to ensure that all staff 
are aware of them, confident to use them, and are kept up to date with curren 
employment law and best practice. Monitoring the arrangements will also 
help the board or other appropriate governance structure to demonstrate 
to regulators that their arrangements are working effectively. 

INDICATOR: More 
work Unsure 

required 

Our organisation has systems in place to ensure 
that all concerns raised are appropriately logged, 
detailing how each concern has been progressed, ✓ 
and any actions taken as a result of that issue 
being raised. 

We have appointed a designated officer or freedom 
to speak up guardian who has lead responsibility 
to ensure the appropriate training and handling of ✓ 
concerns is in place, and the effectiveness of local 
systems is discussed at board meetings. 

Arrangements are periodically reviewed as part of 
our internal audit process to ensure staff are aware 
of arrangements, are willing to use them and have ✓ 
confidence in the system. 

Data is correlated with information available 
from other risk management systems — such as: 
key findings from reviews/surveys, exit interviews, ✓ 
adverse incidents and near misses to identify trends 
and areas for improvement. 

Visit the NHS Employers web pages on: 

— Raising concerns at work (whistleblowing): for information about the Draw the Line campaign, the Freedom to Speak Up review, and to access our online toolkit for managers, 
case studies and further guidance. 

— Recruiting for values: to access the values mapping tool, podcasts and case studies. 

— Do OD: organisational development: see the latest articles, blogs and case studies which are focused on driving system-wide change in the NHS. 

— Staff engagement: to access our staff engagement toolkit, webinars, and guidance on using social media to increase staff engagement. 
Gateway number 02948 
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Blank for supporting information: Please use this space to evidence strengths and weaknesses against each of the indicators - using local information available to you 
such as staff and patient experience surveys; notes from staff briefings, meetings, discussions and other relevant information. Our other Draw the Line campaign tools 
can help facilitate conversations and identify ways to improve these indicators. 

Organisational Commitment 
The Trust revised the policies in November 2013 to combine the Whistleblowing and Raising Concerns policy, with the inclusion of the 
phrase "Speak Out Safely" to the title of the Policy in support of the Nursing Times, Speak out Safely (SOS) Campaign. This was 
presented to the Board in December 2013 and has been supported by the creation of SOS Steering Group which includes designated 
officers from the Board and the Staff Side Chair & lead Royal College of Nursing (RCN) representative. This group meets quarterly with 
the Director of HR & OD & Director of Nursing & Quality being the executive leads. 

Support for Managers & Staff 
We provide a range of support and platforms to raise concerns. However, we recognise that there is more work that we need to undertake 
to support our managers and staff in signposting the different methods for raising concerns. In addition, we are adding further mechanisms 
to support all members of staff in raising concerns, with a monitored internal confidential answer-phone service, a monitored confidential & 
dedicated email address and raised awareness of the access to the national Whistleblowing helpline. 

Communication & Staff Engagement 
Whilst the SOS process and policy is regularly communicated, it is acknowledged that we need to raise the profile further across all staff 
groups, particularly Medical staff, Bank & Agency Staff and our volunteers. A communication campaign to support the additional 
mechanisms that are available to raise concerns will be taking place in Quarter 4 2015/16, which will include the key findings in relation to 
the level and type of concerns raised. 

Continual Review & Assessment 
A comprehensive database has been established and updated on real time to log all concerns raised. This is supported by a newly 
developed triage process for all concerns, so that they are reviewed promptly by the SOS Steering group. We have appointed 8 
designated officers from the Board and from a staffing perspective and the Steering group comprises of a number of the officers who meet 
on a quarterly basis to review the position and arrangements. The policy is in the process of being reviewed in line with the national 
consultation and policies, incorporating learnings from the concerns raised. Further review via the internal audit process will be explored. 
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