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Countess of Chester Hospital m

NHS Foundation Trust

MEETING OF THE BOARD OF DIRECTORS
TUESDAY, 2"° FEBRUARY 2015 AT 1.15PM

LECTURE HALL

AGENDA
FORMAL BUSINESS
1. Welcome and Apologies Chairman
2. Declarations of Interest Chairman
3. To receive and approve the Board of Directors minutes of meeting Chairman

held on 14" 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.

13.

14.

15.

16.

17.

18.

To receive the Q3 letter to Monitor
(To follow, post submission)

To receive the minutes of the Quality, Safety and Patient Experience
Committee 16™ November 2015 and 14" December 2015

To receive the minutes of the People and Organisational
Development Committee — 24" November 2015

To receive the minutes of the Audit Committee — 19" October 2015

To receive the minutes of the Charitable Funds Committee — 27
October 2015

To receive Corporate Infection Prevention and Control Assurance —
Quarterly Report (retrospective report based upon August 2015
quarterly data update)

Date and Time of Next Meeting:

Board of Directors Meeting
Tuesday g™ May 2016 @ Time TBC - Training Room 3 & 4

Deputy Chief Finance
Officer

Director of Nursing and
Quality

Director of Human
Resources and
Organisational
Development

Director of Corporate and
Legal Services

Director of Corporate and
Legal Services

Director of Corporate and
Legal Services

2|Page
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Countess of Chester Hospital m

NHS Foundation Trust

BOARD OF DIRECTORS

MINUTES OF THE MEETING HELD ON MONDAY,

14™ DECEMBER 2015 at 2.15PM

BOARDROOM

Attendance
Chairman Sir D Nichol %]
Non Executive Director Mr A Higgins )
Non Executive Director Mr J Wilkie %}
Non Executive Director Mr E Oliver %}
Non Executive Director Mrs R Hopwood |
Non Executive Director Dr E McMahon ]
Chief Executive Mr T Chambers 7}
Medical Director Mr | Harvey
Chief Finance Officer Mrs D O’Neill
Director of Nursing & Quality Mrs A Kelly |
Director of Planning, Partnerships & Mr M Brandreth |
Development
Director of Human Resources and Mrs S Hodkinson %]
Organisational Development
Director of Corporate & Legal Services Mr S P Cross |
Interim Director of Operations Ms L Burnett |

In attendance:
Mrs C Raggett — Secretary to the Board

Mr | 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.

1
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B104/15 TO RECEIVE AND APPROVE THE MINUTES OF BOARD OF DIRECTORS' MEETING
HELD ON 13™-OCTOBER 2015 AND BOARD ACTION TRACKER AS AT END
NOVEMBER 2015

The Board of Directors minutes of the meeting held on 13" 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

address some of the issues.

B106/15 TO REVIEW THE INTEGRATED PERFORMANCE REPORT TO MONTH 7

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 regionally 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 full 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.

The Integrated Performance Report for Month 7 was received by the Board.

B107/15 TO RECEIVE AND APPROVE THE BOARD ASSURANCE FRAMEWORK (BAF)

Mr Chambers presented the updated Board Assurance Framework (BAF) and
outlined the following points:

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

3
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savings and to take the model hospital forward.

CR1 15/16 — Mrrs Kelly 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.

The Board of Directors approved the Board Assurance Framework.

B108/15 TO RECEIVE AND APPROVE THE COCH FIT AND PROPER PERSONS POLICY

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.

The Board of Directors approved the Trust’s Fit and Proper Persons Policy (for
Board members).
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B109/15 TO RECEIVE AN UPDATE ON NEVER EVENTS AND SERIOUS UNTOWARD
INCIDENTS

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.

STRATEGIC DEVELOPMENT

B110/15 TO RECEIVE THE CHIEF EXECUTIVE’'S REPORT (VERBAL)

Mr Chambers gave an update on the following points:

e 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.

e 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.

e The Trust held its Celebration of Achievement Awards Event on 27"
November 2015 at Chester Race Course. This had been a fantastic evening
demonstrating the great work of staff.

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

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

B111/15 TO RECEIVE AN UPDATE ON GOVERNOR MATTERS

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 8" Janua ry 2016 and Governors were looking forward to the year
ahead.

FOR NOTING& RECEIPT

B112/15 TO RECEIVE THE Q2 FEEDBACK LETTER FROM MONITOR
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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 — 21% SEPTEMBER AND 19™ OCTOBER 2015

The Board received and noted the minutes of the Quality, Safety and Patient
Experience Committee — 21°" September 2015 and 19" 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 September 2015.

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

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

INQO0015531_0009



B120/15 DATE AND TIME OF NEXT MEETING

Tuesday 2nd February 2016 — 1.15pm in the Lecture Hall, Countess of Chester
Hospital.
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BOARD OF DIRECTORS ACTION LOG 2015/16

Countess of Chester Hospital m

NHS Foundation Trust

Meeting | Minute | Issue Action Update Responsibility | Target
Date Ref: Date
14.10.15 To receive feedback following the root cause analysis lan Harvey TBC
of the 2 MRSA cases in August 2015
14.10.15 To receive details of the review of spend on furniture | Mr Cross to gather information as part of the Stephen Cross March 2016
and computer equipment non-pay work.
14.10.15 To receive an update on the Culture Work at the Sue Hodkinson March 2016
Trust with particular focus on communication
14.12.15 To receive the Informatics Strategy for approval Mark Brandreth March 2016
Action has slipped
Action is not yet complete but on track
Action complete
* Moved with agreement
1|Page

BOD AL (CER) January 2016
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Countess of Chester Hospital m

NHS Foundation Trust

Integrated Board Report - December 2015

Contents

Metrics by CQC domain: Page number:
Safe 2-4

Effective 5

Caring 6

Responsive 7-9

Well led 10-14

Exception reports:

eDischarge 15
Safeguarding training 16
Falls with harm 17
Diagnostic waits 18
RTT incomplete patients 19
A&E 4 hour standard 20
Normalised Net Surplus/Deficit 21
CRS 22
Sickness absence 23
Mandatory training 24
Staff with completed appraisal 25
Turnover 26
Variable pay 27
Appendices:

Safe staffing 28-30
Cancer Assurance Report 31-33
Changes to report 34-35

Page | 1
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Are we
safe?

Countess of Chester Hospital m

NHS Foundation Trust

Board Assurance metrics
December 2015

BAF ref:
CR1, CR2,

CR3, CR6,
CR7, CR10

Page | 2

Mortality
HSMR

Serious
Untoward
Incidents

Electronic
Discharge
for
admitted
patients

Description

Risk adjusted

mortality ratio

based on
number of
expected
deaths.
National
published
figure from
HSCIC.

Ratio is the
number of
observed
deaths divided
by predicted
deaths. HSMR
looks at
diagnoses
which most
commonly
result in death

Level 2
severe harm
ordeath to
patient.
Never events
are serious
largely
preventable

patient safety
incidents

90% of
electronic
discharges for
admitted pts
should be
sent within

24 hrs, 95%
within 48 hrs
and all within
2 weeks

Current position/comments

Trend

This measure does not take into account
palliative care codes. It provides a

complete picture of hospital deaths and
includes deaths within 30 days of discharge |3
showing whether the Trust is within the 2
expected range when compared to the
quarterly rebased national baseline.

SHMI should not be trended nor directly
compared to previous months due to the
national data being rebased everytime.

1.20 -1.09 1.09 1.12 108 111 11

SRRRERR!

0.80

0.70 A

0.60 -

0.50 T T T T T T T T
R ERE

This measure is based on specific diagnosis
groups that account for approx 80% of our
inpatients. A ratio of greater than 100
means more deaths occured then
expected, while a ratio of less than 100
suggests fewer deaths occured than
expected.

Ratio

Sep-14
Oct-14
Nov-14
Dec-14
Jan-15
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May-15
Jun-15

Jul-15
Aug-15

~weekend e weekday

Sep-15

Oct-15

In monththere were five level 1 and one
level 2 incidents.

No ofincidents.

Performance for the month of December
reduced further below target. See
exception report on page 15
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Target

As expected -
Blue

Above
expected - Red

Below
expected -
Green

As expected -
Blue

Above
expected - Red

Below
expected -
Green

No current
target but
any never
event
highlighted
as red in
month

90% within 24
hrs per month

95% within 48
hrs per month
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Are we
safe?

Countess of Chester Hospital m

NHS Foundation Trust

Board Assurance metrics
December 2015

BAF ref:
CR1, CR2,

CR3, CRS6,
CRZ7, CR10

Page | 3

Safety
Thermometer

Description

Number of
cases of
hospital
acquired MRSA
bacteraemia
(meticillin-

resistant
staphylococcus
aureusis)

Number of
cases of
Clostridium
Difficile

Based on
ward based
hand
hygiene
audits. Each

ward is
required to
submit two
audits each
month

Toolto
survey a
shapshot of
harm free
patient care.
Includes
pressure
ulcers, falls,
catheters,
UTIs and VTE

Current position/comments

The target for MRSA is zero cases within
the year and there were no cases in
month.

A maximum of 24 cases has been set for

2015/16 and we have had 21 cases for the

year to date. There were 3 cases reported
in month. Out of 10 cases where the
review is now complete for the year to
date, four have demonstrated a lapse in
care and lessons learned identified.

Performance has continued to achieve since
February 2015.

There was an improvement in the overall
score, and although marginally under the
95% target at 94.7%, this is above the
national average so an exception report

has not been provided for this month.
For the patients where a new harm has
occured during the patient stay within
the Trust, this percentage is 97.4% of
patients surveyed who have had harm
free care.

Trend
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Target
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for the year

24 maximum
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95% each
month

Compare to
National
average

Above
average
- Green

Below
average - red

INQO0015531_0014



Are we
safe?

Countess of Chester Hospital m

NHS Foundation Trust

- BAF ref:
Board Assurance metrics | cri cra,

CR3, CRE6,
December 2015 Pk st

Page | 4

Safe
Staffing

Inpatient
Falls with
harm

Description Current position/comments

Actual Safe staffing remains above the internal
staffing 95% target. See pages 28-30 for
compared to detailed safe staffing report

planned for

registered

nurses/

midwives and

care staff

Number of Due to legislative changes in relation to
Deprivation DolLS in March 2014 our practice and
of Liberty criteria for applications in relation to
applications these legal applications has substantially
requested altered thus leading to increases in the
during the numbers required. There is a dip
quarter compared to the same quarter last year.
Further education is taking place.

aorlevelz There is a steady improvement overall.
The figures have shown a significant
improvement particularly in the adult
to be split by training. The Director of Nursing &
training for Quality continues to personally focuson
attang those who are non-compliant. Exception
Children report is provided on page 16.

training
undertaken

Inpatient falls There was one fall reported with

with moderate or above harm for the month
moderate or of December. Please see exception
above harm reporton 17.

Trend Target

>95% per
month

N % staff planned/actual — e==target

70
60
50
40
30
20
10
0

No target for
this measure
but it is
considered
best practice
for this
measure to
be reported
@2 ® @ a @ at Board

B Requested ™ Authorised level

No of patients

>80% in
month

s Adult W Children == Target

Any falls
with harm -
red

No offalls

Target is
zero cases in
month

E]

M falls with harm
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Are we
effective?

Countess of Chester Hospital m

NHS Foundation Trust

BAF ref:

Board Assurance metrics

Page | 5

Acute
Kidney
Injury

Description

Western
Cheshire CCG
Stroke patients
who spend at
least 90% of

their time in
hospital on a
stroke unit .

National
CQUIN.

Random
sample audit
per month on
2 parts.

National
CQUIN.

CQuUIN will be
awarded if
improvement
from baseline
is
demonstrated

National

CQUIN. % of
patients aged

75 or above
asked case

finding
question
within 72
hours of
admission

Current position/comments

Data source changed in October, 90% now
calculated using SNNAP data. Target
continues to be achieved.

Part 1 - If identified as a sepsis patient were
they screened following local protocol?

Only 1 patient identified in sample for Apr and
they were screened. May and June = O pts
were caught in sample with sepsis

Part 2 - If a patient identified as 'Red Flag' or
'Severe' sepsis did they receive IV antibiotics
within 1 hr of arrival. The Q3 position will be
available on the January report.

We have reviewed and set up a systemto
do a quality check of the data which has
led to some changes. The revised data is
now shown. In January we will be
agreeing with our commissioners a stretch
target based on these samplet numbers.

There is a continued achievement of this
target.

CR3, CR7,
December 2015 ER10
13 month rolling trend Target
100% >80% per
o /\/\/\Q‘ —
80% \v
70%
60% +—r————T—T————"—T—T————
39 898838380a8984Y
: o N
Sy58:3552558%84
s % achieved —target
100% CQuIN will be
awarded if
80% improvement
from baseline,
Q1, (or
60% maintained if
100%) is
40% demonstrated
Q2 Q3 Q4
M Partl MPart2
100% b
Target to be
90% agreed
80%
70%
60% /\
50% +——r——————————— 17—
wn wn wn n wn wn =1 -1 -3 w
o 09 2 2 8 38 3 2 8 32

e Sample score

_/_/\/V

Jan-15

Dec-14
Feb-15
Mar-15
Apr-15
May-15
Jun-15
Jul-15
Aug-15
Sep-15
Oct-15
Nov-15
Dec-15

% achieved =——=target

INQ0015531_0016



Are we
caring?

Countess of Chester Hospital m

NHS Foundation Trust

Board Assurance metrics
December 2015

BAF ref:
CR1, CR4,

CR6, CR7,
CR10

Friends &
Family - %
likely to
recommend

Friends &
Family
response
rate

Mixed Sex
accommodation

breaches

Page | 6

Description Current position/comments

Performance was met for A&E and
inpatients. No forms were received for

Would patients
recommend
service to
friends &
family.
Introduced in
2013 for
Inpatients, A&E
and maternity.

maternity so this measure could not be
monitored for this area.

Number of
responses
received for
IP, A&E and
maternity
comparedto
eligible
patients

The Trust has secured a new provider
from December 2015. There will be a
real focus on outpatients to improve
the response rate using text messages
from January 2016. The Trust has an
action plan to improve the overall
response rate by the end of the
financial year. Therefore at this stage
an exception report has not been
provided.

Monthly Trust
complaints
and formal
thank you

In December 2015 the Trust received 17
new formal complaints. 88% of all
complaints were responded to within the
timescales. The Chief Executives office
received eight formal thank you letters
for the month of December.

letters
received by
the Trust

There were no breaches to the standard
within the month of December.

Number of
breaches to
the mixed sex
accommodati
-on standard
for non

clinical
reasons

Trend

Target

100%
95%
90%
85%
80%
75%
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90% for
maternity
and
Inpatients.
80% for
AB&E

>15% per
month

Complaints
to be within
expected
control
limits

Zero cases
per month
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Are we
responsive?

Countess of Chester Hospital m

NHS Foundation Trust

Board Assurance metrics

BAF ref:
CR3, CR5,

CR6, CR7,
CRS8, CR9,

Diagnostic
6 week
standard

Cancer
62 day
standard

Cancer
31 day
standard

Cancer 2
week

standard

Page | 7

Description

Diagnostic tests
to be carried

out within 6
weeks of

request being

Current position/comments

December. See page 18 for
exception report.

received. This is

measured on
the National
DMO1 return.

First
treatment for
cancer within
62 days of
urgent
referral
through GP 2
week referral
route. 85%
threshold

Patients
receiving first
definitive
treatment
within 1
month of
cancer
diagnosis.
The threshold
is 96%.

Patients
referred from
GP with
suspected
cancer should
have their
first
appointment
within 14
calendar days

The position is under target for
December. Further information on the
current position can be seen in
appendix 2.

The 31 day standard continues to
achieve.

Performance against this standard
continues to be achieved.

Diagnostics failed the 99% target in (244

December 2015
CR10
13 month rolling trend Target
=\ 99% per
98% month
96%
94%
92%
90%
S EHOag9gna3049ny
O L 2L LR L ws g oo
88225332388 ¢:8
% achieved ==—target
100% 85% per
95% o
20% Quarter
85%
80%
75%
70%
65%
60% +—————T——————T————

Jan-15
ar-15
r-15
Jun-15
Jul-15
Aug-15
Sep-15
Oct-15

n
-
o

o
i

Dec-14

<

May-15

% achieved =====t3rget

—/_\—\/W_ 96% per
Quarter

Jan-15 :
Feb-15
Mar-15 |
Apr-15 |
May-15 ]
Jun-15 ]
Jul-15 |
Aug-15 ]
Sep-15 |
Oct-15 |
Nov-15 |
Dec-15 |

% achieved ==—=target

93% per

\/\/\/ Quarter

Jan-15
Feb-15
Apr-15
May-15
Jun-15
Jul-15
Aug-15
Sep-15
Oct-15
Nov-15

% achieved =====target
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Are we Board Assurance metrics

Countess of Chester Hospital m

beds

Urgent
cancellations

Urgent
cancellations
for second or
subsequent
time for non
clinical
reasons

Percentage of

note this does not include patients
cancelled due to no Critical Care bed
which is being tracked separately.

There were no urgent cancellations for
the second or subsequent time in the
month of December.

RTT incomplete performance remained

responsive? NHS Foundation Trust December 2015
Description Current position/comments Trend Target
Hospital There were 45 cancellations of patients 200 Internal target
cancellations due to no beds in December. The 2 150 based on
due to no beds increase in cancellations relate to the k5 2012/13 levels
) increase in acute pressures detailed in ::} 100
Csnce”at'on the exception report on page 20. Please 2
ue tono =z 50

-
<

——target —@—2015/16

>
[
=

c
S5
2

E]

oo 8 2 0 c
8538653
a »nw O z Ao > w

]
=

Apr-15
May-15

Jun-15

Jul-15
Aug-15

Zero cases
per month

Sep-15
Oct-15
Nov-15
Dec-15
Jan-16
Feb-16
Mar-16

92% per
incomplete as forecasted below the target in montﬁ
pathways for December. The Trust also has reported
English 11 patients who have waited over 52 _v%

incoﬂglete patients weeks. Exception Report on page 19.
pathways within 18
e W s nnn 0 me e e 0 e,
i $EBEREEIRREES
% achieved ==——=target

Readmission
rate

Number of
emergency
readmissions
within 28 days.
Excludes

patients with
diagnosis of

cancer,
nephrology,
obstetrics

This is currently reported two months

behind to allow for the readmissions and
subsequent coding

18%
16%
14%

12%

10% -+

WA~

No target
agreed

D RN - 4
& & FE S EF

©
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Are we
responsive?

Countess of Chester Hospital m

NHS Foundation Trust

Board Assurance metrics
December 2015

BAF ref:
CR3, CR5,
CR6, CR7,

CR8, CR9,
CR10

Page | 9

Ambulance
handover
delays

Medically
optimised
patients

Number of
Intermediate
care beds

Description

Maximum wait

time of 4 hours

in A&E from
arrival to
admission,
transfer or
discharge.
Target of 95%.

NWAS
Ambulance
handovers -
number over
30 minutes

Number of
days within
the month
where there
are medically
optimised
patients

within acute
beds

Number of
intermediate
care beds
openin use in
the
Community

Current position/comments

Performance was under performance in
December. Exception report on page 20

Latest data avialable is for November
2015 which has seen an increase in
ambulances waiting over 30 minutes.
Details on the reasons are included
within the exception report on page 20

The Trust continues to have a high
number of medically optimised patients.
See A&E exception report on page 20

There are currently 16 beds in use on
Emerald Ward. There are delays to
patients waiting over 21 days due to
availability of social care packages and
placements. There were no beds open at
Sutton Beeches as it is currently closed
to admissions. Two beds in use at
Crawfords Walk.

13 month rolling trend

Target

>95% per

S N W N N N N NN NN N W
Sy g o s NS g S
9 €9 5 5 >c 35 wofg 9
B38225532328:%8%
Zero cases
22908809988y
= = £ w o B - T
2L z2228828=s¢ 32
B >30 mins M >60 mins

Days withinmth

R
538%
B Over 80 1 61~

May-15

o

Jun-15

R
R
g »w O =z o
41-60 ™ Under 40

Less than 40
medically
optimised
patients
within acute
beds each

day (target
agreed with
CCG)

Beds open

Aug-15 Sep-15 Oct-15 Nov-15 Dec-15

B Emerald
¥ Tarvin Court

B Sutton Beeches
B Crawfords Walk

No target
agreed
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BAF ref:

1 CR3, CR5,
Are we Countess of Chester Hospital I:'Z:B Board Assurance metrics CR6, CR7,
well led? NHS Foundatio':Trust December 2015 CR8, CR9,

Description Current position/comments

Monitor's Following a change to Monitor's Risk 5 A score of 2 each
(independent Assessment Framework (RAF), we are o4 month (NB: this
regulator) currently at a level one for Capital Service ESE is restated from
Financial measure of Capacity Ratio and the I&E Margin rating a2 3 following the
Sustainability financial risk resulting in an overall score of 2. 1 changes to the
Risk Rating 0 RAF)
LR
EEREREREREE
wm ActUa| = Plan
Net income Planned deficit YTD is £7.722m, the actual £0.0m
and deficit is £7.726m resulting in an adverse -£2.0m
expenditure performance of £4k. This represents a 'ég-g"‘
Normalised after favourable movement of £44k. The CRS :fs'om
net adjusting for schemes are below plan by £457k at M9. £10.0m
surplus/ hosted Pressures continue within Medical and £12.0m o N
deficit services and  Nursing pay including agency spend as 3984949999349 %¢%
impairments well as drugs. Howeverthey are mostly €3 3> 2 80 24 =s ¢ 2
mitigated by over achievement of income
to date. Exception report on page 21. =Planned —#—Actual
Forecast net At this stage of the year, we are still £0.0m
income and planning to deliver the £10.5m deficit -£2.0m
expenditure plan. Action plans are in place to mitigate 'gg-gm
Forecast after known financial risks and in addition there _£8'0$
Normalised adjusting for  are sufficient levels of contingency within _£10.0m
net hosted reserves to mitigate the current financial £12.0m
surplus/ services and  pressures and risks being experienced. i :.;' 2 2 é‘ﬂ il g 2 g 2 g ﬁ
impairments <z 57 2w 0 =20 % w2
= Planned =®=Actual Forecast

Planning Medical Pay is currently overspent by £500,000

improvements  £1,009k, due to agency costs in excess of Riniudy Agency, spend
in productivity  those anticipated. Agency medical £300,000 capped at 3% of
and efficiency expenditure YTD is £2,962k (9% of the

For Nursing

£200,000
total medical spend). Nursing Pay is £100,000

total trained
nursing spend

Agency
spend

currently £614k overspent, howeverthis £0 from Q3.
is largely offset by additional PbR income. 9299393939938
Agency nursing expenditure YTD is £267k Espeggss5z Z883s¢g
(0.9% of total trained nursing spend).
==Medical Agency ====Nursing Agency

Page | 10
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BAF ref:
Are we Countess of Chester Hospital m Board Assurance metrics g:: g:?
well led? NHS Foundation Trust December 2015 CRS, CR9,
Description Current position/comments
Cash on The closing cash balance at the end of
deposit <3 December was £33m which is £13m above FE
month plan. This is due primarily to the receipt of
deposit the £11m monthly payment on account
from West Cheshire CCG. The positive
impact of £4m slippage on capital is offset O o B B SO S B S B T S
by trade debtors which are currently £3m § > 3 % &8 3 85 25
over plan, as detailed below. <z ° <99 =z 60 5wz
=@= ACtUa| s Plan === Forecast - Actual (Prior Year)
Debtor Days:  Debtors has stabilised this month, 15 No target
Trade remaining £3m higher than plan primarily &
Debtors due to: e
divides by - continued over-performance against T
Debtor income x 365 contract; billed quarterly in arrears, 2
Days creating a short term increase in debtors; 0
- other amounts in dispute, including S e -
£0.7m transitional funding; s E5855322588¢%¢%
- amounts due from host CCG relating to
prior year. s Actual === Actual (Prior Year)

Capital Capital expenditure is £4m behind plan,
expenditure due to the PACS refresh not being
performance completed, spend on replacement
Capital against plan / medical equipment being slower than
E - forecast out- expected, and backlog maintenance being o
xpenditure ) b
turn behind plan. e e o e e e e e e -
The forecast capital spend for2015/16 T LTI ; g T 9 97
has been revised from £11m to just over < 2 2 = 2 282 4532 2
£8m as a result of projects not yet
started being deferred into 2016/17. == Actual ====Plan Forecast == Actual (Prior Year)

Page | 11
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Are we
well led?

BAF ref:

Countess of Chester Hospital m Board Assurance metrics ORG. R,

CR6, CR7,
NHS Foundation Trust December 2015 CR8, CR9,

Description

Planning
improvements
in productivity
and efficiency

Planning

improvements

in productivity
RS and efficiency

Recurrently

YTD Contract
performance
against Trust
Contract Planned activity
performance (English &
Activity Welsh)

YTD Contract

performance

against Trust
Contract Planned Value

performance (English &
Financial Value Welsh)

Page | 12

Current position/comments

Against the £6m annual efficiency target
as at M9, £4,532k (76%) has been
achieved. Outstanding schemes
identified as either Green or Amber total
£476k (8%).Red or Black rated
schemes (higher risk) total £2,334k,

No deviation
from plan

|

partly reduced by investment slippage to
£992k (16%). As at M9 the CRS under
achievement results in a £457k adverse
variance.

Recurrently £2,484k (41%)in CRS
savings have been achieved with £1,552k
(26%) identified as either Green or Amber
rated schemes and £1,964k (33%) Red or
Black rated schemes. Please note detail in
the Exception Report on page 22.

< N N N N N N N N W N N N

R -

O c o L L > ¢ 5 wo g o2 0

O © S o © -1 o o

a8 &<z 3 & 0 2 &
No deviation
from plan

T ——— T

< 1NN N N 1 N N N N N W NN

Lo B B e B T B B T B T I B |

T T T T LTTLETTTG

3 58 8 5 353 %% 833

a S oz <3 = L wn O =z o

Numbers continue to be above the 200,000
internal plan on non-elective activity and 120,900
ARE attendances. The anticipated 100,000
reduction in antenatal and maternity 56,000
activity has not materialised resulting in a o
favourable variance.

However, activity numbers are below plan

on daycase and outpatient activity.

Actual Activity
should be
greater than
Planned activity

i

oP

Elective IP
Non elec IP
(inc A&E)
Day cases
Maternity
Bookings

M Actual M Planned

At the end of month nine the income 50,000,000

25 e : 40,000,000
position is £1,961kabove the internal 30,000,000
plan year to date as follows: - 20,000,000

Elective IP -£31k 10,000,000

Non-Elective IP +£1,533k
Daycase -£785k
Outpatients -£484k
Maternity +£671k
Non PBR +£1,057k

Actual Value
should be
greater than
0 Planned Value
”
£ ° 2 235 5
2 5 é g8 2

M Actual (E000s) ™ Planned (£000s)
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Are we
well led?

Countess of Chester Hospital m

NHS Foundation Trust

Board Assurance metrics
December 2015

BAF ref:
CR3, CR4,

CR6, CR7,
CR11

Page | 13

Staff with
completed
appraisal

Description

% sickness
absence.
Monthly rate
excludes
Comfort zone

and Bank
staff

Mandatory
Training
Monthly Rate
Excludes

Comfort
Zone, Bank
Staff, Staff on
long term sick
& mat. leave.

Appraisal
Monthly Rate
Exclusions as
above and
also excludes
staff with less
than 1 years
service.

Turnover
Rate

Based on the
previous 12
months and
on permanent
staff only.
Rate should
be under the

Current position/comments

Trust wide attendance management
levels increased in December to 4.25
from the November figure of 3.92%.
This was an improvement based upon
the December 2014 level 0f 4.67%. The
rolling 12 month average reduced
marginally to 4.06%. There was a
reduction in short term absences at
2.09%, with long term absences
increasing to 2.16%.

Compliance with Mandatory Training
position, pleasingly, increased again
this month.Current compliance rate of
91.9%, exceeds the CQC target (76%)
but is below the Trust target (95%).
When taking into accountthose
already booked to attend, the Trust is
still just below the 95% Trust target.
Exception report provided on page XX.

Compliance with Appraisal position
dipped this month which was expected
due a combination of high demands on
the Trust and leave. The level of
appraisal compliance decreased , with us
achieving 87.1% in December. This still
exceeds the CQC target (84 %) but
remains below the Trust target (95%).
Exception report provided on page XX.

Turnover is marginally above target at
10.27%.This is a slight increase onthe
previous month which was 10.02% and
an exception report as been provided.

13 month rolling trend

i T

A I BT R T T T W T ST, ST WY
T T AT B AP
9 c g 5 5 >c35 wagfg B Y
O 8 O &8 S @ 5 3 3 O o o
o - uw > <35 S  »w O =z o
— 0% sickness absence Trust target

— NN
e Locolind & Mand Tren Targes 95%

AT I BT WY, ST, Y N BT, ST BT T, ST
R B VI S TS
8 5B 8575398838
a - w3z s S a »n O =z A
=% turnover ====Trust target

Target

Below 3.65% per
month

95% per month

The CQC target
is 76% (the
CQC take the
results from
the Staff
Survey)

Above 95% per
month

The CQC target
is 84% (the
CQC take the
results from the
Staff Survey)

Below 10%
per month
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Are we
well led?

Countess of Chester Hospital m

NHS Foundation Trust

Board Assurance metrics
December 2015
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VENERIE
pay

Description

Reducing and
controlling
variable pay
spend
(including
overtime,
agency,
additional
clinical
activity)

Current position/comments

Breakdown by type by month

Target

Whilst the overall value of variable pay
spend reduced month on month, the
level of medical agency spend remains
high. Total variable pay spend in
month 7 was £1.081m (8% of the total

E600

pay budget). Further investigation of
the data has identified an additional data
set related additional clinical payments

in radiology, which has been added to e ARSIV G At WA
the data reviewed on a monthly basis. G e o

Variable Pay Expenditure 20152016

m

At

May  lun

it

ANg Sep Ot Now  Der
s AR Uiial Chzicad Paymerty
e ]

ek Expurad ture

£1.1mto be
delivered
through variable
pay savings.
£4.5mto be

delivered
through pay
related CRS
schemes.
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EXCEPTION REPORT

Indicator: eDischarge

Issue:

Historic data:

The compliance rate reduced in December due to the increased acute pressures seen
on site.

100%

95% -

90% -

Proposed actions:
Divisions to discuss at Divisional Boards and provide action plan as to how to sustain

achievement of this target inparticular focussing on specilaties of under performance.
Progress to be monitored through the Trusts Quality and Safety Executive

Committee. 300/6 -

% complinace

85% -

= ) W U o oWy oW Wowy owy W
S B B B B B S B
mgﬁmnmgagguom
O = o =F O 5 5 < v O =z o

s 24 hrs w48 hrs

target

Forecast for improvement:
Ql Q2 Q3

Lead:
Executive Lead:

Page | 15
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EXCEPTION REPORT

Indicator: Safeguarding training

Issue:

The Trust must maintain at least 80% compliance with groups 1,2,3 and 4
safeguarding children training, the current exception is group 2 which is below the
required level of compliance.

Proposed actions:

The actions are continuing with demonstrated improvement and will continue to be
closely monitored

Children:

Group 2 staff must complete their training by completing the level 2 Safeguarding
Children (secondary care) eLearning module. Training has to be completed every 3
years. Our ongoing action plan has included a monthly report from HR regarding
compliance and subsequent briefings to staff regarding the need to complete their
training. In addition some face to face group 2 training sessions have taken place. We
have designed a written information pack. The CoCH Safeguarding Strategy Board is
overseeing this action plan. We are confident that we willimprove compliance.
Adults:

The actions identified below have resulted in a steady increase in compliance and will
continue. =

Review of Prevent TNA to focus WRAP on those most in need building on TNAs
from other health agencies

Inclusion of Prevent Brief in Safeguarding Adult training for those not captured at
induction

Direct contact to all teams within CoCH to flag non-compliance with adult
safeguarding training and direct to training materials

Direct contact will be reviewed after a quarter and those teams still not compliant

- Adjustments are being made to Mandatory training to trial Safeguarding Adult
sessions in workshop format

- An internal internet based MCA and DolLS session with in house video examples is to
be built to make MCA and DoLS more accessible to Clinical staff .

Forecast for improvement:
Ql Q2 Q3

Page | 16

Historic data:

100%
80%
60%
40%
20%

u Ly
L T
& S
E —_—
s Adult

Jul-15
Aug-15
Sep-15
Oct-15
Nov-15
Dec-15

B Children e==——Target

Lead:

Executive Lead:

Sian Williams, Deputy Director of Nursing & Quality
Alison Kelly, Director of Nursing & Quality
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EXCEPTION REPORT

Indicator: Falls with harm

Issue: Historic data:

One inpatient fall with harm in December which is under review.
i
= 6
“ 4
Proposed actions: g 4 _ 3 3 3
The Deputy Director of Nursing is monitoring the ongoing actions. Work is being =
carried out across the Trust to reduce harm from falls.
Any fall with harm triggers a red and all falls will be subject to a review. Any learning 2 - 1 1 1 1
will be shared. The policy is also being reviewed in light of new guidance. 0
This is a key workstream to 'Sign up to Safety' and it continues to be a focus for
2016/17. 0 | | | | |
= == r— oo " = o =
5 853 Y2583 853 &
< = = = = a = 4o =
M falls with harm
Forecast for improvement: Lead: Sian Wiliams, Deputy Director of Nursing & Quality

Ql Q2 Q3 Q4 Executive Lead: Alison Kelly, Director of Nursing & Quality

Page | 17

INQ0015531_0028



EXCEPTION REPORT

Indicator: Diagnostic 6 week wait

Issue: Historic data:

The diagnostic 6 week standard failed the standard in December due to increases in

breaches for echocardiography, Audiology and Cystoscopy English - Number of exams > 6 weeks
Meeth End Snspsh Decid  Jan15 Feb15 M1 Aprds Meps Junis  Jub5 fugts Septs D215 Novs Dec s
Megretc Resonance Imagng 1 1 1 1 2 3 1 [ 5 8
Computed Tomograghy 3 1 1 5 7 8 10 5
Non-obsteric ulrasound 15 1 1 1 8 4
Audidlogy - Audhalogy Assess ments 1 1 6 6 2 5 ris
Cardology - echocardography 4 [ k| &1 4 84 130 9 42 82 28 54 137
Respratory physology - sleep studes
Colenoscipy 1
Flex sigmodoscopy

- Cystoscopy 2 9 1 16 1 5 7 8 4 1 9 2 29
Proposed actions: Gastroscopy 5 1
Echocardiography: Total psbents watng WL 774l 3193 3 7. 3206 3363 37200 3887 4027 4207|4285 4087

Work continues within echocardiography to reduce the number of patient breaches.
Staffing resource remains a concern and a workforce strategy meeting has taken
place to explore alternatives to support recruitment and retention. Recent vacancies
have been advertised twice without any suitable applicants. Staff continue to work
additonal hours to support the waiting times. Continue to source external teams to
provide additonal capacity and locum suport via a range of agencies. Head of
Department to explore with HR support as to how we can how we may be able to
recruit from EU and work with local Univeristies. Longer term strategy is to look at
the advancements in echocardiography and if this would support the department
Cystoscopy:

There has been a 13% increase in fast tracks over the year. 90 patients have been
outsourced to the Nuffield in December/January to manage demand, and there will
be a need to continue outsourcing whilst the scoping capacity is reviewed. There is
the potential to increase the consultant job plan by one session per week if agreed
Audiology:

Within Audiology there is a workforce issue which has resulted in reduced capacity.
The Division has been tasked to resolve this as soon as possible and an action plan is
expected

Richard Baird, Lorraine Burnett, Linda Fellowes (Divisional Directors)

Mark Brandreth, Deputy Chief Executive

Forecast for improvement:
Ql Q2 Q3 Q4
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EXCEPTION REPORT

Indicator: RTT 18 weeks incomplete patients/over 52 week waiters

Issue: Additional data: Performance by specialty - December 2015
Continued impact has been seen due to implementation of RTT refreshed guidelines.
There has been a further increase pressure on waiting lists in December due to 45 <18 wks _ Total
cancellations due to no inpatient bed being available with a high perentage of General Surgery 1817 2375, 76.51%
cancellations within Trauma and Orthopaedics. These cancellatiosn are due to the Urology — 926 1027:  90.17%)
increase in medically optomised patients occupying inpatient beds. Due to the Trauma & Orthopaedics 965 1160  83.19%
complexity of the patients waiting there is limited General Surgery and Urology Ear, Nose & Throat (ENT) 1792 1938, 92.47%
capacity available within the private sector. Other NHS Trusts have also been unable Ophthalmology 1581 1699 93.05%
to support. Consultant absence within Plastic Surgery has also reduced capacity Oral Surgery 571 615. 92.85%
further. Neurosurgery 0 0
Plastic Surgery 506 599 84.47%
Cardiothoracic Surgery 0 0
Proposed actions: General Medicine 361 361 109.00’{%-&.\
Continue to work with alternative providers to transfer suitable patients for inpatient g::;;';eol;;emlogy ;‘0; ;23 18\588":
procedure. Re-commence additional daycase lists in Jubilee Centre as capital work S
allows. Re-advertise Consultant General Surgery post in Feburuary to meet availabilty Dermat'ology 585 596 98 15L
oOftrainees. Thoracic Medicine ] 518 518, 100.00%,
Neurology [ | 0 0 )
Rheumatology 163 163 100.00%
Geriatric Medicine 137 137 100.00%
Gynaecology 733 772 94.95%
Other 1037 1064 97.46%
Total 12945 14277  90.67%
Forecast for improvement: Lead: Linda Fellowes, Divisional Director, Planned care Division

Q1 Q2 Q3 Q4 Executive Lead: Mark Brandreth, Executive Director, Operations & Planning
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Indicator: A&E 4 hour standard

Issue:

A&E performance has continued to deteriorate due to reduced availability for bed
capacity throughout December with continued escalation capacity open and
fluctuating medical outlier numbers resulting in a high number of inpatient elective
cancellations.

Proposed actions:
There continues to be staffing issues across medical and nursing within the

Emergency Department which is being managed. The nursing staff are reviewed
daily, and junior doctors are reviewed on a weekly basis and the department is
always looking for other alternatives for staffing models. The overall attendances
have decreased however our breaches in comparison have increased due to the
lower rate of discharges. The medically optimised number continues to be above 70
throughout December with delays for packages of care, placements into care homes
and latterly loss of capacity in community. Daily escalation both telephone and face
to face and weekly operational systems resilience meetings continue to identify key
actions and support the position. A detailed plan for additonal activity during the
Christmas & New Year period was prepared and distributed to all teams

Forecast for improvement:

Ql Q2 Qa3 Q4
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Historic data:

Mumber of Medically Optimised

Tue 0l Dec Tued8 Dec Tue l5 Dec Tue 22 Dec  Tue 29 Dec

Medically Optimised

% of patients attending ASE who are seen within 4 hour target
(includes Urgent Care Unit)

o0

‘\/"N

Dec lan Feb  Mar Ap May  Jun il Aug  Sep Oct Nov  Dec

= ARE 4 hour wait {inc UCC) Target - ARE 4 hour wait (inc UCC)

Lead: Lorraine Burnett, Divisional Director, Urgent care Division

Mark Brandreth, Deputy Chief Executive

Executive Lead:
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EXCEPTION REPORT COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST
Indicator: Normalised Net Surplus / Deficit FINANCIAL PERFORMANCE AS AT 31ST DECEMBER 2015
KEY VARIANCES
Issue: In Month YTD
At the end of month 9, the financial position is on plan (immaterial overspend against £000s £000s
plan of £4k). There has been a favourable in month movement of £44k. PAY
Pay: Nursing 140 614
Additional costs have been incurred to deliver the additional activity and Medical 74 1,009
consequently income experienced above plan. This has resulted in budetary Admiin & Clerical (48) (145)
overspe_nds relating to Medin?al and‘ Nursing pay alsq due‘tg rota gaps, sickness, PTA/PTB 3 (76)
maternity cover and vacancies which has resulted in additional bank and agency Other 13 (98)
;Xpe”d't‘fre' PBR notional funding (111) (797)
SIlEEhE __ , TOTAL PAY 7 507
There are activity related pressures resulting in overspends predominantly on Drugs NONDAY
of £474k and Medical & Surgical equipment of £179k that are not fully offset by the
x . . 5 R Drugs 86 474
notional allocation of PBR funding received for the over performance on activity. . .
CRS: Med & Surgical Equipment (6) 179
CRS underachievement accounts for £457k of the variance. Patientippliances (12 b
Exception report is available on page 24. Laundry & Cleaning Equipment 19 56
Income: Outsourcing 5 54
Income is significantly over plan, primarily in relation to non elective activity and Equipment Hire Y 29
maternity, which is offsetting the additonal costs incurred to deliver the additional Furniture & Office Equipment 7 3
activity reducing the overall deficit. Computer Hardware & Software 21 47
Forecast: Other (inc Lab Equip & Consumables £116k, Building 86 366
At this stage in the financial year, we are still planning to deliver the £10.5m deficit PBR notional funding 19 (286)
plan, actions are in place to mitigate financial risks and are sufficient levels of TOTALNON PAY 225 1,006
contingency within reserves to mitigate the current level of financial pressure. CRS (33) 457
INCOME (307) (1,966)
GRAND TOTAL (44) 4

Proposed actions:

Further progress on developing and working up key milestones and savings for the
CRS schemes that have been identified in conjunction with the PMO to ensure
delivery on track.

Executive leads have been identified to review and reduce variable pay and non pay.

Forecast for improvement:
Ql Q2 Q3 Q4
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EXCEPTION REPORT

Indicator: CRS in Year & Recurrently

2015/16 EFFICIENCY PROGRAMME PERFORMANCE AS AT DECEMBER 15

Issue:
The CRS has not been delivered as planned as at manth 9. This is primarily due to a
shortfall in the number of schemes identified resulting in a under delivery to date.
There has also been some slippage in the start dates of some schemes. The target 2015/16 In Year
delivery profile is based on historical delivery trend resulting in a target as at month 9 Division / Department CRS Target LLIBTEL]  Outstanding Amber Pipeline
of £4,124k. The amount achieved is £3,667k resulting in underachievement of Planned Care £ 2,200,000 |53 CELIEDN £ 1,245,364 £ 83,550 931,436
£457k at the end of month 9. Currently there is a risk in year of non delivery of Urgent Care £ 2,200,000 |52 (EERERH £ 1,084,868 £ 56,691 805,993
£2.3m of the Efficiency Plan (relating to Red & Black schemes). This reduces to £1m D&P £ 580,000 |4 cPO0G £ 253,944 £ 11,000
when slippage from planned investments is used to offset. Please see action plan Estates & Facilities £ 520,000 | 4 371,181 3 148,819 £ -
below. Nurse Mgmt £ 36,000 = 36,000 [ [ £ -
The table shown represents a forecast of the full year effect of CRS schemes. Medical Photography £ 3,000 |2 3,000 [ £ -
Comms & Engagement £ 3,000 |2 EXOON £ £ -
Corporate Clinical £ 8,000 |3 8,254 &3 £ -
IM&T £ 200,000 |2 162,959 i -
HR £ 107,000 |4 84,952 |4 £ -
e Trust Administration £ 28,000 13 9,500 [§4 £ 6388
The organisation is currently working with DoH and Lord Carter in relation to support :::‘Z"ce i ;g’gg ﬁ zg'ﬁz i i
for further efficiency savings opportunities. Initial feedback has now been received = 2
and we are reviewing the potiential savings identified. To support this, the Trust now Procuremeint £ 40,000 g 40,000 B2 - & .
has in post an executive lead for Model Hospital. A number of workstreams have Central £ 1,341,812 RN £ - £
been identified and the detail of which are currently being worked up by executive TOTAL £ 6,000,000 g8 4,531,511 AL £ 157,629 204350 £
leads. All non-recurrent savings 76% 2% 3% 3%

are currently under review to assess the potential for these savings to be made on a
recurrent basis.

The Director of HR is leading a group tasked with reviewing all aspects of variable pay
for the Trust, to include additional clinical sessions paid, overtime, outsourcing etc.
The Director of Carporate Affairs & Legal Services, is leading a group tasked with
reviewing all aspects of non pay expenditure for the Trust, to include drugs, furniture
& computers, maintenance etc.

2015/16 EFFICIENCY PROGRAMME PERFORMANCE AS AT DECEMBER 15

RECURRENT

The Divisions / Departments report monthly at the CRS Working Group on progress 2015/16
against green, amber and red rated schemes and pipeline work. Recurrent CRS
The PPD department is ensuring all PIDS are completed and key milestones delivered. Division / Department Target LUIGTEEE] Outstanding Pipeline
The High Quality Care Costs Less (HQCCL) work streams are also focusing on Planned Care £ 2,200,000 [FSZEAZZH £ 1,550,456 208,545
delivery of the recurrent CRS. Urgent Care £ 2,200,000 [¥3 AERECAA £ 1,488,603 638,410
D&P £ 580,000 [F3 EELECH £ 219,411 17,589
Forecast for improvement: Estates & Facilities £ 520,000 (R CORCEN £ 69,801 6,625
Q1 Q2 Q3 Q4 Nurse Mgmt £ 36,000 |54 £ 36,000 3,253
[ ] Medical Photography £ 3,000 |3 £ - :
Comms & Engagement £ 3,000 | £ -
Corporate Clinical £ 8,000 |4 £ - -
IM&T £ 200,000 == £ 86,873 13,406
HR £ 107,000 |13 £ 42,500 20,500
Trust Administration £ 28000 [ 3 £ 22,500 15,112
PPD £ 20,000 |4 £ = -
Finance £ 55,000 | £ -
Procurement £ 40,000 |3 £ 7.
Central £ - £ £ - -
TOTAL £ 6,000,000 [ = £ 3,516,145 1,075,788
59% 18%

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

2015/16 In

Year CRS
IN YEAR Target UL Outstanding Amber Red Pipeline
November £ 6,000,000 [~ RLAERE £ 1,808,269 PN YRR £ 166,350 £ 917,621

December £ 6,000,000 [=30 7k PNEE] £ 1,468,480
Movement e ON-£ 339,780

PR SrAOLE £ 204,350 £ 787,3%6
£ 38,000 -£ 130,225

2015/16
LG FAchieved to
RECURRENT CRSTarget date Outstanding Amber Red Pipeline
November £ 6,000,000 |20 0L £ 3,677,971 £ 958,827 AN LTI 928,327

December £ 6,000,000 [ 13- 5 £ 3,516,145
Movement A GEeE]E 161,826

£ 884,742 WRAILN 888,262
£ 47,262 40,065
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EXCEPTION REPORT

Indicator: Monthly Sickness Absence rate

Issue:

The Trust wide absence rate increased to 4.25% which is below the position from 12
months earlier. The figure remains disappointingly above the target of 3.65%, despite
a reduction in short term absences. On investigation, long term absences have
increased in month by 24% with a 25% increase in Anxiety/Stress/Depression and
Mental Health conditions (21.09WTE), a 35% increase in Other Musculoskeletal
conditions and a 59% increase in Injury/Fractures. Short term absence reduced in
the following areas: Other musculoskeletal Conditions - 28% reduction (6.2 WTE);
Heart Conditions - 100% reduction; Genito-Urinary Conditions - 61 % reduction (2
WTE). The absence rates across the region are currently averaging 4.5%, as outlined
in the EWIN regional benchmarking data, with the Trust running at 4.06% for the last
12 months.

Proposed actions:

The Occupational Health and Well Being service have continued building upon the
wider opportunties for staff to improve their mental or physical health. Alongside the
relaxation, reflexology and stress busting sessions the introduction of Pilates to assist
with stress and weight loss clinics for the new year have commenced. A further event
is being held outside the Staff Restaurant on 15th January 2016 to encourage take
up of the recent new events offered. Management and Trade unions met on 21st
December to progress the new Attendance Management Policy and explored a new
addendum with regards to Compassionate Care leave for those with a partner or
child with a terminal illness to provide an alternaitve to sickness absence. We are
introducing additional opportunties for training managers on attendance through the
Band 6 Deputy Ward Manager development programme commencing this year.

Forecast for improvement:
Ql Q2 Q3 Q4
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Historic data:

Sickness Absence Analysis (Target: 3.65% Dec. 2014 - Dec. 2015)
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Dee Appleton-Cairns, Deputy Director of HR
Sue Hodkinson
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EXCEPTION REPORT
Indicator: Mandatory Training Completed In The Last 12 Months

Historic data:

Issue:
The level of Mandatory Training completed has improved again this month at 91.9%,
which is above the CQC target (76%) but remains below the Trust target of 95%. An 100%

Mandatory Training & Departmental Induction Compliance

additional measurement is partial compliance where staff who are non-compliant but R o e R Tl e T,
are booked onto future programmes. This is standing at 94.8%, just below the e e P
95%. Local Induction reduced slightly to 84.1% and remains below the Trust target s W——\/'/\
of 95%. This is receiving focused attention to address reducing compliance.
RO%,
FEOG | TTTTeTTTTETeTeeeeesreeeteressessrssersssesessesereresereseressersrsreresenanes
70%%
= =2 = Q = = a 0 =2 | =2 = a
X % 2 5§ ® § & = 2 ® 8 & =x

MAanaalory Tismng

LOC 30 WD0CTHON

—— LG WD & MANA TIEN Taget DS

""""" COC Target To%

Mardatony Tramng INCading Socked On From Apes 15

=S
Local Induction Table Decambar 2015

Proposed actions:
The Learning & Development team and those who participate in the Mandatory
Training programmes continue where possible to create additional capacity to ensure

i\l Table December 2015
access is open to as many staff as possible. We are closely monitoring the numbers %1 o m
of DNA's , as creating additional capacity continues to impact on our other work 2 | Human Resources \ 2| Corperate Nen - Cinical 100.0%
commitments with more details being provided next month. However we are also 3 | Eachties 3.1 faranes 100.0%
5 o B N 4 | Finance B Pecfarmance 0% 4 | Fachites 100.0%
aware of the demands being placed on our staff in terms of meeting our capacity and S | Planned Care 2.7% 5| Planmed Care 1%
demand. Detailed focus on local induction compliance continues as compliance slips © | Estates 92.5% 6 | Finance & Performance L%

f . . 7 | Diagnosis end Tharapies 90.5% 7 | Urgent Care TRU%
again. Overall perfo.rma_mce continues to be escalated_to the _D|rector of Human S [ tidmattase o ST i o
Resources & Organisational Development where continuous improvements are not 9 | Corporate Non - Climcal #9.3% 3 | Diagnass and Therapies b
being observed. Revision to the forecast for improvement has been made against Q3 38 | Corporgte Cinite S 161 Corparste Chnied L

11 | Nurse Management 81.6% 11 | Nurse M ment -
Trust target. o —— ] | S— S —
Forecast for improvement: Lead: Linda Walker, Head of Learning & Development

Q1 Q2 Q3 Q4 Executive Lead: Sue Hodkinson
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EXCEPTION REPORT
Indicator: Appraisals Completed In The Last 12 Months

Performance against the appraisal target of 95% reduced slightly to 87.1 %, which is Anaratsal Compience
above the CQC target of 84% but below the Trust target of 95%. This was not 10056
unexpected due to a combination of excessive pressures in terms of capacity and S5e
demand on our staff and leave. Sone
Where there are issues of reduced compliance, Senior Managers are alerted and Za 7.1%
urgent action plans are requested in order to bring compliance back into line. BORe
75%
7006
65%
GO% ' ' v . .
- = e o = = = = = e = = B
¥ 8% 2 B2 3 5§ 8§ = ¥ % B £ =k
Proposed actions:
Significant emphasis on the importance of appraisal completion remains within PRI, GeSe==CRARIRNAETRRREISS,  rhenmes SRR TR

Stocktake discussions. Robust monitoring will continue to take place and where
there are no signs of improvements, discussions will take place with the Director of

alnal Table Decamber 2015

HR & Organisational Development. 1] Faciies
. . . . . . . 2 | Human Resources 93.8%
This winter period is once again challenging, and we have to be mindful of the 3| COCH & WUTH Colaboration 93.3%
demands and challenges faced by our workforce. The appraisal agenda, process, 4 | sanned Care SLI
o . . - o . 5 | Finance & Performance a87.4%
quality and compliance is a key area of focus within the Model Hospital programme & | Urgent care 26.4%
under the Organisational Culture programme. Revision to the forecast for : m‘m"“ "'""':‘!'2“ :;:
improvement has been made against Q3 Trust target. s cmp;ﬁ—clmd 56.3%
10 | Corporate Clinical 41.7%
11 | Estates 39.5%
IS I A X L
Forecast for improvement: Lead: Linda Walker, Head of Learning & Development
Q1 Q2 Q3 Q4 Executive Lead: Sue Hodkinson
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EXCEPTION REPORT

Indicator: Turnover

Issue:

The turnover rate has risen slightly this month to 10.27% which is just over target.
When reviewing further, the Additional Professional and Technical Staff group
demonstrates the highest rate with 21% turnover. This is a small staff group (136
heads) so only a few leavers will provide a higher percentage. Within this group, we
have had 35 leavers in the last 12 months (4 Chaplains, 8 Pharmacists, 15 Theatre
Practitioners, 7 Technicians (5 of which are Pharmacy Technicians) and 1
Optometrist). The key reasons for members of staff leaving are child dependants
(although not significant numbers), which has increased by 83% and work life
balance with an increase of 58%.

Proposed actions:

Whilst exit interviews are now in place, further promotion to support completion is
required.

A more detailed review of the data and reasons will be provided to the January 2016
POD meeting, where monitoring will be undertaken in more detail.

Forecast for improvement:

Ql Q2 Qa3 Q4
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Historic data:

Turnover 12 Month Trust Rate (Headcount)

Division - Jan. 15 - Dec. 15
Excludes Temporary Staff

Trust Rate [Perm & Temp

Staff]

Trust Rate [Exc. Temp
Staff]

—# Linear {Trust Rate [Perm &
Temp Staff])

——a Linear (Trust Rate [Exc.
Temp Staff])

-
el

=

COCH & WUTH Collaboration

Staff Group - Jan. 15 - Dec. 15
Excludes Temporary Staff

Turnover

Corporate Clinical

Add Prof Scientific and Technic

Corporate Non Clinical

Additional Clinical Senices

Diag., Therapies & Phamacy

Estates Division

Administrative and Clerical

Facilities Division

Allied Health Professionals

Finance & Performance

Estates and Ancillary

Human Resources

Nurse Management

Healthcare Scientists

Planned Care Division

Medical and Dental

Urgent Care Division

Nursing and Midwifery Registered

Trust Totals & Rate

Trust Totals & Rate

Executive Lead:

Sue Hodkinson
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EXCEPTION REPORT

Indicator: Variable Pay

Issue:

To deliver the £4.5m required savings in relation to pay related CRS plans in 15/16,
increased focus is being placed on the reduction of variable pay spend across the

[Historic data:

£1,400

Variable Pay Expenditure 2015/2016

M&D Vacancies

Planned

Diag/Radiol

Consultant

3

Speciality Doctor

Middle Grade

Junior Grade

[0}
o
o

Vacancies (FTE)

Urgent Care

Planned Care

Diag/Radiol/Pharm

N&M Registered

17.50

20.79

0.00

Support_Staft

3.42

7.43

Radiographer/Sonographer

0.00

0.00

Allied Health Professionals

0.00

0.00

Healthcare Scientist

0.00

0.00

Pharmacist

0.00

0.00

3 £1,200
£1,000
£800
£600
£400

£200
£0

Proposed actions:

Month on month, the level of medical and nursing & midwifery registered nurse
vacancies has increased and therefore, the level of medical agency spend reflects the
vacancy pressures. To support tighter controls & focus, a Trust wide all Staff letter
has been issued and a budget holders meeting undertaken. Changes to controls and
approval levels are being escalated with further communication to be issued to
budget holders by 1st December. 2015

Governance revised to support closer working between the HQCL Process group,
focused on Medical agency spend, and the variable pay group, with feedback
provided to each POD Committee. Feedback has been submitted to Monitor and
regional partners to support medical agency rate reduction and capping.

Revision to the forecast for improvement has been made against Trust target.

Forecast for improvement:

Ql Q2 Q3 Q4
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Apr May Jun

= Additional Clinkcal Activity (WL )
= Overtime

Jul

Aug

» Additional Clinical Payments

- Agency Expenditure

Sep

= Bank Expenditure

= Additional Basic Pay

Oct Nov Dec

Total V

Pay Exp

re 2015/2016

£1,200
£1,150
£1,100
£1,050
£1,000

£950

£ 900

Apr May Jun Jul Sep Oct Nov Dec

Totw Vardabile Pay Expenditure

Aug

Uineaw (Total Varistis Pay Sxpeoditios)

Lead:

Executive Lead:

Richard Baird, Jane O'Neill, Martin Godfrey, Diane Holder,
Sue Hodkinson
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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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Nov Dec Jan Feb Mar Apr May Jun Jul  Aug Sep Oct Nov Dec
Overall trust score - 99.5% 100.1% 99.5% 98.7% 964% 96.4% 955% 97.7% 97.7%
Paediatrics *‘*‘*‘*‘ *‘
Stroke Unit
Care of the Elderly

Women's Unit I
General Surgery 7 ‘

Cardiology
Care of the Eldery
General Surgery

Urology/Trauma and Orthopaedics

Gastroenterlogy
Haematology/Resp Medicine
Respiratory Medicine
Short Stay

General surgery
Surgery

General Surgery
Acute Medicine
Cardiology

Rehab - EPH

Rehab - EPH

Rehab - EPH

Critical care medicine
Neonatal

Obstetrics

Labour Ward

>105% Monitoring of the use of one to one and the need for

° additional hours or current workforce
95% to 105% Hours available match the patient acuity
<95% to 90% Daily-Shift review

o Daily-Shift review resulting in staff movement if needed-
<90% painiid :
escalation guidencetriggered
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Countess of Chester Hospital [\'/z5] L

NHS Foundation Trust Registered Nurses/Midwives Care Staff All staff

Planned Actual monthly " Planned Actual monthly - % planned
monthly hours hours monthly hours hours hours staffed

Statement of actions to ensure safe staffing levels
Specialty Ward

Paediatrics
Obstetrics
Labour Ward
Stroke Unit
Care of the Elderly
General Surgery
General Surgery
Cardiology
Care of the Elderly

General Surgery

Urology/Trauma and
Orthopaedics
Respiratory Medicine

Gastroenterology
Haematology/Resp Medicine
Respiratory Medicine
General surgery
Surgery
General Surgery
Acute Medicine
Cardiology
Rehabilitation - EPH

Rehabilitation - EPH

Rehabilitation - EPH
Critical care medicine

Neonatal

Diamond

Emerald

Ruby
1cu

NNU

202

1752

2519

2060.75

26235

1961

21455

24597

25005

2113

17805

22065

27134

3805

2559

17645

27455

76625

1230

131.4%

112.4%

107.7%

101.8%

98.6%

100.9%

93.0%

103.9%

93.4%

92.7%

Dependency of the patients has been high and additional staffing has
been given.

Staffing hours increased due to escalation beds open.

Total 617115 - 93.6% 43726.5 45209.3 103.4%
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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%
31 Day - Drugs (98%) 100.00% | 100.00% | 100.00% | 100.00% | 100.00%
62 Day - Referral to Treatment (85%) 86.21%
62 Day - Screening (90%) 100.00% | 100.00%
62 Day - Upgrade (85%) 100.00% | 94.59% | 91.30% | 95.04% | 92.86% | 93.33%

100.00% | 97.83% | 100.00% | 100.00%
100.00% | 100.00% | 100.00% | 100.00%

90.48% 100.00% | 100.00% | 100.00%

100.00%
100.00%

December Position

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

Standard Target Trust Patients Patients
% Treated/Seen | Breached

14 Day 93% 98.57% 767 11

14 Day - Breast Symptomatic 93% - 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:

e (Gynaecology — 1 breach
e Head & Neck — 3 breaches
e Lower Gl — 1 breach
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e Lung — 3 breaches
e Upper Gl — 1 breach
e 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
250

200 -\

150 \""\

100 \

50 N o

O — r— ——+ v — 1 T+ 1/ /17T 17/ "1 "1 /" "1//"""T1 /"1 /1
S R BB I

NN OON Y Y N
&I A’ d ol v’ ‘I ‘I 7 Q’ \I ’ 4 \: 4’ c
0<-' eo 0@ 2 QQ/ @0 v,Q @'s\ \\) \0 ?.\)% ;’QQ 0(‘ éo 0@

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 | PTL above Total PTL
63 - 103 days | 104+ Days 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 Gl 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:
e 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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s Urology — Patient choice for diagnostics (TRUS Bx) in January.

e UGl - 5 patients are currently waiting for the following reasons;
Diagnostics, patient booked for barium swallow in early January
Patient awaiting MDT review for further clinical decision
Awaiting an outpatient clinic appointment

Outpatient clinic appointment booked for early January

TCI date scheduled for stent in December

O O 0O 0 O

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 Gl 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:

e 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 Gl Consultant vacancy post.

A performance meeting has occurred with Head and Neck (ENT team) to identify
improvements. Actions included:
e Extra designated fast track slots for review patients within outpatients
s 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.
e From review of the patients above, identify further pathway improvements.
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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:

e 62 day Cancer

e Appraisals

e Mandatory Training
e Variable pay

Area of underperformance Improvement trajectory
(Exception report provided)
Serious Untoward Incidents Forecast for improvement:

a1 a2 as a4
Mixed Sex Accommodation Forecast for improvement:

a1 a2 a3 Q4
Safety Thermometer Forecast for improvement:

a1 a2 a3 a4
E-Discharge Forecast for mprovement:

om az a3 04
Safeguarding Forecast for improvement:

Qi a2 as a4
Friends and Family (response Forecast for improvement:
rate) a1 az a3 Q4
Diagnostics Forecast for improvement:

a1 a2 a3 a4
Falls with harm Forecast for improvement:

a1 a2 as Q4
Infection Control (Cdif and Forecast for improvement:
MRSA) a1 Q2 Q3 Q4
62 day Cancer Forecast for improvement:

Q1 Q2 Qa3 Q4
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18 weeks Incomplete Pathway

Forecast for improvement:
Ql Q2 Q3 Q4

A&E 4 hour standard

Forecast for improvement:
al Qz Qa3 Q4

Normalised net surplus/deficit

Forecast for improvement:

a1 Q2 as Qa4
CRS delivery Forecast for mprovement:

Qi Q Q3 Q4
Sickness Absence Forecast for improvement:

Q1 Q2 Q3 Q4
Appraisals Forecast for improvement:

Qi Q2 Q3 Q4

Mandatory Training

Forecast for improvement:
Qi Q2 Q3 Q4

Variable Pay

Forecast for improvement:
Ql Q2 Q3 Q4

Urgent Cancellations

Forecast for improvement:
Q1 Q2 Q3 Q4

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

CONTENTS

REF STRATEGIC RISK EXECUTIVE DIRECTOR BOARD COMMITTEE Q115/16 | Q2 15/16 | Q3 15/16 | Q4 15/16

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 _:

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, —|py 40 o HR and OD People and Organisational Development | 4x3=12 | 4x3=12 | 4x3=12
values and staff engagement plan.

GRS f5/4e |Failureto deliver inyeer financial plan and Manags: | g+ Fre e fficer 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 |y o of Corporate and Legal Services Board of Directors 3x2=6 3x1=3 3x1=3
and overall assurance

CR 15/46 |[ 21Ut to maintain Information Governance Medical Director Finance and Integrated Governance 3x4=12 | 3x4=12 | 3x4=12
Failure to provide appropriate Informatics

CR10 15/16 [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= consequence/impact 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.

mmpact 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.

Controls

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.

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

CONSEQUENCE / IMPACT [Reporting
Negligible Minor Moderate Major Catastrophic i i . i L i
L KELIHOGD NS Small impact Sgnficant_|Major impacton| _Objectives The extent to which the reporting to a committee is providing assurance against each of the controls.
impacton |on achievement| impact on the the could not be . . ;= 5 . o s
achievement of | of objectives | achievement of | achievement of Aehicved Reporting to a committee is in place, but is not regular and only provides limited assurance against each
objectives objectives objectives of the controls.
1 Rare 1 2 3 4 5 Reporting to a committee is in place, regular but not always providing assurance against each of the
2 Unlikely 2 4 6 8 10 controls.
3 Possible 3 6 9 12 15 Reporting to a committee is in place, regular and providing assurance against each of the controls.
4 Likely 4 8 12 16 20
5 Almost Certain 5 10 15 20 25
[Movement
Likelihood score 1 2 3 4 5 The direction from last reported quarter
Descriptor Rare Unlikely Possible Likely Almost certain W Indicates improvement from last reported quarter
This will Do not expect it| Might happen | Will probably Will =) Indicates same level from last reported quarter
Frequency(broad | probably never |to happen/recur or recur happen/recur undoubtedly A Indicates slippage or further required work from last reported quarter
descriptors of happen/recur [butitis possible| occasionally butitis nota | happen/recur, * New it dded si last rt
frequency) it may do so persisting issue possibly CW ltlem gdded sinee fast quarier
frequently

A fuller description and explaination of the impact and likelihood categories are contained within
the Risk Management Strategy and Policy
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COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST

Board Assurance Framework - Quarter 1 2015/16

IMPACT x LIKELIHOOD = RISK SCORE

These are the POSITIVE ASSURANCES actually received...

STRATEGIC RISKS INITIAL PREVIOUS QUARTER CURRENT TARGET RISK SCORE w
RISK SCORE RISK SCORE RISK SCORE Apr-15 | Mar-16 CURRENT g What are the key actual positive assurances received through reporting (up to 20) that a control has remained effective.
NA N/A x2=8 w2 | oxes | #SSUREP | € | [ReroR [POSITIVE ASSURANCE DATE LAST REPORTED
What is the strategic risk to be controlled? = || TREF [Wratis the report received that provided that assurance? TO COMMITTEE
v EXECUTIVE DIRECTOR BOARD COMMITTEE £ 2
REF [STRATEGIC RISK R6/RY |Integrated Performance report dashboard
Failure fo maintain and enhance the quality and safety of ) ) ) ) - R1/R6 |Francis Report Action Plan
CR1 th tient " d li ith cQC Medical Director / Director of | Quality, Safety & Patient Amber | ¥ RE Ficker npationt Survey Result
15-16 e patient experience and ensure compliance wi Nursing and Quality Experience Committee icl .er npatient Survey Results
Standards R6 [Saville Report Update
R6 Adult Safeguarding Annual Report
— 2
LINKED CORPORATE PRIORITIES (up fo top 3) POTENTIAL CONSEQUENCES OF THE RISK R1 Morecombe Bay/Kirkup Report local response
) REF What are the key potential consequences (up to 4) of the risk? R6 6 Monthly Safer Staffing Review
Transforming Care for Patients - o
- . 5 R6 6 Monthly Nursing and Midwifery Strategy Update
PC1 Non compliance with regulatory & commissioner contracts o o
. . . . R6  |Patient & Staff Stories 07/07/2015 & 1st Sept 15
Concentrating on the right services to meet the needs of our patients . -
y . . R6 Safeguarding Childrens Annual Report 01-Sep-15
PC2 Risk to Registration & Licence to operate =
: 1 R6 Domestic Abuse Annual Report 01-Sep-15
Understanding patient experience - =
PC3 Poor patient experience - impact on Trust reputation R1  [Sign up to Safety Q1 Report 20-Jul-15
patient &xp “imp P R1/R6_|Risk and Pafiont Safety Annual Report 20-Ju15
PC4 Breach of Monitors terms of authorisation as a Foundation Trust B Hur.nan TISSU? Authority Insepotion Report M
R1 Patient Experience Annual Report 21-Sep-15
R1 Patient Experience Operational Group 21-Sep-15
rBased on those reported to Executive Committee on 12 August 2015 IMPACT R1 Aggregated Complaints, Claims and Incidents Report 21-Sep-15
LEVEL R1 Aqua Safety Report (Q1) 21-Sep-15
Red
B o . What are the most significant origins (up to 10) which could or Amber
Potential or actual origins that have led to the risk... have led fo the risk? e
REF |ORIGIN RAG
01 |Kirkup Report Amber | 2
02 |Lampard/Saville Report Amber | >
03 |Berwick Report Amb:
P |2 1[The GAPS IN CONTROL / NEGATIVE ASSURANCES are...
04 |CQC Fundamental Amber >
05 |Compliance with Trust policies and procedures Amber > What are the remaining key gaps (up to 10) in the controls or negative assurances despite the stated controls and positive assurances in
06 |Failure to observe Trust values - cultural issues Amber | > AGREED | REVISED
REF GAP ACTION PLAN
07 |Demographic/needs of local population Amber > DEADLINE | DEADLINE
08 _|Environment needs/estates issuesiuse of space Amber | > Estates Strategy includes a plan for the increase in side “Eé P on
Q9 |Capacity issues - patient experience Amber 3 G1 Lack of Side Rooms rooms. Initial plans in place to supoprt the SMART centre to Q2 15/16 Stratse‘meson
010 |Workforce skills/competencies Amber > reduce incidences of HCAI mig!n
Revise mortality process, link to Datix system, embeded new EndQz
- - G2 Mortality (Outlier in Weekend Mortali benchmarking model to supoprt timely review of deaths and Completed
The risks are CONTROLLED by... strength | | |The REPORTING mechanisms are... strength | _ y ) [t 3 poprimety. 15/16 Pl
S £ .
) @
» Red & | |What are the key reporting mechanisms (up to 10} that will Red £ " - . Specific actions plans in place to improve compliance above .
feay a‘re il eamtials iyt 1) heiers ipReste fmirEe Amber 2 provide assurances that the key controls are effective? (£) Amber 2 G3 poer Safeggardmg Training Compliance target of 85% (monthly review in place with Direcor of Review Q2 | (on track)
these risks? ) <} (Adult & Children) . L 15/16 Q4 1516
Green = | [= External assurance. Green = Nursing & Quality
REF |CONTROL RAG REF [REPORTING MECHANISM FREQUENC RAG Consent Group in place with action plan. Policy currently
o1 |Completion and regular review of provider compliance 5 > R1 Quarterly, Safety & Patient Monthl & > G4 [Poor Compliance with Consent Processes [under review. Further clinical engagement required o Q31516
assurance (PCA) framework —— Experience Committee (NED Chair) iy = ensure good compliance. Emphasis on MCA compliance
Monitoring of performance with commissioners including " " I Process has been reviewed, prioritising risk assessment but .
c2 \isits Green > R2  [Quality Compliance Group Bi-monthly Green > 5 Do\I_S”- new legislation in place re full implementation required. Review end Q4 1516
definition of consent Q2 15/16
C3  [Regul i cQc M rts & fund tal standard: Gi > R3 [CCG quali i i Monthl; (€] >
egular reviews CQ reports & fundamental standards reen quality performance meetings onthly reen - - - oSt Action Flan T piace. Cical load dentied Closs
G6 Poor.Com.p[lance with correct Patient monitoring of incidents being undertaken. Policy under Q4 15/16
C4  |Quaterley CQC relationship meetings Green (> R4 |Council of Governors Bi-monthly Green | Identification (3 Never Events) review
Open communication with commissioners and CQC re any N . .. |Action Plan in place, aligning audit plan with that of theatres
c5 concems identified by the Trust Green > R5 |Trust Governors Quality Forum 6 weekly Green > o7 Poor compl@nce of WHO checklist within WHO audit. Team development underway. Further clinical Q3 15/16
the Interventional Radioogy Dept engagement required to support culture change
C6 |staff engagement programme Amber | D> R6 [Board of Directors Bi-monthly Green > - e - -
Capacity issues due to lack of social care  |Operations meetings in place, purchasing extra capacity for Review Q3
N . External Stakeholders visits € e.g. i G8  |provision (Demographic changes in the Winter, risk of increased patient harm due to delays in
C7  [Montly quaterly metrics and KPls review Green | R7  |Healthwatch As required Green | population) transfers of care/discharges. Stabilisation plan in place 15116
: " . " Various groups reporting to he .
cs Francis report recommendations embedded into dedicated o > R8  |Qualiy, Safety & Patien Experience Monthly/bi- oroen >
workstreams ; - monthly G9
Committee i.e. safeguarding strategy
C9 |Clinical Roundsfunannounced clincial reviews Green > R9 |Corporate Directors Group Monthly Green >
c1o R10 Z?:igt Experience Operational Monthly Groen - G10
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COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST

Board Assurance Framework - Quarter 1 2015/16

IMPACT x LIKELIHOOD = RISK SCORE N
These are the POSITIVE ASSURANCES actually received...
STRATEGIC RISKS INITIAL PREVIOUS QUARTER CURRENT TARGET RISK SCORE = Y
RISK SCORE RISK SCORE RISK SCORE Apr-15 | Mar4g | CURRENT & | [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 AT_::‘;:ED g REPORT|POSITIVE ASSURANCE DATE LAST REPORTED
What is the strategic risk to be controlied? = REF  |What is the report received that provided that assurance? TO COMMITTEE
EXECUTIVE DIRECTOR BOARD COMMITTEE
REF [STRATEGIC RISK R1_|Integrated Performance Report 04.02.15
CR2 15. Fi e R7  |Contract meeting update Jan-15
16 |Inability to effectively stabilise acute patient flow Deputy Chief Executive '"a”éeo\f:man;g'a 2 Red | R1__|STAR Chamber meeiings Dec 14/Jan 15
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 DOO) May-15
What are the ke tential to 4} of the risk? Jun-15
Driving integrated care in Westarn Cheshire REF at are the key potential consequences (up to 4} of the risl R2 1 to Transform Paper un.-
g . gy . R3 Emergency Department update to Board Aug-15
PC1 Demand exceeds capacity leading to long waiting times needs nor detail ? — =
. . . R3 Update on winter planning to Board Oct-15
Promoting sustainable partnerships
PC2 Failure to achieve waiting time and financial targets
Transforming care for patients
PC3 Impact on overall viability of the Trust
IEased on those reported to Executive Committee on 12 August 2015 IMPACT
LEVEL
Red
E e : What are the most significant origins (up to 10} which could or Amber
Potential or actual origins that have led to the risk... have lod fo the risk? Greon
REF |ORIGIN RAG
01 [Resilience of community and voluntary sector Amber >
e ~Toe_121|The GAPS IN CONTROL / NEGATIVE ASSURANCES are...
03 |Demographic of local population Amber > What are the remaining key gaps (up to 10} in the controls or negative assurances despite the stated controls and positive assurances in place?
04 |Local authority and health constraints on budgets Amber > AGREED REVISED
REF GAP ACTION PLAN
05 |Historical failure of commissioners to deliver demand management approaches Red > DEADLINE | DEADLINE
06 |Insufficient understanding of the organisational capacity/specialist staff shortage Amber >
07 |Number of medically optimised patients and delayed transfers of care Red > G1 Review of patient flow across health system |ESIT review commissicned by CCG Q215/16 Complete
08 |High cost of agency / locum staff (Nursing / Medical Groups) Red >
09 |Operational pressures and impact on retention/health and wellbeing appraisals, mandatory training etc Amber > Roll out of Stabilisation programme of work including urgent
010 > G2 Stabilisation across health system care hub, complex care, elective pathways, infection control, Q2 15/16 Complete
|medicines management
The risks are CONTROLLED by... SRR || The REPORTING mechanisms are... stengh ]| 3 [pationts being discharged appropriately |Rollout of Discharge to Assess Q21516 | Complete
o : - r o
’ o Red £ | [What are the key reporting mechanisms (up to 10} that will Red £
37/2:; i.r:kg;e LG el (0121 ) L ST A O GG Amber g |provide assurances that the key controls are effective? Amber g LEKEC — —
B Green = | |External assurance. Green s G4 in?:?e:se i:rgg‘r:;‘g d capacity an Escalated to System Resiliance Group Q315/16
REF |[CONTROL RAG REF |REPORTING MECHANISM FREQUENC RAG
F . Finance and Integrated Governance 9
C1  |Agreed capacity and demand analysis Amber | > R1 N Bi -Monthly Green > N — " "
Committee a5 Lack of community beds szée;rcrtizl Trust commissioning of additional community Q4 14115
c2 E;"c};:;mmmg ot peritomancs;and improved escalation Green > R2 |Cormporate Directors Group Monthly Green >
C3  [Ambulatory Care /Frailty Service Green > R3  |Board of Directors Bi -Monthly Green > Ga
C4 |Early supported discharge Green > R4 |Daily reporting Daily Green > a7
C5 [Specialty Business Packs/Plans Green > R5 |Weekly reporting Weekly Green >
C6 [Winter Resilience Planning Amber > R6 |Stabilisation Leadership Board Monthly Amber > ¢8
Quarterly performance Reviews with
c7 R7 divisions Quarterly Green > G0
c8 R8 Reppning 1/ Commissichers & As required Green >
Monitor
" . - . G10
c9 R9  |Monitor 2 day review visit As required Green >
c10 R10
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COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST

Board Assurance Framework - Quarter 1 2015/16

IMPACT x LIKELIHOOD = RISK SCORE n
These are the POSITIVE ASSURANCES actually received...
STRATEG IC RISKS INITIAL PREVIOUS QUARTER CURRENT TARGET RISK SCORE = Y
RISK SCORE RISK SCORE RISK SCORE Apr-15 | Mar-16 CURRENT g What are the key actual positive assurances received through reporting (up to 20} that a control has remained effective.
ASSURED
N/A N/A 4x3=12 4x3=12 | 4x1=4 LEVEL 3 | [RePORT[POSITIVE ASSURANCE DATE LAST REPORTED
What is the strategic risk to be controlled? = REF  |What is the report received that provided that assurance? TO COMMITTEE
EXECUTIVE DIRECTOR BOARD COMMITTEE -
REF |STRATEGIC RISK R1 Urology Business case Mar-15
= = g = Urol Clinical Hi ol d Orth di i i
cR3 |Failure to maintain, innovate and transform the Trust's Medical Director / Deputy Chief| Finance & Integrated BB | logy, Siince) Feemalologyand Ofhoapecs sorvico Teviews
S 3 = 2 Amber | R3  |Bariatric Paper
15-16 [clinical services Executive Governance Committee -
Ra Integrated Therapies paper
R10_ |HQQCL workstreams
LINKED CORPORATE PRIORITIES (up fo fop 3) JFOTENTIAL CONSEQUENCES OF THE RISK R8 \WUTH strategic workshop & recovery plan
. REF What are the key potential consequences (up to 4) of the risk? R3 Model hospital development presentations
The foundations for change to happen = o TosdEaaat
PC1 Future organisational sustainability I ALEE GG G
Concentrating on the right services to meet the needs of our patients
PC2 Inability to deliver services to commissioner specification or local need
Senvices focused on improving health - - — - —
PC3 Failure to develop integrated plan leading to quality and safety being risked by
approach to financial savings
PC4 Short term based decision making putting the long term viability of the organisation at
risk
IBased on those reported to Executive Committee on 12 August 2015 IMPACT
LEVEL
Red
" o - What the most significant origir tfo 10) which could or Amber
Potential or actual origins that have led to the risk... FLC L R ROl e
f—— The GAPS IN CONTROL / NEGATIVE ASSURANCES are...
REF |ORIGIN RAG
01 |Long term contractual and commissioning intentions / regional / local Amber > What are the remaining key gaps (up to 10) in the controls or negative assurances despite the stated controls and positive assurances in place?
02 |National specialised service specifications / Royal College standards Amber > AGREED REVISED
REF GAP ACTION PLAN
03 |Maintaining 24/7 acute rota's / EWTD / Limitations of A4C / Doctor contracts / 7 day services Amber | D> DEADLINE | DEADLINE
04 |Planning for Demographics (Patient and Workforce) Amber >
05 [Maintaining market share Amber > G1 Informatics Strategy Develop strategy and EPR replacement plan Q4 Q4 15/16
06 |Future tariff/ Pbr framework / Better Care Fund Amber >
Q7 |Cross border protocols Amber d Devel f CRS h | bei
08 |Lack of integrated system wide plan (strategy, finance and workforce) Amber > G2 Long Term Efficiency plan C::;;;Z;m aunew! approgeh-iextemal support being Q3 Q3 15/16
09 |Future skills shortages Amber | >
: To be communicated to all staff groups inline with review of
G3 Peoplgiand 0D §1ra?egy hotcommunieated organisation culture. Annual Plan agreed for 15/16. To be Q2 Q115/16
defoss theerdahistion discussed at POD March 2015
The risks are CONTROLLED by... strength | | |[The REPORTING mechanisms are... Strongth | -
£ =
@ 3 " s s ? 5
i i G4 Innovation workin Roll out of Innovation work with Universi Q2 1516 Q4 15/16
What are the key controls (up to 10) that are in place to mitigate Y §; Wha‘t SO U Sl FE Rl (U 1) ‘that b ed ‘E) g y
" Amber > | Jerovide assurances that the key controls are effective? (= Amber >
these risks? 2 2
Green | = | |External assurance. Green | =
REF |CONTROL RAG REF |REPORTING MECHANISM FREQUENC RAG G5  [Stabilisation and Transformation of services |Roll out of Stabilisation workstreams Q2 15116
C1 |Operational plan process and production Green > R1 [Corporate Director Group Monthly Green >
i G6
C2  |Annual refreshed five year LTFM Green > R2 Flnanc.e and litegrated Govemance Bi-Monthly Green >
Committee
C3 Fl.nanc»al a§sgmpt|ons besedion atsharsdiunderstanding Green > R3 [Board of Directors Meeting Bi-Monthly Green >
with commissioners G7
C4 |People & OD Strategy Amber > R4  [Annual General Meeting Annual Green >
. . G8
C5 |Various partner workshops and networks Green > R5  [Monitor APR process Annual Green >
C6 |Nurse staffing review Green > R6 [CCG review meetings Monthly Green > -
C7 |Systematic service review process / Countess 20:20 Green > R7 |External submissions As required Green >
: . G10
C8 |Governor workshops Green > R8 [CoCH and Wirral Team to Team As required Green >
C8 |5 year Strategic Plan Green > R9 [Strategic Leaders Group Monthly Green >
c10 R10 |CRS Working Group Weekly Green >
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COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST

Board Assurance Framework - Quarter 1 2015/16

IMPACT x LIKELIHOOD = RISK SCORE

These are the POSITIVE ASSURANCES actually received...

STRATEG |C RISKS INITIAL PREVIOUS QUARTER CURRENT TARGET RISK SCORE *E
RISK SCORE RISK SCORE RISK SCORE Apr-15 | Mar-16 CURRENT g What are the key actual positive assurances received through reporting (up to 20) that a control has remained effective.
ASSURED
N/A N/A 4x3=12 4x3=12 | 3x3=9 LEVEL g REPORT [POSITIVE ASSURANCE DATE LAST REPORTED
What is the strategic risk to be controlled? = REF  |What is the report received that provided that assurance? TO COMMITTEE
EXECUTIVE DIRECTOR BOARD COMMITTEE —— -
REF |STRATEGIC RISK R1/R3 |Informal Board and SPF workshops undertaken reviewing culture/ staff experience/engagement
CR4 Failure to develop and deliver the Trust's culture, _ Peog?le a_nd R1/R7 |Shaping our Cuhure.- Investment in our future. Besourcmg paper to CDG agreement to proceed
15116 Director of HR & OD Organisational Amber | R2/R3 |People & OD Committee / SPF- How are we doing for our people monthly report
values and staff engagement plan. Development R1/R2 |Staff Survey/SFFT Report to Board of Directors with associated action plan. Monitored by POD.
R2/R3 |NED support- NED Chair and another NED member of People & OD Comm. NED Chair SPF. 24-Nov-15
LINKED CORPORATE PRIORITIES (up fo fop 3) [POTENTIAL CONSEQUENCES OF THE RISK C5  |Staff Engagement - Team Countess Newsletter 24-Nov-15
: REF What are the key potential consequences (up to 4) of the risk? C7  |Master class series - planned throughout the year. Next date planned 28/10/15 28-Oct-15
The foundations for change to happen R2/R9 |Leadership Pi in pl 20:20, Clinical Lead Releasing Potential 15-Sep-15
PC1 Poor Staff Experience- impact on Trust reputation and ability to recruit and retain oa Ers_ ,Ip rogrammes !n place - —— Im,ca oaders; Releasing er? e poes e
R1/R2 |Recognition and Celebration of Achisvements informal and formal systems in place 27-Nov-15
Concentrating on the right services to meet the needs of our patients 5 Hoalth & Well Bong Stra TStoe h Tated activil ] T 380015
PC2 Poor Patient Experience - impact on Trust reputation/ increase in complaints S e. Y SIEgy ah eer‘lng reup V_JI geseslalies doiilies ond ARROT INRIACE pras)
lindsratanding patisntespshiencs C5 Implementation of Schwartz Rounds, with a commitment to support for 2 years 01-Feb-15
g " : 4 m p R1/R2/R9 |[Compliance Reports (Appraisal/Mandatory Training/Local Induction ) BOD, People & OD, MDEC 24-Nov-15
PC3 Non-compliance with regulatory/commissioners contracts e.g. Well Led domain CQC - - . - - -
C4 Student Experience/Satisfaction Surveys - open all year Multi -Prof Practice Placement meeting 22-Sep-15
i - i-Di i 02-Jul-1
PC4 Possible reduction in Safety/Quality/Performance/Staffing indicators CARG |GMG Tizkoo SurveyxTepotodiio MiliDiscIinaty Edcation Gominiies Seal]d
C5 Staff Open Forums- monthly 18-Nov-15
o7 Focus groups & trust wide survey to support model hospital programme 09-Dec-15
IBased on those reported to Executive Committee on 12 August 2015 IMPACT C5 Implementation of Countess Brief & cascade process, supplemented by new intranet 21-Sep-15
LEVEL 06 |Exec attendance at monthly education programmes e.g. CHAPS for SOS discussion. 07-Sep-15
Red o7 Barometer group established as part of Model Hospital programme, with focus groups undertaken 09/12/2015
- So - What are the most significant origins (up to 10) which could or Amber
Potential or actual origins that have led to the risk... e e
REF |ORIGIN RAG
01 [Academic research impact of staff experiences on patient experiences Green *
02 [CQC Well Led Domain requirements & key lines of enquiry Green [ 2
03 [|Quality, Safety, Financial & Operational metrics: Never Events/SUl's Green [ ]
04 |Feedback from National SOS/SFFT/GMC Trainee Survey/Student Satisfaction Survey Green [2 The GAPS IN CONTROL / NEGATIVE ASSURANCES are...
05 |Operational pressures and impact on culture / values / behaviours / appraisals / leadership Amber > 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 'F’romoﬁng openness and honesty - Speak out Safely, Duty of Candour Green > REF GAP ACTION PLAN AGREED REVISED
07 |Research from Model Hospital programme - levels of bullying & harassment within the NHS / COCH, feedback from focus groups Green * DEADLINE | DEADLINE
08 Coaching skills prog. and Commence delivery of schemes from October 2015 onwards,
09 G1 Coaches/Mentors/Buddy schemes being following recruitment of resources. Supporting in NWLA Q31516
010 developed/iimplemented. coaching skills programme.
Middle Manager /Team Leader Scoping commenced October 2015 onwards, following
5 A G2 programmes. support and skills pathways in |recruitment of resources. Will complement CLP, Countess Q31516
The risks are CONTROLLED by... Strength - The REPORTING mechanisms are... Strength - development/ implemented 2020 & Releasing Potential programmes.
@ - - g o -
What are the key controls (up to 10) that are in place to mitigate R GE) Wha‘t siieieviporingnachantinsl (Rl {0) ‘that Wﬂ/ g § MEC'supgortio ch‘amplonv -inclyding Topic discussed at June MSC. Expressions of interest are
. Amber > | |provide assurances that the key controls are effective? (E) = Amber > G3 resource. Expressions of interest asked for ) Q2 15/16
these risks? 2 2 B awaited - follow up at next MSC.
Green = | |External assurance. Green = at recent meeting
REF |CONTROL RAG REF |REPORTING MECHANISM FREQUENC RAG Creation of Listening points being . "
Board support for Shaping our Culture with Exec and N 64 |developed including Shadowing/walkabout |"ial Plans developed & delivery of schemes from November | -, 4516
[o3] oar SUppo. or Shaping our Culiure with Exec and Non- Green > R1 [Board of Directors reports Bi-monthly Green > P 9 9 2015 onwards, following recruitment of resources.
Exec Leads incl. Exec walkabouts programme
SPF/MSC support to champion - including resource Regular . " Improved Comms/Engagement -reaching  |Joint Patient / Staff Exp Comms & Culture group established
c2 i G > R2 [Peopl d OD C it Bi- thl Gl >
shadowing/walkabouts- SPF /MSC/Head of L&D reen oopieian ommitiee HmBhihly reen @5 |front line staff, Team Briefing, Staff Stories |with joint working across Director of Nursing & Quality & Q2 15M86
i i i i i i i iati being developed Director of HR & OD, with key leads.
c3 Creation of Listening points across thg Trust including o > R3 Pannel.'shlp Forum / Local Negotiating Monthly Ereg > g P . £ i
promotion of Speak out Safely and Sign up to Safety Committee Refreshed Speak out Safely programme to Review of processes and concerns raised to date undertaken
Regular Pulse Checking via SFFT/SOS/GNC trainee @6 P v prog by SOS steering group (June 2015). Next phase of Q21516
Cc4 Green > R4 [Senior Management Team Monthly Green > be launched T
surveys/Student Exp surveys communication under development.
Improving Communication to front line staff, Countess i i Culture Journey/ Staff Draft being produced for discussion with stakeholders during
C5 s " i Gi v R5 |C | of G Bi-monthl; Gi >
Briefing, Staff Stories, Health & Well-Being support izen RisEler ovemons and sy G7 Engagement/Experience strategy to be July 2015, undertaken in conjunction with revised Learning, Q215116
i " E developed Education & Development strate:
ce |EeadershipDevelopment Erogrammes: Counfess;2020, Green | > R6 |HR Performance Board Bimonthly | Green |9 s P 24
Clinical Leaders Dev. Prog & Releasing Potential Prog. y Additional standing agenda item added to POD meeting for
G8 Pressures of capacity and demand on staff divisions to raise concerns. Supported by regular OH & 1stof | Q2 15/16
C7 |Master Class Programme Green > R7 [Corporate Directors Group Monthly Green > and ability to manage pressures Norithiwalkaboiits & Gthar INerVenlisns.
cs Development of Coaching skills prog. and Arber > R8 GMC Tralnee Survey ( E ) Student Annual/ open Graen > Performance Culture project developed as SH_& IH commissioning support, project plan and_serles of
Coaches/Mentors/Buddy schemes Experience Survey all year G9 part of Model Hospital programme actions to focus on development of values, behaviours & Q3 15/16
Development of Middle Manager /Team Leader Multi Disciplinary Education N project to support Performance Culture.
c9 . Green > RO b Bi-monthly Green >
programmes. support and skills pathways Committee
i isi G10
c1o Rewevmn.g the proc.ess for recognising our people & Green # R10 |SOS and SFFT Surveys Annual/Quart Graen >
Celebration of Achievement Awards erly
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COUNTESS OF CHESTER HOSPITAL NHS FO
Board Assurance Framework - Quarter 1 2015/1

ATION TRU

IMPACT x LIKELIHOOD = RISK SCORE
STRATEGIC RISKS TRTL PREVIOUS GUARTER CURRENT TARGETRISKSCORE " These are the POSITIVE ASSURANCES actually received...
RA RISK SCORE RISK SCORE RISK SCORE Mar-16 | Mar-17 3 | [What are the key actuai postiive assurances received through reporting (up to 20) ihal a conrol has remained effective.
axa=12 =12 X312 axom8 | etz Ai:‘\’/:f" £ | [ReporT [POSITIVE ASSURANCE DATE LAST REPORTED
What is the strategic risk to be controfled? = REF What is the report received that provided that assurance? TO COMMITTEE
EXECUTIVE DIRECTOR BOARD COMMITTEE - - ~
REF |STRATEGIC RISK R1 Integrated performance Report including exceptions Monthl
Failure to deliver in year financial plan and R1__|Annual Budget and Efficiency Flans Nesd date or frequency
CR5 . : . PP . Finance & Integrated R3 Report to C issi Meetings Monithly
1545 [Manage consequences of delivering a deficit Chief Finance Officer | o eros 3 1Re0"E | Amber | > > g
i Monthly
budget R5  |Monitor Templates & Report ont
R7__|CQUIN update to Qualty, Safety & Patient Experience Committee Monthly
LINKED CORPORATE PRIORITIES (up o top 3) POTENTIAL CONSEQUENCES OF THE RISK R10  |Annual Report sign off as going concern eed date or frequency
X . . N REF | What are the key potential consequences (up 1o 4) of the risk? R3 | Agreement of NHSE Contract baseline on 2/7/15 eed date or frequency
Concentrating on the right services to meet the needs of our patients e
¢ o a4 poi  |Notmeeting the Financial Sustainability Risk Rating and subsequent Monitor R1 Informal feedback from Monitor Visit Need dafe orfrequency |
The foundations for ch ©h escalation process R6 lion of Confirm & Challenge Process with Divisions eed date or frequency
2 Toundations;Torchange tohappen 567 |Fieqaifie finenciiimpadi oo R6___|First stage intervention for budget holder performance eed date or frequency
gt nancmlmpactoniocel.coonomy, R5__|Formal fesdback from Monitor - No change to financial plan required Monthly
- N " . R3 Agreement of WCCCG Contract Monthly
PC3 Inability to maintain safe and effective local services Ri Tnifial feedback from Lord Carter work e s
pos  |Potential liquidity impact and therefore abilty to pay staff and suppliers and fund future R5___|Quarter two feedback letter from Monitor Monthly
investments/capital programme
[Based on those reported to Executive Committee on 12 August 2015 IMPACT
LEVEL
Red
S = . What are the most significant origins (up to 10) which could or |  Amber
Potential or actual origins that have led to the risk... e Grean,
REF |ORIGIN RAG
O1 | Contract penafties / fines Red | > |
02 |Delivery of CQUIN Schemes Amber >
03 |[Investment in 7 day services Amber >
04 [Recurrent funding of existing transfional schemes Fea [ >]|The GAPS IN CONTROL / NEGATIVE ASSURANCES are...
05 |Identification and Operational delivery of efficiency schemes Red | > | | What are the remaining key gaps (up to 10) in the contrals or negative despite the stated controls and positive in place?
[ d d d il X t on fl d ful imple itation of D2A model
06 |Increased demand in emergency Gare, Impact on flow and SUGGEssTUl implementaion model Red || e P T AGREED | REVISED
07 |Medical & nursing pay pressures - gaps and acuity leading to high agency usage Red E3 DEADLINE | DEADLINE
08 |Poor budgetary management and control Amber | > | - - ) ) 3
- - Gap and high risk of efficiency plans To.be risk assessed and monthly meetings with departments
09 _[Increase in elesiive demand impacting on exifing capacky (o deliver Amber_| | [ o Aol ey o continu to identiy further plans On-going
010 |Commissioner affordabilfty, consequent intentions and special measures Amber | *
Impact of lack of information on Junior " " 5
- - G2 |dostor rotational gaps and medical Froiadtive management lo aricpdle patential gapsand On-going
The risks are CONTROLLED by... strength | | | The REPORTING mechanisms are... Strength | | ecandies escalation process with Deanery
) 8
i o Red £ | [What are the key reporting mechanisms (up to 10) that will Red £ K -
Vhete stipieysontioh P IEHT) et e 1 placsanilghis Amber | & | |provide assurances that the key contrls are effective? (=) Amber | 2 @3 |Unknownimpactand affordability of 7 day | synjea service reviews On-going
these risks? g § services
Green External assurance. Green
REF_|CONTROL RAG REF_|REPORTING MECHANISM FREQUENC RAG Control of volumes of medically optimised
c1 .Fr:: f::;'(i:: of Annual Budget and Monitor Forward Plans and | Sgeen | 5 | Ry |Board of Directors Bi-monthly | Green | > G4 | patients impacting on financial postion Agreementiof D2Amadel Q24918
Proactive horizon scanning of potential tender to identify risks' Finance & Integrated Governance i F & i 5
©2 | and opportuntiies Green | > 1 R2 | oommittee Blbontly I G5 [COG confim a’“";‘c's:r:g;'"“e With ex1sting | 4h influence and communication of impact if discontinued | Q3 1516
Robust performance monitoring and financial management Commissioner contract meetings (WC
6% | o Amber | RS | 30U/ NHSE) (E ) Monthly Green | >
It D e ey Failure to deliver performance and o . . "
schemes including stock take meetings through the " . G6 i il Divisional action plan in place to defiver RTT Q31516
C4 | performance Frameswork, weekly QFWG mestings and Amber | > || R4 [Finance Sub Committee Monthly [ Green | > consequent impact of penalties
G5 |Variable Pay and Non Pay Control working groups Amber [ || RS [Monttor (E) Monthly Green |5
C6  [Workforce planning and international recruitment Amber R6  |Divisional Board Mestings Monthly Green >
o7 |Robust contractual monitoring information to fnform coriradt [ oo Ry |Qualty, Safety & Patient Experience Vonthly —
negotiations Committee
C8  |Audit reports/assessments/reviews Green > R8  [Council of Governors Quarterly Green >
c9 :ff]iecce‘sgm“p established to assess the Impact of seven day (ISSTSSTRN) ., R9 |Corporate Directors Group Monthly Green |
R10  [Audit Committee Quarterly Green -]
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COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST

Board Assurance Framework - Quarter 1 2015/16

IMPACT x LIKELIHOOD = RISK SCORE q
STRATEGIC RISKS e — — e [ e s s s el i | |
RISK SCORE RISK SCORE RISK SCORE Apr-16 | Mar-17 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 4x4=16 | 3x4=12 A?_:l‘jlzfn 3 | [RePORT|POSITIVE ASSURANCE DATE LAST REPORTED
What is the strategic risk to be controlled? = REF  |What is the report received that provided that assurance? TO COMMITTEE
EXECUTIVE DIRECTOR BOARD COMMITTEE - - -
REF |STRATEGIC RISK R1 Chief Executive update to Board of Directors 05.05.2015
o Failure fo develop an_d deliver a robust Io_ng-fefm wht_)le e R3 |West Cheshire Strategic Partnership Board update paper on stabilisation program 10.06.15
15/6 health economy service, workforce and financial savings Chief Executive e Red > R3  [West Cheshire Strategic Partnership Board update paper on MSCP 10.06.15
and recove ry E|an R3 Legal advice (Hampson's Report) on establishment agreement for Strategic Leadership Group 10.06.15
R6 Corporate Directors Group - discussion and next steps planning for stabilisation program 24.06.15
LINKED CORPORATE PRIORITIES (up fo fop 3) [POTENTIAL CONSEQUENCES OF THE RISK Lord Carter Review Paper published 01-Jun-15
on P x REF What are the key potential consequences (up to 4) of the risk? R1 Board Workshop - Model Hospital 14-Dec-15
Driving integrated care in Western Cheshire - . —— - —_—
PCA Failure to maintain Monitor Licensing conditions R4 Relationship Proximity Leadership Workshop 2015 December
Promoting sustainable partnerships
PC2 Loss of organisational autonomy and control of our own destiny
Not expanding the hospital site — — — -
PC3 Inab»lllty to maintain/influence the provision of safe and effective local acute health
services

IEased on those reported to Executive Committee on 12 August 2015 IMPACT
LEVEL
Red
- So - What are the most significant origins (up to 10) which could or Amber
Potential or actual origins that have led to the risk... e e
REF [ORIGIN RAG
01 [£22bn gap in NHS finances, NET of £8bn additional funding by 2019/20 Red >
02 [Actual and increasing forecast for underlying recurrent deficits for the Acute sector in West Cheshire - ¢£23.5m by 2019/20 Red >
03 |40% growth in the numbers of over 85s living in West Cheshire over the next 5 years R >
29 i da 9T X0 ¥ — _ e The GAPS IN CONTROL / NEGATIVE ASSURANCES are...
04 [12% increase in long term conditions and continued year on year growth in Emergency Admissions (3.5% year on year) Red >
05 [Funding reductions in public health c£200m 2015/16 Amber > What are the remaining key gaps (up to 10) in the controls or negative assurances despite the stated controls and positive asstrances in place?
06 |Continued austerity and funding gaps within social care causing knock on pressure in healthcare Red > AGREED REVISED
— REF GAP ACTION PLAN
07 [Workforce demographics, availability and ongoing rota gaps etc. Red > DEADLINE | DEADLINE
08 |Continued challenge to deliver co-ordinated and integrated health and care services Red -+
09 [Lack of ability to see the integrated picture of the operational reality of our system in real time Red > G1 Real time data and system response Part of rollout work following Lord Carter Review Q3 15/16
010
\Workforce, finance, planning, operational and Lord Carter
o “ G2 Invest to save plan c£20m o 14.12.15
The risks are CONTROLLED by... strength | | |The REPORTING mechanisms are... Strength [ P team to produce initial program
E =
@ <
. i, Red & What are the key reporting mechanisms (up to 10} that will Red £
tlzl:saet ::kg;e key confrols (up fo 10) that are in piace to mitigate Amber g |provide assurances that the key controls are effective? (£) = Amber % G3 Whole system long term financial model Part of the system stabilisation plan Dec-15 Apr-16
: Green < | |External assurance. Green =
REF |CONTROL RAG REF |REPORTING MECHANISM FREQUENC RAG
G4 16/17 Pl Guid by Dec 15 Part 1 plan March 2016 and Part 2 System Plan by Q2 2016 Q22016
C1 |Estabilished West Cheshire Strategic Leadership Group Green > R1  [Board of Directors Bi-monthly Green > anning Guidance by Lec ant plan Vard! andra ysiom Planby
C2 [Stabilisation to Transform Program Amber > R2 Flnanc.e &iimegrated Govemance Bi-monthly Green >
Committee: G5
C3 [Westemn Cheshire MSCP Vanguard Program Amber > R3 ‘é\gzsrtdcheshlre s Strategc Partnership Monthly Amber >
. N I . " 7 G6
C4  [West Cheshire long term financial model Red > R4 [Stabilisation Delivery Committee Monthly Red >
C5 |West Cheshire Workforce Development Plan Red > R5 [Transformation Delivery Committee: Monthly Red > o7
C6 [Centre for Integrated Health Care Science (Bache Hall) Amber > R6 [Corporate Directors Group Monthly Green >
. " G8
C7 |Lord Carter Review and ongoing work Amber R7
cs8 R8
G9
c9 R9
c10 R10 G190
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COl

ESS OF CHESTER HOSPIT
Board Assurance Framework - Quarter 1 2015/

IMPACT X LIKELIHOOD = RISK SCORE -
e s T PREVIOUS QUARTER CURREI TARGET RISK SCORE . These are the POSITIVE ASSURANCES actually received...
RA RISK SCORE RISK SCORE RISK SCORE Apr-15 | Mar-16 | CURRENT & | |What are the key actual positive asstrances received through reporting (up o 20) that & control has remained effective.
NIA NA 4Xa=16 oz | 28 ‘f_:'d:f" ¢ | [repor[PosTTIVE AssURANCE DATE LAST REPORTED TO
What is the strategic risk to be controfied? = REF | What is the report received that provided that assurance? COMMITTEE
EXECUTIVE DIRECTOR BOARD COMMITTEE
REF |STRATEGIC RISK R1__|Integrated performance Reportkey exceptions & Risk Register Monthly
crr |Failure to comply with Monitor's Compliance ’ ' Corporate Directors R2__[Integrated performance Report & Risk Register to FIGC
s Deputy Chief Executive G Red | R3__|Integrated performance Report to BoD
Framework - Governance R4 Performance Report to WC Quality & Performance meeting
R5__|Monitor Templates & Report -
LINKED CORPORATE PRIORITIES (Up 10 0p 3) [FGTENTIAL CONSEQUENCES OF THE RISK R7__|Efficiency & budgetary position to QVDT mesting [Weekly
— e - o
 arsterivig Cars 6 PAlS REF | What are the key polential consequences (up o 4) of he risk? System wide winter plan now monthly Rem at Urgent Care Working Group Monthly
STAR Chamber meetings Dec 14/Jan 15
PC1 Monitor escalation process from action plans to formal intervention
3 2 i % R1 Changes to Ward 40 and 53 24.02.15
Concentrating on the right services to meet the needs of our patients —— T
R2 NHS England 18 week validation report 22.04.15
pPc2 Escalation with Commissioners/Area Team/CQC -
R N - R2__|Cancer 62 day achived February & March 22.04.15
Understanding patient experience A
R4 ECIS report with ED
PC3 Negative publicity & reputational damage > - - = = =
R2__|Introduction of revised new integrated perfromance report with exception reporting
PCc4 Negative Impact on staff/patient experience R2 External revlew of 18 week pr.ocesses _ _
R2 pﬂmdumm of weekly Operation Performance Meeting (Chaired by DOO)
R3 Emergency Department update to Board
[Based on those reported to Executive Committee on 12 August 2015 IMPACT R3__|Winter planning update to Board
LEVEL R3 Cancer update to Board
Red R2 Further validation of 18 week position and reported to Board
: o 5 What are the most significant origins (up fo 10) which could or | Amber
Potential or actual origins that have led to the risk... Hlils o
REF_[ORIGIN RAG
01 |Delivery of Cdiff target/Monitor Board Statement reen >
02 _|Delivery of Cancer target 62 day Amber [
05 | Delivery of AGE target > The GAPS IN CONTROL / NEGATIVE ASSURANCES are...
04 |Delivery of the 18 week RTT Red E What are the remaining key gaps (up to 10) in the controls or negative assurances despite the stated controfs and positive assurances in place?
05 |Number of medically optimised patients and delayed transfers of care Red | > AGREED | REVISED
= - REF GAP CTION PLAN
08 A DEADLINE | DEADLINE
o7
08 G1 Lack of validity of PTL (18 weeks) INHS England on site Q4 14/15 Complete
09
o Medically optimised patients / delayed
G2 transfers of care patients Due diligence on 300 virtual beds ongoing Q215/16 Complete
The risks are CONTROLLED by... strength | | [The REPORTING mechanisms are... Strength |
§ § " SA—— "
i i if G3  |Cancer performance Implementation of key actions identified in action plan 3 14/15 Ongoin:
O e e e s Red 5 What are the key reporting mechanisms (up t0 10) that wil_ Red 5 P pl y pl Q ngoing
- Amber provide assurances that the key controls are effective? (£) = Amber
these risks? § §
Green External assurance. Green
REF |CONTROL RAG REF |REPORTING MECHANISM FREQUENCY RAG G4 |Performance report Review and implementation of performance report Q115/16 Complete
C1  |Daily bed meeting Green | > || Rt [Corporate Direstors Group Monthly Green |
= - 5 |4 s .
©2 |ECIST Review of 4hr target e > R2 glg:‘r:;:.e\nlegraled Governance Bi.monthly e 3 G5 8 week rules Review of current rules and action plan Q11516 Complete
cs |cini . N . Bhmonth 3 i P . ;
Clinical Streaming in ASE Green R3  |Board of Directors ly Green 66 |ED performance relation to workforse ;:::ils;.";:rpglzz sVor ED dogtor breaches in refation to middle Q21516 Gomplete
&0 :;n”bulamry Gare and Early supported discharge to akl patient | oo | - (C;r;\m\ssioner contract meetings (W) oy — ]
; - - - . . s Development of actions to address 18 weeks and longest
c5 Er?)l‘lile;onlorlrg of cancer patients and improved escalation EE > R5  |Monitor Quarterly Creen 5 G7 18 week failure of incomplete pathway waiters Q3 15/16
P —y Quality, Safety & Patient Experience
C6 1 > Monthl E
RoctCauserhnalyslsfoneachicase of CAiTlle Gz RS | Committee ly Green G8 |Lack of community beds Potential Trust commissioning of additional community capacity | Q4 14/15
C7  |intensive hygiene regime and monitoring Green | R7 |Infection Control Committee Quarterly Green |
G9
C8 |Introduction of Alamac 'Kitbag" Green > R8  [Council of Governors Quarterly Green E
co > R9 |Urgent Gare Working Group ( E ) Monthly Green | A o
G10 R10
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COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST

Board Assurance Framework - Quarter 1 2015/16

TMPACT X LIKELIHOOD = RISK SCORE .
T REVIOUS GUARTER SURRENT ~ARGET RISKSCORE These are the POSITIVE ASSURANCES actually received...
STRATEGIC RISKS RISK SCORE RISK SCORE RISK SCORE Apr15 | Mar-16 2;1::::; & | [Wht are the key actual positive assurances received ihrough reporiing (up to 20) that a control has remained effective.
N/A 3x1=3 3x1=3 3x2z6 | 3x2%6 Lever | o | [REPorT[POSTIVE DATE LAST REPORTED TO|
What is the strategic risk to be controfied? e imeaior LoD E oM = REF  [What is the report received that provided that assurance? COMMITTEE
REF |STRATEGIC RISK R6 | Provided an update at the Weekly Executive meeting 1-Aug-15
: Frrp i i 01.09.1
Failure to maintain robust corporate governance R1__|Provided an Update to the Board of Direstors
‘(;':‘155 P g Dectar ot i;’f;';ga(e &Legal | poard of Directors Green | 9 | [Re [Provided an update to the Gouncil of Governors/Govemors Qualty Forum 04.00.1
and overall assurance Regular communication and discUSsIon with the Charman 04.09.1
R1__|Ful refresh of the Board Assurance Framework o
LINKED CORPORATE PRIORITIES (Up 10 10p 3) [FGTENTIAL CONSEQUENCES OF THE RISK R1__|Proviied update to AUdit Committee
reraianiig AR BRERES REF__ |What are the key potential consequences (up 1o 4) of the rsk? Full review of Risk Management Strategy
PG increase in NHSLA contributions R5 Executive Team Development Programme underway
Concentrating on the right services to mest the needs of our patients f1__JGOrparats Govetfirics Mardlal precented toBoare
PC2 Fallure to maintain Provider Licence (Montor) R5 Corporate Directors Group - role of group reviewed and developed
. R6__|Planning for corporate governance self assessment
9¢ 1o happ ot |iipadiinvats cleral G People and Organisational D Comm approved as formal Board Sub-Commites
PC4 Reputation of Trust
[Based on those reported to Executive Committee on 12 August 2015 IMPACT
LEVEL
Red
i iai n What are the most significant origins (up to 10) which could or |  Amber
Potential or actual origins that have led to the risk... e e e
REF_|ORIGIN RAG
01 | Significant number of changes to Board of Directors membership Green | >
02 |Review of the Governance Framework Green >
03 |Failure to triangulate outcomes of Board committees Green | >
o4 Feaith ana Socil Care 2017 —Training for Governars S 51 |The GAPS IN CONTROL / NEGATIVE ASSURANCES are...
05 |Board development Green | > | | 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 AGREED | REVISED
= REF GAP ACTION PLAN e e
08 T — SPC to communicate with Board comittee chairs/Exec Team
09 61 ) 9 to formalise the flow of information from operational committess | Q115116 | Q2 15/16
through the Governance Frameswork 4 ;
010 reporting up to Board Committees
y : G2
The risks are CONTROLLED by... strength | | |The REPORTING mechanisms are... strength |
§ §
) " Red | & | |What are the key reporting mechanisms (up to 10) that will Red | &
Vhete stipieysontioh P IEHT) et e 1 placsanilghis Amber | £ | |orovide assurances that the key controls are effective? (2= | Amber | 2 G3
these risks? g g
Green External assurance. Green
REF_|CONTROL RAG REF_|REPORTING MECHANISM FREQUENCY| RAG
i 4
1 |Board Assurance Framework review Green | > || ra |Regular updates to Board of Directors | oy, T > || ©
and Board committees
G2 |Revising staffing structure clinical and non-ciinical sk teams | Green |2 || R2 zﬁiz'n,“géﬁ;“’o?gz;};’Fom Asrequred | Green (> [f
G3  |control by the Executive Team/COG/BOD Green |3 || R3 |Updates to Senior Management Team | Bi-monthly | Green [
—— - &6
&0 Escuss.ons with MIAA and KPNG regarding the Governance | ool S 0 [ coc we cos a5 required [N >
ramework
G5 |Legal services claim management reports Green |3 || R5 |weekly reporting to Execs Astequired [ Green | > &
(=] RS
c7 R7 e
c8
R8 .
c9 R9
c10 R10 G10
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COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST

Board Assurance Framework - 25/11/15

IMPACT x LIKELIHOOD = RISK SCORE

AL SREVIOUS GUARTER ZURRENT TARGETRISK SCORE " These are the POSITIVE ASSURANCES actually received...
ST RATEGIC RISKS RISK SCORE RISK SCORE RISK SCORE Mar-16 | Mar-17 CURRENT § What are the key actual positive assurances received through reporting (up to 20} that a control has remained effective.
4x4=16 3x4=12 3x4=12 3x4=12 | 3x4=12 A?_Z:‘;:fD % REPOR |POSITIVE ASSURANCE DATE LAST REPORTED
|Wrats the strategic risk fo be controlled? = T REF |What is the report received that provided that assurance? TO COMMITTEE
REF |STRATEGIC RISK EXECULNEDIRECIOR S LS Al Independent review of Information Governance presented to Executive Directors Dec-13
. ) . ! Finance & Integrated A2 ICO Data Protection Audit Report (Limited Assurance) Jul-13
CR9 [Failure to maintain Information Governance standards Medical Director Sovoranes amber | — A3 |IT Health Check (including Penetration Test) report received Aug-14
Ad Routine email communications relating to IG alerts and threats On-going
A5 MIAA IGT Audit - mandatory (Significant Assurance) Mar-15
[[MPACT ON CORPORATE OBJECTIVES (1p fo fop 3 JFGTENTIAL CONSEQUENCES OF THE RISK A6 |2014/15 Information Governance Toolkit Submission 72% - Level 2 Compliance [Var-15
REF What are the key potential consequences (up to 4) of the risk? A7 Bi Annual Information Governance report received by Informatics Board Jul-15
PCA Un?ble to §hare clinical c!ata aﬂe{:tivelywith partner organisations to support the A8 Annual Caldicott report received by Informatics Board Nov-15
delivery of integrated clinical services A9 |MIAA Core IT Infrastructure Review (Significant Assurance)
" " . A10  |NHS.Net email secure encryption implemented; reviewed and approved by the IG Panel
Fez Patient confidence in the Trust adversely impacted A11 Information Security Office?ijualifieF; HealthCare Information Spepcurity an):j Privacy Practitioner
IW PC3 Adverse impact on Trust's reputation resulting from adverse publicity
|What otz i i Rl ki PC4 Information Commissioners Office (ICO) impose a fine

REFERENCES OF KEY OPERATIONAL RISKS IMPACTING ON THIS STRATEGIC RISK 25/11/2015 IMPACT
Based on those reported to Informatics Board LEVEL =
Red | &
—— e S )
m o n What are the most significant origins (up to 10) which could or | Amber 3
Potential or actual origins that have led to the risk... have lod fo fhe Fisk? Green |2
REF |ORIGIN RAG
01 |Unintended loss of confidential or valuable data (clinical, corporate & employee) e.g. lost ward handover sheet amber -
02 [Misdirection of confidential or valuable data to an individual or individuals e.g. incorrectly addressed letter amber -
03 |Incorrect disposal of data media or its content that does not protect confidentiality e.g. confidential waste in a non-confidential bin amber 4
B v : i : The GAPS IN CONTROL / NEGATIVE ASSURANCES are...
04 |Inadequate security practices that enable inappropriate access to confidential/valuable data e.g. generic usernames and passwords amber =
05 |Inadequate security controls that enable inappropriate access to confidential/valuable data e.g. paper records accessed on a ward amber - What are the remaining key gaps (up to 10} in the controls or negative assurances despite the stated controls and positive assurances in
06 |Access to confidentialivaluable data is incorrectly provided to individuals e.g. staff granted system access beyond role based needs green - REF GAP ACTION PLAN AGREED REVISED
07 |Confidential/valuable data shared to a public domain or an unsecured area inappropriately e.g. provision of payroll details for mailshot green — DEADLINE | DEADLINE
08 |Confidential or valuable data retained for longer than is mandated by the Department of Health e.g. Meditech records kept indefinitely amber — " - . ) . " "
- - - T - erey Secure disposal of sensitive, confidential Let new contract for secure confidential waste bins and
09 |Security controls/data media used puts at risk access/legibility/accuracy of data e.g. temporary staff without legitimate data access green - G3 and person identifiable paper waste disposal Q114115 Q4 15116
010 |Intentional (approved/unapproved) disposal/transfer of confidential/valuable data, inappropriately e.g. child records weeded at 7yrs amber | >
< Continue work on data flow mapping, assess progress
- - G4 Extend data flow mappin: Q4 15/16
The risks are CONTROLLED by... Strength The REPORTING mechanisms are... Strength PPing annually
= =
. Red 9 | |What are the key reporting mechanisms (up to 10} that will Red o
;V::: i’r:kg;e ey CaRTRIS (Ep D W e e AR i Fiias Amber § provide assurances that the key controls are effective? (£} Amber § G5 Extend Information Asset Register Continue work on Asset Register, assess progress annually Q4 15/16
: Green 2 | |= External assurance. Green L
= " & =
REF |CONTROL RAG REF |REPORTING MECHANISM Y RAG Members of the Information Governance
o1 95% of staff undertook Information Governance training T . Rt Risks and incident trends reported (o montht on e G6 (PE'nE‘EI and Caldicott complete 15/16 Appropriate online training undertaken by all panel members | Q4 15/16
within the last 2yrs-year the Informatics Board v 9 raining
c2 Information Governance and IT Security policies and green 5 R2 Rlsks? and incidents reviewed by the monthly green - o ) On-going rollout of digital dictaion and repiacement of
procedures Caldicott & IG Panel G7 Dictation devices not encrypted G : L 3 Q4 16/17
dictation devices without encryption
Use of technology and data sharing agreements to support Bi-Annual IG and Annual Caldicott bi-annual/
C3 e § green - R3 ) green - - - - - - - - - - - -
secure transmission and sharing of data reports to the Informatics Board annual Electronic equipment including medical Undertake review of electronic equipment, including medical
ca |use of tion t dat ablS davi b R4 Significant incidents reported through A ired G9 devices disposed of without removal of devices, to understand the risk of unencrypted confidential Q3 14/15 Q4 15186
SRl NGTyRton (o'sectire cala o poriab's covices amber 2 STEIS 2 reauire areen &1 unencrypted confidential patient data patient data not being disposed appropriately
c5 .Secu‘r.e disposal of sensitive, conflden?\al and person e N RS Slgmflcapt |nc|dent§ rgponed to the As required green -
identifiable waste (paper and electronic ) Information Commissioners Office
. Audits reviewed by the Informatics .
C6 |Data flow mapping amber - R6 Board and Action Plans fracked As required green -
o~ " Information Governance plan
C7  |Maintain up-to-date Information Asset Register amber - R7 Updates 1o the Informaties Soard Quarterly green -
c8 Members of the Information Governance Panel and o 5 R8 Exec Team receives updates on Weekl o N
Caldicott Panel fully trained g significant risks and issues v g
. N Finance & Integrated Govermnance "
C8  |Appropriately qualified Information Governance Manager green - R9 reconesinformaticsiBioard minuies Bi-Monthly green -
c10 Identified and trained Caldicott Guardian and Senior i~ N R10 Audit & research data requests monthl — N
Information Risk Owner 9 reviewed by Caldicott Panel Y 9
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COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST

Board Assurance Framework - 25/11/15

TMPACT X LIKELIHOOD = RISK SCORE .
T T T REVIOUS GUARTER SURRENT ~ARGET RISKSCORE - These are the POSITIVE ASSURANCES actually received...
RA RISK SCORE RISK SCORE RISK SCORE Mar-16 | Mar-17 CURRENT & | [ What are the key actual positive assurances received through reporting (up to 20) that & conirol has remained effective.
=16 ax4=16 a1z a1z | dams | SSUREP | € | [eeporr]PosTVE DATE LAST REPORTED TO
What is the strategic risk to be controfied? = REF  [What is the report received that provided that assurance? COMMITTEE
EXECUTIVE DIRECTOR BOARD COMMITTEE
REF |STRATEGIC RISK Al review of i presented to Executive Directors
Failure to provide appropriate Informatics infrastructure, = T — A2__|ICO Data Protection AUdit Report (Limited Assurance)
CR10 [systems and services that effect high quality patient care in-|  Chief Financial Officer "a'::vema:g: © amber | — | [ A3 |IT Health Chesk (including Penetration Test) report received
line with the business obiectives of the Trust A4 |ICT Asset Management Audit (Significant Assurance)
A5__|Waiting List Management Report
IMPACT ON CORPORATE OBJECTIVES(up 10 10p 3 [FGTENTIAL CONSEQUENCES OF THE RISK A6 |Participated in national Busting Bureaucracy review of data collection
REF__ |What are the key potential consequences (up 1o 4) of the rsk? A7__|IT Service Continuity Review (Significant Assurance)
A8 |MIAA IGT AUdit (Significant Assurance)
PC1
That patients receive poor quality care or experience avoidable harm 29 2014715 = Tookit 72% - Lovel 2 G
PC2 That patients experiences poor quality clinical outcomes which are below published A10  |Quarterly Informatics Stocktake undertaken with the Executive Directors
national and international standards A11__|MIAA VolP Audit (Significant Assurance)
pos | That the staff user experience is suboptimal and does not aciltate the delivery of high A12__|MIAA Core IT Review (Significant
IMPACT ON CQC CORE OUTCOMES qualty care A13__|HSCIC IT Health Check Report
What are the Outcorne Reference Numbers? pcs | Thatthe organisation is unable to deliver current services efficiently and/or plan to meet
future service requirements
[REFERENCES OF KEY OPERATIONAL RISKS IMPACTING ON THIS STRATEGIC RISK — IMPACT
Based on those reported to Informatics Board LEVEL =
Red %
i i : What are the most significant origins (up to 10) whichcould or | Amber | &
Potential or actual origins that have led to the risk... e e oy || S
REF_[ORIGIN RAG
01_|Fallure to provide operational continuity (and resilience to faulls), iniial training and refresher training services amber | >
62 _|Failure (o provide timely, efficient, acoUrate and value for money Informatics services o agreed levels amber | >
03 _|Failure to provide development services to Idently and exploit avallable technology amber | -
04 |Failure to provide development services to implement technology that enables change with managed risk amber = The GAPS IN CONTROL / NEGATIVE ASSURANCES are...
05 |Failure to enable the 1o realise fUll benefits of the technology assets Under 1ed | - | [ Wrat are the remaining key gaps (up to 10) In the controls or negative assurances despite the stated controls and positive assurances in place?
06 Fa!lu reto provfde (echnology that enab!es the @egraﬂon requrred to support the delivery of healthcare amber 3 REF GAP ACTION PLAN AGREED REVISED
7 _|Failure to provide an Teporting service (operational and corporate governance) amber | - DEADLINE | DEADLINE
08 |Failure to provide Informatics services in-line with corporate and reguldory standards amber | — | b LS y
09 |Failure to provide a health records service that sUpports the delivery of heahcare amber_ | || 3 I':::‘:;rzgs‘e'leo'y;"m e COMINURY | bevetop timetable for review and testing of plans Q41516
010 [Failure to provide strategic leadership in the use and exploitation of technology amber — P P
Senior Informatics team roles i § i
oo : Review and update job descriptions, bandings and structure of
2 : G4 |responsibilties and structures not current Q11415 | Q31516
The risks are CONTROLLED by... strength | | [The REPORTING mechanisms are... Strength | & 1§r pUpoSS V" |the senior Informatics team
§ §
) " Red | & | |What are the key reporting mechanisms (up to 10) that will Red | & !
Vhete stipieysontioh P IEHT) et e 1 placsanilghis Amber | £ | |orovide assurances that the key controls are effective? (2= | Amber | 2 G5 ! SIERTE i iCSERaNGESSn Q41415 | Q41516
these risks? g g and no professional accreditation | Achieve foundation level ISD accreditation
Green External assurance. Green
REF_|CONTROL RAG REF_|REPORTING MECHANISM FREQUENCY| RAG Heyelonrani bnewifomall i Ed ey Boni
Good programme and project governance (e.g. industry Informatios strategy reviewed by the G11  |Absence of Informatios/Digital Strategy velop and present new informaticsDig=l Staegy o B0 | quians | «si6me
Cc1 ) N amber | - R1 " annual red - of Directors
standard methodologies, business change & benefits) Informatics Board
i T Security and Senvices Annual Plan reviewed and approved by " ) §
¢z |4 i
policies, plans and procedures green | > 1| R2 |inomatios Board quarterly 9N = M1 613 |inadequate information reporting tools gﬂ;’;er" et QlikView reporting soluton for 18wks and Q21516 | Q3 15/16
o3 |Appropri ip and for o s |Imiormatics Board monitoring project | Lo oo o
the Informatics Board and its sub-groups g ? progress (value >£50k) q 9 ¥
Proactive approach to fisk mgt, KPI monitoring, incident service Key
©4 | review, action planning, disaster recovery & continuity amber 11 R4 icators quarterly .
Clinical engagement through Chief Clinical Information Officer, Audits reviewed by the Informatics ;
5 | Bivisional GI0s and Glinical Advisary Group 18 = || RS |Board and Action Plans tracked asrequired (RN —
Up-to-date and fitfor purpose Informatics Strategy which is Finance & Integrated Governance ;
8 | wned by the business 1S > | RO |receives Informatics Board minutes biMonthly (RS -
(Audit programme including Pen Testing, Coding, Backup & Risks and incidents reported and
7 |Resiience, IGT, Asset Management, Data Qually, etc green | > 11 R7 | eyiewed at Informatics Board, etc oDl R
s |IT infrastructure, desktop and mobile assets supported. e Rg |Imormatics Stocktake with Executive — o
maintained and replaced in-line with best practice @ Directors g g E
Comprehensive user training programme (initial and refresher) 5y7 Capital Plan reviewed and
ol across all assets under management = i Re approved by Informatics Board Smonthly green 5
[ Appropriately resourced, qualfiied, knowledgeable, motivated, Recelves minutes & Updates from !
on well trained and sustainable workforce S R10 appropriate Informatics sub-groups oty ) i
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COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST

Board Assurance Framework - Quarter 1 2015/16

IMPACT x LIKELIHOOD = RISK SCORE -
These are the POSITIVE ASSURANCES actually received...
STRATEGIC RlS KS INITIAL PREVIOUS QUARTER CURRENT TARGET RISK SCORE = y
RISK SCORE RISK SCORE RISK SCORE Apr-15 | Mar16 | CURRENT 2 | [What are the key actual positive assurances received through reporting (up to 20) that a control has remained effective.
N/A N/A 4x3=12 4x3=12_ | 3x3=9 Ai:g:fn 2 | [rRePorT[POSITIVE ASSURANCE DATE LAST REPORTED
[What's the strategic risk to be controlied? e e DECe AT e § REF  |What is the report received that provided that assurance? [ TO COMMITTEE
REF R1/R3 |Reporting on agency & variable pay spen overnance eering group establishe: -NOV-
STRATEGIC RISK Reportir & variabls d. G & Steeri tablished 24-Nov-15
CR11 People and R1/R3 |Reporting to Board /POD on workforce KPIs 24-Nov-15
S Failure to recruit and retain professional staff Director of HR and OD Organisational Amber | || R3/R4 |Nursing and midwifery workforce strategic and operational group Nov-15
Development R3  |Reporting on support & performance from Multi-Disciplinary Education G -Jul-15
R5 F ip Forum: Staff /staff survey/staff FT reviewed monthly
[LINKED CORPORATE PRIORITIES (Up fo fop 3) [POTENTIAL CONSEQUENCES OF THE RISK R1/R3 | Staff survey reported to Board of Directors, with associated action plan in place.
What the key potential to 4) of the risk? i ff i 2 P i
(Goncentrating on the right senvices to meet the needs of our patients REF at are ey potential consequences (up to 4) of the risi R3 Sign of H.eakn Education England reh‘Jrn 015 People & OD Committee
5 o & 3 R3 NED Chair for People and OD Committee - March 2015 onwards
PC1 Possible reduction in services and poor patient / staff exp = -
§ R1__|Appraisal Performance increases to 89.1% (August 2015)
[The foundations for change to happen
PC2 \s o S5y M iRcieasad costs C7 Monthly of safer staffing & 6 monthly report to the BOD
TG S TS oG R2 _|Medical Staffing / Nurse Staffing / Nurse r papers presented to POD
9 i " " 3 e Cc10  |O i Health visits reported to POD Committee/Partnership Forum including H&WB Strategy
PC3 Risk to patients / risk to staff, if inadequate cover "6 [Excoutive Tt of the Monl walkabouts Teported 0 EDG
PG4 Requirement to outsource activities C7 Master class series - planned throughout the year. Next date planned 28/10/15
C10  |Implementation of Schwartz Rounds
C10 | Development & Launch of Garers Strategy to support members of staff as carers.
Eased on those reported to Executive Committee on 12 August 2015 IMPACT R5 _|EXt Interview / How are we doing interviews i Feedback to SPF July 2015
LEVEL R4 R of nursing it - second cohort with good levels of retention
Red R4 |Monthly Nursing & Midwifery Operational group chaired by Director of Nursing & Quality 11-Nov-
i o i What the t significant origit to 10) which iid Amber Forerunner Bids undertaken to HENW to support retention, skill mix & practice development October / November 2015
Potential or actual origins that have led to the risk... at are the most significant origins (up to 10) which could or o2 L L P @
have jed fo the risk? Green
REF |ORIGIN RAG
01 |Gaps in junior doctors rotas Red >
02 |Lack of suitably qualified candidates in specialist clinical skills e.g. ED G BME/E| Amber >
03 [Tighter UK border controls for non EU countries / Tier 2
i T Amber_1 2 11 The GAPS IN CONTROL / NEGATIVE ASSURANCES are...
04 |Implications of Nurse Revalidation Amber >
05 |Age profile/demographic in some staff groups e.g. Midwifery / Nursing Amber > | | What are the remaining key gaps (up fo 10) in the controls or negative assurances despite the stated controls and positive assurances in place?
08 _|High cost of agency / locum staff (Nursing / Medical) as monitored by the Variable Pay Programme Red > REF GAP ACTION PLAN AGREED REVISED
07 |G issioning changes e.g. tenders Green > DEADLINE | DEADLINE
O |7y senices and addional resolrcerequisents AN k2 Gaps remain in some medical specialties in m‘:::ern?‘viwsii;ﬁ%ﬁ;ﬁ‘:g«‘iﬁi\y‘fg ;n‘ Ir:cyrmtfrlvj‘ec;‘ S;Aa'e'é"z:ga\
08 |Operational pressures and impact on retention / heaith and wellbeing, appraisals, mandatory training etc. Amber & G1 junior doctors rota vacancies added fo Integrated performance report from Septemmber Q3 15/16
010 2015._Medical Staffing team establishment made permanent
Tn development Tor all stail gru—d_prh‘rups TN conjunciion with Key
i stakeholders, to include increased profile for recruitment, key roles
The risks are CONTROLLED by... Strength The REPORTING mechanisms are... Strength G2 |People and OD Strategy being developed. oy oic. Annual Plan 15/16 agreed. Delayed review toinkinwit | 02 19/18 | Q41618
= = Madel Hospital workshaps.
TEREOTS T E Ve A TGTGATY oo,
What are the key controls (up to 10) that are in place to mitigate Red | & | [What are tre key reporing mechanisms (up fo 10) trat wil Red | Stronger clincal engagement inrecruitment i value based recruitment. Working with regional group &
. Amber 2 | Jprovide assurances that the key controfs are effective? (= Amber 2 G3 processes, e.g. drafting of JDs and commitment Q3 15/18
|these risks? <3 5 for recruitment imescales NHS Employers in relation to agency spend across the region. Part of|
Green | = | |External assurance. Green | = HQCL Process work stream.
REF |CONTROL RAG REF |REPORTING MECHANISM FREQUENC | RAG of ceitain e.q,uitra |Reported as part of regional workforce planning retum July 2015
— i N c4 P 9 Warking with University and HENW on Sonographers programme & | Q3 15/16
G1  |Development and communication of People & OD Strategy Amber | > R1  |Board of Directors reports Bi-monthly Green | > sonographers and nurses submitted a number of bids to the Forerunner fund cpfions.
Medical staffing gaps, fortnightly reviews & increased Finance and Integrated Governance ” Poor performance and recording of Monitoring and escalation continuing on monthly basis.
* x
e Management Information from Med Staffing Team Green R2 | committee Bimonthly | Green "] > G5 |appraisal outside of Trust target, impacted |Signi imp inp and now Q4 1518
ittee i i by operational pressures CQC target of 85%,
G3  |Improved recruitment material and website Amber | > || rs [Poople and OD Gommitiee indluding | g oy [ Green | % b £ 2
governane structure e.g. MDEC workforce agenda across West | Medrated monthly workforce agenda meeting for HRDs and
4 |Relationshi i with D & > R4 Nursing and midwifery workforce bi- Bi thi & > G6 Cheshire 9 key leads. Integrated People Strategy developed. Supporting | Completed
eationship management with Deanery i monthly Transformation Group -monthly e Stabilisation & Transformation agenda
- - Partnership Forum / Local Negotiating | Monthly/Bi- Staff Friends & Farmily issued all quarlers 2014/15. Aclion plan In place and
G5 |Variabl da & st Gi * RS " Gi *
ariable pay agenda & steering group Een Commitiee monthly Ieen 7 |Stalf Engagement (Staff SUvey/SFFT) oo e e e e amroas | Completed
i it 1o POD Commit
cs Di"e"’pTeP’“ a{‘,ﬁ exploration of newand extended roles;e;d.. N -3 R6 |Executive Directors Group Weekly Green | > Ll IR
Tactroner of activity on staff and ability to |L2UNch of Health and Welleing Sirategy / Resilence support. Partnership
= HRWBS Management Board / HR & " G8 working / Engagement with Unions. Review Staff survey and SFFT results / Staf | Q3 15/16
G7 | Monthly monitoring of safer staffing nurse levels Green |[> W7 [oppermermsnseeoas rterly/Bi Green | * manage pressures engagement experience programme, Schwartz Rounds implemented
06 |Educational & Leadersh Tor al saft & N "6 |AmualD. - e - N (Weekly Lask & finish group established. Review of Montor diagnosti 1ool
ucational & Leadership programmes for all staff groups reen nnual Deanery visi nnual reen : z | Assessing link with CRS plans and focus on spend related to Bank, Agency,
G9  |Variable pay spend monitoring & controlS. | oyerime, acas as well as deveioping controls and Increased attention and focus| @4 15/16
N — - - on medical gaps and reducing sickness impact fassociated costs.
G9  |Experience and engagement (including use of staff stories) Green | > R9 |GMC trainee survey ( E) Annually Green | >
i " » " " G10
G10  [Health and Wellbeing Strategy Green > R10  |University refationships ( E) Quarterly Green >
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Summary

This report is to provide 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 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. In the main, wards at CoCH do comply with the
standards; however, there is an emerging theme of some wards
requiring additional resources longer term to support safe patient care.
However, the National Quality Board guidance (due out in Spring
2016) introducing the Care per Patient Per Day metric will be
important in our work in implementing The Model Hospital.

Recommendation(s)

The Board is asked to: Note the report and recommendations for
future action

Risk Score

N/A
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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

e 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.

e 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

e 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.

e 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:

e 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

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

e Utilisation of beds and bed occupancy

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

e 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 (Appendix1)
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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
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reference 1o, 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

e As is the case with other Trusts, it is challenging to recruit to registered

nursing and specialist posts such as ICU trained.

e 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.

e 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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e Some Ward Managers are finding it increasingly difficult to work in a
supervisory capacity, due to pressures of vacancies and sickness.

e Increasing patient complexity and incidence of dementia is impacting
significantly on staff time. It is becoming increasingly challenging to manage
due to enhanced supervision being required by many of the patients are who
are delayed discharges. Additional training is being implemented to support
staff.

9.0 Urgent Care Adult Wards

The benefits to our patients of the Acute Frailty Unit (Ward 51), has been
demonstrated by an increase in discharges to a more appropriate care setting and
reduced length of stay. As transformation of services continues o benefit patient
care there is a requirement to re-profile the beds within Urgent Care to reflect the
service need.

e ldentified wards

Within Urgent Care, the Ward Managers who do not believe they have the
correct skill mix include, AMU 50, and 51

¢ AMU - Urgent Care intends to review the cardiac monitoring guidelines and
the need to work closely with clinical teams to have a more robust process for
monitoring and de-monitoring of patients. Once this is done a further review
will need to happen to support the need of additional staff if it is identified as
required. In the last 6 months there has been increase an additional twilight
shift — it is believed that this is sufficient as an interim measure

e Ward 43 — The previous Head of Nursing increased the WTE by in NA Band 2
and also agreed the appointment of a ‘care and comfort’ assistant. It was
agreed to over establish NAs recognizing the increased acuity. This supports
the significant % of patients with dementia, hence the need to increase the NAs
to reduce the risk of hospital acquired harm. In order to improve the patient
experience, plans are in place to re-locate ward 43 to the current ward 50. This
will ensure appropriate clinical adjacency to Ward 51. This will also enable
further development of the Acute Care Hub and provide a seamless multi-
disciplinary approach to patients during their first 72 hours of care.

e Ward 50 — Haematology /Oncology and diabetic patients are currently
managed on this ward. Treatment complexity has increased along with the
incidence of dementia. Hence the increase in one further registered nurse on
nights e.g. Ward 50 has been identified as a high acuity ward for Clinical
Haematology and Diabetes patients and therefore potential infection control
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issues. The proposal is to relocate ward 50 to Ward 43, and plan towards a
lower bed complement to help reduce the infection control risk. Consideration
will also be given to infroducing an increased number of en-suite side rooms
on Ward 43 Staffing will then be reviewed and agreed with the Ward Manager

e Ward 51 - Frailty Ward. Due to the increase of the number of delayed
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.

10.0 Planned Care Adult Wards

As part of the service improvements for patient care, the Planned Care Division
opened ward 40. In order to manage nursing costs we split ward 53 and ward 40
budgets.

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.

Within Planned Care the ward managers who do not believe they have the correct
skill mix include Wards 44, 45, 53, 52, and 54.

¢ Ward 44 — Major colorectal surgery patients are no longer cared for post-
operatively to HDU, but managed on the ward. This means the complexity
has changed with a high proportion requiring clinical & technical interventions
i.e. PICC lines, high use of |V drug medication, TPNs, Epidural EPCA’s,
stoma care, tracheostomy care. The Ward Manager has suggested in her
professional judgement, there is a need to increase of NA and an increase of
the RN to 3 per shift on night duty.

e Ward 45 - An additional NA as this is the orthopedic trauma ward and with
delayed discharges as elderly complex patients with social problems. This
needs to be worked through as the use of a discharge supporting role for 45
maybe a more effective option

e Ward 52 - is an acute surgical specialty ward. However, the case mix has
changed significantly since September 2015. The ‘red flags’ such has missed
breaks are being documented. Although the WTE appears similar to other
surgical wards, this will need to be reviewed as the ward now cares for
patients with Tracheostomies
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e 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

e 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.

e 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
e Mitigating risk

The Director of Nursing (DoN) monitors the staffing incidents at the weekly Serious
Incident panel (Sl). The approval of the DH staffing data that is uploaded monthly

10
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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.

11
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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

" Jan15  Feb15 Mar15  Apr15  May-15  Juni5  JuHIS  AuglS  Sep15 Octl5  Now-15 Dec15
406 408 456 3 M6 480 400 24 435 456 286 X2
18 i} 2 12 16 2 13 4 14 4 17 9

e 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.

12
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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 £21,713 £25,810 £36,488 £32,428 £34,637 £43,973 | £195,049
13
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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.

v

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 aclivities 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.

14
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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.

B Month Total

Sickness Absae noce T

Turmnowesr Sh

3. 79%

SOt

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

> Dedicated action plan in place to review other options to enhance the

current service

18.0 Recommendations and Next Steps

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

¢ |nvestigate how Allied Healthcare Professionals can help support patient care

e Review retention and recruitment in wards and departments where turnover

appears higher

e 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

15
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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 o 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

16
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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

| 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
e 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

30 93.0% | 904% | 918% | 924% 93.7% 1033% | 1019% | 1002% | 99.9% | 102.8% | 103.5%
33 1035% | 1006% | 1033% | 998% | 955% | 964% | 962% | 993% | 1036% | 986% | 973% | 97.4% | 998% | 1018%
32 988% | 995% | 1026% | 9a7% | 961% | 98e% | 972% | o83% | 969% | 965% | 97.3% | 997% | 1015% | 986%
<0 98.7% | 985% | 958% | 99.a% 97.8% | 96.0% 95.1% | 101.5% | 100.9%
41 937% | 965% | 9asx | 91ax 90.9% | 904% | 935% | 93.0%
42 1049% | 103.0% | 99.7% | 102.4% | 1024% | 1003% | 101 7% | 995% | 1029% | 1005% | 103.9%
43 102.1% | s85% | 1002% 922% | 98.1% | 1006% | 989% | 963% | 967% | 934%
a4 105.0% | 913% 980% | 955% | 910% 932% | 927%
45 1021% 1018% | 1015% | 97.4% | 994% | 991% | 9sex | 998x | 9sox | 9son
49 96.7% | 1010% | 100.3% | 103.5% 102.9% | 101.4% 1016% | 997% | 99.6% | 100.5%
50 104.9%
a8 99.9% | 1050% | 97.6% | 1011% | 1023% 98.1% | 947 98.0%
61 93.1% 915% 91 2% 93.7% | 1013% | 978% | 97.2% | 97.8% 90.1% 93 8%
52 934% | 95.3% | 911% | soex | 963% | 90s5% 99.1%
63 | 203.0% | 1018% | 1004%
54 916% | 956% | 955% | 943% | 992% | 1006% | 998% | 9s9% | 9s9% | 998% | 937 | 9s0%
> AMU 913% | 926% 102.1% 103.3% 975% | 1009% | 911% | 9s9% | s18%
CCU | 1034% | 93.3% | 995% | 100.5% | 100.6% | 1014% | 968% | 994% | 1046% | 961% | 954% | 94a% | 938« | 960%
Diamona| 1019% | 9ss% | 1006% 966% | osm% | 1059% | o78% | sssw s29% | o7.5% | ossw |NEomseN
Emerald | 959% | 982% | 1000% | 1003% | 969% | 97.3% | 1007% 1043% | 965% | s00% | ss2% | s02%
Ruby 922% | 945% | 958% 949% | 1005% | 1016% 904% | 944% | 933% | o54% | 968%
Critcal care medicne Icu 96% | 95.7% 97.9%
ieonatal NNU o4 6%
Db stetrics 32 1023%
abour Ward 35 99.1% | 1036% | 996%

*106%
15% 1o 105%
95% to 90%
90%

currant woriforce

Hours available match e pat et BCuIty

Dol ly-Shiftrev ew

Dol y-Shift review resuiting i n 323 movemant if nesded- escal ation
T danCe Trignered

Monitori ng of the ule of ONe 10 ONe Bnd the need fOor B3OS SONBI Rours of
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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(TW,T)| 3/2 3/2 I 1:5 1:9 wc/
S5day |4/2(M,F) HDU
ward open
2/11f no
HDU
44 28 4/4 3/4 2/2 1.7 1:14 WcC/CC
45 28 4/4 3/4 2/3 1.7 WcC/CC
53 * 14 2/1 2/1 2/1 1.7 1.7 WcC/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 WcC/CC
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Urgent Care Number Early Late Night | RN to patient | RN to patient ratio Support Staff
beds ratio (days)* (nights) 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 wcC
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 wWC
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¢/
20
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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

21
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Appendix 3: Ward manager Proposals

22

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

Jan-15  Feb-15
Women's Unit - 40
General Surgery - 41
General Surgery - 4
Urology/Trauma and Orthopaedics - 45
Gastroenterology - 49
General surgery - 52
Surgery - 53
General Surgery - 54
Critical care medicine - ICU
Obste trics - 32

Overall divisionscore

Care of the Elderly- 34
Cardiology - 42

Care of the Eldery- 43
Respiratory Medicine - 48
Haematology/Resp Medicine - 50
Short Stay - 51

Cardiology - CCU

Rehab EPH - Diamond
Rehab EPH - Emerald
Rehab EPH - Ruby
Neonatal - NNU

|0vemll division score

Mar-15 Apr-15 May-15
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Jun-15

Jul-15

Aug-15  Sep-15

Oct-15

Nov-15

Dec-15
0%
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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
210 Accident & 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
210 Bridge Ward 44 £350 £170 £387 £908
210 Castle Ward (52) £1,475 £274 £187 £124 £91 £2,150
210 Cathedral Ward (42) £911 £668 £680 £2,067 £1,079 £1,198 £6,602
210 Coronary Care Unit £245 £506 £751
210Critical Care Staffing £810 £1,224 £2,863 £2,644 £1,540 £9,082
210 EPH DIAMOND WARD £414 £1,162 £708 £636 £342 £1,950 £5,212
210 EPH EMERALD WARD £659 £925 £912 £119 £257 £2,872
210 EPH RUBY WARD £173 £1,035 £252 £142 £86 £727 £2,414
210 Foregate Ward (49) - Gastro £977 £142 £1,586 £1,516 £1,970 £2,520 £8,710
210 Haematology Oncology Suite £581 £264 £184 £326 £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 £1,061 £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
210 Trinity Ward (33) £1,216 £2,693 £3,181 £1,364 £524 £1,395 £10,372
210 Ward (43) £1,115 £333 £1,476 £3,387 £1,974 £2,084 £10,370
210 Ward 54 £57 £57
210 Winter Escalation Ward - Acute Frailty Unit £1.213 £1,364 £3,369 £1,692 £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

- B
In your opinion, were there enough nurses on
duty to care for you in hospital?
100% —8 B—0 B M u - ‘ H B Not applicable to me
B0% Strongly Disagree
60%
= Disagree
40%
Neither agree nor
20% disagree
0% M Agree
S 2983 S 888a8a
E _.E ::J 2% q:é_ é‘ 5 § :%0 ;— g Zé ® Strongly Agree
L o
s 3
Did you get enough help from staff to eat your
meals?
) H Not applicable to me
100% Hfﬁ_:_‘i‘
90% SN
80% Strongly Disagree
70% =
60% l m Disagree
50% i
0,
gg;z I Neither agree nor
20% I disagree
10% = W Agree
0%
< N N N N W N N N N N W
TR - e - - R~ - M Strongly Agree
[S] = £ — — > = [=1s] o = >
¢ ©§ o & 2 ®m 53 2 3 o 2 ©
A = o 3 €< 35 5 " g w 0 =z
\ J
4 N\
After the call bell button was used, did you feel
that a member of staff arrived within an
appropriate time? B Not applicable to me
100.00%
Strongly Disagree
80.00%
60.00% = Disagree
40.00% .
Neither agree nor
20.00% disagree
0.00% W Agree
< N NN N N N N NN N N
i T - B e B o By
g s E == g‘ _% E] %" Sj’; 8 é W Strongly Agree
. V.
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4 R
Do you think the hospital staff did everything
they could to help control your pain?

100.00% - B Not applicable to me
80.00% Strongly Disagree
60.00% .

W Disagree

40.00%

Neither agree nor

20.00% disagree

W Agree
0.00% A2
< L N N N N W N N !N NN !
O B I S B
g L,E“ § g - g— —5. e %n § 8 é m Strongly Agree
\. 4
e p
Do you feel you got enough emotional support
from hospital staff during your stay?
100.00% — M Not applicable to me
0,
B Strongly Disagree
60.00%
W Disagree
40.00%
Neither agree nor
20.00% disagree
0.00% W Agree
< N N W N NN N N N W W
sl omlost sl oS oSl ol gl
g E E g s g _5 E; :?:D 5_,:— g é B Strongly Agree
\ J
4 ™
Did you find someone in the hospital staff to
talk to about your worries and fears?
100% ] m Not applicable to me
80% .
Strongly Disagree
60%
W Disagree
40%
Neither agree nor
20% disagree
0% W Agree
< L N N N W o N W W W
B B S S
L g E E g s g E E; éb E— g g m Strongly Agree
A
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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 96.5 285
Hours recorded as either
appropriate or inappropriate
to role 19.5 28.5
Hours of activities recorded
as appropriate to role 195 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 39.95 23
Percentage of time spent on
administrative activity

40.6% 80.7%
Hours of time spent on pa-
tient care-focused activities

57.25 55
Percentage of time spent on
patient care-focused activi-
ties 59.3% 19.2%

27
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Appendix 8: Ward Sickness %

Dec-15 6 Month Total
Sickness Absence % |Turnover % |Sickness Absence % |Turnover %
All Trust Registered Nursing & Midwifer 4.66%s 0.81 3.79% 6.04
All Trust Healthcare Support Staff 6.09% 1.07 5.29% 4.80
Division Area Of Work % Sickness Absence | Turnover % 6 Month 6 Month
Rate (FTE) % Sick Ab Tur %)
ot = Rate (FTE)

210 PLANNED DIVISION 5.91% 1.09 4.73%
210 PLANNED DIVISION 210 Bridge Ward 44 6.40% 65.06 4.61% 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 Non Pay B8.61% 0.00 6.35% 9.38|
210 PLANNED DIVISION 210 Palace (45) 4.64% 0.00 3.87% 2.35|
210 PLANNED DIVISION 210 Tower Ward (53) 5.41% 0.00 3.57% 7.55|
210 PLANNED DIVISION 210 Ward 54 5.91% 2.30 4.47% 5.98|

210 URGENT CARE DIVISION 5.12% 0.97 4.14%
210 URGENT CARE DIWISION |210 Accident & Emergency 4.86% 1.01 4.65% 5.18
210 URGENT CARE DIVISION |210 Acute Medical Unit (Ward 47) 2.99% 3.01 3.82% 7.41
210 URGENT CARE DIVISION |210 Cathedral Ward (42) 1.50% 0.00 2.96% 9.38|
210 URGENT CARE DIVISION [210 Coronary Care Unit 18.04% 0.00 9.02% 400
210 URGENT CARE DIVISION |210 EPH DIAMOND WARD 5.74% 0.00 5.88% 11.59
210 URGENT CARE DWISION [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 Foregate Ward (49) - Gastro 5.41% 0.00 5.47% 0. 00|
210 URGENT CARE DIWISION |210 Newgate Ward (50) 6.79% 0.00 4.03% 0.00|
210 URGENT CARE DIVISION [210 Nnu 6.81% 0.00 2.89% 5.26|
210 URGENT CARE DWISIOMN |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 3.96% 11.01
210 URGENT CARE DIVISION |210 Trinity Ward (33) 2.11% 0.00 3.06% 2.08,
210 URGENT CARE DWISION [210 Ward (43) 6.41% 0.00 5.00% 2.38
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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

e Support for Managers & Staff

¢ Communications & Staff engagement

e 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.

e 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:
e 16" March 2015

e 16MJune 2015
e 2" 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-SpeakQutSafely@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 Desighated
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:
e 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.

e 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.

e To consider the role of the Staff Governor when supporting the encouragement of raising
concerns.

e 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.

e To review and implement, where appropriate, the recommendations of the “Freedom to Speak

Up” national whistleblowing policy consultation, when published.
e 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:
e Sue Hodkinson, Director of Human Resources & Organisational Development

e Alison Kelly, Director of Nursing & Quality

January 2016
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: NHS Employers England

DRAW THE LINE

RAISING CONCERNS

TOGETHER WE CAN MAKE A DIFFERENCE

RAISING CONCERNS: Organisation self-assessment tool
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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 [ADraw 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.

More
work Unsure
required

INDICATOR:

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.

More
work | Unsure
required

INDICATOR:

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 v
practice, before the issue escalates into something

more serious.

We provide all employees with a route map that

clearly outlines suitable internal and external v

reporting routes.
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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:

Unsure

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 current
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:

Unsure

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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