Trust Board Meeting

Date and Time:

Venue:

Thursday 9 February 2017, 10:00 — 12:15
Boardroom H2.7, 2™ Floor, Hunter Wing

St George's University Hospitals INHS

NHS Foundation Trust

STAFF STORY
Tom Howard will present a Staff Story on the Central Booking Service (CBS) and how with the help of Listening

Into Action (LIA) the team have improved patient service, staff morale, and developed a much healthier and open
staff/management relationship.

Time | Item | Subject | Action | Lead | Format
OPENING ADMINISTRATION
10:15 1.1 | Welcome and Apologies - Chairman -
1.2 | Declarations of Interest - All Oral
1.3 | Minutes of Meeting held on 05.01.17 Approve Chairman Paper
1.4 | Action Log and Matters Arising Review All Paper
1.5 | Chair & CEO’s Report Inform CEO Oral
PATIENT SAFETY, QUALITY AND PERFORMANCE
10:30 2.1 | Emerging Outpatients Strategy Update MD Paper
2.2 | Quality Improvement Plan Assure DQG Paper
2.3 | Performance & Quality Report Review COO/MD Paper
2.4 | Elective Care Recovery Programme Update ECRPD Paper
2.5 | Standard Operating Procedure Review COO Paper
2.6 | Report from Quality Committee Inform Chair of Paper
Committee
FINANCE
11:10 3.1 | Month 9 Finance Report Assure CFO Paper
3.2 | Report from Finance & Performance Committee Inform Chair of Oral
Committee
WORKFORCE
11:30 4.1 | Workforce Performance Report Update HRAB Paper
4.2 | Report from the Workforce and Education Committee Inform Chair of Oral
Committee
4.3 | Guardian of Safe Working Report (Q3) Assure MD Paper
GOVERNANCE & RISK
11:50 5.1 | Corporate Risk Report Review DQG Paper
5.2 | Report from Audit Committee Inform Chair of Paper
Committee
CLOSING ADMINISTRATION
12.05 6.1 | Questions from the Public - Public Oral
6.2 | Summary of Actions - Co Sec Oral
6.3 | Any New Risks or Issues All -
6.4 | Items for Future Meetings - -
i. Review of Trust’s Insurance Arrangements
(March 2017)
ii. Update on Leadership Development (March 2017)
iii. Communications Strategy and Annual Plan
(March 2017)
iv. Lanesborough Wing, Electrical HV/LV
Infrastructure Upgrade (March 2017)
V. Flow Update (March 2017)
Vi. Estates Strategy (April 2017)
Vii. Update on Outpatients Programme and Business
Case (May 2017)
viil. Evaluation of Overseas Visitors and Migrant Cost
Recovery Pilot (June 2017)
6.5 | Any Other Business - Chair -
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Reflection on Meeting - All Oral
12:15 Close

Resolution to move to closed session
In accordance with Section 1 (2) Public Bodies (Admissions to Meeting) Act 1960, the Board is invited to approve

the following resolution: “That representatives of the press and other members of the public, be excluded from the
remainder of this meeting having regard to the confidential nature of the business to be transacted, publicity on

which would be prejudicial to the public interest”

Date and Time of Next Meeting: Thursday 9 March 2017, 10:00 — 13:00
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Trust Board
Purpose, Membership and Meetings

NHS Foundation Trust

Trust Board
Purpose:

The general duty of the Board of Directors and of each Director individually, is to
act with a view to promoting the success of the Trust so as to maximise the
benefits for the members of the Trust as a whole and for the public.

Membership and Those in Attendance

Members (Voting) Designation Abbreviation

Sir David Henshaw Chairman Chairman

Simon Mackenzie Chief Executive CEO

Ann Beasley Non-Executive Director

Stephen Collier Non-Executive Director

Jenny Higham Non-Executive Director (University Rep) Name/NED

Gillian Norton Non-Executive Director

Sir Norman Williams Non-Executive Director

Sarah Wilton Non-Executive Director

Avey Bhatia Chief Nurse CN

Margaret Pratt Chief Financial Officer CFO

Andrew Rhodes Medical Director MD

Thomas Saltiel Associate Non-Executive Director Name/NED

Executive Team

Mark Gammage HR Advisor to the Board HRAB

Mark Gordon Chief Operating Officer COO

Richard Hancock Director of Estates & Facilities DE&F

Diana Lacey Elective Care (Data Quality) Recovery Programme ECRPD
Director

lain Lynam Chief Restructuring Officer CRO

Paul Moore Director of Quality Governance DQG

Larry Murphy Chief Information Officer CiO

Divisions

Alison Benincasa Divisional Chair, CSD DC/CSD

Tunde Odutoye Divisional Chair, SCTN DC/SCNT

Lisa Pickering Divisional Chair, MedCard DC/MedCard

Justin Richards Divisional Chair, CWDT DC/CWDT

Secretariat

Fiona Barr Corporate Secretary and Head of Corporate Co Sec

Governance

Trust Board Dates 2016-17

Thursday 09.03.17
10:00 — 15:30
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5 January 2017 — From 10:00

H2.7 Boardroom, 2" Floor, Hunter Wing

Name Title Abbreviation
PRESENT

Sir David Henshaw Non-Executive Director (Trust Chairman) Chair
Simon Mackenzie Chief Executive CEO

Ann Beasley Non-Executive Director NED
Stephen Collier Non-Executive Director NED

Jenny Higham Non-Executive Director NED

Gillian Norton Non-Executive Director NED

Sir Norman Williams Non-Executive Director NED

Sarah Wilton Non-Executive Director NED
Suzanne Banks Chief Nurse CN
Margaret Pratt Chief Financial Officer CFO

Andy Rhodes Medical Director MD

IN ATTENDANCE

Thomas Saltiel Associate Non-Executive Director ANED

Mark Gammage HR Advisor to the Board HRAB

Mark Gordon Chief Operating Officer (6{0]0)
Richard Hancock Director of Estates & Facilities DE&F

lain Lynam Chief Restructuring Officer CRO

Paul Moore Director of Quality Governance DQG

Larry Murphy Chief Information Officer Clo

Alison Benincasa Divisional Chair, CSD DC-CSD
Tunde Odutoye Divisional Chair, Surgery DC - SNTC
Justin Richards Divisional Chair, CWDT DC - CWDT
Lisa Pickering Divisional Chair, MedCard DC - MedCard
SECRETARIAT

Fiona Barr Interim Corporate Secretary & Head of Corporate Co Sec

Governance

PATIENT STORY

The Chairman invited Mark Westcott to describe his experience of being a patient at St George’s.

Mr Wescott's concerns centred on a lack of sleep on the wards, very high temperatures, a lack of fresh
air, concerns about infection prevention and control but particularly the food that was served during his
stay which did not cater for vegan patients and which presented food choices with a high fat and sugar
content. Mr Westcott explained that he had made a complaint about his experiences, which had been
dealt with helpfully and professionally, though his main concern remained on the food provided in the
hospital. On behalf of the Board, the Chair thanked Mr Westcott for sharing his experiences and asked
him if he would help the Trust improve the food choices to patients. Mr Westcott agreed and the CN
agreed to involve Mr Westcott in a taskforce to help the Trust significantly improve the food it served to
its patients and also cater for different needs. Mr Westcott was very happy to accept the invitation.

TB.05.01.17/07 | Chief Nurse to involve Mark Westcott in a campaign to improve hospital food and
ensure that it caters for patients with different needs.

OPENING ADMINISTRATION

Welcome and Apologies

11 The Chairman opened the meeting and welcomed everyone.

1.2 The apologies were as set out above.
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Declarations of Interest

1.3

The Chairman asked for declarations of interest. None were made.

Minutes of Meeting held on 01.12.16

1.4

These were accepted as a true and accurate record of the meeting held on 01.12.16
save for an amendment to change minute 2.4 from “first collaborative palliative care
meeting” to “end of life steering group meeting”.

Matters Arising and Action Log

15

The Board received the Action Log and noted that actions TB.03.11.16/02 and
TB.03.11.16/05 could be closed subject to their consideration on the agenda.

Chief Executive’s Report

1.6

The CEO confirmed that the Trust had signed contracts with commissioners and
submitted its financial plans for the years 2017-19. Both the South West London CCGs’
and the NHS England Specialised Services’ contracts had been agreed on Payment by
Results basis that reduce the income risk to the Trust. Richmond CCG had indicated
that it would implement a prior approval process for Procedures of Limited Clinical
Effectiveness from January 2017 which the Trust was planning to challenge. The
Annual Plan and financial models that would form the basis for income and expenditure
budgets in 2017-18 were submitted to NHS Improvement (NHSI) on 23.12.16.

1.7

The Trust received a visit from senior representatives from NHSI between Christmas
and New Year who commended the Trust on progress being made since 01.11.16 when
the Trust was put into Special Meausures.

1.8

The CEO concluded by advising that Avey Bhatia would joining the Trust as Chief
Nurse on 01.02.17 on a one year secondment from Maidstone and Tunbridge Wells
NHS Trust replacing Suzanne Banks, Chief Nurse, who leaves at the end of January.

PATIENT SAFETY, QUALITY AND PERFORMANCE

Trust Quality Improvement Programme Progress Report

2.1

The DQG presented the Quality Improvement Progress (QIP) report which updated the
Board on the Quality Improvement Plan, and provided assurance on progress and a
breakdown of the anticipated benefits for each workstream. The actions which were not
on track or were at risk of breaching implementation deadlines were reported as
exceptions.

2.2

The Quality Improvement Plan was reported to be making good progress; most of the
actions were on track or ahead of schedule. Staff on Gwynne Holford ward were
praised for their efforts though overall on the QIP, challenges remained with:

i.  Depivation of Liberty Safeguards (DOLS) compliance

ii. Old beds/bed rails which required replacement

iii.  Duty of candour compliance

iv.  Apprentice programme not delivering to agreed to timescales

v. Some elements of the Estates workstream, particularly fire safety wardens and

evidencing the water flushing regime.

2.3

The NEDs welcomed the thoroughness of the plan but questioned if efforts would be
better directed in tackling the Care Quality Commission’s “must do” actions rather than
being so task orientated. They also queried if the delivery appeared “too green”. The
NEDs were assured that the regulators’ concerns would be addressed by good practice

2
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becoming “business as usual’; the DQG confirmed that good progress was being made.

2.4

The Board thanked the DQG for the update and received the report.

Performance & Quality Report

2.5

The COO introduced the performance report advising that early indications of the
Trust’s performance over Christmas was positive and the Trust had fared well, not least
due to pre-planning the impact of the Christmas period back in November. There was
an increase in the number of operations were cancelled on the day in November — this
was attributed to the Trust being put under additional pressures as it had to cope with a
local tram derailment (which was handled very expertly) and temperature and ventilation
failures. All cancellations were now reviewed every week and preparations had been
made for managing occupancy and increased unplanned activity for January —
December involving all the Divisions.

2.6

The CN led the Board through the quality metrics noting that mortality remained within
normal range though there had been a slight increase in Serious Incidents (SIs) in
November. Whilst the safety thermometer metrics were in line with the national
position, there was an increase in pressure ulcers in November. These were both old
and new pressure ulcers and therefore included both patients who had acquired
pressure ulcers whilst at the Trust as well as those admitted from a care home/their own
home with a pre-existing pressure ulcer. The Board was advised how the Trust was
working with the CCGs to flag these patients to ensure - from a safeguarding
perspective — they were followed up. The CN confirmed that, to capture performance
more accurately, she was now measuring pressure ulcers/1000 bed days (this related to
action TB.03.11.16/02). For the fifth consecutive month, patients had not developed a
grade 3 or 4 pressure ulcer whilst at the Trust and performance remained well below the
threshold of 19 for 2016-17.

2.7

There had been a year to date reduction in the number of patient falls. Measured per
1000 bed days, the acute service performance in November was 3.69 against national
benchmark of 5.6 though the community service performance was slightly above the
national average of 9.16 at 8.6.

2.8

In December, a point prevalence audit of all beds and trolleys showed that a large
number needed replacement. Post Meeting Note: Following the Board meeting, the
Executive confirmed an investment in new bed stock in reponse to the findings.

2.9

The CN reported a rise in CDiff cases: four in December and a year to date total of 26
against an annual threshold of 31 cases. The position was being closely monitored
through infection control audits though there was no evidence to suggest inappropriate
antibiotic use and all but the latest case had been assessed as “unavoidable”. A flu
outbreak within the Trust was also being closely monitored.

2.10

She closed by advising that she had commissioned an external review of safeguarding
and following, training in Level 3 Safeguarding and Deprivation of Liberty Safeguards
(DOLYS), there had been an increase in DOLS requests. Complaints increased in
November though there was no change in the themes.

2.11

The Board received the report.

Overseas Visitors and Migrant Cost Recovery Pilot

2.12

The CRO introduced the paper which proposed that the Trust participated in a pilot to
recover costs from overseas visitors and migrants who used NHS services but were not
entitled to free NHS care. Following recent research by NHSI, a number of trusts which
had a high number of such users had been approached to participate in a pilot scheme
to recover costs in two clinical areas: maternity and an elective service. Previously
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these costs had been written off.

2.13

The Board was advised that St George’s would be one of twenty trusts in the pilot and
patient and clinical safety would remain the overriding priority throughout; as now
emergency patients would continue to be treated free of charge. Planning had started
in October 2016 and the pilot study aimed to provide better understanding of the scale
of the issue and how best to recover costs from overseas visitors and migrants. Two
forms of identification would be requested from those wishing to use the Trust’s services
in the pilot scheme.

2.14

The Board approved the Trust’s involvement in these pilots and its wider participation in
a project into overseas visitors and migrant cost recovery. It agreed to receive an
evaluation report in June 2016.

TB.05.01.17/08

Board to receive an evaluation report on the pilot programme to recover costs in two
clinical areas (maternity and an elective service) from overseas visitors and migrants
who use NHS services but are not entitled to free care. Report to be received in June
2016.

LEAD: CRO

FINANCE

Month 8 Finance Report

3.1

The CFO presented the Month 8 Finance Report which showed the Trust had an in-
month deficit of £3.9m in November 2016 which was £4.4m worse than plan. Included in
month were a non-pay overspend, excess pay costs and above plan income though
some costs for pay and non pay were unforeseen and outside the control of the Trust.
The YTD deficit was £51.6m and the Trust was assuming a year-end deficit forecast of
£80.7m which was significantly greater than the £17.2m planned deficit.

3.2

Whilst agency costs had risen since Month 7, more controls were now in place and a
change of attitude towards using agency workers was evident. The CFO advised that
she would undertake a detailed review of risks and opportunities and report a more
detailed position in February. The Finance & Performance Committee later in the
month would examine the Trust's financial position closely.

3.3

The Board received the report and noted the current Trust financial position.

Report from Finance & Performance Committee (FPC)

3.4

As this had been covered in the previous item, the Chair advised he had nothing further
to report from the FPC.

Communications Plan to Support Trust’'s Long-Term Strategy

3.5

The CEO introduced the paper, explaining that this was a communications strategy to
raise awareness and seek buy-in for the Trust’s long-term strategy agreed by the Board
in December 2016.

3.6

The Board approved the broad approach and planned communications activity and
agreed to minor changes in the Clinical Vision and Strategic Priorities, subject to
replacing the word “become” with the word “be” in the Strategic Priority on Teaching and
Research:

Teaching and Research: To be a high quality centre for teaching and world-class
research, in partnership with St George’s, University of London.

WORKFORCE
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Workforce Performance Report

4.1

The HRAB presented the Workforce Report which showed that:

i.  Staff in post had increased and vacancies reduced though there was still more
to do to reduce agency usage and spend. The Trust was continuing to recruit in
all areas.

ii.  Turnover rates remain high.

iii.  Appraisal and mandatory & statutory training (MAST) compliance rates were
poor — including by comparison with similar Trusts.

4.2

Measures to exert a greater grip and control on payspend and overall workforce
efficiency included:

i.  Recruiting substantively where possible to reduce agency expenditure.

ii.  Examining all requests for recruitment to explore ways in which the resource
need could be managed differently (eg through business re-engineering or
process re-design).

iii.  Understanding the overall establishment position before the approval to recruit
is given as the current establishment is based on out of date information and
the new establishment will be informed by the Demand and Capacity Model
being developed by the COO.

iv.  Reviewing the end to end recruitment process to see where improvements can
be made.

v. Improving the bank staff system and procedures.

4.3

The Board noted the workforce performance report and actions outlined within it but
agreed to meet for a half day workshop to better understand the impact on demand and
capacity modelling on workforce planning (including job planning).

TB.05.01.17/09A

Organise a half day workshop before the end of January to better understand the
Demand and Capacity Model and its implications, particularly on workforce planning.
LEAD: Co Sec

4.4

The HRAB also confirmed that there needed to be better and more regular performance
management of staff and all staff should be formally appraised at least annually. He
advised that he and his team could help by simplifying the appraisal procedures and
also providing appraisal training. NED Jenny Higham also asked that appraisal for
clinical staff was closely linked to the University where necessary.

4.5

Regarding MAST, the HRAB advised that some of the problems associated with the low
levels of compliance could be an incomplete understanding of the level and frequency
of training required by different groups of staff. This would be better understood by
conducting a training needs analysis to better understand the requirements and so
inform the MAST programme. He also noted that there remained some problems with
the electronic recording of training which also had to be addressed and resolved.

4.6

The Board received the report but requested a further update at its next meeting.

TB.05.01.17/10

Provide an update on MAST training at the February Board meeting (09.02.17).
LEAD: HRAB

Leadership Development

4.7

The Board was advised that the Trust had made insufficient investment in leadership
development and capacity in recent years and this had to be addressed to drive positive
change within the organisation. Recent reports by the Care Quality Commission and
PwC had pointed to weaknesses in leadership and governance though the Trust had
been successful in obtaining funding from Health Education England South London
(HEESL) which planned to use to invest in clinical leadership.

4.8

The Board supported the approach to leadership development and use of HEESL
funding and to a ‘roll it forward’ beyond March 2017. It also agreed to receive a further,
more detailed report at its March 2016 meeting.
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TB.05.01.17/11

Present an updated report on leadership development to the March Board meeting
(09.03.17).
LEAD: HRAB

GOVERNANCE AND RISK

Information & Communications Technology (ICT) Update

51

The CIO presented the paper, advising that it updated on progress made on the
stabilisation of the IT infrastructure and the reduction of the risk to the Trust of
catastrophic IT infrastructure failure. He noted that significant investment was required
in the Trust’s IT infrastructure following years of under-investment and the first priority
was to ensure that the Trust had a stable IT platform after which there could be a
greater focus on more strategic, long term planning for the ICT service.

5.2

The Board agreed to continue to support ICT in continuing with the current programme
until completion in March 2017 though agreed that the issues with ICT should be
explored at the half day away day.

TB.05.01.17/09B

Explore the current position and future plans and timescales for ICT at the half day
workshop to be organised before the end of January.
LEAD: Co Sec

5B Corporate Risk Report

53 The DQG presented the Corporate Risk Report (CRR) noting that ICT and data quality
risks featured significantly in the CRR and had the highest rating (25 — catastrophic).
He also advised that a new risk had been added around the deteriorating patient.

54 The Board received the report.

Claims & Insurance — Briefing Paper

5.5

The DQG presented the paper which set out the Trust's claims profile, nature of current
indemnity schemes and premiums payable,and benchmarked the Trust's performance
against other London acute trusts. He briefly described the review into the Trust's
current insurance arrangements by an insurance expert, advising that he would provide
a fuller update once this review had concluded.

5.6

The Board welcomed the paper and looked forward to a further update in March 2016.

TB.05.01.17/12

Present an update report to the March Board meeting (09.03.17) on the Trust's
insurance arrangements following the review by an external insurance specialist.
LEAD: DQG

6 CLOSING ADMINISTRATION

Questions from Public

6.1 Before inviting questions from the public, the Chair thanked Suzanne Banks for all her
work as CN; she was standing down for personal reasons. Avey Bhatia would be
joining the Trust on a one year secondment from Maidstone & Tunbridge Wells NHS
Trust from 01.02.17.

6.2

Questions from the public included:
i.  How lessons were learned and cascaded in the organisation.
ii.  Concerns about the continued high use of expensive interim resources.
iii.  The forthcoming staff survey and morale amongst staff.
iv.  Having clear protocols for cost recovery from overseas visitors and migrants
who use NHS services.
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Any Other Business

6.3 As there were no further items of business, the Chair resolved to move to closed
session and end the meeting. He asked for reflections on the meeting and all concurred
that the patient story had been very illuminating and generally these stories set the

scene for the Board. It was requested that there also be staff stories presented and this
was agreed.

Date and Time of Next Meeting: Thursday 9 February 2017, 10:00 — 15:30




Trust Board Public - 05.01.17
Action Ref Theme Action Due Revised Date |Lead Cc y Status
TB.03.11.16/03 Mortality Statistics Undertake a deep dive into mortality statistics at the Quality Committee every [QC.29.03.17 MD & CN This action will be added to the Quality Committee Action Tracker for reporting at the March|Open
six months. meeting.
TB.05.01.17/07 Patient Story Chief Nurse to involve Mark Westcott in a campaign to improve hospital food TBC CN A verbal update will be provided in the meeting. Open
and ensure that it caters for patients with different needs.
TB.05.01.17/08 Overseas Visitors and Board to receive an evaluation report on the pilot programme to recover costs in | TB.08.06.17 CRO Not Yet Due. Open
Migrant Cost Recovery two clinical areas (maternity and an elective service) from overseas visitors and
Pilot migrants who use NHS services but are not entitled to free care. Report to be
received in June 2016.
TB.05.01.17/10 Workforce Provide an update on MAST training at the February Board meeting (09.02.17). |TB.09.02.17 HRAB HRAB to provide update as part of the Workforce Report to the Board on 09.02.17. Proposed for closure
TB.05.01.17/11 Leadership Development |Present an updated report on leadership development to the March Board TB.09.03.17 HRAB Not Yet Due. Open
meeting (09.03.17).
TB.05.01.17/12 Claims and Insurance Present an update report to the March Board meeting (09.03.17) on the Trust's |TB.09.03.17 DQG Not Yet Due. Open
insurance arrangements following the review by an external insurance specialist.
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Meeting Title: Trust Board
Date: 9 February 2017 AgendaNo |21
Report Title: Emerging Outpatient Service Strategy

Lead Director/
Manager:

Professor Andy Rhodes (SRO) - Medical Director; Alison Benincasa -
Divisional Chair

Report Author:

Steve Sewell, Programme Director

Freedom of
Information Act
(FOIA) Status:

Unrestricted  Restricted
(select using highlight)

Presented for:

Approval Decision Ratification Assurance Discussion

Update Steer Review Other (specify)

Executive
Summary:

This paper outlines: the progress the Outpatient Programme has made since
September 2016, the key challenges the programme faces, and the emerging
strategic direction.

The programme has made progress and delivered a wide range of
improvements, contributing circa £2m towards the Trust's 2016-17 cost
improvement target and is on target to exceed the £2.1 target for the year. This
has been despite several challenges impacting progress.

One of the key pieces of work is the development of a target operating model
for Outpatient Services, which is now progressing well and has engaged a wide
range of stakeholders. Many important strategic themes are emerging and
shaping this work:

e Target Operating Model centred around teams supporting groups of

Clinical Services (Support Hubs)

Organising clinical services around patient pathways

Reducing overall outpatient activity provided in hospital settings

Developing stronger relationships with local providers

All Outpatient Services will operate within the agreed Target

Operating Model with improved standard operating processes

¢ The role of Clinical Specialists (Consultants/Nurses/AHPs) will
begin to change and provide more; oversight of community/primary
care services, education, advice and guidance to GPs, and face to
face consultations in community settings.

¢ Automation and efficiency through Technology and digitalisation of
processes and patient communications is critical

e Reduced operating and administrative cost of Outpatient Services

Note: a definition of Target Operating model is included in section 8.

This redesign, allied to ongoing business process improvements through the
Optimise strand and the emerging new Models of Care workstream, is
anticipated to deliver annual operational savings rising from £2m in 2017-18 to
an estimated 30% of operating costs (~£4m) by full implementation (est 2020).
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Recommendation:

Trust Board is requested to note progress made and provide steer on current
priorities and the emerging strategic direction.

Supports

Trust Strategic

e Deliver our Transformation Programme enabling the Trust to meet its

Objective: operational and financial targets.
e Refresh the Trust’s strategy, to develop a sustainable service model with a
clear and consistent message
CQC Theme: Quality of Care

Finance and Use of Resources
Operational Performance
Strategic Change

Single Oversight
Framework
Theme:

Implications

Risk:

See Section 3. A number of a significant challenges are outlined.

Legal/Regulatory:

There are no specific legal or regulatory implications in this paper, although it
has and will continue to address issues raised by the CQC in its recent report.

Resources: Improving Outpatient Services continues to be an important part of overall
Trust strategy, with the approach to balance optimising the current system and
future fundamental transformation. During 2017/18, it is expected that roughly
£2m will be required, excluding IT and Estates cost.

Previously Transformation Board (19" Jan), Outpatient Date

Considered by:

Strategy Board (25" Jan).

Equality Impact
Assessment:

Included within the DIP for current plans, will be part of the Business Case due
at Trust Board in May 2017 for future plans.

Appendices:

N/A
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Outpatient Programme
Board Update 9 February 2017

Purpose

The current Outpatient Programme has been in place since June 2016. This document
updates progress to date, challenges the programme is experiencing and the emerging
strategic direction.

Outpatient services are critical to the success and sustainability of the Trust. There are around
730,000 outpatient appointments undertaken across the Trust each year and they play an
important role in determining the reputation of the Trust. For GPs it is the service area with
which they interact with most and for patients it is often the first or only point of contact.

The Trust Board is asked to note the update and confirm the emerging strategic direction.
Programme Update

Over the five months since the last Trust Board update, the programme’s key areas of
progress include:

o Through widespread Text reminders for appointments and targeted communication
campaigns, DNA rates have reduced from 14.2% to around 10%. The result being that
2000 additional patients receive care every month.

e Call Centre performance has continued to improve, with around 80% of calls being
answered within 60 seconds although there are weeks when this has peaked at over 90%.
The number of abandoned calls has decreased dramatically and around 7000 fewer
people abandon calls each month

e More than 4800 redundant clinic templates have now been removed from iClip and some
specialities have now submitted new, accurate templates, and updated Directories of
Service (DoS) onto E-Referral (Choose and Book). 1400 new templates have been built
and the 6 month backlog has been eliminated. This work has, so far, halved the number of
Adhoc clinic templates being used, improving our understanding of Trust capacity and
reducing process inefficiencies. It will also benefit GPs in reaching E-Referral appointment
booking targets and enabling ‘right first time’ referrals into correct clinics.

¢ We have agreed with CCGs an expansion of Advice and Guidance services provided by
the Trust specialists to GPs.

¢ Increased the outpatient activity at Nelson Health Centre by over 50% since April 2016.

¢ Ran alarge Service Redesign workshop, with a wide range of participants, from frontline
admin and clinical staff, management, patients, governors, GPs and commissioners. 130
people attended the event.

e Clearer operational business rules and governance has reduced the number of clinics
cancelled within 6 weeks, reducing the number of Trust initiated cancellations.

¢ Eliminated incomplete referral entries on the iClip system through training and
configuration changes.

¢ Reduced the footfall in Lanesborough Wing by 15% to meet the CQC target. This was
achieved with minimal disruption to patients and GPs and smooth transfer of services
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¢ Moving Community Midwifery and Hypertension (BPU) services out of Knightsbridge Wing

in February 17.

o The first of 5 priority specialities are fully enabled for GP to Consultant advice and
guidance messaging, adding to the existing 74 consultants already providing GPs with
advice and guidance through the Kinesis system.

e Captured and verified the use of clinic rooms right across the Trust; developed a Clinic
Utilisation Tool for use to enable better clinic room planning and space management, and
reduced costs for additional space for displaced outpatient clinics.

e Developed new approaches including ‘virtual clinics’ to reduce follow-up appointments.
across targeted specialties, with pilots starting in Jan 2017

¢ Have completed the transfer to ‘full booking’, as requested by commissioners. All patients
now receive a letter with an appointment, soon after receipt of their GP referral

Progress remains broadly in line with the benefit trajectories set out in the June 2016 Value
Proposition. The following table outlines the latest position against these:

Monthly DNA Rate 14.2% 10.1% 9.0%

Monthly use of Ad hoc Clinics 177 71 75

Clinics cancelled in < 6wks 78 69 25

Friends and Family Test 88% 91% 90.5%

Nelson Health Centre - Monthly OP

Activity

(November 16 data — as last full month of HUES et 210

data)

Trust Reputation - GP rating of clinical 0 0

care as either high or extremely high S S
i 0,

Central Booking Centre % calls 20% 89% 95%

answered in 1 min

To date circa £2m of cost improvements have been confirmed, with the remainder of the
£2.1m 2016/17 cost improvement target on track to deliver or exceed target. This has been
achieved through improving clinic utilisation and in particular reducing DNA (Did not Attend)
rates.

Key Challenges to Delivery

The current situation within the Trust impacts heavily on the ability of the programme to
deliver its objectives. It's important to recall the main challenges that the programme faces.
The main ones are as follows:

e Maintaining focus on the programme with the scale of the problems across the Trust

e Being able to plan and make positive changes to services when Commissioner and STP
plans and Trust Strategy are unclear
The state of infrastructure limits operation and available solutions

e Organisation Culture

e Delays from navigating Corporate Processes.

4
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The programme does identify and manage risks, however in some areas it has limited
influence to mitigate the impact or likelihood.

Emerging Strategy (Outpatient Forward View)

The Outpatient Strategy Board outlined an initial and very outline strategic direction in the
summer, which was endorsed by Trust Board. From discussions with stakeholders, in
particular at the Future of Outpatients service redesign event in December 2016, and at
Outpatient Strategy Board a series of themes have emerged. As the programme redesigns
the outpatient model and develops a supporting business case over the coming 3 months, it is
important that Trust Board confirms that the emerging strategy is consistent with the overall
Trust strategy.

The programme is aware of the processes to develop Trust-wide Information Technology and
Estates strategies. We will maintain close links with all of these over the coming months and
ensure the developing programme informs and reflects each of these. Additionally, the
programme will work closely with the STP process to ensure that work also reflects the Trust
commitment to the delivery of STP outpatient ambitions.

The emerging strategic themes that Trust Board are asked to endorse, are as follows:

e Target Operating Model (definition in section 8) centred around teams supporting
groups of Clinical Services (Support Hubs) — Currently, the delivery of services within
clinics is fragmented. Administrative and clinical (hursing and doctors) staff are all
accountable through different management structures. The result is that processes are
inefficient, and there is limited accountability for performance, quality and the financial
sustainability of services. One of the strongest themes from engagement activities is the
need to develop a team centred approach in clinic areas, across all grades of staff. These
teams would enable greater localised responsibility for quality, performance and financial
sustainability of services.

e Reducing overall outpatient activity provided in hospital settings - There are many
services that the trust provides, which in many other parts of the UK are or would be
regarded as being best delivered in primary and community based settings.

o Developing stronger relationships with local providers — For the Trust to support STP
and commissioner plans and improve system sustainability, the Trust will need to build
more effective relationships with other local providers and play an active part in the
development of integrated services models through collaboration, providing strong local
system leadership whilst ensuring a sustainable financial model for services. The Trust
will need to play a leadership role in turning STP intentions into clinical and operational
policy, innovative and reduced cost services, in particular with two largest funding
commissioners (Wandsworth and Merton CCGS)

¢ All Outpatient Services will operate within the agreed Target Operating Model —To
ensure that the maximum benefits for the Trust and services, all services will operate
consistently within the target operating model, but with flexibility to adapt some elements
at service level. There are currently many different Operating Models

e Therole of Clinical Specialists will begin to change —the role of clinical specialist is
beginning to change with an increasing requirement to provide; education, advice and
guidance, clinical oversight of some integrated community/primary care services, and
increased job plan time in the community. This is driven by new integrated approaches
and associated pathways, crucial to the new models of care driving the STP.

¢ Organising clinical services around Patient pathways — most services are structured
around professional boundaries, which don’t always support the needs of Patients. The

5
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programme is developing support hubs in a manner that is more patient focused, for
example, a support hub that draws together and supports patients with Cancer, drawing
services from a range of specialities to enable them to work together would a provide a
much better patient experience, improve efficiency and be more empathetic to patient
needs.

e Automation and efficiency through Technolgy is critical — One of the driving forces
behind the redesign work is to achieve a fully digital service and to ensure the IT strategy
fully supports this. This reflects the NHS Five Year Forward View Digital Technology
stream overarching objective of harnessing the information revolution is to make the NHS
paperless by 2020. In particular, this will cover NHS Digital Technology key
deliverables: Offering digital services for patients and citizens; Offering digital services for
professionals; Information sharing and transparency.

e Reduced operating and administrative cost of Outpatient Services— The approach
being taken in the redesign work is to simplify and automate processes, and ensure Trust
wide consistency supported by technology. These are the key drivers for the reduction in
costs associated with outpatient support services.

Plans for 2017 into 2018

The strategic direction that is emerging, outlined in section 4, drives the plans for 2017 and
beyond. Over the coming weeks the programme will develop more detailed objectives and
plans, supporting the Trust Strategy, emerging STP plans, and Target Operating Model for
Outpatients. A Business Case to support the Target Operating Model is expected to be
presented to June 2017 Trust Board for approval.

As with plans for 2016, these plans will focus on creating sustainability through achievement
of a number of defined outcomes based on the following triple aim model:

M Healthier Patients
/' Proactive care for patients

J-Accessing Care in Hospital
setting
4 Safety Issues

v ' ~

1 Patient Experience e SN | 1 Service Efficiency
4 Staft Morale 1 Trust Performance
I Parmership working ‘1 Asset Utilisation
1*Service Reputation - Service Delivery Cost per
activity
“*Sustainable Workforce

The Value Proposition, agreed in July 2016, promised a business case around redesigned
operating model for outpatient support services. This is due to be presented at Trust Board in
early June. This business case will outline the programme for financial year 2017/18. The aim
within the business case will be to deliver a range of benefits, including financial benefits
(aspirations are around 30% of the cost of the current operating model across the Outpatients
Directorate, and Outpatient support activity carried out by the Specialities ~ £4m) from the
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redesigned model in the first year, however the full extent of the benefits will be dependent on
technology and are likely to take 2 to 3 years.

Additionally, work to optimise the current outpatient model will continue with the focus over
the coming months being:

o Continuing to respond to CQC concerns, reducing footfall and improving the
environment in Clinics B and D (Lanesborough Wing)

o0 Changes to Clinical Service Models in line with STP plans

0 Seek to ensure that all outpatient consultations have access to a scanned record
of the notes, by fully exploiting the eDM (electronic document management)
system.

0 Reducing follow-up ratios and overall follow-up appointments through supporting
clinical services to develop and implement new approaches that also provide more
effective ongoing care

o Improving the quality of and efficient production of patient letters and other patient
correspondence

o0 Stabilising and simplifying the very complex eTriage system and processes

o0 Significantly increasing the number of referrals from GPs through the E-Referral
system (a national CQUIN requirement)

0 Increasing the use of Telemedicine across the trust to provide services (a local
CQUIN requirement)

o Significantly increasing the scale and breadth of the clinical Advice and Guidance
to GPs (a national CQUIN requirement).

Finally, although STP plans are still in development, the programme will continue to work with
commissioners and other providers to develop and implement these plans. It is important the
Trust influences and leads the STP agenda and plans to ensure close alignment with Trust
objectives. More information regarding these plans will be presented to Trust Board over the
coming months.

The Trust financial situation remains a priority and the programme would be seeking to
ensure around £2m of cost efficiencies from year one implementation of the redesigned
outpatient model. Additionally, the programme will work closely with Divisions to support the
delivery of their cost improvements. Work to outline these for 2017/18 is underway.

Outpatient services continue to be an important part of the overall Trust strategy, with a
balance of optimising the system and more fundamental transformation remaining as the

approach. During 2017/18, it is expected that to achieve the ambition outlined above, roughly
a £2-2.5m total investment will be required, excluding IT and Estates cost.

Implications

Outlined in section 3 above.

Legal Requlatory

6.2

There are no specific legal or regulatory implications in this paper, although it has and will
continue to address issues raised by the CQC in its recent report.
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Resources

6.3 Outpatient Services continues to be an important part of the overall Trust strategy, with a
balance of optimising the system and more fundamental transformation remaining as the
approach. During 2017/18, it is expected that roughly £2-2.5m will be required, excluding IT
and Estates cost, to deliver this Programme.

7.0 Recommendation

7.1 The Trust Board receive the update in sections 2 and 3.

7.2 The Trust Board support the emerging strategic direction underpinning current design and
planning:

0 Target Operating Model centred around teams supporting groups of Clinical
Services (Support Hubs)

0 Reducing overall outpatient activity provided in hospital settings and reducing
overall appointments

o Developing stronger relationships with local providers

o All Outpatient Services will operate within the agreed Target Operating Model

o The role of Clinical Specialists will change to support emerging new models of
care

o Organising clinical services around Patient pathways

o Automation and efficiency through Digital Technology is critical

0 Reduced administrative and operating costs of Outpatient Services

8.0 Target Operating Model — A Definition

8.1  Target operating model is used throughout this document and for clarity, the following defines
what's meant by this term.

8.2 The Target Operating Model will define the administration and management functions of all
outpatient clinic-based activity delivered by any Trust specialty at any location the Trust
operates from, i.e. the people, processes, organisational structure, information, technology,
channels and locations that ensure that the right patient is with the right specialist, in the right
place, at the right time, with the right information and that the outcomes of the appointment
are acted upon and appropriately communicated. The key functions describing the outpatients
service are:

Referral receipt and clinic allocation

Booking and communicating appointments

Preparing information for the patient consultation

Recording the outcomes of the appointment and ensuring they are acted upon and
appropriately communicated (e.g. to patient, referrer)

Effective monitoring, reporting and cashing up by the Trust.

Author: Steve Sewell, Programme Director
Date: January 2017
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Report Authors:

Paul Moore — Director of Quality Governance
Anne O’ Connor — Quality Improvement Plan Project Manager

Freedom of
Information Act
(FOIA) Status:

Unrestricted

Presented for:

Assurance

Executive
Summary:

In this report we provide assurance on the progress of the Quality Improvement
Plan, a breakdown of the anticipated benefits for each workstream, and draws
to the Board’s attention by exception all actions that are not on track or at risk
of breaching implementation deadlines.

As at 30/01/2017

o 24.5% of actions have completed embedded actions (Blue) (16.8% in
December)

e 66% of actions are on target (Green) (78.0% in December)

e 4.1% are at risk of breaching (Amber) (3.2% in December)

e 5.4% have breached target date for implementation (Red) (2% in
December)

e The Board will note, with concern, that four workstreams have been
rated ‘red’ overall due to the number of overdue actions. The relevant
Executive Director is aware; the QIP Board and Quality Committee
have been briefed accordingly. An explanation for the slippage is given
against each action in the body of this report.

e An increasing number of actions have been embedded (blue)
particularly within the Estates workstream.

Recommendation:

The Board of Directors are invited to:
1. note there has been some slippage on planned delivery of the Quality
Improvement Plan in January 2017,
2. consider and discuss corrective actions to bring the QIP back on track;
and
3. advise on any further action required by the Board.

Supports

Trust Strategic
Objective:

Ensure the Trust has an unwavering focus on all measures of quality and
safety, and patient experience.

CQC Theme:

All CQC Domains

Single Oversight

Framework Theme:

® Quality of Care
(ii) Operational Performance
(i) Leadership and Improvement Capability
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Implications

Potential Risk: I.  Service users are exposed to unacceptable levels of harm arising from
inadequate compliance with CQC fundamental standards of care; and

[I.  The Trust fails to comply with NHSI enforcement undertakings and the
provider licence.

Legal/Regulatory: Compliance with:

() The Health and Social Care Act 2008 (Regulated Activities) Regulations

(i) 2014,

(i) The Health and Social Care Act 2008 (Regulated Activities) (Amendment)
Regulations 2015;

(iv) Care Quality Commission (Registration) Regulations 2009; and

(v) The Health & Social care Act 2012, the NHS Provider Licence General
Condition 7 — Registration with the Care Quality Commission

Resources:

Previously Quality Improvement Board 23/01/17
Considered by:

Equality Impact No adverse impact identified.

Assessment:

Appendices: Workstream Overview Report for:

0] Personalised Care

(ii) Safety Culture

(iii) Governance

(iv) Human Resources

(v) Estates

(vi) Operations

(vii)  Healthcare Informatics
(viii)  Leadership
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1.0 PURPOSE

1.1 The purpose of this paper is the ensure the Board of Directors are up to date on the
progress of the Quality Improvement Plan, and to highlight to the Board, by
exception, elements of the plan that are not on track or at risk of not meeting target
dates for implementation.

2.0 BACKGROUND OR CONTEXT

2.1  The Quality Improvement Plan brings together the actions required to address the
CQC compliance concerns identified following inspection in June 2016. The plan
takes account of: (i) the Section 29A Warning Notice, served on the Trust in August
2016; (ii) all the ‘must do’ and should do’ recommendations contained within the
inspection reports; and (iii) a range of improvement interventions identified locally as
quality priorities by the Trust.

2.2  The Quality Improvement Plan forms part of NHS Improvement’s enforcement
undertakings and, in this regard, the Board is required by November 2017 to: (i)
provide NHSI with assurance that it has addressed the ‘must do’ actions to the
CQC'’s satisfaction; (i) is no longer considered by CQC to be inadequate in the well-
led domain; and (iii) has improved against all domains rated as inadequate or
requires improvement when compared to the CQC'’s inspection findings.

2.3 Following publication of the CQC report, the Quality Improvement Plan expanded and
restructured into eight workstreams.

3.0 ANALYSIS

3.1  Although the QIP will continue to provide a ‘confirm and challenge’ function to
support delivery of the RTT plan, it is acknowledged that the RTT Programme has
separate plan and governance structure, with its own reporting arrangements to the
Board of Directors. This report does not, therefore, provide assurance to the Board
on the delivery of the RTT Programme.

3.2 Within the 8 workstreams involved in the QIP there are 318 actions. Of those actions:
66% (n=209) are on track; 24.5% (n=78) have completed embedded actions; 5.4%
(n=18) have breached the target date for implementation; and 4.1% (n=13) are
identified as at risk of breaching target date for implementation.

3.3  The Board will note, with concern, that four workstreams have been rated ‘red’
overall due to the number of overdue actions. The relevant Executive Director
is aware; the QIP Board and Quality Committee have been briefed accordingly.
An explanation for the slippage is given against each action in the body of this
report.

Personalised Care — Exceptions

34 Staffing levels in Paediatrics and Neurorehabilitation (Gwynne Holford Ward) is likely
to remain challenging as there does not appear to be many candidates available to fill
establish vacancies. Options to address this might include accepting the risk, or
consideration of reducing capacity in these areas to optimise staffing ratios and
curtail bank/agency expenditure. It was felt appropriate to allow the new Chief Nurse
time to consider the issue before taking forward any proposals.

3.5 Beds and bed rails. There has been a decision to purchase 844 electronic low-
profiling beds with integrated bed rails at a cost of £1.3m in the current financial year.
This will simultaneously improve quality, minimise the risk of falls from height,
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improve comfort for patients, minimise moving and handling risk and deliver the
requirement of the QIP. However, this action is not likely to be rated green or blue
until the beds are delivered.
3.6 Fire wardens. This action is an unnecessary breach of the implementation deadline.
Insufficient progress has been made in this area. The Chief Nurse has been briefed.

Safety Culture - Exceptions

3.7 Radiation Safety Committee will now meet on 6™ February 2017. This is behind plan.

3.8 The appointment of a Radiation Protection Advisor is underway, but this is not likely
to be concluded before 31* March 2017.

3.9  Venous-Thromoembolism prevention is to be incorporated into the suite of Mandatory
and Statutory Training provided to clinical staff. This is behind schedule.

3.10 Insufficient compliance with monitoring the temperatures of drug fridges has been
detected during the confirm and challenge meetings. Action is being taken by
Pharmacy to resolve the problem in those areas identified as not compliant.

3.11 The roll out of the SAFER bundle is in progress, but behind schedule. The Medical
Director has been briefed and roll out is being accelerated (for details see p17 action
2.3.1b).

Governance - Exceptions

3.12 Duty of Candour has been delivered for all qualifying incidents in January 2017. This
action has changed from ‘red’ to ‘green’.

Human Resources — Exceptions

3.13 The Trust continues to rate as ‘red’ the action requiring a reduction by 10% or more
in bank and agency expenditure. Details are provided in the Finance Report.

3.14 Mandatory and Statutory Training — access to, development of modules and
recording of completion are not yet assured. The Director of Human Resources is
aware and considering options to strengthen mandatory training as part of the Quality
Improvement Plan.

Estates — Exceptions

3.15 Daily flushing of low-use water outlets to minimise the risk of Pseudomonas
contamination is not yet assured. Responsibility for flushing and recording is being
transferred to the Trust’s third-party cleaning provider which should improve
availability of assurance going forward.

3.16 Installation of UPS in Richmond Ward. This action is not on track. The installation did
not take place during the weekend of 28/29" January as planned, due to unforeseen
installation problems. Discussions have taken place with the contractor, and
installation is in progresss. A revised completion date of 28" February 2017 or
sooner has been agreed.

Warning Notice

3.17 The Trust submitted its response to the Section 29A Warning Notice to the Care
Quality Commission on 30/11/2016. CQC have acknowledged receipt of the Notice at
a routine engagement meeting between the Trust and local CQC inspectors held on
9 December 2016. No further instructions have been received at the time of
report in respect of the Section 29A actions.
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4.0 IMPLICATIONS
4.1 Potential Risks

At a strategic level, there are two potential risks concerning the delivery of the Quality
Improvement Plan:

I.  The Trust may expose service users to unacceptable levels of harm arising from
inadequate compliance with CQC fundamental standards of care;

II.  The Trust may fail to assure the Regulator that: (i) it has addressed the ‘must do’
actions to the CQC'’s satisfaction; (ii) is no longer considered by CQC to be
inadequate in the well-led domain; and (iii) has improved against all domains rated as
inadequate or requires improvement when compared to the CQC's report published
in November 2016.

The actions set out in the Quality Improvement Plan are designed to mitigate these risks.

2.2 Legal/Regulatory
Compliance with:

(ii) The Health and Social Care Act 2008 (Regulated Activities) Regulations
2014;

(iii) The Health and Social Care Act 2008 (Regulated Activities) (Amendment)
Regulations 2015;

(iv) Care Quality Commission (Registration) Regulations 2009; and

(V) The Health & Social care Act 2012, the NHS Provider Licence General
Condition 7 — Registration with the Care Quality Commission.

5.0 RECOMMENDATION
The Board of Directors are invited to:

a) note there has been some slippage on planned delivery of the Quality Improvement
Plan in January 2017,

b) consider and discuss corrective actions to bring the QIP back on track; and

c) advise on any further action required by the Board.

Author(s): Paul Moore — Director of Quality Governance
Anne O’Connor — Quality Improvement Plan Project Manager
Date: 01/02/2017
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Appendix 1 Summary of QIP Workstream Ratings:

QIP Workstream

Total
Actions

Personalised
Care

24

66

B/G

Overall

Status

Safety Culture

16

57

Governance

19

Human
Resources

12

Estates

20

16

Operations

29

H/C Informatics

Leadership

RTT

Comments

Risks relate to

e Staffing levels in Paediatrics, NNU
and Gwynne Holford wards.

e Ensuring sufficient and appropriate
bed stock & bed rails availability.

e Fire wardens for each shift in each
clinical area

o New Radiation safety committee has
not yet met (due to meet 6/02/17)

e Medicines management; fridge
temperature monitoring, MAST
training for VTE

o Roll out of SAFER bundle delayed

e Risks relate to reduction in agency
staff to no more than 10% of total
pay bill, induction of staff into
clinical areas and

e MAST training

e Water safety management
(Pseudomonas)

e UPS to Richmond Ward (currently
underway)

e  OPD: answering telephone within
SLA of >95%

e The 6 actions remain within time
scales thus rated green.

e Recognised that this is a significant
piece of work for the Trust

e 5actions remain within time scales
thus rated green.

e Recognised that stable leadership is
fundamental to implementing
improvements within the Trust.

Evidence presented to RTT Board for
assurance. Opportunity to provide
challenge at the QIP workstream.

Total

78

18

13

209

318

Table 1: Summary of BRAG rating by workstream.

Overall workstream BRAG rating

Workstream completed, embedded and assured in daily practice

> 5% actions in workstream have breached target date for implementation

> 20% of actions in workstream are either breached or at risk of breaching target dates

< 20% of actions in workstream are either breached or at risk of breaching target dates

Blue/Green

Blue subject to CQC confirmation.
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QIP: Timeline

Sign Off QIP Anticipated CQC Re-inspection
Phase 1 & Submit | Window
QIP to NHSI Sign OFF QIP -
Nov-16 Phase 2
Jun-17

) |

2016/17 2020

Sept-17 Dec-17
Nov-17
Conclusion of all
NHSI Enforcement
Implement Phase 1: Withdrawal of 529A Warming Notice & Exit Special Measures Underlakings
Develop QIP Phase 2 Implement Phase 2: Progress beyond “inadequate’ rating to at least “requires improvement’.

Develop QUP Phase 3 Implement Phase 3: Progress beyond ‘requires improvement’ rating to at least ‘good”.

Monthly QIP Reports to QIP Board, Quality Committee, Board of Directors
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FLASH REPORT JANUARY 2017

PERSONALISED CARE

Substantive recruitment on Gwynne Holford Ward & Paediatrics
Roll out of MCA / DolLS trainingand completion
Availability of Fire Warden on every ward and every shift

ESTATES

Relocation of 15% of cutpatient services in LW concluded
Water Safety Management — pseudomonas flushing routine
Commencement of Theatres Refurbishment Plan

Ligature f =elf harm hazards in Paediatrics

SAFETY CULTURE

EWS, HOM, SAFE and Deteriorating Patient actions added to the QIP
Delayto New Radiation Safety committee meeting

OPERATIONS

OPD: answering telephone within SLA of = 95% off track

GOVERNANCE

Compliance with Duty of Candour for all qualifying moderate harm
incidents

HEALTHCARE INFORMATICS

6 new actions addition tothe QIP
All actions on track for target dates

HUMAN RESOURCES

Effectiveness of bank and agency controls
MAST

LEADERSHIP

Reduced to 5 key actions onthe QIP

All actions on track

Recognised that stable leadership isfundamental to
implementing improvements withinthe Trust.
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Personalised ust
Care
7% breach
3.9% Risk of
Breach

St George's Uni

Safety
Culture
5% breach
6% Risk of
breach

Human
Resources
13% breach
Key to Overall Workstream Rating 8.7% risk of

breach
. > 5% actions in workstream have breached target date

for implementation

> 20% of actions in workstream are either breached or
at risk of breaching target dates Estates

o ) 5.1% breach
< 20% of actions in workstream are either breached or

T
. at risk of breaching target dates Z'Gbﬁ ”s: of Progress as at 30/01/1 4
reac

. Workstream completed, embedded and assured in daily
practice
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Appendices 1-8: Workstream Overview Reports

1: Personalised Care Workstream Overview report

ream

Personalised Care

Reporting

January

Period:

2017

Executive Lead:
Title: Chief Nurse
Name: Suzanne Banks

Action BRAG rating
analysis
Assuran
Active Actions SSUIGHEE
Actions

TotaI Actions in Workstream
101

Delivered and embedded so that it is now day to day business and the expected
outcome is being routinely achieved. This has to be backed up by appropriate evidence

Has failed to deliver by target date/Off track and now unlikely to deliver by target date.

m Off track but recovery action planned to bring back on line to deliver by target date.

Completed / On track to deliver by target date.

Blue subject to CQC confirmation.

Objective/Action Target
Completion
Date
Gwynne Holford 30/07/2016
1.2.2a

To stabilise the
workforce on GH

Explanation for RAG rating Expected Update
completion
date

On-going vacancies for 13  TBC
Band 5 posts despite
active recruitment
campaigns.

10 beds have been closed
to help stabilise staffing
levels and manage
workload and stress
levels.

Stabilised usage of
agency staff, same staff
used.



Gwynne Holford
1.2.9b

Full compliance of the

IPC policy and
standards

Bed Rails
1.3.1a
Ensure sufficient and

appropriate bed stock

and bed rails
availability

Bed Rails

1.3.1d

Clarify responsibility
for obtaining and
fixing bed rails OOH

1.7.1a

Privacy & Dignity
Review curtains and
screens used to
screen the beds to
ensure they fit
correctly.

24/06/2016

30/09/2016

30/11/2016

31/12/2016

St George's University Hospitals INHS|

All staff have re-read and
signed policy. However
results of audit show
poor hand hygiene
compliance from full MDT
(46%) in December.

IPC team to carry out
further training.

Point prevalence results
show 45.3% of
detachable bed rails and
98.2% integrated bed
rails are fit for purpose.
IDDG approved business
case for high acuity and
bariatric beds only.
Findings to be taken to
the Risk Committee to
decide whether the Trust
is willing to accept the
level of risk.

This issue has still not
been resolved. A meeting
has been set up between
nursing & Estates end of
January to resolve.

The main areas that do
not meet the standard
are the medical wards in
St. James wing. In the
short term, 500
additional curtains have
been rented. Some areas
not complying. Paper sent
to IDDG requesting
funding, verbal approval
has been given.

28/02/17

31/03/17

28/02/17

31/03/17

NHS Foundation Trust

Verbal update to
QC that funding
has been approved
to replace all the
beds and bedrails
identified in the
point prevalence
audit (800 beds
approximately). To
go to the Feb Board
for sign off. Beds to
be purchased
before 31/03/17.
The policy states
this is the
responsibility of
the clinical staff.
AQ’C brought to
the attention of
AHP & Nurse lead.
Agreed that
teaching of nurses
will become part of
Local ward
induction (unless
new beds will be all
integrated).

Verbal update to
QIB that funding
has been approved
to replace non-
compliant curtains
and rails. When will
purchasing & fitting
go ahead

11
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Bed Rails 30/11/2016 A Band 7 falls lead post is 28/02/17 Meeting of the falls

1.3.2d to go to the VCB 24/01/17. group arranged for

Establish a falls The falls group is to be re- 8/03/17 at 14.30.

group established and report to Falls lead position

PSQB. has been approved

by VCB, due to go
out to advert.

Paediatrics 31/12/16 There has been a slight TBC

1.9.3a improvement in paediatric

Decrease the nurse recruitment. This is a

number of National problem.

agency staff used
on the paediatric
units

Fire Wardens 31/07/16
5.1.6g

Divisional
Directors of
Nursing to
ensure that
thereisa
nominated
nurse for each
ward who acts as
the Fire Warden
and receives
relevant fire
awareness and
evacuation
preparedness
training and that
this is then
cascaded to the
wider nursing
team.

Recruitment plan in place
to try and recruit to all
vacancies. Review of skill
mix, introduction of nurse
practitioner roles,
discharge coordinators to
release nursing time.
Working with St Helier to
look at sustainable plan
across the region.
Reviewing Band 5 role and
looking at Band 6 as
development roles.

% total of all shifts covered TBC
on each ward ranges from
25%— 100% coverage;
insufficient to demonstrate
compliance. Fire safety
checks are included in the
CIN responsibilities. The
standard will be that all
trained nurses will be
receive fire warden
training, this will ensure a
minimum of 75% nurses
are trained. The MAST data
will line up with e-
Rostering,

Note: This has moved from
Estates Workstream.

The standard will
be that all trained
nurses will receive
fire warden
training, this will
ensure a minimum
of 75% nurses are
trained. The MAST
data will line up
with e-Rostering,
When will this start
and anticipated to
reach target
number?

12



Gwynne Holford 31/01/2017
1.2.1b

Strategy:

Develop a plan

for the provision

services within

GH ward.

1.4.1b 31/01/2017
MCA/Dols

Audit against

compliance with

the MCA, Dols

and safeguarding

policy

1.9.3b 31/03/17
Paediatric Care

Decrease the

number of

agency staff on

the neonatal

ward

St George's University Hospitals INHS|

There is a risk the target
date will be breached. First
strategy has been reviewed
by division, for further
consultation with the GM
& DDNG at the end of
January.

This action is Amber as risk
identified that compliance
numbers may not
significantly improve
during Jan-17 if staff
unable to be released for
training. Results of re-audit
will be available w/b
30/01/17

Successful bid for 4
nursery nurses to extend
their role to degree level, it
will not include IV
administration as originally
included in the bid. This
will free up nurses to work
in high dependency and
NICU.

Consideration to be given
to closing 8 cots to reduce
the number of agency staff.
This has significant
implications for other areas
e.g. obstetrics and areas
outside of SGUHT if this
was to happen as the Trust
is a Level 3 provider unit.

NHS Foundation Trust

As over

31/03/17 Awaiting audit end

of Jan

Personalised Care Recommendations Regarding Delivered and Embedded Actions

EOLC 1.11b Strategy with governance  Evidence is
Governance arrangements included arrangements signed off retained by
within 3 year strategy for EOLC including by EMT 19/12/16 the QIP
TOR for Steering group and Programme

Manager and
2. EOLC 1.1.1c Signed off by steering available on
Best practice framework included within ~ group 28/11/16 request to
implementation plan the Board.
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10.

11.

12.

13.

14.

15.

16.

EOLC

EOLC

EOLC

EOLC

EOLC

EOLC

GH

GH

GH

GH

GH

GH

GH

GH

St George's University Hospitals m

1.1.1d

KPIs identified and included within
implementation plan

l1l.le

Outcome measures included within
implementation plan and divisional
action plans

1.1.1.h
Identify NED Lead for EOLC

1.1.1i

Establish an EOLC steering group to
drive and lead implementation of
strategy

1.1.2a

Clarify contracts and SLA’s with Trinity
Hospice for community EOLC Nursing

1.1.2b

Clarify contracts and SLA’s with Trinity
Hospice for EOLC Medical cover
12.1e

Introduce ward meetings with the
leadership team and staff

1.2.2d

To ensure safe staffing levels on
Gwynne Holford by utilising the
therapies for basic care e.g. washing
and dressing.

1.2.4a

To achieve compliance rates = 85% with
MAST

1.2.4b
Work with the Pharmacy to deliver
medicines management training

1.2.7a

Review and improve patient record
keeping as patients move between
floors.

1.2.7b

Ensure a secure space for storage of
clinical records

1.2.8

Develop a competency assessment and
training for all qualified nurses for the
management of the deteriorating patient
1.2.9a

Amend MRSA policy to reflect patients
receiving rehabilitation

NHS Foundation Trust

Signed off by steering
group 28/11/16

Signed off by steering
group 28/11/16

Sarah Wilton identified
and agreed as NED

First meeting held
28/11/16

SLA signed and in place

SLA signed and in place
01/12/16

Taking place on a weekly
basis

Process implemented

Compliance achieved as
of 30/11/16. To be
monitored on an on-going
basis.

All training sessions
undertaken and training
continues on a rolling
basis.

Patients now on one floor.

All notes now stored
together in one locked
cupboard and accessed
by MDT

14



17.

18.

19.

20.

21.

22.

23.

24,

GH

Bedrails

Bedrails

Bedrails

MCA/DoLs/
Safeguarding
MCA/DoLs/
Safeguarding

Pain
Management

Paediatrics

St George's University Hospitals m

1.2.9c
Undertake regular audits following trust

policy.

1.3.1b

Develop briefing for staff to be delivered
on local induction on falls to include bed
rail use ensuring safe usage and
knowledge of risks.

13.1le

Audit bed rail , use and application This
should be undertaken bi-annually in both
Acute and Community

1.3.2a

Review and update current bed rail
policy

l4.1a

Finalise, ratify and re-launch MCA/DolLs
policy. Upload onto Policy hub,

14.2a

Finalise, ratify and re-launch
safeguarding policy. Upload onto policy
hub

1.6.5

There is an area to store analgesia
within the streaming area of ED triage to
prevent delay in administration.

19.1e

Risk assessment carried out on ED and
Frederick Hewitt ward. Specification for
remedial works out to tender

NHS Foundation Trust

Monthly ‘Saving Lives’
audit undertaken. Actions
taken to manage poor
compliance

Briefing on eG October
2016

Ward audits carried out

October and November.
Point prevalence (as per
1.3.1a) in December.

Completed and on
intranet 30/11/17
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2: Safety Culture Workstream Overview report

QIP Work stream Executive Lead:
Safety Culture Title: Medical Director
Name: Andrew Rhodes

Reporting Action BRAG rating
Period: analysis

January Assurance
- '- -. S

-- Total Actions in Workstream

Delivered and embedded so that it is now day to day business and the expected
outcome is being routinely achieved. This has to be backed up by appropriate evidence
Has failed to deliver by target date/Off track and now unlikely to deliver by target date.
| Amber | Off track but recovery action planned to bring back on line to deliver by target date.
Completed / On track to deliver by target date.

Blue subject to CQC confirmation.

Objective/Action Target Status Explanation for Expected Update
Completion RAG rating completion
Date date
Radiation Safety 31/12/2016 First meeting has ~ 06/02/17 Verbal confirmation
2.2.2a (target date not yet been that this meeting is to
Formation of Radiation = extended to held. take place 6/01/17

Safety Committee that = 06/02/2017)
replaces the RCPC and
MEC committees

Radiation Safety 31/12/2016 Dir of Estates has = 31/03/17 Going through HR
2.2.2b approved this currently. Has not
'Appoint fulltime Band role. Currently been advertised

going through
process with HR

8c Radiation Protection
Advisor (RPA) (as
supported by CEO).
This position will also
act as an Medical
Physics Expert (MPE) or
develop an alternative
approach
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Medicines
Management

2.1.8b

VTE/anticoag
education to be added
to MAST for all clinical
staff as well develop
bespoke and refresher
training.

Medicines
Management

2.1.11

Ensure consistent
temperature
monitoring across all
areas.

Deteriorating Patient
2.3.1b

Embed the
improvement of the
initial 3 wards from the
first wave of the SAFER
Bundle roll out
(Marnham, Rodney
Smith and Heberden)

31/12/2016

31/12/2016

12/12/2016

St George's University Hospitals INHS|

Awaiting VTE
programme to go
live on MAST

November -
December data
shows an
improvement
with non-
compliance
moving from 16
to 8. Nelson area
continues to be a
problem.

Missed target
date but in the
process of rolling
out.

31/03/17

28/02/17

31/01/17

NHS Foundation Trust

MAST paper to
Workforce Committee
31/01/17 with short,
medium and long term
plans for approval

Email sent to Chris &
Wendy for update.

Progress this month

e Baseline audit in
progress

¢ All elements are
being driven
through the Perfect
week operational
meetings with
demonstrable
improvements
seen across Trust

¢ Final push for full
engagement for
the SAFER
workshop on the
7/2/17

Actions next month

e Establish daily
monitoring of
SAFER elements-
active

¢ Work to develop a
ward
checklist(JP/MH)

e Visit all wards
weekly to support
progress-JP

e Enable all wards to
put the teams
though a quality
improvement
training

17



Radiation Safety 31/01/2016
2.2.2c

Identify resources and
appoint a fulltime Band
8a Magnetic Resonance
Imaging Safety Expert
or develop an
alternative approach.
Deteriorating Patient
2.3.4b

A training package
integrating the training
objectives of resus,
simulation and critical
care is designed and
rolled out to all clinical
areas and becomes
part of the MAST
programme for all
clinical and HCA staff.

31/03/2017

Deteriorating Patient 31/03/2017
2.3.4d

Agency/Locums are

signed off as

competent with

observation,

recognition and

escalation

Deteriorating Patient 01/02/2017
2.3.4f

Develop & approve a

business case for a

critical outreach team

St George's University Hospitals m

Currently going 31/03/17
through process

with HR

There is a risk of 31/03/17
not meeting

target date due to

issues with

uploading and

mandating on

Totora.

There is a risk of 31/03/17
not meeting

target date due to

issues with

uploading and

mandating on

Totora.

Business case and 01/02/17
model will be

described , to go

to SOG for

approval, at risk

of not being

signed off

NHS Foundation Trust
session(MH/JP)

As above for MAST

As above
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1.

WHO observational audits are carried out by the internal theatre staff
reporting 95 -100% compliance. To be reviewed at the PSQB.

IT component of the deteriorating patient is encompassed within the HC
Informatics workstream, therefore will no longer be included in Safety
Culture.
3 of the 5 amber rated actions on the deteriorating patient relate to
difficulties with MAST training and uploading onto Totora. This is raised in
the HR workstream.

AOQO’C to meet SJ for
further discussions

Safety Culture Recommendations Regarding Delivered and Embedded Actions

Medicines
Management

Medicines
Management

Medicines

Management

Medicines
Management

Medicines
Management

Medicines
Management

Medicines
Management

Medicines
Management

2.1.1b

Review the fluid storage within ED major
incident cupboard to ensure that no fluids
are out of date

2.1.1c

Provide report on monthly basis
identifying outliers in compliance to best
practice

2.1.2

Ensure medical gases are stored,
prescribed and audited to meet national
standards

2.1.3b

Remove FP10 prescriptions where
services do not use them. Brief
leadership/ management teams on
correct processes.

2.1.3c

Amend the medicines management policy
to changes in practice, adding to the
appendices the SOP and standard
template for reconciliation

2.1.5

Compliance with administration and
recording of wasted drugs in resuscitation
room in ED

2.1.9c

Presentation on antimicrobial stewardship
and resistance to all at all divisional
governance boards

2.1.9d

Antimicrobial stewardship champions to
be appointed in all care groups

Evidence is retained by the
QIP Programme Manager
and available on request to
the Board.
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10.

11.

12.

13.

14.

15.

16.

Medicines
Management

Medicines
Management

Medicines
Management
Medicines
Management

Radiation
Safety

Radiation
Safety

Radiation
Safety

Radiation
Safety

St George's University Hospitals m

NHS Foundation Trust

2.1.12

Review stock lists and implement
optimum stock holding process

2.1.13

Achieve compliance with medicines
reconciliation

2.1.14

Compliance with allergy management
2.1.15

Develop and implement patient group
directives (PGD'’s) to enable
radiographers to administer medication
(contrast media)

2.2.1a

Review lonising Radiations Safety Policy
to include the new governance
arrangements., key roles and
responsibilities

2.2.1c

Update current the lonising Radiation
Safety Policy to reflect new committee
structure

2.2.1f

Strengthen the current policy for reporting
radiation incidents and include in as an
appendix in both radiation policies

2.2.3a

Expand templates for reporting from the
subcommittees to the Radiation Safety
Committee

Create template for reporting from the
Radiation Safety Committee to PSQB
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3: Governance Workstream Overview report

Executive Lead:
Title: Director of Quality Governance
Name: Paul Moore

QIP Work stream
Governance

Reporting Action BRAG rating
Period: analysis
January

2017

Total Actions in Workstream

29

Assuran
Active Actions SSHIGREE
Actions
- -

Delivered and embedded so that it is now day to day business and the expected
outcome is being routinely achieved. This has to be backed up by appropriate evidence
Has failed to deliver by target date/Off track and now unlikely to deliver by target date.
m Off track but recovery action planned to bring back on line to deliver by target date.
Completed / On track to deliver by target date.

Blue subject to CQC confirmation.

Objective/Action Target Completion  Status Explanation for RAG rating Expected Update
Date completion
date
3.1.8a 30/09/16 We have commenced 31/03/17 Changed from
Urgently review monthly reporting of Red to Green:
the mechanism to DOC. We are not yet fully As of the 30™

deliver Duty of
Candour. Address
gaps and achieve
full compliance
with Duty of
Candour

compliant for all
qualifying moderate.
incidents and are
reporting this.
Anticipated full
compliance by the end of
January with 100%
compliance 10 days end
to end completion by end
February.

January we are
100% compliant
with DOC
requirements to
notify patients
in writing of an
incident rated
moderate harm
or above.



3.1.3b 31/07/17
Implement a

quality

improvement plan

to meet CQC

domains for safe

care where

workstreams

remain on track

3.1.6a

Anticipate a potential risk of SI performance
slippage in Medicine and Cardiology due to
vacancies.

St George's University Hospitals INHS|

NHS Foundation Trust

Measured against 31/07/17
achievement of overall

QIP —Estates, HR. Safety

Culture & Personalised

care Workstreams off

track.

This is being closely watched and
the team supported to ensure it
does not become an actual risk.

Governance Workstream Recommendations Regarding Delivered and Embedded Actions

3.1.1a
Establish and appoint a Director of Quality
Governance to lead on governance, risk
management and the Quality Improvement
Plan

2. 3.1.1b
Undertake a rapid review of board
assurance, risk management arrangements
and effectiveness of the Board’s assurance
committees.

3. 3.1.1f
Commence a series of ‘Good Governance
Master classes’, delivered by the Director
of Quality Governance, to engage and
support the Board and divisional teams to
improve governance, risk management and
compliance

4. 3.1.2a
Develop and write a paper outlining the
requirements for a Freedom to Speak Up
Guardian (FTSUG).
Appoint FTSUG

Director of Quality Evidence is retained by the QIP

Governance appointed  Programme Manager and
available on request to the
Board.

Agreed at the Council of
Governors meeting
28/07/16

Total of 246 attended
training as of October
2016

Paper to QRC and
agreed. FTSUG offered
and agreed, Karen
Richards Wright
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3.1.5¢

Reconstruct the Corporate Risk register
with clear escalation pathways and
processes to the Board

3.1.5d

Ensure risk registers are handled through
Datix Web in order to pass control to
managers, speed up recording, and
improve monitoring and reporting.
Ensure identified risks are included on the
divisional Risk register"

3.1.6b

Extend current RCA training to include
enhanced guidance for panel
chairs/members — to include guidance
around SMART actions aligned where
possible to auditable measures in order to
measure effectiveness of action taken.

3.1.7b

Upgrade Datix system to enhance
functionality and feedback mechanisms to
reporters

3.1.7c

Appoint Datix Administrator to support
enhanced training programme for staff
around Datix use

St George's University Hospitals m

NHS Foundation Trust

A summary of the
proceedings of RMC is
incorporated into the
corporate risk report
received by the board at
each formal meeting.
This has been the case
since Sept 2016.

All four clinical divisions
have now reported Risk
Registers through RMC
(Sept/Oct 2016).
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4: HR Workstream Overview report

QIP Work stream Executive Lead:
HR Title: Director of Human Resources
Name: Mark Gammage

Reporting Action BRAG rating
Period: analysis
Assurance
Active Acti :

2017 17 6

Total Actions in Workstream
23

Delivered and embedded so that it is now day to day business and the expected
outcome is being routinely achieved. This has to be backed up by appropriate evidence
Has failed to deliver by target date/Off track and now unlikely to deliver by target date.
| Amber | Off track but recovery action planned to bring back on line to deliver by target date.
Completed / On track to deliver by target date.

Blue subject to CQC confirmation.

Action Target Status Explanation for RAG rating Expected
Completion completion
Date date
4.1.2e 31/12/2016 External company’s bids did not meet 30/06/17
We will develop and launch a the requirements of the Trust,
values based recruitment awaiting rebids. Anticipated that work
programme for all managerial will start in February, ready to launch
roles in April 2017
4.1.4d 31/03/2017 New controls and new level of sign off TBC
Improve the quality of patient are in place. All nursing and medical
care and experience by agency on the day are to be signed off
improving continuity of by exec. Nursing have seen a
staffing, brought about by the reduction in agency use with
reduction of agency usage midwifery increasing bank and
(Reduce to no more than 10% decreasing agency use. There is a risk
of total pay bill). of not achieving the % of reduction
needed
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4.1.8 31/12/2016 There is currently no systematic way 31/03/17
Ensure all staff are inducted of capturing the data on induction at a
into clinical areas. local level. Currently looking at
systems such as Totora or Health
Roster.
4.1.3c 31/01/2017 Arrangements for supervision of staff 31/03/17
Review and improve staff requires further discussion and
supervision, training and staff agreement between HR, CN and MD
development.
4.1.4c 30/01/2017 The initial work on this has now 31/03/17
Completion of a deep dive into started (draft scoping document
the bank and agency staff produced) and work is expected to
process. take place through January, due to

report February 2017.

Across a number of the QIP workstreams, problems  Paper on MAST and Appraisal
with MAST has been highlighted. These include systems to the Workforce
delays to uploading training materials, approvalto = Committee end of January.
include training on the system, uploading face to

face (non- electronic) training data to ensure all

training numbers and compliance is captured.

Recommendations Regarding Delivered and Embedded Actions

17. 4.1.1a Evidence is retained by the QIP
Revise Fit and Proper Person Policy in discussion with, and Programme Manager and available
support from, our Improvement Director on request to the Board.

18. 4.1.1b
Audit all current Executive Director and Non-Executive Director
personal files and identify gaps with compliance.

19. 4.1.1c
Evidence of licensed accountant on the Board

20. 4.1.2a

Complete review and update of acting up policy and ongoing
audit for compliance.
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21.

22.

St George's University Hospitals INHS|
NHS Foundation Trust
4.1.2b
Board approved Workforce Race Equality Standard in place.

Workforce Race Equality Standard presented to and received by
the Board

4.1.2c

Action plan for Workforce Race Equality Standard presented to
Board
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5: Estates Workstream Overview report

QIP Work stream Executive Lead:
Estates Title: Director of Estates and Facilities
Name: Richard Hancock

Reporti Action BRAG rating
ng analysis
Period: . . Assurance
2017 19 20

Total Actions in Workstream
39

Delivered and embedded so that it is now day to day business and the expected
outcome is being routinely achieved. This has to be backed up by appropriate evidence
Has failed to deliver by target date/Off track and now unlikely to deliver by target date.
| Amber | Off track but recovery action planned to bring back on line to deliver by target date.
Completed / On track to deliver by target date.

Blue subject to CQC confirmation.

Objective/Acti Target Status Explanation for RAG rating Expected Update

on Completion completion

Date date

5.1.11e 30/11/16 Flushing returns for December: 31/03/17  Awaiting
Daily flushing 50% KBW Jan figures.
carried out 97% LNS No further
and 81% ST update
documented
for A change in process has been
pseudomonas introduced from January where Mitie

will include flushing and reporting as
part of routine cleaning. There will also
be a third party enhanced inspection.
We await the January figures.
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5.1.16 31/12/16
Ensure

continuous

power

supply to

ventilated

patients on

Richmond

St George's University Hospitals INHS|

NHS Foundation Trust

There was a delay to installing UPS as
there was no available space. This has
now been resolved and work is
expected to complete by end of January

31/01/17
(extended to
28/02/2017)

The UPS
has not
been
installed as
there are
additional
works to be
carried out.

Ward.
5.1.22b 31/01/17 RA has been carried out. Ligature points = 28/02/17
The have been removed. Business Case to

paediatric replace blinds, doors, showers to IDDG

ward for approval. Tender quotes have been

environmen received.

tis safe and

suitable for

treating and

caring for

children and

young

people with

mental

health

conditions.

5.1.11e Flushing will come under the remit of Mitie from
Daily flushing carried out and January 2017 as part of routine cleaning. This
documented for pseudomonas includes sinks, showers and baths.

Part of the 29A Warning notice

compliance requirements

Estates Recommendations Regarding Delivered and Embedded Actions

5.1.1 Completed and confirmed to CQC in Evidence is retained

Immediately repair known leaks to the Chief Executive's Letter 07/07/2016. by the QIP
roof on Buckland Ward, Knightsbridge Cleared Gutters and drains. Vegetation Programme Manager
Wing pruning and removal of tree and roots. and available on

2. 5.1.2 Completed and confirmed to CQC in

request to the

Chief Executive's Letter 07/07/2016. Board.

Beds have now been removed, the
area has been zoned off and secured,
this area has been taken out of use.
Building has decanted of clinical
services. Remaining renal OPD and
phlebotomy will move end of January

Close beds in those areas within the Ward
affected by the ingress of water and
declare those areas unusable until the
electrical works have been certified.

3. 5.1.3
Compliance with fixed wiring testing for
Buckland Ward and Knightsbridge Wing
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10.

11.

12.

13.

14.

5.1.4

Renal ward in Knightsbridge Wing - to be
relocated

5.1.5

Relocate 15% outpatient services in
Lanesborough Wing

5.6.1.a

Continue weekly fire alarm testing, routine
servicing and independent testing

5.1.6.b

Introduce fire compartmentation to
second floor Plant Room Lansborough
Wing

5.1.6.c

Complete audit and replacing where
necessary fire extinguishers to all locations
including plant rooms (Lanesborough)
5.1.6.d

Upgrade fire compartmentation, including
fire doors, to the vertical escape routes in
Lanesborough Wing

5.1.6.h

Targeting high risk areas initiate a series of
table top fire exercises covering two
clinical areas each week.

5.1.6.i

Complete fire risk assessments for
Lanesborough and verify mitigation plans
are in situ and accessible to staff

5.1.6. k

Fire Safety Advisors to meet London Fire
Brigade Inspection Team and invite LFB to
undertake independent inspections to
provide further assurance

5.1.7

Relocate staff working in Wandle Annex
and demolish this facility.

5.1.9.b

Replace 2 faulty air handling units in St
James Wing theatres.

St George's University Hospitals m

NHS Foundation Trust

and building will be hoarded. Fixed
wire testing no longer required for this
building.

All renal services relocated as of
31/12/16..

15/12/16
15% OPD services relocated.

Completed and confirmed to CQC in
Chief Executive's Letter 04/07/2016
Work has been completed certificates
supplied

Completed and confirmed to CQC in
Chief Executive's Letter 04/07/2016
Work has been completed certificates
supplied

Completed and confirmed to CQC in
Chief Executive's Letter 04/07/2016

Completed and confirmed to CQC in
Chief Executive's Letter 04/07/2016

Confirmed in Chief Executive's Letter
to CQC 07/07/2016. Complete
30/09/16.This will become a rolling
programme across all clinical areas.

A requirement for Lanesborough but is
being rolled out across the Trust

Fire Brigade inspecting officers met
with Estates and carried out inspection
is 31st August 2016

Staff have been relocated. Building is
now demolished.

Completed. Air handling units
installed.
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15.

16.

17.

18.

19.

20.

5.1.10

Replace ceiling tiles

Replace fixed lighting

Repair cause of condensation leaks from
hot water tank above staff room.
5.1.11.c

Replace electronic monitoring (L8 Guard)
with paper and department folders until
suitable electronic flushing records can be
resolved.

5.1.11.d

Twice weekly flushing carried out and
documented for Legionella

5.1.13

Replace ripped chairs within patient areas
in ED so that they can be thoroughly
cleaned.

5.1.14 Identify the cause of the leaks into
ceiling in the Emergency Department and
ensure repairs are made.

5.1.15 Heating system to be fixed within
the Mortuary and the carpet to be
replaced.

St George's University Hospitals m

NHS Foundation Trust

Replaced

Reverted to paper based reporting in
October 2016

3 months consecutive 100%
compliance of known outlets Oct-Dec.

This role will now be taken over by
Mitie as part of routine cleaning.
Includes sinks, showers and baths.
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6: Operations Workstream Overview report

QIP Work stream
Operations

Executive Lead:
Title: Chief Operating Officer

Name: Mark Gordon

Reporting
Period:

Key

Action BRAG rating
analysis
Assurance
Active Acti .
31 2

Total Actions in Workstream
33

Delivered and embedded so that it is now day to day business and the expected
outcome is being routinely achieved. This has to be backed up by appropriate evidence

Has failed to deliver by target date/Off track and now unlikely to deliver by target date.

Off track but recovery action planned to bring back on line to deliver by target date.

Completed / On track to deliver by target date.

Blue subject to CQC confirmation.

Action Target
Completion

Date

6.1.4a 01/12/16

Patient Access

Percentage of telephone calls answered by staff in

the outpatient department are within the service

level agreement targets of 295%

Review staffing levels against call frequency to

optimise availability of staff to answer calls.

6.1.4c 28/02/2017

Patient Access
Review staffing levels against call frequency to
optimise availability of staff to answer calls.

Review performance at the OPD workstream
meeting and identify opportunities for
improvement

Status Explanation for RAG Expected
rating completion
date
Some deterioration in 28/02/17

response time to
answering calls identified
in last call centre
performance report. Not
sure why this is the case
but expected to come
back on plan by the end of
February but expected to
come back on plan by the
end of February. Actions
have been identified and
are currently been worked
on.

Although there is
significant improvement
from 40%-93%, the Trust
target of 95% has not yet
been met.
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Note: removal of neuro rehabilitation service to personalised care workstream and Data management
information to Healthcare Informatics workstream.

Operations
Recommendations Regarding Delivered and Embedded Actions

Equipment 6.2.1a Evidence is retained by the
requirements Purchase required number of Ureteroscopes QIP Programme Manager and
and cystoscopes. available on request to the
Board.

2. Health visiting 6.7.2b
Robust mechanisms for data collection relating
to the 6 to 8 week health visiting reviews are
in place.
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7: Healthcare Informatics Workstream Overview report

QIP Work stream Executive Lead:
Healthcare Title: CIO & SIRO
Informatics Name: Larry Murphy

Key

Reporting Action BRAG rating
Period: analysis
January Assurance

Total Actions in Workstream

6

Delivered and embedded so that it is now day to day business and the expected
outcome is being routinely achieved. This has to be backed up by appropriate evidence
Has failed to deliver by target date/Off track and now unlikely to deliver by target date.
Off track but recovery action planned to bring back on line to deliver by target date.
Completed / On track to deliver by target date.

Blue subject to CQC confirmation.

Rated green due to working within Target dates. However IT Full review currently under way.
systems and integrity of data is a significant risk for the Trust.

The CIO has agreed to further extend the plan to include
“improving electronic access for clinical areas across the Trust

and roll out of clinical systems programmes e.g. e-prescribing,
whiteboards and NEWS” This will be included in the next iteration
of the QIP V1.6
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8: Leadership Workstream Overview report

QIP Work stream Executive Lead:
Leadership Title: Chief Executive Officer

Key

Anticipated that Chair will be recruited by E
Rated green due to working within  February (as per Core Brief Jan 2017) Core
Target dates, however, a Trust Brief Jan 2017) January’s Core

Name: Simon Mackenzie
Reporting Action BRAG rating
Period: analysis
Assurance
January AcivE Actions
2017

Total Actions in Workstream

5

Delivered and embedded so that it is now day to day business and the expected
outcome is being routinely achieved. This has to be backed up by appropriate evidence
Has failed to deliver by target date/Off track and now unlikely to deliver by target date.
Off track but recovery action planned to bring back on line to deliver by target date.
Completed / On track to deliver by target date.

Blue subject to CQC confirmation.

. Brief. pdf
strategy and a stable, substantive

leadership team are fundamental  Search for a new Chief Executive, with the

for moving the Trust from an post going out to formal advertisement Jan.

inadequate rating to good or The process for appointing permanent staff to

outstanding. positions on the executive team will begin
thereafter.

Focus on Leadership development
programme.

Leadership Recommendations Regarding Delivered and Embedded Actions

8.1.2 1/12/16 Evidence is retained by the QIP
Paper and board workshop to confirm Programme Manager and available on
vision, clinical vision and priorities request to the Board.
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1. Executive Summary - Key Priority Areas December 2016* St George's University Hospitals [z

NHS Foundation Trust

Safe Caring

Responsiveness

The above shows an overview of December
2016 performance for key areas within each
domain and also as detailed in the Monitor Risk
Assessment Framework.

These domains correlate to those of the CQC

Well Led intelligent monitoring framework.

Effectiveness

The overview references where the trust may

Agency not be meeting 1 or more related targets. (*Note
and Bank Cancer RAG rating is fgr November 2016 as
Usage reported one month in arrears)

N . .

This report is produced in line with the trust performance management framework which encompasses the Monitor regulatory requirements.

w



2. Monitor Risk Assessment Framework KPIs 2016/17: December 2016 Performance
(Page 1 of 1)

St George's University Hospitals INHS

NHS Foundation Trust

December 2016 Performance

Metric Standard Weighting  Score YTD Nov-16 Dec-16 Movement
Referral to Treatment Incomplete Pathways 92% 1 1 - against the_rISk assessment
A&E All Types Monthly Performance 95% 1 1 ---@ -4.36% framework is as follows:
" Metric Standard Weighting  Score YD Q2 Q3 Movement The trust’s quality governance
& 62Day Standard 85% 1 [easen " ssaen  [BA00%N U -a46% rating is ‘Red’ as the trust has a
‘&’ 62 Day Screening Standard 90% 92.90% 94.50% 93.90% a -0.60% governance score of 2 and
31 Day Subsequent Drug Standard 98% 1 0 99.70% 100% 99% 4} -0.90% Monitor have imposed additional
31 Day Subsequent Surgery Standard 94% 0 97.20% 97.70% 96.00% 4} -1.70% license conditions in relations to
31 Day Standard 96% 1 0 97.30% 97.10% 97.00% &  -0.10%
Two Week Wait Standard 93% 1 0 93.79% NS00I O -2.39% governance.
Breast Symptom Two Week Wait Standard 93% 1 93.80% 94.50% 96.70% Q‘ 2.20% Areas of underperformance for
quality governance are:
Metric Standard Weighting  Score YTD Nov-16 Dec-16 Movement
Clostridium( C.) Difficile - meeting the C.difficile objective (de minimise of 31 1 0 % a a = 0 * A&E 4 Hour Standard
12applies) « RTT (Non Reporting)
Certification of Compliance Learning Disabilities;
Does the Trust have mechanism in place to identify and flag patients with
learning disabilities and protocols that ensure the pathways of care are Compliant 1 0 Yes Yes Yes = . .
reasonably adjusted to meet the health needs of these patients? Further details and actions to
Does the Trust provide available and comprehensive information to address Underperformance are
patients with learning disabilities about the following criteria: - treatment | Compliant 1 0 Yes Yes Yes = further detailed in the report.
@ options; complaints procedures; and appointments?
§ Doe's the Trust have protocols'in plac<.e to prov.ide s'uitaF)I'e'support for Compliant 1 0 Ves Ves Ves =
5 :mlly}:arersw:o support p?tlgntf with Iearn.|ng|d|.sa11|l|t|es?. - *Cancer Data is reported a month
o oes't. e Trust have protoc? sinp éce to roytmer y mc Hde training on Compliant 1 0 Ves Yes Ves = in arrears. Q3 relates to November
providing healthcare to patients with learning disabilities for all staff?
Does the Trust have protocols in place to encourage representation of . performance Only'
! o e Compliant 1 0 Yes Yes Yes =
people with learning disabilities and their family carers?
Does the Trust have protocols in place to regularly audit its practices for
patients with learning disabilities and to demonstrate the findings in Compliant 1 0 Yes Yes Yes =
routine public reports?
Data Completeness Community Services:
Referral to treatment 50% 1 o P s 210 B 11
Referral Information 50% 1 o P 863 865 4 -03
Treatment Activity 50% 1 o P s Y 21 4 |Positive Performance Change
Trust Overall Quality Governance Score 2 3 4 1 4} Negative Performance Change
= No Performance Change
Green: a service performance score of <4.0 or <3 consecutive quarters' breaches of a single metric
GOAC/OEEII\TAOI\FFCE Governan_ce Co_ncern Trigger and _Under Review : a service performance score of >=4.0 or 3 consecutive quarters' breaches of single metric with monitor undertaking a
formal review, with no regulatory action.

HRESHOLDS

™ [Redt a sevie performance score of >=4 and >=3 consecuve quarters breaches ofsingle metic and vih reguiatoy action tobetaken |




2. Trust Key Performance Indicators 2016/17: December 2016 Performance

St George's University Hospitals INHS

NHS Foundation Trust

Metric
Referral to Treatment Incomplete
Referral to Treatment Incomplete 52+ Week Waiters
Diagnostic waiting times > 6 Weeks
A&E All Types Monthly Performance
12 Hour Trolley Waits
Proportion of patients not treated within 28 days of last minute cancellation

Certification against compliance with requirements regarding access to health
care with a learning disability

RESPONSIVENESS

Metric

62 Day Standard

62 Day Screening Standard

31 Day Subsequent Drug Standard

31 Day Subsequent Surgery Standard
31 Day Standard

Two Week Wait Standard

Breast Symptom Two Week Wait Standard

Metric

Clostridium Difficile - Variance from plan
MRSA Bacteraemia
Never Events

Serious Incidents

SAFE

Percentage of Harm Free Care
Medication Errors causing serious harm
Overdue CAS Alerts

Maternal Deaths

VTE Risk Assessment (one monthe in arreas)

Standard
92%
0
1%
95%
0
0%

Compliant

Standard
85%
90%
98%
94%
9%%
93%
93%

Standard

31
0

1
95%

YID  Nov-16 = Dec-16

204 \--a
0 0 = 0.00%
Yes Yes Yes ©
YTD Oct-16  Nov-16  Movement
18436 se.cors (V000N U -5.50%
92.90% 96.00% 92.68% b -33%
99.70%  100%  98.04% b -196%
97.2% 96.0% 9%6.0% = 0.00%
97.30% 97.20% 96.89% b -0.31%
[oosow| 30 @k 0o
R380% 9890% 9481% b -409%
YID  Nov-16 Dec-16  Movement
26 4 4 = 0
[ IR
[ I
fae e
95.8%  938% & -2.0%
BN o ¢ 2
DR o
0 0 0 = 0

%2% 9%.0% 4 -

Movement

0.2%

EFFECTIVENESS

CARING

WELL LED

Metric
Hospital Standardised Mortality Ratio (DFI)
Hospital Standardised Mortality Ratio - Weekday Emergency
Hospital Standardised Mortality Ratio - Weekend Emergency
Summary Hospital Mortality Indicator (HSCIC)
Bed Occupancy - Midnight Count General Beds Only

LOS - Elective

LOS - Non-Elective

Metric
Inpatient Scores - Friends & Family Recommendation Rate
A&E Scores - Friends & Family Recommendation Rate
Number of complaints
Mixed Sex Accommodation Breaches

Metric

Inpatient Response Rate Friends & Family
A&E Response Rate Friends & Family

NHS Staff recommend the Trust as a place to work

NHS Staff recommend the Trust as a place to receive treatment

Trust Turnover Rate

Trust level sickness rate

Total Trust Vacancy Rate

% of staff with annual appraisal - Medical

% of staff with annual appraisal - non medical

Standard
100
100
100
100
85%

Standard
60
46

Standard

30%
20%
58%

YD

YD

YD

Nov-16  Dec-16 = Movement
84.1 81 = 000
82.4 824 B 0
86.7 %7 B 0
0.90 {4+ -0m
\--e
18 f 03

4 010

41 42

Nov-16  Dec-16 = Movement
97.5%  95.9% & -157%
84.40%  8230% I -2.10%
92 6 {36
0 0 & 00
Nov-16  Dec-16 = Movement
a66 DB -183%
5%  206% f+ 01%

The trust continues to monitor the above key performance indicators following authorisation as a Foundation Trust. The indicators are grouped into domains
parallel to that defined by the CQC. The trust is currently reviewing additional indicators for inclusion which will be incorporated in forthcoming reports.
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Clinical Effectiveness

St George's University Hospitals /5

NHS Foundation Trust

Lowerthan expected [
As wxpacted

SHMI

30
23
20
15
10

< . 3
*F ¥ @

90 HENHEEENERSISEELY8s8 S
R o R A S ST ST
S e S dHdZ2 0o 5 2 oo o =2d9 329 o 99 -
EE T f =522 Ef53 5538 5:232% 558232
F3 S5 EZ o 5 2 o & 2 o 8 2 o & 2
Data period
Outstanding items of NICE guidance, by Division
(issued Dec11 to Sepl6)
m—CSTNC ==MC ===CWDTCC ====(C5W == Non-division specific

/.
%
) \;&/\u

&

DA SN I A A S
L R A

Asempecied @ Low @ Hgh T 9% Confdence nterval

tativa sk
8
e
f/‘
—
\\
Y
\\
>
i
d
/
Sy
.
h .
”

Items of NICE Guidance with Compliance Issues
Jun10 to Sep16, Totaln.75

CWDTCC (n=12)

Mon-di n s

Trustwide Deaths (absolute numbers) - Weekly Trend

0
L

2

40
. M} L\\/\/\VA Av/\ hM/VR\/hVﬂVAVVhVAV[/\A\/M‘/\\]AW A AV/\/\/\
I ) Sercn isions \/ V \/\/ \/ U \
’ |
0
0
11Jan2015 08 Mar 2015 03May 2015 285.un2015 23 Aug2015 180ct 2015 13 Dec2015 07Feb2016 03Apr2016 20May2016 2402016 18 Sep2016 13Now 2016 08.Jan2017
Week
Safety Thermometer
Pl l=Falls = CAUTI i New VTE
7
c A
Eg r e \ a—s
% A \W/ \ L__,_‘
g, N—o_/
5] ~
52
AP ~= -
ol

I R I IR I I
A R S R

&

Mortality
For Oct 15 — Sep 16 HSMR is better than expected at 84.1 [weekend emergency admissions = 86.7 (better than expected); weekday emergency admissions = 82.4 (better than

expected)].

For the most recent month for which data is available (Sep 16) the HSMR is better than expected at 80.4 [weekend emergency admissions = 73.5 (as expected); weekday

emergency admissions = 85.1 (as expected)].

Latest SHMI July 15 —June 16 = 0.88 — lower than expected. One of 15 Trusts in England in this banding and identified as a repeat outlier.

Raw mortality within usual limits.

Key workstreams: Report into outlier alert Coronary Atherosclerosis has been redrafted for CQC. Continuing to participate in National Mortality Case Record Review pilot and

local implementation.

NICE Guidance

75 items of guidance with compliance issues that are with the Divisions for action; either to agree deviation and submit to PSQB or to devise an action plan.
32 items of guidance for which there has been no assessment of compliance, down from a peak of 71 in May. These have been escalated to each division for resolution.

Monthly reports detailing the above are provided to divisions to support action and elimination of backlog.

Safety Thermometer
95.07% patients received harm free care in December. This meets our target of 95% and is better than the national average (94.28%).
57 harms to 54 patients: 51 patients experienced 1 harm and 3 patient experienced 2 harms.
30 harms (52.6%) were old and cannot be attributed to care delivered by the Trust.




Patient Safety St George's University Hospitals INHS|
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Safeguarding Training Compliance — Adults 2016/17 Division No. of compliant Staff _|No. requiring training

Children and Women's Diagnostic and Therapy 602 689
Services Division

Community Services Division 115 129
Corporate Division 3 3
Medicine and Cardiovascular Division (ED) 185 214
Surgery & Neurosciences Division 26 27
Overall for the Trust 931 1062

88% - Safeguarding Children

Training : Through a manual counting of the training data on ARIS it has become apparent

that:

* There are staff on ARIS down to have level 3 - who should not be. These inevitably take
up places which inevitably reduces the space available for those who should be trained.

* Staff who should have level 3 not showing on ARIS - but are being trained. This means
that the training being done is not fully reflected in the system.

* The safeguarding children Team and MAST are working together to rectify the training

86% -
84%

82% -

80% -

W&o \\)oe‘ W W R o O o W @

=i Actual e== eTarget

Referrals needs analysis on Totora.
Serious Case Reviews and Internal Management Reviews: A second practitioner learning
100 even for Child AA is being held on 20t February 2017.
90 - Other:
80 The review of the safeguarding service provision in the Trust is underway — the review covers
20 - adults and children.
60 7 Safeguarding Adults
50 - » Continue to monitor safeguarding training via ARIS and MAST steering group. Divisions to
Apr- May June Jul Aug Sep Oct Nov Dec Jan Feb Mar take action around low compliance. Steady increase in compliance over last 8 months
» Review procedures following implementation of Care Act — Pan London procedures
DOLS 2016/17 published Feb 2016 — local guidance completed Spring 2016. E-Learning revised May 16.
i Additional training given to senior staff Oct 2016 possibly resulting in increase in referrals
DOLS & MCA
10 - DOLS: Since April 2014 and the Supreme Court judgement there has been a significant
increase in DOLS activity which is reflected nationwide.. New Law Society Guidance now
5 | indicates that a significant number of patients are being understandably deprived of their
liberty in their best interests. This is not necessarily a reflection of poor care and treatment.
July 15 — fresh legal advice obtained around risk to organisation and patients with regard to
0 T T T T T T T T T T T T 1 non application of Dols. Revised briefing paper presented for QRC July 2015. MCA/Dols

v~Q‘ V“?’* \&\e \\)\ ?9% (_)eQ 0(} $04 0@,0 o Qéo @zﬂ Guidance produced Sep 16. Working party commenced Sep 16 to address issues of training,
guidance, governance, audit. CQC Sec 29 notice issued - training plan in place to address
gaps in training. Initial audit completed Oct 16. To re-audit Jan 17




Delivering Safe Care

St George's University Hospitals INHS

NHS Foundation Trust

[ Average Mo M Metric Measure HucL
Incidence of c.difficile
National Target applied for the Trust is 31 reported cases per year
Standard: 31 YTD: 26 Nov 16: 4 Dec 16: 4 Movement: 0
6
4 N /\
2 o AY i, —
u —
0 \/’_
Apr15Jun15  Aug15s Oct15 Dec15 Feb16 Apri16 Jun16 Augi6 Octi6 Dec16

4 reported C-difficile incident reported in December of which 3 cases in Allingham
and one case in community . YTD this is a total of 26 cases against a target of 31

Never Events
Serious Incidents that are wholly preventable Threshold is 0

Standard: 0 YTD: 2 Nov 16: 0 Dec 16: 0 Movement: 0

(s} v ' - - - v

Apr-1s  Jun-15  Aug- 15 Oct- 15 Dec-15  Feb-16 Apr-16

JuN-16  AUR-16 Oct-16  Dec-16

2 Never Events (wrong site surgery) declared between Apr — Dec 2016/17,
compared with 8 in Apr-Dec the previous year

Percentage of Harm Free Care
Supporting Trusts in their aim to eliminate harm in patients from 4 common conditions; pressure ulcers, falls, UTI & VTE.
Threshold is 93%

% = / \
—_—_ N\ / \
% i N NS v \

Dec 16

g

92

90

Apr15Jun15 Augi15 Oct15 Dec15 Feb16 Apri6 Juni16 Augi6 Oct16

95.07% patients received harm free care in December. This meets our target of
95% and is better than national average (94.28%)

Incidence of MRSA
National objective is zero tolerance of avoidable MRSA bacteraemias

Standard: 0 YTD: 1 Nov 16: 0 Dec 16: 0 Movement: 0

; /N

ApridJuni15s Aug15 Oct15 Dec15 Feb16 Apri16 Jun16 Aug16 Oct16 Dec16

There has been a single episode of Trust-assigned MRSA case YTD 2016/17 (target
0) this occurred in October 2016 more than a year since the previous episode

Serious Incidents
Number of serious incidents reported Threshold is zero

Standard: 0 YTD: 71 Nov 16: 10 Dec 16: 4 Movement: -6
20 \
10 S

Jun16  Aug16  OQct16  Dec16

(=]

Apr13Jun1s  Aug1s Oct1d Dec1d Feb16 Aprie

Reduction in Serious Incidents (Sis) declared Apr-Dec 2016/17 which represents a
35% decrease compared to the same period last year.

Medication Errors Causing Serious Harm
Patient safety incidents of type medication error, resulting in severe harm or death reported to the National Reporting
and Learning Service (NRLS) by provider. Threshold is 0

Apr-15  Jun-15  Aug-15  Oct-15 Dec-15  Feb-16 Apr-16 Jun-16 Oct-16  Dec-16

Aug-16

2 cases of medication errors resulting in serious harm were reported in November,
zero reported in December
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Delivering Safe Care

M Average H.cL M Metric Measure HucL
Falls Per 1000 Bed Days Total Patient Falls
Number of Beds Occupied Per 1000 Bed Days Threshold is 3.1%
Standard: 3.1% YTD: N/A Nov 16:0.88% Dec 16: 1.25% Movement. A0.37% Standard: 0 YTD: 1574 Nov 16; 116 Dec 16: 160 Movement. A44
= oo —
ro — 7/--._____‘.-‘/__ —A“'/\v, “ AVA\ // \v - —
- - \// 1000 | ——

50.0

.0 v ' ' ' " " v ' ' ' 0.0 . T v v v v v v v v
Apr-15  Jun-15%  Aug-15  Oct-15  Dec-15  Feb-16  Apr-16 Jun-16  Aug-16 Oct-16 Dec-16 Apr-1s JUN-15  Aug-1S5 Oct-1S5  Dec 15 Febo16  Apr16 Jun-l6  AUg-16  Oct16  Dec 16

The graph shows an increase in the number of falls reported in the month of December. Total falls for the month is 169 (160 aligned to wards only), of which 146 were
reported as no harm, 21 low harm, and 2 moderate harm

Attributable Grade 2 Pressure Ulcers Avoidable Grade 3 and 4 Pressure Ulcers
s Standard: 0 YTD: 3 Nov 16:0 Dec 16: 1 Movement: 41
P ic mayac Jun-at | JULIS | ALE1S Sep-at  Ochis Mov-an Dacas o-00 AprllQIJunlldlau.lldlulldlu!ldlpchln, P — J'.mlu, Ava-16  Oot u,ll;cc 16
1 case reported in December on Dalby Ward. 3 cases YTD against a target of 0.
MSSA Cases Incidence of E-Coli
Standard: 0 YTD: 19 Nov 16: 5 Dec 16: 0 Movement: -4 Standard: O'YTD: 48 Nov 16: 3 Dec 16: 2 Movement: -2

6 \

4 /\

) (- ,\\ AN /\ /\ =

0 SN \ / N \.‘-/

Apr1bJun1d Aug1s Oct1d Dec1d Feb16 Apr16 Juni6 Augi16 Oct16 Dec16 Apr13Jun15 Aug1s Oct1d Dec15 Feb16 Apr16 Jun16 Aug16 Oct16 Dec16

Zero cases for the month of December The Trust reported 2 E-coli incidents in the month of December
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Delivering Safe Care

Il Metric Measure
Saving Lives Audits - Cleaning and Decontamination Saving Lives Audits - Hand H)'giEl'IE
Standard: 100% YTD: N/A Nov 16:93.25% Dec 16: 94.04% Movement: A0.79% Standard: 95% YTD: N/A Nov 16: 94.37% Dec 16: 94.39% Movement: A0.02%
100 100
a0 30
0 0
Apri6  May 16 Jun 16 Jul g Aug 16 sep16  Oct16 Nov16  Dec16 Apri6  May16  Jun'é Jul 16 Augié  Sep16  Ocl16 Novi6  Dec16
Ensuring that all equipment is correctly cleaned and decontaminated. December Ensuring that all staff complete the hand hygiene process correctly. December reported
reported 94.03% against a target of 100% 94.39% against a target of 95%
VTE Risk Assessments Completed Bed Rails Audit
Standard: 95% YTD: N/A Nov 16: 88.74% Dec 16:89.09% Movement: A0.35% Standard: 95% YTD: NJA Nov 16:93.14% Dec 16: 87.23% Movement: ¥-5.91%
100 ——
50 al
0 0
Apr 16 May 16 Jun 16 Jul 16 Aug 16 Sep 16 Oct 16 Novi6  Deci6 Apr 16 May 16 Jun 16 Jul 16 Aug 16 Sep 16 Oct 16 Nov 16 Dec 16
Ensuring that all VTE assessment forms are completed correctly. Performance in Please note completion of audit commenced in October 2016. Performance in December

December was 89.09% against a target of 95% was 87.23% against a target of 95%.



Patient Experience
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Average H.cL M Metric Measure HucL
Mixed Sex Accommodation Breaches
Number of occurances of unjustified mixing in relation to sleeping accommodation
Standard: 0 YTD: 0 Nov 16: 0 Dec 16 0 Movement: 0
6
4
2
0
Apr15Jun15 Aug15 Oct15 Dec15 Feb16 Apr16 Junl16 Augil16 Octi6

Zero cases reported YTD

Number of Complaints With Agreed Extensions

Standard: 85% YTD: N/A Oct 16: 86.6% Nov 16: 67.4% Movement: -19.2%

Dec 16

Complaints responded to within 25 days

Standard: 85% YTD: N/A Oct 16: 70.1% Nov 16: 58.7% Movement: -11.4%

10086
90%
20% V. \
70% ﬁ A‘/\/ v/—'—-\
509
40%
30% T T T T T T T T T |
Apr-15 Jun-15 Aug-15 Oct-15 Dec-15 Feb-16 Apr-16 Jun-16 Aug-16 Oct-16

November performance was 58.6% against a target of 85%. Performance declined across all
areas except Community Services. Divisions are being held to account at divisional meetings

Total number Complaints received by Month

YTD: 664 Nov 16:92 Dec 16: 56 Movement: -36

100%
% wa - A
P~ o
S0 -
20% \/\ P /—/
\//x——\ / - \ 80 - //\, V
80% ~ N 70 - V
60 | \
70% 50 -
20 |
60% T T T T T T T T T 1 30 T . . . T . . T T .
Apr-15 Jun-15  Aug-15 Oct-15 Dec-15 Feb-16  Apr-16 Jun-16  Aug-16  Oct-16 Apr-15  Jun-15 Aug-15 Oct-15 Dec-15 Feb-16 Apr-16 Jun-16 Aug-16 Oct-16 Dec-16
Number of complaints received reduced significantly from 92 in November to 56 in December which
is not unusual for the festive period. Top themes are; clinical treatment, communication and
appointment delay / cancellation
Number of PALS concerns received
400 - Complaints | . . . o % within 25 working dayes of agreed timescales
Performance % within 25 working days (target 85%) (target 100%)
350 -| /\
300 - r\ /—\ /\\/—/ \\ Division August |September| October |November| August |September | October | November
250 | \/ A 4 J CWDTCC 29% 50% 67% 61% (5) 64% (9) 85% (5) 94% (3) 78%
M&C 68% 84% 64% 54% (8) 100% |(5) 100% (5) 100% (6) 71%
200 4 STNC 63% 73% 68% 61% (4) 75% (3) 86% (1) 73% (8) 89%
150 J CSD 100% 75% 75% 83% (0) 100% |(1) 100% (1) 100% (1) 100%
Corp 75% 57% 88% 40% (3)100% |(2) 86% (1) 100% |(1) 60%
100 T T T T T T T T T T SWLP N/A N/A 100% N/A N/A N/A (0)100% [N/A
Apr-15 J -15 Aug-15 Oct-15 Dec-15 Feb-16 Apr-16 J -16 Aug-16 Oct-16 Dec-16
e un e N e © e u e © e Trust 65% 69% 70% 59% (20)86% |(20)91%  |(13)90% |(19) 79%




Well Led
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FFT Response Rate

Standard: 20% YTD: NIA Nov 16: 37 87% Dec 16: 38.31% Movement: A0.44%
I N\ —

’—%_?_;

20

0
Apri5dun15  Aug15 Oct15 Deci5 Feb16 Apri16 Jun16 Aug16 Qct16 Decib

Total response rate for the month of December was 38.31% of which ED; 21.6% and consistent with
previous months and IP reporting 29.3% which was a decrease compared with previous month.

Sickness/Absence Rate

Standard: 3.5% YTD: N/A Nov 16: 3.48% Dec 16: 4.65% Movement: A1.17%
F— N
s m

Apr15Jun15  Aug15 Oct15 Dec15 Feb16 Apr16 Jun16 Augiw  werl6  Decl6

The sickness / absence rate has remained consistent since June 2016, however a slight increase was
observed in December reporting 4.65% against a target of 3.5%

Turnover Rate

Standard: 13% YTD: N/A Nov 16:19.71% Dec 16:24.94% Movement 45.23%

20.0

19.0 — _.-'=--..__ ——,

/—-—"'"-\ — ——
15.0 /_// _7

17.0

16.0

15.0 ' ' ' ' ' ' v T T T
Apr-15 Jun-15  Aug-15 Oct-15  Dec15  Feb 16 Apr-16 Jun- 16  Aug 16 Oct-16 Dec 16

The Trust Turnover rate increased by 5.23% in December reporting 24.94% against a target of 13%

FFT Score

Standard: 90% YTD: NJA Nov 16: 97 45% Dec 16: 95.16% Movement: ¥-2.29%

%A —\ /S

\/ }*v""\v"’

85
60

Apr15Junis  Augld  Oct1d Dectd Feb16 Apri6 Jun16 Augl6 Oct16 Decl6

Total recommendation rate by patients was 95.16% against a target of 90%, this was an increase
compared to November. ED reporting 82.30% and IP 95.9%

Vacancy Rate

Standard: 11% YTD: N/A Nov 16: 14.67% Dec 16: 15.29% Movement. 40.62%

16 \_
s =

Apr15Jun15  Aug1s Oct15 Dec15 Feb16 Apr16  Jun16 Augl16 Oct16 Deci6

The Trust vacancy rate dipped in November however has seen an increase in December to 16.7%.
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M \etric Measure

Ward Staffing Unfilled Duty Hours

Standard: 10% YTD: N/A Nov 16: 5.71% Dec 16: 6.25% Movement: A0.54%

Apr15Jun15 Aug15 Oct15 Dec15 Feb16 Apri16 Juni6 Augi6 Oct16 Dec16
Audit against number of areas that report that they were not safely staffed as detailed in

the safe staffing policy. 11 areas reported for December against a target of 0. Areas with
lowest rate recorded are; Jungle Ward, Keate Ward and Rodney Smith Med Ward

Care Hours per day (CHPPD)

croeehsRTEEL 1409 1448 1217 1260 13.02 1287

Registered nurses care hours per

1055 1072 9.06

Unregistered nurses care hours per

Safe staffing alerts confirmed

Safe Staffing Alerts

Standard: 0 Y¥TD: 81 Wowv 16: 11 Dec 162 11 Movement: #]

Apr 1 May 18 Jun 18 Jul 18 Aug 16 Sep 16 Oct 16 Mow 18 Dec 18
Audit against number of areas that report that they were not safely staffed as detailed in the

safe staffing policy. 11 areas reported for December against a target of 0. Alerts reported
within Rodney Smith, Neonatal, Holdsmith, Heberden and Gray Ward

Core Mast Training Compliance

Core MAST Topics
100%—
88% 86% 87% 85% 86%
80%—{
63%
60%—
40%—
20%—
0%—
Fire Safety Information Governance Safequarding Adults
Equality, Diversity and Human Rights Health, Safety and Welfare Maoving and Handling
Other MAST Topics
100%— 91%
87%
83% 84%
80% 78%
80% 76% 76%
63% 65%  63%
60%—
40%—
20%—
oﬂ(
Conflict  Dementia  Infection  Infection  Moving and itati itati
Resolution ~ Awareness  Prevention  Prevention  Handling BLS s Non Children  Children  Children
and Control  and Control  Patient Clinical Level 1 Level 2 Level 3

Clinical Non
Clinical
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Unplanned Care

Emergency Department — Due to poor performance in early December, four hour performance for the month was under our agreed trajectory and National
target. Quarter 3 performance was 91.95%, therefore 0.3% below agreed trajectory. YTD performance is currently 92.53%. ED attendances were 3% higher
compared to the same period last year with higher volumes of medical admissions and patient acuity levels. This is evidenced by actual activity for the month
of December being 28% above plan. Ambulance arrivals in December has observed up to a 1% increase compared with previous month and YTD average. Bed
capacity continues to be the highest cause of 4 hour breaches (18.92%) followed by ED capacity (17.63%) and treatment decisions (16.13%).

Planned Care

18 Weeks RTT —There has been a month on month improvement in the incomplete waiting list with a reduction of 2691 patients waiting compared to August
2016 and a reduction of 18 week backlog of 636 patients.

18 week backlog reduction also seen within the First Outpatient PTL (21.9%) and the admitted PTL (14.8%). Detailed backlog recovery plans are being
developed for all specialties.

52 week waiters — Predicted 10 for the month of December. Weekly performance meetings are in place for all specialties focusing on reduction of long
waiters and prevention of 52 week breaches.

Activity - Day case activity for December was 23% above plan (treating 552 patients above planned activity).

Specialties above plan include; General Surgery (+4.4%), Gynae (+19%), Plastics (+8%) and Urology (+24%)

Overall, elective Inpatient activity was slightly below plan as part of the winter plan to reduce bed occupancy, but this was offset by the increase in day case
and a number of specialties increased activity including Cardiology (+4%), ENT (+15%), Gynae (+37%) and Plastics (+9%).

Diagnostics 6 Week Wait — Diagnostic performance in December fell below national standard and the Trust did not achieve STF Trajectory. In total 151
breaches were reported against a waiting list size of 6906 patients. 68.9% of the 6 week breaches were within Endoscopy, particular Gastroscopy and
Cystoscopy.

Cancer

Both Two Week Wait and 62 day performance was below standard in the month of November, all other standards achieved.

Two Week Wait Standard — performance was 85.7% against a target of 93%, with a high number of breaches within Skin (70.5% of all breaches). This is a
result of capacity pressures due to clinical vacancies. The plan to improve performance in TWR includes increased capacity in Dermatology (Consultants) and
2 added Endoscopy rooms. Performance within Gynae, Head & Neck and Urology all observed performance improvement against the standard.

62 Day Standard — This target has been achieved since July however performance in November was below target, reporting 80% against the National target
of 85%. Primarily this was due to an increase in 62 day backlog over October and November within Upper Gl and Urology (accounting for 50% of all backlog)
which has impacted on performance when patients are treated. However we have taken action to create added capacity for both areas to enable increased
treatment capability for cancer treatment.

R
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4. A&E: 4 Hour Standard

St George's University Hospitals INHS

NHS Foundation Trust

The Sustainability and Transformation Fund Performance against Trajectory 2016/2017

Monthly Actual Apr-16 May-16 = Jun-16 Jul-16 | Aug-16 Sep-16 Oct-16 Nov-16 | Dec-16 Jan-17 Feb-17 | Mar-17 Monthly Performance
Total Attendances 13,737 15,067 14,310 14,752 13,814 14,261 14,558 14,025 14,149 96%
Attendances<4 Hours 12,321 14,105 13,448 13,923 12,811 13,154 13,569 13,114 12,612 94%
Breaches >4 Hours 1,416 962 862 829 1,003 1,107 989 911 1,537 92%
Performance Actual 89.7% = 93.6%  94.0%  94.4% 93.2%  93.5% |NSoiidsel 90%
Performance Trajectory 88.8% 90.2% 91.5% 91.4% 92.8% 93.0% 92.6% 92.6% 91.5% 92.6% 92.1% 92.2% 28%
Meeting STF o  09% e 3.4% s 25%us” 3.0% 3 0.0% K -07ns  o06%n« 0.9% I -2.3% 26%
e e e e e e e L, —————
O YW YW W YW W VW W O M~~~
. . A R B B B A S
S Remaining Breach Tolerance — Jan-17 EE§532288385¢8¢%
(as of 22/01/2017) Actual ——Trajectory
rterdy Actual 4 ‘o (.
Quartedy Actua e - Breath Target et Breaches remainingfor Month Breaches remaining per day Quarter Performance
Total Attendances 43,114 42,827 42,732 94%
Attendances<dHours | 39,874 | 39,888 | 39,205 Month | National | SFT Month | National = SFT Month  National | SFT 03
Breaches >4 Hours 3,240 2,939 3,437 lan-17 m 1‘050 Jan-17 -- a1 0 0 929
Performance Actual 92.5% 93.1% 91%
b
Performance Trajectory | 90.2% | 92.4% | 922% | 92.3% Pebll T8 Ll6 Feb17 [ bl 5 0% I
Meeting STF o 2.3% & 0.8%3 -0.3%
Breach Target Set - Number of breaches set to achieve National and STF 89%
Breaches Remaining for Month - As of w/e how many breaches remain for the month to achieve target 88% - T 1
Breaches Remaining per day - Breaches remaining for the month divided by days left to report Q1 Q2 Q3 Q4
. . Attendances based on projections made as part of STF modelling Actual =——Trajectory
Weekly and Monthly Monitoring
17000 ED Attendances 000 ED Ambulance Arrivals 00 ED 15 Minute Handover Time ED 30 Minute Handover Time
16,000 100%
15,000 3,500 80%
14,000 %_—Mﬁvt W 0% 95%
13,000 / - 3,000
12,000 W0 | 0%
11,000 2,500 85%
10,000 20%
2202000008819889808900 2 o e
LrEimat it iaithasis Qi??i?ﬂ,ﬂ,?ﬁfﬁj“ﬁ?“ﬁ?%“ﬁ?%igﬁf!ﬁ!ﬁ 00005 80255598558533888 LN L0 0808888988588
I33-23888322833-2380623 BicsPogzgctosnpiobagie B Y R L I hhg oAt At has o
8 = 2837250288858 527258028 23337552482 0285375848 25327305852 5585225888
o E[) Attendances s lean s JC]  s—|CL = ED Ambulance Arrivals e Mean — Ol — (L —=—[D 15Min Handover Timg ~ =———Nean  e===UCL  ==——[Cl =D 30Min Handover Time =~ =====Mean =——UCL LCL
Weekly ED Attendances against Performance e Attendances Weekly ED Breaches Breaches reported week ending 15/01/2017 Attendances by Day - week ending 15/01/2017
= Performance
4,000 - - 100%| | 600 - Bed capacity f 30k
o s 4 ) ) ED Eap_ac_ity _ 5%
Waiting_for_specialist_opinion ess—
400 - Treatment_Decision  mem— 20%
90% 300 - Waiting_for_diagnostic s
85% Clinical Exception 15%
200 - ED assessment 10%
80% | | 100 - Mental Health .
Patient Transport = 5%
seesgssuesssusssseany |  SSESUSIESLeSiifsfii: paton Factos 3 o
2238882828888 ¢2¢8¢82¢8¢8:¢8 S2888388888¢2323g8¢g828¢8¢.¢8 other & Mon  Tue  Wed  Thur  Fri st Sun
£225885558888552233238 ggceggsErggegraziddgsg
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5. RTT Incomplete Pathways

St George's University Hospitals INHS

NHS Foundation Trust

The Sustainability and Transformation Fund Performance against Trajectory 2016/2017

Apr-16 | May-16 | Jun-16 | Jul-16 | Aug-16 | Sep-16 | Oct-16 Nov-16 | Dec-16 | Jan-17 | Feb-17
Total Incomplete Waiting List 32,957 | 32,957 | 32,618 | 32,419 31,985 31,721 : 31,392 30,943 30,504 30,205 29,968
Total waits < 18 Weeks 29,526 | 29,526 | 29,261 | 29,162 28,956 28,794 | 28,577 28,274 27,932 27,734 27,558
Total waits > 18 Week Breaches 3,431 3,431 3,357 3,257 3,029 2,927 : 2,815 2,669 2,572 2,471 2,410
Performance Trajectory 89.6% 89.6% 89.7% 90.0% 90.5% 90.8% : 91.0% 91.4% 91.6% 91.8% 92.0%
Total Incomplete Waiting List 35626 | 37,243 | 38,849 | 39,573 40,299 38,635 i 38,594 37,608
Total waits < 18 Weeks 31,873 | 33,668 | 34,309 | 34,635 34,498 33,487 : 33,454 32,450
Total waits > 18 Week Breaches 3,753 3,575 4,540 4,938 5,801 5,148 | 5,140 5,158
Performance Actual | 895%  90.4%  883%  87.5%  85.6%
Meeting STF H -01% o 08% I -1.4% K -2.4% K -4.9% K -4.1%}2{ -4.4% ¥ -5.1%
Apr-16 | May-16 | Jun-16 | Jul-16 | Aug-16 | Sep-16 | Oct-16 Nov-16 | Dec-16 | Jan-17 | Feb-17
Total Incomplete Waiting List 7 4 6 6 7 6 I 15 13
Reportable 52 Week Breaches - November [KSIIGuEERRIEET) Tl ST Event Need
Dec-16 Planned Planned pathway
Jan-16 Feb-16 status
outcome
OP First 1 1
OP Continuing 7 1 2 2 2
Admitted 5 2 2 1
Total 13 3 5 3 2

PTL Position (Unvalidated)
Monitoring the weekly PTLs for the number of patients who have been waiting 40+ week:

Non-Admitted (1st OP Att) TOTAL Trend Chart, by Census Date
(40+ Week Waiters)

ed (15t OP At

OP Continuing TOTAL Trend Chart, by Census Date
(40+ Week Waiters)

1Ap6 16 1May 16 1.Jun 16

Admitted TOTAL Trend Chart, by Census Date
(40+ Weck Waiters)

PTL: Booked VS Unbooked wnvaiidateq)

An overvie\lv of the shape of the PTL's broken down by with / without an
appointme‘wt booked

Incomplete Non-Admitted (OP 1st) Waiters - O to 51 Weeks as at Latest Census
Date
(ANl Nogative Wait Weeks Exoluded)

(oP c
Census Date
(All Negative Wait Weeks Excluded)

Incomplete Admitted Waiters - O to 51 Weeks as at Latest Census Date

ottars 0 30 21 Wesks
. I‘|‘||I|I|I|I||IIII|
i ARRERRE |||||||l|
UUUHUHHH LT

- 0 to 51 Weeks as at Latest

Not met STF or National

Mar-17
29,765
27,511 Reported Monthly Performance
2,254 94%
92.4% 92% _/
90%
88%
86%
84%
82% T T T T T T T T T T T 1
O L=} o 0 (=] [\=} L) L) 0 ~ ~ ~
U S N N S S B B B
= > c = =1s) (=% - > o c o =
S & 3 2 3 9o 2 2 @ &8 o &
< S T g »w 0 =2z o =S 4=
Mar-17 2
Actual ~ =—=Trajectory
Reportable 52 Week Breaches
14
12
10
8
6
4
2
L e e e L A B S me e e s |
© VW VW W W YW VO YV VN~ K~ N
O T T
‘Q—_ > c = =1s) [=% t; > o c o IFE
2 32> 2 8028 & =8 ¢ 3
Backlog against Trajectory
(Monthly Census)
7,000
6,000
5,000
4,000
3,000
2,000
1,000
0+ T T T T T T T T T T T
S 2 &8 8 2 8 8 2 385 455
2 2532235838532 &8&8¢8 §
e Actual = Backlog Size (18+) Trajectory
Backlog Size (18+) by Type
2,500 (Monthly Census)
2,000 A —
1,500 /
1,000 \/\/\__\
500
0 -+ T T T T T T |
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NHS Foundation Trust

RTT Incomplete Performance by Specialty

PTL Position - Monthly Census Position (Nov-16)

OP First OP Subsequent IP DC Admitted
Specialty Waiting 18+ %against  Breach WLTrend 18+Trend Waiting List 18+ % against Breach WLTrend 18+Trend Waiting 18+  %against  Breach WL Trend 18+ Trend
list  backlog ta'f;:"f Allowance target of 92%  allowance List 'af’e;d Allowance
General Surgery 1,393 7 e 1 o — 1408 ;s A 112 VU PY] ) | 67
Urology 593 v Pl v 9 _— %5 127 A 37 —~—|_— 339 55 SN 7o
Trauma & Orthopaedics 2,184 2 S 174 —_— . 8’ 457 G 70 | 325 147 [JSAEAN %
Ear, Nose & Throat (ENT) 1,366 107 S0 109 T " 6% n3  EEE s — _~ 937 603 [SSI6N 75
Oral Surgery 1,784 o (ool 12 40 c e 3 0 349 121 |GSEN 7 o
Neurosurgery 566 s Dol s - — ~ 500 ss A 1« | _ 131 20 SATN 10
Plastic Surgery 382 s P o 2 — 331 103 [Nl 2 — | _—— 661 227 |NESTN 2 —
Cardiothoracic Surgery 4 i - B T 40 7 | o8s% 3 vl 188 B
General Medicine 545 so (oo 3 o 23 s6 S - : 2
Gastroenterology 829 51 Sl 6 0 - 517 146 [N
Cardiology 792 0 [EEE 3 T 424 a7 [Ess
Dermatology 1,842 01 P w7 T —— 546 99 SISl
Neurology 626 1 P 0 . 215 30  [NEEeAN
Rheumatology 696 6 SO s T 200 o |
Geriatric Medicine 10 4 - 0 SN _
Gynaecology 1,426 17 P 1142 — | o840%
Audiology 588 ' ) B —— [~ | 00%
Clinical Genetics 1,076 0 PoEl s - . — 1 I
Clinical Haematology 307 15 - 24 T | T _
Diagnostic Imaging . J [ [ | 6%
Infectious Diseases 28 0 - 2 e PV AN _
Interventional Radiology 9 4 - 0 — _
Nephrology 116 o oo o 0 | 868%
Paediatric Medicine 1,061 3 o | 95a%
Paediatric Surgery 178 5 - 14 _ - _ _
Pain Management 378 » S 30 | | 867%
Respiratory Medicine 685 19 - 54 — T _
Total 19501 957 [GSNGAM 1557 . - 8943 2,103 TGS



6. Cancer Standards

St George's University Hospitals INHS |

NHS Foundation Trust

The Sustainability and Transformation Fund Performance against Trajectory 2016/2017 - 62 Day Standard

Monthly Trajectory Apr-16 | May-16 = Jun-16 | Jul-16 & Aug-16 @ Sep-16 Oct-16 | Nov-16 | Dec-16 | Jan-17 | Feb-17 = Mar-17 Monthly Performance
Total Treatments 60 60 74 74 74 63 70 63 68 68 70 70 959
Treatments <62 Days 50 49 62 63 63 54 60 54 58 58 60 60 90%
Breaches >62 Days 10 1 12 11 11 9 10 9 10 10 10 10 85% | —T
Performance Trajectory 833% | 817% | 83.8% | 85.1% | 85.1% | 85.7% 85.7% | 85.7% | 853% | 85.3% | 85.7% | 85.7% || °%%
75%
Total Treatments Actual 59.5 71 70.5 715 59.5 64 63 70 e e g g e e g e ey
Total Treatments within 62 Days Actual 495 55 575 | 645 | 515 57 56 56 S E532F58:58588 %8
Total Breaches Actual 8 8 7 14 Actual Trajectory
Performance Actual --- 90. 2% 86.6%  883%  88.8% |180.0%
Meeting STF 01% % -42% % -22% o 5.1% o 14%«f  26% < 3.1% K -57% son Quarter Performance
88%
Quarterly Trajectory at Q2 a3 Qs a1 @ a3 Qs : 86%
Total Treatments 194 211 201 208 | Total Treatments " 201 195 133 8a% _—T
Treatments <62 Days 161 180 172 178 | Treatments<62Days | 162 [ 1725 | 112 e
Breaches >62 Days 33 31 29 30 | Breaches>62Days 39 23 21 e
Performance 83.0% | 85.3% | 85.6% | 85.6%  Performance [T806% " ss5% [1842% 76% :
Meeting STF 9 -2.4% o 3.2% 3 -1.4% a1 Q2 Q3 Q4
. Actual Trajectory
All Cancer Standards Performance Indicators
All Cancer Standards Apr-16 | May-16 = Jun-16 = Jul-16 | Aug-16 | Sep-16 Oct-16 = Nov-16 | Dec-16 | Jan-17 | Feb-17 | Mar-17 Trend
14 Day GP Referral (93%) [866% " 873% " e00% | 93.1%  95.1%  94.2%  93.2% | 857% e mmEEE _
14 Day Breast Symtomatic (93%) 948%  95.2% [ 859% | 93.8% 942%  96.0%  98.9%  94.8% mn _ asmml-
31 Day First Treatment (96%) 98.3% 96.3% 98.8% 97.6% 97.4% 96.2% 97.2% 96.9% H_ e -
31 Day Subsequent Treatment Surgery(98%)  100.0% |NOAN9%AN M06/6% 0 100.0% 100.0% (NGB 98.8%  96.0% H_—EHE =
31 Day Subsequent Treatment Drug(98%) 100.0%  100.0% 100.0% 100.0% 100.0%  100.0%  100.0%  98.4% EEEEEEN
62 Day Referral (85%) [7832% " 775% | 816% | 90.2% 86.6%  83%  88.8% | 80.0% - A _
62 Day Screening (90%) 93.9% ['848% 94.8% 95.0%  95.8%  92.0%  96.2%  92.7% H_EEEsEw
62 Day Consultant Upgrade (85%) 100.0% 100.0% 100.0% 90.0% 100.0%  100.0%  92.6%  87.5% EENE_EN.
Key Metrics
9% of Patients contacted within 48 Hours % Patients booked within 7 days ITT Received and Treated - November ITT Referrals out of Trust
100% - 70% Gynaecological 1 Patients treated
4 =target 24 3
ix 1 60% Haematological e vl | Patient
] ” . Urological atients
] 50% Urok | ’ 1
-3 Rl | ) IIRIRIRIRIRIPIPION A e i
50 -W o 1 overtarget cay Skin target day 38
20% 30% Lung || ] u ntestinal |
30% 1 20% Lower Gastrointestinal 1 i Lovier Gastrointestina 1
20% Patients treated Head and Neck
0 10% Head and Neck NI <=target 24 Hea atnl ‘CI 1 W Patients
o 4 aematological
" o o o o 3 3 " o o o . o Breast Gynaecoloiical 1 referred over
\’\9\‘ \’\9\’ \)’L& \)’19\’ \S\'& '1)""& \.19 \’Ld\’ 00“’ \,19"’ \,LQ \,I'Q'\’ Brain/Central Nervous... m Patients treated target day 38
\.’0 \.Q, N W \; \ \\9 \w"’ \,(,\, \¢, \,\\, \\:\, over target day 0 05 1 15
e ® P P H R ) ® P S P S 0 5 10 15 4 ) '

20




7. Summary of Diagnostic Performance

St George's University Hospitals INHS

NHS Foundation Trust

The Sustainability and Transformation Fund Performance against Trajectory 2016/2017

Monthly Trajectory Apr-16 | May-16 @ Jun-16 Jul-16 = Aug-16 Sep-16 Oct-16 Nov-16 | Dec-16 @ Jan-17 | Feb-17 @ Mar-17
Total Waits 5,788 538 | 6046 | 5718 | 5429 5,750 5,803 5860 | 5776 | 5813 | 5816 | 5802 Monthly Performance
Total Waits <6 Weeks 5,730 5332 | 598 | 5661 | 5375 5,693 5,745 5801 | 5718 | 5755 | 5758 | 5,744 100%
Total Waits >6 Weeks 58 54 60 57 54 57 58 59 58 58 58 58 9%
Performance Trajectory 99.0% | 99.0% | 99.0% | 99.0% | 99.0% | 99.0% 99.0% | 99.0% | 99.0% | 99.0% | 99.0% | 99.0% 9% -
98% -
Total Waits 7,290 6588 | 6977 | 6436 | 6,085 6,258 6,834 6,878 | 6,906 oo |
Total Waits <6 Weeks 7,142 6542 | 6908 | 6,38 | 6,034 6,202 6,777 6,828 | 6,755 o
Total Waits >6 Weeks 148 46 69 50 51 56 57 50 151 283399998855y,
T 2% Loz o z
Performance Trajectory [980% 1 993%  99.0%  99.2%  99.2%  99.1% 99.2%  99.3% [197.8% FEi32:3885¢8d8s5¢8¢
Meeting STF H -1L0% . 03%«f 0.0%«F 02%« 02%« 01%«f 02%« 03% 3¢ -1.2% Al —Trajectary
Quarterly Performance
Not met STF or National 9% -
9% -
9% -
9% -
9% -
Quarterly Trajectory Q1 Q2 Q3 Q4 Quarterly Actual Q1 Q2 Q3 Q4 9%% -
Total Waits " 17,220 [ 16,897 | 17,439 | 17,431 Total Treatments " 20,855 | 18,779 [ 20,618 9% -
Total Waits <6 Weeks " 17008 | 16,729 [ 17,264 | 17,257 Treatments<62Days | 20,592 | 18,622 | 20,360 9%
a 1 2 3 4
Total Waits >6 Weeks 172 168 175 174 Breaches >62 Days 263 157 258 a Aduj mimw 4
Performance 99.0% 99.0% 99.0% 99.0% Performance - 99.2% -
Meeting STF # -03% o 0.2% 3 -0.25%
Weekly Performance Monitoring up to 15/01/2017
Weekly Waiting List Profile Weekly Breach Profile Weekly Performance Profile
8000 - 200 100% 7 ———— e ————
180 98%
7000 - .
160 96% 1
6000 - 94%
140 92% |
5000 - \_/\—/_\—-——-\,\’ 120 90% |
4000 - 100 88%
30 86% |
3000 o |
o o
2000 °
40 80% -
1000 - =< 20
0 - 0 Total Performance == Imaging Physiological
Total Waiting List —— Imaging Physiological —— Endoscopy Total Breaches ——Imaging Physiological Endoscopy Endoscopy —==-Target
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St George's University Hospitals
IP Elective LOS

Non Elective LOS

8. Operational Dependencies

Length of Stay by Month
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8. Operational Dependencies

NHS Foundation Trust
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1.0 PURPOSE

1.1 The purpose of this paper is to provide the Trust Board with an update on the
establishment and delivery of the Elective Care Recovery Programme (ECRP).

2.0 BACKGROUND

2.1 Following identification of a number of performance and data quality issues by the
national Referral to Treatment (RTT) Intensive Support Team (IST), St George’s
University Hospitals NHS Trust commissioned a comprehensive review of their systems
and processes that manage patients on the elective care pathway. The review conducted
by MBI identified multiple operational process and technology issues at every stage of the
elective care pathway that posed significant risks to the quality of care and safety of
patients.

2.2 Specifically, the Trust has a high number of ‘open’ patient records on its Patient
Administration Systems (PAS) dating back to at 2014 and possibly earlier. The Trust
cannot say with certainty that these patients have been treated or are at the correct stage
of their care pathway and it is probable that patients may have been harmed due to their
extended wait. The Trust Board took the decision to suspend national reporting of RTT
performance in July 2016.

2.3 The scale and complexity of the resolution to the issues is great. The Elective Care
Recovery Programme has been established to rectify the issues and return St George’s to
national reporting of the RTT standard.

2.4 The Recovery Programme has three areas of focus; validating and correcting historic
patient records, assessing patients with excessive waits for clinical harm and expediting
their treatment, and ensuring data capture is accurate, complete and timely in future (see

Appendix 1)

3.0 UPDATE

3.1 The Recovery Programme is now established with a detailed programme of work, and
executive leads identified for each work stream. The programme Board, chaired by the
programme Director meets fortnightly, with attendance from local commissioners,
specialised commissioners and regulators.

3.2 The process for the review of patients who may have been harmed by a long wait is
established. The process is overseen by the Clinical Harm Review Group chaired by Dr
Nicola Payne (Deputy Medical Director, NHS England London Region). Patients included
in the review include all patients who have waited more than 52 weeks for treatment, and
others identified at risk through DATIX, GP and primary care alerts. In the 82 cases
reviewed no harm had occurred in 73 of the cases, and in 9 cases low harm had occurred.

3.3 Validation and correction of historic patient records is planned to take place in three
phases. Approval has been given by NHS Improvement for the Trust to contract with an
external supplier to undertake the first phase; this is the validation and correction of the
records of those patients who are most at risk of clinical harm due to a long wait to be
seen. It is expected that the validation and correction process will begin at the beginning
of February and will take 5 months to complete.

2
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3.4 Commissioners have committed to partially reinvest fines levied as a consequence of non-
reporting national RTT performance data, (Information Breach Notice penalties) and will
contribute two thirds of the costs incurred by this contract in 2016/17. In addition local
commissioners have committed to reinvest Information Breach Notice penalties in
2017/18 in a combination of RTT validation and transformation schemes to be agreed with
the Trust.

3.5 At the request of NHS Improvement the Trust is considering the feasibility of undertaking
the second phase of validation and correction ‘in house’ rather than contract with an
external supplier. The Outline Business Case is being developed for presentation to the
Elective Care Recovery Board in mid-February; the preferred solution will require the
support and agreement of the Strategic Oversight Group (SOG).

3.6 One of the sources of information if the patient record is inaccurate or incomplete is
letters. The backlog of letters waiting more than ten days (approximately 8,800 at the end
of November) is expected to be eliminated by the end of February to prevent an
unnecessary delay in the validation and correction process.

3.7 The current process of month end validation to ensure accuracy of performance reporting
has ceased and the validation effort focussed on ensuring accuracy of the Patient
Tracking Lists (PTL) and a move to using the PTL for the management of waiting lists.

3.8 The validation team has been expanded and is focussed on validating and correcting the
records of patients as the patient is referred into the Trust (specifically to ensure that the
clock start is accurate), and when the patient is added to the admitted patient PTL. In
addition each week the validation team will validate the records of the longest waiting
patients enabling clinical and operational teams to ensure that all long wait patients have
a date for treatment.

3.9 The initial focus will be on all patients waiting more than 48 weeks but will reduce to 44
and 40 weeks as patients are treated.

3.10 Weekly reporting will focus on the number of patients on the 48 week plus list who
have been booked, and the number of patients on the 48 week plus list that have received
treatment in the previous week and been removed from the list.

3.11 A PTL for diagnostic patients will be in place in April 2017.

4.0 NEXT STEPS

4.1 Award contract to external supplier for technical validation and establish operation and
contract management processes

4.2 Secure SOG approval for preferred approach to Phase 2 of the validation and correction
process.

4.3 Focus on treating long wait patients by clinical teams and Divisions.

4.4 Complete the training needs assessment for the all staff with administrative responsibility
for the elective patient pathway.

5.0 RETURN TO REPORTING

5.1 Until the approach to phase 2 of the validation process is agreed and commissioned it will
not be possible to forecast when the Trust will be in a position to consider a return to
national reporting of RTT performance data.

5.2 Other NHS Trusts who have had similar issues with data quality have found the recovery
to be a lengthy process taking in excess of eighteen months. Given their experience and
what we already know about the volume of records to be corrected St Georges will most
likely return to reporting in 2018/19.

6.0 RECOMMENDATION
6.1 The Trust Board is asked to note progress being made.

Author: Diana Lacey, Director Elective Care Recovery Programme
Date: 1% February 2017



Appendix 1

Approach to recovery of RTT data integrity and performance

o Critical Path
e e e e e m m m  — —  — — — — — — — — — — — — — — — —
| |
| |
Cohort 1: Highest Risk I |
. ini |
| ! [ Admin Team to Clinical |
‘ | ' ) ) ) 2] Harm
| | provide timeline |
| |
| I |
\ | Patient Needs ' :
Cohort 2: Sampling Validation | Treatment i OpS CapaCIty |
! Delivery Management
|
| i
| l
I " \I D
| : ata
I —>! Development of PTLs ——> ; :
Cohort 3: Historic 1 ' / QU al |ty |
Failed samples plus |
historic: I_______________________________________!




St George's University Hospitals m

NHS Foundation Trust

Standard Operating Procedure

Operations Centre



Contents

1. Introduction

2. Aim

3. Workload Forecasts

4. Trust Capacity Meeting

5. Roles & Responsibilities

6. External reporting

7. Elective activity

8. Escalation areas

9. Community services

Appendices

1. Capacity Management Score Matrix

2. Terms of Reference — Trust Capacity Meetings

3. Conference Call Details

4. Action Cards

5. Trust Capacity Update Template

6. Trust Capacity Update Text Message Templates

7. Review of Elective Work Template

8. Action Required to Open Escalation Area Safely Template
9. Community Service Division Escalation Response Matrix

14
15
16
17
24
25
26
29
33



1.0 Introduction

The purpose of this document is to provide guidance to Trust staff helping to ensure the Trust
provides a pro-active response to increasing capacity pressures both within the Emergency
Department and in the organisation as a whole. This will ensure there is organisational flow at the
beginning and end of the patient’s pathway. The objective of this Standard Operating Procedure
(SOP) is to ensure there is clarity about how site / beds are managed at St. George’s Hospital and
provide clarity around roles and responsibilities both within the site management team and
divisions.

The standard operating procedures (SOP) have been formulated to ensure patient safety, to support
the patient experience and to enhance the patient pathway (emergency & elective). The SOP has
been designed so that it can be quickly implemented and the impact of actions taken can be quickly
realised. The actions are expected to ensure that flow is sustained for emergency patients within the
Emergency Department by releasing bed capacity to maintain patient flow allowing patients access
to the “Right place at the right time” whilst also ensuring patients who are being admitted electively
are done so in a timely manner, again into the correct clinical area at the right time.

The purpose of this document is to provide a proactive hospital escalation plan to ensure consistent
and appropriate actions are taken, in all Divisions, to optimise the management of patient flow at all
times by creating sufficient bed capacity to meet patient demand. This will be achieved by ensuring
defined actions are taken in times of escalation.

2.0 Aim

The aim is to ensure maintenance of a high quality, comprehensive service for patients, balancing
elective and emergency work to ensure the Trust meets all of its performance targets (4hour
standard, RTT, infection control, mixed-sex etc.).

Divisional Chairs and Directors of Operations are responsible for bed utilisation on a day to day basis
for specialities within their Divisions. It is expected that the Divisions will work together, ensuring
their staff carry out appropriate actions, enabling all patients to be cared for safely, in a timely
manner, ensuring Trust objectives in all areas are successfully achieved.

The decision to close beds as part of an agreed long term strategy remains with the Divisional
Director of Operations for the Division. The Head of Operations will be charged with the
responsibility of ensuring that patient flow is not compromised during the closure of the beds.

Short term closures of beds during anticipated dips in activity, i.e. Christmas and Easter will form
part of the agreed relevant corporate plans. The Site Manager will implement these closures
through discussion with the On-Call General Manager and the On-Call Director. Re-opening of these
areas will again be negotiated via the same method.

The Clinical Site Management Team operates with the delegated authority from the Chief Nurse &
Director of Delivery and Improvement in order to utilise the Trust bed stock in order to achieve safe
patient placement.

The opening of escalation beds out-of-hours must have been agreed as a plan in core hours with the
Divisional representatives. If no plan is in place it will be agreed between the HoN (ops), GM on Call
and Director on Call. The HoN (ops) will then take on the accountability for safely staffing such areas
until the earliest opportunity for these areas to be handed to the relevant Division. It is the



responsibility of each Division to supply accurate planned activity data for each area including
highlighting potential threats to target patients if activity is cancelled.

Decisions to open escalation beds will be taken as early in the day as possible to ensure that the
environment is adequately prepared, safely staffed and appropriate patients identified for transfer.

3.0 Workload Forecasts

The Surge Capacity Management Plan defines the Hospital’s bed capacity into four categories.
Business as usual is defined within Green & Amber status. The surge capacity score is calculated
with the matrix in Appendix 1.

The site team will provide an update at 8am outlining divisional bed requirements for the next 24
hours. This will be split per speciality to take account of all requirements (elective, emergency, ITU
stepdowns, inter-hospital transfers) Divisions will be expected to keep within their bed stock and to
proactively drive discharges to support the creation of the right level of capacity at the right time.
Additionally, all divisions are expected to participate in all communications, engaging and working
collaboratively with each other and the site management team.

Once an escalation status category has been defined and declared by the Clinical Site Manager, the
appropriate staff are in a position to act on that information promptly within a defined timescale
that will correct and move the Trust back to a level of capacity which will be sufficient to meet the
predicted demand on inpatient beds against agreed bed stock capacity.

Information on corrective actions will be reported via a Trust Capacity Meeting. This meeting will be
called by the Clinical Site Manager as defined by the surge capacity score and attendance by the
designated Divisional Managers/Clinicians is mandatory.



4.0 Capacity Meetings (Terms of Reference see Appendix 2)

These meetings provide a forum where the Trusts capacity can be reviewed. These meeting will
occur in the Operations Centre (in hours at 10am, 1pm and 4pm) or by conference call (out of hours
at midday). The required frequency and attendance may change depending on the pressures being
experienced at that time. The Head of Nursing (Operations) or Head of Operations will chair all
meetings where status is green/amber/red. The Chief Nurse / Director of Ops or the Director On-
Call (or nominated other) will be responsible for chairing meetings where the black surge capacity
plan is being followed.

Communication of the Trusts Capacity Status will be communicated through the Trust Intranet and
also Trust Capacity Update reports emailed, by the CSM, within one hour after the capacity meeting.

If there are unforeseen circumstances, meaning a representative cannot attend, please contact
bleep 6007 or email apologies to bedmanagers@stgeorges.nhs.uk

Required Staff During Core Hours

Green/Amber Red Black
Head of Nursing — Operations* | Attendance as for ‘Green / A Clinical Operational Meeting
(Chair) Amber plus: will be held within 30mins of
Administrator. e HoN + Head of black status being declared.
Representative from each Operations (Chair) The meeting will follow the
division. e On-Call Manager. Surge Capacity Plan format.
ED Nurse-in-Charge. e DDO (or deputy) from
ITU Representative. each division.
OCM (at 4pm only). e On Call consultant from
pressured division.
e Transport Manager.
e HoN AMU/A&E (or
deputy).

*There will be a pre-meet between the HoN (Ops) with all bed managers 20mins before each Trust
Capacity Meeting. The bed managers will then not be expected to attend the Capacity Meeting.
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Required Staff Outside of Core Hours

A daily conference call (Details in appendix 3) will be held at midday on weekend and bank holidays.
The format will be as per usual daily format. Depending on pressures being experienced further
conference calls can be arranged as agreed on the call. It may also be necessary to invite additional
members of on call staff (e.g infection control consultant, transport manager etc) as needed. If
requested to do so it is expected that any on call member of staff will endeavour to do so.

Green/Amber/Red Black
Director On Call The Surge Capacity plan will be
General Manager On Call — Acute followed.
General Manager On Call -
Community
Head of Nursing — Operations




5.0 ROLES AND RESPONSIBILITIES

The actions required at each stage of escalation are detailed in the Trust Surge Capacity
Management Plan and provided a framework from which each member of staff can base their
actions. There are a number of action cards that detail the response from staff members at
particular levels of ‘surge’ (Appendix 4)

Surge Capacity
Status

Actions to be taken

Score:13-26=

Surge Capacity —
Green

BUSINESS AS USUAL — GREEN ACTIONCARD

Maintain knowledge of the Trust’s bed position for the next 24 hours and the
status of the Emergency Department.

CMS (https://nww.pathways.nhs.uk) is updated two hourly.

Communication in and out of CSM Team as usual inc. Escalation Mtgs

Utilise the Surge Capacity Management Matrix (Appendix 1) to establish

pressure points in organisation.

Clinical Site Management Report to be circulated by 11:00 hrs.

Outliers information collated and passed on before 08:30hrs to facilitate timely
medical review

Clinical Ward Rounds to be conducted and patient transport booked to agreed
routine schedules

Maintain flow for GP referrals direct to the Rapid Assessment Area/AAA and the
RATSs process

Ensure timely assessment and treatment of patients throughout the ED
pathway via ED Escalation Policy

Fully utilise the Trust wide Discharge Lounge and ambulance discharge crews as
appropriate and Social Services

Hospitals expecting patients to be repatriated to them to be contacted before
midday ad conversation documented on repatriation  website
(https://nww.ihtl.nhs.uk/stg). Escalation of concerns as per repatriation SOP.

Score: 27 -39 =

Surge Capacity -
Amber

COMMENCE AMBER ALERT ACTIONCARD

As for Surge Capacity Green and in addition:

Emphasis on early decision making medical and nursing review of patients from
all 4 divisions to facilitate all possible discharges on a timely basis and
appropriate access of Community Services.

Review of Staffing Plan resources available and pressures by care group

Staff to highlight and escalate system delays for resolution to HoN CSM team
and identify investigations and diagnostics which if expedited will lead to
discharge on a timely basis and expedite these actions.

Ensure robust triage, smooth ambulance handover and RATs process
appropriate patient re-direction in ED.

Escalate all delays and patient repatriations to Dir. Opslevel.

Focus on pharmacy TTOs, patient transport, domestic and portering services to
ensure priority is given to patient transfer and discharge, and the relative
priority of requests after agreeing priority with HoN CSM team

Book patient transport “confirmed, ready”

COMMENCE RED ALERT ACTIONCARD —CAPACITY ESCALATION LIST

Notify, via switchboard, Capacity Escalation List to ensure consideration of
professional issues, via text alerts
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Score: 53 -65=

Surge Capacity —
Black

Instigate Surge Capacity meeting as assessed appropriate.

Request support as appropriate from the DDNGs

Request additional support from CSU/CCGs re: GP input into UCC, MIU

Ensure all patients reviewed, if necessary by 2nd ward round, by Snr medical
staff

Consider re-distribution of clinical and medical staff if appropriate, utilising
senior medical leadership as required. Consider cancellation of study leave.
Review all elective lists Consider capacity projection for EL workload and
activating private sector protocol.

Agree with LAS the need for an ALO to be based in ED

Comsider the use all safe escalation areas in St. George’s Hospital.

Ensure Escalation Process for all DTOC & non-DTOC patients is beingutilised.
Scheduled maintenance (PPM) to be reviewed — consider rescheduling

Review and prioritise planned and elective admissions for the next two days
including Critical Care pressures. Any decisions to cancel made using the
Proforma for Reviewing Elective Activity

COMMENCE BLACK ALERT ACTIONCARD

As for Surge Capacity Red and in addition:

Alert communications (Via Text / Email)& public relations managers to consider
any communication requirements

Chief Nurse and Director of Operations or Director on call to escalate to CSU On
Call (pager SWL1) immediately on declaring Black

Contact CSU to request via primary commissioning that GPs to be encouraged
to avoid admission of patients with chronic diseases by managing them at
home, and to delay sending any patients who are not in serious danger. Risk
management to be formally notified at point of BLACK and potential reduction
in discharge thresholds agreed.

Actively pursue discharge of patients able to be discharged/transferred
Consider as set out in Proforma for Reviewing Elective Activity cancellation of
all electives except ‘Clinically critical * (who must receive care within 24 hours)
or complex agreed by medical referee. Inform theatres not to call new cases
until approved by CSM team.

Instigate prompt senior medical and nursing review of all patients and consider
lowering of the threshold for discharge where possible.

Review 36 hours staffing and cancel study leave where appropriate (DDNGs to
support decision)

Director on call requests LAS to put in place 360° Redirection as per LAS flow
chart

Consider declaring formal corporate Business Continuity.




Notification of Escalation Following Trust Capacity Meetings

e The Internal Escalation Status will be determined and communicated by the CSM following each
Trust Capacity Meeting as well as at any time that the CSM determines that that the situation is
deviating from expected.

e The Internal Trust Escalation Status (i.e. Green, Amber, Red, Black) will be displayed in the
Operations Centre and also on the front page of the Trust Intranet. This will be kept up to date
by the Operations Centre Staff.

e The Trust Status Update Report will be completed by the HoN/CSM and e-mailed via the
bedmanagers@stgeorges.nhs.uk _email account. This will occur within one hour of the Trust

Capacity Meeting completing and follow the template in Appendix 5.
e The following groups will receive the Status report:

O

O O O O O

Executive Directors

Clinical Directors

Divisional Directors of Operations

Divisional Directors of Nursing

Heads of Nursing and Matrons

General Managers

It is expected that this is cascaded by line managers to any other interested party within
the organisation.

e  Where the overall Trust Status is deemed to be red or black a text message will be sent to
the above staff detailing this and the timing of the next appointment. (Appendix 6)

6.0 External Reporting Arrangements

The HoN/CSM will ensure the following reporting:

O

o

CMS is updated by the Site Management Team every two hours and is viewable by LAS
and the CSU. The reports are due:
= ED-2hourly, 24/7,
= Beds -4 hourly, 8am to 10pm
CMS status will be reported on the Trust Capacity Updates as per RAGB rating.
Winter Daily SITREP (by 11am Mon — Fri) (via UNIFY)
SLCSU/NHSE Daily SITREP (by 11am Mon —Fri)
Daily ECIP Return (by 4pm Mon — Fri) (via UNIFY)
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7.0 Elective Activity

The Trust has a number of strands in its elective workload planning:

The 18 week activity plan does not allow for a reduction in elective activity in winter. The
approach is therefore to increase capacity, using other NHS providers and the private sector.
Appropriate work is transferred to the day surgery unit.

Gynaecology, surgery and paediatrics agree to utilise beds more flexibly across their areas.

A weekly theatre planning meeting ensures lists are fully utilised and free lists are handed
back to be used by other specialties 4 weeks before the date of the list.

The heaviest elective days are Monday, Tuesday and Thursday. Cavell Ward is a seven day
per week short stay surgical ward. Whilst it is open over the weekend it is anticipated that as
many beds remain vacant as possible to allow for the elective lists on Monday morning.

At times where it is considered prudent to rationalise elective work due to the emergency
demands on the Trust there is a procedure to follow. Once complete a copy of the proforma
for reviewing elective activity must be submitted to the OperationsCentre.

Formal Reviewing of Elective Activity

During times of Black status or extreme operational difficulty/capacity challenges decisions will need
to be taken to cancel scheduled elective activity for a period of time to enable the site and its
services to resolve a significant deficit of available bed capacity. However, no patient should wait
more than 52 weeks for an elective procedure.

It is important that such decisions are considered carefully taking into account the needs of all
patients and the trust’s requirements. Such decisions must be taken by appropriate senior clinicians.

The process must be open, transparent and fair. Decisions made must result in actions taken.

The proforma in appendix 7 is to be used on occasions where, due to operational pressures, planned
elective work is to be cancelled.
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8.0 Escalation Areas

At times where Trust Surge Capacity Status is green or amber there should be no escalation areas in

use, unless as part of the Divisional Director of Operations plan for activity.

At times where the Trust Surge Capacity Status is red it may require the use of escalation areas in

order to ensure patient safety as well as experience is kept at the level expected.

The process to open escalation areas is detailed in the Surge Capacity Management Plan:

The Trust is required to achieve the following:
1. ED quality indicators including the 4 hour standard.

Objective — The overriding principle is that patient safety will not be compromised.

2. 18 weeks access target for elective patients.
3. Cancer access targets.
4. Eliminate mixed-sex accommodation breaches.
5. Manage infection control issues / outbreaks safely
Systems B_ec_j papacity gap in one At least 5 patients in All elective & .
division only the ED requiring beds emergency patients
— no beds available — placed but = 3 patients
. . across all specialities waiting at other
Bed capacity gap in . .
hospitals to come in
more than one .
R (clinically need to be at
division
St. Georges)
| ED Consultant | M

A 4

Need to inform CSM — 24/7

" Clinical Site team

CSM/HoN discusses with GM on-call out of hours.

CSM discusses with Dep. Dir. Ops/ DDO / DDN (Escalation meetings) — in hours.

| Systems

speciality experiencing greatest pressure.

operational status.

ambulatory requirement.

confused and mobile.
e. Corporate Business Continuity Plan activation

At Surge Capacity Management — Red Level
e Ensure that all actions at Surge Green and Surge Amber have been implemented
e Ensure that any funded beds identified for outlying have been utilised by the

e Escalation areas will be opened in the following order: Inform all clinicians of
a. Champneys —to be used in consultation with Surgical Management Team.
b. AAA —to be used in consultation with the Medical Management Team, for

appropriate medical patients, ensuring balancing future anticipated

c. Neuro day Unit — Max. 4 patients — neuro or surgical patients
d. Endoscopy — Max 4 patients. — Levell, EDD<24 hrs, minimal care needs, non-

11




The above bed numbers may need to be reviewed dependent on escalating demand.

GM on-call

(out of hours) — Head of Operations or »| Will advise CSM if a decision to override

Decision maker HoN/CSM team to discuss with ring fencing is permitted and how for how
GM on-call re.decision long and number of patients.

Director on-call

Discussed by GM on-call

Escalation areas detailed previously are all subject to risk assessments, carried out on an annual
basis. Copies of which are held in the Operations Centre.

Additional to this a checklist (Appendix 8) detailing actions taken to open an escalation area safely
must be completed and submitted to the Operations Centre prior to an escalation area being used.
This is to be completed by an appropriate nurse from within the Division utilising the area. A copy of
this is to be kept in the Operations Centre (location to be determined).

Identification of Suitable Patients for Escalation Areas

The overriding principle in the identification of patients for escalation areas is that the patients care
needs must be able to be safely met in the area they are being placed.

The CSM must ensure that the appropriate medical and nursing input from the different areas has
been sought (as per checklist) in order to authorise patients to be outlied.

It is universally accepted that patients who fulfil the following criteria are never suitable for outlying:
Medically or psychiatrically unstable
Dementia or confusion of unknown cause
Learning disabilities
A requirement for infusion of blood products or chemotherapy

It is expected that if escalation areas are expected to be opened this is done by the latest time 8pm.
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9.0 Community Services Escalation Response to Surge Pressure Management

Community Services Division provides St. George’s Healthcare with a number of key community
based and non-acute services.

The key ones which link to St. George’s Hospital capacity are reflected in the pressure surge matrix
(Appendix 9). The corresponding responses by those services is below:

Please note that all services with numbers are not expected to close with increased capacity — up to
Pressure Score 4 Red is normally expected to be managed within existing resources. Work around
supporting winter capacity will ensure safe coverage and therefore to avoid Levels 4 and 5 Red and

Black currently being developed led by AD)

Daily capacity plans to be submitted to the Operations Centre by 12pm.

All services have local Business continuity plans which are available on the intranet.
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Appendix 1 - Capacity Management Score Matrix

Acute Services

M&C

CWTD SNCT
Surge Capacity ED Escalation Medicine l():a(;diac& Adult ICU Paeds (inc. PICU) Gynae (beds) Neuro Surgery Surge Capacity
Score Policy (beds) SeI:ct?ves) ’ y (beds) Score
1 Green BAU BAU CRITCON 0 BAU BAU +2 -5 1
1in, 1 out 0 IHT delays 1in, 1out lin, 1out ) )
2 vellow DTA wait >1hr 2 CCU beds CRITCON 1 DTA wait <1hr Discharges later ! 10 2
0 beds now El(x:;;\ll(ep?:geldHT 0 beds now 3
3 Amber Discharges later . CRITCON 2 Discharges later . -4 -20 &
DTA wait >2hrs No other capacity DTA wait >2hrs Discharges later
2 CCU beds
0 beds now <03b”(:(-jrsdnecl)3vy 0 beds now 4
4 Red Discharges later Disch | CRITCON 3 Discharges later Disch | -8 -30 4
DTA wait >4hrs Ischarges later DTA wait >4hrs Ischarges later
1 CCU bed
0 beds now >4 |IHT delay 0 beds bow
No discharges 0 beds now or No discharges -4 ; )
5 Black later later CRITCON 4 later No discharges 12 50 S
DTA wait >4hrs 0 CCU beds DTA wait >4hrs
; ; Sf Cardiac ;
Surge Capacity ED Escalation Medicine n Surgery Surge Capacity
Ssee Policy (beds) (bedg; & Adult ICU Paeds (inc. PICU) Gynae (beds) Neuro (beds) Score
electives)
M&C CWTD SNCT
Community
Surge : Community : Night Surge
Capacity Cc'J\lTrrgiunnlty Virtual InterCrr;(reglate '\gL,\le@ Service Capacity
Score 9 Wards (20pts/list) Score
2 ENP
1 250 200 <50 8 until 8 5 1
1 ENP
8 until 8
2 275-288 201-210 51-55 1 ENP part 6 2
shift
3 288-299 211-215 56-60 LENP 7 3
8 until 8
4 300 216-220 e1-70 | LENEPAT 8 4
5 301 221+ 71+ No Staff 9+ 5
Surge . Community . Night Surge
Capacity C(I)\lnl]rrgiunmty Virtual InterCrr:gate '\gL,\‘/IlH@ Service Capacity
Score 9 Wards (20pts/list) Score
Community
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Appendix 2
Terms of Reference — Trust Daily Capacity Meetings

Aims

The Trust Daily Capacity Meetings exist to ensure there is sufficient capacity to ensure patients are cared for in an
appropriate environment. This meeting will ensure, real time, proactive management of issues surrounding patient
flow, patient safety and quality of care associated with this. Intelligence will be provided to allow for the most
appropriate decision making and planning possible.

Constitution

Membership

The membership of the meeting will comprise of:

Core hours:

e Head of Operations or Head of Nursing - Operations - Chair
e GM or HoN representation from each Division

e On Call General Manager

e Nurse-in-Charge for ED

e (ritical Care Bleep Holder

e Intermediate Care Nurse

e Patient Flow and Discharge Manager

e Infection Control Nurse

Daytime (weekends and Bank Holidays)

e Head of Nursing — Operations or Advanced Nurse Practitioner - Chair
e General Manager On Call (Acute)

e General Manager On Call (Community)

e Director On Call

Night time (every day)

e Head of Nursing — Operations or Advanced Nurse Practitioner — Chair
e General Manager On Call (Acute)

Other staff members may be asked to attend when the group is discussing issues pertinent to their services

Attendance will be recorded; members are required to appoint appropriate deputies to attend on their behalf if they
cannot attend.

Quorum

The quorum for meetings will be the Chair and a representative from each Division (core hours). All other times the
quorum would be the Chair and either the General Manager or Director on call for acute services.
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Frequency of Meetings

Assuming that the Trust Surge Capacity Plan has not been enacted the group will meet at the following times:

Daytime (weekdays)

e Midday
e 16:00hrs

Daytime (weekends)

e Midday

Night time (every day)

e 22:00hrs

Duties and Responsibilities

Purpose

The group will have intelligence presented to it that
e outlines the predicted operational capacity within the Trust for all services for next 24 hours,
e challenges plans in place to ensure sufficiently robustand
e escalation of issues that cannot be resolved.

Standard agenda items:

e Status of last 24 hours, 08:00-08:00 (to include performance figures and contributory factors for
performance)

e Predicted emergency admissions for next 24 hours

e Actual elective admissions (inc. detail of any cancellations)

e Predicted discharges per ward

e (Capacity gap per Division

e Achieved early morning discharges

e Qutlying patients

e Repatriations

e Infection Control issues

e  Mixed sex breaches

e Nurse staffing

e Other staffing issues

Duties and Responsibilities

The group will be responsible ensuring appropriate plans are agreed, communicated and actioned to provide a safe
environment for patients to be cared for in.
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The group will be responsible for escalating to more senior management or external agencies situations where this
level of care cannot be achieved in order to resolve the situation. This may include instigation of other Trust capacity
management procedures.

Accountability

The group is established as a permanent clinical operational group and is therefore accountable to the Chief Nurse
and Executive Director of Delivery and Improvement

Authority

The group, assuming quorum, is authorised to undertake any activity within its terms of reference and associated
policies.

Reporting

The Chair of the group will circulate an update to Trust management after each meeting, drawing attention to any
issues that may impact on patient flow.

Monitoring Effectiveness

In order to support the continual improvement of governance standards, sub-committees if the Trust Board and
executive committees are required to annually:

e Complete a self assessment of the effectiveness of the committee

e Review the terms of reference for the committee

e Reaffirm the purpose and objectives of the committee
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Appendix 3
Conference Call

Out of hours the conference call will be held at midday. Further calls can be arranged using these details.

Internal contact numbers to be provided.
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Appendix 4

Action Card — ED Lead Consultant

Ensure all patients are assigned to a physician within 1 hour of arrival.

Review staffing for next 24 hours.

Board round review of all patients in ED

No fixed commitments whilst on shop floor

Reallocate medical staff to area of demand and review skill mix

Ensure investigations are 'front loaded to help reduce delays in decisions later

Ensure all Amber actions are initiated, then ensure the following:

Re-assess all clinical areas with ED matron (or NiC if OOH).

Request specialist teams to assist in ED.

Ensure boardrounds are completed two hourly.

Request all available ED consultants and other ED staff to be present on shop floor where
this would be helpful.

Consider cancelling all study/SPA/training time to support ED.

Ensure clinical decisions are made with 120 minutes, escalating any concerns.

Ensure all Red actions are initiated, then ensure the following:

All clinical staff to undertake clinical duties.

All study/SPA/training time to be cancelled (if not alreadydone so) to support ED.

Where delays in offloading patients from ambulances is occurring to ensure these patients
are still assessed.

Request all available ED consultants and other ED staff to be present on shop floor where
this would be helpful.

Liaise with the NiC and Site Team regarding the possibility of cohorting patients in an
alternative area to create capacity in Majors.

Ensure clinical decisions are made with 120 minutes, escalating any concerns
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Appendix 4 Action Card — Divisional Representative

Ensure all inpatients are reviewed by relevant medical teams and that all patients have a
management plan and that board rounds have been occurring asplanned.

Assist the discharge coordinators in the identification, discharge and coordination of
transport requests. Acting as point of contact for service managers and matrons for
escalation on flow issues.

Coordination of ancillary services.

Proactively identify issues within area, providing support and advice to ward staff or liaising
with matrons for specific areas of concern.

Ensuring all outliers have been identified and appropriate medical cover is in place.
Review staffing for next 24 hours. Liaising with CD/DDN/HoN.

Attend all escalation meetings in the Site Management Office.

Ensure all Amber actions are initiated, then ensure the following:

Ensure all inpatients have been reviewed by a senior member of the medical teamand
urgent discharges initiated.

Request Clinical Director to nominate doctor to go to patient departure lounge to write TTOs
if required.

Ensure GP referrals are being accepted by registrar or consultant and only those deemed
urgent and correct patient postcodes accepted.

Arrange staff (other than porters) to be able to take patients direct to departure lounge if
necessary, ensuring patient care isn’t compromised.

Facilitate discharges and timely turnaround of empty beds.

Discuss with CD and DDN possibility of reviewing clinical staff not based in clinical areas that
could be redeployed to provide support.

If staffing adequate create a transfer team to enable rapid movement of patients between
ED/AMU/Wards.

Ensure all board rounds are completed

Consider cancelling all study/SPA/training time to support Wards.

Discuss and consider the impact of the cancellation of some non-urgent elective patients.

Ensure all Red actions are initiated, then ensure the following:

Inform all consultants and senior nurses that Trust is on blackalert.

Conduct ward rounds to identify potential discharges and escalate issues asrequired.
Liaise with the Medicine DDN to ensure all senior and specialist nurses are released to
support for ward work.

Ensure all study/SPA/training is cancelled where possible to support Wards.

Enact plans surrounding balancing emergency and elective workload — in conjunction with
the Director responsible that day.
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Appendix 4 Action Card - Therapy

Business as usual. That is reviews all inpatients awaiting assessment and undergoing
planned interventions.

Prioritise patients who can be discharges that day.

Attend MDT meetings and board rounds to highlight potential discharges.

Work with discharge coordinators to identify patients for rehabilitation and those suitable for
community beds (such as Nightingale House, QMH or Ronald Gibson House) or community
referral.

Ensure all Amber actions are initiated, then ensure the following:

Communicate with fellow team members to ensure they are aware of current Trust status.
Check all potential and actual discharges to escalate once discharged from therapy.
Review staffing for next 24 hours.

Consider cancelling all study/training time to support Wards.

Ensure attendance at ward board rounds.

Liaise with own wards to try to expedite earlier discharge with inside or outside resource.
Teams to share caseloads to focus on the urgent discharge and priority cases.

Ensure all Red actions are initiated, then ensure the following:

Support nursing staff to identify alternative forms of trsansport (private ambulance, taxi) to
discharge patients

Head of therapies to attend escalation meetings throughout day.

Ensure all study/training is cancelled where possible to support Wards.
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Appendix 4 Action Card — Bed Manager

Ensuring an accurate bed state is maintained at all times.

Ensure that an accurate record of all potential and actual discharges is maintained for all
areas, escalating any known unresolvable delays to Matron for the area.

Supporting ward staff in identifying all those patients who can move to Departure Lounge
and do so in a timely manner.

Attend any planned board rounds or other directorate meetings asrequired.

Ensure beds vacated are turned around in a timely manner (<30 mins).

Escalate any absence of ward rounds/delays to Site Manager.

Maintain an overview of ED, escalating any unresolvable delays to the Site Manager.
Coordinate (with Divisional Representative) review of elective activity.

Ensure all hospitals have been contacted with regards repatriations.

If required request portering supervisor to mobilise additional support for patient transfers.
Ensure Trust capacity spreadsheet is updated prior to every escalation meeting.

Ensure all Amber actions are initiated, then ensure the following:

Communicate with fellow team members to ensure they are aware of currentTrust status.
Ensure all actual/potential escalation areas have patients identified forthem.

Check all potential and actual discharges, escalating any unresolvable issues to Matron and
Site Manager.

Ensure attendance at ward board rounds.

Coordinate (with Divisional Representative) review of elective activity — with a view to likely
cancelations.

Ensure all Red actions are initiated, then ensure the following:

Ensure continuous validation of available beds.
Ensure escalation of difficulties being experienced with patient flow.
Ensure escalation of any detriment to patient care to appropriate senior staff.
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Appendix 4 Action Card — Head of Nursing for Operations

Escalate to Divisional representatives

Maintain patient safety as priority.

Chair meeings to review status of all inpatient areas (escalation meetings)

Initiate additional resoiurces as required such as portering and additional nursing cover.
Liaise with community managers to ensure maximum discharges and use of community
beds.

Support the areas most under pressure to provide a visible presence.

Escalate potential breach situation to Divisional Teams/General Manager on call if cannot be
resolved in timely manner.

Agree contingency actions aimed at reducing escalation level — consider the possibility of
opening additional beds

Ensure these actions are completed in each Division

Ensuring appropriate reporting is completed in a timely manner (both internal and externally
to Trust).

Ensure all Amber actions are initiated, then ensure the following:

Liaise directly with General Managers, DDOs, COO as well as on call Director and General
Manager with regards Trust escalation status.

Initiate additional escalation meetings if deemed necessary after discussions with above.
Ensure bed managers have accurate and timely information so as to guide decision making.
Be clear as to where block s to flow are and escalate to appropriate staff to assist inrelieving
these. Escalating when such actions have not been successful.

Liaise with LAS (DDO) as required.

Ensure all Red actions are initiated, then ensure the following:

Consider need to call in additional Site Team support.

Provide data and attend escalation meetings.

Agree and implement contingency actions aimed at reducing escalation level.
To be guided by Director (or deputy).

Ensure ongoing appropriate reporting.
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Appendix 5 — Trust Capacity Update

Text Messages (Morning, Daytime Surge, Morning Meeting Alert)

Goodmorning.
Yesterday (01/01/1991)

ED Attendance:
Breaches (unvalidated):

Breaches (Since Midnight):

DTAs awaiting bed:
First 12hr breach:

Medicine
Emergency Admits:
Elective Admits:
Discharges:

Surgery
Emergency Admits:
Elective Admits:
Discharges:

Cardiac

Emergency Admits:
Elective Admits:
Discharges:

This Morning
Medicine

Available beds

AMU -

Wards —

Capacity gap this a.m —

Surgery

Available beds

Wards —

Capacity gap this a.m —

Cardiac

Available beds

CCU -

Wards —

Capacity gap this a.m —

Unfunded Beds Opened -

Staffing

Dear All,

Following the capacity

meeting there remains a
significant capacity gap:

Medicine —
Surgery —
Cardiac -
Neuro —
Paeds —

The next escalation meeting is at
_____inthe Operations Centre to
discuss capacity plans for the
remainder of the day and
overnight.

Please ensure representation.

Dear All,

Following this evenings capacity
meeting there remains a
significant capacity gap:

Medicine —
Surgery —
Cardiac -
Neuro —
Paeds -

There will be an escalation
meeting at 08:30 tomorrow in
the Operation Centre to discuss
capacity plans for the day

Please ensure representation.

Review of Elective Work

pr Surge Capacity Management Plan)
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Membership

Medical Director/ Chief Nurse and Director
of Operations/AMD for Clinical
Governance (Chair)

Divisional Chair Medicine

Divisional Chair Surgery

Divisional Chair Women’s and Children’s

Head of Operations representation

Clinical Director/ED consultant rep

Information to be available for this meeting (collated and presented by Head of Operations)

The following information will be available to the group - demand and capacity for that day and the next 24

hours:

Predicted Medical Admissions Actual:

Predicted Surgery Admissions Actual:

Predicted Paediatric Admissions Actual:

Escalation beds currently utilised Med: Surgery:
Cardiac: Gynae:

Electives planned: Medical: Surgical: Neuro:
Cardiac: Gynae: Stroke:

Endoscopy lists planned:

Non-Clinical Hospital Cancellations | Medical: Surgical: Neuro:
Cardiac: Gynae: Stroke:

Inter-hospital transfers in: Medical: Surgical: Neuro:
Cardiac: Stroke

Repatriations: Medical: Surgical: Neuro:
Cardiac: Stroke:

Discharges: Medical: Surgical: Paeds:
Snr. Health: Gynae: Neuro:
Cardiac:

Critical care beds available Gen. H'worth. Neuro. Cardiac

Critical care transfers out Gen. H'worth. Neuro. Cardiac

Critical care transfers in Gen. H'worth. Neuro. Cardiac

Medical Outliers in surgery:

Surgical Outliers on Medical
Wards:

Champneys Oultliers:

Current Emergency Activity Situation

ED Attendance:

Emergency Access Breaches:
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ED 4 Hour Target (%)

ED: %

Total: %
YTD %

Options

Transfer elective activity off-site i.e. Parkside (see Surgery Private Sector Proforma)

Patient & Speciality Consequence Other services impacted
Cancel elective patients

Patient & Speciality Consequence Other services impacted
Cancel out patient activity

Patient & Speciality Consequence Other services impacted

Decisions

Summary of Decisions
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Signed:

Date:
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Appendix 7

Actions Required to Open an Escalation Area Safely

Actions Required to open an Escalation Area safely:

Person
responsible

Comments

Completed

Nursing Staff

1. A response Nurse will be used when available.

2. A bank Nurse will be employed but replaced with a permanent member of staff
from within the division.

Site Manager &
Matron

Medical staff

Clearly outline the Medical / Surgical team responsible for the patients placed in
escalations beds.

Head of Nursing

Therapy staff 1. Physio Ops Manager,
In-patient
2.0T Therapies
Clinical Site Manager to inform Ops Manager, In-patient Therapies
Patients Medicine: The AMU consultant will help identify patients on the AMU who are Head of Nursing

suitable for transfer.

Patients will be identified who are medically fit or with an expected date of
discharge (DTOC list)

Surgery: Matrons will assist with identifying patients.

Neuro: Registrar will identify patients.

Setting up the
Ward

Clean / domestic staff informed (MITIE)

Check beds table’s lockers and chairs are in place.

Head of Nursing
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Actions Required to open an Escalation Area safely:

Person
responsible

Comments

Completed

Check oxygen and suction.

Check with infection control

IT Helpdesk (X3456) or IT oncall (SG3456) are informed of ward beds opening and will | Site Manager
make any iClip changes
Notify network engineers.
PACS

Telecoms Inform switchboard & ensure telephones are working. Site Manager

The phones have answer machine messages on them so these need to be erased
and phones to ring as usual.

Communication

Information updated at escalation meetings & electronic updates / reports.
General communication within adjoining ward that escalations beds are open

GM oncall and Director oncall informed

GM Site
Services

Facilities:

Cleaning

Cleaning. Ensure regular service is instated if needed.
Ensure clean curtains are hung

Check shower curtains.

Head of Nursing
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Actions Required to open an Escalation Area safely:

Person
responsible

Comments

Completed

Catering
Linen

Patientline

Estates

Ensure nurse call alarm system is working.
Check macerator is working.

Ensure the Detectors on the ward continued to be tested.

Head of Nursing

Security/Fire

Inform security officer is aware.

Inform Fire Officer and ensure all safety checks are completed - equipment and fire
sensors are working.

Check Fire escape.

Site Manager

Stores Arrange for delivery of stores. Head of Nursing
Include kitchen stores and stationary as well as medical nursing.
Pharmacy Inform pharmacy. Head of Nursing

Check drug fridge.
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Actions Required to open an Escalation Area safely:

Person
responsible

Comments

Completed

Check Pod lockers.

Other

Check Resus trolley including location.

Head of Nursing

A copy of this form must be submitted to the Operations Centre prior to use of escalation area.
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AMBER/2

GREEN/1
COMMUNITY Step down escalation when
NURSING green for 48 hours
COMMUNITY Step down escalation when
WARD green for 48 hours

Business as usual capacity can be
covered within existing
establishments.

Review caseloads, increase
staffing and reallocate resources
to cover high areas of activity

Appendix 8 - Community Services Division Escalation Response Matrix to Surge Pressure Management

BLACK/4
Implement next day deliveries As red
for community nursing
equipment
Liaise with A and E and prepare As red

to support with ANP for A+E
Turn around or wards for Early
Supported Discharge patients

Intermediate Care
ADMIN.

e Inform care coordinators
and IC team leaders

e Email OP MT and PA’s
and escalation rota
members

e Inform care coordinators
and IC team leaders

e Email OP MT and PA’s
and escalation rota
members

e Inform care coordinators
and IC team leaders

e Email OP MT and PA’s
and escalation rota
members

Inform care coordinators and IC
team leaders

Email OP MT and PA’s and
escalation rota members

Intermediate Care
BLEEP HOLDER/
MANAGER ON
CALL

Identify any delayed discharges
from dom and bed based service
and escalate

Business as usual capacity can be
covered within existing
establishments.

Review caseloads, increase
staffing and reallocate resources
to cover high areas of activity

As amber +

e Staff up domiciliary
service as required

e Ensure RG beds in use

e Identify any delayed
discharges from
domiciliary and bed
based service and
escalate/expedite

As red

OPNR MT PA’s

Business As usual

Business As usual

e Email bed state to OP
MT, Community nursing,
IP, CNRT, PCTT therapy
CTLs Jane Attrill alert
nominated attendee on
rota for next day to
ensure attendance at
10:00hrs escalation
meeting

As red

OPNR MANAGERS

Monitor capacity and

As green

e Ensure staff attendance

As red
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GREEN/1

AMBER/2

throughput

at SGH 10;00hrs
escalation

e Ensure teams following
escalation guidance

BLACK/4

Minor Injuries Unit

Business As usual

Reduce service at time and
advise patients of waits /
alternatives

e C(Close service at times
and advise of redirection
to other services

Close service until staffing is
available

QMH Mary Seacole
Ward (MATRON
/NIC)

Identify any delayed discharges
and report to head of nursing

As green

As amber +

e Identify any discharges
that can be accelerated
with Bryson Whyte,
Intermediate care, ESD,
CNRT and/or outpatient
follow up and plan
discharge

e identify any delays
awaiting NHS funded
long term care and liaise
with commissioners re
interim placement

e accelerate assessment
for patients waiting for
assessment if any neuro
beds empty

As Red

Night Service

Business as usual

Business as usual capacity can be
covered within existing est.
Review caseloads, increase
staffing and reallocate resources
to cover high areas of activity

Review caseloads maintain
increased staffing and reduce
non-essential care that can wait
1 days

Stop all non-essential care (i.e.
Continence ass, ) Priority care
only (Diabetics, EOLC etc) Divert
staff from non-essential services
to assist where appropriate

Primary Care
Therapy Team

Step down escalation when
green for 48 hours

As green

Support ICS if required

As red
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REPORT TO THE BOARD FROM: Quality Committee

COMMITTEE CHAIR: Sir Norman Williams

DATE OF COMMITTEE MEETING: 25.01.17

1.0
11

1.2

1.3

1.4

15

1.6

2.0

2.1

2.2

2.3

3.0

3.1

MATTERS FOR THE BOARD’S ATTENTION

The Committee was advised that the Trust is not fully compliant with the delivery of Duty of
Candour. However the Committee members were very clear that in all cases the Trust must be
honest and open with the patient and where relevant family members.

The Committee received the Safe Staffing report but asked for further work to be done to
understand the care hours per day measurements and how these measurements should be
used to evaluate staffing in clinical areas.

The level of compliance with the World Health Organisation checklist remained low especially
in areas external to theatres and was prioritised for further action.

The Committee noted a significant deterioration in the implementation of the Quality
Improvement Plan (QIP) as key dates were not being met. The Chief Executive confirmed that
the fully delivery of the QIP was a very high priority for the Trust and would be seeking full
engagement and support from the Managers involved to ensure that all actions were delivered.

The Committee received an action plan on complaints handling as the number of complaints
received by the Trust continues to rise. The management explained that a route and branch
review of the complaints function was necessary to bring about significant improvements in the
complaints handling process and would report further.

The Committee received an oral report from Peter Riley concerning the increase in C. Diff
cases and was assured that only two cases were, after appropriate investigation, considered to
be due to cross infection.

ITEMS FOR THE BOARD’S INFORMATION AND ASSURANCE

The Committee also received reports on:
I.  Quality Dashboard
[I.  Briefing on Regulation 28 relating to transfer of care
lll.  Report from Water Safety Management Committee
IV.  Quality Report and Quality Account

The Committee reviewed the two risks allocated from the Board Assurance Framework with the
Exec leads for the risks. These risks are Quality Governance and Estates and Facilities

The Committee also reviewed its Terms of Reference and membership which would be
commended to the Board in due course.

RECOMMENDATION

To receive the update from the QC.25.01.17 for information and assurance.

Fiona Barr, Interim Corporate Secretary and Head of Corporate Governance
01.02.2017
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Meeting Title: TRUST BOARD
Date: 9 February 2017 AgendaNo |3.1
Report Title: Summary Finance Report- Month 09 2016/17

Lead Director/
Manager:

Margaret Pratt, Chief Financial Officer

Report Author:

Michael Armour, Reporting Accountant

Freedom of Unrestricted
Information Act

(FOIA) Status:

Presented for: Assurance

Executive
Summary:

The Trust has reported an in-month deficit of £9.0m in December which is
£5.2m worse than plan. Included in month is a Non Pay variance (£3.7m),
excess pay costs of £1.5m and below plan Income (£0.5m). £0.7m of Pay,
£0.8m Non Pay and £0.6m of income challenge is unforeseen and outside of
the control of the Trust. The YTD deficit is £60.6m.

Recommendation:

The Trust Board is asked to note the current Trust financial position.

Supports

Trust Strategic
Objective:

Deliver our Transformation Plan enabling the Trust to meet its operational and
financial targets

CQC Theme:

Well-Led

Single Oversight
Framework Theme:

Finance and Use of Resources

Implications

Risk:

BAF Risk 6: Failing to Deliver the Financial Plan

Legal/Regulatory:

Resources:
Previously Executive Management Team Date 23.01.17
Considered by: Finance & Performance Committee 25.01.17

Equality Impact N/A
Assessment:
Appendices: Summary Finance Report Month 9
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MH5

1. Financial Performance for the month December 2016

Current Month Year to Date (YTD)
Annual Budget Actual Variance | Budget Actual Variance
Income & Expenditure Budgetf'm| £'m £'m fm £'m £'m fm
SLA Income 650.2 51.0 50.9 (0.2) 485.6 481.9 (3.7)
STF Income 17.6 1.5 0.0 (1.5) 13.2 0.0 (13.2)
Other Income 112.5 9.4 10.6 11 84.7 89.9 5.2
Overall Income 780.3 61.9 61.4 (0.5) 583.5 571.8 (11.7)
Pay (486.5) (40.7) (42.3) (1.5) (364.3)  (372.0) (7.7)
Non Pay (275.9) (22.1) (25.8) (3.7) (212.3)  (234.2)  (21.8)
Overall Expenditure (762.4) (62.9) (68.1) (5.2) (576.6)  (606.1)  (29.5)
EBITDA 17.9 (0.9) (6.7) (5.7) 6.9 (343)  (41.2)
Financing costs (35.1) (2.9) (2.3) 0.6 (26.3) (26.3) 0.0
Surplus/(deficit) (17.2) (3.8) (9.0) (5.2) (19.4) (60.6) (41.2)
Memo: Below the Line ltems 0.0 0.0 (2.1) (2.1) 0.0 (11.7) (11.2)
Budget, Actual & Underlying surplus/(deficit) by month
0.0 T T T T T T T T T T T T i
15 FY16 FY16 FY16 FY16 FY16 FY16
(2.0) - M3 M4 M5V
£ o | =7 —
= \\ \ \
S (6.0)
3 N O\ 7 K4
8.0
(10.0)
\4 (9.0)
(12.0)
== 2a. Bud excl STF (deficit) b. Actual (deficit) c. Underlying (deficit)

Commentary

An in-month deficit of £9.0m is reported in December which is £5.2m worse than
plan. The YTD deficit is £60.6m.

Below the line (slide 5) - £11.1m of cost year to date relate to items outside the
Trust’s initial plan regarding unforeseen, one off costs associated with areas such
as the rectification of Estates & IT infrastructure, additional senior management
support, lost income from the Junior Doctors’ strike, Prior Year agency cost and
the RTT penalty. The increase in month is caused by £0.5m of prior period
increments and increase in Bad debt provision (£0.8m).

SLA income (not STF) (slides 6-9) - £0.2m shortfall in month and £3.7m shortfall
YTD. Increasing challenges, offset by better Elective and Outpatient income have
led to a net shortfall. In the YTD, Business Case slippage in Neurosurgery (£3.4m
YTD) and the impact of the RTT non-reporting (£1.5m) have had an effect.

STF Income — There is an annual budget of £17.6m that the Trust is not
expecting to receive this financial year.

Pay (slides 10-12) - £1.5m overspent in month, and £7.7m YTD, as a result of
unbudgeted interim staff spend and divisional vacancies covered by bank &
agency. The deterioration from MO8 is as a result of increased consultant cost,
catch up in prior period agency invoices and recognition of prior period
increments across all staff groups. Underlying pay has improved in M09 (see
slide 11a) although this includes Christmas so further trend analysis will be
required in future months.

Non pay (slide 13) — £3.7m away from budget in month and £21.8m YTD,
£17.4m (to date) of which is a consequence of non delivery of Trust CIP plans.
£4.0m YTD can be attributed to drugs cost to deliver additional Commercial
Pharmacy income.

The M9 underlying position (excl. STF) is a deficit of £7.4m (£4.0m in M8).
c£3m of change is owing to a fall in working days and rise in annual leave for
Christmas.
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2a. Analysis of cash movement M09 YTD

Source and application of funds - cash movement analysis: MO9 YTD cash movement
MO9 YTD and forecast vs Plan
Actual vs Plan YTD (|Based on forecast £80.7m deficit ° W|th|n the |&E deficit Of £606m YTD,
Plan Actual|  Actual Plan | Forecast| Forecast depreciation (£18_2m) does not im pact
YTD YTDYTD VAR Year Outturn VAR .o
£m £m £m £m £m £m [Notes based on forecast £80.7m deficit cash. The accruals for PDC dividend and

Qlyizilive Gisin QLD AE Z& 74 7L 74 interest payable are added back for
Income and expenditure deficit 217  -e0e6| -3B89l 172 -85.5 -68.3 presentational purposes and the
Egges?s;;:ble 12-2 12-; 'g-g 22-2 Zg-g 8-3 amounts paid for these expenses shown
PDC dividend a7 3.9 07 6.3 5.3 1.0 lower down. This generates a YTD cash
Other non-cash items 0.1 0.1 0.3 -0.2 4.9 5.0 Operating deficit of £34.4m
Operating deficit 5.2 -34.4 19.0 -44.6 ’ '
Change in stock 0.0 a8 06 06 e« The ope_ratlng variance from plan of
Change in debtors -1.3 -31.5 2.0 -12.0 does not assume debt targets met £39.7m in cash is dll’ecﬂy attributable to
Change in creditors 1.5 394 38.0 -5.5 8.3 13.8 Y] i
Notchanas ir worlng canial =2 i = o == =¥ == the I&E deficit. Members will recall that

the NHSI plan and Internal trust plan are
Capital spend (excl leases) -27.7 -17.1 10.6 -33.4 -26.6 6.8 | The capital cash spend forecastis reduced phased differently (see slide 13)

to £26.6m - comprising an expenditure
underspend of £2m and an increase in

capital creditors of £4.75m against the * The Trust has been able to offset the

baseline budget excluding emergecy capital Worsening Operating deficit with better
As previously reported this means no . .
additional borrowing would be required to performance on Workmg Capltal (+£59m)
finance capital expenditure in year. (S|Ide 19 ) and cash under spend on
Interest paid 36 34 0.2 5.1 -5.6 [IIEGE capital (+£10.6m) enabling the Trust to
PDC dividend paid 31 -3.1 (GO 6.3 5.3 1.0 contain the increase in borrowing
Other -6.2 -5.5 0.7 -8.0 -7.8 0.2 . .
Investing activities -40.6 292 114 527 453 7.4 necessary to finance the higher I&E
: _ deficit to £26.2m.
WCF/ISF borrowing 31.0 57.1 26.2 325 89.0 56.6 [ The borrowing forecast excludes

emergency (unapproved) capital funding as
the capital cash forecast is to under spend
the baseline budget. Therefore all the
additional borrowing is to finance the higher
deficit. The borrowing forecast is £2m lower
than last month due to the cash underspend
forecast for the capital programme.

Closing cash 31.10.13/31.03.17 3.2 7.o IS 3.2 3.5 0.3

MO1- M09 YTD cash movement

The better performance on working capital (+£5.9m) and cash under spend (+£10.6m) on the capital programme offset some
of the adverse cash impact of the higher operating deficit (-£39.7m) and helped the Trust to restrict the increase in borrowing
necessary to finance the higher revenue deficitto £26.2m.




2b. Capital programme M09

Capital prog. 2016/17 - budget & actual expenditure per month
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CAPITAL BUDGET & EXPENDITURE - BY SPEND CATEGORY

7,000

6,000

5,000

2,000

1,000

4,000 -

3,000 -

M Budget capex
M Actual capex

Forecast capex

i

Mar-
17

Jan-
17

Oct- |Nov-|Dec-
16 | 16 | 16

Aug-|Sep-
16 | 16

- |May-| Jun-| Jul-
16 | 16 | 16 | 16

2016/17 |(16/17 Forecast |Forecast
Budget |Actual 16/17 YTD |outturn |variance
Row Labels Total YTD variance |£000 £000
Infra Renewal -EPC 9,389 4,677 4,711 7,634 1,754
Infra Renewal 7,491 1,403 3,972 5,011 2,480
IMT 4,972 4,285 7,421
Med Eqpt 4,613 1,687 3115
Major Projs 8,901 8,116 10,313
Other 349 203 61 203 145
SWL PATH 385 383 -67 403 -19
Grand Total 36,099 20,754 9,055 34,100 1,999

e Capital expenditure in December was £1.8m and year to date expenditure is £20.7m, an underspend of £9.1m. The table above shows the YTD
under spend relates mainly to the energy performance contract (EPC) (E4.7m — down £1.1 on M08) for which the programme slipped earlier in the
year and infrastructure renewal (£3.9m) which includes the scheme to replace the stand-by generators. Expenditure on the EPC is accelerating.

e Thetrustis currently forecasting £2.8m of expenditure this year on CQC related schemes including Renal re-location and the demolition programme

against the emergency capital bid which is yet to be approved by NHSI however in overall terms the capital programme is significantly underspent

e The updated forecast outturn for capital expenditure is £34.1m — an underspend of £2m against revised budget.

e The forecast cash underspend for capital is £6.75m comprising the expenditure underspend and £4.75m increase in capital creditors.
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Meeting Title: Trust Board
Date: 9 February 2017 Agenda No |41
Report Title: Workforce Information Report

Lead Director/
Manager:

Mark Gammage, HR Advisor to the Board

Report Author:

Sion Pennant-Williams, Workforce Intelligence Manager

Freedom of Unrestricted
Information Act

(FOIA) Status:

Presented for: Update

Executive
Summary:

This report provides workforce information for December 2016. Staff in post
and bank and agency usage have fallen, whilst funded establishment has
increased. Turnover remains high and has increased since November.
Appraisal and MAST rates are still very poor and are a particular area of focus
with managers. Over the year sickness and vacancy have fallen, and stability
has increased. Data from recruitment shows that their new system has reduced
the average time to hire.

Comparisons between St George’s KPI targets and those from other London
Teaching Trusts have prompted discussion that we should review our targets
to bring them in line and these will be discussed at the March Workforce
Committee

Recommendation:

The Board is asked to note the workforce performance report and actions
outlined within it.

Supports
Trust Strategic All Trust objectives
Objective:
CQC Theme: Well-led

Single Oversight

Framework Theme:

Financial efficiency and operational performance

Implications

Risk:

Failure to achieve financial and other targets and manage within agreed control
totals.

Legal/Regulatory:

Failure to meet NHSI control total.

Resources:

n/a

Previously
Considered by:

Workforce and Education Committee Date 31.01.17

Equality Impact n/a
Assessment:
Appendices: Appendix 1 - Workforce Information slides
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Workforce Information report
Trust Board
9 February 2017

PURPOSE

To provide workforce information for the Trust Board outlining trends and explaining changes
in staffing composition to support decision-making and Board assurance.

CONTEXT

There are potential inaccuracies in the vacancy data due to a discord between the Finance
establishment and the establishment recorded on the Electronic Staff Record (ESR) system.
Finance need to ensure that the base establishment on ESR is correct, and that any changes
to establishment are entered onto ESR at the same time that they are entered onto the
General Ledger.

It has been raised that bank and agency usage reported by Workforce differs from that
reported on by Finance. Workforce are required to run reports on bank and agency usage on
a weekly basis using the Healthroster and HiCom systems due to weekly agency cap
reporting to NHSi. Finance run monthly reports from Healthroster but not from HiCom. This
results in a discrepancy in reporting on usage as Finance would capture any shifts added
retrospectively, but none that were recorded on HiCom. Workforce and Finance are working
together to try and reconcile reporting on bank and agency usage.

ANALYSIS

The staff in post in December has shown a reduction of 68 FTE, however the vacancy rate
has risen by 0.86% due to an increase in funded establishment. This increase was caused by
bank and agency budget for porters being moved into the funded establishment to give a
more accurate reflection of funded FTE. There are still issues with the reconciliation between
funded establishment on the Finance system and that on ESR which could affect the
accuracy of the reported vacancy rate. Finance are working to reduce this discrepancy.

There has been a sharp reduction of nearly 200 FTE in bank and agency usage - this was in
the Christmas week and so whilst some reduction is expected, due to annual leave
commitments, Christmas can also be a time of high bank and agency usage

Turnover has increased since last month and at 15% it remains far higher than the target of
10%. Stability has also fallen by 0.26%.

Appraisal rates have continued to fall. The target is now to increase this rate beyond our
target of 85% and reach as close to 100% as we can by the end of the financial year.

MAST compliance is still poor and being reviewed by the training team. A paper is being
prepared for the January workforce committee to explain what action is being taken and how
this is being addressed.

Over the year vacancy and sickness have both fallen by 1.08% and 0.62% respectively, and
stability has increased by 1.67%. However turnover, both gross and voluntary, has increased
by 0.4%.

Recruitment data shows current volumes of vacancies and volumes over the past 6 months.
The Trac recruitment system has only been in place for 12 months and reporting on it has
only happened in the last few months, so it is not yet possible to view trends to see how
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volumes have increased or decreased, though with the current recruitment restrictions
volumes are expected to reduce. Since Trac implementation the average time to hire' has
reduced from 18 weeks to 10 weeks from point of offer. The average time to shortlist and time
between conditional and unconditional offer is over the Recruitment targets, therefore the
recruitment team are working closely with managers to chase progress and encourage them
to set key milestones at the onset of any recruitment campaigns. Regular reports are run and
monitored by the recruitment manager and highlight areas of continuous improvement.

Employee relations cases show a higher proportion of disciplinary cases than grievance and
harassment cases. This will be reported on in greater detail at the end of the financial year.

Comparisons with other London Teaching Trusts show that St George’s performs worse than
others on all KPIs except for voluntary turnover. None of the other Trusts are meeting their
targets on turnover, appraisals, or MAST. Our targets will be revised at the end of the financial
year with the proposal to align with other Trusts.

IMPLICATIONS

The risks on staff engagement feature in the Trust’s risk register alongside failure of
leadership. Similarly, the risks to meeting the Trust’s financial control total whilst also
providing safe and effective care to patients form the primary focus for the Trust.

ACTIONS

Proposed KPIs to be agreed for key metrics for 2017/18.

RECOMMENDATION

The Board is asked to note the workforce performance report and actions outlined within it.

! “Time to hire’ is the time between vacancy authorisation stage and the unconditional offer being made

3



Section 1: Current Staffing Profile and Bank & Agency

The data below displays the current staffing profile of the Trust and key bank & agency data

8,000
7,950
7,900
7,850
7,800
7,750
7,700
7,650
7,600

FTE

Weekly Staff in Post and B&A FTE

Monthly split (by costs)*

1,200
Agency, 9% Locum, 1%

- 1,100
. Bank, 6%
- 1,000

4 Y
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: : : : : : : : : : : : : 600 Substantive,
84%
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W ’9’}\) r&,‘?}) Q%f')q' \,J;")Q' @f')e q/bf‘)e' Q,,),O \9,0 ';\/O ’1?"0 ’b'\;o 3§ » Q"&S)@ Does not include SWLP or Central costs
S|P FTE == B&A FTE
COMMENTARY
Monthly Staff in Post FTE The Trust currently employs a headcount of 8,425
8,000 people, working a whole time equivalent of 7,884 which
/\ is 68 FTE lower than November. The directly employed
7,900 workforce FTE in April 2016 was 7,651, so the growth
7,800 rate is 3.05%.
7,700 / The Trust also hosts 428 FTE from SWL Pathology and
7,600 - an additional 482 FTE GP Trainees covering the South
London area, which makes the total FTE 8,794.
7,500
7,400 The figures in this report reflect the core St George’s
workforce, and do not include SWL Pathology or the GP
7,300 T T T T T T T

trainees.



Section 2: Workforce KPlIs

Vacancy Rate
Year Trend
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Key Points:
Change over the| Change since last

KPI year month
Vacancy -1.08% 0.86%
Sickness -0.62% 0.01%
Stability 1.67% -0.26%
Gross Turnover 0.40% 0.20%
Voluntary Turnover 0.41% 0.25%
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Section 3: MAST Compliance
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COMMENTARY
A programme of working is taking place including:

Changing the method of delivery to on-line testing as far as possible
and only training when required

Reviewing who needs to access the training

Reviewing the frequency of refresher periods

Reporting compliance futures for departments so that they are
proactive with compliance

System changes so that accessibility issues are resolved.

Current Issues:

Fall in compliance rates — largely due to staffing pressures

Staff unable to access training externally- Software and licencing and I1G
issue

Process review between Recruitment/Payroll/Education Department
for new starters

Not enough capacity to provide the training for the needs identified,
particularly in resuscitation and safeguarding.

There is currently a disconnect between actual training completed and
the training being reported — this is an issue which is being focussed on.

Trend over 12 months

Resuscitation BLS

e Resuscitation ILS

e Resuscitation Non Clinical

e Safeguarding Adults

= Safeguarding Children Level 1

Safeguarding Children Level 2

=== Safeguarding Children Level 3

Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 3




Section 4: Recruitment Pipeline

Current Pipeline (FTE)

W Advert B Long/Shortlisting
i Interview B Pre-employment Checks

B Unconditional Offer

* Data is a snapshot from the end of December

Recruitment volumes (over 6 months)

Y.

m Applicants  m Successful applicants = Unconditional Offer

Average days taken for key stages in Recruitment Process
(over 6 months)

H Shortlist

H Invite to interview
i Conditional offer

H Unconditional offer

i Start date

Shortlist — days that Recruiting Managers take to shortlist
Invite to interview — days between shortlisting being received
from Recruiting Manager to interview invites being sent out
Conditional offer — days between interview outcome
paperwork received to formal conditional offer
Unconditional offer — days between conditional offer and
unconditional offer

Start date — days between unconditional offer and confirmed
start date.

NB: Reporting from the Trac system is relatively new to the Trust
and so the figures are intended as a guide only at this stage as
they may not be wholly accurate. St George’s representatives will
be attending training on Trac reporting in January to further their
understanding on the data being produce and increase confidence
in the figures.



Section 5: Other

KPI benchmarking:

Trust Vacancy (Sickness (Voluntary Turnover/Appraisal |(MAST

St George’s 12% 3.50% 10% 85% 85%
King’s College Hospital 5-8% 3% 10% 90% 80%
Guy’s & St Thomas’ 9% 3% 11% 95% 95%
Barts Health 12% 3% 14% n/a 90%
Imperial College Healthcare 10% 3.10% 10% 95% 90%
University College London Hospitals 7.30% n/a 13.5% 95% 95%
Chelsea & Westminster 11% 3% n/a 85% 90%

¢ Vacancy targets differ but we are at the top end

¢ Our sickness target is higher than other Trusts

¢ We have a lower voluntary turnover target than 3 of the other
Trusts

e Our appraisal and MAST targets are comparatively low

Employee Relations:

= Further analysis at the end of the financial year will
No of Open ER Cases go into more detail and report on cases by ethnicity and

50 age.
40 -
30 A
20 -
10 -

0 -

Disciplinary Grievance Harassment
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Meeting Title: Trust Board
Date: 9 February 2017 Agenda No |43
Report Title: Guardian of Safe Working Report

Lead Director/
Manager:

Professor Andrew Rhodes, Medical Director

Report Author:

Dr Sunil Dasan, Guardian of Safe Working

Freedom of Unrestricted
Information Act

(FOIA) Status:

Presented for: Assurance

Executive
Summary:

This paper summarises progress in providing assurance that doctors are safely
rostered and enabled to work hours that are safe and in compliance with
Schedules 3, 4 and 5 of the Terms and Conditions of Service for NHS Doctors
and Dentists in Training (England) 2016.

As of 17/01/2016:
e 115 Exception episodes have been reported
e 4 work schedule reviews have been requested
e 1 fine has been levied

This report was considered by the Workforce and Education Committee on
31.01.17.

Recommendation:

The Trust Board is asked to receive and note the Guardian of Safe Working’s
report and act to prevent any further working time breaches.

Supports

Trust Strategic
Objective:

Ensure the Trust has an unwavering focus on all measures of quality and
safety, and patient experience.

CQC Theme:

Safe

Single Oversight

Framework Theme:

Quality of Care

Implications

Risk:

Failure to ensure doctors are safely rostered and enabled to work hours that
are safe risks patient safety and the safety of the doctor.
Failure to ensure doctors are safely rostered and enabled to work hours that
are safe risks overtime payments and fines being levied

Legal/Regulatory:

Compliance with the Terms and Conditions of Service for NHS Doctors and
Dentists in Training (England) 2016

Resources:

Funding for overtime payments, fines and service changes arising from work
schedule reviews

Additional PA allocation in consultant job plans for time taken to personalise
work schedules, resolve exception reports and perform work schedule reviews
Administrative support for the role of guardian

Previously
Considered by:

Workforce and Education Committee Date 31.01.17

Equality Impact N/A
Assessment:
Appendices: None
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Guardian of Safe Working Report
Trust Board, 9 February 2017

PURPOSE

This paper provides assurance to the Board on the progress being made to ensure that

doctors' working hours are safe and to highlight all fines and work schedule reviews relating to safe
working hours.

1.2

2.0

2.1

2.2

2.3

2.4

2.5

This report also includes information on all rota gaps on all shifts

BACKGROUND

The Guardian of Safe Working is a senior appointment made jointly by the Trust and junior
doctors, who ensures that issues of compliance with safe working hours are addressed by the
doctor and/or Trust and provides assurance to the Board that doctors' working hours are safe.

As the Trust is the Lead Employer Organisation for General Practice training across South
London the Guardian will receive reports for all of the doctors under its employment from
Guardians in host organisations.

The Guardian reports to the Board through the Workforce and Education Committee of the
Board, as follows:

The Workforce and Education Committee will receive a Guardian of Safe Working Report
no less than once per quarter on all work schedule reviews relating to safe working hours.
This report will also include data on all rota gaps on all shifts. The report will also be
provided to the Local Negotiating Committees (LNC).

A consolidated annual report on rota gaps and the plan for improvement to reduce these
gaps will be included in a statement in the Trust's Quality Account, which must be signed
off by the Trust chief executive. This report will also be provided to the LNC. This annual
report will also be presented to the Board.

Where the Guardian has escalated issues in relation to working hours, raised in exception
reports, to the relevant executive director, for decision and action, and where these have
not been addressed at departmental level and the issue remains unresolved, the
Guardian will submit an exceptional report to the next meeting of the Board.

The Board is responsible for providing annual reports to external bodies, including Health
Education South London, Care Quality Commission, General Medical Council and
General Dental Council. This will be done through the Medical Director supported by the
Guardian.

There may be circumstances where the Guardian identifies that certain posts have issues that
cannot be remedied locally, and require a system-wide solution. Where such issues are
identified, the Guardian will inform the Board. The Board will raise the system-wide issue with
partner organisations (e.g. Health Education England, NHS England, NHS Improvement) to
find a solution. This will be done through the Medical Director supported by the Guardian.

The Guardian is accountable to the Board. Where there are concerns regarding the
performance of the Guardian, the BMA or other recognised trade union, or the Junior Doctors
Forum will raise those concerns with the Trust Medical Director. These concerns can be
escalated to the senior independent director on the Board where they are not properly
addressed or resolved. The Senior Independent director is a Non-executive director
appointed by the Board to whom concerns regarding the performance of the Guardian of safe
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working hours can be escalated where they are not properly resolved through the usual
channels.

3.0 ANALYSIS

3.1 115 exception episodes have been reported in the period 5 October 2016 — 17 January 2017
by the 50 trainees (8 ST3+ O&G and 42 Foundation Year 1 trainees) on the Terms and
Conditions of Service for NHS Doctors and Dentists in Training (England) 2016.

3.2 These have highlighted FY1 doctors working shifts exceeding the maximum permitted 13
hours within General Surgery & Acute Medicine and doctors regularly working hours in
excess of their work schedules in these and other specialties - Trauma & Orthopaedics and
Senior Health.

3.3 Work schedule reviews have been formally requested in four specialties (listed above) and a
fine has been levied in response to a Foundation Year 1 doctor working in excess of 72 hours
over a 7 day period in General Surgery in December 2016. Further fines may be levied in the
near future in Acute Medicine and Senior Health if urgent action is not taken to ensure
working hours remain below an average of 48 hours per week during the course of the current
rota cycle.

3.4 The summary of all exceptions was reported to the Workforce and Education Committee on
31.01.17.

3.5 Data on all rota gaps on all shifts is not currently available and a new monitoring process will
be required to collect this data. The Workforce and Education Committee received a list of
current vacancies.

4.0 IMPLICATIONS

Risks

4.1  Doctors have exceeded safe working limits in General Surgery and Acute Medicine
which risks patient safety and the safety of doctors. This may continue (with the risk of
future fines) if service or organisational changes are not made to reduce doctors shift

lengths.

4.2 Doctors are regularly working outside of work schedules in General Surgery, Acute
Medicine, Trauma & Orthopaedics and Senior Health. Time off in lieu and/or overtime
payments will be required unless service changes are made to reduce doctors working
hours. Of particular concern are the additional hours being worked in Acute Medicine and
Senior Health - urgent action is required to prevent fines being levied in the forthcoming
weeks due to breaches of the 48 hour average working week limit.

Legal Regulatory
4.3  Terms and Conditions of Service for NHS Doctors and Dentists in Training (England) 2016

Resources

4.4 Funding for overtime payments represents a cost pressure. Following work schedule reviews,
additional staff may be required to bring doctors working hours into safe limits and to bring
their hours into line with their work schedules. If actual working hours cannot be brought into
line with work schedules, then basic pay for staff may need to increase. This represents a
further cost pressure. Lastly, fines may be levied if unsafe working practices continue.

3
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4.5 Educational supervisors previously had 0.25 PA allocated in their job plans per trainee.
Personalising work schedules, resolving exception reports and performing work schedule
reviews are additional tasks for educational and clinical supervisors which will need further
consideration in their job plan reviews. Currently approximately 50% of exception reports
have breached the seven day timescale for resolution by supervisors.

4.6 Administrative support for the role of Guardian is currently being considered.

5.0 NEXT STEPS

5.1 To receive the outcomes of the four ongoing work schedule reviews.

5.2 To commence data collection on rota gaps for all shifts and to present data in next quarterly
report.

6.0 RECOMMENDATION

6.1 The Board is asked to note this report and consider the costs associated with overtime
payments and fines and the potential future costs and service changes associated with the
outcomes of the work schedule reviews

6.2 The Board is asked to consider the issue of rota gaps due to medical vacancies and
strategies to address these ahead of the Guardian’s next report to the Workforce and

Education Committee.

6.3 The Board is asked to consider the additional activities for educational and clinical supervisors
and the impact on the current round of consultant job planning.

Author: Dr Sunil Dasan
Date: 19/01/2017
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(FOIA) Status:
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Executive
Summary:

1) This paper highlights the core operational risks — known as the Corporate
Risk Register. These risks can be grouped under 4 risk areas as:

« Timely Access to Clinical Services/Patient Harm

« Insufficient Resilience/Unstable Critical IT/Estates Infrastructure
* Unsustainable Financial Position

* Inadequate Governance/Reputation Loss

2) The Board is receiving an updated emergent risk horizon scan. This
illustrates our current understanding of internal and external risk,
alongside current and future risks.

3) The Board is receiving a full extract of all risks rated 15 or more on Datix.
This is to ensure that there is full visibility of extreme risks; to consider the
extent to which these risks are reflected in the Corporate Risk Register; to
challenge the residual risk scores assigned by divisions; and to consider
the degree to which the risk can be accepted.

Recommendation:

The Board are invited to consider the CRR and:

e Satisfy itself that the current level of risk exposure is tolerable or acceptable
and that the Board are content with the level of control achieved over those
risks;

e Where the Board are not satisfied, to agree further actions required to bring
the risks under prudent controls; and

¢ Consider the extent to which the Board’s appetite for taking risks is adopted
or if changes are needed to achieve prudent control.

Supports

Trust Strategic
Objective:

Ensure the Trust has an unwavering focus on all measures of quality and
safety, and patient experience.

CQC Theme:

Safe / Well-led.

Single Oversight
Framework Theme:

Quality of Care (safe, effective, caring, responsive).
Leadership and Improvement Capability (well-led).

Implications

Risk:

These risks could have a direct bearing on requirements within NHSI's Single
Oversight Framework, ongoing CQC Registration or the achievement of Trust
policies, aims and objectives should the mitigation plans be ineffective.

Legal/Regulatory:

Compliance with Heath and Social Care Act (2008), Care Quality Commission
(Registration Regulations) 2014, the NHS Act 2006, NHSI Single Oversight
Framework, Foundation Trust Licence

1
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Resources: There are no specific resource implications
Previously Risk Management Committee Date 11.01.2017
Considered by:
Equality Impact N/A
Assessment:
Appendices: A. Risk Grading Matrix / Risk Escalation Arrangements (illustrated)
B. Table 1: Core Operational Risk Drivers — Dec 2016
C. Figure 2: Emergent Risk Horizon Scan — Dec 2016
D. Figure 3: Interpreting the Risk Horizon
E. Table 2: Extreme Risks for review

Full Corporate Risk Register is available in the reading room for reference
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PURPOSE

To highlight key risks and provide assurance regarding their management.

BACKGROUND OR CONTEXT

The Corporate Risk Register (CRR) has been kept under review with input from the Executive
during January 2017

The CRR continues to be developed and reassessed accordingly. It is anticipated that review
will be continuous in order to ensure the profile of risk presented to the Committee is relevant
and always up to date.

Training continues to be rolled out to support and assist risk register gatekeepers at divisional
and corporate levels. This will allow efficient analysis, better oversight and enhanced risk
escalation arrangements.

It is anticipated that the CRR will evolve as further analysis, challenge and development of the
risk profile progresses; and our understanding of uncertainty facing the Committee’s strategy
emerges.

ISSUE
Core Operational Risk

The understanding of corporate risk is evolving rapidly as the Executive identify and address
uncertainty ahead. A range of significant/extreme operational risks have been identified and
are currently being mitigated. These risks could have a direct bearing on requirements within
NHSI’'s Single Oversight Framework, ongoing CQC Registration or the achievement of Trust
policies, aims and objectives should the mitigation plans be ineffective. Figure 1 illustrates
using a driver diagram the primary cause, effect and potential impact of core operational risks
currently on the CRR. The Board remains exposed to extreme risk in the following areas:

Timely Access to Clinical Services/Patient Harm

Insufficient Resilience/Unstable Critical IT/Estates Infrastructure
Unsustainable Financial Position

Inadequate Governance/Reputation Loss

Core Strategic Risk

The Board’s strategic risks have been assessed and incorporated into the Board Assurance
Framework (BAF). This was reviewed by the Board on 6th October 2016. The strategic risk
vectors currently identified within the BAF are as follows (in no particular order):

» Corporate strategy not aligned to commissioning intentions or anticipated
regulatory changes (i.e. the Trust, CCGs or regulators are moving in different directions -
one of the causes might be that commissioning intentions are not known to the Trust, or a
lack of clarity regarding corporate strategy, other potential causes might include conflict,
competition or poor stakeholder relations)

» Exposure to local and specialist commissioner affordability (this is currently subject to
further review)
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* Loss of influence within and across the local health economy (one of the potential
causes might be inadequate stakeholder relationships)

» Addressing demand for care (on the assumption that demand for services will continue
to grow and supply-side resources continue to be stretched)

* Future supply, recruitment and retention of the workforce (thereby affecting staffing
levels, quality, safety and operational compliance)

* Failure to retain critical community contracts (one of the causes might be poor
quality/performance/outcomes, or inadequate stakeholder relationships)

* Expanding deficit and non-delivery of the financial plan (to incorporate the combined
effects of income volatility, liquidity and CIP delivery)

e Poor or insufficient quality governance (i.e. poor standards of care, unintended
consequences of CIP, poor risk management, non-compliance with CQC)

» Insufficient performance against contracts and KPIs (to incorporate applicable KPIs in
the NHS Outcomes Framework)

e Poor service user experience (inadequate user satisfaction with services for example,
this has subsequently been incorporated with the quality governance vector)

* Failure to deliver the estate improvement or backlog maintenance

» Prolonged and unrecoverable critical IT system down time.

The BAF remains subject to review by the Board’'s committees. The company Secretary leads on the

BAF

3.3

3.4

Emergent Risk Horizon

The Trust has further developed its understanding of emergent risks and the following risks
were added to the horizon scan:

o0 Potential impact arising from a total loss or significant reduction of the education and
training levy;

o0 Factors that may impede the provision of out of hospital care and 7-day services;

0 The potential for industrial action on a scale that might disrupt normal operations;

o0 The potential workforce implications arising from those eligible for retirement in next 3-
5 years; and

o0 Ageing workforce profile

Review of extreme risks

Having completed the first full cycle of divisional risk register reviews by the Risk
Management Committee, it was agreed to commence formal reporting of all risks rated 15 or
more in accordance with the conventions agreed at the Board in July 2016.

Data is extracted from Datix as the central repository for all risks. At time of writing this report
(January 2017), there are a total of 41 extreme risks contained within the
Divisional/Directorate risk registers at the time of report; 40 of which are either standalone
risks or mapped to one or more risks in the Corporate Risk Register.

Therefore, 98% of extreme risks have either directly or indirectly been reported to the Board
of Directors at each formal meeting since September 2016. The risk which has not yet been
mapped and formally escalated, is:

‘CSD796 Potential loss of income due to bidding for newly tendered services being
unsuccessful’ features in the Emergent Risk Horizon under the heading of* Failure to acquire
new business or retain existing contract’

Full list of risk discussed at RMC can be found at appendix E
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Proceedings of the Risk Management Committee

3.5 The Risk Management Committee met on 11™ January 2017 to review the corporate risk
register and to review in more detail reportable risk in: (i) Surgery, Trauma, Neurosciences &
Cancer Division, (ii) Corporate Nursing and (iii) Governance Support Unit.

The members felt there continues to be a significant improvement in the quality of risk
registers and the discussion about their mitigation and options for further adaptation.

e The risk of ‘CSD796 Potential loss of income due to bidding for newly tendered services
being unsuccessful’, included into the Community Services risk register, is to be subjected
to more scrutiny before being added to the Corporate Risk Register

e H&S inspection The Health and Safety Executive visited site on Wednesday 11" January
2017. The purpose of the visit was to review Water safety and Theatre ventilation in
selected areas. The visit was planned in relation to the CQC report of 2016. No
enforcement action or written advice has been issued as a result of the visit and no further
visits are currently planned. Verbal advice was provided by the inspector as detailed in the
main body of the report

4.0 IMPLICATIONS

Legal Requlatory

4.1 Compliance with Heath and Social Care Act (2008), Care Quality Commission (Registration
Regulations) 2014, the NHS Act 2006, NHSI Single Oversight Framework, Foundation Trust
Licence

Resources

4.2 There are no specific resource implications, except where indicated on a specific risk basis
and are subject to decision elsewhere.

5.0 DECISION POINTS

The Board to consider:

() Is the Board satisfied that it has sufficient visibility of material risk exposures?
(ii) Is the Board satisfied that the control frameworks for mitigating those material risks are
sufficiently understood and complied with by management?

6.0 RECOMMENDATION

The Board are invited to consider the CRR and:

e To satisfy itself that the current level of risk exposure is tolerable or acceptable and that the
Board are content with the level of control achieved over those risks;

e Where the Board are not satisfied, to agree further actions required to bring the risks under
prudent controls; and

e To consider the extent to which the Board’s appetite for taking risks is adopted or if changes
are needed to achieve prudent control.
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[Guidance: Risk Grading Matrix]

SEVERITY MARKERS

Multiple deaths caused by an event; 2£5m
loss; May result in Special Administration or
Suspension of CQC Registration; Hospital
closure; Total loss of public confidence

Severe permanent harm or death caused by
an event; £1m - £5m loss; Prolonged adverse
publicity; Prolonged disruption to one or more
CSUs; Extended service closure

Moderate harm — medical treatment required
up to 1 year; £100k — £1m loss; Temporary
disruption to one or more CSUs; Service
closure

Minor harm — first aid treatment required up to
1 month; £50k - £100K loss; or Temporary
service restriction

No harm; O - £50K loss; or No disruption —
service continues without impact

3
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LIKELIHOOD MARKERS*

Very Likely

Somewhat
Likely

3 Possible

Unlikely

Extremely
Unlikely

No effective control; or 21 in
5 chance within 12 months

Weak control; or
21 in 10 chance within 12
months

Limited effective control; or
21 in 100 chance within 12
months

Good control; or 21 in 1000
chance within 12 months

Very good control; or <1in
1000 chance (or less) within
12 months

[Guidance: Risk Escalation Arrangement (illustrated)]

Reportable Risk
Review Annually Review Quarterly Review Monthly
Description VERY Low MEDIUM HIGH SIGNIFICANT
LOW RISK RISK RISK RISK RISK
: . FEEN a5 e 8 9 (10 12 NSNS =0 s
Failure to recognise and respond
to signs of clinical deterioration. o G +
|
L
‘l{
Ward/Department
Oversight
4 Inherent Risk (or Unmitigated Risk Score) ELT;T:::
& Residual Risk (Current Risk Score) ch::r::
o Target Risk (Board's Risk Appetite Threshold)
Board Oversight



[Table 1: Core Operational Risk Drivers — Jan 2016]
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PRIMARY CAUSE

Increasing 18-Week RTT backlog with potential for clinical harm

Below target 2-week wait performance

Below target 62-day cancer performance

Failure to arrange follow-up appointments or treatments (where clinically required)

Below target ED 4-hour performance

Recognising, escalating and responding to the sign of deteriorating patient

Unsuitable environment of care (Renal Unit, Lanesborough OPD) - risk of premises closure, prosecution, fire
Potential unplanned closure of premises / non-compliance with estates or Fire legislation

Bacterial contamination of water supply (Legionella, Pseudomonas)

Inability to address backlog maintenance requirements

IT storage: unrecoverable IT system downtime (affecting critical clinical, web and email systems)
Vulnerability to computer virus or attack

Inability to renew and repair clinical areas due to high bed occupancy and no decant options

Power failure — electrical fault

Insufficient CIP delivery in 2016/17

Insufficient cash to meet payment demand

Lack of access to capital to address in-year IT, Estates and equipment replacement cost pressures
Inability to control agency staffing and associated staffing costs

Risk of failure to deliver the financial control total

Inability to meet regulatory requirements due to financial system and process failure

CQC rating less than ‘Good’ — insufficient safety, effectiveness, caring, responsiveness or not well-led
Failure to recognise, communicate and act on abnormal clinical findings

Fragmented electronic and manual patient records

Unsustainable levels of staff turnover

Insufficient management capacity or capability to deliver turnaround programme

Failure to secure colleague engagement

Inadequate data quality, completeness or consistency

A - Risk Increase; W = Risk reduced; € =Nochange from previous report to Board

RATING

20
16
15
16
20
20
16
20
20
20
25
20
20
16
20
20
20
20
20
16
20
16
20
15
15
16
25

INMONTH
CHANGES

0000000000000 00000000000 00¢
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EFFECT POTENTIAL IMPACT 16/17

Timely Access to Clinical
Services
| Patient Harm

Insufficient Resilience /
Unstable critical 1T and

Estates Infrastructure Continuity of Clinical

Services

Material Breach of Licence

Conditions
Unsustainable Financial
Position in 2016/17 and Integrity of CQC
beyond Certificate of Registration

Inadequate Governance /
Reputation Loss
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[Figure 2: Emergent Risk Horizon Scan —Jan 2016]
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[Figure 3: Guidance - Interpreting the Risk Horizon]
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APPENDIX [D]

The Risk Horizon

Risks beyond the Trust’s direct
control, but may impact on delivery.

We adapt to these risks using
contingencies or risk transfer
strategies.

Anticipated future risks beyond
direct control of the Trust.

There may be strategic benefit from
taking risk in this arena.

Core
External Risk

Q
Risk

Emergent
Risk Areas

Business
Evolution Risk

Day-to-day operational risk relating
to safety, quality, compliance,
patient experience, financial control.

There is no strategic benefit from
being over-exposed to these risks.

Anticipated future risks, which are
amenable to internal control.

There mavy be strategic benefit from
taking risk in this arena.

4
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[Table 2: Extreme Risks contained within divisional risk reqisters]

Description Current | Current  Division / Incorporated in CRR....
Risk Risk Directorate

Scoring | level

(Electrical (EF113 & EF114)Potential interruption to Corporate CRR-0006 - Power failure -
Infrastructure) 5 | whole site power supply as a result of HV - Directorate | electrical fault
Potential E Air cooled transformers reaching end of 2 Estates &
interruption to 0 ~ | useful life. R Facilities
electrical supply g | - = | 2
. N = o 2
(whole site). S | 2 & %
2 | 38 O | a
S | < 6 | o
ITO0O16 | Risk that pressure The reduction in capacity to deliver new - |20 Corporate CRR-0015 - Lack of access to
on ICT capital infrastructure, systems and change IS Directorate | capital to address in-year IT,
programme could c | programmes increases the risk to 8 ICT Estates and equipment
affect capability and | I = operational capability. - replacement cost pressure
capacity to deliver | & | < 5 | 8
i To) e T | E
key strategic 8 £ g |
7 < = <
objectives. %) [ . :
— n < Lo
EF701 | (Legionella) = | (EF131)There is a risk of legionella 16 Corporate CRR-0016 - Bacterial
Legionella infection < | infection associated with the three cooling Directorate | contamination of water supply
Cooling towers 'S | towers on the roof of St James Wing. This Estates & (Legionella, Pseudomonas)
< @ | risk has increased as a result of the Facilities
2 | & opening of the helipad as it creates down
Q | § | draft which may increase the risk of S 13
8 | & | spreading water droplets. g | =
= S|
S | T < | <

10



St George's University Hospitals NHS

NHS Foundation Trust

EF702 | (Mechanical (EF133)Steam main to Knightsbridge - 20
Infrastructure) 2 | Old, poor condition and leaking. Risk of
. ] . .
Failure of steam < | failure. Steam main leak has now caused a | |,
main to ¢ | catastrophic failure of the aged electrical %_
Knightsbridge 0 | .- | distirbution system in Knightsbridge. o
& | & | Numerous parts of the distrbution now 2 | >
« | 8 | require urgent replacement. T | 2
:I c O —
~ © . .
- I Lo <
EF687 | (Theatre (EF108)Several theatre ventilation plants 16
Ventilation) Theatre | 0:_ beyond their economic life and subject to
ventilation S | % | increases in breakdowns/failures = -
breakdowns/failure g § Unchanged -% E
s e = = | 3
ISe) © . .
— I < <
ITO044 | 2016/17 NHS The adoption of AOMRC standards for 15
England Standard discharge summaries was first set out in
Contract to send The National Information Board (NIB)
Discharge Personalised Health and Care 2020,
Summaries that framework for action (November 2014).
comply with the The delivery of this standard is mandated
standards of the by the the 2016/17 NHS England Standard
Academy of Contract by the 1st December 2016 and
Medical Royal is, also, an objective of South West o
London’s digital road map. %_ )
o | 2
. . . = ]
Discharge summaries are produced either | 2 A
in a legacy system Merlin or in Cerner T | &
Millennium (where electronic clinical Ol
documentation and ePMA is in use) both ok
systems are currently non-compliant.
Failure to deliver compliant discharge
© S | summaries by the required date may result
= | .| inpenalties and criticism from our local GP
N | § | community.
(o))
o | E
S |3

Corporate CRR-0018 - Unsuitable

Directorate | environment of care (Renal Unit,

Estates & Lanesborough OPD) - risk of

Facilities premises closure, prosecution,
fire

Corporate CRR-0008 - Inability to address

Directorate | backlog maintenance

Estates & requirements

Facilities

Corporate CRR-0009 - IT storage:

Directorate | unrecoverable IT system
ICT downtime affecting critical
clinical, web and email systems
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EF734 | Automatic Change (EF216)If there was a failure with these o 15
Over Controllers controllers, there is nothing to replace %_
obsolete. 9 | .- | them on the shelf. These changeover °o | o

o > ; I 2
Q = controllers apply both from mains to 9 @
@ | & | generator and generator to mains. T 3
S O | a
8 | = 6 | o

EF738 | Bacterial (EF132)There is a risk to patient safety 20
contamination of from water-borne infection. This risk has
water supply o | been increased as a result of legionella
(Legionella, 8 | being found in isolated areas in the St
Pseudomonas) é George’s Hospital site. g

o
Lo - o
S | X | There are different water-bornes infections | & | -
S 8 | in diff t buildings; Legionell d S | o
S g | in different buildings; Legionella an £
o c | Pseudomonas. O | 3
- © . .
o I Lo <

SM- Breakdown of the Risk to patient safety and experience in the 16

MC87 | ventilation system event of a catastrophic failure of the
on Ruth Myles unit t ventilation system. The system has been
and McEntee ward inspected by an external company and
leading to £ | deemed to be irreparable due to the age

[} .
uncontrolled o | 8 and degradation of the system.
temperatures in the g | Patients undergoing allogeneic stem cell 5 | >
department « | - | transplants would have to be relocated to ‘T g
g % other positive pressure areas. New E —
2 | @ | patients who are due to undergo treatment N7
E would have to be relocated or treated at
o | another organisation or cancelled. This

would have a financial implication for the
trust.

Corporate CRR-0008 - Inability to address
Directorate | backlog maintenance

Estates & requirements

Facilities

Corporate CRR-0016 - Bacterial
Directorate | contamination of water supply
Estates & (Legionella, Pseudomonas)
Facilities

Medicine & | CRR-0008 - Inability to address
Cardiovasc | backlog maintenance

ular requirements

Division
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Corporate
Directorate
ICT

CRR-0009 - IT storage:
unrecoverable IT system
downtime affecting critical
clinical, web and email systems

ITO0O11 | Computer hardware Computer hardware in clinical areas slow % -% 15
in clinical areas and unreliable.Risk to patient care if s | 5
slow and unreliable. 5 | patient information not available in timely 8|0
@ | manner. = | g
S | .- | Thereis arisk that the computer hardware | @ | g
I N | in the clinical areas is too slow and too <
ﬁ 'Z | unreliable for the roll out of clinical o
= % functionality within iCLIP. This might result
N = in a delay accessing a patient's clinical
o | record, detracting them from delivering
m .
more care at the bedside.
1115 End of Life Care CQC warning Notice 29A: insufficient 16
9 _ | governance and leadership framework for
& | & | EoLC (Aug 2016) 52
— © (] X
d | B = | 3
— I . .
o | O < |
EF730 | Failure of electrical (EF211)Failure of electrical switchgear 15
switchgear due to causing loss of essential power in St a
age of equipment 9 < James's Wing for most of the wards and 2 %
& | £ other departments. Q|
s | & s |8
S |8 &
o < To) ™
CW78 | Failure of (CW109)The failure of responsible persons 25
1 Responsible to address significant findings in risk
Persons to address $ | assessment may lead to an increased risk o -%
and/or rectify © | of injury or loss of life in the event of a fire e |k
. . T . . S @
Significant Findings 0 ~ | or fire evacuation o | ©
contained in Fire S | € @ Iz
Risk Assessments | & | 3 = | €
Q| X O | <
S e . )
— = To) To)

Community | CRR-0021 - CQC rating less
Services than 'Good'

Division

Corporate CRR-0006 - Power failure -
Directorate | electrical fault

Estates &

Facilities

Children & | CRR-0007 - Potential unplanned
Women closure of premises / non-
Division compliance with estates or Fire

legislation
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CRR-0027 - Risk of failure to
deliver the financial control total

CRR-0005 - Insufficient cash to
meet payment demands

FinNe | Failure of the Trust The Trust is tasked with delivering an 16 Corporate
w7 to meet externally @ | externally set control total. This requires Directorate
set control total © 8 | challenging budgets to be set based on a Finance
results in regulatory | & & | number of assumptions on activity, costs
. S - = >
action g ~ | and efficiency plans.To meet the control % )
o | & | total departments may be set budgets that | = f
& | & | cannot be delivered. < | <
FinNe | Failure to agree the The financial position of the trust requires 20 Corporate
w4 loans exposes the careful cash management to ensure Directorate
Trust to arisk of a payment demands can be met. Trust has - Finance
cash shortfall and @ | applied for loan funding. This has been 'S
. . © ] . . =
inability to meet = > agreed on a 30 day basis. Failure to 5 [
payment demands N g secure this loan on an ongoing basis will 5 8
g | = | resultin the trust not being able to meetits | = | &
Q| ¥ | payment demands. In addition, the trust < 5
a | requires funding for the backlog >
maintenance programme and is expecting
a £39m capital loan from bthe DoH. The
trust is spending at risk against this loan.
c21 Financial risk — Financial risk — cost. c |20 Surgery,
cost. g Trauma,
o | & | Failure to achieve a balanced budget in 8 Neuroscien
S | = |2016/17 3 ce,
O S o
N o, Theatres &
= 7 © £E
e = s | < Cancer
=S < | 5 Division

CRR-0004 - Insufficient Cost
Improvement/Transformation
Programme in 2016/17
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Cw78

Health and Safety

12/05/2016

McHugh*, Helen

(CWO0086) There is a risk to the health and
safety of patients and staff due to the poor
fabric, poor temperature control and lack of
storage in the following places in the
division.

« Lanesborough wing: Ground, 1,4 &5
floors

» St James Wing:

Ground & 1 & gym on 3rd Floor

* Knightsbridge Wing:

Ground floor

This negatively impacts on the operation of
services and the experience of both
patients and staff.

3. Moderate

5. Almost Certain

St George's University Hospitals NHS

NHS Foundation Trust

Children &
Women
Division

15

CRR-0018 - Unsuitable
environment of care (Renal Unit,
Lanesborough OPD) - risk of
premises closure, prosecution,
fire

EF722

Inability to address
backlog
maintenance
requirements

18/11/2014

Hancock*, Richard

(EF200)There is a risk to the quality and
safety of patient care in the event the
Estates and Facilities team are unable to
complete required estates works in a
timely way due to the impact of capital
investment within run-rate schemes.

Reduction of the scale of the Trust's capital
programme means that not all of the
Trust’'s high priority projects can be funded
at the time they are needed.

In order to achieve identified savings
targets, the Estates and Facilities
Department has to reduce labour and
materials expenditure on its planned and
reactive maintenance service.

4. Major

5. Almost Certain

20 Corporate
Directorate
Estates &

Facilities

CRR-0008 - Inability to address
backlog maintenance
requirements (Capital)

HR106

Inability to control
agency temporary
staffing and
associated staffing
costs

30/09/2016

Gammage, Mark

Inability to control agency temporary
staffing cost. Unable to demonstrate a
control on agency temporatry staffins as
shown by breach of annual cap value.

4. Major

5. Almost Certain

20 Corporate
Directorate

HR

CRR-0026 - Inability to control
agency staffing and associated
staffing costs
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Surgery,
Trauma,
Neuroscien
ce,
Theatres &
Cancer
Division

CRR-0025 - Unssustanable
levels of staff turnover

Corporate
Directorate
ICT

CRR-0009 - IT storage:
unrecoverable IT system
downtime affecting critical
clinical, web and email systems

Corporate
Directorate
Estates &
Facilities

CRR-0006 - Power failure -
electrical fault

C58 Limited out of hours Out of hours and weekend medical ward 16
and weekend » | staffing has been identified as a common
medical ward g theme in Al reports - Gunning and
staffing 8 Holdsworth. Vacancy factor of 13.0 WTE, 9
_ | registrars and 3 physicians associates.
% Risk to timeliness of service delivery and
© g patient safety on ward. Also impacts on
= 8 income due to elective operating and
. L. — >
o | & | outpatient activity is cancelled to release o |
5 @ | doctors to cover ward and on-call duties. g f
3| & < | <
ITO040 | Loss of IT The Trust is experiencing a high turnover 20
leadership due to in IT senior staff. The Board level exec, c
vacant posts. > | CIO, Deputy CIO and Ops lead have either g
© Eu left or are in the process of leaving the 8
b=y _ | organisation. This leaves the Trust with a .| B
o | 2 lack of operational and strategic IT i) g
= o : © £
o | g | leadership s | <
S | S < |5
EF733 | Master Pact M Air (EF215)A failure of any of these air circuit 16
Circuit Breakers no _ | breakers (ACB) would leave the hospital
longer supported by % vulnerable in the fact that it could cause
manufacturers. a | loss of power from a substation or make
X | «- | the generator back up ineffective should
8 %‘ there be an external power failure. S %‘
N~ O ] X
S = | O
8 | < < |
CsD Potential loss of (CSW1024-COM-D5)Activity and 16
796 income due to .. | associated income/contribution will
bidding for newly & | potentially be lost due to:* Service Line
tendered services % Tenders in Q4 2015/16.e.g. Impact on
being unsuccessful S .| contract from Q3 2017/18. The values are :
8 % HV £5.7m, ISHS £6.4m,& CAHS £14.7m S %‘
8 & | potential overall profit loss £6m.potential ‘2" f
§ & overall loss of contribution (20%) £5m. < | <

Community
Services
Division
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Corporate
Directorate
ICT

CRR-0009 - IT storage:
unrecoverable IT system
downtime affecting critical
clinical, web and email systems

ITO037 | Potential risk to High risk to operation viablity of Trust if .% 25
ability to store Trust %, | organic growth for data storage and E <
data 9 § computing not addressed §' O
o o & 17
N = S o
S |3 T | E
< o) @) <
™ o . .
o\ om Ty) L0
EF721 | Potential (EF198)Risk of premises closure, 16
unplanned closure prosecution and fines as a result of non-
of premises / non- o | compliance with fire regulations in
compliance with _c;u accordance with the Regulatory Reform
estates or Fire © | (Fire Safety) Order 2005 (RRO).
legislation < o
S | & | Ability of the Trust to demonstrate its _ -~
g 8 | compliance in accordance with the Sl
o % Regulatory Reform (Fire Safety) Order s | 3
S | T | 2005 (RRO) < | <
MD114 | Recognising, Risk of failure of recognising, escalating 20
1 escalating and and responding to the signs of
responding to the deteriorating patient.
signs of
deteriorating This is coused by the suboptimal use of
= | EWS as observatins not completed
Q | correctly, not clezarly escalted or promptly o
2 | responded in order to commence .g
9 | < | treatment. S
8|8 N g |2
S| o This may result in a}v0|d§\ble dea_th, and/or B | x
= 2 | breach of CQC registration requirements O |-
o o L0 <
ITO034 | Risk of delay to < | Lack of appropriate storage space for IT 16
clinical system S, | & | hardware will delay deployment of clinical
programme due to I c | IT systems resulting in extending the 5 | >
inappropriate §| g period of running manual systems. 'g £
storage facility. = | N
o\ n < <

Corporate CRR-0018 - Unsuitable

Directorate | environment of care (Renal Unit,

Estates & Lanesborough OPD) - risk of

Facilities premises closure, prosecution,
fire

Corporate CRR-1143 - Recognising,

Directorate | escalating and responding to the

Medical signs of deteriorating

Director

Corporate CRR-0009 - IT storage:

Directorate
ICT

unrecoverable IT system
downtime affecting critical
clinical, web and email systems
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CRR-0009 - IT storage:
unrecoverable IT system
downtime affecting critical
clinical, web and email systems

CRR-0009 - IT storage:
unrecoverable IT system
downtime affecting critical
clinical, web and email systems

ITO025 | Risk of ICT . | There is an increased risk of infrastructure o 25 Corporate
infrastructure failure *g failure due to age of IT infrastructure and %_ Directorate
due to age of ‘2 | lower than required levels of investmentfor | © | _ ICT
infrastructure. 2 replacements. IT Infrastructure failure ‘@ 3

3 compromises all computer activity. S | Eq
g O] <3
m To) n

ITO038 | Risk of inability to < | The Trust will have extended XP for three 25 Corporate
access core Trust g | years beyond Microsoft end of life date for Directorate
systems if XP PCs —!'| this operating system. Certificates are no £ ICT

- . o ]

not updated. %, | longer available. Further deferrment of VDI | -Z I
© § replacement not option. Core Trust é’,‘ O

S S | systems will not be able to be accessed *@ ‘g

x| 8 | from XP PCs from December 2016. % | E

g > O | <

N m L0 L0

ITO039 | Risk of loss of Trust A large increase in the computer malware c |20 Corporate

data. «~ | known as "Ransom ware" is affecting Trust E Directorate
© O | computer data. There is a high risk that 8 ICT
= g data that has been affected will be lost if g =
N S | the affected files are not identified and =} E
5 S, 1 restored within a short time frame. g <
5 | a < |5

CRR-0013 - Vulnerability to
computer virus or attack
‘Ransom ware’
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ITO043

Risk of non-
compliance with
national directive to
be paperless by
2018

14/09/2016

Salmon, lan

There is a national requirement to be
paperless by 2018, plus it is expected that
there is increasing Digital Maturity to
improve patient safety. And finally by
2020, being paperless is a pre-requisite for
holding a CQC operating license to provide
publically funded healthcare.

Although the St George’s Hospital site has
international recognition at HIMSS level 6
accreditation for its digital maturity (a high
rating) and was nationally ranked eighth in
NHSE's survey of digital capabilities these
system are only live in approximately 44%
of inpatient areas on the main Tooting site.
Queen Mary’s Hospital, the Nelson Health
Centre and all community sites are not
covered and the majority of clinical
documentation is on paper.

It is recognised in other risks that an
investment in infrastructure and hardware
must be completed before existing clinical
systems can be rolled out

further. Therefore depending on the
completion date for these investment plans
and the dates of subsequent project plans
to complete roll out of clinical
documentation in acute and community
areas, these strategic dates could be
breached.

5. Catastrophic

3. Possible

St George's University Hospitals NHS

NHS Foundation Trust

15

Corporate
Directorate
ICT

CRR-0015 - Lack of access to
capital to address in-year IT,
Estates and equipment
replacement cost pressure

ITO045

risk of penalties or
lost income through
the inability to
evidence activity
due to an out-of-
date version of their
clinical syst

14/09/2016

Salmon, lan

RiO is the enterprise clinical system for the
Community Division providing
administrative and clinical functionality.
The system has not been updated since
before the Trust exited from the National
Programme for IT and the current version
is now over two years old. Many important
enhancements to support new data

5. Catastrophic

3. Possible

15

Corporate
Directorate
ICT

CRR-0015 - Lack of access to
capital to address in-year IT,
Estates and equipment
replacement cost pressure
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standards and interoperability have been
made in the intervening time and the Trust
is unable to meet many obligations. These
include:

e The Trust is unable to produce and
submit the mandated Children & Young
People's Health Services (CYPHS) data-
set which is used to support the
commissioning of Health Visiting and
School Nursing;

e National Screening Store (NSS)
interface to support the submission of
Newborn Hearing Screening Programme
and Newborn & Infant Physical
Examination data submissions are absent;
e PDS birth notifications and Pupil Data
upload facility absent.

The Trust is at risk of penalities from
Commissioners and/or NHS England
through the inability of the Trust to make or
receive these various submissions. Child
Health is to be tendered and the Trust is at
risk of losing this contract through its
failure to meet these standards.

St George's University Hospitals NHS

NHS Foundation Trust

CRR-0009 IT storage:
unrecoverable IT system
downtime affecting critical
clinical, web and email systems

ITO0O15 | Risk of slow N Risk of slow recovery for disaster. IT 16 Corporate
recovery from ICT o | .2 | related disaster recovery plans and Directorate
disaster if ICT g % procedures not as detailed as required. _ - ICT
disaster recovery q g S |3

. N ko] © X
plan lacks sufficient | © > s | 5
granularity = < | <

ITO042 | Risk of staff using There is a risk that staff may record or look 16 Corporate
different systems to for clinical information in multiple places or Directorate
record patient care -. | the incorrect place resulting in incomplete ICT
(paper and % documentation or a split record which
electronic systems S | = | could lead to concerns regarding quality
(iCLIP)). 8 E‘ and safety of care. Or dual systems may S %‘

8 | 2| lead to an increase in transcribing errors g | =
- >
S |5 < |

CRR-0010 - Fragmented
Electronic and manual patient
records
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financial position.

B253 Theatre Air Theatre air handing units(AHU)are at risk 16
Handling Unit = of failing intraoperatively due to the age of
(AHU) < | > | the plant. This may pose a risk of increase
b=y 8 in infection and decreased operational _ -
S | « | efficiency. 2T
4| 8 s | 3
S |G < | <
RHO- Unsuitable Health & safety risks to patients/staff/trust 16
MC23 | environment of care % | due to unsuitable environment of care in
-D1 in Knightsbridge -8 | Knightsbridge Wing infrastructure
Wing (Renal o
department) 9| %
S| g S |3
S| 8 g | =
S |2 = | d
- | o0 < | <
TA-1148 | Turnaround target The Turnaround target of £42.7m may not d 20
9 % be achieved in-year causing a more 5
Q | = | significant deficit for the Trust g >
3| o g £
< | L 335
— ®© L
o [al wn ( <
TA-1150 | Lack of appetite or - The Trust lacks the appetite or control to 16
control to make 8 _ | make some of the significant changes 5 %‘
significant changes | o @ | required to address the challenge 'g f
Sd& < | <
TA-1153 | Financial savings Financial savings (i.e. post removed from 16
2 | establishment) are not fully removed from - -
9 S | the budget when signed, instead they are -% <
I g | reviewed on a monthly basis and are = | 4O
§ '6_—5 reported upon subjective review of the < | <
—
o
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Surgery, CRR-0018 - Unsuitable

Trauma, environment of care (Renal Unit,

Neuroscien | Lanesborough OPD) - risk of

ce, premises closure, prosecution,

Theatres & | fire

Cancer

Division

Medicine & | CRR-0018 - Unsuitable

Cardiovasc | environment of care (Renal Unit,

ular Lanesborough OPD) - risk of

Division premises closure, prosecution,
fire

Corporate CRR-0022 - Insufficient

Directorate | management capacity or

Turnaround | capability to deliver turnaround
programme

Corporate CRR-0022 - Insufficient

Directorate | management capacity or

Turnaround | capability to deliver turnaround
programme

Corporate CRR-0022 - Insufficient

Directorate | management capacity or

Turnaround | capability to deliver turnaround

programme




St George's University Hospitals INHS |

NHS Foundation Trust

REPORT TO THE BOARD FROM: Audit Committee
COMMITTEE CHAIR: Sarah Wilton
DATE OF COMMITTEE MEETING: 18.01.17

REPORT TO THE BOARD FROM THE AUDIT COMMITTEE MEETING ON 18 JANUARY 2017

The key points which the Audit Committee wishes to bring to the Board’s attention this month
following its last meeting are listed below:

ACTION TRACKER

1. Considerable progress has now been made, driven by our newly appointed internal audit
firm TIAA, to confirming that actions arising from the previous auditors’ Internal Audits have
been or are being progressed by the Trust. Just nine actions are now outstanding, mostly in
relation to estates and SWLP. We stressed the importance of implementing allthese
outstanding actions, together with outstanding actions arising from the Internal Audits
completed since April 2016 by TIAA. The Committee noted that delays have unfortunately
arisen as a result of recent changes in interim executive responsibilities, and requested that
the Executive address the action tracker robustly with at least quarterly oversight from
EMT, to be led by the Corporate Secretary and Head of Corporate Governance and the
Director of Finance.

We ask the Board to endorse this approach which will require the Executive to co-operate
with TIAA, to take responsibility individually and severally as an Executive team for
progressing and implementing agreed actions arising from Internal Audits and to report
back progress tothe Audit Committee in a timely and regular manner. We will report on
progress in our Annual Report to the Board.

INTERNAL AUDIT

2. The Audit Committee received an Internal Audit Report on the Use of Bank Staff which
received reasonable assurance.

3. The Audit Committee received an Internal Audit Report on Core Financial Systems which
received only limited assurance, with two of the recommendations not accepted. The
Committee was very concerned by the Report’s conclusions, since several of the issues
had been raised in the PwC report in 2015. The CFO provided assurance that the agreed
actions are being implemented but the Committee has asked for a full update at its next
meeting, as the improvements required in relation to accounting records, aged debt
monitoring and compliance by budget holders must be implemented urgently.

4. The Committee received an Internal Audit Report on Budget Maturity and Financial
Reporting: this too received only limited assurance. Key findings were that strategic
planning and budget setting started later than scheduled, the transformation programme
has not realised the anticipated savings, the recovery plans lack detail and timelines and
are still considered unrealistic and unachievable and that the high turnover of interim
executives and those involved in the budget setting process has not only impacted on the
financial resources of the Trust, but also a loss of corporate memory. The CFO has
provided assurance that the recommended actions will be completed and have been
reflected in the current budget setting process for 2017/18, but again the Audit Committee
has asked for a further update at its next meeting.

5. The Audit Committee was also briefed on an operational, rather than assurance, Internal
Audit of Mortuary Services which had been completed at the request of the CFO. The



Committee was assured that appropriate follow-up action had been taken to deal with the
matters arising.

6. The Committee reviewed the Internal Audit Plan for 2017/18, which had been considered
by EMT and the Board, and also by the Director of Risk Management in relation to the Trust
corporate risk register and board assurance framework. Audit Committee accepted the Plan
as presented subject to adding an audit of MAST compliance, inclusion of a review of the
system to manage FOIs and also confirming the executive lead for each audit area.

EXTERNAL AUDIT

7. The areas of significant risk identified so far, largely the same as for 2015/16, were
discussed in some detail. On the basis of audit work completed so far, the External Auditors
reported that although there is still much improvement required, they are more comfortable
with the capacity and capability of the finance function.

8. The detailed year end timetable for completion of the external audit and preparation and
approval of the annual report and accounts will be brought to the March Audit Committee
for approval.

COUNTER FRAUD

9. The Committee had received an update from the CFO on one case in a private meeting
prior to the Audit Committee. The progress on other matters was discussed and noted.
Counter Fraud staff confirmed that, where required, the relevant professional bodies had
been notified of cases in progress.

CYBER SECURITY

10. The CIO attended Audit Committee to provide an update on progress against the Internal
Audit Cyber Security Review completed in September 2016. The Committee was assured
that considerable progress has been made, and that work to mitigate the most significant
risks has been prioritised. Nevertheless the Committee is still concerned to note the
severity of IT risks to the Trust.

AUDIT COMMITTEE: TERMS OF REFERENCE

11. The Committee reviewed and agreed its revised Terms of Reference, and noted that
reports of losses and special compensation, the Trust Scheme of Delegation and other
matters would be reported to the next Committee meeting, together with the results of the
Committee evaluation, to ensure that all requirements of the Committee’s terms of
reference have been met during 2016/17.

Sarah Wilton
Chair: Audit Committee
January 2017
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